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Project Administration Manual Purpose and Process 

 
1. The project administration manual (PAM) describes the essential administrative and 

management requirements to implement the project on time, within budget, and in accordance 
with the policies and procedures of the government and Asian Development Bank (ADB). The 
PAM should include references to all available templates and instructions either through linkages 
to relevant URLs or directly incorporated in the PAM. 
 

2. The Ministry of Health and Central Program Management Unit (CPMU) are wholly responsible 
for the implementation of ADB-financed projects, as agreed jointly between the 
borrower/recipient and ADB, and in accordance with the policies and procedures of the 
government and ADB. ADB staff is responsible for supporting implementation including 
compliance by MOH and CPMU of their obligations and responsibilities for project 
implementation in accordance with ADB’s policies and procedures. 
 

3. At loan and grant negotiations, the recipient and ADB shall agree to the PAM and ensure 
consistency with the grant agreement. Such agreement shall be reflected in the minutes of the 
grant negotiations. In the event of any discrepancy or contradiction between the PAM and grant 
agreement, the provisions of the grant agreement shall prevail. 

 
4. After ADB Board approval of the project's report and recommendations of the President (RRP), 

changes in implementation arrangements are subject to agreement and approval pursuant to 
relevant government and ADB administrative procedures (including the Project Administration 
Instructions) and upon such approval, they will be subsequently incorporated in the PAM. 

 
 



 

 
 

I.  PROJECT DESCRIPTION  

1. The program is part of Asian Development Bank (ADB) coordinated effort to assist the 
Government of Viet Nam achieve universal health coverage (UHC), including access to essential 
health care services. The program is fully aligned with (i) the government’s local health care (LHC) 
system reform agenda, and (ii) the Master Plan on Building and Developing of the LHC Network 
in New Situation.  The program complements the proposed Second Health Human Resources 
Development Project, which will boost the quality and quantity of health care professionals overall 
and provide systematic solutions to build the capacity of health professionals working in rural 
underserved areas. The PBL will support reforms to strengthen key areas in the LHC system, 
improving the health service delivery, and the quality of the LHC workforce. The grant will fund 
the immediate investment gaps necessary to translate these reforms into tangible results. These 
investments will ensure access to quality health services and health security in remote, 
disadvantaged, and border areas with a strong focus on the health needs of women. Policy 
reforms will have nationwide impact while grant will focus on selected areas which are 
characterized by high poverty levels.  

A. Background and Development Constraints 

2. Development context. Viet Nam’s sustained economic growth has bolstered the 
country’s progress in reducing poverty. Gross domestic product (GDP) grew by an average of 
6.5% per year from 1991 to 2017. GDP per capita reached $2,389 in 2017. The poverty rate (i.e., 
the share of the population living on less than $1.90 per day in 2011 purchasing power parity) fell 
from 52.9% in 1992 to 2.0% in 2016, while the Gini coefficient decreased slightly from 35.7 to 
35.3 over the same period. 0F

1 However, poverty incidence varies significantly across regions with 
ethnic minorities, who account for 14.5% of the population but makes up more than half of the 
poor.2 The government has recognized that inclusive growth and public health are intricately 
linked, as shown by disparities in key health indicators by region. For example, in the 
impoverished Central Highlands, infant mortality rate was 24.8/1,000 live births in 2015, while in 
the affluent South East region,3 it was 8.6/1,000 live births. Similar variations are also found in 
reproductive health and maternal mortality outcomes.4  
 
3. Inequitable access to quality and affordable healthcare services worsens the disparities in 
health outcomes and perpetuates income inequality. Inclusive growth is further threatened by the 
growing financial burden associated with the treatment of non-communicable diseases (NCD).5  
In 2015, the proportion of total disease attributable to NCD reached 73%, partly due to Viet Nam’s 
aging population.6 Catastrophic health expenditure is more likely to occur among household with 

                                                
1  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). 

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

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

4 For example, in 2016 the national maternal mortality ratio (MMR) was 58 maternal deaths per 100,000 live births. In 
comparison, the MMR in Dien Bien province (63 maternal deaths per 100,000 live births) and in Lai Chau province 
(85 maternal deaths per 100,000 live births) were very high. 

5 An NCD is a medical condition or disease that is not caused by an infectious agent. 
6 Institute for Health Metrics and Evaluation. Global Burden of Disease database. https://vizhub.healthdata.org/gbd-

compare/ (accessed 26 April 2018). 

 

https://data.worldbank.org/indicator/SI.POV.DDAY?locations=VN
https://vizhub.healthdata.org/gbd-compare/
https://vizhub.healthdata.org/gbd-compare/
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NCD patients.6F

7 Emerging and reemerging diseases can also have a significant impact on health 
and livelihoods and pose a further risk to inclusive growth, as evidence by the economic damage 
caused by the severe acute respiratory syndrome and avian flu epidemics.8 
 
4. The LHC system plays a central role in mitigating health-related barriers to sustainable 
inclusive growth. In Viet Nam, a strong LHC system consisting primarily of commune health 
stations (CHS) is critical to ensuring equitable access to health care, especially for low-income 
and ethnic minority populations. It provides the foundation for effective long-term management of 
NCDs, as well as early detection of and timely response to health security threats.9 Local 
governments manage LHC investments, including budgets allocated by the central government. 
Health insurance reimbursements finance recurrent costs for LHC, including salaries and 
equipment operation and maintenance. CHS provide various services: preventive health, basic 
curative, obstetric, pediatric care, and inpatient treatment.10 Recognizing the important role of 
CHS, the Ministry of Health (MOH) is setting policies and standards, including frameworks for 
CHS financing. 
 
5. However, Viet Nam’s LHC system has been unable to deliver health care services 
adequately, and many CHS are considered substandard. Years of underinvestment in lower level 
facilities have perpetuated poor service delivery. In 2015, only 66.1% of CHS nationwide met 
national service standards. The Northern midlands and mountain region, which achieved only 
44.6% of standards, was the worst-performing region. Out of 11,000 CHS nationwide, about 1,192 
require reconstruction and 1,239 require major renovation. Over 5,000 CHS need better 
equipment to provide essential health services, including for the timely detection of and response 
to communicable diseases. CHS lack the capacity for quick and accurate diagnosis of patients 
because of inadequate equipment and health workforces with an inappropriate skill mix. Patients 
perceive CHS to be of poor quality and often bypass them for higher-level and more expensive 
facilities. Many conditions for which higher-level care is sought could be treated at CHS, including 
NCDs and age-related illnesses.11 Further, patients using the LHC system receive limited 
coverage from health insurance. As a result, out-of-pocket health expenditure has remained high, 
constituting 43% of total health expenditure in 2015 (footnote 6). Improving access to quality LHC 
services particularly in poorer rural areas will have a positive impact on health outcomes.  
 
6. Binding constraints. The government has recognized the following development 
constraints: (i) an inadequate framework and supporting policies to guide public investment in 
LHC, (ii) the failure of LHC service delivery to respond to health needs, and (iii) weak LHC 
workforce management and development. 
 

                                                
7 Health expenditure is considered catastrophic if a household’s financial contributions to health equal or exceed 40% 

of non-food expenditures. H. Bach and B. Tran. 2012. Assessing the household financial burden associated with the 
chronic non-communicable diseases in a rural district of Viet Nam. https://www.tandfonline.com/doi/full/ 
10.3402/gha.v5i0.18892. 

8 World Health Organization. 2014. A Brief Guide to Emerging Infectious Diseases and Zoonoses. New Delhi.  
9 Health security threats encompass infectious disease outbreaks, health hazards caused by natural disasters, 

chemical emergencies or acute health events traced to environmental, industrial, accidental or deliberate cause/s, 
which present or could present significant harm to humans. Health security relates to activities required to minimize 
vulnerability to these threats.  

10 Government of Viet Nam, MOH. Decision No. 4667/QD-BYT (7 November 2014) on the national standards for CHSs 
for the period to 2020. 

11 K. Takashima et al. 2017. A Review of Viet Nam’s Healthcare Reform through the Direction of Healthcare Activities. 
http://doi.org/10.1186/s12199-017-0682-z. 

 

https://www.tandfonline.com/doi/full/%2010.3402/gha.v5i0.18892
https://www.tandfonline.com/doi/full/%2010.3402/gha.v5i0.18892
http://doi.org/10.1186/s12199-017-0682-z
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7. Inadequate framework and supporting policies to guide public investment in local 
health care. The MOH has prepared a comprehensive framework for the development of LHC, 
including technical standards for facilities, equipment, human resources, and service provision. 
However, many are outdated and do not address the system’s current challenges. Inadequate 
investment in the LHC system and a lack of financing mechanisms perpetuate system 
deficiencies. The institutional arrangements for fiscal transfers from central to local governments 
and the incentives for local governments to pursue the national health reform agenda are weak. 
While Viet Nam has a well-established health insurance system, additional reforms are required 
to increase health insurance revenues and to improve the affordability of health services.  
 
8. Failure of local health care service delivery to respond to health needs. 
Approximately 74% of all outpatients visit hospitals and private facilities, while only 20% visit 
public CHS due to the limited range of available interventions.12 CHS do not deliver a 
comprehensive mix of primary care and curative services, nor do they address the lifelong health 
needs of women and men in the community. For example, CHSs are not equipped to provide for 
the effective management of NCDs, across a continuum of prevention and early intervention 
services.13 Moreover, district health centers and district hospitals operate separately, largely 
without referral and linkage, causing inefficiencies and service overlaps.  
 
9. Weak local health care workforce management and development. The LHC workforce 
does not have the required skills mix to effectively respond to the evolving health needs of the 
population, especially women. CHS are staffed with lower-skilled health practitioners, particularly 
in remote and mountainous regions (footnote 16), and they lack the capacity to provide long-term 
care for the elderly and patients with chronic diseases. There is a need to enhance their 
competencies in epidemiology and in responding to health security threats.1

14 Moreover, health 
service providers have not been provided with the training to work in a gender-sensitive and 
culturally appropriate manner when dealing with female and ethnic minority patients. While ADB 
has previously supported the MOH’s health professional licensing and registration system, service 
delivery in LHC facilities remains largely unregulated. 1

15 
 
B. Policy Reform and ADB’s Value Addition 

10. The government’s reform agenda. The government acknowledges that a strong LHC 
system is essential for sustainable inclusive development.15

16 The health sector 5-year plan, 2016–
2020 identifies the LHC network as one of nine key reform areas. 16

17 Reforms aim to strengthen 
the grassroots health network by (i) increasing investment in infrastructure and equipment for 
district and commune health facilities; (ii) restructuring the LHC’s organization and operations to 
be more responsive to epidemiological changes; (iii) reforming finance mechanisms for central 
and local governments; (iv) improving service delivery by providing integrated services for 
infectious diseases, NCDs, and injuries; and (v) responding to epidemics through early detection, 
prevention, and response plans. The National Action Plan for the Implementation of the 2030 

                                                
12 Government of Viet Nam, Ministry of Planning and Investment, General Statistics Office. 2016. Results of the Viet 

Nam Living Standards Survey 2014. Ha Noi. 
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. Washington, DC.  
14 World Health Organization. 2017. Joint External Evaluation of IHR Core Capacities of Viet Nam. Geneva. 
15 ADB. Viet Nam: Health Human Resource Sector Development Program. 
16 Government of Viet Nam. Resolution 76/2014/QH13 (24 June 2014) on strengthening the implementation of 

sustainable poverty reduction targets to 2020. 
17 Government of Viet Nam, MOH. 2016. Plan for People’s Health Protection, Care and Promotion, 2016–2020. Ha 

Noi. 

 

https://www.adb.org/projects/40354-013/main
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Sustainable Development Agenda confirms the government’s commitment towards achieving 
UHC, which includes ensuring access to essential health care services. 17F

18 
 
11. Sector development program. ADB’s Country Partnership Strategy for Viet Nam 2016–
2020 prioritizes support to UHC as the focus of health sector operations. The program is aligned 
with the operational priorities of ADB Strategy 2030 (Table 1). 18

19 A sector development program 
is appropriate given Viet Nam’s limited fiscal space, need for PFM reform, and inclusive growth 
agenda.19F

20 The program supports the health sector 5-year plan’s objectives to enhance the 
accessibility, responsiveness, quality, and affordability of LHC, particularly in disadvantaged and 
remote areas (footnote 20). The PBL will provide budget support and contribute to fiscal 
consolidation through targeted transfers in the health sector, allowing the government to sustain 
budget allocations to the MOH while implementing a complex reform program. MOH has 
demonstrated experience with sector development programs (footnote 18). Specifically, the PBL 
addresses key reform areas governing public investment, health service delivery, and health 
workforce quality in the LHC system, through the accomplishment of 14 policy actions. The 
associated project grant will complement the PBL by implementing LHC system reforms including 
infrastructure and equipment standards, and health insurance benefits. The project grant will pilot 
health service delivery models and inform institutional arrangements in support of attaining UHC 
goals. The project grant component supports reforms in 12 pilot districts in six provinces along 
borders and socioeconomic corridors with high poverty incidence, ethnic minority populations, 
and susceptibility to health security threats.21 

Table 1: Alignment with Strategy 2030 

Strategy 2030 Priorities Sector Development Program 

1. Addressing remaining 
poverty and reducing 
inequalities 

Improving quality of and access to local health care services: 
• Increasing health insurance coverage and benefits for LHC services. 
• Addressing vulnerability to outbreaks and public health threats in target districts. 

2. Strengthening 
governance and 
institutional capacity 
 

Supporting governance reforms aimed at LHC services improvement: 
• Strengthening public investment management for LHC 
• Improving service delivery models for LHC network  
• Strengthening LHC workforce development and management  

3. Accelerating progress 
in gender equality 

Supporting the government policies to improve health services for women and children, 
particularly for ethnic minorities:  
• Implementing action plan on gender equality for the health sector including access 

to capacity building program for health practitioners   
LHC = local health care. 
Source: Asian Development Bank. 
 

12. Reform area 1: Public investment management for local health care. The government 
established an enabling policy and institutional framework to govern and guide public investments 
for the delivery of LHC services. A master plan has been approved (footnote 3) which sets the 
direction of the required policy, regulatory, and institutional reforms of the LHC system.2

22 Based 
on the master plan, the MOH updated architectural, equipment, and human resource standards 

                                                
18 Government of Viet Nam. 2017. National Action Plan for the Implementation of the 2030 Sustainable Development 

Agenda.  Prime Minster Decision No. 622/QD-TTg.   
19 ADB. 2018. Strategy 2030: Achieving a Prosperous, Inclusive, Resilient, and Sustainable Asia and the Pacific. 

Manila. 
20 International Monetary Fund (IMF). 2018. Viet Nam: 2018 Article IV Consultation. IMF Country Report. No. 18/215. 

Washington, DC. 
21 The six provinces are Dak Nong, Gia Lai, Phu Tho, Quang Nam, Soc Trang, and Tuyen Quang. 
22 The master plan provides the road map to (i) upgrade and equip all CHS in the country, (ii) improve knowledge and 

skills of LHC staff, (iii) reform the packages of health services offered by LHC facilities, and (iv) improve health 
financing mechanisms through health insurance. 
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for CHS and upgraded LHC infrastructure. As a result, 70% of CHS now meet the national service 
standards (2017). To ensure revenues for LHC services, the MOH has enacted a series of policies 
defining a list of health services, medical procedures, and drugs covered by health insurance 
funds to be delivered by CHS. Further, by increasing health insurance coverage to 86.4% of the 
population (2017), the government has successfully increased health facility revenues from health 
insurance. 
 
13. The project grant will provide equipment for pilot districts to meet the national service 
standards, including equipment for (i) diagnosis of infectious diseases, which threaten health 
security; (ii) NCD detection and management; and (iii) sexual and reproductive health (SRH)-
related services. Results from pilot districts will inform necessary adjustments to technical 
standards for CHS, the financing mechanism, and the benefits provided by health insurance. 
Activities will include but not be limited to: (i) equipping district health centers (DHC) with 
preventive and curative functions to deliver health services; (ii) equipping DHCs which operate 
centralized testing units to meet quality and biosafety standards; and (iii) equipping DHCs to meet 
the service delivery requirements of the family medicine model. 
 
14. Reform area 2: Service delivery models for local health care network. To meet the 
challenges of the rising NCD burden and public health threats, and to respond to the specific 
needs of women, children, and indigenous peoples, the MOH formulated a set of policies aimed 
at improving health service delivery. An expanded package of health services for curative and 
preventive services has been adopted, which addresses the increasing needs of the population. 
SRH services and gender-based violence prevention and response programs have been 
strengthened. Specific plans for indigenous peoples have been introduced. The MOH has 
adopted and scaled up the family medicine model, which encompasses the holistic management 
of an individual’s health needs across the continuum of prevention, early intervention, and 
treatment. To address gaps in long-term care, the MOH has approved the scope, target, and 
budget for a national program targeting the elderly. The MOH linked individual electronic health 
records to the communicable diseases information system as a tool for referring patients between 
different levels of health services, and has implemented health financing through health 
insurance. Finally, provincial centers for disease control have been established and the functions 
of health centers and hospitals in 202 districts have been merged to better coordinate outbreak 
response and mitigate health security threats. 
 
15. The project grant will enhance responsiveness of LHC service delivery through new 
service delivery model(s) for disease surveillance and response, primary health care, and long-
term care using family medicine principles. The grant will equip pilot district health facilities to 
meet the service delivery requirements of the family medicine model and implement the model in 
selected CHS.23 Electronic health records will be linked to the communicable diseases information 
system in selected health facilities. Gender-sensitive information campaigns on family medicine 
will be conducted and SRH-related services will be provided. District response units will be 
equipped to address health security threats (footnote 12). Finally, analytical work will help to 
optimize operational efficacy of the family medicine model before the nationwide rollout of reforms 
and health financing through health insurance. Activities will include but not be limited to: (i) 
piloting implementing service models for disease surveillance and response, primary health care, 

                                                
23 Family medicine model implementation at CHS includes establishing a personalized electronic health record system; 

having a family medicine-certified doctor; and having at least a midwife, nurse, or assistant doctor who has attended 
a short course on family medicine. 
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family medicine principles; and (ii) conducting health information, education and communication 
campaigns on improved service models. 
 
16. Reform area 3: Local health care workforce development and management. The 
MOH has implemented reforms designed to achieve better gender balance in management and 
leadership roles based on the MOH gender equality action plan, 2016–2020.24 The MOH 
increased the proportion of CHS served by a medical doctor to 88% in 2017.25 Measures were 
implemented to improve staff knowledge and skills through a training curriculum on family 
medicine for doctors, nurses, midwives, assistant doctors, and assistant pharmacists.2

26 A policy 
was issued on health facility licensing for family medicine. 
 
17. The project grant will strengthen the quality of the LHC workforce in pilot districts. To 
complement the health human resources policy, the grant will assess the capacity of LHC facilities 
for health security functions, family medicine, provision of a basic health service package, and 
service management. Competencies of CHS staff will be enhanced through the provision of 
scholarships for a 3-month certificate on family medicine for CHS doctors. Continuing professional 
education will be provided for assistant doctors, nurses, and midwives. Training on communicable 
diseases, NCDs, elderly care, SRH, responses to outbreaks, and electronic health records will be 
conducted. Activities will include but not be limited to: (i) assessing local health care human 
resources capacity for health security functions, family medicine, and service management; (ii) 
providing recommendations for further policy reforms for local health care delivery; and (iii) 
delivering the training program on family medicine; and implementing trainings addressing health 
security, and service management capacity gaps. 
 

II. IMPLEMENTATION PLANS 

A. Project Readiness Activities 

Table 2: Project Readiness Activities 

 2018 2019   
 

Mar Aug Sep Oct Nov Dec Jan Feb 
Responsible 

Agency 
Start-up preparatory 
activitiesa 

X        MOH 

Retroactive financing 
actions/ advance 
contracting 

         

Establish project 
implementation 
arrangements 

X        MOH 

ADB Board approval      X   ADB 
Grant signing       X  MOH, MPI, MOF 
Government legal opinion 
provided 

      X  MOJ 

Government budget 
inclusion 

      X  MOF 

Financial and procurement 
management training 

    X    ADB/MOH 

Grant effectiveness        X MOF, ADB 
ADB = Asian Development Bank, MOF = Ministry of Finance, MOH = Ministry of Health, MOJ = Ministry of Justice, 

                                                
24 Government of Viet Nam, MOH. Action Plan on Gender Equality of the Health Sector, 2016–2020. Ha Noi. 
25 Government of Viet Nam, MOH. Report 1499/BC-BYT (29 December 2017) of the MOH on review of performance 

in 2017 and the key directions, tasks, and solutions in 2018. 
26  Selected medical universities (e.g., Hanoi Medical University) support provincial departments of health and medical 

colleges to deliver the certificate training. Provincial or district hospitals serve as clinical training sites.  
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MPI = Ministry of Planning and Investment. 
a Include finalizing terms of reference for all individual consultants and consulting packages, equipment list and 
appropriate packaging of medical equipment, procurement plan, and determining items to be advertised immediately 
upon grant effectiveness. 
Source: Asian Development Bank 
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B. Overall Program Implementation Plan 

Figure 1: Program Implementation Plan 
 

Activities 2019 (Qtr) 2020 (Qtr) 2021 (Qtr) 2022 (Qtr) 2023 (Qtr) 2024 (Qtr) 2025 (Qtr) 
1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 

Loan/Grant effectiveness                             
Output 1: Public investment management for LHC 
strengthened 

                            

1.1 Assess district level equipment inventories (including 
diagnostic equipment for NCD and communicable diseases) by 
December 2019 

                        
    

1.2 Supply equipment for district hospitals by December 2020                             

1.3 Conduct review of the guidelines and norms for infrastructure 
and equipment at LHC (2021) 

                            

1.4 Review health insurance benefit packages for LHC (2021)                               

Output 2: Service delivery models of LHC network improved                             

2.1 Assess the equipment inventories in 12 pilot districts to 
implement the family medicine model (including SRH) and 
response capacity to HST by December 2019 

                        
    

2.2 Assess human resource capacity and training needs for family 
medicine model (including SRH) and response capacity to HST by 
December 2019 

                        
    

2.3 Assess needs for EHR implementation (that include 
information on sex, age, and ethnicity and on gender specific 
health issues such as domestic violence) by October 2019 

                        
    

2.4 Review existing IEC materials for family medicine models by  
December 2019    

                            

2.5 Prepare new gender-sensitive and culturally appropriate IEC 
materials by August 2020 

                            

2.6 Provide family model, SHR, HST response, and IT equipment 
by December                              

2.7 Introduce and monitor family medicine model (including SRH), 
EHR and HST response by December 2020                             

2.8 Implement IEC campaigns in selected provinces (January 
2020 to December 2023)  

                            

2.9 Monitor and evaluate the implementation of family medicine 
model (including SRH), EHR and HST response by December 
2023; 

                        
    

2.10 Disseminate lessons learned and policy recommendations by                             
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Activities 2019 (Qtr) 2020 (Qtr) 2021 (Qtr) 2022 (Qtr) 2023 (Qtr) 2024 (Qtr) 2025 (Qtr) 
1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 

June 2023. 

Output 3: LHC workforce development and management 
strengthened 

                            

3.1 Train the health staff on use and preventive maintenance of 
diagnostic equipment (December 2020) 

                            

3.2 Implement training programs on family medicine (Including 
SHR and domestic violence), HST response and EHR between 
September 2019–2022. 

                        
    

Project Management Activities                             

Procurement plan key activities to procure contract packages                             

Consultant selection procedures                             

Safeguard management plan key activities                             

Gender action plan key activities                             

Communication strategy key activities                             

Annual and/or midterm review                             

Project completion report                             

AOP = annual operational plan; CHS = commune health stations; CPMU = central project management unit; DMF = design and monitoring framework, EHR = electronic 
health records,  HST =  health security threats, ICP = inter-communal polyclinic; IEC = information, education, and communication, IT = information and technology, KAP 
= knowledge, attitude, and practices; qtr = quarter, SRH = sexual and reproductive health. 
Source: Asian Development Bank. 
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III. PROJECT MANAGEMENT ARRANGEMENTS 

A. Project Implementation Organizations: Roles and Responsibilities  

1. Executing Agency 
 
18. MOH is the executing agency. MOH Department of Planning and Finance (DPF) and the 
provincial Department of Health (DOH) in Dak Nong, Gia Lai, Phú Thọ, Quang Nam, Soc Trang, 
and Tuyen Quang, where comprehensive family medicine models and electronic health records 
will be implemented at the grass roots level, are the implementing agencies (IA). The project 
director, appointed by the minister, is responsible for coordinating project implementation.26F

27 

2. Project Management and Implementation 

19. The MOH mandates the central project management unit (CPMU) and the six provincial 
Departments of Health (DOH) of the provinces of Dak Nong, Gia Lai, Phú Thọ, Quang Nam, Soc 
Trang, and Tuyen Quang as the implementing units. The Minister of Health will appoint the 
director of the CPMU. The staffing of the CPMU will include a project director, deputy director, 
chief accountant, financial management staff, accountants, monitoring and evaluation (M&E), 
procurement and support staff.   
 
20. The Chair of the Provincial People’s Committee (PPC) will approve project components 
for their province based on the overall project document approved by the Minister of Health. PPC 
will approve the activity plan, procurement plan, cost estimates, annual financial balances, and 
the balance at project completion. Provincial steering committees will be established by the PPC. 
The Vice-Chair of the PPC will be the head of the committee.    
 
21. The CPMU will prepare the national annual work plan and budget based on consultation 
with the provinces and incorporation of provincial AWP, obtain relevant approvals from MOH and 
incorporate these into the national annual plan of work. These plans and budgets will be submitted 
to MOHs, core ministries, and ADB for approval and/or concurrence. The annual work plans, and 
budgets should be approved before December 2018, if not sooner. Accordingly, CPMU should 
complete the project work plan and budget in December 2018 prior to grant effectiveness in March 
2019.  
 
22. Support for training and pilots will be contracted out. A firm will be engaged to provide 
national and provincial implementation and technical specialists and the pilot/project evaluation 
will be a packaged to include base, mid and final evaluations stages.   

Table 3:  Project Implementation Organizations – Roles and Responsibilities  

Project Implementation 
Organizations 

Management Roles and Responsibilities 

Ministry of Finance Borrower 
• Sign the grant and loan agreements for the financing required for the 

program/project. 
• Endorse to Asian Development Bank (ADB) the authorized officials with approved 

signatures for withdrawal application processing  
• Process and submit to ADB any request when required, for reallocating the grant 

proceeds.  

                                                
27  An MOH steering committee, chaired by the minister or vice minister along with senior officials from key MOH 

departments will be established to provide guidance and oversight during project implementation. 
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Project Implementation 
Organizations 

Management Roles and Responsibilities 

Ministry of Health (MOH)/ 
 
Department of Planning 
and Finance (DPF) 

Executing Agency 
• Assign a project director and deputy project director(s) 
• Approve workplan, budget and annual reports  
• Review project progress on a quarterly basis  
•  Provide overall project coordination with ADB, other ministries and 

commissioning implementing agencies 
CPMU On behalf of the MOH, the CPMU will:  

• Provide overall project administration,  f i nanc ia l  management and reporting 
• Ensure smooth project implementation and that outputs are achieved 
• Ensure implementation of indigenous people’s plan and gender action plan 
• Prepare withdrawal applications of the grant proceeds. 
• Establish and manage the advance account. 
• Prepare the project plans and budgets  
• Supervise the implementation of the project in the provinces targeted by the grant 
• Supervise the implementation of the PBL proceeds  
• Develop, execute, monitor, report and evaluate the consolidated annual work 

plans (AWP) of the 6 provinces 
• Manage national and international technical assistance 
• Ensure compliance with public financial management, procurement, and anti-

corruption measures per ADB guidelines 
Project steering 
committee 

• Serve as oversight body 
• Provide overall direction and guidance for the project 
• Facilitate intra-ministry and inter-ministry coordination  
• Meet twice a year, or as necessary, during project implementation period  
• Provide strategic directions for local health care reforms   

Provincial Department of 
Health (DOH) of Dak 
Nong, Gia Lai, Phú Thọ, 
Quang Nam, Soc Trang 
and Tuyen Quang  

Implementing Agencies 
• Allocate sufficient staff for the implementation of the project activities 
• Plan provincial project activities 
• Establish provincial sub-accounts for the grant and the counterpart fund 
• Prepare annual work plans and budget 
• Ensure adequacy of counterpart fund for project implementation  
• Support MOH in managing and implementing project activities and capacity building 
• Ensure that the project outputs are implemented and achieved within the 

implementation plan and cost estimate  
Asian Development Bank • Provide financing, monitor implementation and undertake review missions 

• Approve procurement activities 
• Review project implementation twice a year, including related policy actions and 

project activities 
• Disburse grant proceeds to the consultants and the contractors for the project 

Source:  Asian Development Bank. 

 
B. Key Persons Involved in Implementation 
 
Executing Agency 
Ministry of Health 
(Department of Planning and Finance) 
 

Mdm. Nguyen Thi Kim Tien 
Minister of Health 
Tel: +84 4 6273 2273 (ext 1039) 
Fax: +84 4 6273 2239 
Office Address: 138 Giang Vo St., Ha Noi, Viet Nam 
 

Implementing Agency Project Director 
Tel: + Fax: + 
Office Address: Ha Noi, Viet Nam 
Email:  
 

ADB 
Human and Social Development 

Ayako Inagaki 
Director, SEHS 
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Division (SEHS) 
 

Tel: +632 632 6612 Fax: +632 636 2228 
Email; ainagaki@adb.org 
 

Mission Leader Gerard Servais 
Senior Health Specialist, SEHS 
Tel: + 632 632 4431 Fax: +632 636 2228 
Email: gservais@adb.org  
 

C. Project Organization Structure  

23. A diagram showing the organizational structure of the program and the relationships 
among the various agencies is shown in Figure 2 and 3. 

Figure 2: Project Organization Structure 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
AHIA = Administration of Health Information Agency, AMS = Administration of Medical Services, ASST = Administration 
of Science Technology and Training, CPMU=central project management unit, DPF = Department of Planning and 
Finance, IEC = information, education and communication, M&E = monitoring and evaluation, PIC = project 
implementation consulting firm.  
Source: Asian Development Bank. 

 
 
 
 
 

Steering Committee 
Chair: MOH Minister 
Members: 
• MOH Departments 

(e.g., AHIA, AMS, 
ASTT, DPF, GDPM) 
and DOH 

 
 

Department of Planning and Finance 
Central Project Management Unit 

(CPMU) 
Project Director 

Deputy Director(s) 
• Chief accountant 
• Financial management staff 
• Accountant(s)  
• Monitoring and evaluation 

specialist 
• Procurement officer(s) 
• Support staff 

 

 
Project Support  
• Project manager 
• Financial management 

expert  
• Procurement expert 
Firms  
• Monitoring and evaluation 
• Pilot implementation 

consultant (PIC) 
• IEC development firm 
• Strengthening health 

information system firm 
• District implementation 

support 
• Audit firms 
• Health equipment quality 

assurance firm 

Ministry of Health 
 

Executing Agency 
 

Provincial Departments of Health 
(Dak Nong, Gia Lai, Phú Thọ, Quang 
Nam, Soc Trang, and Tuyen Quang) 

mailto:ainagaki@adb.org
mailto:gservais@adb.org
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Figure 3: Provincial Department of Health  
 

 
  
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

IV. COSTS AND FINANCING 

24. Overall program investment plan. The local health care sector development program 
for disadvantaged areas comprises(i) a policy-based loan of $88.6 million financed from ADB’s 
concessional ordinary capital resources, and (ii) a $12.0 million project grant component from 
ADB’s Special Funds resources. Government counterpart financing will be at $1.6 million 
equivalent to fund recurrent costs (in-kind), and project management. The project investment plan 
is summarized in Table 4. 

