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I. POVERTY AND SOCIAL ANALYSIS AND STRATEGY 
Poverty targeting: targeted intervention—geographic 
A. Links to the National Poverty Reduction and Inclusive Growth Strategy and Country Partnership Strategy. 
Viet Nam’s economic growth averaged over 6.5% per year during 1991–2017.a In 2017, the economy grew at 6.8%, 
spurred by growth in agriculture and services, and offset by lower than expected output in construction and mining. The 
gross domestic product per capita reached 2,389 in 2017. Economic growth has underpinned the country’s progress in 
reducing poverty.b However, the poverty rate decreased from 52.9 in 1992 to 2.0 % in 2016 (using a poverty line of 
$1.90 per day). Poverty incidence varies significantly across regions. Remote ethnic minority groups, who represent 
14.5% of the total population, account for half of the poor.b The government recognizes that a strong local health care 
(LHC) system is essential to address the health-related determinants that impact inclusive and sustainable 
development.c Reforms to address deficiencies of LHC, across dimensions of accessibility, responsiveness, and 
quality, are urgently required. The Local Health Care for Disadvantaged Areas Sector Development Program (the 
program) supports the Government of Viet Nam to implement its Master Plan on Building and Developing of the LHC 
Network in New Situationd (the Master Plan), with the goal of progressing to universal health coverage (UHC). The 
program will pursue key policy reform actions to improve the LHC system, with a focus on commune health stations 
(CHS), throughout the country. It is aligned with the government’s Five-Year Socio-Economic Development Plan, 
2016–2020e and the National Strategic Plan for Health, 2016–2020f that prioritize addressing constraints to LHC 
service delivery and financing as a strategy for achieving UHC. The program is consistent with the Asian Development 
Bank’s country partnership strategy for Viet Nam, 2016–2020,a which prioritizes strengthening health systems to 
achieve UHC. The program is included in the country operations business plan for Viet Nam, 2018–2020.g 

B. Results from the Poverty and Social Analysis during Project Preparatory Technical Assistance or Due 
Diligence  

1. Key poverty and social issues. Ethnic minority groups have experienced a much slower pace of poverty reduction 
measured in income, as well as in other dimensions such as education, health, housing, sanitation, and water, when 
compared to national averages. Resolution 80/NQ-CP (date 19 May 2011) on Sustainable Poverty Reduction During 
2011–2020, provided new directions to accelerate poverty reduction in the poorest districts, communes, and villages. It 
sets poverty reduction targets of 4% per annum (compared to the national target of 2%), and prioritizes resource 
mobilization and support to these areas. Viet Nam has achieved health-related Millennium Development Goals, 
including for maternal and child mortality, but malnutrition remains high. Despite this, it continues to face a triple 
burden of disease: communicable diseases, noncommunicable disease (NCD), and increasing incidents of 
accidents and injuries. NCDs comprised 70% of national disease burden (measured by disability-adjusted life year) in 
2011, increasing to 73% in 2015.h The aging population, high prevalence of NCD risk factors, and improved 
management of infectious diseases have underpinned this trend. Common infections contribute to low productivity. 
Emerging and endemic diseases, fake drugs, and drug resistance pose serious global public health threats. 
Three key constraints perpetuate the deficiencies of the LHC system: (i) inadequate frameworks and supporting 
policies for public investments in LHC, (ii) failure of LHC service delivery to respond to health needs, and (iii) weak LHC 
workforce management and development. 
2. Beneficiaries. The program supports policy reform actions of the Master Plan governing public investment, service 
quality, and the health workforce.d It indirectly contributes to poverty reduction by reducing catastrophic health 
expenditures through greater utilization of CHS and improving population productivity. The project prioritizes 
populations in remote and disadvantaged areas. It targets six poor ethnic minority provinces in border areas and along 
socioeconomic corridors for investment to enhance availability, accessibility, and acceptability of LHC services.i 
3. Impact channels.  For the program, the benefits from strengthening LHC investments, developing service delivery 
models, and improving health workforce development and management are likely to be substantial. The impact of 
program will be responsive primary health care (PHC) leading to improved quality of and access to LHC services.  The 
project grant activities—including provision of equipment for CHS, development of models for enhanced PHC service 
delivery and referral, and health human resource training that ensures access for female and ethnic minority staff—will 
directly improve access to health services by ethnic minorities and poor communities in the 12 pilot districts.  
4. Other social and poverty issues.  The national standards for commune health stations (CHS) of the Ministry of 
Health (MOH) classify CHS into one of three zones based on proximity to higher-level facilities. CHS in zone three 
communes include most disadvantaged communes in remote, mountainous, and border areas more than 5 kilometers 
(km) from a higher-level health facility (more than 3 km in areas of particularly difficult terrain and more than 15 km in 
delta or midland areas). These areas have (i) a significantly higher poverty incidence than the national average, (ii) 
demonstrate large differentials on key health indicators when compared to national measures, (iii) a high ethnic minority 
population, and (iv) been identified as priority locations for socioeconomic assistance. 

http://www.adb.org/Documents/RRPs/?id=50285-002-3
http://www.adb.org/Documents/RRPs/?id=50285-002-3
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5. Design features. The impact will be a strengthened a network of LHC facilities to ensure responsive PHC for the 
entire population. The outcome will be improved quality of and access to LHC services for women and men, particularly 
in disadvantaged and remote areas. The program has three key reform areas: (i) public investment management for 
LHC, (ii) service models of LHC network, and (iii) LHC workforce development and management.  

