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SECTOR ASSESSMENT (SUMMARY): HEALTH1 
 
Sector Road Map 
 
 1. Sector Performance, Problems, and Opportunities 
 
1. Health status and patterns of disease. During the period 2011–2015, the health of 
people in Viet Nam improved significantly as evidenced by outcomes on the following key 
national indicators: infant mortality rate, under-five mortality rate, and under-five malnutrition. 
However, aggregate national estimates do not capture the disparities that exist across 
geographic regions. These disparities mirror those for key poverty indicators, as shown in Table 
1. 
 

Table 1: Viet Nam National and Regional Health and Poverty Indicators 
 IMR 

(per 1000 live births) 
U5MR 

(per 1000 live births) 
U5M 
(%) 

Poverty  
(%) 

Region 2011 2015 2012 2015 2011 2015 2014 

Nationwide 15.5 14.7 23.2 22.1 16.8 14.1  8.4 
Red River Delta 12.5 11.7 18.4 17.5 14.2 10.8  4.0 
Northern midlands and mountain 23.0 22.0 35.7 33.4 21.2 19.5 18.4 
North Central and Central coastal 17.1 16.3 25.8 24.5 17.8 16.1 11.8 
Central Highlands 24.3 24.8 40.2 37.7 23.8 21.6 13.8 
Southeast 9.3 8.6 13.7 12.9 11.3  9.1  1.0 
Mekong River Delta 12.2 11.4 18.0 17.0 15.4 12.2  7.9 

IMR = infant mortality rate, U5M = under-five malnutrition, U5MR = under-five mortality rate. 
Sources: Government of Viet Nam, Ministry of Health; Ministry of Planning and Investment, General Statistics Office. 

 
2. Annual incidence of, and mortality from infectious diseases is decreasing. However, the 
country remains susceptible to outbreaks of infectious disease. Vector-borne diseases, including 
dengue, malaria, and Japanese encephalitis, are endemic.2 Zoonotic diseases such as influenza 
type A (H7N9, H5N1) and rabies are among the diseases of public health importance (footnote 
2). Food and waterborne diseases are associated with ongoing morbidity and mortality. 
 
3. While infectious diseases, health security risks, maternal and child health, and 
nutrition-related conditions remain a priority, noncommunicable diseases (NCD) are now the 
leading cause of mortality and morbidity in Viet Nam. In 2015, NCD accounted for 73% of the 
national disease burden.3 Care of the elderly has been identified as a priority.4 Those aged over 
60 years now account for 10% of the population. This is forecast to reach 20% by 2038. The 
prevalence of NCDs is high among this population age group. 
 
4. National health expenditure and insurance. National health expenditure per capita 
increased from $77 in 2010 to $111 in 2015. Most of the increase was funded out of pocket, with 
this source of health financing rising from 38% of total health expenditures in 2010 to 43% in 
2015.5 The Government of Viet Nam is supporting universal health insurance through initiatives 
such as premium subsidization, which helped increase health insurance coverage from 65.0% in 

                                                 
1 A. Briscombe and G. Servais 2017. Viet Nam Health Sector Assessment, Strategy and Roadmap. Available upon 

request. 
2 Government of Viet Nam, Ministry of Health (MOH). Report 1499/BC-BYT (29 December 2017) on review of 

performance in 2017 and the key directions, tasks, and solutions in 2018. Hanoi. 
3 Institute for Health Metrics and Evaluation (accessed 26 April 2018). 
4 Government of Viet Nam, MOH. 2017. Joint Annual Health Review 2016: Towards Healthy Aging in Vietnam. Hanoi. 
5 World Health Organization. Global Health Expenditure Database (accessed 10 May 2018). 
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2011 to 76.5% in 2015 (footnote 4). Despite this, patient co-payments can be substantial. In 
2014, 2.3% of households experienced catastrophic health spending.6 
 
5. Health service capacity and utilization. National inpatient beds increased from 22.5 
per 10,000 people in 2011 to 26.5 per 10,000 people in 2015. However, these improvements in 
hospital capacity have not been equal across all regions or vertically within the health system. 
Hospital overcrowding remains a problem with bed occupancy rates exceeding 100% in central 
and provincial level hospitals.7 Outpatient visits in 2014 show a reliance on public hospitals 
(43.1%) and private health facilities (30.7%). Commune health stations (CHS) accounted for just 
20.0% of outpatient visits.8 The underutilization of CHS9 is a result, in part, of weak public 
investment in local health care (LHC) infrastructure and perceived suboptimal service delivery.  
 