Table 4: Project Investment Plan ($ million) 

LHC = local health care. 
a  The grant will finance taxes and duties, bank charges, local transport and insurance costs. Taxes and duties are 

estimated at $0.81 million. Such amount does not represent an excessive share of the project cost. 
b In mid-2018 prices.  
c  Physical contingencies computed at 5% of total base cost. Price contingencies computed at an average of 1.6% 

foreign exchange costs and 5% on local currency costs; includes provision for potential exchange rate fluctuation 
under the assumption of a purchasing power parity exchange rate. 

Source: Asian Development Bank estimates. 
 

Item 
 

Amountb 
A. Base Costa  

 1. Public investment management for LHC strengthened 7.7 
 2. Service delivery models of LHC network improved  3.2 
 3. LHC workforce development and management strengthened 1.6 

 Subtotal (A) 12.5 
B. Contingenciesc 1.1 
  Total Project Cost (A+B)                   13.6  

Provincial Department of 
Health Director 

 

Finance officer Project Planning and 
Coordinator 

Chief  
Accountant / 
Accountant  

Disbursement 
officer/ book 

keeper 

Information 
Technology officer/ 

Project officer/s 

Human Resource 
Development Officer 

Training/ project 
officer (s) 

District implementation Support (firm) 
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A. Cost Estimates Preparation and Revisions  

25. The cost estimates were jointly prepared by ADB and the MOH. Unit prices applied in cost 
calculation for each activity were estimated based on application of market price where applicable 
or based on recent cost information drawn from past and on-going projects in the health sector in 
the country. A degree of flexibility was added on top of the unit price to allow slight changes in 
procurement and along the project implementation in the future. 

26. Detailed cost estimates (i) by expenditure category; (ii) based on allocation and withdrawal 
of grant proceeds; (iii) by financier; (iv) by outputs; and (v) by year are presented in sections C-G 
of this report.  

B. Key Assumptions  

27. The following key assumptions underpin the cost estimates and financing plan: 
(i) Exchange rate: VND22,650 = $1 as of 31 January 2018. 
(ii) Price contingencies based on expected cumulative inflation over the 

implementation period are as follows: 
 

Table 5: Escalation Rates for Price Contingency Calculation 
 

Item 2019 2020 2021 2022 2023 Average 
Foreign rate of price inflation 1.5% 1.5% 1.6% 1.6% 1.6% 1.6% 
Domestic rate of price inflation 5.0% 5.0% 5.0% 5.0% 5.0% 5.0% 

Source: Asian Development Bank.  

 
(iii) In-kind contributions were calculated based on the demand for the government 

contribution in activities related to recurrent cost, mainly the payment to 
governmental staff and costs related to project management in the participating 
provinces. The unit costs were estimated based on information from past or on-
going projects in the health sector. 
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C. Detailed Cost Estimates by Expenditure Category  
 

Table 6:  Detailed Cost Estimates by Expenditure Category 
($ million) 

 

Item 
ADB Government Total Project Cost 

 FC  LC  Total  %  FC LC  Total  %   FC   LC   Total  %  

A  Investment Costs* 
            

 1. Equipment     5.58      0.62     6.20  100%          -      -            -    0%   5.58   0.62         6.20  100% 
 2. Training and Workshops       -        1.55     1.55  100%          -      -            -    0%      -     1.55         1.55  100% 

 3. Local Health Care System 
Development 

      -        2.36     2.36  100%          -      -            -    0%      -     2.36         2.36  100% 

 4. Consulting Services       -        0.33     0.33  100%          -      -            -    0%      -     0.33         0.33  100% 
  Subtotal (A)      5.58      4.86   10.43  100%          -      -            -    0%   5.58   4.86       10.43  100% 

B Recurrent Cost**             

 Project Management and Monitoring       -        0.68     0.68  32%          -    1.43      1.43  68%      -     2.10         2.10  100% 
  Subtotal (B)        -       0.68     0.68  32%          -    1.43      1.43  68%      -     2.10         2.10  100% 

C  Contingencies              

 1. Physical     0.24      0.24     0.48  84%          -    0.09       0.09  16%   0.24   0.33         0.57  100% 
 1. Price     0.21      0.21     0.42  84%          -    0.08       0.08  16%   0.21   0.29         0.50  100% 

  Subtotal (C)      0.45      0.44     0.89  84%          -    0.17       0.17  16%   0.45   0.62         1.06  100% 
              

   Total Project Cost (A+B+C)      6.03      5.97   12.00  88%          -    1.60       1.60  12%   6.03    7.57       13.60  100% 
  * “Investment costs” refers to “Equipment, Training and Workshops, System Development and Consulting Services” under ADB terms.   
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D. Allocation and Withdrawal of Grant Proceeds  

Table 7: Allocation and Withdrawal of Grant Proceeds 
 

No. Item 

Total Amount 
Allocated for  

ADB Financing 
($) 

Percentage and Basis for  
Withdrawal from the Grant  

Account  

1 Equipment 6,694,905 100% of total expenditure claimed 

2 Training and Workshops 1,679,871 100% of total expenditure claimed 

3 Local Health Care System Development 2,544,409 100% of total expenditure claimed 

4 Consulting Services 351,557 100% of total expenditure claimed 

5 Project Management 729,258 100% of total expenditure claimed 

    

  Total 12,000,000     
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E. Detailed Cost Estimates by Financier 

Table 8: Detailed Cost Estimates by Financier  
($) 

Item  ADB Grant % Government % Total Cost 
Taxes and 

Duties 

A  Investment Costs       

 1. Equipment         6,196,791  100%                     -    0%         6,196,791  563,345 

 2. Training and Workshops         1,554,885  100%                     -    0%         1,554,885   -    

 3. Local Health Care System Development         2,355,100  100%                     -    0%         2,355,100  214,100 

 4. Consulting Services            325,400  100%                     -    0%            325,400  28,582 

  Subtotal (A)        10,432,176  100%                     -    0%       10,432,176  807,026 

B Recurrent Cost       

 Project Management and Monitoringa            675,000  32%        1,428,000  68%         2,103,000    -    

  Subtotal (B)             675,000  32%        1,428,000  68%         2,103,000  -     

C  Contingencies        

 1. Physical            475,995  84%             91,699  16%            567,694                 -    

 1. Price            416,829  84%             80,301  16%            497,130                 -    

  Subtotal (C)             892,824  84%           172,000  16%         1,064,824                 -    

        

   Total Project Cost (A+B+C)        12,000,000  88%        1,600,000  12%       13,600,000  807,026 

 

a ADB and Government to finance separate contracts under this item at 100%.  
Note :  
Loan contingencies of $892,824 have been allocated to the following cost categories: (i) Equipment: $498,114; (ii) Training and 
Workshops: $124,896; (iii) Local Health Care System Development: $189,309; (iv) Consulting Services: $26, 157; and (v) Project 
Management and Monitoring: $54,258.  
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F. Detailed Cost Estimates by Outputs  

Table 9: Detailed Cost Estimates by Outputs 
($) 

Item  Total Cost  

Output 1 Output 2 Output 3 

 Amount  
% of Cost 
Category 

 Amount  
% of Cost 
Category 

 Amount  
% of Cost 
Category 

A  Investment Costs        

 1. Equipment           6,196,791         6,196,791  100%                     -   0% 
         

-   
0% 

 2. Training and Workshops           1,554,885                      -   0%           249,800  16% 
         

1,305,085  
84% 

 3. Local Health Care System 
Development 

          2,355,100                      -   0%        2,355,100  100% 
         

-   
0% 

 4. Consulting Services              325,400            219,381  67%             70,632  22% 
         

35,387  
11% 

  Subtotal (A)          10,432,176         6,416,172  62%        2,675,532  26% 
         

1,340,472  
13% 

B Recurrent Cost        

 Project Management and Monitoring           2,103,000         1,293,422  62%           539,355  26% 
         

270,223  
13% 

  Subtotal (B)            2,103,000         1,293,422  62%           539,355  26% 
         

270,223  
13% 

C  Contingencies         

 1. Physical              567,694            354,633  62%           138,971  24% 
         

74,090  
13% 

 1. Price              497,130            497,130  100%                     -   0% 
         

-   
0% 

  Subtotal (C)            1,064,824            851,763  80%           138,971  13% 
         

74,090  
7% 

   Total Project Cost (A+B+C)          13,600,000         8,561,357  63%        3,353,858  25%       1,684,785  12% 
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G. Detailed Cost Estimates by Year 

Table 10: Detailed Cost Estimates by Year 
($) 

Item  Total Cost  2019 2020 2021 2022 2023 2024 

A  Investment Costs 
       

 1. Equipment 
          6,196,791                      -    

                    
5,577,112            619,679            -                      -                    -    

 2. Training and Workshops           1,554,885             383,115            483,390             261,390            331,490              95,500                  -    

 3. Local Health Care System 
Development           2,355,100               60,300         1,228,500             448,900            338,300            279,100                  -    

 4. Consulting Services              325,400               55,080              55,080             100,080              60,080              55,080                  -    
  Subtotal (A)          10,432,176             498,495         7,389,082          1,390,049         724,870            429,680                  -    

B Recurrent Cost 
       

 Project Management and Monitoring           2,103,000             177,438            410,600             410,600            410,600            410,600        283,162  
  Subtotal (B)            2,103,000             177,438            410,600             410,600            410,600            410,600        283,162  

C  Contingencies  
       

 1. Physical              567,694               30,612            353,233              81,548              51,423              38,055          12,824  
 1. Price              497,130               26,807            309,326              71,412              45,031              33,324          11,230  
  Subtotal (C)            1,064,824               57,418            662,559             152,960              96,455              71,379          24,054  
  

       
   Total Project Cost (A+B+C)          13,600,000             733,351         8,462,240         1,953,609          1,231,925           911,659        307,216  
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H. Contract and Disbursement S-Curve  

28. Table 11 shows the quarterly contract awards and disbursement projections throughout 
the project implementation period. The s-curve (figure 4) only covers the ADB grant proceeds, as 
recorded in e-Ops. Government counterpart funds are not included. The projections of contract 
awards include the project grant total amount including contingencies and unallocated amounts. 

Table 11: Projections for Contract Awards and Disbursements 

 
CA = contract awards, DISB = disbursement 
Source: Asian Development Bank 

 
 

Figure 4: S-curve for Grant Contract Awards and Disbursements 
 

 
CA = contract awards, DISB = disbursement 

 
 
 
 
 
 
 
 

CA DISB CA DISB CA DISB CA DISB CA DISB CA DISB CA DISB CA DISB

Q1 -       0.2      0.1      0.1      0.4      0.3      0.7      0.2      0.2      0.2      0.2       0.2        

Q2 -       0.3      0.3      0.2      0.2      0.2      0.3      0.2      0.2      0.2      0.2       -        

Q3 0.3      0.0      1.0      0.2      6.2      0.4      0.2      0.5      0.2      0.4      0.1      0.2         

Q4 1.1      0.1      0.3      1.0      0.2      5.8      0.5      0.2      0.2      0.2      -      0.2         
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I. Fund Flow Diagram 

29. Funds Flow – Proposed funds flow diagram for the grant project is in Figure 4. 

Figure 5: Proposed Fund Flow – Project Grant 

 
  ADB = Asian Development Bank.  
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V. FINANCIAL MANAGEMENT 

A. Financial Management Assessment   

30. The financial management assessment (FMA) was conducted in December 2017 and 
January 2018 in accordance with ADB’s Guidelines for the Financial Management and Analysis 
of Projects and the Financial Due Diligence: A Methodology Note.  The FMA considered the 
capacity of the MOH-DPF and provincial Department of Health, including funds-flow 
arrangements, staffing, accounting and financial reporting systems, financial information systems, 
and internal and external auditing arrangements. Based on the assessment, the key financial 
management risks identified are discussed below.   

31. The lack of a permanent CPMU  staff may reduce institutional familiarity with current ADB 
policies and procedures (e.g., with respect to grant disbursements and procurement) leading to 
delays in project implementation; this issue may be mitigated with upfront and on-going training 
administered by a National Financial Management Consultant. 

32. At the provincial and district level of implementation, inconsistent asset registration and 
reporting has presented undue higher risks for the loss of equipment and other assets. Adjusting 
accounting and audit policies and procedures (e.g., accounting software system design to include 
asset registration/monitoring modules, routine physical checks, and through deeper audits) may 
help to reduce this risk. 

33. Project records (i.e., reports, statements, invoices, receipts, etc.), while indexed and 
archived, are primarily paper-based and stored on-site and subject to greater risk of accidental or 
intentional destruction. It was suggested that from the outset of the project, records be 
electronically-scanned and stored on-line, or, all copies be stored in remote, secure locations 
offsite. 

34. It was concluded that the overall pre-mitigation financial management risk for the project 
is high due to the establishment of six sub-accounts at provincial level.  The MOH’s has 
substantial experience in implementing externally-financed projects including those financed by 
ADB. The Department of Planning and Finance (DPF), from which CPMU staff will be drawn, has 
a staff of 50 personnel. Key CPMU project financial positions have been staffed with more 
rigorously qualified chief accountants. Prior MOH CPMU experience with ADB projects along with 
on-going training of personnel in ADB policies and procedures should be a strong indicator of 
EA’s capacity for the use of advance fund and statement of expenditure (SOE) procedures. 
However, the findings above should be addressed to reduce risks in the implementation of the 
project. The Government of Viet Nam, MOH, CPMU and provincial Departments of Health (DOH) 
have agreed to implement an action plan as key measures to address the deficiencies.  The 
financial management action plan is provided in Appendix 1, Table 1A.5. 

B. Disbursement 

1. Disbursement Arrangements for ADB 

35. The grant proceeds will be disbursed in accordance with ADB’s Loan Disbursement 
Handbook (2017, as amended from time to time),27F

28 and detailed arrangements agreed upon 
                                                
28 The handbook is available electronically from the ADB website (http://www.adb.org/documents/ loan-disbursement-

handbook 
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between the government and ADB. Online training for project staff on disbursement policies and 
procedures is available.28F

29 Project staff are encouraged to avail of this training to help ensure 
efficient disbursement and fiduciary control. 

 36. Advance fund procedure. To ensure the timely release of grant proceeds and to expedite 
project implementation, the CPMU will, immediately upon grant effectiveness, open and maintain 
an advance account at a commercial bank acceptable to the Ministry of Finance.  The CPMU will 
be responsible for establishing (as appropriate, in its or the project’s name), managing, 
replenishing, and liquidating the advance account. The currency of the advance account is the 
US dollar. The advance account is to be used exclusively for ADB's share of eligible project 
expenditures. The total outstanding advance to the advance account should not exceed the 
estimate of ADB's share of project expenditures to be paid through the advance account for the 
forthcoming six months. The advance account will be replenished in accordance with standard 
procedures outlined in the ADB Loan Disbursement Handbook (2017, as amended from time to 
time). The CPMU (and ultimately MOH) is accountable and responsible for proper use of 
advances to the advance account and is ultimately responsible for proper use of the DOH’s related 
sub-accounts. The advance and sub-accounts are subject to the annual external audit of the 
project’s financial statements. 

37. The request for the initial and additional advance to the advance account should be 
accompanied by an estimate of expenditures setting out the estimated expenditures for the 
forthcoming six months of project implementation.   

38. Statement of expenditure procedure.29F

30 The SOE procedure will be adopted for 
liquidation of eligible expenditures not exceeding $100,000 per individual payment. Supporting 
documents and records for the expenditures claimed under SOE should be maintained and 
made readily available for inspection by the ADB's disbursement and review missions, upon the 
ADB's request for submission of supporting documents on a sampling basis, and for independent 
audit. Reimbursement and liquidation of individual payments in excess of the SOE ceiling should 
be supported by full documentation when submitting the withdrawal application (WA) to ADB. 
MOH and its CPMU will be responsible in ensuring that SOE are operated in accordance with the 
ADB's requirement. After expenditures have been incurred and paid from the advance account, 
the CPMU needs to liquidate and replenish the advance account. Supporting documents for 
every liquidation and replenishment of the advance account to be submitted to the ADB are (i) 
a duly-endorsed WA (with $100,000 minimum amount), (ii) summary/SOE, and, if an SOE is 
not used, and (iii) supporting documents. The CPMU must be aware that transfers to DOH sub-
accounts are not recognized as incurred expenditures; it is only when project expenditures paid 
from the sub-accounts have been duly liquidated with complete supporting documents at 
CPMU. 

 39. With respect to any sub-accounts, separate bank accounts are to be opened in the 
project’s name. The currency of the account is US dollar; the treatment of foreign exchange 
differences must be determined. Liquidations and replenishments of sub-accounts must be 
supported by (i) an official bank statement, and (ii) a sub-account reconciliation statement 
reconciling the bank statement with the DOH’s sub-account records. The CPMU must retain these 
records and provide them to ADB upon request. 

                                                
29 Disbursement eLearning. http://wpqr4.adb.org/disbursement_elearning  
30 SOE forms are available in Appendix 7B and 7D of ADB’s Loan Disbursement Handbook (2017, as amended from 

time to time). 

http://wpqr4.adb.org/disbursement_elearning
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40. Before submission of the first WA, the recipient should submit to ADB sufficient evidence 
of the authority of the person(s) who will sign the withdrawal applications on behalf of the 
government, together with the authenticated specimen signatures of each authorized person; the 
same should be done for the sub-accounts. The minimum value per WA is stipulated in the Loan 
Disbursement Handbook (2017, as amended from time to time). Individual payments below such 
amount should be paid (i) by the MOH or the CPMU and subsequently claimed to ADB through 
reimbursement, or (ii) through the advance fund procedure, unless otherwise accepted by ADB. 
The recipient should ensure sufficient category and contract balances before requesting 
disbursements. Use of ADB’s Client Portal for Disbursements 30F

31 system is encouraged for 
submission of withdrawal applications to ADB. 

2. Disbursement Arrangements for Counterpart Fund 

41. Either the national or provincial governments will provide counterpart funds in the form of 
civil servants’ salaries, in-kind provision of assets (office space, equipment, etc.), or other paid-
for costs. These expenses will primarily be related to the operations of the PMU and as such 
should be expected to, upon full staffing, be regular and recurrent. The MOH and the PMU will be 
responsible for preparing disbursement projections and requesting budget allocations for 
counterpart funds. Taxes and duties for grant-related costs will be paid for by the grant. 

C. Accounting 

42. The MOH will maintain, or cause to be maintained, separate books and records by funding 
source for all expenditures incurred on the project following the Vietnamese Accounting 
Standards (VAS) and modified cash method of accounting as currently practiced and used. The 
MOH will prepare project financial statements in accordance with Vietnamese Accounting Law. 
As an investment project, the project accounting system will follow the MOF’s accounting 
regulations as specified under Circular 195/2012. The chart of accounts as outlined in the Circular 
will be used for project accounting. 

43. The CPMU will provide the project VAS-compliant accounting software for both CPMU 
and DOH use; it should be fully-tested and in use in other externally-financed projects. The CPMU 
and DOHs will use the same software system to ensure consistency in the recording and reporting 
of transactions. The project must have its own dedicated recording of project assets, liabilities, 
and transactions (including sources and uses of funds) by the Project’s unique categories. The 
CPMU (and DOHs) will regularly back-up all accounting data (including supporting 
documentation) and ensure it is secured. 

44. To aid comparison and consolidation, the CPMU and DOHs will use the same general 
ledger and subsidiary ledger accounts. Cost allocations will be made to funding sources following 
an agreed-to, consistent application. Ledgers will be reconciled monthly. All accounting records, 
documents, and supporting information will be retained in accordance with ADB and Government 
requirements; access will be provided to authorized users including the ADB, Government, and 
external auditors. 

45. Procurement will be made according to the ADB’s Procurement Policy (2017, as amended 
from time to time) and Procurement Regulations for ADB Borrowers (2017, as amended from time 
to time). To reduce the opportunity for malfeasance, the four functions of procurement (ordering, 

                                                
31 The Client Portal for Disbursements facilitates online submission of WA to ADB, resulting in faster disbursement. 

The forms to be completed by the recipient are available online at https://www.adb.org/documents/client-portal-
disbursements-guide.     

https://www.adb.org/documents/client-portal-disbursements-guide
https://www.adb.org/documents/client-portal-disbursements-guide
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receiving, accounting for, and paying for goods and services) will be segregated. Bank 
reconciliations will be done monthly; and, payments will be made according to ADB’s project 
disbursement guidelines. 

46. A fixed assets register will be maintained in electronic format with sufficient detail to 
specifically identify project assets, their value, and changes therein. Reconciliations will be done 
monthly. 

47. The budget of project financial expenditures will be developed according to the physical 
targets of the implementation of the project. The budget will be broken out for significant activities 
and delineated by component, disbursement category, and source of funds. Actual versus 
budgeted expenditures will be compared monthly; significant (to be defined) variances will be 
explained. Approvals for variations from the budget will be required in advance. 

48. Financial Reporting. The CPMU and DOHs will (in the English language), as required by 
the ADB in the grant agreement and by the government: (i) prepare and distribute integrated 
financial management and project management reports quarterly; (ii) prepare and distribute 
audited annual project financial reports and statements; (iii) provide ad-hoc reports on the 
project’s financial progress or position; (iv) upon request, submit the unaudited annual project 
financial statements to ADB; and (v) prepare and submit (to the ADB) a financial project 
completion report within three months of the completion of the Project. 

D. Auditing and Public Disclosure 

49. The MOH will cause the detailed project financial statements to be audited annually for 
each reporting period (fiscal year) from the date of loan effectiveness until the financial closing 
date of the project in accordance with International Auditing Standards (IAS) by an independent 
auditor acceptable to the ADB. The audited project financial statements together with the auditor’s 
opinions and management letter will be presented in the English language to ADB within 6 months 
from the end of the fiscal year by the MOH. 
 
50. The audit report for the project financial statements will include auditor’s opinions, which 
cover (i) whether the project financial statements present an accurate and fair view or are 
presented fairly, in all material respects, in accordance with the applicable financial reporting 
standards VAS; (ii) whether the proceeds of the grant were used only for the purpose(s) of the 
project; and (iii) whether the recipient or executing agency was in compliance with the financial 
covenants contained in the legal agreements (where applicable). 

51. Compliance with financial reporting and auditing requirements will be monitored by review 
missions and during normal program supervision, and followed up regularly with all concerned, 
including the external auditor.  

52. The government, MOH and PMU have been made aware of ADB’s approach to delayed 
submission, and the requirements for satisfactory and acceptable quality of the audited project 
financial statements.  ADB reserves the right to require a change in the auditor (in a manner 
consistent with the constitution of the recipient), or for additional support to be provided to the 
auditor, if the audits required are not conducted in a manner satisfactory to ADB, or if the audits 
are substantially delayed. ADB reserves the right to verify the project's financial accounts to 
confirm that the share of ADB’s financing is used in accordance with ADB’s policies and 
procedures. ADB will apply the recommended actions in Tables 12 and 13. 
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Table 12: The Decision Matrix for Deferment 
(PAI 5.07, Revised in August 2015 - Appendix 1) 

      

Source: Asian Development Bank.  
 

Table 13: Recommended Approach for Monitoring Submission of  
Audit Requirements (PAI No. 5.07 – Table 1) 

 

When Who Approver What 

3 months before 
due date, or as 
frequent as may be 
required 

project team 
leader 

sector or country 
director  

Remind the borrower/executing and/or implementing 
agencies of ADB’s requirements for submission of the audited 
project financial statements and the audited entity financial 
statements on or before the due date, as agreed in the legal 
agreement and detailed in the PAM.  

On due date project team 
leader 

sector or country 
director  

Notify the borrower/executing and/or implementing agencies 
of ADB’s requirements that are overdue and advise that 
submission is required immediately within the next 6 months 
from due date. The notice will include a statement that failure 
to submit within the extended period may result in requests 
for new contract awards and disbursements (such as new 
replenishment of advance accounts, processing of new 
reimbursement, and issuance of new commitment letters) to 
be withheld. 

6 months after due 
date 

project team 
leader  

sector or country 
director  

Withhold processing of requests for new contract awards and 
disbursements, such as new replenishment of advance 
accounts, processing of new reimbursement, and issuance of 
new commitment letters.  
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When Who Approver What 

Inform the borrower/executing and/or implementing agencies 
of ADB’s actions and advise that compliance is required 
immediately within the next 6 months. The notice may include 
a statement that failure to submit within the extension period 
may result in loan suspension. 
 
Inform PPFD, OGC and CTL (and OCO, if the project is 
cofinanced) of the status of submission and the actions taken. 

12 months after due 
date 

sector or 
country 
director  

director general 
and vice-
president 

Determine whether loan is to be suspended in accordance 
with the provisions of PAI 4.03 and advise the director 
general. The director general, after review of the pertinent 
justifications, may recommend cancellation or suspension for 
approval by the vice-president.  
 
Inform the borrower/executing and/or implementing agencies 
of ADB’s actions. 
 
Inform PPFD, OGC and CTL (and OCO, if the project is 
cofinanced) of the decision. 

CTL = Controller’s Department, OCO = Office of Cofinancing Operations, OGC = Office of the General Counsel, PAI = 
project administration instruction, PAM = project administration manual, PPFD =  Procurement, Portfolio and Financial 
management Department. 
Source: Asian Development Bank.  

 
53. Public disclosure of the audited project financial statements, including the auditor’s opinion 
on the project financial statements, will be guided by ADB’s Public Communications Policy 2011.  
After the review, ADB will disclose the audited project financial statements and the opinion of the 
auditors on the project financial statements no later than 14 days of ADB’s confirmation of their 
acceptability by posting them on ADB’s website.  

VI. PROCUREMENT AND CONSULTING SERVICES  

A. Advance Contracting and Retroactive Financing 

54. Advance contracting. There is no advance contracting or retroactive financing envisaged 
under the project. However, to expedite start up and early implementation of the project, MOH 
and ADB agreed to prepare a number of consulting services and procurement packages such 
that they can be advertised immediately after loan/grant effectiveness. Project start-up activities 
carried out prior to grant effectiveness include preparation of advertisements for expressions of 
interest, detailed terms of references, and detailed technical specifications of the duly validated 
and finalized equipment list. No contracts shall be signed before grant effectiveness. 

B. Procurement of Goods, Works, and Consulting Services 

55. Procurement of goods and consulting services to be financed by the grant will follow ADB 
Procurement Policy (2017, as amended from time to time) and Procurement Regulations for ADB 
Borrowers (2017, as amended from time to time).  

56. Open competitive bidding (OCB) will be used for the procurement of goods and consulting 
services packages estimated at $100,000 and above. Request for quotation (RFQ) shall be used 
for the procurement of readily available goods, standard-specification commodities of small value, 
estimated to cost less than $100,000.  
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57. The medical equipment package (comprising several lots) will be procured through OCB 
using international advertisement in the interest of increasing competition and ensuring adequate 
bidders/suppliers. The health equipment quality assurance and the project completion and 
evaluation firms will be engaged using the least cost selection (LCS) method since these 
assignments are small, less than $100,000, routine where well-established practices and 
standards exist and have well-defined TORs. Other consulting contract packages will use QCBS 
with 90:10 quality cost ratio. Individual consultants will be engaged through the selection of 
individual consultant selection (ICS) method. 

58. An 18-month procurement plan indicating review procedures for goods and consulting 
service contract packages is in table below. Procurement under the project grant will be 
undertaken by the MOH-PMU. The PMU will have the primary responsibility for contract 
implementation and management. 

C. Procurement Plan 
 

Basic Data 
Project Name:  Local Health Care for Disadvantaged Areas Sector Development Program (LHCSDP) 
Project Number: 50285-002 Approval Number: 
Country:  Viet Nam Executing Agency: Ministry of Health  
Project Procurement Classification: A Implementing Agency: Department of Planning and 

Finance Procurement Risk: High 
Project Financing Amount: $ 12,000,000   
ADB Financing: Grant  (ADF) 
Non-ADB Financing: 

Project Closing Date: 30 September 2025 

Date of First Procurement Plan : 19 November 2018 Date of this Procurement Plan: 19 November 2018  

Procurement Plan Duration: 18 months   
(February 2019 to July 2020) 

Advance contracting: No  eGP: No 

 
1. Project Procurement Thresholds 

 
59. Except as the Asian Development Bank (ADB) may otherwise agree, the following 
thresholds shall apply to the procurement of goods and services.  
 

Procurement of Goods and Works  
Method Applicability Comments 

Open Competitive Bidding (OCB) 
Goods, works and non-consulting 
services with estimated package value of 
$100,000 and above  

 

Request for Quotation (RFQ) 
Goods and works with estimated 
package value of less than $100,000  

 

 
Consulting Services 

Method Comments 

Quality-and-Cost-Based- Selection (QCBS) 
Consulting services packages with estimated value of $100,000 
and above 

Least Cost Selection (LCS) 
Consulting services packages with estimated value of less than 
$100,000  

Individual Consultant Selection (ICS) All individual consultants 
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2. List of Active Procurement Packages (Contracts)  
 

60. The following table lists goods, works and consulting services contracts for which the 
procurement activity is either ongoing or expected to commence within the procurement plan 
duration.  

Consulting Services 

Package 
Number 

General Description Estimated 
Value 

Selection 
Method 

Review Type of 
Proposal 

 Date Commentsa 

Grant Component 

1 Medical equipment,  
(1 package composed 
of several lots) 

6,196,790 OCB Prior 1S1E Q1 2020 International Advertisement 

2 Monitoring and 
Evaluation firm 
 

120,000 
 

QCBS Prior BTP Q1 2019 National Advertisement, 
Pre-qualification, Quality 
Cost Ratio: 90:10 

3 IEC Development 260,000 QCBS Prior BTP Q1 2019 National Advertisement, 
Pre-qualification, Quality 
Cost Ratio: 90:10 

4 Pilot Implementation 
Consultant 

370,000 QCBS Prior BTP Q1 2019 National Advertisement, 
Pre-qualification, Quality 
Cost Ratio: 90:10 

5 District Implementation 
Support  

720,000 QCBS Prior 
BTP Q2 2019 National Advertisement, 

Quality Cost Ratio: 90:10 
6 

Audit (First 3 Years) 150,000 QCBS Prior 
BTP Q2 2019 National Advertisement, 

Quality Cost Ratio: 90:10 
7 

Strengthening Health 
Information System 

1,000,000 QCBS Prior 
FTP Q2 2019 International 

Advertisement, Quality 
Cost Ratio: 90:10 

8 Accounting Software 
Development 

50,000 RFQ Post  Q3 2019 National Advertisement 

9 Equipment for CPMU 
Office 

80,000 RFQ Post 1S1E Q1 2019 National Advertisement 

10 Health Equipment 
Quality Assurance 
Firm 

50,000 LCS Prior BTF Q2 2020 National Advertisement 

11 Project Manager 90,000 ICS Post  Q1 2019 National Advertisement 
12 Financial Management 

Expert 
90,000 

ICS Post 
 

Q1 2019 
National Advertisement 

13 Procurement Expert 90,000 ICS Post  Q1 2019 National Advertisement 
1S1E – 1 Stage 1 Envelope, BTP=biodata technical proposal, FTP – Full Technical Proposal, ICS = individual 
consultant selection, LCS=least cost selection, QCBS=quality cost-based selection, RFQ=request for quotation. 
a All consulting services to be financed under the loan and to be procured through QCBS, LCS and ICS will be 
advertised locally. While the two packages to be financed under the grant particularly for PIC of the universities will be 
advertised internationally. 
Note: The audit cost will be adequate to cover costs from project effectiveness until the financial closing date 
 

3. List of Indicative Packages (Contracts) Required under the Project 
 

61. The following table lists goods, works and consulting services contracts for which the 
procurement activity is expected to commence beyond the procurement plan duration and over 
the life of the project (i.e. those expected beyond the current procurement plan duration). 
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Goods and Works 

Package 
Number 

General 
Description 

Estimated 
Value 

Procurement 
Method 

Review Bidding 
Procedure 

Comments31F

32 

14 Printing of IEC 
Materials 

150,000 
 

OCB Prior 1S1E National Advertisement 

Consulting Services 

Package 
Number 

General 
Description 

Estimated 
Value 

Procurement 
Method 

Review Type of 
Proposal 

Comments 

15 
Audit (last 2 Years) 150,000 QCBS Prior 

BTP National 
Advertisement, Quality 

Cost Ratio: 90:10 

 
4. Goods and Works Contracts Estimated to Cost Less than $1 Million and 

Consulting Services Contracts Less than &100,000 (Smaller Value 
Contracts) 

 
62. The following table lists smaller-value goods, works and consulting services contracts for 
which the activity is either ongoing or expected to commence within the next 18 months. 