II. PARTICIPATION AND EMPOWERING THE POOR 

1. Participatory approaches and project activities. The project will engage in extensive communication activities 
targeting the poor, ethnic minorities, and women, including updating and producing behavioral change communication 
materials and information campaigns in the 12 pilot districts. 
2. Civil society organizations.  
3. The following forms of civil society organization participation are envisaged during project implementation, rated as 
high (H), medium (M), low (L), or not applicable (NA):    
         Information gathering and sharing (M)  Consultation    Collaboration    Partnership 
4. Participation plan.    Yes.     No.  

III. GENDER AND DEVELOPMENT 

Gender mainstreaming category: gender equity as a theme  

A. Key issues.  The national maternal mortality ratio (MMR) decreased from 233 maternal deaths per 100,000 live 
births in 1990 to 54 maternal deaths per 100,000 live births in 2015.j Nevertheless, risk of maternal and child mortality 
remained high amongst ethnic minorities and members of poor households in remote and mountainous areas. The 
proportion of women giving birth assisted by a trained health worker in these areas (e.g., 73.5% in Lai Chau, 83.9% in 
Dien Bien, 90.5% in Kon Tum, and 89.6% in Gia Lai) is lower than the national average (98.4%).k Gender dimensions 
underlying high MMR include: (i) limited access to family planning and reproductive health services, particularly for 
young unmarried women, migrant women, and women in remote and mountainous regions, (ii) ethnic minority women’s 
inability to seek services because of language and cultural barriers and inability to pay, and (iii) lack of knowledge of 
health care and some customary habits among some local ethnic groups, such as giving birth at home. These barriers 
further increase women’s risk of other health issues, including exposure to HIV and other sexually transmitted 
infections, as well as to adolescent pregnancy. Reform of the LHC system requires efforts to address barriers to access 
and acceptability by women and girls. Imbalance in the sex ratio at birth is higher in rural and mountainous areas 
compared to the national figure. Social preference for male children along with increased access to fetal sex selection 
services among rural women are key drivers of the observed trend.l Women account for about two-thirds of the health 
sector workforce; but they are underrepresented at higher qualification levels (university degree or higher). Nationally, 
about one-third of medical doctors at CHS are women. The proportion is lower in some provinces, e.g., 0.4% in Lai 
Chau, 13.3% in Ca Mau, 21.5% in Dien Bien, 26.5% in Binh Phuoc, and 28.8% in Soc Trang.  

B. Key actions.   
       Gender action plan   Other actions or measures      No action or measure 
The program is expected to contribute to gender equality and women's empowerment through improved health 
outcomes for women and girls. The policy matrix highlights the launch and implementation of the Action Plan on 
Gender Equality of the Health Sector, 2016–2020 as well as the adoption of other policies aimed at enhancing access 
to health services for women, children, and ethnic minorities. A gender action plan (GAP) has been prepared to support 
implementation of the MOH’s Action Plan on Gender Equality of the Health Sector and other gender-related policies 
including sexual and reproductive health; domestic violence; and provision of gender and culturally sensitive health 
services to serve better the needs of women, men, and children, especially among ethnic minority communities. 

IV. ADDRESSING SOCIAL SAFEGUARD ISSUES 

A. Involuntary Resettlement  Safeguard Category:  A     B      C      FI 
1. Key impacts. No involuntary resettlement is involved in this project. None of the policy actions or project grant 
activities involve civil works. 
2. Strategy to address the impacts. A matrix of environmental and social impacts has been prepared for the project.  
No involuntary resettlement impacts are expected. 
3. Plan or other Actions. 

  Resettlement plan 
  Resettlement framework 

  Environmental and social management 
system arrangement 

  No action 

  Combined resettlement and indigenous peoples plan 
  Combined resettlement framework and indigenous peoples 

planning framework  
 Social impact matrix 

B. Indigenous Peoples Safeguard Category:  A     B      C      FI 

1. Key impacts. Viet Nam has 54 ethnic groups totaling about 13.4 million people in 2015; they represent 14.6% of the 
country’s population.l  Ethnic minorities bear a disproportionate burden of infectious diseases because of lack of 
awareness, poor living conditions, and malnutrition. The project is expected to have positive impacts in improving the 
capacity of health workforce that services ethnic minorities, and enhancing access to LHC services for ethnic minorities 
in disadvantaged areas, including Thai, Kho Mu, Khmer, Tay, Dao, San Chay (Cao Lan), Nung, Hoa, H'Mong, San Diu.   
Is broad community support triggered?     Yes                     No 
2. Strategy to address the impacts. An ethnic minority development plan (EMDP) and communication strategy matrix 
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have been prepared. These provide measures such as ensuring fair participation of ethnic minority staff in capacity 
building activities, and tailoring the communication strategy to meet the needs of specific ethnic minority groups. 