6. Local Health Care System. The LHC system lacks capacity to deal with public health 
threats and to the growing burden of NCDs. Utilization of LHC services by ethnic minority 
populations, particularly on maternal and child health, remains low. Service delivery systems 
require reorientation. Technical service packages require refinement, as do health financing 
mechanisms. The package of basic health services financed by health insurance must be 
completed at the district level. Coverage for priority health issues, including NCD management,, 
needs consideration. Physical infrastructure is lacking. Nationwide, 1,192 CHS require 
reconstruction and 1,239 CHS require major renovation.10 Over 5,000 CHS need to be equipped 
to provide essential health services, particularly in remote and disadvantaged areas. In 2017, 
30% of CHS fell below the national standards for service quality (footnote 2).  
 
7. An investment framework is required to direct investments for LHC infrastructure under 
the Master Plan on Building and Development of the Local Health Care Network in the New 
Situation. 11  Reforms to strengthen public financial management capacity and regulatory 
frameworks are required to ensure high-value investments in CHS infrastructure are delivered in 
a cost-effective manner. 
 
8. Health workforce. The lack of skilled health professionals is a key constraint to 
improving access to, and the quality of health service. Table 2 outlines Viet Nam’s health 
workforce needs by 2030. The uneven distribution of health human resources (HHR) across 
geographic regions compounds access and service quality issues. Health workforce density is 
71 health workers per 10,000 people in the Red River Delta and only 42 health workers per 
10,000 people in the Central Highlands.12 The proportion of CHS served by a doctor is lowest in 
the Northern Mountains and Midlands (84.3%) and Central Highlands (74.6%). These regions 
also have the lowest proportion of CHS staffed with an obstetric assistant doctor (87.1%).  
 

 

                                                 
6 Defined as a household’s financial contribution to health equal to or exceeding 40% of non-food expenditures. 
7 K. Takashima, et al. 2017. A Review of Vietnam’s Healthcare Reform Through the Direction of Healthcare Activities. 

Environmental Health Preventive Medicine. 22: 74. 
8 Government of Viet Nam, Ministry of Planning and Investment, General Statistics Office. 2016. Results of the Viet 

Nam Living Standards Survey 2014. Hanoi. 
9 The LHC system encompasses the network of CHS and district-level health facilities. It serves as the first point of 

contact between the population and health services. 
10 Government of Viet Nam, MOH. 2016. Plan for People’s Health Protection, Care and Promotion, 2016–2020. Hanoi. 
11 Government of Viet Nam MOH. Decision No. 2348/QD-TTg (5 December 2016) on the Master plan on building and 

development of the LHC network in the new situation. Hanoi.  
12 World Health Organization. 2016. Human Resources for Health Country Profiles: Viet Nam. Manila. 
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Table 2: Projections of Viet Nam health human resource requirements to 2030 
Professional 

category 
Target 2030 
(per 10,000 

people) 

Total 
2030 a 

Actual 
2016b 

Additional 
needed by 

2030c 

Annual 
Graduates 2013 

Doctor 11.0 116,912 77,539 43,250 2,550 
Nurse  33.0 350,737 106,654 249,416 1,160 
Pharmacist 3.0  31,885 10,196e 22,199 1,020 

a 2030 population estimate of 106,284,000.   
b Includes an estimated rate of workforce attrition of 5% of 2016 numbers. 
c Pharmacists with higher degree. 
Sources: Asian Development Bank, Government of Viet Nam, World Bank, World Health Organization. 

 
9. In addition, skill levels are often deficient which compounds the effects of the health 
workforce shortage, particularly at the LHC level. A recent study of the LHC workforce found 
doctors, on average, asked less than 50% of the essential history questions contained in clinical 
guidelines.13 A significant share of doctors prescribed unnecessary and potentially harmful 
treatments, highlighting weaknesses in the knowledge of case management protocols. 
Approximately 47% of doctors working in the poorest areas fell in the bottom two quintiles of the 
national ability scale. The ability of assistant doctors, who are primarily located at CHS in remote 
areas, was typically less than 20% of the ability level of degree-qualified doctors.  