Goods and Consulting Services 

 
5. Procurement Packages with Methods and Time Schedule 

Ref. 
No. 

Contract Description Procurement 
Method 

Prequalification 
(Yes/No) 

Domestic 
Reference 
(Yes/No) 

Review by 
the Bank 

(Prior/Post) 

Expected 
Bid Opening 

Date 

Bidding 
Documents 

will be 
available 

Date 

1 Medical equipment (1 
package comprising 
several lots)a 

OCB with 
international 

advertisement 

No No Prior Mar-20 Jan-20 

2 Monitoring & 
evaluation firm 

OCB-QCBS Yes No Prior Jan-21 Sep-20 

3 IEC development firm OCB-QCBS Yes No Prior Jun-19 Mar-19 
4 Pilot implementation 

firm 
OCB-QCBS Yes No Prior Jun-19 Mar-19 

5 District implementation 
support firm 

OCB-QCBS Yes No Prior Jun-19 Apr-19 

6 Audit (first 3 years) OCB-QCBS Yes No Prior Jul-19 Apr-19 

7 Audit (last 2 years) OCB-QCBS Yes No Prior Dec-21 Sep-21 

                                                
32 All goods and works packages valued $1 Million and above will be advertised internationally while the rest will be 

advertised locally.  
 

Item 
No. 

General 
Description 

Estimated 
Value 

Number 
of 

Contracts 

Procurement 
Method 

Review 
(Prior/ 
Post) 

Bidding 
Procedure 

Advertise- 
ment Date 

Comments 

Goods 

          

Consulting Services 
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Ref. 
No. 

Contract Description Procurement 
Method 

Prequalification 
(Yes/No) 

Domestic 
Reference 
(Yes/No) 

Review by 
the Bank 

(Prior/Post) 

Expected 
Bid Opening 

Date 

Bidding 
Documents 

will be 
available 

Date 

8 Strengthening health 
information system 
firm 

OCB-QCBS Yes No Prior Sep-19 Jun-19 

9 Equipment for CPMU 
office 

RFQ No No Post Feb-19 Jan-19 

10 Printing of IEC 
materials 

OCB (with 
national 

advertisement) 

No No Post Nov-19 Aug-19 

11 Accounting software 
development package 

OCB (with 
national 

advertisement) 

No No Post Aug-19 Jul-19 

12 Health equipment 
quality assurance firm 

OCB-LCS Yes No Prior Jul-20 Jun-20 

13 Project manager ICS Yes No Post Feb-19 Jan-19 

14 Procurement expert 
(national) 

ICS Yes No Post Feb-19 Jan-19 

15 Finance management 
expert (national) 

ICS Yes No Post Feb-19 Jan-19 

16 Project completion & 
evaluation firm 

OCB-LCS Yes No Prior TBD TBD 

a List of IT and medical equipment for district health centers is in Appendix 4.  
 

1. List of Awarded and Completed Contracts  
 

63. The following table lists the awarded contracts and completed contracts for goods and 
consulting services. 
 

Goods, Works, and Non-consulting services  
Package 
Number 

General Description 
Contract 

Value 
Date of ADB Approval of 

Contract Award 
Date of 

Completion 
Comments 

None      

 
Consulting Services 
Package 
Number 

General Description 
Contract 

Value 
Date of ADB Approval of 

Contract Award 
Date of 

Completion 
Comments 

None      

 
2. Non-ADB Financing 

 
64. The following table lists goods and consulting services contracts over the life of the project, 
financed by non-ADB sources. 

 
Goods, Works, and Non-consulting services 

General Description 
Estimated Value 

(cumulative) 
Estimated Number 

of Contracts 
Procurement 

Method 
Comments 

Not applicable     

     

 
Consulting Services 

General Description 
Estimated Value 

(cumulative) 
Estimated Number 

of Contracts 
Selection Method Comments 

Not applicable     
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D. Consultants’ Terms of Reference 

65. The following table lists the consulting services for the project. 
 

Package Description Procurement Mode Estimated Cost 
Consulting firm:  $2,356,600 
1. Monitoring and evaluation (firm) OCB–QCBS $120,000 
2. IEC development (firm) OCB–QCBS $261,600 
3. Pilot implementation (national firm)  OCB–QCBS $369,000 
4. Strengthening health information system (firm) OCB–QCBS $1,000,000 
5. District implementation support (firm) OCB–QCBS $720,000 
6. Audit (first 3 years) OCB–QCBS $150,000 
7. Audit (last 2 years) OCB–QCBS  $150,000 
8. Health equipment quality assurance (firm) OCB-LCS $50,000 
9. Project completion and evaluation (firm) OCB-LCS $60,000 
Individual consultants:  $275,400 
1. Project manager (national)  ICS $91, 800. 
2. Procurement expert (national) ICS $91,800 
3. Financial management expert (national) ICS $91,800 
Total (Consultant)  $2,632,000 
ICS = individual consulting selection, IEC = information education and communication, OCB =open competitive 
bidding, QCBS = quality cost-based selection. 
 

1. Monitoring and evaluation firm – OCB-QCBS (estimated at $120,000) 
 

66. Overall objectives of the base line, mid-term and end-line of project evaluation include: 
Reviewing and documenting project outputs, evaluating project implementation processes and 
achievements, determine outcomes of the family medicines model and documenting lessons 
learnt. Scope of the evaluation includes:  
 

At Baseline. 
• Evaluate key DMF indicators at baseline and add operational indicators, as needed. 
• Indicators should cover input, process and outcome logical linkages. 
• Specific attention should be given to evaluation of family medicine models. This 

includes review of indicators being used to evaluate commune level and family 
medicine approaches in Vietnam, and development of a model evaluation framework 
for the projects six provincial pilots. 

• The consultants will work with DOHs to ensure the M&E framework and indicators will 
effectively measure progress towards meeting objectives. 

• Develop project evaluation plan for ADB and government consideration which sets out 
overall project evaluation and family medicine pilot evaluation processes. 

 
Mid and End line. 
• The project should be evaluated at mid and end line against its objectives, using 

project/program indicators criteria for project performance. 
• This includes review of relevance of project objectives – such as how the project has 

contributed to higher level objectives of the ADB country program, the extent the 
objectives remain relevant to the Vietnamese health sector context (priorities and 
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needs), and what changes in the policy context have been relevant to the 
implementation of the project. 

• Assessment of effectiveness should consider key outputs and outcomes of each 
component, what factors have accounted for the achievement (or not) of outcomes, 
and how could the overall design be improved. 

• Review project implementation against work plans and performance indicators and 
assess whether management and implementation of the project have adapted 
effectively to changing needs and circumstances. Has the project been implemented 
in a timely manner and were there major changes in planned procurement, or 
problems in securing equipment. 

• Project risks should be reviewed at base, mid and end line identify how risks are 
impacting on the project, their potential impact to formulate mitigation methods. 

• Review governance and management measures; identify scope for improvement- or 
key risks that need to be considered. 

• Review financial management systems and make recommendations for refinement, if 
needed. 

• Sustainability considerations should evaluate whether long term plans are in place to 
service equipment, if stakeholders have sufficient ownership, capacity and resources 
to sustain progress, and if there is evidence that family medicine models are being 
implemented elsewhere. 

• The evaluation will consider the degree to which the project has advanced gender 
equality, and met ethnic minority and project safeguards 

• Data for indicators will be collected through community-based surveys and the 
project’s reporting system. Evaluation should include both quantitative and qualitative 
data - by interviewing key informants or holding group discussion/workshops with key 
stakeholders. 

• The evaluation should include cost-effective analysis of the investment and outcomes 
of the project. 

• Lessons from the project will be provided to support the Vietnamese government and 
ADBs health sector and country programs. 

• The firm will prepare baseline, mid-term and reports and make recommendations.  

 
The firm should have experience as follows: 

• Health project evaluation including quantitative and qualitative approaches; 
• Knowledge of health systems strengthening, particularly in the Mekong region; 
• Proficiency with Microsoft Office; 
• Fluency in English (oral and written) as mother tongue. 

 
2. IEC development firm – QCBS (estimated at $261,600) 

 
67. Purpose of the assignment. The information, education and communication (IEC) 
development firm will (i) support the six provinces and 12 districts design and plan gender and 
EM sensitive IEC campaigns; (ii) test and evaluate the contents of selected IEC documents; (iii) 
improve the contents and adapt to local language and culture; (iv) ensure they are free of any 
gender bias; (v) prepare training modules for; and (vi) conduct training for IEC provincial trainers. 
It will also be responsible in producing samples of gender sensitive and culturally appropriate IEC 
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materials in Vietnamese and local language, including broadcasting radio and TV materials. The 
firm will provide two key experts: (i) one national communication and social marketing specialist 
(intermittent, 15 person-months); and (ii) one national IEC design specialist (intermittent, 5 
person-months).  
 
68. Objective and scope of work. The firm will work closely with the National Gender and 
Ethnic Minority Specialist (NGEMS), the gender and ethnic minority focal persons in the central 
project management unit (CPMU) in MOH and Provincial Department of Health (DOH) of the 
targeted provinces (Dak Nong, Gia Lai, Phú Thọ Quang Nam, Soc Trang, and Tuyen Quang,) 
where comprehensive family medicine models will be implemented at the grassroots level of the 
health sector (commune health stations and district level health facilities). Major responsibilities 
include the following: (i) build capacity of the CPMU, DOH and key stakeholders in gender- and 
ethnic minority-sensitive communication to promote the use of family medicine models of local 
health care and raise awareness on health related conditions/issues among people in the 
catchment areas, especially women, children, elderly, the poor and ethnic minority people; and 
(ii) develop a comprehensive communications strategy to ensure that project messages are 
delivered in a gender-sensitive and culturally-appropriate manner, considering the conditions of 
ethnic minority groups in the project areas.   
 
69. National Communication and Social Marketing Specialist (NCSMS) (intermittent 15 
person-months over 6 years). The NCSMS will have the following qualifications: (i) a Master’s 
degree in Mass Communications, Journalism or related field; (ii) at least 5 years of experience in 
developing communication, IEC and training materials that are gender and ethnic minority 
sensitive, preferably in the health sector; (iii) experience in working with ethnic minority people in 
Viet Nam; (iv) be familiar with policies and practices in Viet Nam and gender and indigenous 
peoples safeguard policies of ADB; (v) experience working on a multilateral development project, 
preferably funded by ADB; and (vi) excellent ability to communicate in English both written and 
spoken, and to work in a team. 
 
70. Specifically, the NCSMS will be responsible to carry out the following tasks:  

(i) Carry out a desk review of relevant documents concerning the on-going local 
health care system reform and drivers of health-seeking behaviors of local people, 
especially women, children, elderly, the poor and ethnic minorities; 

(ii) Identify policies, laws, executive regulations and decrees relevant to developing a 
gender and ethnic minority sensitive communications strategy for the project and 
for promoting the use of family medicine models in the local health care system; 

(iii) Identify best practices in terms of gender and culturally/ethnic minority sensitive 
preventive health care activities and IEC materials (either produced by government 
and/or NGOs) for local health care that can be used/replicated in this project;  

(iv) Develop a gender and ethnic minority sensitive project communications strategy, 
supported by the NGEMS, and in consultation with relevant agencies such as 
provincial/district Committee for Ethnic Minority Affairs, to ensure that all project 
messages are delivered in a gender-sensitive and culturally-appropriate manner, 
considering the conditions of ethnic minority groups in the project areas. The 
strategy would potentially involve integration of information dissemination activities 
through village meetings; development of simple, easy-to-understand IEC 
materials in ethnic minority languages; and involvement of village chiefs, village 
patriarchs or prestigious people in ethnic minority communities. Specifically: 
• All communication materials revised/developed and reproduced/produced 

under the project for dissemination in the target districts to promote the new 
service models of LHC will be gender sensitive and culturally appropriate.  
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• All IEC materials used for health prevention and education activities at local 
health care level in the target districts will be gender and ethnic minority 
sensitive;  

(v) Develop tailored communication materials, identify target groups and targeting 
methods and media, along with other stakeholders, and develop a communication 
plan to implement the communications strategy identified in the previous step 
(including plan for communication monitoring and evaluation); 

(vi) Provide training for and build capacity of CPMU and DOH staff to increase their 
effective communication skills, awareness of and responsiveness to gender and 
ethnic minority issues in the communication activities implemented under the 
project; 

(vii) Provide support in organizing, implementing, and documenting consultations with 
women, ethnic minority groups and other stakeholders including relevant local 
government authorities/departments. Information to be disclosed will include (a) 
project activities, (b) project objectives and (c) project implementation plan. 
Opinions from women and ethnic minority people on how to maximize project 
benefits will also be obtained during the consultation meetings and incorporated 
as much as possible during project implementation; 

(viii) Work with CPMU and DOHs to conduct communication monitoring and evaluation; 
write the middle term and final reports of project communication activities; 

(ix) Work with CPMU, DOHs and the NGEMS to disseminate the project best practices 
and lessons learned to wider audience (on websites, non-participating provinces, 
private sectors, etc.), especially to share knowledge on success stories on gender 
equality and ethnic minority social development in project related activities;  

(x) Perform other communication-related duties as required. 
 
71. National IEC design specialist (intermittent, 5 person-months). He/she will have a 
degree in social science and/or communication, postgraduate degree preferred (≥10 years’ 
experience); (ii) relevant experience with IEC and health service promotional campaigns (≥5 
years’ experience); (ii) experience in the commercial sector is a special advantage; (iv) strong 
interpersonal skills and experience in capacity building of counterpart staff at different levels; (v) 
ability to work either as part of a team effectively, to take own initiative and to work independently 
with minimal supervision; (vi) proficiency in Vietnamese language and preferably good English 
language skills (both written and spoken). He/she is willing to do technical translation and 
interpretation tasks.    
 
72. Specially, the IEC design specialist will work closely with the NCSMS and the NGEMS in 
conceptualizing and delivering key messages into appropriate IEC and promotional media. 
He/she will (i) develop the TORs for media outfits; (ii) provide quality assurance of the 
appropriateness and relevance of contents, timing, medium and language; and (iii) oversee the 
delivery of project-related IEC and health promotion activities.  
 
73. Deliverables. IEC development firm deliverables are: 

(i) An Inception Report on information and communication needs and the 
methodology for the consultancy; 

(ii) A gender and culturally sensitive Communications Strategy (in coordination with 
NGEMS) to ensure that project messages are delivered in a gender-sensitive and 
culturally-appropriate manner, considering the conditions of ethnic minority 
groups in the project areas and to promote the use of the family medicine models 
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for local health care sector among people in the catchment areas, especially 
women, children, elderly, the poor and ethnic minority people; 

(iii) A plan to implement the communications strategy with communication process 
and recommended actions; 

(iv) Training and gender sensitive and culturally appropriate communication 
materials; 

(v) Mid-term and final reports of project communication activities; 
(vi) Visibility products for the project, especially in relation to gender equality and the 

ethnic minority social development, and dissemination plan; 
(vii) Detailed implementation plan for IEC and promotional services; 
(viii) Production of gender sensitive and culturally appropriate IEC materials and 

TV/radio spots;   
(ix) Broadcasting of radio and TV spots; and 
(x) Completion report 

 
 3.  Pilot implementation firm – OCB - QCBS (estimated at $369,900) 

 
74. The firm will provide 7 international and national consultants based in at CPMU, as per 
table below.   

 

Consultants Person Months 
 

1 
National health systems/ 
local health care specialist  40 

$72,000 

2 National information technology specialist 24 
$43,200 

3 National family doctor model specialist 40 
$72,000 

4 National gender and ethnic minority specialist 18 
$32,400 

5 International medical education and gender specialist 2 
$30,000 

6 National health care quality assurance specialist 12 
$21,600 

7 National medical equipment specialist  9 
$38,000 

8 National specialists travel and other related costs   
$40,900 

9 International specialists travel and other related costs  
$19,800 

 Total Cost  
$369,000 

 

75. Health systems /local health care specialist (40 months, national). He/ she should 
have the following qualifications:  (i) medical doctor or public health professional, postgraduate 
degree is preferable (10 years’ experience); (ii) knowledge of and experience in Health System 
Strengthening (HSS) programming at grass roots level; (iii) health management and policy 
development experience, with a focus on family medicine and infectious diseases; (iv) willingness 
to travel and to do field work assignments for 70% of contracted time; (v) proficiency in 
Vietnamese language and preferably good English language skills; and (vi) Microsoft package 
(Word, Excel, PowerPoint and Microsoft Project).  

76. His/her tasks include: (i) undertake a situational analysis of the current family medicine 
policy environment, which includes a review of health service delivery gaps, integration of grass-
roots with other levels of the health system (referral), information technology needs for 
personalized medicine and provide policy recommendations; (ii) presenting draft documents to 
key stakeholders within the health sector through meetings and workshops; (iii) develop, in 
consultation with stakeholder ministries, projects briefs for family medicine model policy reform 
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for submission to the MOH, Project Steering Committee, and donors; (iv) help prepare district and 
provincial family medicine implementation plans based on situational analysis, which includes 
building capacities at district and provincial levels for making health plans/budgets and for review 
and improving the plans using both epidemiological and HMIS inputs; and (v) assist in 
implementing pilots and district level plans. 
 
77. Information technology specialist (24 months, intermittent, national). He/she should 
have the following qualifications, experience and specific skills: (i) MSc in Business 
Administration, Information Technology, or another appropriate field; (ii) 10 years’ experience in 
managing digital information systems; (iii) experience in planning and monitoring medical services 
is preferred, along with experience with government agencies; (iv) willingness to travel and to do 
field work assignments for 70% of contracted time; (v) ability to work either as part of a team 
effectively, or to take own initiative and to work independently with minimal supervision; and (vi) 
proficiency in Vietnamese language and preferably good English language skills.  
 
78. Family doctor model specialist (40 months, national). He/ she should have the 
following qualifications, experience and specific skills: (i) university degree in Medicine, Public 
Health – with specialization in Family Medicine; (ii) experience in communicable disease control 
– surveillance and response, infection control and waste management – preferred; (iii) excellent 
skills in project management (10 years’ experience); (iv) willingness to be based in pilot provinces 
for at least 70% of the contracted time; (v) proficiency in Vietnamese language and preferably 
good English language skills; and (vi) Microsoft package (Word, Excel, PowerPoint and Microsoft 
Project).  
 
79. His/her tasks include: (i) conduct detailed assessment of CHS and DHC management, 
funds, facilities, staff, equipment, supplies and standard operating procedures for management, 
equipment, biosafety, infection control, waste management and testing and other guidelines in 
targeted facilities; (ii) identify current family medicine policy standards and plans for targeted 
piloted services and assess feasibility of pilots. This may cover advice and supervising the 
purchase of equipment for family model, patient records and information technology, licensing 
issues; (iii) review current quality assurance system and propose an increase of range of testing; 
(iv) review  family medicine curriculum; (v) in consultation with Provincial Training Working Groups 
and relevant national institute training experts, develop a common approach to the training of 
Provincial and District Trainers, and design and produce the training procedures manual; (vi) 
review human resources staff numbers and qualifications related to strengthening of family 
medicine (vii) assess related key training and capacity needs of relevant stakeholders and health 
workers; (viii) formulate overall human resources and/or capacity development plan (including 
strengthening of medical curricula and institutions) for strengthening family medicine and CDC 
through project support - applying due attention to gender and ethnic groups; (ix) assist CPMU, 
DOH and Provincial Medical Schools develop regular needs based training assessments and 
tailored training courses; (x) help establish MOUs between MOH and School/Universities;  (xi) 
assist in the development of training packages for family medicine skills based training and 
training of trainers for master trainers from provincial health departments; (xii) establish a family 
medicine planning, management and monitoring system in targeted facilities and monitor activities 
and reporting, including linkages with laboratories, hospitals and other parts of the health system; 
(xiii) mentor family medicine trainees and staff participating in pilots; (xiv) monitor progress with 
implementation of HRD strategies in line with existing key policies and provincial HRD policies 
and plans; (xv) produce regular reports, briefing papers and disseminate good practices 
documents on family medicine from other stakeholders; and (xvi) contribute to quarterly and 
annual project progress report including report on institutional and community consultations,  
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80. Gender and Ethnic Minority Specialist (intermittent ,18 person-months over 6 years, 
national).  
 
81. Qualifications: The specialist will preferably have at least a degree in social sciences, 
development studies, gender and ethnic studies or a related discipline. The specialist will have at 
least 5 years’ experience in gender and social inclusion related work, with strong preference in 
the health and rural development sectors including working with ethnic minorities; be familiar with 
policies and practices in Viet Nam; experience of working on a multilateral development project, 
preferably funded by ADB; experience in mentoring and providing on-the-job training in gender- 
and ethnic-related analysis and mainstreaming; capability to work effectively with international 
consultants and national colleagues; willingness and ability to travel to the field; good command 
of written and spoken English language; computer literate. 
 
82. The NGEMS will work closely with the gender and ethnic minority focal persons in CPMU 
in the MOH and DOHs the target provinces (Tuyen Quang, Phú Thọ, Dak Nong, Gia Lai, Quang 
Nam and Soc Trang) where comprehensive family medicine models will be implemented at the 
grassroots level of the health sector (CHS and district level). The NGEMS’s major responsibilities 
will be to (i) build capacity of the CPMU, DOHS and key stakeholders in gender- and ethnic 
minority-related analysis and mainstreaming, especially in local health care system, and for 
meeting the gender and social safeguards (ethnic minority/indigenous peoples) requirements of 
the project; and (ii) support the implementation, monitoring and reporting of the project Gender 
Action Plan (GAP) and Ethnic Minority Development Plan (EMDP).  
 
83. In addition, the NGEMS will be responsible to carry out the following specific activities:  

(i) Develop a Tool Kit on how to ensure responsiveness to gender and ethnic minority 
issues related to the project during its implementation, which can be used when 
providing training and capacity building to  the CPMU and DOH staff in gender- 
and ethnic minority-related analysis and mainstreaming, especially in local health 
care system, and about the project related gender and ethnic minority 
requirements. 

(ii) Support the International Medical Education and Gender Expert to develop specific 
training/learning modules for integration into the family medicine model training 
package utilizing the following themes:  
• General theme: Mainstreaming gender into the family medicine model; 
• Special theme 1: Gender-responsive services for enhancing access of all 

to sexual and reproductive health and rights (including prevention and 
counselling). Theme 1 is expected to cover how the family medicine model 
can and should address the following issues, especially in ethnic minority 
communities: imbalance in sex ratio at birth; teenage pregnancy; child and 
early marriage; abortion; and HIV. 

• Special theme 2: Developing gender-responsive family medicine model 
to address domestic (gender-based) violence (prevention of and response 
to domestic violence as part of primary health care; provision of first line 
support services; referral system);32F

33 

                                                
33 A toolkit to operationalize and facilitate implementation of Circular No. 24 is expected to be developed with support 

from WHO and UNFPA in 2018 and piloted in 2019 as part of the UN Joint Programme on Essential Services to 
response to gender-based violence. It is advised to refer to this toolkit (and any other relevant existing materials) to 
determine whether there would be any relevant parts or elements of it that can be included into the module/session 
to be developed/strengthened on domestic violence for integration into the family doctor model training package. 
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• Special theme 3: Quality of health care services delivery (quality of 
consultation, communication and examination; building positive relationship 
and establishing trust with the patients; counselling skills; etc.); 

• Special theme 4: Good practices in effective communication with regard 
to preventive health education and promotion activities -including 
through the use of ICTs- that is gender and ethnic minority sensitive. This 
can include the development of a simple practical guide. For theme 4, the 
Medical Education and Gender Expert and the NGEMS will work in close 
collaboration with the national Communication and Social Marketing Specialist. 
 

84. This will entail desk review of relevant documents, policies, laws, executive regulations 
and decrees that are related to the 5 above mentioned themes, and of the existing family medicine 
model training package, especially Vietnamese documents and Vietnamese best practices 
relevant to the concerned themes. The NGEMS will contribute to prepare the training materials 
and training instructions for the above-mentioned themes and will work closely and discuss 
extensively with the training team (family medicine models) to ensure integration of the prepared 
modules on the above-mentioned themes into the comprehensive family medicine model training 
package. The NGEMS will also contribute to the training of trainers on the new modules 
developed and to review and draw lessons learned for training gender as part of the family 
medicine model training program. 

  
85. As mentioned above, the NGEMS’s major responsibilities will be to provide overall support 
to GAP and EMDP implementation, monitoring and reporting. The consultant will need to refer to 
the ADB Gender Tip Sheets nr. 3, 4 and 5, all available online on ADB website. This involves -
but is not limited to- the following: 

(i) Ensure gender mainstreaming and inclusive ethnic minority development are an 
integral part of all project activities throughout the project life; 

(ii) Provide technical inputs to ensure gender mainstreaming and ethnic minority 
(indigenous peoples/IP) safeguards for (a) policies to be developed or revised by 
the project, (b) prioritizing investment to be responsive to the needs of women and 
ethnic minorities, (c) development of information technology platform for medical 
records and monitoring, ensuring the electronic medical records system includes 
information disaggregated by sex, age, and ethnicity, (d) development of gender 
and ethnic minority responsive family doctor model, (e) development of gender and 
ethnic minority-sensitive communications materials, (f) trainings and other 
capacity-building activities supported by the project, and (g) project monitoring, 
evaluation, and reporting;  

(iii) Work closely with the CPMU and M&E consultants to integrate gender sensitive 
and ethnic minority related indicators from the Design Monitoring Framework 
(DMF) and the GAP and EMDP into the Project Performance Management System 
(PPMS);  

(iv) Support the CPMU in ensuring relevant GAP and EMDP activities are integrated 
into the project annual work plans and budget;  

(v) Build capacity by delivering awareness raising and training sessions and 
mentoring of the CPMU, DOHs and other key stakeholders in gender equality, 
ethnic minority inclusive development in the local health care sector (by using the 
Tool Kit developed for this purpose); 

(vi) Review and provide recommendations regarding the EMDP developed during 
project preparation. Carry out surveys and studies required to verify the project 
impacts on ethnic minorities and assess the adequacy of proposed mitigation 
measures and/or other measures to ensure that affected ethnic minorities (a) 
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receive culturally appropriate social and economic benefits; (b) do not suffer 
adverse impacts as a result of the project; and (c) can participate actively in 
projects that affect them. This will include (i) identification of the ethnic groups in 
the commune and the percentage of ethnic minorities in the commune population; 
(ii) identification of the characteristics of the ethnic minority groups including 
language commonly used, and access to information; (iii) assess the status of 
access to health care services by EM communities, including barriers to accessing 
health care. Based on the information gathered, support the development of a 
culturally-sensitive communications strategy; 

(vii) Provide support in organizing, implementing, and documenting consultations with 
ethnic minority groups and other stakeholders including relevant local government 
authorities/departments. Information to be disclosed will include (i) project 
activities, (ii) project objectives and (iii) project implementation plan. Opinions from 
ethnic minority people on how to maximize project benefits will also be obtained 
during the consultation meetings and incorporated as much as possible during 
project implementation; 

(viii) Ensure collaboration with concerned agencies for ethnic minorities including 
Provincial/district Committee for Ethnic Minority Affairs, during EMDP 
implementation; 

(ix) Ensure regular monitoring and reporting – at least semi-annually – to the Asian 
Development Bank (ADB) on the progress of GAP and EMDP implementation; 
prepare GAP progress reports using the template included in Appendix 3, and 
semi-annual social monitoring reports in line with the requirements and indicators 
described in the EMDP; 

(x) Conduct field trips to monitor GAP and EMDP implementation and the 
achievement of gender and ethnic minority development targets; alert the EA to 
any gender and ethnic minorities issues that arise during project implementation; 

(xi) Work with the CPMU, DOHs, M&E consultants, and national Communication and 
Social Marketing Specialist to gather and analyze sex-disaggregated quantitative 
data and qualitative information on the gender impacts and impacts on ethnic 
minority people of project interventions; 

(xii) Based on the findings from regular monitoring of GAP and EMDP implementation 
and field visits, amend if necessary and/or develop strategies with the main aim of 
ensuring GAP and EMDP activities and targets, and intended gender equality and 
ethnic minority safeguard results will be achieved; 

(xiii) Facilitate knowledge sharing on success stories on gender equality and ethnic 
minority social development in project related activities. Work closely with the 
national Communication and Social Marketing Specialist in producing multi-media 
presentations;  

(xiv) Provide support for ADB review mission teams to ensure that GAP and EMDP 
implementation is being adequately assessed and reported on;  

(xv) Prepare the draft Gender and Ethnic Minority Appendix and required gender and 
ethnic minority inputs for the project completion report to be submitted by the 
CPMU at project completion (in line with the ADB Gender Tip Sheet nr. 5); and  

(xvi) Perform any other duties as required. 
 
 

86. Deliverables: 
(i) Tool Kit on gender and ethnic minorities analysis and mainstreaming in the local 

health care sector, including on project GAP and EMDP related requirements. 
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(ii) 5 background papers to contribute to the preparation and development of training 
materials and training instructions for the 5 above mentioned themes for integration 
into the family medicine model training package. 

(iii) Contribute to the Report of lessons learned for training on gender as part of the 
family medicine model training program. 

(iv) Capacity-building plans in gender analysis and mainstreaming and ethnic minority 
safeguards, including GAP and EMDP related requirements, for the EA and IA, as 
needed. 

(v) Documentation of capacity-building activities/trainings carried out with sex 
disaggregated data of the participants. 

(vi) Documentation of consultations with concerned ethnic minority groups and other 
stakeholders. 

(vii) GAP and EMDP progress reports (for submission to ADB at least semi-annually) 
and final reports on GAP implementation and IP Safeguard compliance.  

(viii) Gender and Ethnic Minority Appendix prepared for inclusion in the government 
project completion report. 
 

87. Medical Education and Gender Specialist (2 person-months, intermittent, 
international) 
Qualifications:  The Expert will have the following as minimum qualifications: 

(i) a medical doctor’s degree with specialization in family medicine and solid experience as 
family doctor;  

(ii) demonstrated knowledge and understanding of gender related and women specific 
health issues, and experience in mainstreaming gender in local health care; 

(iii) solid experience in developing training/learning modules in family medicine related 
topics, including sexual and reproductive health and domestic violence;  

(iv) at least 5 years of experience in gender-related work in health care and rural community 
development in a developing country setting;  

(v) be familiar with policies and practices in Viet Nam; 
(vi) experience of working on a multilateral development project, preferably funded by ADB.  

 
88. Objectives and Scope of Work. The main responsibility of the Project’s International 
Medical Education and Gender Expert is to develop specific training/learning modules for 
integration into the existing family medicine model training package: 

(i) General theme: Mainstreaming gender into the family medicine model; 
(ii) Special theme 1: Gender-responsive services for enhancing access of all to sexual and 

reproductive health and rights (including prevention and counselling). Theme 1 is 
expected to cover how the family medicine model can and should address the following 
issues, especially in ethnic minority communities: imbalance in sex ratio at birth; teenage 
pregnancy; child and early marriage; abortion; and HIV. 