3. Plan or other actions. 
   Indigenous peoples plan 
   Indigenous peoples planning framework  
   Environmental and social management 

system arrangement 

   Social impact matrix 
   No action      

   Combined resettlement plan and indigenous peoples plan 
   Combined resettlement framework and indigenous peoples 

planning framework 
   Indigenous peoples plan elements integrated in project with 

a summary 

V. ADDRESSING OTHER SOCIAL RISKS 

A. Risks in the Labor Market  

1. Relevance of the project for the country’s or region’s or sector’s labor market, indicated as high (H), medium (M), and 
low or not significant (L).  unemployment    L underemployment   retrenchment    core labor standards 
2. Labor market impact. There will be no substantial impact on the local labor market. There will be short-term 
employment benefits from avoiding and containing epidemics, such as in factories and schools, and in the tourism 
industry. Improving local health care will have long-term benefits among local workforce in participating provinces. 

B. Affordability  

The project will not increase the price of health services, and improved benefit packages and increased health 
insurance coverage will decrease health spending by the poor. Facilities with upgraded diagnostic services will also 
reduce travel time and costs. 

C. Communicable Diseases and Other Social Risks  
1. The impact of the following risks are rated as high (H), medium (M), low (L), or not applicable (NA):  

   NA Communicable diseases     NA Human trafficking      Others (please specify) ______________ 
2. Risks to people in project area. Not applicable. The project will improve the quality of and access to LHC services 
for women and men.  

VI. MONITORING AND EVALUATION 

1. Targets and indicators. The project administration manual outlines poverty and social monitoring and reporting 
requirements. The design and monitoring framework, GAP and EMDP provide targets and indicators on gender and 
ethnicity. 
2. Required human resources. The project administration manual indicates required technical experts to be hired 
under the investment to undertake activities to ensure implementation and integration of the gender action plan and 
EMDP in capacity building and monitoring. 
3. Information in the project administration manual. There will be three monitoring and evaluation phases: (i) 
development of an overall monitoring and evaluation system and collection of baseline data (disaggregated by sex, 
age, ethnicity, and possible disability); (ii) program implementation; and (iii) final assessment. 
4. Monitoring tools.  MOH will submit (i) quarterly progress reports; (ii) consolidated reports including (a) achievement 
by output per performance targets, (b) key implementation issues and solutions, (c) updated procurement plan, and (d) 
updated implementation plan; (iii) semiannual social and gender monitoring reports; and (iv) project completion report. 

a  ADB. 2018. Asian Development Outlook. Manila; ADB. 2018. Country Information: Socialist Republic of Viet Nam. 
Information note. 25 October (internal); and World Bank. World Development Indicators. (accessed 2 November 
2018).    

b  ADB. 2016. Country Partnership Strategy: Viet Nam, 2016–2020—Fostering More Inclusive and Environmentally 
Sustainable Growth. Manila.  

c  The LHC system encompasses commune health stations (CHS) and district health centers. 
d   Government of Viet Nam Decision 2348/QD-TTg (5 December 2016) approved the Master Plan.  
e  Government of Viet Nam. Resolution 142/2016/QH13 (12 April 2016) approved the socio-economic development plan. 
f  Government of Viet Nam, MOH. 2016. Plan for People’s Health Protection, Care and Promotion, 2016–2020. Ha Noi. 
g ADB. 2017. Country Operations Business Plan: Viet Nam, 2018–2020. Manila.  
h  A disability-adjusted life year is an indicator of time lived with a disability and time lost because of premature mortality. 

Estimates are from Institute for Health Metrics and Evaluation. https://vizhub.healthdata.org/gbd-compare/ (accessed 
26 April 2018).  

i  The six provinces are as follows: Dak Nong (with a poverty incidence in 2016 of 12.8%, and ethnic minorities making 
up 29.0% of the provincial population), Gia Lai (13.5% and 49.8%), Phú Tho (6.3% and 17.1%), Quang Nam (8.4% 
and 8.5%), Soc Trang (8.7% and 34.6%), and Tuyen Quang (12.0% and 57.1%). 

j Government of Viet Nam, Ministry of Health. 2017. Joint Annual Health Review 2016: Towards Healthy Aging in Viet 
Nam. Ha Noi. 

k  Ministry of Health, Maternal and Child Health Department. Data for the first 9 months of 2017. 
l Ministry of Planning and Investment, General Statistics Office. 2015. Report on the results of the census and mid-term 

housing census. Ha Noi; Government of Viet Nam, Committee for Ethnic Minority Affairs. 2016. Report of Ethnic 
Minority with Sustainable Development 2015. Ha Noi.   

Source: ADB. 
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