 
 2. Government’s Sector Strategy 
 
10. National and sector policy and strategy. The government’s Five-Year Socio-Economic 
Development Plan, 2016–2020 gives high priority to the health sector. It includes national targets 
for hospital beds per population, health insurance coverage, health staff per population, and 
targets for health workforce coverage to 2030.14 These targets will help the government achieve 
its commitment to universal health coverage (UHC) under the National Action Plan for the 
Implementation of the 2030 Sustainable Development Agenda. 15  Reform of the medical 
education system is central to the government’s strategy.16The government has committed to the 
International Health Regulations and ensuring that core public health capacities are sufficient to 
respond to health security threats, including at the LHC level.17 
 
11. The Plan for People’s Health Protection, Care and Promotion, 2016–2020 sets out 
MOH’s strategy for development of the health sector (footnote 10). Strengthening the LHC 
system and health workforce development are identified as key building blocks. The Master Plan 
on Building and Development of the LHC Network in the New Situation provides the road map for 
LHC system reform (footnote 11). MOH is committed to addressing HHR undersupply through 
the development of health science universities capable of increasing graduate numbers across 
disciplines in line with the country’s evolving health needs.18 MOH implements a series of 
programs to redress the imbalance in HHR distribution, including programs to rotate specialist 

                                                 
13 World Bank. 2016. Quality and Equity in Basic Health Care Services in Viet Nam: Findings from the 2015 Viet Nam 

District and Commune Health Facility Survey. 
14 Government of Viet Nam. Resolution 142/2016/QH13 (12 April 2016) on the Five-Year Socio-Economic 

Development Plan, 2016–2020. Hanoi. 
15 Government of Viet Nam. Prime Minister’s Decision 622/QĐ-TTg (10 May 2017) on the National Action Plan for the 

Implementation of the 2030 Sustainable Development Agenda. Hanoi. 
16 Government of Viet Nam. 12th Party Central Committee Resolution No. 20-NQ/TW (25 October 2017) of the on the 

Protection, care and improvement of people’s health in the new situation. Hanoi. 
17 World Health Organization. 2008. International Health Regulations (2005). Geneva. 
18 Government of Viet Nam. MOH. Decision 816/QĐ-BYT (16 March 2012) on the Plan for development of health 

human resources for the period 2012–2020. Hanoi. 
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staff from higher level to lower level facilities, deploy doctors to difficult areas, and grant 
preferential access health professional training to students from disadvantaged regions. 
 
 3. Asian Development Bank Sector Experience and Assistance Program 
 
12. Asian Development Bank sector experience. Since 1995, Asian Development Bank 
(ADB) operations have focused on improving access to, good quality , health care, especially for 
the poor and ethnic minorities. During 1995–2005, ADB provided support to improving primary 
health and hospital infrastructure and service delivery in rural and mountainous provinces,19and 
communicable disease control.20 During 2006–2016, ADB continued its investment in health 
services in remote areas,21 while providing more focused support for health security.22 ADB 
operations include (i) upgrading preventive health centers in 15 provinces; and (ii) enhancing 
regional, national, and subnational systems for prevention, surveillance, and response to health 
security threats. ADB also supported sector-wide reforms in HHR to strengthen health 
professional education, training, and management.23 
 
13. ADB sector strategy. ADB’s health sector strategy for Viet Nam is aligned with ADB’s 
Strategy 2030. It will address remaining poverty and reduce inequalities through a medium- to 
long- term program of support toward achieving UHC.24 Core UHC pillars—access to basic health 
services, HHR coverage and quality, and health financing—are the focus of ADB investment. 
Synergies between individual investments will maximize impacts toward UHC, enhancing ADB’s 
value addition as a financier. The proposed Local Health Care for Disadvantaged Areas Sector 
Development Program will deliver key policy reforms governing public investment, health service 
delivery, regional health security, and health workforce quality, targeted at the LHC level. The 
proposed Second Health Human Resource Development Project will help implement these 
health workforce reforms by increasing the supply and quality of the health workforce. Know-how 
generated through technical assistance, including support to ongoing analytical work for LHC 
and health financing reform, complements this comprehensive approach.25 
 
14. Lessons learned. Key lessons include the need to (i) align financing modalities to Viet 
Nam’s limited fiscal space, public financial management reform needs, and inclusive growth 
agenda;26 (ii) support a phased approach to address HHR constraints based on a clear road 
map integrated into existing systems (footnote 22); and (iii) capitalize on ADB’s role as a 
knowledge institution and in integrating innovations using digital technology to enhance health 
sector operations. 