(iii) Special theme 2: Developing gender-responsive family medicine model to address 
domestic (gender-based) violence (prevention of and response to domestic violence 
as part of primary health care; provision of first line support services; referral system);33F

34 
(iv) Special theme 3: Quality of health care services delivery (quality of consultation, 

communication and examination, building positive relationship and establishing trust with 
patients, counselling skills, etc.); 

                                                
34 A toolkit to operationalize and facilitate implementation of Circular No. 24 is expected to be developed with support 

from WHO and UNFPA in 2018 and piloted in 2019 as part of the UN Joint Programme on Essential Services to 
response to gender-based violence. It is advised to refer to this toolkit (and any other relevant existing materials) to 
determine whether there would be any relevant parts or elements of it that can be included into the module/session 
to be developed/strengthened on domestic violence for integration into the family doctor model training package. 
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(v) Special theme 4: Good practices in effective communication with regard to preventive 
health education and promotion activities -including through the use of ICTs- that is 
gender and EM sensitive. This can include the development of a simple practical guide. 
For theme 4, the expert will work in close collaboration with the project NGEMS and 
national Communication and Social Marketing Specialist. 

 
89. The International Medical Education and Gender Expert should carry out the following 
activities in close association with the Project NGEMS: 

(i) Carry out a desk review of relevant documents (including Vietnamese documents 
with the help of the NGEMS) concerning the on-going local health care system 
reforms, and drivers of health-seeking behavior of local people, especially women, 
children, elderly, the poor and ethnic minority people; 

(ii) Carry out a desk review, with the support from the NGEMS, of the existing family 
medicine model training package to assess the extent to which it is gender 
sensitive and assess gaps in terms of adequate coverage of the above-mentioned 
themes in the existing package;  

(iii) Carry out a desk review of relevant documents, including international best 
practices and Viet Nam best practices, concerning the above-mentioned themes; 

(iv) Identify policies, laws, executive regulations and decrees that are related to the 
special themes mentioned above;  

(v) Undertake close consultations with Vietnamese specialists and major 
stakeholders, including the core people who have been involved in the 
development of the existing family medicine model training package, to understand 
the Vietnamese reality concerning the above-mentioned themes; 

(vi) Undertake close consultations with other key stakeholders in the country including 
development partners active in the health sector such as WHO and UNFPA; 

(vii) Review the project GAP (included in the PAM), and work with the CPMU and DOHs 
and Gender Focal Points of the project to ensure alignment with and support 
implementation through the training modules for the above-mentioned themes.  

(viii) Prepare the training materials and training instructions for the above-mentioned 
themes; 

(ix) Work closely and discuss extensively with the training team of family medicine 
models in the Universities to ensure integration of the modules on the above-
mentioned themes into the comprehensive family medicine model training 
package; 

(x) Provide training of trainers on the above-mentioned themes;  
(xi) Review and draw lessons learned for training on gender as part of the family 

medicine model training program. 
 
90. Deliverables: 

(i) 5 training materials and training instructions for the above mentioned 5 themes; 
(ii) Report of lessons learned for training on gender as part of the family medicine 

model training program. 
 
91. Health care quality assurance specialist (12 months intermittent, national). He/ she 
should have the following qualifications, experience and specific skills: (i) medical doctor, Health 
management experience (10 years’ experience); (ii) MOH experience, especially in clinical 
standard development and training experience is preferable; (iii) relevant experience for 
government and/or international funded projects; (iv) proficiency in Vietnamese language and 
preferably good English language skills; (v) Microsoft package (Word, Excel, PowerPoint and 
Microsoft Project). 
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92. His/ her tasks include: (i) liaise with MOH and its partners on Quality Improvement (QI) 
policies, guidelines, management tools, initiatives and good practices and follow up their future 
developments; (ii) develop, in collaboration with the 5 provinces detailed standardized Quality 
Improvement mechanism (including standardized Quality benchmark assessment system), 
initially in few pilot districts. Standards should focus on basic package, family medicine model and 
e-health platform development at DHC and CHS level. (iii) assist the other CPMU and DOHs in 
the development of master inventory lists on HRD, infrastructure, equipment, and soft/hardware 
HMIS inventory systems for all DHC and CHS, in the training of provincial/district staff and in 
assuring data completeness; (iv) assist M&E in the collection and analysis of all M&E and HMIS 
reports at provincial and district level with a focus on ensuring accountability for quality and safety 
of patient care and standards of care delivery; (v) assure proper DMF M&E documentation and 
analysis; (vi) contribute to the quarterly and annual report writing for CPMU with consolidated data 
analysis on Quality Improvement Interventions; (vii) monitor health sector performance, with 
special attention to the 10 intervention districts; (viii) organize and facilitate training on quality 
improvement, M&E, planning and budgeting to the provinces and districts; and (ix) assist MOH 
and ADB in any data on service quality standards and analysis.  
 
93. National Medical Equipment Specialist (9 months, intermittent, national). He/ she 
should have the following qualifications, experience and specific skills: (i) background in 
electronic/biomedical/hospital engineering (≥ Bachelor degree); (ii) demonstrated understanding 
of medical equipment with/without hospital engineering; (iii) relevant experience for government 
and/or international funded projects (≥ 5 years’ experience); (iv) demand analysis for medical 
equipment at each identified level of health facility  (≥ 3 years’ experience); (v) familiar with 
developing generic (non)medical equipment specifications (≥ 3 years’ experience); (vi) proficiency 
in English language skills (both written and spoken); and (vi)) advanced Microsoft package (Excel, 
database and Microsoft project).  
 
94. His/ her tasks include: (i) review and update equipment plan as requested; (ii) prepare 
technical specifications for (non)medical equipment, for each bidding package, (ADB 
procurement method); (iii) review the composition of the different bidding packages / lots to ensure 
a competitive bidding process in the most cost-efficient way; (iv) contribute to improving content 
and training methodology for workshops to strengthen the LHC network; and (v) perform any other 
task related to equipment as requested 
 

4.  Strengthening health information system firm – OCB - QCBS (estimated at 
$1,000,000) 
 

95.  Purpose of Assignment. The assignment will establish Information and Communication 
Technology (ICT) for electronic health records (EHR) and associated reporting at commune 
health facility (estimated at 36) in 12 districts. A fully functional commune health system is of 
critical importance to the population and to inform national policy. The ‘change model’ to be 
implemented by this project is expected to become family-doctor clinic model and aligns with 
MOH in preventing and treating communicable and non-communicable diseases. 

96.  This assignment will strengthen the health information systems infrastructure by 
implementing and managing the national EHR at community level and sending information to 
district and national levels.  The district level will have patient information from local health 
commune (LHC) level. To enable data flow and interoperability, the EHR data will be standardized 
with each patient having a unique ID assigned.  Interoperability will also aid in the reduction of 
health worker burden by linking the various commune level health information systems (HIS) such 
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as the LHC HIS (often provided by VNPT or Viettel), eCDS, the immunization system, and social 
security (VSS).  The facilities’ patient level electronic health information will be accessible when 
transferred from commune to district and other levels.  This HIS development sub-project will 
operate within a four (4) year project period and provide needed resources for enabling EHR (e.g., 
equipment, staff, and training). The MOH, or its designee, will evaluate the infrastructure and 
capacity, including human resources, for selected communes and districts.  The sub-project will 
adhere to policies and help facilitate review of possible additional policies that may be needed in 
the area of interoperability and reduction of paperwork.  

97.  Objective and Scope of work. The core objective is to enable the local family practice 
health services model in priority provinces by implementing a standardized health information 
system at grass roots level with information flow upward to district and national levels. This will 
enhance the availability of patient and population level health information at all levels for effective 
health services in Viet Nam. The system will also enable interoperability among existing systems, 
ensuring more complete, adequate and less fragmented information.   
The consulting firm is expected to:  

(i) Establish the requirements for the local health commune electronic health records 
system and interoperability with existing systems involving (a) develop 
comprehensive requirements and design of functional EHR software and 
infrastructure needed to support, and (b) validate requirements 

(ii) Establish data flow including to district and national data center 
(iii) Assess facility readiness for EHR implementation including (a) review of existing 

HIS systems in use at LHC, along with their standards and information flow needed 
for reporting and interoperability, and (b) discuss with stakeholders currently 
engaged in the health information systems at the LHC and flowing into and out of 
the LHC (e.g. villages, districts, referrals) 

(iv) Conduct workshops in order to (a) obtain buy in from commune and district 
stakeholders, (b) discuss implementation aspects including implementation 
requirements, technical support and reporting requirements, and (c) solicit inputs 
for appropriate solutions and innovative approaches. 

(v) Conduct thorough (a) review and possible enhancement of the software system 
for electronic reporting of patient health information (EHR), (b) capability building 
for district level rollout of the EHR and “train the trainers” wherever possible, (c) 
development of tools to measure outcomes of implementation, and (d) provide 
options and/or recommendations for national scale sustainability. 

(vi) Provide maintenance and support to (a) establish sustainability model, (b) 
technical and administrative support during the four-year implementation period,  

(vii) Draw lessons and provide policy recommendations on refining the model for wider 
implementation and national scale up. 

    
98.  Deliverables. The firm will have the following deliverables: 

(i) Submit a detailed work and implementation plan  
(ii) Assessment report of current system and infrastructure, and proposed system 

design development, and resources requirements (e.g., equipment, software, 
infrastructure, etc. and costing) 

(iii) Capacity building and training plan, with costs and implementation schedules 
(iv) Quarterly progress reports on systems design, software development and 

installation, testing, and enhancement, training and workshops. 
(v) Policy   paper on wider implementation and scale up 
(vi) Project completion report   
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5.    District implementation support firm OCB-QCBS (estimated at $ 720,000) 
 

99.  The firm will provide six district implementation support consultants (national) – one for 
each of the project’s target provinces of Dak Nong, Gia Lai, Phu Tho, Quang Nam, Soc Trang, 
and Tuyen Quang.  
 

Consultants 
Person- 
Months 

 

1 District Implementation Support Consultant - Dak Nong 60 $120,000 

2 District Implementation Support Consultant - Gia Lai, 60 $120,000 

3 District Implementation Support Consultant - Phu Tho 60 $120,000 

4 District Implementation Support Consultant - Quang Nam 60 $120,000 

5 District Implementation Support Consultant - Soc Trang 60 $120,000 

6 District Implementation Support Consultant - Tuyen Quang 60 $120,000 

100.  District Implementation Support Consultant (6 national positions, 60 person-
months each, continuous). He/ she should have the following qualifications: (i) medical doctor 
or nursing degree (ii) an advanced degree or extensive experience in public health, (iii) knowledge 
of and experience of the local health care (LHC) system and health system strengthening 
programming for the LHC level; (iv) willingness to locate in project province and undertake 
extensive fieldwork to project districts; (v) proficiency in Vietnamese language and preferably 
good English language skills; and (vi) Microsoft package (Word, Excel, PowerPoint and Microsoft 
Project).  

101.  His/her tasks include: (i) provide implementation support to the DOHs and to health facility 
staff in target districts on all aspects of activity planning, implementation management, monitoring 
and reporting;  (ii) under the direction of DOHs coordinate inputs from other project consultants 
to ensure timely and effective implementation of project activities; (iii) collect and synthesize 
project data as required for input to the project performance management system; (iv) support 
districts in the preparation and timely submission of financial reports; (v) implement other 
coordination and implementation support activities as required by DOHs. 

 
6. Project Completion and Evaluation Firm 
 

102.  Objective and Purpose of the Assignment. The objective of the assignment is to 
prepare the Project Completion Report (PCR) by reviewing the overall performance of project 
implementation and an evaluation of the outputs and outcome of ADB-supported activities within 
the project grant. This will be an output-based TOR. The firm will nominate a team leader whose 
qualifications will be evaluated for the selection procedure. The team leader will have an 
advanced degree in public health, health economics, public finance, public administration or a 
related field.  He/ she has: (i) a comprehensive knowledge of project management and the health 
systems and polies; (ii) excellent oral and written skills in English, and the ability to produce well-
written analytical reports; (iii) prior experience in preparing PCR for ADB and/or other 
development agencies is preferred.  He/ she should have at least 10 years of general experience 
and 7 years of relevant experience to the assignment.  
  
103.  Scope of work.   The firm is expected to assemble a team of consultants to prepare and 
submit the PCR.  The report will follow ADB’s PCR template covering the following areas:  

(i) A concise history of the Project from identification to completion. 
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(ii) Evaluation of the thoroughness and adequacy of appraisal with a particular focus 
on implementation arrangements, performance of the executing agencies, 
significance of problems encountered, and the adequacy of solutions adopted 
during implementation. 

(iii) Evaluation of project operations and benefits that is specifically attributable to the 
ADB-supported components under the Local Health Care for Disadvantaged 
Areas Sector Development Program 

(iv) Evaluation of the relevance, efficacy, and efficiency of achievements under 
outputs, project sustainability, and necessary social/environmental safeguards of 
ADB supported components. 

(v) A comprehensive evaluation of Gender Action Plan according to ADB standards 
and requirements. 

(vi) Assessment and suggestions for follow up actions for improvement. 
(vii) Recommendations based on evaluation and lessons learned regarding future 

operations, as well as regarding improvements in related operations, policies, 
procedures and practices.  

  
104.  Deliverables. The firm will carry out the following tasks and provide the following 
deliverables.  

(i) Review available reports including the Government PCR, studies, and plans, and 
gather all data relevant for the evaluation. 

(ii) Draft the PCR, including but not limited to (a) evaluating achievement of project 
objective against targets, (b) assessing the project based on relevance, efficacy, 
and sustainability, (c) evaluation of Gender Action Plan and (d) identifying lessons 
learned. 

(iii) Participate in the Final Review and PCR missions as a mission member 
responsible for all the financial and economic aspects of the Project. 

(iv) Produce the necessary financial and economic reevaluation inputs along with the 
necessary analysis of appraisal (pre-project) and completion (post-project) 
conditions. 

(v) Review issues affecting project implementation, such as delays in implementation, 
determine causes and key factors of these issues, and how they could have been 
avoided. 

(vi) Assess compliance with financial reporting requirements, including audited 
financial statements, and the loan covenants. 

(vii) Assess progress monitoring activities of the EA and ADB, and performance of the 
monitoring and evaluation system.  

(viii) Prepare a draft assessment of the Project in accordance with the ADB 
requirements of the PCR. 

(ix) Prepare the PCR for ADB interdepartmental review, and incorporate comments 
received as appropriate. 

(x) Carry out other tasks as assigned by the Project Officer. 

7.  Audit 2 Firms OCB – QCBS (estimated at $150,000 and $150,000) 
 
105. Audit Director (AD)/Engagement partner:  

a. Responsibilities: Hold highest responsibility for the audit engagement. The Director 
will be responsible for: (i) providing directives for the whole audit team including the 
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planning, implementation of the audit and issuing audit opinions; (ii) take responsibility 
for the overall quality of the audit. Assure the audit is carried out in compliance with 
the Firm’s quality standards and procedures and with the requirements of clients; and 
(iii) develop an understanding of client’s business and become a ''functional expert'' in 
the area. 

b. Minimum Qualifications/Experience: (i)  A university graduate (preferably with a post–
graduate degree) in accounting, finance, auditor certified by the MOF or international 
certificate (ACCA or other recognized international accounting/ auditing certificate); (ii) 
at least 15 years or above experience working in auditing services; At least 4 year 
experience in management of auditing teams; and at least 8 years actual working 
years in auditing since being granted with Vietnamese or international auditor 
certificate; (iii) should have worked as Audit Director for at least 3 audit contracts on 
ADB, the World Bank or other international donors funded projects; (iv) fluent English 
is compulsory; and (v) experience working for a Big 4 or large regional accounting firm 
is a plus. 

 

106. Audit Managers (AM): 
a. Responsibilities: The Manager will be responsible for: (i) receive the instructional 

directives from Directors and give detailed guidance to all team members; (ii) monitor 
the audit fieldwork of the engagement team, reviews staff work and ensure that it 
meets professional standards and the internal audit department's guidelines; (iii) take 
responsibility for the quality of the audit before submitting to Director; (iv) to be the 
contact point with Client’s Management and Chief Accountant regarding key issues 
identified, audit adjustments; and (v) monitor the progress of the audit and monitor the 
adherence to the committed deadline. 

b. Minimum Qualifications/Experience: (i) A university graduate (preferably with a post–
graduate degree) in accounting, finance, auditor certified by the MOF or international 
certificate (ACCA or other recognized international accounting/ auditing certificate); (ii)  
at least 10 years’ experience working in auditing services; audit seniors who are the 
team leader shall have 5 years’ experience in their profession; (iii) audit experience for 
ADB/World Bank funded projects in Vietnam would be an advantage; and (iv) ability 
to work within budgetary and time constraints while providing a high-level of client 
satisfaction.  

 
107. Senior Auditors/ Team leaders at field: (SA/TL) 

a. Responsibilities: The Senior Auditors will be responsible for: (i) follow the instructions 
from Director and Engagement Manager; (ii) keep AD and AM updated with the key 
issues or key audit adjustments day to day; (iii) be responsible for the audit quality of 
the whole team in front of AM; (iv) be responsible for compliance with auditing firm 
quality standards and procedures and with the requirements of clients/ projects. 

b. Minimum Qualifications/Experience: (i) Senior Auditors are required to be graduates 
of a recognized university in the fields of commerce, economics, accounting and 
auditing or equivalent; (ii) at least 5 years experience working in auditing services; (iii) 
preferably holding auditor certificate by the MOF or international certificate (ACCA or 
other recognized international accounting/ auditing certificate); (iv) Preferably should 
have worked as Auditor for audit contracts on ADB’s, the World Bank’s or other 
international donors’ funded projects; and (v) English proficiency would be preferable.  

108. Auditor team members: 
a. Responsibilities: The Auditors will be responsible for: (i) implementing professional 

work, auditing assigned sections in the agencies, be responsible for the data and 
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issues related to the auditing activities; (ii) release of the official report; draft minutes 
of audit; report to the leader emerging issues related to the audit in the agencies. 

b. Minimum Qualifications/Experience: (i) a university graduate (preferably in 
recognized university in the fields of commerce, economics, accounting and auditing 
or equivalent); (ii) at least 3 years or above experience working in auditing services 
Preferably holding auditor certificate issued by the MOF or international certificate 
(ACCA or other recognized international accounting/ auditing certificate); (iii) work as 
Auditor for audit contracts on ADB’s, the World Bank’s or other international donors’ 
funded projects would be preferable); and (iv) English proficiency would be 
preferable.  

 
8.  Health equipment quality assurance firm (LCS, estimated at $50,000) 

 
a. Responsibilities:   (i) review and update equipment plan as requested; (ii) provide 

support to CPMU and DOHs in reviewing technical specifications for (non)medical 
equipment, prepared by the national equipment specialist, for each bidding model, 
(OCB or Shopping method);  (iii) review the composition of the different bidding 
packages / lots to ensure that effective competition and value for money are achieved; 
(iv) contribute to improving content and training methodology for workshops to 
strengthen the capacity of hospitals for equipment maintenance; and (v) assist CPMU, 
DOHs and ADB in any other task related to equipment as requested. 

b. Minimum qualifications/experience:  (i) background in electronic/biomedical/hospital 
engineering (≥ Bachelor degree); (ii) demonstrated understanding of medical 
equipment with/without hospital engineering; (iii) relevant experience for government 
and/or international funded projects (≥ 10 years’ experience); (iv) demand analysis for 
medical equipment at each identified level of health facility  (≥ 5 years’ experience); 
(v) familiar with developing generic (non)medical equipment specifications (≥ 5 years’ 
experience); (vi) knowledgeable on South East Asian markets for (non)medical 
equipment (≥ 5 years’ experience); (vii) proficiency in English language skills (both 
written and spoken); and (viii) advanced Microsoft package (Excel, database and 
Microsoft project) 

 

9. Individual consultants  
 

109. Project Manager (national). The project manager should have a master’s degree in 
Public Health, Economics or Management with work experience and at least 5 years of proven 
relevant experience in project management, planning and budgeting in Viet Nam. He or she 
should at least 3 years of experience on monitoring and evaluation, results-oriented management 
(ROM) performance, preferably in the implementation of ADB / WB funded projects. He or should 
have the ability to work independently at national, provincial and district levels, and indicate 
willingness to do field work assignments for at least 50% of the contracted time.  

(i) Strong interpersonal skills and experience in capacity building of counterpart staff 
at different levels 

(ii) Ability to lead a team effectively 
(iii) Vietnamese language native language and strong English language skills (both 

written and spoken) 
(iv) Microsoft package (Word, Excel, PowerPoint and Microsoft Project) 

 
110. The Project Manager will have the overall responsibility of managing the operations of the 
CPMU, supporting and coordinating the CPMU technical and administrative team, national 
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consultants, consulting firms, and the DOH managers. In particular, the consultant will undertake 
the following tasks: 

(i) Develop standard operating procedures for the Project 
(ii) Prepare a detailed consolidated plan, timetable, and annual budget for 

implementation and seek agreement from MOH and ADB 
(iii) Select, supervise, and monitor activities of national consultants 
(iv) Organize team meetings and supervise all technical project staff 
(v) Prepare regional communication materials and facilitate the dialogue to promote 

regional technical seminars 
(vi) Facilitate and arrange annual review, workshops, meetings, and seminars as well 

as mid-term and project completion evaluation 
(vii) Ensure that the project is implemented in accordance with the cooperative 

agreement, donor regulations, and internationally recognized quality standards 
(viii) Participate in the development of strategic work plans with clear objectives and 

achievement benchmarks, long-term and short-term priorities, implementation 
plans, financial projections and tools for evaluation 

(ix) Plan, monitor, improve quality and accompany activities in accordance with grant 
agreement, including financial auditing, surveys, evaluations and ADB monitoring 
missions 

(x) Review provincial annual work plans and provide comments.  
(xi) Facilitate organizational development and capacity building of DOH, local partner 

organizations involved in the provision of health service promotional interventions 
(xii) Ensure appropriate quality control systems are in place and implemented across 

programs (includes the development of indicators and monitoring and evaluation 
[M&E] systems) 

(xiii) Support project staff by creating and maintaining a work environment that 
promotes teamwork, trust, mutual respect, and empowers staff to take 
responsibility and show initiative 

(xiv) Undertake consultation meetings with partners (multilateral and bilateral 
organizations, International and national non-government organizations [NGOs]) 
and other stakeholders as part of the policy development process and ensure that 
adequate technical inputs are provided 

 
111. Procurement expert (national).  The consultant must have at least a bachelor’s degree 
in economics, Logistics or another related field. He/ she must have at least 5 years of experience 
in ADB/ WB procurement practices of goods and consulting services. He/ she must have good 
oral and written skills in English and have ability to build the capacity of staff at the provincial level 
and the DOH. The consultant’s main responsibility is to ensure compliance of project grant 
procurement activities with ADB Procurement Guidelines (2017, as amended from time to time) 
and Procurement Regulations for ADB Borrowers (2017, as amended from time to time) 
 
112. His/ or tasks and responsibilities include, but are not limited to: 

(i) Prepare procurement plans for goods and consulting services, and obtain approval 
from the project director and submit to relevant agencies for review and approval 
(MOH and ADB) 

(ii) Finalize terms of reference (TORs) for national consultant positions and follow 
ADB procedures to recruit them  

(iii) Procure goods at the central level following ADB procedures 
(iv) Train DOHs staff in procedures required for purchasing of minor goods and 

services at provincial level and provide technical assistance to them when needed. 
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(v) Assist the project manager and project implementation specialist in procurement-
related activities 

(vi) Prepare bidding documents  
(vii) Provide technical assistance to DOH annual procurement plan 
(viii) Assist the project director and project manager in the review and approval of AWPs 

submitted by PMUs  
(ix) Work closely with the project management and financial management expert 

 
113. Finance management expert (national) The finance expert will have a senior position 
requiring a bachelor’s degree in financing or accounting. He/ she should have work experience in 
finance or accounting for 10 years, and in ADB funded project financial management for 5 years. 
He/ she should have working experience in finance or accounting in the health sector for at least 
3 years and has the ability to work either as part of a team effectively or independently with 
minimal supervision. He/ she must have fluency in English with proven record of well written 
English, and proficient in Microsoft package in office and financial management software 
applications.  
 
114. The financial management expert will have the following tasks and responsibilities:  

(i) Ensure early production of a Financial Management Operations Manual for the 
project 

(ii) Manage project funds according to the requirements of ADB and Government 
(iii) Prepare results-oriented annual budget plan for the project and monitor the 

expenditure using the required formats, in collaboration with other concerned 
people, 

(iv) Ensure withdrawal applications are prepared and submitted to relevant agencies, 
follow-up on payments, as well as follow up the subsequent replenishment from 
ADB and MOH 

(v) Ensure proper authorization and accounting of operating costs which will be 
classified by nature of expenses and sources of funding and by categories 

(vi) Ensure sound financial control, documentation and flow of information of project 
(vii) Review and provide recommendations to the project manager on the day-to-day 

operating expenses and other financial transactions 
(viii) Ensure timely submission and consolidation of financial reports and disseminate 

to all concern parties on a timely fashion  
(ix) Manage all accounting staff and develop a clear responsibility for each staff to 

avoid overlapping task and to ensure achievement of best performance 
(x) Provide training to all the project accounting staff and provide regular supervision 
(xi) Assist the internal and external auditors to conduct concurrent, monthly and 

external annual audit by furnishing them with appropriate documents 
(xii) Assist in identifying the location of assets, their proper inventory and facilitate 

communication with the concerned units/departments for the audit purpose  
(xiii) Supervise the competitive procurement tender processes in cooperation with the 

procurement expert and ensure appropriate procedures  
(xiv) Ensure overall good financial governance and adherance to the regulations, to 

keep the financial management of the project transparent and accountable 
(xv) Contribute to improvements in financial management by means of 

recommendations to the CPMU and DOH for policy development  
(xvi) Other tasks to ensure compliance with regulations of the government   
(xvii)  Coordinate all accounting positions and with the relevant experts 



51 
 

 
 

VII. SAFEGUARDS 

A.  Environment 
 
115. The program is categorized C for environment because none of the policy reform actions 
and the investment in district hospitals involves civil works are anticipated to result in adverse 
environmental impacts or increased health and safety risks. The CPMU and DOH in each 
province will be responsible for ensuring compliance with applicable laws and regulations of 
Vietnam relating to environment, health and safety requirements; attention should be paid to 
occupational health and safety and waste management requirements. 

B.  Land Acquisition and Resettlement 
 
116. The program is categorized C for involuntary resettlement as it is not expected to have 
impacts on land acquisition and resettlement. None of the policy actions or project grant activities 
involve civil works. 

C.  Indigenous People 
 
117. The program is expected to bring positive impacts to ethnic minorities such as improving 
the capacity of ethnic minority health care staffers, improving access to and quality of health 
services for ethnic minorities, especially in disadvantaged and remote areas. As positive impacts 
on ethnic groups are expected, the program is classified category B for indigenous peoples. An 
EMDP was prepared to ensure project grant activities benefit ethnic minorities during 
implementation. 
 
118. The CPMU and DOH in each province will ensure full implementation of the EMDP. The 
project will assist with training and capacity building of MOH/CPMU and DOH, including for 
implementation of the EMDP, through training and field visits. The EA will hire a gender and ethnic 
minority specialist (18 person-months) and a communications specialist (15 person-months) to 
assist the project in implementing and monitoring the measures described in the EMDP.  

119. Prohibited investment activities. Pursuant to ADB’s Safeguard Policy Statement 
(2009), ADB funds may not be applied to the activities described on the ADB Prohibited 
Investment Activities List set forth at Appendix 5 of the Safeguard Policy Statement (2009). 

VIII.  GENDER AND SOCIAL DIMENSIONS 
 
120. Gender equality has been an important priority issue in development policies of the 
Government of Viet Nam. By 2015 Viet Nam had achieved all target indicators of the Millennium 
Development Goal (MDG) 3 (promote gender equality and empower women) and MDG 4 (reduce 
child mortality) (Government of Viet Nam 2015). Despite great progress made in this area, MDG 
5 (improve maternal health) was not achieved. The Government has stressed the need for further 
efforts in promoting gender equality as set out in the Decision 2351/QD-TTg by the Prime Minister 
on 24 December 2010 Approving the National Strategy for Gender Equality for the period 2011–
2020.  

121. There are many difficulties and obstacles to be overcome in order to achieve the targets 
set in the National Strategy for Gender Equality for the period 2011–2020. By September 2017, 
out of the 22 targets, only 6 targets have been achieved; 16 targets have not yet been achieved, 
including 3 targets for which it is found very challenging to collect data (Chính phủ Việt Nam 
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2017). In the health sector, the national targets that have not yet been achieved by September 
2017 including targets related to maternal mortality rate (58 in 2016 compared to the target of 52 
per 100,000 live births by 2020), the proportion of victims and perpetrators of domestic violence 
being consulted and supported (no data), and the proportion of returned victims of human 
trafficking benefitting from support services (no data). Imbalanced sex ratio at birth appears to be 
increasing over time. In 2009 it was 110.5 boys to 100 newborn girls, and in 2016 it was 113 boys 
to 100 newborn girls (the target is below 115/100 by 2020), and in more than half of the 
provinces/cities in Viet Nam the sex ratio at birth is far higher than the target. The imbalance in 
sex ratio at birth is also more pronounced in rural areas than in urban areas. The abortion rate in 
2016 was estimated to be 14/100 live births (the target set is below 25/100 live births), and in the 
first 9 months of 2016 there were as many as 173,504 abortions (Chính phủ Việt Nam 2017).  

122. There are persistent gaps in major indicators related to maternal and child health care and 
disparities between more developed and less developed regions of the country, between ethnic 
minority people and Kinh majority people (Government of Viet Nam 2015). The under-five 
mortality rate (U5MR) fell from 58 per thousand in 1990 to 22.4 per thousand in 2014, but the 
U5MR in 2014 for ethnic minorities was 39 per thousand compared to only 12 per thousand for 
Kinh people. Similarly, the infant mortality rate (IMR) fell from 44 per thousand in 1990 to 14.9 per 
thousand in 2014, but the gap between IMRs for ethnic minorities and Kinh people remains 
significantly large, with IMR of 30 per thousand for ethnic minorities compared to only 12 per 
thousand for Kinh people (Government of Viet Nam 2015). As with reproductive health care, for 
the whole country, 61.9% of pregnant women received antenatal care 4 times or more, 98.4% of 
births attended by trained health workers, and 90.8% of women received postnatal care (Maternal 
and Child Health Department, MOH, figures for the first 9 months of 2017). These figures show 
great achievements of maternal health care. However, there are wide variations across provinces. 
The proportion of pregnant women who received antenatal care 4 times or more in mountainous 
provinces of Dien Bien (30.9%) and Lai Chau (6.3%) in the Northwest, and the Central Highland 
provinces of Kon Tum (48.2%), Gia Lai (41.3%), and Dak Nong (40%)in Mekong Delta are far 
behind the national average figure; similar gaps can be observed for the proportions of births 
attended by trained health workers, and postnatal care. 

123. Dien Bien and Lai Chau are also provinces with very high maternal mortality rates 
compared to the national average (63 per 100,000 in Dien Bien and 85 per 100,000 live births in 
Lai Chau compared to the national average of 58 per 100,000 live births in 2016). These are 
provinces with high proportion of ethnic minority population (more than 80%). Lack of knowledge 
of health care and some customary habits among some local ethnic groups, such as giving birth 
at home or seeking health care only when the illness becomes serious, aggravate the health risks 
of women and children. 

124. Gender-based violence is another important public health problem. Unfortunately, 
statistics about gender-based violence are incomplete, not systematic, and not regularly updated. 
According to the existing data from 58 out of 63 provinces, in 2016 there were 13,625 cases of 
domestic violence involving 9,733 female victims; 16,962 person-times of victims received health 
care and other support, and 7,758 person-times of perpetrators received counseling (Chính phủ 
Việt Nam 2017). Prevalence of violence was found to be higher in rural areas and among less 
educated people than among other social groups. A circular was issued (Circular 24/2017/TT-
BYT) on reception, care, records, and reporting of patients who are victims of domestic violence 
in all public and private health care facilities. 
 
