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Executive Summary

The World Health Organization (WHO) has been wagkimith the Government and
development partners in Viet Nam for more than &8ry and has played a critical role in
disease control and prevention for decades. Tlyar@zation has been at the forefront of
numerous public health efforts, assisting the Gowvent in the elimination of
poliomyelitis and neonatal tetanus, devising styiate to combat public health threats,
and setting standards for various public healthassincluding maternal and child health.
While Viet Nam’s health indices have improved sahstlly in recent years, the country
is now facing a host of relatively new health peybs, including rising incidences of
noncommunicable or lifestyle-related diseases, sutalating HIV/AIDS epidemic and
newly emerging diseases. These challenges regul@ss-fragmented health system with
better strategies, stronger management and moetegt leadership and greater
resources to cope effectively and efficiently watirrent demands.

The overall goal of WHO in Viet Nam is to improveethealth of the country’s people by
supporting health development. The first WHO Cop@ooperation Strategy (CCS) for
Viet Nam, covering the period from 2003 to 2006,swaitiated in 2002 and was
developed as a broad framework for cooperation é&twthe Organization and Viet
Nam. With the WHO CCS 2003-2006 successfully imm@#ated, that framework needs
to be updated and adapted to future challengeshbdtealth sector may face.

The WHO CCS for Viet Nam for 2007-2011, describedhis document, articulates the
commitment of WHO to health development and defithespriorities for WHO'’s work
with the Government from 2007 to 2011. The keyeotiye is to enable WHO to work
towards its goal of improving health in Viet Nam I&ffectively assisting in the
development of a pro-poor and decentralized hesjisiem that is equitable, fair,
responsive and quality-focused. The CCS also septs WHO's intention to translate
the ‘One WHO'’ principle into practice in Viet Nankurther, WHO and UN partners are
strengthening their collaboration to ensure cohteltdh support to health development in
Viet Nam.

The CCS is built on the principles of equity, fass and good governance and is based
on a systematic assessment of the country’s hea#tdls and aspirations, on WHQO’s own
corporate policy and priorities, and on the suppod actions of other partners in health
within the country. It represents a medium-teriabmrative strategy for strengthening
the health sector and aims to achieve a plannedpergtessive shift towards a more
strategic role for WHO in terms of both what it do@nd how it does it, taking into
account the roles and functions of other membetkeobroader health partnership.

WHQO'’s strategic direction in Viet Nam will focus @ix priority areas (or ‘clusters’): (1)
health policy, legislation and system developme(2) communicable disease
surveillance, prevention and control; (3) promotajra healthy environment and healthy



lifestyles and prevention of noncommunicable diseaét) family and community health
and nutrition; (5) HIV/AIDS, and tuberculosis; af@) partnerships and coordination.

In implementing these six priority areas, WHO wlhy more attention to advocacy,
policy development, norms and standards settingyitming and information-sharing,
while support for routine implementation will bertailed substantially. The CCS will
guide more detailed programming of available resesiras well as the assessment large
programme areas, on a biennial basis. Programmaesdve become self-sustaining (no
longer require support from WHO) will be phased, altowing the Organization to
support new programme areas and deal with emelgpadth issues. WHO'’s key asset
and strength is its technical resources and itétyalbkdb mobilize technical support from
others. Over time, technical resources will beaedbed on areas of strategic importance
for WHO and Viet Nam, and essential for the attanbof the country’s health goals.
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Section 1: Introduction

The World Health Organization (WHO) Country Coopienra Strategy (CCS) for Viet
Nam outlines the strategic framework within whichH® will collaborate with the
people and Government of Viet Nam over the perioanf 2007 to 2011. The CCS is
based on a systematic assessment of the countegkhhneeds and aspirations, on
WHO'’s own corporate policy and priorities, and dre tsupport and actions of other
partners in health within Viet Nam. The Strategynsito achieve a planned and
progressive shift towards a more strategic roléN®fO in terms of both what it does and
how it does it, taking into account the roles andctions of other members of the
broader health partnership in Viet Nam.

Until the end of the 1980s, the Government of Wetm financed and provided free

health care services to the population. The ecanonsis of 1986 caused the launch the
doi moi (reforms) in an attempt to transform the countmynira state-controlled to a

market economy. In the health sector, wide-rangaiigrms were introduced in 1989. A

number of market-oriented measures, including oksarges, private sector provision and
liberalization of the production and sale of pharmadicals, were implemented. The
impacts of these reforms are still affecting thaltiesystem today.