                                                 
19 ADB. Viet Nam: Rural Health Project; and ADB. Viet Nam: Health Care in the Central Highlands Project. 
20 ADB. Greater Mekong Subregion Regional Communicable Diseases Control Project. 
21 ADB. Viet Nam: Second Health Care in the Central Highlands Project; and ADB. Viet Nam: Health Care in the South 

Central Coast Region Project. 
22 ADB. Viet Nam: Preventive Health System Support Project; ADB. Second Greater Mekong Subregion Regional 

Communicable Diseases Control Project; and ADB. Regional: Greater Mekong Subregion Health Security Project. 
23 ADB. Viet Nam: Health Human Resource Sector Development Program. 
24 ADB. 2018. Strategy 2030. Achieving a Prosperous, Inclusive, Resilient and Sustainable Asia and the Pacific. 

Manila. 
25 ADB. Viet Nam: Support to Strengthening Local Health Care Program; and ADB. Viet Nam: Strengthening the 

Policy and Institutional Framework of Social Health Insurance. 
26 International Monetary Fund (IMF). 2018. Viet Nam: 2018 Article IV Consultation. IMF Country Report. No. 18/215. 

Washington, DC. 

https://www.adb.org/projects/30285-013/main
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https://www.adb.org/projects/41508-013/main
https://www.adb.org/projects/41508-013/main
https://www.adb.org/projects/48118-002/main
https://www.adb.org/projects/40354-013/main
https://www.adb.org/projects/50285-001/main
https://www.adb.org/projects/50139-002/main
https://www.adb.org/projects/50139-002/main
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PROBLEM TREE FOR HEALTH 

Effects 

  Entrenched poverty and inequality  

 
 

 
  

 

  Disparities in health outcomes  Vulnerability to outbreaks and 
public health threats  

Illness-related household economic burden 

        
   

 
 

  

Core 
problem 

 Inequitable access to and poor quality of healthcare services, particularly at LHC level 

        
   

    

Causes  

Inadequate LHC 
infrastructure, 
particularly in 

remote and 
disadvantaged 

areasa 

 

LHC service 
delivery 

unresponsive to 
population’s 
health needsa 

 
Inadequate 

healthcare related 
financial protectiona  

 

Shortage of health 
workforceb 

  

Deficiencies in 
professional 

competencies of 
health workforce, 

including new 
graduatesb 

           
    

  

Weak public 
investment 

frameworks for LHC 
system 

 

Poor alignment of 
services with the 

country’s 
epidemiological 

profile 

 

LHC services 
reimbursable by 

insurance unaligned 
with population health 

needs  

Inadequate number of 
graduates across 

required disciplines and 
specializations  

  

Health workforce 
education and training 

do not support effective 
clinical practice 

           
    

  

Inadequate 
policy-level 

articulation of 
priorities for LHC 

system development  

 

Out dated and 
inconsistent LHC 
technical service 

packages  

 

Shifting population 
health needs, 

including increasing 
burned from NCD 

 

Universities have 
inadequate land and 

infrastructure to expand 
faculties and increase 

student intake  

  

Curricula and training 
programs out dated and 

not linked to 
competencies or skills 

standards 

           
    

  
Fragmented 

information about 
LHC facilities 

 

Inadequate 
formulation of LHC 
system functions in 

policy 

  

 

Constraints to 
accessing education 

and training (e.g., 
ethnicity, geographic, 

gender, financial) 

  
Out dated pedagogy a 
barrier to best practice 

learning 

LHC = local health care; NCD = noncommunicable diseases. 
a Root causes addressed by the proposed Local Health Care for Disadvantaged Areas Sector Development Program. 
b Root causes addressed by the Second Health Human Resources Development Project. 