125.  Ensuring gender equality in access to and benefit from health care services is one of the 
objectives of the National Strategy on Gender Equality 2011–2020. Actions required to achieve 
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this objective include (i) increasing access to sexual and reproductive health (SRH) services, (ii) 
improving access to health care information and consultation for women and men and minors, 
and, (iii) providing flexible, accessible and free-of-charge RHS services in EM areas. In addition, 
the MOH issued Decision 822/QD-BYT on 10 March 2016 approving Action Plan for Gender 
Equality of the Health Sector for period 2016–2020 with many specific target indicators to be 
accomplished by 2020, which is now being implemented. 

126. Regarding the local health sector human resources, women account for about 2/3 of 
health sector workforce, but they are under-represented at higher levels of qualification (university 
degree or higher). In the 15 project provinces, the existing data show that at commune health 
station level, while about 2/3 of health workers are women, only about 1/3 of CHS’ medical doctors 
are women. Some provinces have very low proportions of female doctors at CHS level: 0.4% in 
Lai Chau, 13.3% in Ca Mau, 21.5% in Dien Bien, 26.5 in Binh Phuoc, 28.8% in Soc Trang. Actions 
are required to improve qualification of female staff in the health sector at higher levels of 
qualification. At the same time, health sector workers need to improve their gender sensitive skills 
and knowledge to respond better to the needs of women, men and children, especially among 
ethnic minority communities.   

127. The gender category for the LHCSDP is ‘Gender Equity as a Theme’. The program will 
provide women and girls with improved access to quality essential health services within their 
locality through (i) commune level health stations that are well equipped and incorporate gender 
friendly design features; (ii) service delivery that accommodate the social and cultural preferences 
of women, including women from EM backgrounds; and (iii) ensuring that services critical to the 
health and well-being of women, including sexual and reproductive health services, are available 
and of good quality. 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 for the period 2016–2020 as well as the adoption of other policies aimed at promoting 
gender equality and the inclusion of EM.  

128. Gender action plan. Under the project grant, a GAP has been developed that aims at 
supporting implementation of key actions of the MOH Gender Action Plan and other gender 
related policies in areas including sexual and reproductive health, domestic violence, and 
provision of gender and EM sensitive health services.   

129. Gender action plan implementation. Overall responsibility for GAP implementation, 
monitoring and reporting rests with the executing agency and implementing agency, more 
particularly the CPMU that will work in close coordination with the DOHs. The project will actively 
involve the Committee for the Advancement for Women (CAFW) in the MOH for ensuring GAP 
implementation and for monitoring its progress. A CAFW representative will be appointed to 
participate in Project Steering Committee meetings. The CAFW in MOH will ensure that 
implementation of GAP activities is aligned and fully supports the MOH Action Plan for Gender 
Equality of the Health Sector for period 2016–2020 as well as the National Strategy on Gender 
Equality 2011–2020. The following consultants will be recruited to support GAP implementation: 
(i) a national communication and social marketing specialist (intermittent 15 person-months); (ii) 
a national gender and ethnic minority specialist (intermittent 18 person-months); (iii) an 
international medical education and gender specialist (intermittent 2 person-months). The terms 
of reference of the consultants can be found in Section VI. It is crucial to recruit and involve these 
consultants at strategic times during project implementation to ensure successful implementation 
of the GAP activities that they are expected to support, and for them also to be able to closely 
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work together. Project annual operational plans will include activities and adequate budget 
allocation for GAP implementation. The project M&E framework will integrate gender sensitive 
indicators that are included in the DMF and the GAP.  
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GENDER ACTION PLAN 
Gender activities/actions Performance indicators/targets 

Output 1: Public investment management for local health care strengthened 
1. Prioritize investment in equipment to perform sexual and 

reproductive health (SRH), child and elderly care related 
technical services (as per mandated services at district health 
care level and within budget frame). 

1.1 List of standard equipment developed for district health centres 
(DHC)/ district hospitals for procurement under the project: This 
list includes equipment items for delivering SRH related 
technical services.  

1.2 In case of procurement of any additional equipment for the 
districts (i.e. for items that are not included in the standard list 
mentioned above): priority consideration is given to procurement 
of equipment items and tools for delivering SRH related 
technical services.  

1.3 By 2023, 12 district hospitals in the 6 target provinces are 
equipped with essential medical equipment including equipment 
for SRH services. 

2. Use ICT equipment (basic) and digital IEC materials for 
enhancing delivery of preventive health education 
interventions at LHC level (e.g. for pregnant mothers or youth 
sexual education).  

2.1 List of standard ICT equipment developed for DHC/district 
hospitals for procurement under the project. 

2.2 Number and type of basic ICT equipment and digital IEC 
materials for preventive health education supplied to LHC 
facilities in target provinces. 

3. Ensure privacy and confidentiality for examination and 
consultations in the DHC/district hospital to deal with 
sensitive health care related issues such as HIV, SRH 
including abortion, and domestic violence. 

3.1 At least one room in each DHC/district hospital supported by the 
project offers conditions for privacy and confidentiality to deal 
with sensitive health care related issues. 

Output 2: Service models of local health care network improved 
1. Implement gender-sensitive marketing and awareness-

raising activities to ensure women and men of all ages and 
ethnic groups in the communities of the target districts know 
about and understand the new service models of LHC 
system. 

1.1 A marketing and awareness-raising strategy on new service 
models of LHC developed that is gender and EM sensitive.  

1.2 All communication materials revised/developed and 
reproduced/produced under the project for dissemination in the 
target districts on new service models of LHC are gender and 
EM sensitive*.  

1.3 Range of communication and awareness-raising activities on the 
new service models of LHC implemented in target districts 
(number and type of activities with targeted groups).  

1.4 All target districts implement at least once a year in 80% of the 
CHS an awareness raising campaign on the new services 
models of LHC.    
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Gender activities/actions Performance indicators/targets 
2. Strengthen the delivery of preventive health care, including 

gender and EM sensitive IEC, for women and men 
(especially from EM and other vulnerable groups) in the 
areas of SRH, HIV, communicable diseases and NCDs. 

➢ This also includes identifying best practices in terms 
of gender and culturally/EM sensitive preventive 
health care and IEC materials (government and/or 
NGOs) for LHC level that can be used/replicated by 
the project. 

➢ This should also include actions to address the issue 
of skewed sex ratio at birth by strengthening 
awareness about the prohibition of sex selective 
abortion and ensuring that 100% of LHC facilities 
(CHS and DHC/district hospitals) in target districts 
commit not to announce the sex of fetus to pregnant 
women and their relatives and not to allow sex 
selective abortion. 

➢ Special attention is needed to provide sexual and 
reproductive health information among young girls 
and boys and to the issue of teenage pregnancy.  

2.1 All IEC materials used and/or produced by the project for 
preventive health education activities at LHC level in the target 
districts are gender and EM sensitive.  

2.2 By 2026, proportion of births assisted by a trained health worker 
in each of the 6 target provinces is equal or above the national 
average (2015 baseline in JAHR 2016: national 98.3%; Gia Lai, 
Dak Nong, and Quang Nam below national average as per MOH 
data for 2017).a  

2.3. Not later than 2 years after the beginning of the project, 90% of 
all LHC facilities (CHS and DHC/district hospitals) in target 
districts display a public notice informing the patients about their 
commitment not to announce the sex of fetus and not to allow 
sex selective abortion; the public notice shall be long lasting and 
placed in a clear, visible and well frequented place. (refer to 
MOH Gender Action Plan - Decision 822/QD-BYT 10 March 
2016).  

2.4. By 2026, 20% increase in the proportion of pregnant women 
having 4 antenatal care visits throughout 3 trimesters 
disaggregated by ethnicity (2017 baseline MOH Maternal and 
Child Health Department: national 61.9%; 6 target provinces: 
Tuyen Quang lowest with 14.4% and Phu Tho highest with 
89.5%)b 

2.5. Number of adolescent birth rate per 1000 women 15-19 years of 
age in target provinces c.  

3. Ensure gender mainstreaming in electronic health records 
system and integrated management of health information. 

➢ This includes improvement in information 
management and reporting on domestic violence 
(refer to MOH Gender Action Plan).  

3.1 The electronic health records system includes information on 
sex, age and ethnicity.  

3.2 Monitoring of and reporting on gender specific health issues 
(including domestic violence) is integrated in the electronic 
health records system.  

3.3 Cases of domestic violence are recorded in the electronic health 
records system (Circular No. 24/2017/TT-BYT).  

3.4 Gender related information in the electronic health records is 
extracted and analysed for use in key planning documents (e.g. 
Annual Health Plans, Annual Health Reports).  

Output 3: Local health care workforce development and management strengthened 
1. Monitor sex and ethnicity of medical practitioners being 

licensed.   
1.1 Records on licensing of medical practitioners are disaggregated 

by sex and ethnicity, and regularly (at least every six months) 
monitored for identifying any underrepresentation issues. 
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Gender activities/actions Performance indicators/targets 
2. Review and strengthen or develop sessions/modules for the 

integrated curriculum and training package on family doctor 
model to ensure it is gender sensitive and covers 
comprehensively the following areas:  

o SRH and rights, including teenage pregnancy, early 
marriage, abortion, sex selection, and HIV; 

o domestic violence (prevention and response as part 
of primary health care; first line support; referral 
system);d  

o quality of health care services delivery (quality of 
consultation, communication and examination; 
building positive relationship and establishing trust; 
counselling skills; etc.); 

o good practices in effective communication with 
regard to preventive health education activities -
including through the use of ICTs- that is gender and 
EM sensitive. This can include the development of a 
simple practical guide.  

2.1 Integrated curriculum and training package including all training 
materials on family doctor model (for both doctors and other 
health workers) are gender sensitive.  

2.2 The training package on family doctor model (for both doctors 
and other health workers) deals comprehensively with the 4 
different mentioned areas.  

2.3 Increase in number of cases of domestic violence per year 
detected and recorded (Circular No. 24/2017/TT-BYT; MOH 
Gender Action Plan - Decision 822/QD-BYT 10 March 2016) 
(Baseline 2018: not systematically recorded). 

2.4 Family doctor model training delivery includes sessions covering 
the 4 mentioned areas.    

3. Ensure fair participation of female and EM health workers in 
all capacity development activities supported by the project  

➢ Pay attention to the delivery mechanisms of trainings 
on family medicine model to ensure female and EM 
health workers, including doctors, can attend.  

➢ 3 months family doctor training for doctors: Need to 
consider training venue that is convenient (close to 
localities), and the possibility/need of breaking down 
the 3 months course into different modules/sessions 
of shorter duration (refer to Decision 935/QD-
BYT/2013 approving the Master Plan for Building and 
Developing Family Doctor Clinics Model for period 
2013-2020; Circular 16/2014/TT-BYT Instructing the 
pilot of family doctor and family doctor clinics). 

3.1 Proportions of women and EM health workers participating in all 
training, study tours and other professional development 
activities supported by the project are no less than their 
representation in the LHC workforce. (Point of reference, 2015: 
national 70% CHS female health workers; 18% EM health 
workers; 6 target provinces: 66% female health workers; 24% 
EM health workers). 

3.2 At least 38% female doctors (CHS) out of the 100 doctors 
awarded 3-month certificate in family medicine (data 
disaggregated by sex and ethnicity) (Point of reference, 2015: 
proportion of CHS female doctors at national level: 38%). 

3.3 At least 65% women among the other health workers 
participating in the short-term courses on the family doctor 
model. 

Project management gender related activities 

• Appoint gender focal (preferably from the CAFW MOH) who will closely liaise with DOHs and District Units to ensure GAP 
implementation. 

• Project annual operation plans (CPMU and DOHs) include activities and adequate budget allocation for GAP implementation. 
• PMU to translate the GAP into Vietnamese language and to distribute it to all target districts during the first semester after project 

effectiveness. 
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Gender activities/actions Performance indicators/targets 

• PMU to actively involve the Committee on the Advancement for Women within MOH in (i) advocacy and communication on gender 
equality; (ii) ensuring gender mainstreaming in family doctor model curriculum and training package, and (iii) monitoring progress on 
GAP implementation. Appoint CAFW representative to participate in the Project Steering Committee meetings.  

• PMU to recruit gender and EM consultant (national) to build capacity of PMU and key stakeholders in gender analysis and 
mainstreaming and gender/EM requirements for the project, and to support GAP and EMDP implementation, monitoring and 
reporting. 

• Collect and analyse data disaggregated by sex and ethnicity where relevant and integrate gender sensitive indicators (from DMF and 
GAP) in the PPMS. 

• Ensure regular monitoring and reporting (at least semi-annually to ADB) on the progress of GAP implementation. 
• Document success stories (e.g. on successful integration of domestic violence related services, and effective communication as part 

of implementation of family medicine model) 
Note: Gender and EM sensitive means that is free of gender bias and any discrimination against EMs, respectful of the culture and identity of EMs, conveys 
positive messages and images about women and EMs, and promote gender equality and non-discrimination based on gender and/or ethnicity.  
a Baseline 2017 (for the first 9 months of 2017): national 98.4%; Gia Lai 89.6%; Dak Nong 94.7%; Quang Nam 97.8%; Tuyen Quang 99.9%; Phu Tho 100%; 

and Soc Trang 100%. Maternal and Child Health Department, MOH.  
b Baseline 2017 (for the first 9 months of 2017): Tuyen Quang 14.4%; Dak Nong 40%; Gia Lai 41.3%; Soc Trang 60.7%; Quang Nam 78.5%; and Phu Tho 

89.5%. Source: Maternal and Child Health Department, MOH. Note that Multiple Indicator Cluster Survey (MICS) 2014 show national average of 73.7% of 
pregnant women receiving 4 times or more antenatal care. 

c 2014 baseline in JAHR 2016: national 45. 
d A toolkit to operationalize and facilitate implementation of Circular No. 24 is expected to be developed with support from WHO and UNFPA in 2018 and piloted 

in 2019 as part of the UN Joint Programme on Essential Services to response to gender-based violence. It is advised to refer to this toolkit to determine whether 
there would be any relevant parts or elements of it that can be included into the module/session to be developed/strengthened on domestic violence for 
integration into the family doctor training package. 
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IX. PERFORMANCE MONITORING, EVALUATION, REPORTING, AND 
COMMUNICATION 

130. The DMF for the program has been agreed on between ADB and the government. 
Program progress, inputs, outputs, outcomes, and impacts will be monitored according to the 
DMF. The final PCR will use the DMF as the basis upon which program success will be measured. 
A single DMF is approved for both the PBL and the project grant. The completed actions of the 
policy reform and the deliverables of the investment components are outputs. Impact and 
outcome are unlikely to change during the course of project implementation, changes may occur 
at the output and inputs levels of the DMF. The continued relevance of the DMF and specific 
targets will be monitored as part of the program supervision and the DMF will be updated when 
necessary.  

Country’s Overarching Development Objective 
Universal health coverage for all citizens achieved (National Action Plan for the Implementation of the 2030 

Sustainable Development Agenda)a
 

) 

 

 
 
Results Chain 

 
Performance Indicators with Targets and Baselines 

Data Sources 
and Reporting 
Mechanisms 

 
 

Risks 
Effects of the 
Reform 
Quality of and 
access to LHC 
services for women 
and men, 
particularly in 
disadvantaged and 
remote areas, 
improved 

By 2026, nationwide: 
a. 90% of CHS meet MOH’s 2014 national standards 
for health service delivery   
(2017 baseline: 70% as per 2014 standards)b 

 
b. Proportion of CHS outpatient visits to total 
outpatient visits in last 12 months increased to at 
least 25%, with data disaggregated by sex, age, and 
ethnicity (2014 baseline: 20.0%)c 

 
c. At least 85% of pregnant women have four 
antenatal care visits during pregnancy (2017 
baseline: national aggregate 61.9%)d 

 
 
d. Score on JEE assessment of human resources 
available to implement IHR core capacity 
requirements increased to 4 (2016 baseline: JEE 
indicator D.4.1 score = 3)e 

 
a. MOH joint 
annual health 
review 
 
b. Viet Nam living 
standards survey 
 
 

c. MOH Maternal 
and Child Health 
Department data 
 
d. MOH JEE 
assessment 

 
Shift in 
political 
leadership 
weakens 
support for 
investment in 
the LHC 
system 

Reform Areas Program: Key policy actions 
By 2018: 

  

1. Public investment 
management for 
LHC 

1a. National Master Plan for Building and 
Developing the LHC Network approved by MOHf 
(2016 baseline: not applicable)  

 
1b. Decree defining the list of CHS services and 
tariffs reimbursable by health insurance issued by 
MOH (2016 baseline: not applicable) 
 
Project: Outputs 
By 2024: 
1c. 12 district hospitals in the six target provinces 
are equipped with essential medical equipment, 
including equipment for SRH services and outbreak 
investigation and diagnosis (2018 baseline: 0 
hospitals equipped)g 

1a. MOH 
decision 
 
 
1b. MOH Circular 
39/2017/TT-BYT 
 
 
 
1c. Project 
annual report 

High public 
debt reaching 
65% of GDP 
limit 
 

Program: Key policy actions 
By 2018: 
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Results Chain 

 
Performance Indicators with Targets and Baselines 

Data Sources 
and Reporting 
Mechanisms 

 
 

Risks 
2. Service delivery 
models for LHC 
network 

2a. List of LHC services to be delivered under the 
new model approvedh (2016 baseline: not 
applicable) 
 
2b. Implementation plan of the family medicine 
model approved (2016 baseline: no plan defined)  
 
 
2c. Implementation plan for electronic health records 
disaggregated by sex, age, and ethnicity adopted 
(2016 baseline: no implementation plan defined) 

2a. MOH circular 
39/2017/TT-BYT 
 
 
2b. Decision 
1568/QD-BYT 
(2016) 
 
2c. Decision 
6111/QD-BYT 
(2017) 

Project: Outputs 
By 2024: 
2d. 20% of CHS in six target provinces have 
implemented the family medicine model (2017 
baseline: 0 CHS)i 
 
2e. 12 districts in six target provinces are equipped 
with operational outbreak response units (2017 
baseline: 0 districts)j 

 
 
2d–2e MOH 
project 
performance 
monitoring 
system and MF-
MPSLHCS 
reported in 
annual project 
progress report 

 

3.LHC workforce 
development and 
management 

Program: Key policy actions 
By 2018: 
3a. Training curriculum based on national standards 
on family medicine and health security for doctors, 
nurses, midwives, assistant doctors, and assistant 
pharmacists at the CHS level developed (2016 
baseline: not applicable) 
 
3b. Percentage of CHS nationwide served by a 
medical doctor increased to 88.0%% in 2017 (2014 
baseline: 78.5%)k 
 
 
3c. Action Plan on Gender Equality of the Health 
Sector, 2016–2020, including national standard 
targets to promote gender equality in the health 
workforce, issued (2016 baseline: not applicable) 
 

 
 
3a. Decision 
55/QD-
K2DT(2017) 
 
 
 
3b. MOH 2017 
annual report 
(Report 1499/BC-
BYT) 
 
 
3c. Decision 
822/QD-BYT 
(2016) 

 

Project: Outputs 
By 2024: 
3d. 100 doctors (at least 38% women) awarded a 
certificate in family medicine (data disaggregated by 
sex and ethnicity) (2018 baseline: 0) 
 
3e. In the six targeted provinces, at least 1,000 
assistant doctors, nurses, midwives (of which 65% 
are women) successfully pass the 3-day training 
program on principles of family medicine (2018 
baseline: 0)l 

 
 
3d–3e. Project 
annual progress 
report 

 

 

Key Activities with Milestones 
1. Public investment management for LHC (Project) 
1.1 Assess district-level equipment inventories (including diagnostic equipment for noncommunicable and 

communicable diseases) (December 2019) 
1.2 Supply equipment for district hospitals (December 2020) 
1.3 Conduct review of the guidelines and norms for infrastructure and equipment at LHC facilities (2021) 
1.4 Review health insurance benefit packages for LHC (2021)   
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CHS = commune health stations; EHR = electronic health record; HST = health security threat; IEC = information, 
education, and communication; IHR = International Health Regulations; IT = information and technology; JEE = joint 
external evaluation; LHC = local health care; MF-MPSLHCS = Monitoring Framework—Master Plan for Strengthening 
Local Health Care Services; MOH = Ministry of Health; SRH = sexual and reproductive health. 
a Government of Viet Nam, MOH. 2017. National Action Plan for the Implementation of the 2030 Sustainable 

Development Agenda. Prime Minster Decision No. 622/QD-TTg.   
b Government of Viet Nam, MOH. Decision 4667/QD-BYT (7 November 2014) on the national standards for CHS for 

the period to 2020. 
c 21.1% male; 19.3% female. 
d MOH Maternal and Child Health Department data for the first 9 months of 2017. 
e The MOH conducted a JEE in 2016 in collaboration with the World Health Organization and other development 

partners. The JEE evaluated Viet Nam’s capacities to prevent and respond to acute public health risks that have the 
potential to cross borders and to threaten regional health security. 

f As per the master plan, normal delivery services, obstetric techniques, and provision of family planning services are 
included in the mandatory tasks that CHS are requested to perform. 

g The list of the essential medical equipment is included in the Project Administration Manual (accessible from the list 
of linked documents in Appendix 2). 

h Technical services to be performed at CHS include several techniques related to obstetrics, gynecology, 
neonatology, family planning, and abortion. Child health and health care promotion is also included in the services 
to be provided at LHC level. 

i Family medicine model implementation at a CHS includes establishing a personalized electronic health record 
system; having a family medicine-certified doctor; and having at least a midwife, nurse, or assistant doctor who has 
attended a short course on family medicine. It also means LHC services become more responsive to the needs of 
the people in the communities (women, men, children, the elderly, and ethnic minorities). 

j An outbreak response unit should meet four criteria: (i) pickup vehicle available, (ii) at least five staff trained, (iii) 
budget available for 2018, and (iv) equipment for vector control. 

k Latest available figure for proportion of female CHS doctors in the country as per the Health Yearbook 2015. 

2. Service delivery models of LHC network (Project) 
2.1 Assess the equipment inventories in 12 pilot districts to implement the family medicine model (including 

SRH) and response capacity to HSTs (December 2019) 
2.2 Assess human resource capacity and training needs for the family medicine model (including SRH) and 

response capacity to HSTs (December 2019) 
2.3 Assess needs for EHR implementation (that include information on sex, age, and ethnicity, as well as on 

gender-specific health issues such as domestic violence) (October 2019) 
2.4 Review existing IEC materials for family medicine models (December 2019) 
2.5 Prepare new gender-sensitive and culturally appropriate IEC materials (August 2020) 
2.6 Provide family model, SHR, HST response, and IT equipment (December 2020) 
2.7 Introduce and monitor family medicine model (including SRH), EHRs, and HST response (December 2020) 
2.8 Implement IEC campaigns in selected provinces (January 2020–December 2023) 
2.9 Monitor and evaluate implementation of the family medicine model (including SRH), EHRs, and HST 

response (December 2023) 
2.10 Disseminate lessons learned and policy recommendations (June 2023) 
3. LHC workforce development and management (Project) 
3.1 Train health staff on use and preventive maintenance of diagnostic equipment (December 2020) 
3.2 Implement training programs on family medicine (including SHR and domestic violence), HST response, and 

EHRs (September 2019–2022) 
Project Management Activities 
• Advertise the recruitment of experts in health care, IT, gender and safeguards, project implementation, 

procurement, and financial management by April 2019. 
• Identify and track parameters of effectiveness, efficiency, integration, sustainability, and other qualities for 

results-based project management by October 2019. 
• Train provincial department of health staff in procurement, disbursement, and annual plans by November 

2019. 
• Commence baseline evaluation of reforms in 12 pilot districts with sex-disaggregated indicators in July 2019, 

with midterm and final evaluations by 2023. 
Inputs 
Asian Development Bank: $88,600,000 (loan) 
               $12,000,000 Asian Development Fund (grant) 
Government of Viet Nam: $1,600,000 
Assumptions for Partner Financing 
Not applicable 
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l The baseline value of each indicator will be updated based on findings from the assessment of inventories that the 
project will undertake. 

Source: Asian Development Bank. 
 

) 

 

A. Monitoring  

131. Project performance monitoring. There are three phases to the monitoring and 
evaluation schedule: (i) start up when the overall monitoring and evaluation system is developed, 
and baseline data is collected; (ii) during program implementation; and (iii) final assessment. 
Baseline data collection disaggregated by sex, ethnicity and where possible disability, will be 
conducted prior to the initial program activity. ADB will conduct an inception mission within two 
months of program start, and a review mission every 6 month, which includes assessing progress 
on the extent to which outputs and outcome are attained. Within six months after the physical 
completion of the project grant, MOH will submit to the government and ADB a program 
completion report.  

132. Compliance monitoring. Compliance with policy, legal, financial, economic, safeguards, 
and other covenants contained in the loan and project grant agreements will be monitored by 
CPMU. The CPMU will report the latest situation in respect of covenant compliance in each of its 
semi-annual progress reports to ADB. ADB will monitor compliance through a review of the CPMU 
progress reports and through selective follow-up discussions or more detailed reviews during 
supervisory missions. 

133. Safeguards monitoring. With regard to EMDP, monitoring, reporting and evaluation of 
the project for the EMDP will follow the overall project monitoring, reporting and evaluation 
arrangements. CPMU and provincial implementation teams, in consultation with beneficiaries, will 
ensure that data on appropriate EMDP sensitive indicators, including those specified in the 
EMDP, are collected at community and health facility levels. All DOHs quarterly reports submitted 
to the CPMU will report progress against EMDP. The MOH through the CPMU will submit semi-
annual reports to ADB, which ADB will disclose on ADB's website, upon receipt. Each 
implementing agency will carry out assessment of all training activities, and baseline and end-of-
project data collection for assessing trends in the use of CHC services by Ethnic Minority Group 
in project areas. Community and health facility records will be used to assess trends. Project 
evaluation will include an assessment of the effectiveness of EMDP, in terms of enhancing 
positive impacts. The evaluation will also assess the participation of stakeholders in project 
implementation. Beneficiaries will be informed about various reports. Social Monitoring reports 
discussing progress in implementing the EMDP will be disclosed on ADB’s website. 

134. Gender and social dimensions monitoring.  Regular monitoring of GAP implementation 
will be done during project implementation. The PPMS will monitor women’s participation in all 
project capacity building, training events and meetings, for both female staff and women from the 
communities in targeted districts. Data disaggregated by sex and ethnicity will be collected 
regularly wherever relevant (particularly in relation to project activities that are linked to specific 
actions and for which verifiable sources of data for monitoring will be available at community and 
district level), and gender and EM specific and sensitive indicators from the DMF and the GAP 
will be integrated as part of the PPMS. The CPMU will ensure regular monitoring and reporting 
(at least semi-annually to ADB) on the progress of GAP implementation; the template to be used 
for GAP monitoring and reporting is included as Appendix 3. The national gender and ethnic 
minority specialist will build capacity and support the CPMU and DOHs in monitoring and reporting 
on gender and EM aspects and impacts. 
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B. Evaluation 

135. Project evaluation will be carried out in three phases: (i) project inception: capacity 
building, participatory assessment and planning, identification of sites, planning implementation 
details; (ii) Mid-term evaluation: assessment of progress of project implementation and 
adjustments, after 2.5 years; and (iii) end-of-Project evaluation and impact assessment after 5 
years. The inception report, mid-term evaluation and project evaluation will be made available 
within 6 months of physical completion of the project, and MOH will submit a project completion 
report to ADB.34F

35 

C. Reporting  

136. The MOH will provide ADB with (i) quarterly progress reports in a format consistent with 
ADB's project performance reporting system; (ii) consolidated annual reports including (a) 
progress achieved by output as measured through the indicator's performance targets, (b) key 
implementation issues and solutions, (c) updated procurement plan, and (d) updated 
implementation plan for the next 12 months; and (iii) a project completion report within 6 months 
of physical completion of the project. To ensure that projects will continue to be both viable and 
sustainable, project accounts and the executing agency audited financial statement together with 
the associated auditor's report, should be adequately reviewed. 

D. Stakeholder Communication Strategy  

137. During project preparation, several consultations with key stakeholders, including local 
authorities and representatives of two ethnic minority groups (Khmer and Xe Dang) were carried 
out. The project will utilize a broad range of effective channels to disseminate key information and 
messages, particularly for isolated and hard-to-reach communities. These will include 
mobilization of village health committees, village health workers and volunteers in the project sites 
and the conduct of public awareness campaigns and community outreach activities. Relevant 
communication materials and knowledge products will be developed for targeted audience, with 
consideration on gender and ethnicity appropriateness. The communications strategy that will be 
elaborated early during project implementation will be based on specific characteristics of ethnic 
minorities in the project areas, including analysis of factors that limit their access to local health 
care services.  

138. The government, through MOH, will undertake information disclosures on the Project and 
its benefits, including but not limited to information related to the RRP, EMDP and GAP. Public 
disclosure of the project financial statements, including the audit report on the project financial 
statements, will be guided by ADB’s Public Communications Policy (2011). 35F

36 After review, ADB 
will disclose the project financial statements for the project and the opinion of the auditors on the 
financial statements within 14 days from ADB’s confirmation of its acceptability by posting them 
on ADB’s website. The Audit Management Letter will not be disclosed. A matrix on the 
communications strategy is provided below.  

139. The MOH website shall contain a page on the Local Health Care for Disadvantaged Areas 
Sector Development Program which is accessible to the public to disclose various information 
concerning the project, including general information about the project, public procurement related 

                                                
35 Project completion report format is available at: http://www.adb.org/Consulting/consultants-toolkits/PCR-Public-

Sector-Landscape.rar.     
36 Available from https://www.adb.org/site/disclosure/public-communications-policy. 
 

http://www.adb.org/Consulting/consultants-toolkits/PCR-Public-Sector-Landscape.rar
http://www.adb.org/Consulting/consultants-toolkits/PCR-Public-Sector-Landscape.rar
https://www.adb.org/site/disclosure/public-communications-policy
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to the project, project progress and contact details in English and Vietnamese. The webpage shall 
also provide a link to ADB’s Integrity Unit (http://www.adb.org/Integrity/complaint.asp) for 
reporting to ADB any grievances or allegations of corrupt practices arising out of the project and 
project activities. For each contract, the webpage shall include information on among others the 
list of participating bidders, name of the winning bidder, basic details on bidding procedures 
adopted, amount of contract awarded, and the list of goods/services, including consulting 
services, procured. 

http://www.adb.org/Integrity/complaint.asp
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140. Communications Context: Developing a robust and responsive LHC system with the aim of decreasing people’s vulnerability 
to emerging noncommunicable diseases (NCDs) and improving health security would entail effective implementation of IEC campaigns, 
particularly for ethnic communities and geographically isolated areas. Apart from beneficiaries, the IEC will likewise focus on health 
service providers and health management officers at central, provincial and village levels.  

COMMUNICATION STRATEGY MATRIX 
Strategic Elements Workplan Elements Evaluation 

Objectives Risks Audiences/ 
Stakeholders 

Desired 
Attitudes and 
Behaviour 

Messages 
and 
information 

Activity/ 
Channel 

Schedule Responsible 
person or 
office 

Required 
resources 

Expected 
outcomes 

Develop an 
informed and 
supportive 
stakeholder 
community for 
effective 
project 
implementation 
and outcome 

Key 
stakeholder 
groups are 
not well-
informed of 
the project 

Health 
policymakers 
and officials at 
central, 
state/provincial, 
district and 
village levels  
 
Health service 
providers at 
various levels 
and health 
facilities  
 
Village chiefs, 
ethnic 
communities, 
migrant and 
mobile 
populations  
 
National media 

Deep 
understanding 
at level 
appropriate to 
role in the 
project  
 
Support and 
active 
participation in 
project 
implementation 
and monitoring  
 
Support for the 
development 
of sound policy 
environment 
for the project 

Project 
background, 
key activities 
and 
outcomes  
 
Project 
timeline and 
milestones  
 
Role of each 
stakeholder  
 
Procurement 
Opportunities  
 
ADB Policies 
Anticorruption 
measures 

Website 
with content 
translated in 
English and 
local 
language  
 
Public 
awareness 
campaigns 
(i.e. 
community 
outreach, 
group 
discussions, 
posters, 
flyers)  
 
News 
releases  
 
Periodic 
stakeholder 
meetings 
organized 
at provincial 
or district 
level.  
 