The doi moi renewal process is generally recognized as havaiged to improve the
well-being of Viet Nam'’s population by substantyaleducing poverty and increasing per
capita GDP growth to an average of more than 7% goeum in the past decade.
Nonetheless, Viet Nam remains among Asia’s lowdneocountries, with many
inequalities, including growing health disparitiestween urban and rural, rich and poor,
and different geographical areas.

Assuming that the current economic growth rate iooes, Viet Nam is expected to
move to middle-income status by 2010 to 2012. Whilsimpact on the level of financial
aid available to the country from donors and wldoachange the nature of support
required from WHO in the future.

Background and justification for formulation of the WHO Country Cooperation
Strategy (CCS)

The World Health Organization is the United Nat®specialized agency for health. It
has been working side by side with the Governmeut @gevelopment partners in Viet
Nam for more than 50 years. It has played a alitole in disease control and
prevention for decades, including the battle taleate poliomyelitis. In 2000, Viet Nam

was declared polio-free. In 2003, WHO collaboratadcessfully with the Government
and other partners to contain the outbreak of geaeute respiratory syndrome (SARS),
and has also worked closely with the Government atigtr partners in efforts to

successfully prevent and control the spread ofHighly pathogenic avian influenza
(H5N1) since its first outbreak in December 2003.



In addition, WHO has been at the forefront of numoer public health efforts in Viet
Nam, assisting the Government in the eliminatiomednatal tetanus, devising strategies
to combat public health threats, and setting stasdéor various public health issues,
including maternal and child health. Its suppagtpled to shape the country’s highly
successful malaria programme, which resulted i10% @rop in deaths from the disease
in the space of five years. Additional WHO-ledastigies have led to the almost
complete elimination of leprosy in Viet Nam.

Viet Nam’s health indices have improved substalytied recent years, although it has
had to face a host of relatively new health prolslesuch as avian influenza, which
remains a serious public health threat to the eguither new challenges to the health
sector include: rising incidences of noncommunieabid lifestyle-related diseases, such
as tobacco-related diseases and road accidentsesttedating HIV/AIDS epidemic,
coupled with the simultaneous rise in tuberculosig] the emergence of diseases such as
dengue and lymphatic filariasis. These new chadlengquire a less fragmented health
system with better strategies and more resouregsdm be mobilized to cope effectively
and efficiently with current demands.

The first WHO CCS in Viet Nam, covering the perfoaim 2003 to 2006, was initiated in
2002. It was developed as a broad framework fopeoation between WHO and Viet
Nam. The document clearly articulated the WHO’mpotment to health development
and equity in health, and its intention to trareslthe WHO corporate strategy into
practice in Viet Nam. With the WHO CCS 2003-20Qgcessfully implemented, it is
necessary that it remain updated and relevantttoeichallenges that the health sector
may face.

The new CCS for Viet Nam, built on the principles equity, fairness and good
governance, represents a medium-term collaboratragegy for strengthening the health
sector. It spells out the principles and value¥WO in its commitment to support the
improvement of the health sector as a whole andahakzation of the right to health for
all Vietnamese people. Furthermore, it definesptherities for WHO’s work from 2007
to 2011 and serves as the fundamental guiding desturior the development of the
Organization’s technical programmes in the country.

The renewed CCS is based on the following prinsipliecooperation that guide WHO’s
work in and with Viet Nam:

(1) More selective, focusing on upstream policy develept and priority areas of
work.

(2) More strategic, with WHO playing the role of poliaglvisor and broker.

(3) More responsive to global, regional and countrydsesnd priorities in line with
WHQO's core functions and Viet Nam’s health sectanp.



(4) Stronger linkage between health actions and resluaif poverty, vulnerability
and gender inequality.

(5) A stronger catalytic role in health interventionsdabetter measures of WHO's
performance.

This document has been prepared by WHO staff italsotation with the Ministry of
Health and the Ministry of Planning and Investmdnthas undergone extensive peer
review by major development partners and has bkeenstibject of wide consultation
between the WHO Country Office in Viet Nam and WelO Western Pacific Regional
Office.