Briefings for 
relevant 
government 
ministries 

1stQ, Year 1 
– website 
launch, 
project 
launch, press 
release, 
dissemination 
of information 
materials 
 
2rdQ Year 2 -
press 
release, 
media kit 
 
2rdQ Year 3 - 
press 
release, 
media kit   
 
2ndQ Year 4 
- press 
release, 
media kit  
 
4thQ Year 5 
– 
dissemination 
workshop, 
press 
release, 
media kit 

EA/IA – Project 
Management 
Unit  
 
Project 
implementation 
units in the 
provinces and 
townships 

Website 
development/ 
maintenance  
 
Staff time  
 
Publicity 
materials  
 
Social media 
updates  
 
Briefing kits  
 
Meeting 
costs 
 
Radio/TV 
airtime 

Target groups’ 
support and 
participation to the 
project  
 
Increased level of 
awareness of the 
project (relevant 
government 
ministries and 
agencies, 
development 
partners, MMP 
organization, etc)  
 
Policy support for 
project 
sustainability 
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Strategic Elements Workplan Elements Evaluation 
Objectives Risks Audiences/ 

Stakeholders 
Desired 
Attitudes and 
Behaviour 

Messages 
and 
information 

Activity/ 
Channel 

Schedule Responsible 
person or 
office 

Required 
resources 

Expected 
outcomes 

and 
agencies 

Increased 
awareness and 
use of LHC 
facilities and 
services 
(family doctor 
model) 

Target 
beneficiaries 
are not 
aware of 
local health 
care facilities 
and services  
 
Poor quality 
of local 
health care 
facilities and 
services 
discourage 
people’s 
access or 
use  
 

Target 
beneficiaries, 
particularly 
ethnic 
communities, 
women and 
children in 
geographically 
hard-to-reach 
or isolated 
villages, 

Openness to 
access 
services local 
care health 
facilities 
 
Increased 
Trust by 
primary 
beneficiaries, 
particularly 
ethnic groups,  
towards local 
health service 
providers, 
medical 
practitioners, 
etc. 

Info on 
services 
offered, 
including 
location of 
nearest local 
health care 
facilities/ 
service 
providers  
 
Info on 
improvement 
of services 
and facilities 

Community 
outreach 
activities 
 
Medical 
missions to 
villages 
 
Public 
information 
materials 
(including 
those 
appropriate 
for ethnic 
minority 
groups)  
 
News 
releases  
 
Radio 
information 

1stQ, Year 1 
–project 
launch, press 
release, 
dissemination 
of information 
materials 
from central 
to village 
levels 
 
2rdQ Year 2 -
press 
release, 
media kit 
 
2rdQ Year 3 - 
press 
release, 
media kit   
 
2ndQ Year 4 
- press 
release, 
media kit  
 
4thQ Year 5 
– 
dissemination 
workshop, 
press 
release, 
media kit 

EA/IA – Project 
Management 
Unit 
 
Provincial 
Project 
Implementation 
Units  
 
Community 
health workers 
and village 
health 
volunteers 
 
Local health 
care staff and 
service 
providers 

Website 
development/ 
maintenance  
 
Staff time  
 
Publicity 
materials  
 
Social media 
updates  
 
Briefing kits  
 
Meeting 
costs 
 
Costs for 
medical 
missions 
 
Radio/TV 
airtime 

Target 
beneficiaries 
accessing services 
of improved health 
facilities  
 
Increased number 
of beneficiaries 
treated, 
particularly ethnic 
minority groups, 
women and other 
vulnerable groups 

licensing of 
practitioners 
and LHC 
facilities 

Weak health 
workforce in 
terms of 
competency, 
applied 

Licensing 
centers/officers 
 
Health staff 
and 

Acceptance of 
licensing 
practice; more 
health staff 
and personnel 

Info on 
licensing 
system 
procedures, 
requirements 

Public 
information 
materials 
(including 
those 

1stQ, Year 1 
–project 
launch, press 
release, 
dissemination 

EA/IA – Project 
Management 
Unit 
 

Website 
development/ 
maintenance  
 
Staff time  

Increased number 
of licensed LHC 
facilities and 
health force 
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Strategic Elements Workplan Elements Evaluation 
Objectives Risks Audiences/ 

Stakeholders 
Desired 
Attitudes and 
Behaviour 

Messages 
and 
information 

Activity/ 
Channel 

Schedule Responsible 
person or 
office 

Required 
resources 

Expected 
outcomes 

skills, and 
interpersonal 
relations 
 
Increased 
number of 
unlicensed 
health 
practitioners 
 
Decreased 
trust of 
primary 
beneficiaries 
for health 
care service 
providers 
and facilities  

practitioners for 
local health 
care facilities 
 
Health service 
providers’ 
associations or 
organizations 
 
Heads of local 
health facilities 
 
Target 
beneficiaries 
 
 
 
 
 
 

undertake 
licensing 
procedures or 
exams 
 
Establishment 
of licensing 
centers by 
MOH and 
formulation of 
policies for 
improving 
licensing 
system 
 
Health staff 
rank 
recognizes 
importance of 
license system 
 
Increased 
number of 
target 
beneficiaries 
accessing 
improved local 
health care 
facilities and 
skilled service 
providers 

and testing 
sites 
 
Primer on 
licensing 
benefits 
Promotion of 
improved 
LHC as a 
result of 
improved 
licensing 
system 
 
Better health, 
better 
facilities and 
more skilled 
health force 

appropriate 
for ethnic 
minority 
groups)  
 
News 
releases  
 
Radio 
information 
 
Website 
update 
 
Briefing kits 
and primers 
 
Posters 

of information 
materials 
targeting 
health staff 
and 
practitioners 
Launch of 
primers  
 
2rdQ Year 2 -
press 
release, 
media kit 
 
2rdQ Year 3 - 
press 
release, 
media kit   
 
2ndQ Year 4 
- press 
release, 
media kit  
 
4thQ Year 5 
– 
dissemination 
workshop, 
press 
release, 
media kit 

Provincial 
Project 
Implementation 
Units  
 

 
Publicity 
materials  
 
Social media 
updates  
 
Briefing kits  
 
Meeting 
costs 
 
Radio/TV 
airtime 
 
 

Increased number 
of beneficiaries 
treated, 
particularly ethnic 
minority groups, 
women and other 
vulnerable groups 
 
Target 
beneficiaries 
accessing services 
of improved health 
facilities  
 
Professionalization 
HHR and 
improved licensing 
system  
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X. ANTICORRUPTION POLICY 

141. ADB reserves the right to investigate, directly or through its agents, any violations of the 
Anticorruption Policy relating to the project.36F

37 All contracts financed by ADB shall include 
provisions specifying the right of ADB to audit and examine the records and accounts of the 
executing agency and all project contractors, suppliers, consultants, and other service providers. 
Individuals and/or entities on ADB’s anticorruption debarment list are ineligible to participate in 
ADB-financed activity and may not be awarded any contracts under the project.37F

38  

142. To support these efforts, relevant provisions are included in the loan and grant agreements 
and the bidding documents for the project.   

XI. ACCOUNTABILITY MECHANISM 

143. People who are, or may in the future be, adversely affected by the project may submit 
complaints to ADB’s Accountability Mechanism. The Accountability Mechanism provides an 
independent forum and process whereby people adversely affected by ADB-assisted projects can 
voice, and seek a resolution of their problems, as well as report alleged violations of ADB’s 
operational policies and procedures. Before submitting a complaint to the Accountability 
Mechanism, affected people should make an effort in good faith to solve their problems by working 
with the concerned ADB operations department. Only after doing that, and if they are still 
dissatisfied, should they approach the Accountability Mechanism.38F

39 

XII. RECORD OF CHANGES TO THE PROJECT ADMINISTRATION MANUAL 

144. All revisions and/or updates during the course of implementation should be retained in this 
section to provide a chronological history of changes to implemented arrangements recorded in 
the PAM, including revision to contract awards and disbursement s-curves.  

 

                                                
37 Anticorruption Policy: http://www.adb.org/Documents/Policies/Anticorruption-Integrity/Policies-Strategies.pdf 
38  ADB's Integrity Office web site: http://www.adb.org/integrity/unit.asp 
39 Accountability Mechanism. http://www.adb.org/Accountability-Mechanism/default.asp.  

http://www.adb.org/Documents/Policies/Anticorruption-Integrity/Policies-Strategies.pdf
http://www.adb.org/integrity/unit.asp
http://www.adb.org/Accountability-Mechanism/default.asp
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FINANCIAL MANAGEMENT ASSESSMENT 

A.  Introduction 
 
1. This Financial Management Assessment (FMA) has been prepared in accordance with 
the ADB’s Guidelines from the Financial Management Technical Guidance Note – Financial 
Management Assessment (May 2015) and the publication Financial Due Diligence a Methodology 
Note (January 2009). The Executing Agency (EA) for the project is the Ministry of Health of Viet 
Nam. The Implementing Agencies (IA) will be the Ministry of Health’s Central Project Management 
Unit (CPMU). The CPMU will work with the Provincial Project Managements Units (DOHs) of 6 
provinces – Tuyên Quang, Phú Thọ, Đắk Nông, Gia Lai, Quảng Nam, and, Sóc Trăng in the 
implementation of the project.    
 
2. The objective of the FMA is to determine if the EA and IA have adequately strong financial 
management systems and controls in place to manage the project and avoid the misuse or 
misappropriation of project assets. 
 
B.  Project Description 
 
3. The proposed Local Health Care for Disadvantaged Areas Sector Development Program 
(LHCSDP or the program) will support the Government of Viet Nam in implementing its Master 
Plan for Strengthening Local Health Care Services which entails policy reforms and program 
expansion to improve quality of and access to local health care (LHC) services with particular 
attention to border areas, socioeconomic corridors, and disadvantaged/remote areas. 
 
4. The proposed LHCSDP will finance a total of $102.2 million of which $88.6 million is a 
policy-based loan (PBL) from concessional ordinary capital resources (OCR) and $12 million is 
grant financing from the Asian Development Fund Regional Health Security Grant. The 
Government of Viet Nam has requested the program loan to be administered in a single tranche; 
the Government will provide counterpart funding of $1.6 million. The $88.6 million in loan amounts 
exceeds the $50 million threshold thus conferring on the project a risk categorization of “complex.” 

 
5. Funds from the project investment grant (and government counterpart funding) are 
targeted towards 1) providing equipment to increase CHS’ responses to regional health security 
threats; 2) providing equipment for designated CHS to pilot the development of a primary health 
care (i.e., family doctor) service delivery model; 3) improving health information systems; 4) 
significant training of medical personnel and management; and, 5) establishment and operation 
of the CPMU and DOHs. 

 
6. This FMA will follow a top-down approach, beginning with a country analysis for larger 
context and concluding with EA and IA assessments.  
 
C.  Country Issues 
 
7. The country analysis is based on the analysis contained in the Viet Nam Public 
Expenditure and Financial Accountability (PEFA) Public Financial Management Performance 
Assessment (July 2013) produced by the World Bank and other development partners. Results 
are summarized in Table A1.1; a grouped summary is in Table A1.2. Scores range from A to D, 
with A being the highest score. 
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Table A1.1: Summary of 2013 PEFA Performance Measurement Framework 
Indicator Score  
A. Credibility of the budget  
 
     P1 - Aggregate expenditure out-turn compared to original approved budget  C  
     P2 - Composition of expenditure out-turn to original approved budget  D+  
     P3 - Aggregate revenue out-turn compared to original approved budget  D  
     P4 - Stock and monitoring of expenditure payment arrears  NR  
 

B. Comprehensiveness and transparency  
     P5 - Classification of the budget  D  
     P6 - Comprehensiveness of information included in budget documentation  B  
     P7 - Extent of unreported government operations  C+  
     P8 - Transparency of intergovernmental fiscal relations  B+  
     P9 - Oversight of aggregate fiscal risk from other public sector entities  C+  
     P10 - Public access to key fiscal information  B  
 

C. Budget execution  
  (i) Policy-based budgeting  
     P11 - Orderliness and participation in the annual budget process  B  
     P12 - Multiyear perspective in fiscal planning, expenditure policy, and budgeting  C  
  (ii) Predictability and control in budget execution  
     P13 - Transparency of taxpayer obligations and liabilities  C+  
     P14 - Effectiveness of measures for taxpayer registration and tax assessment  C+  
     P15 - Effectiveness in collection of tax payments  C+  
     P16 - Predictability in the availability of funds for commitment of expenditures  B+  
     P17 - Recording and management of cash balances, debt, and guarantees  B  
     P18 - Effectiveness of payroll controls  B  
     P19 - Competition, and appealing mechanism in procurement C+  
     P20 - Effectiveness of internal controls for non-salary expenditure  D+  
     P21 - Effectiveness of internal audit  D+  
  (iii) Accounting, recording, and reporting  
     P22 - Timeliness and regularity of accounts reconciliation  B+  
     P23 - Availability of information on resources received by service delivery units  A  
     P24 - Quality and timeliness of in-year budget reports  D+  
     P25 - Quality and timeliness of annual financial statements  D+  
  (iv) External scrutiny and audit  
     P26 - Scope, nature, and follow-up of external audit  C+  
     P27 - Legislative scrutiny of the annual budget law  B+  
     P28 - Legislative scrutiny of external audit reports  B+  

 
D. Donor practices  
     D1 - Predictability of direct budget support  D+  
     D2 - Donor information for budgeting and reporting on project/program aid  B  
     D3 - Proportion of aid managed by national procedures  C  

Source: Viet Nam Public Expenditure and Financial Accountability (PEFA) Public Financial Management 
Performance Assessment. 

 
Table A1.2: Grouped Summary of 2013 PEFA Performance Measurement 

Framework 
Indicator Grouping Average Score  
     A. Credibility of the budget  D+  
     B. Comprehensiveness and transparency C+  
     C. Budget execution C+ 
     D. Donor practices C  

Source: Consultant’s calculations 
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8. Main responsibility for public financial management (PFM) rests with the Ministry of 
Finance (MOF) and Ministry of Planning and Investment (MPI) with the former coordinating the 
overall fiscal position and the latter handling economic forecasting and the planning of capital 
expenditures. The State Audit Agency (SAV) is responsible for external audit; however, as of the 
publication of the PEFA, had only enough staff to audit 60% of national government units and 
50% of provinces. 
 
9. At the aggregate level, three out of four indicator groupings have scores of “C” and above 
which should be deemed “adequate,” the exception being that of budget credibility. 

 
10. Within the context of the budgeting process, two issues stand out as having the greatest 
potential impact on this assessment: (i) the ability of departments to carry unused expenditures 
into the next fiscal year, thus distorting the budget process and undermining the implementation 
of year-to-year policy targets; and (ii) significant variances in expenditure composition thus 
reflecting the possibility of budget project counterpart funds being diverted to other national 
government spending priorities and thus negatively impacting project outcomes. 

 
11. Within the non-budget credibility indicator groupings, there are several areas of project 
risk emanating from the public financial management process: 

 
12. Linkages between investment budgets and forward expenditure estimates (subset 
of P12). There is no requirement for a medium-term budget framework and thus capital budget 
allocations on a year-to-year basis can be disjointed. In addition, current expenditures and capital 
expenditures are under two different ministries (respectively, MOF and MPI) and coordination of 
funding needs for maintenance and on-going operation of past completed investment projects 
has been “limited” and “unsatisfactory.” 

 
13. Use of competitive procurement methods (subset of P19). Viet Nam procurement law 
allows a range of exceptions for the use of open tendering; by PEFA best practice, this should 
only be allowed in cases where it can be proven that direct contracting is better than open 
tendering. In practice, MPI does not have clear data on tendering by EAs; however, an MPI 
procurement survey indicated that direct contracting had been used “often” when open tendering 
was possible. Buttressing this, the Viet Nam Chamber of Commerce and Industry (VCCI) found 
“widespread unjustified recourse to direct contracting.” More details on procurement risks are 
delineated in a separate section in paragraph 19. 

 
14. Effectiveness of expenditure commitment controls (subset of P20). As of publication 
of the PEFA, the MOF had not yet implemented a treasury management system control to monitor 
expenditure commitments. Without this control, the risk exists where in the medium-term project 
spending commitments from prior years will not be prioritized to have a first claim on current year 
funds and thus are subject to being crowded out by current year spending priorities. 
15. Coverage and quality of the Internal Audit function (subset of P21). As of publication 
of the PEFA, only three agencies had internal audit functions meeting PEFA’s definition of an 
effective internal audit program: MOF, the Ministry of Defense, and the State Bank of Viet Nam 
(SBV). 

 
16. Frequency and distribution of reports (subset of P21). As of the publication of the 
PEFA, the distribution of internal audit reports has been limited to agency management as 
opposed to a simultaneously distribution to them as well as the SAV and external auditors. 
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17. (Donor) Compliance with aggregate quarterly estimates (subset D1). The MOF has 
indicated that donors have not provided information on expected quarterly budget support 
disbursements; payments have usually been made annually or semi-annually but estimates for 
these may not coincide with the government’s fiscal year. This issue can be complicated in 
projects with multiple development organizations involved. 

 
D. Sector Issues 
 
18. The ADB Consultants’ Report Viet Nam: Country and Sector Procurement Risk 
Assessment for Energy, Transport, Agriculture, Education, Health, and Urban Sectors (July 1, 
2015) provides an assessment of the procurement risks for several sectors, including, most 
relevant to this FMA, Health. The health sector received an overall risk rating of “Medium.” 
Underlying this rating, a number of sector-specific issues were identified: 

(i) Goods & Works Procurement Planning – (a) the presence of a large number of 
procurement agencies and packages may limit the ability of the ADB to effectively 
monitor procurement and contract management activities. This issue is 
compounded by weak capacity at both central and provincial PMUs; and (b) certain 
PMUs used shopping procedures as outlined by Viet Nam’s law of procurement 
instead of the ADB’s procurement guidelines; 

(ii) Goods & Works Bidding Document Preparation – poor quality of bidding 
documents (not aligned with end-user needs, inadequate provision for training of 
end-users, bidding specifications favoring a particular supplier or brand) has 
hampered the procurement process. In addition, a long administrative approval 
process delays the submission of bidding documents, while advanced action 
apparently is not used;  

(iii) Goods & Works Bid Preparation (Market Practices) – (a) bidder misrepresentation 
via fake manufacturer authorizations was discovered; (b) in the context of small 
works contracts, there is a high risk of collusion; 

(iv) Goods & Works Bid Evaluation, Contract Award, and Negotiations – in some cases 
minor submission deviations were used to (erroneously) reject bids leading to 
bidder complaints. Delays in bid evaluation coupled with long approval times 
needed by the CPMU and DOHs has led to cases of purchases of “inappropriate 
and outdated equipment”; 

(v) Goods & Works Contract Management – there have been cases where non-
compliance with contracts has increased costs, lowered quality, or delayed 
projects. More applicable to works projects, limited project supervision was cited 
as one of the main causes of contract non-compliance. 

(vi) Consultant Procurement Planning – (a) health projects often have numerous low-
value consulting assignments due to recruitment of individual consultants; this has 
the effect of increasing the EA or IA’s administrative costs while making output 
coordination and quality control more difficult; (b) low government costs norms 
have made it difficult to hire competent consultants thus affecting project 
implementation; 

(vii) Consultant Shortlisting, request for proposal (RFP), Preparation and Proposal 
Evaluation – (a) poor quality Terms of Reference (TOR) due to inexperience of 
PMU staff; (b) inappropriate choices of contract form; and (c) delays in recruitment 
(in some cases averaging 18 months) have been problems; 

(viii) Consultant Contract Management – the combination of low cost norms, poor TOR, 
long recruitment periods, and quality control issues has led to the hiring of weak 
consultants and resulting poor quality of consultant inputs.  
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19. An assessment of PMUs in general was based on a review of the ADB’s Public Financial 
Management Systems – Viet Nam: Key Elements from a Financial Management Perspective 
(November 2016). Several issues were identified: 

(i) Accounting Standards – PMUs will either follow accounting guidelines for 
investment projects (as outlined in MOF Circular 195/2012/TT-BTC) or for 
administrative units (as outlined in MOF Decision 19/2006/QD-BTC); there are 
differences between these methods and Cash Basis International Public-Sector 
Accounting Standards. Additionally, the guidelines do not provide significant 
guidance on the recognition of revenue and project expenses. It is up to the EA to 
set the project’s accounting policies. Care must be taken that the EA ensures that 
at the DOHs level policies are consistent. 

(ii) Internal Controls – there is no government requirement for an EA to have an overall 
internal control system; however, regulations are in place for particular items such 
as petty cash, bank accounts, advances to staff, fixed assets, and inventory. A 
fully-integrated system, though not critical, is preferable. 

 
E. Provincial Issues 
 
20. To provide some context review of the DOHs, the Viet Nam Provincial Governance and 
Public Administration Performance Index (PAPI) (papi.org.vn/eng/index) was reviewed. Different 
from the analyses of other development partners and not an FMA per se, PAPI sources citizen 
feedback to create its province-to-province rankings of governance.  Of the five dimensions of the 
index, two are relevant to this FMA – Transparency and Control of Corruption – as proxies for the 
general governance environment at the provincial level. Provinces are scored on a scale of 10 
with higher score indicating better performance; all 63 provinces are included in the index. 

 
21. As outlined in Table A1.3, the select provinces rankings across all quartiles (which are 
calculated based on all 63 provinces) with two-thirds having below-median combined scores. 
Focusing on the Control of Corruption dimension, just over half of the provinces in question had 
below-median scores. 
 

Table A1.3: Select 2016 PAPI Indicators for 16 Provinces   
 Control of Corruption Transparency Combined 

Province Score Quartile Score Quartile Score Quartile 

Phu Tho * 6.67 1 6.48 1 13.15 1 

Ha Tinh 6.72 1 6.14 1 12.86 1 

Bac Giang 6.46 1 6.34 1 12.80 1 

Dien Bien 6.18 2 6.05 1 12.23 1 

Phu Yen 6.11 2 5.61 3 11.72 2 

Dak Nong * 5.94 2 5.61 3 11.55 2 

Binh Phuoc 5.49 4 5.94 2 11.43 3 

Quang Nam * 5.92 2 5.44 3 11.36 3 

Tuyen Quang * 5.69 3 5.63 2 11.32 3 

Ca Mau 6.12 2 4.81 4 10.93 3 

Nghe An 5.50 3 5.34 4 10.84  

Lai Chau 5.40 4 5.37 3 10.77 4 

Soc Trang * 5.75 3 4.82 4 10.57 4 

Gia Lai * 5.44 4 5.09 4 10.53 4 

Kon Tum 5.37 4 5.15 4 10.52 4 
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 Control of Corruption Transparency Combined 

Province Score Quartile Score Quartile Score Quartile 

Binh Thuan 5.41 4 5.10 4 10.51 4 

Maximum (n=63) 7.14 n/a 6.49 n/a 13.15 n/a 

Minimum (n=63) 4.31 n/a 4.81 n/a 9.59 n/a 

Median (n=63) 5.86 n/a 5.61 n/a 11.46 n/a 

* Province to receive grant funding  
Source: Scores – Viet Nam Provincial Governance and Public Administration Performance Index (PAPI); Combined Scores, Median, 
and Quartiles – Consultant’s Calculations 

 
F.  Overview of the Executing and Implementing Agencies 
 
22. The Executing Agency (EA) for the project is the Ministry of Health of Viet Nam. The 
Implementing Agencies (IA) will be the Ministry of Health’s Central Project Management Unit 
(CPMU). The CPMU will work with the Provincial Departments of Health (DOH) of 6 provinces 
targeted under project grant – Đắk Nông, Gia Lai, Phú Thọ, Quảng Nam, Sóc Trăng, and Tuyên 
Quang.    
 
23. As the PMUs are yet to be established, the assessment is based on the past experiences 
of the EA and IA. 

 
24. Strengths – The Ministry of Health has substantial experience in implementing externally-
financed projects, including those financed by the ADB. The Department of Planning and Finance, 
from which CPMU staff will be drawn, has a staff of 50 personnel. Per discussions with the Chief 
Accounting Officer of the Ministry of Health, Ms. Nguyen Thi Minh Khoa, for the externally-
financed projects of the MOH, the key CPMU project financial officers have been staffed with 
more rigorously qualified chief accountants and should be expected to do so in the future. Per 
Viet Nam Accounting Law (No. 03/2003/QH11 of June 17, 2003), chief accountants are tasked 
with organizing the accounting work of their units; they must have i) professional accounting 
qualifications of intermediate or higher level, ii) performed accounting work for a minimum of two 
years (higher qualifications) or three years (intermediate qualifications), iii) maintain a certificate 
of chief accountants’ training, and iv) subscribe to ethical professional standards. 
 
25. Prior MOH CPMU experience with ADB projects along with on-going training of personnel 
in ADB policies and procedures should be a strong indicator of EA/IA capacity and substantially 
reduces the risks in project implementation. There are, however, some weaknesses to be 
addressed. 

 
26. Weaknesses – The project does not yet have a Financial Management Manual (FMM) to 
assist CPMU and DOH staff in maintaining accounts, preparing reports, and submitting required 
documentation. Without such a manual, implementation would rely upon institutional memory 
which is less consistent and not necessarily up-to-date with current ADB policies and procedures. 
To mitigate this risk, a project implementation consultant should be hired prior to the beginning of 
the project. This consultant should assist in the development and documentation of financial 
policies, procedures, ethical standards for the project, hiring of CPMU (and DOH) staff, and 
training of project staff on all aspects of financial management and project accounting software. 
 
27. There is no annual internal audit of the PMUs nor of their projects; neither is there an 
internal audit team resident within MOH. The SAV does conduct department audits (including the 
MOH and provincial DOHs) according to VAS, but, due to inadequate staffing, they are not 
conducted on an annual basis. At the provincial level, the CPMU does annual and ad-hoc audits 
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of DOHs. At the district level, the DOHs will do checks of equipment levels. While there are 
reviews in place, the whole system does not constitute an integrated audit function from supplier 
to beneficiary. As such, an encompassing annual external audit function according to IAS is 
necessary for this project. 

 
28. At the provincial level, the recording of assets and equipment has had several cases that 
have been inconsistent and subject to several problems: (i) prior to project completion, no physical 
inventories of assets have been done after transfer to (district-level) beneficiaries, (ii) detailed 
asset lists are manual and maintained by the beneficiaries (thus preventing easy consolidation); 
(iii) many asset registration systems are Excel-based and not directly integrated into project 
accounting software; and (iv) additionally, during project implementation particular care needs to 
be paid to tagging and recording project assets and maintaining these as separate records at the 
district level. To mitigate this risk to the integrity of equipment and other physical assets, the FMM 
needs to develop policies and procedures that address this. 

 
29. Each project requires a new project accounting software to be developed. This software 
would need to be developed prior to the beginning of implementation of the project and introduces 
risks to the project through delay. To mitigate, in the absence of advance contracting, the software 
TOR should be developed prior to the project and procurement should immediately proceed at 
the beginning of the project. 
 
30. At both the CPMU and DOH levels, most records, supporting documents, and statements 
are stored in a paper-based format either on- or off-site. In some cases, incoming and outgoing 
documents are electronically scanned-in (though not necessarily remotely backed up). As such, 
project records and information are subject to the risk of either accidental or willful destruction. To 
reduce this risk, project records and documents should be electronically-stored and remotely 
backed up. 
 
G.  Suggested Personnel, Accounting Policies and Procedures, Financial Reporting, 

Internal and External Audit 
 

31. Personnel. The CPMU and DOHs have not yet been established; as such, the 
credentials, experience, and capacity of staff to be selected for the PMUs are not known. Prior to 
hiring, the EA and IA will provide the ADB with the TORs and curriculum vitae (CV) of all key 
proposed PMU staff for the ADB’s review and acceptance. 

 
32. First expectation is that experienced and qualified accounting staff from the Finance 
Departments of the Ministry of Health and provincial Departments of Health shall be seconded 
respectively to the CPMU and DOHs. If unavailable for the Project, or, staffing levels are 
inadequate then outside staff will be recruited. Minimum requirements are a bachelor’s degree in 
accounting, finance, or a related field; sufficient enterprise or project accounting experience 
(preference to externally-finance projects); above-average English language skills; computer 
skills, including Excel and Word. Upon hire, new staff will be required to receive training in ADB 
procurement, disbursement, financial and reporting procedures, in addition to the project 
accounting software; as such, hires must be contracted several weeks before the start of the 
Project to allow for enough time for training. 

 
33. Accounting Policies and Procedures – As an investment project, the project 
accounting system will follow the MOF’s accounting regulations as specified under Circular 
195/2012. The Vietnamese Accounting Standards (VAS) and modified cash method of 
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accounting as currently practiced will be used. The chart of accounts as outlined in the Circular 
will be used for project accounting. 

 
34. The CPMU will provide the Project VAS-compliant accounting software for both CPMU 
and DOH use; it should be fully-tested and in use in other externally-finance projects. The CPMU 
and DOHs will use the same software system to ensure consistency in the recording and 
reporting of transactions. The project must have its own dedicated recording of project assets, 
liabilities, and transactions (including sources and uses of funds) by the Project’s unique 
categories. The CPMU (and DOHs) will regularly back-up all accounting data (including 
supporting documentation) and ensure it is secured. 

 
35. To aid comparison and consolidation, the CPMU and DOHs will use the same general 
ledger and subsidiary ledger accounts. Cost allocations will be made to funding sources 
following an agreed-to, consistent application. Ledgers will be reconciled monthly. All 
accounting records, documents, and supporting information will be retained in accordance with 
ADB and Government requirements; access will be provided to authorized users including the 
ADB, Government, and external auditors. 

 
36. Procurement (including consulting services) to be financed by the project grant will follow 
ADB Procurement Policy (2017, as amended from time to time) and Procurement Regulations 
for ADB Borrowers (2017, as amended from time to time). To reduce the opportunity for 
malfeasance, the four functions of procurement (ordering, receiving, accounting for, and paying 
for goods and services) will be segregated. Bank reconciliations will be done monthly; and, 
payments will be made according to the ADB’s project disbursement guidelines. 

 
37. A fixed assets register will be maintained in electronic format with sufficient detail to 
specifically identify project assets, their value, and changes therein. Reconciliations will be done 
monthly. 
 
38. Procurement of goods and services will be made in accordance with ADB’s procurement 
guidelines. The functions of ordering, receiving, accounting for, and paying for goods and 
services will be appropriately segregated. Bank reconciliation will be done monthly and 
payments will be in accordance with ADB’s and project disbursement guidelines. 

 
39. The budget of Project financial expenditures will be developed according to the physical 
targets of the implementation of the Project. The budget will be broken out for significant 
activities and delineated by component, disbursement category, and source of funds. Actual 
versus budgeted expenditures will be compared monthly; significant (to be defined) variances 
will be explained. Approvals for variations from the budget will be required in advance. 

 
40. Financial Reporting – The CPMU and DOHs will (in the English language) as required 
by the ADB in the Grant Agreement and by the Government: i) prepare and distribute integrated 
financial management and project management reports quarterly; ii) prepare and distribute 
annual project financial reports and statements; iii) provide ad-hoc reports on the project’s 
financial progress or position; and, iv) prepare and submit (to the ADB) a project completion 
report within 3 months of the completion of the Project. 
 
41. Internal and External Audit – There is no internal audit unit or function for the CPMU 
and 6 DOHs. To ensure sufficient internal control procedures, a Financial Management Manual 
will need to be developed prior to Project implementation. 
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42. The CPMU will have the project accounts (including those at the DOH level) audited 
according to International Standards on Auditing (IAS) by an independent auditor acceptable to 
the ADB (i.e., the Project will be subject to an annual external audit). The audited accounts, 
auditor’s report, and auditor’s opinion will be submitted in the English language to the ADB 
within six months of the end of the EA’s fiscal year. 

 
43. The audit report will include both management letter and opinion and address i) whether 
the Project financial statements present an accurate and fair view in all material aspects, in 
accordance with the financial reporting standards (VAS); ii) whether grant proceeds were only 
used for the Project; and, iii) whether the borrower/EA was in compliance with grant covenants 
as specified in the Grant Agreement. 
 
H.  Disbursement Arrangements and Funds Flow Mechanism 

 
44. The grant proceeds will be disbursed according to the ADB’s Loan Disbursement 
Handbook (2017, as amended from time to time) and detailed arrangements agreed upon 
between the Government and the ADB.  Online training for project staff on disbursement policies 
and procedures is available at: http://wpqr4.adb.org/ disbursement_elearning.  
 
45. Disbursements will be made using by reimbursement, direct payment, and advance fund 
procedures. Grant disbursements shall be made by reimbursement of the SBV. Grant 
disbursements shall be managed through an advance account with the CPMU and sub accounts 
in each of the six DOHs (of Tuyên Quang, Phú Thọ, Đắk Nông, Gia Lai, Quảng Nam, and, Sóc 
Trăng provinces). 

 
46. To ensure the timely release of grant proceeds and to expedite project implementation, 
the CPMU will, immediately upon grant effectiveness, open and maintain an advance account 
at a commercial bank acceptable to the SBV and ADB. The CPMU will be responsible for 
establishing (as appropriate, in its or the project’s name), managing, replenishing, and 
liquidating the advance account. The currency of the advance account is US dollar or Viet Nam 
dong as agreed upon during loan/grant negotiations. The advance account is to be used 
exclusively for ADB's share of eligible Project expenditures. The total outstanding advance 
should not exceed the estimate of ADB's share of Project expenditures to be paid through the 
advance account for the forthcoming six months.  The advance account will be replenished in 
accordance with standard procedures outlined in the ADB Loan Disbursement Handbook (2017, 
as amended from time to time). The CPMU (and ultimately MOH) is accountable and 
responsible for proper use of advances to the advance account and is ultimately responsible for 
proper use of the DOHs related sub-accounts. The advance and sub-accounts are subject to 
the annual external audit of the project’s financial statements. 
 
47. The request for the initial advance to the advance account should be accompanied by 
an Estimate of Expenditures form setting out the estimated expenditures for the forthcoming six 
months of project implementation. Additional advances may be requested, however, they are 
not to exceed an estimate of the ADB’s share of expenditures for the following six months hence. 

 
48. After expenditures have been incurred and paid from the advance account, the CPMU 
needs to liquidate and replenish the advance account. Supporting documents for every 
liquidation and replenishment of the advance account to be submitted to the ADB are i) a 
Withdrawal Application (WA), ii) summary/SOE, and, if an SOE is not used, iii) supporting 
documents. The WA is to be in the same currency as the advance account. The CPMU must 

http://wpqr4.adb.org/%20disbursement_elearning.
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be aware that transfers to DOH subaccounts are not recognized as incurred expenditures; 
liquidation only occurs when project expenditures are paid from the sub-accounts. 

 
49. The target turnover for the advance account is a ratio of 2.0 per year. (i.e., cumulative 
amount of liquidation divided by average balance of advance account.) If the ratio is lower than 
target, then the ADB may reduce future levels of advance either through lower replenishment 
or the request of a refund. If the level of advance required for project activities is larger than 6 
months’ of expenditures, then the CPMU should submit and estimate of expenditures; if justified, 
the ADB may replenish or provide additional advances to the account. 
 
50. Funds Flow – Proposed funds flow diagrams for the project grant is in Figure A1.2. 
 

Figure A1.2: Proposed Project Funds Flows – Investment Grant 
 

 
ADB = Asian Development Bank, D = provincial project management unit.  
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Table A1.4: Financial Management Risk Assessment and Mitigation Measures 
 

Risk Type 

 

Risk description 

Risk and 
Impact 

 

Likelihood 

 

Mitigation Measures 

Risk With 
Mitigation 

Source 

Country-specific risks 

1. Public 
financial 
management 
risks 

Weak PFM system, 
particularly accounting, 
budget preparation and 
execution, cash planning and 
performance 
measurement. 

High – Chances 
of error and 
non- 
compliance 
with 
accounting and 
reporting 
requirements 

Likely ADB, World Bank and 
other development 
partners continue to 
support on-going efforts to 
strengthen PFM 
arrangements, through 
technical assistance and 
lending. 

Moderate FMA 48189-
002 VIE 

Shortage of skills in 
financial management, 
including financial analysis, 
management accounting, 
financial reporting and audit. 

High – Chances 
of error and 
non- 
compliance with 
accounting and 
reporting 
requirements 

Likely On-going and planned efforts by 
ADB, 
World Bank and other 
development partners to 
support PFM reforms and 
capacity building in all PFM 
aspects. 

Moderate FMA 48189-
002 VIE 

Malpractice and abuse 
of PFM rules by 
employees. 

High – Chances 
of fraud or 
misappropriatio
n of assets 

Likely The NA has approved a 
development 
plan (2011-2020) for the SAV to 
increase staff number from 1,600 
to 3,500. This will make it possible 
for the SAV to audit all Ministries, 
provinces and SOEs every year 
(instead of the 50-60% coverage 
currently achieved), as well as 
extending its work on 
performance audits The SAV has 
started capacity-building activities 
to improve financial audits with 
support 
from development partners. 

Moderate FMA 48189-
002 VIE 
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Risk Type 

 

Risk description 

Risk and 
Impact 

 

Likelihood 

 

Mitigation Measures 

Risk With 
Mitigation 

Source 

No requirement for medium-term 
budget framework. 
 
Expenditures and capex under 
two different ministries 

High – risk that 
maintenance / 
project operating 
costs not 
sufficiently 
budgeted for. 

Likely ADB needs to coordinate with 
MOF and MPI early in budget 
cycle to ensure annual project 
operating and/or maintenance 
costs are included in budgets and 
cascade down to the provincial 
level budgets 

Moderate Review of 
PFM 
Systems-VN 

2. Procurement 
risks 

Procurement capacity is 
limited. 

Moderate – 
Chances of 
project delay 

Likely DOH staff will be trained in ADB 
procurement guidelines. Support 
and training will be provided by a 
procurement consultant, member 
of the project implementation 
support consulting team. 

Low FMA 48189-
002 VIE 

Potential corruption from weak 
procurement 
oversight. 
 
 

Moderate – 
Chances of 
fraud or 
misappropriation 
of assets 

Likely Standard ADB bidding 
documents and procedures will 
be used. Grievance 
redress procedures, including 
misuse of funds, will be published 
on the project website, and 
mechanisms put in place to 
address any grievances received. 

Low FMA 48189-
002 VIE 
 
VN Sector 
Risk Assess. 

Difficult to maintain oversight of 
procurement process 

Moderate – 
Chances of 
lower quality 
standard of 
procurement 

Likely Require use of ADB 
procurement procedures; 
provide training as needed. 
Design project to consolidate 
number of bidding packages for 
both goods and works and 
consultants. 

Low VN Sector 
Risk Assess. 

Flaws in procurement process 
design 

Moderate – 
Chances of poor 
quality bids and 
delays in project 
implementation 

Likely DOH staff will be trained in ADB 
procurement guidelines. 
Support and training will be 
provided by a procurement 
consultant, member of the 
project implementation support 
consulting team. 

Low VN Sector 
Risk Assess. 
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Risk Type 

 

Risk description 

Risk and 
Impact 

 

Likelihood 

 

Mitigation Measures 

Risk With 
Mitigation 

Source 

3. Funds flow Funds may not reach intended 
beneficiaries in 
a timely manner. 

Moderate – 
Chances of 
project delay 

Likely ADB disbursement 
arrangements, which have been 
tested in prior ADB projects 
and proven successful, will be 
used. 

Low FMA 48189-
002 VIE 

Incorrect use of advance 
accounts or subaccounts 
because PMU staff do not 
understand ADB guidelines. 

Moderate – 
Chances of 
inappropriate 
cash balances 
being advanced 

Likely The terms of reference for 
financial officers or accountants 
should be specified in project 
documents at the project 
preparation stage. Provide 
training as necessary. 

Low PFM 
Systems-VN 

ADB Controller’s Department 
processes  
withdrawal applications in US 
dollars (or applicable foreign 
currency). However, the 
subaccounts maintained by 
executing and 
implementing agencies are in 
dong. For this 
reason, MOF presents each 
expenditure and payment in the 
withdrawal applications 
in both US dollars and dong (or 
applicable 
foreign currency), using the 
prevailing exchange rate at the 
time of payment. 
 
This requirement has led to 
protracted process of reviewing 
payments and invoices. 

Moderate – 
Chances of less 
funding available 
than planned 
due to 
depreciation of 
the VND through 
the project 

TBD MOF has included this 
requirement in the revised FM 
Circular to address the issue. The 
ADB team should discuss this 
new approach with the executing 
and implementing agencies and 
Controller’s Department to arrive 
at a common understanding of 
procedures. 

Low PFM 
Systems-VN 
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Risk Type 

 

Risk description 

Risk and 
Impact 

 

Likelihood 

 

Mitigation Measures 

Risk With 
Mitigation 

Source 

4. Staffing DOH has limited staff 
capability in financial 
management, accounting, 
budgeting, internal controls and 
financial reporting. 

Moderate - 
Chances of error 
and non- 
compliance with 
accounting and 
reporting 
requirements 

Likely Experienced and qualified staff 
shall be 
appointed in the DOH. Staff will 
be trained in ADB project 
accounting and reporting 
requirements. Support and 
training will be provided by a 
financial management 
consultant, member of the project 
implementation support 
consulting team. 

Low FMA 48189-
002 VIE 

5. Accounting 
policies and 
procedures 

Maintenance of project accounts 
does not meet ADB 
requirements. 

Moderate – 
Chances of 
delay in 
complying with 
ADB accounting 
and reporting 
requirements 

Unlikely Accounting policies will be 
consistent 
with VAS. Separate project 
accounts will be used to identify 
the: (i) goods and services 
financed from loan proceeds; (ii) 
financing resources received; (iii) 
expenditures incurred on each 
component; and (iv) counterpart 
and co- financier funds received 
and expended. 

Low FMA 48189-
002 VIE 

Incorrect accounting for project 
expenses 
because qualifications and 
experiences of 
accounting staff do not meet 
minimum or 
standard requirements. 

Moderate – 
Chances of 
delay in 
complying with 
ADB accounting 
and reporting 
requirements 

Unlikely 
(at least 
at CPMU 
level) 

The ADB team should require 
executing and implementing 
agencies to develop job 
descriptions to be used when 
recruiting PMU staff. This task 
should be part of the financial 
management action plan. A good 
practice is to include recruitment of 
key PMU staff as a condition for 
effectiveness. 

Low PFM 
Systems-VN 

MOF accounting guidelines do 
not provide significant 
guidance on the recognition of 
revenue and project expenses. 

Moderate – 
Chances of 
incorrect 
financial 
information  

TBD The ADB team should work with 
the EA to set the project’s 
accounting policies. 

Low PFM 
Systems-VN. 
Review 
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Risk Type 

 

Risk description 

Risk and 
Impact 

 

Likelihood 

 

Mitigation Measures 

Risk With 
Mitigation 

Source 

High turnover of financial staff 
or frequent changes in 
accounting staff during project 
processing and 
implementation. 

Moderate – 
Reduces 
“institutional 
knowledge” and 
increases 
training 
time/costs 

TBD ADB should discuss and agree with 
executing and implementing 
agencies on the use of permanent 
PMUs to minimize staff turnover. 
This should be included as part of 
the financial management action 
plan. 

Low PFM 
Systems-VN 

Government financial reporting 
adheres to various 
standardized formats not 
necessarily consistent with 
International Financial 
Reporting Standards. 

None – While 
IFRS is ideal, 
having a 
consistent 
standard is more 
important 

Likely The ADB project team should 
discuss and agree with executing 
and implementing agencies on the 
financial reporting and auditing 
requirements including required 
format and data. 

Low PFM 
Systems-VN 

Problematic recording and 
control of equipment and 
assets at the beneficiary 
(district) and provincial levels. 

Moderate – 
Chances of 
fraud or 
misappropriation 
of assets 

Likely Stronger policies and procedures 
need to be developed, incorporated 
into the FMM, and implemented 
with consistently applied asset 
registration and inventorying. 
 
Extend the external project audit to 
district level equipment. 

Low Consultant’s 
assessment 

6. Internal audit Weak capacity of or no internal 
audit department at DOHs. No 
project FMM. 

Moderate – 
Chances of 
fraud or 
misappropriation 
of assets 

Likely Need to develop project 
FMM.  
 
ADB to require external audit for 
the project during implementation. 

Low FMA 48189-
002 VIE 
Modified 
 
Consultant’s 
assessment 

ADB-funded projects have 
not been included in the 
State Audit Agency of Viet 
Nam’s audit scope due to 
limited resources, thus, these 
projects are to be audited by 
independent auditors. 

High – Chances 
of fraud or 
misappropriation 
of assets 

Likely ADB should discuss, 
agree, and include the 
terms of reference for 
auditor selection in project 
documents. 

Low PFM 
Systems-VN 
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Risk Type 

 

Risk description 

Risk and 
Impact 

 

Likelihood 

 

Mitigation Measures 

Risk With 
Mitigation 

Source 

7. External 
audit. 

Delay in the submission 
of externally audited project 
accounts; annual audit may not 
meet ADB requirements. 

Moderate – 
Chances of 
delay in 
complying with 
ADB audit 
requirements 

Likely DOH will recruit an external auditor 
whose qualifications, 
experience and TOR are 
acceptable to ADB; 
external audit will be in 
accordance with 
international auditing 
standards. 

Low FMA 48189-
002 VIE 

Audits are not compliant with 
the International Standards on 
Auditing or International 
Standards of Supreme Audit 
Institutions due to limited 
State Audit 
Agency of Viet Nam staff 
capacity. 

High – Chances 
of fraud or 
misappropriation 
of assets 

Likely ADB should discuss with executing 
and implementing agencies during 
fact-finding missions the need to 
appoint qualified independent audit 
firms to perform audits of ADB-
funded projects. 

Low PFM 
Systems-VN 
 
Consultant’s 
assessment 

8. Reporting and 
monitoring 

Unreliable reports due to errors 
and limited staff capability in 
ADB financial reporting 
requirements. 

Moderate - 
Chances of 
error and non- 
compliance with 
ADB reporting 
requirements 

Likely Experienced and qualified staff 
shall be appointed in the DOH. 
Staff will be trained in ADB 
project accounting and reporting 
requirements. Support and 
training will be provided by a 
financial 
management consultant, member 
of the 
project implementation support 
consulting team. 

Low FMA 48189-
002 VIE 

9. Information 
systems 

Accounting data not 
adequately safeguarded. 

Moderate – 
Chances of loss 
of accounting 
data 

Likely DOH will undertake regular 
backups of 
all financial and accounting data 
and appropriate security 
measures over backed-up data 
shall be in place. 

Low FMA 48189-
002 VIE 

Overall Risk  High   Low  
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I.  PROPOSED TIME-BOUND ACTION PLAN 
 
51. The proposed time-bound action plan is outlined in Table A1.5. 
 

Table A1.5: Time-Bound Action Plan 
 

Weakness Mitigation Action Responsibilit Timeframe 

PMUs have not yet been 
established; as such, the 
experience, 
qualifications, and 
capacity of staff of the 
PMUs are not yet known. 
Should unqualified staff 
be hired at the PMUs 
there could be project 
delays and/or non-
compliance with ADB 
project requirements 

The EA will provide ADB with the 
terms of reference (TOR) and 
curriculum vitae (CV) of all of 
proposed PMU key and 
professional staff for ADB’s review 
and acceptance prior to hiring 
 
Work with EA to prioritize hiring and 
seconding staff from within and/or 
who have prior project experience 
 
Hire a project implementation 
consultant to develop the Financial 
Management Manual (FMM) and 
assist in training of PMU staff 

EA / ADB Before grant 
effectiveness 

Multiple issues with 
procurement process in 
general as outlined in 
Table A1.4 - Financial 
Management Risk 
Assessment and 
Mitigation Measures 

Recruit a Procurement Specialist 
Consultant for the project. 
Consultant to assist PMUs with 
procurement personnel recruitment 
and training 
 
Key PMU staff to attend ADB 
training on procurement, 
disbursement, and financial 
reporting 
 
On-going training and presentations 
on procurement, financial 
management, project accounting, 
and financial reporting 

EA / PMUs / 
ADB 
 
 
 
 
PMUs / ADB 
 
 
 
 
Procurement 
Consultant 

Before grant 
effectiveness 
 
 
 
 
Before grant 
effectiveness 
 
 
 
During project 
implementation 
 

Lack of internal audit 
department within the EA 
or PMUs 

Develop a Financial Management 
Manual with specific steps to 
prevent, identify, report on, and 
resolve potential fraud  

EA / ADB 
 
Financial 
Consultant 

Before grant 
effectiveness or near 
beginning of project 
implementation 

Frequency of SAV audits 
does not ensure EA will 
be audited; limited 
capacity has meant 
projects have not been 
subject to government 
audits 

Require project to be audited by 
external financial auditor with 
mandatory annual asset/inventory 
counts  
 
 

EA / ADB Before grant 
effectiveness 
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Weakness Mitigation Action Responsibilit Timeframe 

Issues with the recording 
of project assets at the 
provincial level 

Have a single financial accounting 
system for the project; designed 
with CPMU having master control 
and ability to look at all lower level 
transactions 
 
Extend FMM training workshops to 
DOH staff 
 
Ensure financial audit encompasses 
assets at provincial level 
 

EA / ADB / 
PMUs 

Before grant 
effectiveness and 
during project 
implementation 

Many records are paper-
based and there is limited 
use of offsite storage 

Encourage PMUs and DOHs to use 
offsite storage facilities 
 
At minimum, request all major 
contracts, invoices, and receipts be 
electronically scanned and indexed 

EA / ADB / 
PMUs 

At beginning of 
project 
implementation 

Unreliable reports due to 
reporting errors 

The early development of the FMM 
and training on process and 
procedures is again key 
 
Following the first financial audit, 
errors found and mitigation 
measures should be incorporated 
into future refresher training 
sessions 

EA / ADB 
 

Financial 
consultant 

At beginning of 
project 
implementation and 
periodically 

Low PEFA ratings in key 
areas of financial control 

The combined mitigation measures 
of codifying best practices through 
the FMM, having a single accounting 
system, initial and on-going training, 
as well as external audits are meant 
to establish systems of control 
 
The hiring of a project-experienced 
PMU staff and a Financial consultant 
increase the probability of successful 
implementation of the financial 
control systems 

EA / ADB Throughout project 
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J.  SUGGESTED LOAN / GRANT COVENANTS 
 
52. The following are suggested loan and/or grant covenants to be included in the financing 
package: 

(i) Counterpart funds be included in annual provincial budget plans. Annual 
counterpart funding to follow year-to-year project progress and implementation; 

(ii) Provinces include in their annual budgets funding for operations and maintenance 
of project equipment (e.g., vehicles) and facilities; 

(iii) The provinces create and maintain separate accounts for the project. These 
accounts are to be annually externally audited (according to IAS); and, financial 
statements, financial reports, and an audit report (all in the English language) will 
be furnished to the ADB within six months of the end of the fiscal year; 

(iv) All in the English language, i) Prepare and distribute integrated financial 
management and project management reports quarterly; ii) prepare and 
distribute annual project financial reports and statements; iii) provide ad-hoc 
reports on the project’s financial progress or position; and, iv) prepare and submit 
(to the ADB) a project completion report within 3 months of the completion of the 
Project. 

(v) The CPMU and DOHs use one integrated financial software system for project 
accounting; 

(vi) All finance staff (at both the CPMU and DOH level) undergo training in ADB 
procedures with regards to financial management, procurement, disbursement, 
and the financial software system; 

(vii) Original and supporting documentation be either electronically-backed up, or, 
stored at secure off-site facilities. [Maybe include in PAM as suggestion, as 
opposed to covenant. 
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PROCUREMENT CAPACITY ASSESSMENT (LHCSDP) 

Proposed Project Name: Local Health Care for 
Disadvantaged Areas Sector Development 
Program (LHCSDP) 

Proposed Amount: $12.00 million – Project 
Investment Grant 
$88.6 million – Policy-based Loan 

Executing Agency: Ministry of Health 
Implementing Unit: CPMU 

Source of Funding: ADB 
Government: Viet Nam 

Assessor: Romeo Guce, Consultant Date: 15 January to 2 February 2018 

EXPECTED PROCUREMENT  
 
The project grant would involve two (2) large contracts for goods estimated cost more than $5 million and 
for consultancy services estimated to cost more than $1 million. There will be 11 contract packages with 
an estimated total estimated cost of $9.34 million. Procurement activities under the project grant will be 
undertaken in accordance with Procurement Regulations for ADB Borrowers (2017, as amended from 
time to time). Large packages for goods and consulting services shall be advertised internationally and 
shall be under prior-review. The rest will be advertised nationally and shall be subject to post-review 
sampling. 
 
Overall there will be two (2) goods contracts with an estimated cost of $6.23 million and eight (8) consulting 
services contracts with an estimated value of $3.11 million,   

 
GENERAL PROCUREMENT ENVIRONMENT ASSESSMENT 
 
Risk Assessment. The overall risk rating is low to moderate. 

 
Summary of Findings.  Open Competitive Bidding (OCB) of the government shall be used. Contract 
packages under prior review shall be internationally advertised, the rest will be nationally advertised 
throughout the program. 

 
(i) For international advertising, invitations to prequalify or to bid will be published on the ADB 

website as well as: 39F

1 
• On a freely and publicly accessible website in English; and 
• A newspaper of national circulation (at least in one English language newspaper) or 

website of the government as specified in the national procurement guidelines.  
(ii) Invitations to prequalify or to bid can be carried out solely in the national press or official 

gazette or the in government specified website of the government. 
 

I. INTRODUCTION 
 
1. Prior to the conduct of the Procurement Capacity Assessment (PCA), coordination was made with the 

Principal Procurement Specialist of Viet Nam Resident Mission to seek guidance and information 
regarding the performance of Viet Nam Health Sector on previous or ongoing ADB projects. The 
Consultant (assessor) was advised that the Procurement Regulations for ADB Borrowers 2017 shall 
be applied to this project.  

 
2. The PCA to the proposed implementing unit, Central Project Management Unit (CPMU), Ministry of 

Health (MOH) was undertaken for the following objectives: i) evaluate the capability of the 
executing/implementing agency and its adequacy of procurement procedures to comply with ADB’s 
procurement guidelines; ii) identify the procurement arrangements to be adopted and the need to 
strengthen EA’s capacity in undertaking the project procurement to minimize  risks that may affect the 
procurement of the project; and iii) prepare procurement plan for the proposed project with appropriate 
procurement method and to identify contract packages that will be advertised internationally or 
nationally. 

                                                
1 www.adb.org  

http://www.adb.org/
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3. The PCA covers the following: 
 

(i) Assessment of the general procurement environment  
(ii) Completion of PCA questionnaire   CPMU (IA/IU); and 
(iii) Preparation of PCA and recommendations 

 
4. Specific activities undertaken include: 

(i) Review CPMU-MOH procurement organization and system (legal framework, agencies, roles 
and responsibilities) including processes to improve the procurement system, e-procurement 
and audit. 

(ii) Analyze ADB procurement documents (guidelines, PAI…) and country procurement legal 
documents (procurement law, guidance degree, circulars…) and clarify the differences 
between the national procurement procedures and the international best practices/donor 
guidelines 

(iii) Interview officer in charge and procurement staff of the CPMU-MOH. 
(iv) Request CPMU to complete the questionnaires 
(v) Analyze procurement documents from previous projects. 
(vi) Appraise the procurement capacity of CPMU based on the questionnaire 
(vii) Discuss staff quantity, qualifications, procurement experience, size, type and period of 

procurement, and issues such as equipment quality. 
(viii) Review procurement monitoring and document keeping: monitoring information system; 

record of the process; document keeping. 
(ix) Inquire and discuss the e-procurement guidelines and practices of the government and the 

MOH. 
(x) Propose procurement plan and capacity building, mentoring and supervision arrangements. 

 
A. General Procurement Environment 
 
5. The PCA of MOH-CPMU was undertaken from 15 January to 2 February 2018 for the implementation 

of the LHCSDP. Activities included review of ADB documents and past-assessments, ADB’s ongoing 
procurement experience, and interviews with key staff and stakeholders in ADB VRM and MOH.  

 
B.  Procurement Analysis 
 
6. Assignment: to conduct procurement assessment to determine the readiness of the Procuring Unit, 

the MOH-CPMU, in the procurement of goods and consultancy services (firm and individual 
consultants). The procurement to be involved is not as complex as other projects handled by the same 
implementing unit.  However, the procurement assessment has to be undertaken to ensure that the 
procurement for the medical equipment for piloting family doctor model, national consultant for project 
management, CHS level health  record data input and management consultant, nationwide 
implementation support of family model consultant, provincial implementation support consultant,  
health equipment Q/A consultant, monitoring and evaluation consultant, audit firm and several 
individual consultants will be in accordance with the Procurement Regulations for ADB Borrowers 
(2017, as amended from time to time), respectively without delays, as much as possible. 

(i) Responsibility: one package of medical equipment composed of several lots and IEC 
materials under OCB, seven consultancy services under quality-based cost selection (QBCS), 
one consultancy services under least-cost selection (LCS) and various individual consultants.  

(ii) Background. MOH particularly CPMU has extensive procurement experience with official 
development assistance (ODA) in general and ADB projects following ADB procurement rules 
in particular. Development agencies including ADB and the World Bank and other donors 
have provided technical assistance to improve procurement systems.  

(iii) Some delays and issues had been experienced particularly the procurement of Medical 
Equipment under International Competitive Bidding (ADB procurement guidelines 2015) due 
to following reasons:  
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▪ Lack of participation from qualified medical equipment suppliers; 
▪ Procurement staff lack of familiarity with the ADB Procurement Guidelines (2015) 

particularly on the use of Procurement Regulations for ADB Borrowers (2015). 
▪ Sector’s qualified suppliers were not so familiar with the processes and use of ICB (2015), 

despite being familiar with the Open Competitive Bidding (OCB) 40F

2 being used by the 
implement agency (IA). 

▪ Specifications were either too narrow or too broad, which limited participation from 
sector’s qualified suppliers. 

▪ Insufficient time to prepare and submit bids limited participation of qualified suppliers. 
 

II. MOH- CPMU PROCUREMEN CAPACITY ASSESSMENT 
 
A. Overview 

 
7. Legislative and Regulatory Framework. The MOH – Procurement Department and the CPMU, like 

the other sectors of the government, follow the National Procurement Law as it requires:  
(i) Viet Nam’s Law No. 43/2013/QH13 on Tendering (Law 43) came into force on 1 July 2014 
(ii) Viet Nam Decree No. 63/2014: Detailing the Implementation of Several Provisions of the Law 

on Bidding Regarding the Selection of Contractors. 
(iii) Joint Circular No. 7/2015 – Details for Providing, Signing Information on Bidding & Selection 

of Contractors through the Network (Effectivity – November 1, 2015). Chapter 7 of Viet Nam’s 
Law No. 43/2013 – Selection of Tenderers and Investors Through Network  

 
8. The Viet Nam’s Procurement Law, Viet Nam’s Law No. 43/2013/QH13 on Tendering (Law 43) came 

into force on 1 July 2014; particularly Chapter 7 provides Selection of Tenderers and Investors through 
Network (e-procurement). Its implementation is supported by the issuance of Joint Circular of MPI and 
MOF # 7/2015 detailing the implementation of several provisions of the law. Ministries, ministerial-
level agencies, government-attached agencies, provincial / municipal People's Committees, economic 
groups, state corporations, socio-political organizations are required to comply with this law. 
 

9. The Ministry of Planning and Investment shall take charge and inspect the bidding across Viet Nam; 
the Ministers, Heads of ministerial-level authorities, Governmental authorities, other central 
authorities; the People’s Committees of provinces; the provincial Departments of Planning and 
Investment and departments under the management of the People’s Committees of provinces and 
the People's Committees of districts; the state-owned enterprises shall take charge and inspect the 
bidding as required by the competent persons of the inspecting authorities in charge of bidding.  
 

10. The provincial Departments of Planning and Investment shall assist the People’s Committees of 
provinces in taking charge and conducting local inspection of bidding. MPI is also the responsible 
agency to implement the e-procurement of Viet Nam particularly the Joint Circular # 7/2015 – Details 
for Providing, Signing Information on Bidding & Selection of Contractors through the Network 
(Effectivity – November 1, 2015). Chapter 7 of Viet Nam’s Law # 43/2013 – Selection of Tenderers 
and Investors through Network provides the details and requirement on the implementation of the e-
procurement.  
 

11. Decree No. 116/2008 and Decree No. 118/2008 define the tasks and functions of the MPI and MOF 
to facilitate the budget allocations and budget approval for the Prime Minister’s approved plans and 
programs, as well as the monitoring, supervisions and audits of implementation and budget 
utilizations.  
 

12. Article 46 of the Procurement Law provides that state bodies, political organizations, socio-political 
organizations, socio-political-occupational organizations, social organizations, socio-occupational 

                                                
2 Viet Nam uses Open Competitive Bidding and Limited Competitive Bidding following the Viet Nam Procurement Law 

2013. 
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organizations and units of the People’s armed forces and public non-business units may apply the 
regular procurement of goods and services upon satisfying required conditions. 
 

13. The Procurement Law provides for the participation of the local community for a minor contract for the 
provision of non-consulting services or goods purchase valued at up to VND 10 billion or US$450,000; 
a construction contract or mixed contract valued at up to VND 20 billion or US$900,000. 
 

14. Domestic preferential treatment in international bidding is applicable to foreign bidders where: (i) in 
the case of supply of goods, costs for domestic production of such goods amount to 25 percent or 
more of the value of the bidding package; or (ii) in the case of provision of consulting services, non-
consulting services and civil works for capital investment projects, domestic bidders who are in 
consortium with the foreign bidders take over 25 percent of the value of the bidding package. 
 

15. The domestic bidding or open competitive bidding is the most popular method of procurement applied 
for packages more than US$250,000 averaging 20% of the annual procurement plan. 
 

16. Institutional Framework and Management Capacity. Within MOH, there is clear procurement 
process following government procurement procedures with well-defined functional entities involved 
in evaluation, appraisal and approval procurement documents and evaluation results to ensure 
adequate transparency. Procurement progress is reported quarterly to the MOH Minister and 
subsequently to the Ministry of Planning and Investment (MPI).   
 

17. MOH and its departments and implementing units follow the budget preparation guidelines including 
procurement plans and budget requirements for ODA supported projects. They observe and 
implement the provisions of the Viet Nam’s Procurement Law, Viet Nam’s Law No. 43/2013/QH13 and 
related decrees. MPI monitors, supervises and reviews all the procurement activities of all national 
and provincial agencies. It also undertakes the training and licensing of firms and individuals practicing 
procurement activities in Viet Nam.  
 

18. The implementing units of MOH prepare their respective procurement plans, which are consolidated 
by the Department of Planning and Finance (DPF). The consolidated procurement plan serves as the 
basis of MOH’s budget for the subsequent fiscal year. MOH submits the annual procurement plan and 
its budget request to the Ministry of Planning and Investment (MPI). MPI endorses approved plans 
and programs including the procurement plans of all the ministries and their departments/units to the 
Ministry of Finance (MOF) for budget allocation. 

 
19. Procurement Operations and Market Practices. The MOH has established list of qualified suppliers, 

contractors and consultants for the supply of medicines, medical equipment, construction works and 
consultancy works.  MOH has sufficient numbers of suppliers, contractors and consultants for goods, 
civil works and consultancy services. In most cases they have at least three to five participating bidders 
for each procurement package. This can be attributed to wide advertisement practice for the Invitation 
for Bid required by the procurement law: must be published in the Government’s Network System/ 
Viet Nam Public Procurement Review Journal managed by the MPI, website of the concerned ministry 
and in bidding newspapers. For ODA projects, the MOH also complies with the requirement of the 
concerned donor to advertise on its website. 
 

20. Procurement Law, particularly Article 65 provides for the eligibility of local communities, associations, 
group of workers to participate in performance of contracts 

• A local community, association, or group of workers is considered eligible to participate in 
performance of any of the contracts prescribed in Article 27 of the Law on Bidding when its 
member performs the contract and benefits from it. 

• The representative of the local community, association, or group of workers must be capable 
of civil acts, not facing any criminal prosecution, and is designated by other members to sign 
the contract on their behalf. 

• MOH structure includes particular units in the preparation of technical specifications of 
equipment and design and costings of civil works particularly the Department of Equipment 
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and Civil Works. The DPF of MOH under its Central Policy and Planning Unit scrutinize the 
procurement plans, bidding documents and all related procurement documents prior to DPF’s 
endorsement to the MOH – Minister for approval. 

• MOH has established level of authority to sign and approve documents based on the 
Governments prescribed guidelines: MOH Minister – above VND5 Million, Project Director – 
below VND5 Million. 

• In the contract implementation, variation order or adjustment of the workload of the contract 
is allowed up to 20% of the original contract amount.       

• The private sector can access and fully participate in the agency e-procurement through the 
MPI e-procurement network system upon payment of the required amount set by MPI. The 
Circular for e-procurement prescribes the selection of bidders via online for bidding packages 
for non-business consultancy, goods procurement and construction, which is subject to the 
form of open bidding, limited bidding, and domestic competitive offers by one-time bidding 
package of dossiers specified in Article 28 of the Bidding Law. 

• The MOH follows the handling of complaints and protests based on the Article 91-92 of the 
Procurement Law No. 43/2013. 
 

21. Performance e-procurement System. The Viet Nam’s Procurement Law, Viet Nam’s Law No. 
43/2013/QH13 on Tendering (Law 43) came into force on 1 July 2014; particularly Chapter 7 provides 
Selection of Tenderers and Investors through Network (e-procurement). Its implementation has been 
supported by the issuance of Joint Circular of MPI and MOF # 7/2015 – Detailing the implementation 
of several provisions of the law. The specific provisions are ministries, ministerial-level agencies, 
Government-attached agencies, provincial / municipal People's Committees, economic groups, state 
corporations, socio-political organizations. Agencies and the attached investors and bid solicitors to 
organize the selection of bidders according to the following schedule: 

 
(i) In 2016, the selection of bidders via the Internet shall be at least 20% of the number of 

competitive bidding packages, 10% of the number of small-scale bidding packages with 
limited bidding, but at least 01 tender packages for competitive or open bidding, restricted 
bidding; 

(ii) In 2017, the selection of bidders for online bidding shall be at least 30% of the number of 
competitive bidding packages, 15% of the number of small bidding packages subject to open 
bidding or limited bidding. 

(iii) From 2018 onwards, the selection of bidders for online bidding shall be made with at least 
40% of the number of competitive bidding packages, 30% of the number of small bidding 
packages subject to open bidding or limited bidding. 

 
22. ADB and WB are working and providing assistance to develop MOH’s e-procurement program system.  
 
23. Integrity and Transparency of the Public and Procurement System. There is clear procurement 

process following government public procurement procedure with well-defined functional entities 
involved in evaluation, appraisal and approval procurement documents and evaluation results to 
ensure adequate transparency. Procurement progress is reported quarterly to the government 
authority.  The review of ADB (Prior or Post) will be additional measures to ensure fairness and 
transparency in procurement and compliance with the ADB’s procurement principles. 

 
24. The Ministry of Planning and Investment shall take charge and inspect the bidding across Viet Nam; 

the Ministers, Heads of ministerial-level authorities, Governmental authorities, other central 
authorities; the People’s Committees of provinces; the provincial Departments of Planning and 
Investment and departments under the management of the People’s Committees of provinces and 
the People's Committees of districts; the state-owned enterprises shall take charge and inspect the 
bidding as required by the competent persons of the inspecting authorities in charge of bidding. The 
provincial Departments of Planning and Investment shall assist the People’s Committees of provinces 
in taking charge and conducting local inspection of bidding. 
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25. MOH particularly DPF follows the Procurement Law on the advertisement of Invitation for Bid as 
follows:  

 
(i) Ministries, ministerial-level agencies, Governmental agencies, Central bodies, provincial 

People’s Committees and competent persons are responsible to disseminate the bidding 
information mentioned at Point g Clause 1 Article 8 of the Bidding Law on the national bidding 
network or the Viet Nam Public Procurement Review Journal; 

(ii) Ministries, ministerial-level agencies, Governmental agencies and other centrally-governed 
bodies, provincial People’s Committees are responsible to advertise the bidding information 
mentioned at Point h Clause 1 Article 8 of the Bidding Law on the national bidding network; 

(iii) Procuring entities are responsible to supply the bidding information regulated at Point a 
Clause 1 Article 8 of the Bidding Law on the national bidding network; 

(iv) Procuring entities are responsible to provide the bidding information regulated at Point b, c, d 
and dd Clause 1 Article 8 of the Bidding Law as well as other information regarding the change 
in the bidding schedule (if any) on the national bidding network or the Viet Nam Public 
Procurement Review Journal. 
 

26. Procurement of MOH is published in the Government’s Network System/ Viet Nam Public 
Procurement Review Journal managed by the MPI. The MOH-DPF published their IFBs in the MOH 
Website and in bidding newspapers. For ODA projects, the MOH also comply with the requirement of 
the concerned donor to advertise in its website. Procurement opportunities of estimated cost of over 
approximately US$50.000 are required to advertise in national wide procurement website. All 
shortlisting, prequalification and contract awards are required to be published. 

27. The Procurement Law allows the participation of local community in the bidding of small/minor 
contracts. MOH and its Departments/implementing units shall observe the ethics and anti-corruption 
measures provided for in the Procurement Law specifically Articles 89 and 90, Banned acts in bidding 
and Dealing with violations, respectively.   

B. Strengths 

• For the procurement using government fund, the OCB is common method of procurement.  The 
procurement of ODA funded projects has to follow procurement regulation of the project’s donor. 
Similar with the program particularly the Grant component, there was almost no civil works 
procured. 

• For each package, procurement committee is being established. The committee consists of 
relevant staff and chaired by Director or Deputy Director of the Department. The committee is 
responsible for all activities including preparing bidding document, bidding process, evaluating 
submitted bids and contract signing. Besides the procurement committee, the appraisal committee 
is also being established and every procurement document is being reviewed before approving 
by the Director. 

• It is noted that the current CPMU of MOH has a number of officers with experience in procurement 
including for ADB funded projects. The Procurement Head of CPMU is very much familiar with the 
Government procurement regulation but not so much with ADB procurement procedures 
particularly the Procurement Regulations for ADB Borrowers (2017). Procurement related staff 
have participated training course on Vietnamese procurement and some also participated 
procurement training course on the ODA procurement procedure organized by the donors such 
the ADB. Most staff have adequate English ability required for international assisted project 
execution. 

• The procurement system and procedures are broadly harmonized with international best practice 
but not so much with the new Procurement Regulations for ADB Borrowers (2017) focused on 
Value for Money. Established rules and regulations are in place within CPMU for handling all 
stages of procurement – from bidding document preparation, bidding process, bids evaluation, 
contract award and contract administration during the procurement process. 
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• The Procurement Law requires that all individuals and firms to be involved in the procurement 
activities in Viet Nam must have a Certificate of Training and license from the Ministry of Planning 
and Investment. 

• All procurement related documents are secured including submitted bids and proposals, 
evaluation reports, signed contracts, invoices and other related documents. The time of keeping 
documents by the PMU is required to keep document for three years; after which documents will 
be submitted to the central filing unit of the DPF that will be retained for ten years. 

 
C. Weaknesses 

• Following two procurement procedures (ADB and Government) may affect procurement progress 
of project, particularly on procurement focused on Value for Money. 

• Time for bid preparation is shorter than stipulated duration for bid preparation in the ADB 
Procurement Guidelines. 

• Although CPMU has a lot of experienced and trained procurement staff, the capacity constraint is 
that all staff of CPMU is also working as part-time for in procurement committee and they would 
have limited time to assist the new staff of the PMU to be established for the program, therefore 
delays and other procurement issues and concerns could be experienced as new PMU staff are 
not fully familiar with the ADB’s Procurement Guidelines. There is a need for close collaboration 
among parties concerned during project and hiring of qualified and experienced procurement staff 
for the program. 
 

D. Procurement Risk Assessment and Management Plan (P-RAMP)  

• Since the CPMU will create a separate PMU for the program, preparation of procurement 
documents and other related activities will be handled PMU staff which could be not yet familiar 
with Procurement Regulations for ADB Borrowers (2017). Hence, delay on the program’s 
procurement activities is possible.  It is recommended to hire a National procurement specialist 
and be assigned to work on a full-time basis for the program. Moreover, members of procurement 
committee must arrange enough time for supporting project procurement activities. 

• There is a need for ‘external monitoring’ of compliance with the spirit of professionalism, openness 
and fairness in procurement in accordance with Procurement Regulations for ADB Borrowers 
(2017, as amended from time to time). This will be in the form of ‘Prior Review’ by ADB in 
accordance with the agreed Procurement Plan, i.e. prior review be applied for all internationally 
advertised contracts and the sampling post review for other procurement packages not covered 
by the prior review threshold. 

• It is envisaged that training on procurement will be necessary to reinforce understanding and 
compliance with Procurement Regulations for ADB Borrowers (2017, as amended from time to 
time). This will be a short-term course to be provided by the ADB procurement specialist or 
recruited individual specialist who has experience and is familiar with ADB procurement 
procedures and workshops at particular milestones of the project implementation, as needed. 

• Bidder misrepresentation is likely to happen. Hence there is a need to encourage CPMU/PMU to 
undertake post-qualification to verify qualifications and manufacturer authorization during bid 
evaluation. 

• Non-compliance of signed contract, ADB to enhance monitoring and compliance through audits 
by qualified technical experts for high value/ complex medical equipment. 

• Proliferation of small consulting packages, delays in recruitment of consultants for capacity 
building activities, poor quality of consultants’ outputs. It is recommended to cover all Procurement 
Packages for Consulting Services excluding individual consultants under the prior review 
thresholds and engage/mobilize procurement staffers and technical consultants/ experts.    

 
 
E. Weaknesses 

• Following two procurement procedures (ADB and Government) may affect procurement progress 
of project, particularly on procurement focused on Value for Money. 

• Time for bid preparation is shorter than stipulated duration for bid preparation in the ADB 
Procurement Guidelines. 
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• Although CPMU has a lot of experienced and trained procurement staff, the capacity constraint is 
that all staff of CPMU is also working as part-time for in procurement committee and they would 
have limited time to assist the new staff of the PMU to be established for the program, therefore 
delays and other procurement issues and concerns could be experienced as new PMU staff are 
not fully familiar with the ADB’s Procurement Guidelines. There is a need for close collaboration 
among parties concerned during project and hiring of qualified and experienced procurement staff 
for the program. 
 

F. Summary Assessment and Recommendations 
 

Generally, the procurement risk is moderate after procurement mitigation measures. The MOH-CPMU 
procurement team members are familiar with Viet Nam’s Procurement Law specifically the Procurement 
Law No. 43, 2013.  They have experience in the procurement of goods and small civil works under ADB 
and WB funded projects. The procurement procedures and requirements of the procurement law are 
broadly aligned with the international practice; however, it is not clear as to the project’s operational 
consistency of MOH’s practices with the recent ADB’s Procurement Guidelines and Regulations for ADB 
Borrowers (2017).  
 
Recommendation for the Project Implementation: 
 

1. New procurement staff to be hired under the program should be oriented on existing practices of 
the CPMU;    

2. For fairness and transparency, representatives from the DOHs have to be involved in the technical 
working group of the CPMU specifically for the project procurement to be undertaken by CPMU; 

3. Head of the CPMU shall closely supervise the procurement of small contract packages and 
contract management to be undertaken by the new procurement staff and management of the 
program; 

4. Hire a National Procurement Specialist to assist the CPMU in the preparation and updating of 
procurement plan, preparation of bidding documents and following procurement activities. This is 
to ensure full compliance with the project’s to be approved procurement guidelines and avoid 
delays in the procurement of all procurement packages. 

5. Encourage CPMU/PMU to undertake post-qualification to verify qualifications and manufacturer 
authorization during bid evaluation to mitigate possible bidder’s misrepresentations. 

6. Cover all procurement contracts for consulting services except the individual consultants under 
the prior review thresholds.  

7. Provide trainings: 
➢ CPMU and DOH – Procurement orientation on Procurement Regulations for ADB 

Borrowers (2017) focus on Value for Money 
 
G. Annexes 
 
Annex 1: Project Procurement Risks Assessment and Mitigation   
 
Annex 2: Project Procurement Risks Assessment  
 
Annex 3: General Project Procurement Environment Risks Assessment 
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ANNEX 1: PROJECT PROCUREMENT RISK ASSESSMENT AND MANAGEMENT PLAN 
 

Possible Risks on Goods and 
Consultancy Services 

Risks 
Assessment 

Risk Mitigation 

Weak capacity of Executing 
Agency to manage procurement 
activities for the project since the 
implementing units have not yet 
established and no staff support 
have been assigned   
 
Inconsistencies or lack of 
familiarity with the ADB’s new 
procurement guidelines 
 
 
Poor quality of technical 
specifications and terms of 
reference (TORs) of goods and 
services and outdated bidding 
documents  
 

High Create central project management unit (CPMU) and 
provincial project management unit (DOHs) in each 
pilot province assigned qualified staff to meet MOH 
and ADB requirements.  
 
Engage/ mobilize project management, financial 
management and procurement experts to support the 
CPMU.  
 
Hire (i) procurement expert to assist the PMU in the 
preparation master bidding documents, conduct 
procurement orientation and trainings, and (ii) 
medical equipment expert to ensure quality 
assurance and compliance to technical specifications 
for high value medical equipment. 
 
ADB to provide orientation on ADB Procurement 
Guidelines and Procurement Regulation for ADB 
Borrowers (2017, as amended from time to time). 

Elevated risk of collusion 
 
 
 
 
Non-compliance with signed 
contracts 

Substantial  ADB to enhance monitoring through use of quality 
audits, engage State Audit of Viet Nam, eligible 
external audit firms, qualified technical experts for high 
value and complex medical equipment 
 
ADB to enhance monitoring and compliance through 
audits by qualified technical experts for high value/ 
complex medical equipment. 

Proliferation of small consulting 
packages, delays in recruitment of 
consultants for capacity building 
activities, poor quality of consultant 
outputs   

High Prepare clear consultants’ terms of reference for firms 
and individuals, and use/ engage project 
implementation consultant (firm) to hire and manage 
qualified technical consultants/ experts. 
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ANNEX 2: PROJECT PROCUREMENT RISK ASSESSMENT 
 

SL No. RISK Rating IMPACT LIKELIHOOD STRATEGY 
A6, A7, 
A9, 
A16, 
A17, 
A23, 
C1, C2, 
C14, 
C22, 
C23 

Procurement 
Department and/or 
PMU have 
insufficient 
qualified staff to 
efficiently 
undertake the 
procurement 
required to 
implement the 
project.   

High High Likely Mitigation: 
• Recruitment of individual 

procurement consultant 
(national) to assist the 
Project Director in the 
early procurement 
activities and hire new 
procurement staff to 
support the existing staff.  

A19- 
A20 

The agency uses 
practices 
inconsistent with 
national 
procurement law or 
bidding documents 
unsuitable for 
ADB-funded 
procurement 

High High Likely Mitigation: 
• Procurement Specialist 

(National) to conduct 
procurement orientation 
and training to PMU staff 
and assist and ensure 
that National 
Procurement Consultant 
is familiar with 
Procurement Regulations 
for ADB Borrowers 
(2017). 

• Procurement consultant 
to review and undertake 
necessary corrections on 
the established bidding 
documents for the 
program and ensure 
consistency with the 
Procurement Regulations 
for ADB Borrowers 
(2017).  

B2 - B3 Record keeping is 
inadequate to 
enable internal or 
external audit of 
procurement 
processes.   

High High Likely Mitigation: 
• The new procurement & 

project staff will be 
trained on records 
keeping and required to 
follow and observe the 
standard filing systems of 
MOH to comply with audit 
requirements of the 
government and ADB.   

A25, 
C4-
C12, 
C24-
C44, 
C47, 
D5, E7 

Agency does not 
promote non-
discriminatory 
participation, 
transparent tender 
processes 
(including 
advertisement, 
tender 

Substantial High Unlikely Mitigation: 
• Establish the prior and 

post review thresholds of 
the program’s 
procurement as reflected 
in the procurement plan. 

• Undertake the standards 
project review mission as 
scheduled. 
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SL No. RISK Rating IMPACT LIKELIHOOD STRATEGY 
documentation, 
tender evaluation, 
complaint 
mechanism)   

• Undertake regular 
monitoring of the 
program’s procurement.   

C15, 
E1-E6 

The Agency has 
inadequate 
anticorruption 
measures in place 

Substantial High Unlikely Mitigation: 
• Deploy usage of IT- 

system or E-government 
procurement and 
dialogue with MOH, 
accountability institutions 
(Public Procurement 
Agency, Government 
Inspectorate, Competition 
Authority, and 
development partners to 
detect and prevent 
collusion including setting 
up of sanctions system 
for erring suppliers and 
contractors. 

• Project Procurement 
Code of Ethics will be 
established in 
accordance with the 
Governments 
Procurement Law and 
Procurement Regulations 
for ADB Borrowers 
92017)  

• Program Procurement 
Consultants and staff 
shall be required to 
observe and follow the 
established the 
program’s highest 
procurement code of 
ethics and be reminded 
of the Government and 
ADB’s anticorruption 
measures. 
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ANNEX 3:  GENERAL PROJECT PROCUREMENT ENVIRONMENT RISK ASSESSMENT  
 

Criteria Risk 
Assessment 

Comment 

1. Is there a procurement law?  
 

Yes, Low The new Procurement Law was issued 
in 2013. 

2. Are the laws and regulations clear and 
concise? 

Moderate 
 

Each law concerning procurement has 
complex network of 
Decrees and Circulars 

3. What does the law (or regulations 
applicable to procurement) cover? 

Low  
 

Covers all aspects of procedures with 
related templates. 

4. Does the law cover the procurement of 
consulting 
services? 

Yes, Low  

5. Does the law differentiate between 
processes for consulting services and 
Goods/Works? 

Yes, Low 
 

 

6. Does the law require advertisement of all 
procurement opportunities 

Yes, Moderate Advertisement required also under 
Shopping. 
 

7. Are contract awards advertised?  
 

Yes, Moderate  

8. Are there restrictions on goods works and 
services on the basis of origin? 

Yes, Moderate Only national bidders are allowed to 
participate in OCB. 

9. Do the law or relevant legislation and 
regulations provide acceptable provision for 
the participation of state owned 
enterprises? 

No, High  Procurement Law has provisions on 
SOE but limits eligibility criteria to 
state-ownership of shares. 
Independence of Management 
insufficiently accounted for. 

10. Are there restrictions on the nationality 
of bidders and 
consulting firms invited? 

Yes, Moderate Only national bidders are allowed to 
participate in OCB 

11. Are foreign bidders and consultants 
forced to offer 
through or with local partners? 

Yes, Moderate Consultants are required to offer with 
local partners 

12. Is there a domestic preference scheme?  Yes, Moderate Domestic preference is applied under 
ICB for goods and 
works as well as consulting services. 

13. Is there a national standard mandated 
for use for quality 
control purposes? 

Yes, Low 
 

 

14. Are any agencies exempt from the law?  No, Low Procurement Law applies to projects 
funded by States at 
least 30% of the total budget. 

15. Is the default method for procurement 
open competition?  

Yes, Low  

16. Is open procurement easily avoided?  Yes, Low Direct contracting is allowed under 
certain circumstances. 
Procedures and conditions applicable 
to direct contracting 
are more detailed and regulated than 
in previous Procurement Law (2005). 

17. Do the rules and regulations require 
pre-qualification?  

Low Only for complex contracts. 

18. Do the rules and regulations require No, Low  
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Criteria Risk 
Assessment 

Comment 

registration?  
19. Are there systematic procurement 
process audits?  

Yes, Moderate Audit capacity and coverage are 
limited. 

20. Is there a national procurement manual 
or guide?  

Yes, Low Multiple manuals in multiple Circulars. 

21. Do the laws and regulations mandate 
the use of standard documents? 

Yes, Low 
 

As prescribed by the MPI 

22. Have these standard bidding documents 
been approved for use on ADB projects?  

No, Moderate Harmonized standard bidding 
documents for works and goods have 
been agreed to use on ADB projects. 

23. Do the regulations require the collection 
of nationwide statistics on procurement? 

Yes, Low PPA is responsible. 

24. Is consolidated historical procurement 
data available to 
the public? 

No, High  

25. Do the procurement laws and 
regulations contain provisions for dealing 
with misconduct? 

Yes, Moderate Enforcement of laws and regulations is 
weak. 
 

26. Is fraud and corruption in procurement 
regarded as a criminal act? 

Yes, Low 
 

 

27. Have there been prosecutions for fraud 
and corruption?  

Yes, High There are a few high visibility cases. 

28. Is there an alternative disputes 
resolution process 
independent of government and courts? 
 

Yes, Moderate The new Procurement Law (2013) 
states courts are 
responsible for handling disputes in 
accordance with the laws on civil 
proceedings. 

29. Does the law allow for sovereign 
immunity to the EA for claims against it? 

No, Low 
 

 

30. Do the regulations allow for black listing 
(disbarment) of firms and individuals and if 
they do? 

Yes, Low EAs prepare black list and submit to 
Public Procurement Agency (PPA). 

31. Which body oversees procurement?  Moderate PPA at central level, and Department 
of Planning and 
Investment at provincial level. 

32. What powers does the oversight body 
have?  

 Low  The Public Procurement Agency 
(PPA) reports to the Minister of 
Planning and Investment. 

33. Is there a nationwide procurement 
training plan?  

Yes, Moderate Training programs administered by 
PPA focuses only on national laws and 
procedures. 

34. Is there a procurement accreditation or 
professionalization program? 
  

Yes, Moderate Certification is only for national laws 
and procedures; Article 16 of the Viet 
Nam Procurement Law requires all 
individual participating to any 
procurement activities MUST have a 
certificate of practicing on bidding 
procedures from MPI 

35. Are major projects identified within an 
agency’s appropriation or budget? 

Yes, Low  

36. Is the procurement cycle tied to an 
annual budgeting cycle? i.e. can 
procurement activity only commence once a 

Yes, Moderate Expenditures have to be made within 
the fiscal year. 
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Criteria Risk 
Assessment 

Comment 

budget is approved? 
37. Once an appropriation or budget is 
approved will funds be placed with the EA 
or can the EA draw them down at will? 

 Not covered by the assessment 

38. Can an EA draw directly from a loan or 
advance account or will it spend budgeted 
funds with the borrower claiming 
reimbursement? 

 Not covered by the assessment 

39. When an EA is implementing a project 
using funds from the national budget has a 
delay in funding significantly delayed 
procurement? 

 Not covered by the assessment 
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GENDER ACTION PLAN (GAP) MONITORING TABLE 

 
Date of Update:  

 
Project Title:  
Country:  
Project No.: 
Type of Project (Loan/Grant/TA): 
Approval and Timeline:  
Gender Category:  
Mission Leader:   
Project Impact: 
Project Outcome: 

Comments/ Remarks:  
 
Accomplished by :      _________________________________ 
 
Date Accomplished:  _________________________________ 
 

Gender Action Plan 
(GAP Activities, Indicators 

and Targets, Timeframe 
and Responsibility) 

Progress to date (as of 
______) 

(This should include information on 
period of actual implementation, 
sex-disaggregated quantitative 

updates (e.g. number of 
participating women, women 

beneficiaries of services, etc.), and 
qualitative information. However, 

some would be on-going - so 
explain what has happened so far 

towards meeting the target. 

Issues and Challenges 
(Please include reasons why an 

activity was not fully implemented, 
or if targets fall short, or reasons for 

delay, etc., and provide 
recommendations on ways to 

address issues and challenges) 

Output 1: Capacity of human resources for agricultural research improved 

1. Human capacity 
strengthening for female 
scholars: at least 10% of the 
total trainees (55 persons) will 
be women 

Achieved:   
13 out of 55 staff (24%) were 
appointed to study abroad for 
Masters, PhD or postdoctoral 
degrees  

 

2.   

3.  
 

 

Output 2:  
1.   
2.   
3.   

   
Output 3:  
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ˆ˜INDICATIVE LIST OF IT AND MEDICAL EQUIPMENT FOR DISTRICT HEALTH CENTER 

  Types of Equipment 
 Estimated 
Unit Cost 

  
 Unit  

Contract 
Packages per 
Capacity of 

Supplier  
Gia 
Lai 

Phu 
Tho 

Soc 
Trang 

Dak 
Nong 

Tuyen 
Quang 

Quang 
Nam 

Total unit 

Nước sản 
xuất 

I Dung cu phong dich - 
Outbreak prevention 
equipment 

                    

1 Máy phun diệt côn trùng 
Residual sprayer: 

                
6,000,000  

 Chiếc  Việt Nam  10 4 2 2 2   20 

2 Máy phun ULV 
ULV sprayer: 

              
25,000,000  

 Chiếc   Stihl -Đức -
Brazil 

10 4 8 0 4   26 

3 Bộ lấy mẫu và vận chuyển 
Sampling and transportation kit 

              
10,000,000  

 Bộ  Việt Nam  4 4 4 4 2   18 

II Thiet bi - Equipment                   0 

1 Máy Xét nghiệm HbAlC tự động 
Automatic HbAlC analyzer 

              
60,000,000  

 Chiếc  Hàn Quốc 2 2 2 2 2   10 

2 Máy xét nghiệm sinh hóa máu 
tự động 
Automatic Chemistry analyzer 

            
720,000,000  

 Chiếc  Teco-Mỹ 2 2 2 2 2   10 

3 Máy xét nghiệm huyết học tự 
động  
Automatic hematology analyser 

            
400,000,000  

 Chiếc  Sysmex -Nhật 2 2 2 2 2   10 

4  Máy xét nghiêm nước tiểu tự 
động  
Automaic Urine analyser 

              
25,000,000  

 Chiếc  Mission 120 -
Acon Mỹ 

2 2 2 2 2   10 

5 Máy siêu  âm màu 4D 
Ultrasound System 

          
1,500,000,000  

 Chiếc  Hitachi-Aloka 
Nhật 

2 2 2 2 2   10 

6 Máy siêu âm trắng đen xe đẩy  
Black and white Ultrasound 
System: 

            
550,000,000  

 Chiếc  Hitachi-Aloka 
Nhật 

2 2 2 0 2   8 

7 Máy sấy đồ vải 34 kg  
Cloth and linen dryer 

            
350,000,000  

 Chiếc  UT075 Unimac 
-Mỹ 

2 2 2 2 2   10 
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  Types of Equipment 
 Estimated 
Unit Cost 

  
 Unit  

Contract 
Packages per 
Capacity of 

Supplier  
Gia 
Lai 

Phu 
Tho 

Soc 
Trang 

Dak 
Nong 

Tuyen 
Quang 

Quang 
Nam 

Total unit 

Nước sản 
xuất 

8 Máy trợ thở 
Ventilator for Adult and Child: 

            
700,000,000  

 Chiếc  E360 Newport 
-Covidien 

2 2 2 2 2   10 

9 Máy gây mê 
Anesthesia machine 

            
240,000,000  

 Chiếc  Sanko(Shin-El) 
Nhật 

2 2 2 2 2   10 

10  Hệ thống CR không có máy XQ  
Digital X - ray facilities 

            
800,000,000  

 Chiếc  Fuji -Nhật 2 2 2 1 2   9 

11 Máy khử rung shock điện ngoài 
lồng ngực 
Heart Electric Shock equipment 

            
280,000,000  

 Chiếc  Nihon -Kohden 
Nhật 

2 2 2 2 2   10 

12 Máy nội soi Tai mũi họng 
Ear and nose diagnostic set 

            
198,000,000  

 Chiếc  Medone 
Innotech -Hàn 
Quốc 

2 2 2 2 2   10 

13 Máy phá rung tim và tạo nhịp 
Defibrillator with Pacemaker 

            
280,000,000  

 Chiếc  Nihon -Kohden 
Nhật 

2 2 2 2 2   10 

14 Monitor 6 thông số theo dõi 
bệnh nhân 
Monitor 6 parameters 

            
190,000,000  

 Chiếc  Nihon -Kohden 
Nhật 

2 2 10 2 8   24 

15 Nồi hấp tiệt trùng 50 lít  
Autoclave 50L 

              
85,000,000  

 Chiếc  Sturdy- Đài 
Loan 

2 2 2 2 4   12 

16 Tủ ấm  
Incubator  

              
60,000,000  

 Chiếc  Memmert -Đức 2 2 2 2 4   12 

17 Máy thử đường huyết 
Blood glucose meter: 

                
2,000,000  

 Chiếc  B/Braun -Đức 2 2 4 0 10   18 

18 Máy giặt công nghiệp 38 kg  
Washing machine: 

            
600,000,000  

 Chiếc  UCL060 
Unimac -Mỹ 

2 2 2 0 2   8 

19 May kham chua rang 
Dental chair and equipment  (eg. 
SELENE) 

              
98,000,000  

 Chiếc  Hager -Trung 
Quốc 

2 2 2 0 2   8 

20 Bộ dụng cụ khám điều trị răng  
Dental instrument set 

                
3,000,000  

 Bộ  Prime -
Pakistan 

2 2 4 0 4   12 
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  Types of Equipment 
 Estimated 
Unit Cost 

  
 Unit  

Contract 
Packages per 
Capacity of 

Supplier  
Gia 
Lai 

Phu 
Tho 

Soc 
Trang 

Dak 
Nong 

Tuyen 
Quang 

Quang 
Nam 

Total unit 

Nước sản 
xuất 

21 Bo dung cu phau thuat rang 
Dental surgery Intrument Set 

                
8,000,000  

 Bộ  Prime -
Pakistan 

2 2 2 1 2   9 

22 Dụng cụ đo độ bão hòa oxy đầu 
ngón tay 
Tool to measure the oxygen 
saturated of finger tips 

                
3,000,000  

 Chiếc  Acare-Đài 
Loan  

2 2 4 4 6   18 

23 Máy thăm dò chức năng hô hấp 
Respiratory function testing 
machine 

            
150,000,000  

 Chiếc  Sibel-Tây Ban 
Nha 

2 2 2 4 2   12 

24 Dụng cụ đo lưu lượng đỉnh  
Peak flow measuring equipment 
(blood flow) 

                
3,500,000  

 Chiếc  Care Fusion -
Đức 

2 2 2 4 2   12 

25 Máy nội soi cổ tử cung cho phụ 
nữ 

            
180,000,000  

 Chiếc  Sometech-Hàn 
Quốc 

2 2 2 2 2   10 

26 Thiết bị công nghệ thông tin (Bộ 
máy vi tính, máy in+máy scan, 
Hub…) 

 60.000.000  
 Bộ  Việt Nam + 

Nhật + Trung 
Quốc 

2 2 2 10 2   18 

27 Thiết bị truyền thông: laptop, 
projector, screen  

              
50,000,000  

 Bộ   Nhật + Trung 
Quốc+Mỹ  

2 2 2 4 2   12 

 