Section 2: Country Health and Development Challengs
General social and economic determinants

Viet Nam encompasses an area of 329 247 squarmmdtiles and is administratively
divided into 64 provinces, including centrally admsiered cities subdivided into 659
districts/precincts then 10 732 communes/wardse ddpulation of 83.1 million (2004)
is growing at a rate of 1.4% per annum but, assaltref past high fertility rates, the
current population structure is relatively younghwnearly 55% under the age of 25
years. Eighty-seven per cent of the total popoebielongs to the Kinh ethnic group; the
remainder belonging to 53 other ethnic groups ewadt mostly in remote and
mountainous areas. Although urban growth has as&@ significantly in recent years,
most of the population remains rural, with just2?8.residing in urban areas. Literacy is
high, at over 93%.

Over the past decade, the country’s economy hagrgrapidly, at an average of 7% per
year since 2000. If this level of economic growtintinues, Viet Nam is expected to be
reclassified as a middle-income country by 2010220According to the World Bank,
Viet Nam is one of the best examples of succegsfuérty reduction. The percentage of
poor households declined by over two-thirds betwkE¥31 and 2000 mainly as a result of
the economic reform policy. Although per capita GB&s US$ 722 in 2006 and poverty
is still significant (the percentage of poor housldl below the new poverty standard set
in 2006 is 199%), the human development index (HDI) has contintoeidicrease over the
past ten years. In 2006, Viet Nam was ranked 1690L77 nations on the HDI (0.709)
compared with 120 out of 177 in 1990 (HDI: 0.618hijle its per capita GDP was ranked
118". The HDI improvements demonstrate significant pesg in education, health care
and living standards — a level better than manyntiees with similar or even higher
levels of income. On the gender-related developmedex which accounts for
inequalities between men and women, however, VahNanked 80 out of 136 nations.
While the Government is firmly committed to the jpration of gender equality and the
advancement of women, many persisting traditionactices and attitudes prevent
Vietnamese women from enjoying equal rights andthetatus.

The benefits of economic growth have not been gveistributed throughout society. In
2002-2003, per capita income in urban areas wasr2e® greater than that in rural areas,
the income of the highest income quintile was &% greater than that of the lowest
income quintile, the average expenditure per heagrlban areas was 2.2 times greater
than that of rural areas, and the expenditure efhilghest quintile was 4.5 times more
than that of the lowest income quintfle.

! UNDP 2006 Human Development Report

2 Report by Prime Minister Nguyen Tan Dung at th& $&ssion of the XI Legislature of the National
Assembly. http://www.cpv.org.vn/details.asp?id=B3A038972

3 UNDP 2006 Human Development Report

* Téng auc Thing ké (2006)Pgng thai va thre trang kinh € x& hsi 2001-2005NXB Tong Gac Thing Ke,
Ha Noi



Health situation

Health in Viet Nam has improved rapidly in receagss (see Table 1).

Table 1: Trends in key demographic and health indiators

Indicator 1995 2000 2005
Life expectancy at birth 65y 67.8y 71.3y
Crude death rate (per 1000 population) 6.0 5.6 53
Crude birth rate (per 1000 population) 22 20.5 18.6
Infant mortality rate (per 1000 live births) 45.1 6.3 17.8
Under-five mortality rate (per 1000 live births) .61 42 27.5
Maternal mortality ratio (per 100 000 live births) 110 95 80
Malnutrition rate among under-five children 44.99 3.8% 25.2%

Source: Health Statistics Year Book 1995, 2000 52@fxerpolation method was applied).

The increased life expectancy due to low birth dedth rates indicates that Viet Nam
has entered the third stage of demographic transitiThis transition, combined with
rapid socioeconomic development and acceleratibgnization, has contributed to major
changes in the country’s epidemiological patternghere are, however, considerable
variations across the country and between sexes.ekample, the under-one infant
mortality rate ranges from 33.9 to 10.6 per 1006 hirths among provincésyhile the
under-five infant mortality rate is 34 per 1000€libirths for girls compared to 31 per
1000 live births for boys (2002).

The overall incidence of communicable disease h#snf in recent decades; however
there has been a significant increase over thethady years in the proportion of

morbidity and mortality due to noncommunicable di&gs and injuries/accidents (Table
2). Viet Nam thus faces a "double burden" of comitable and noncommunicable
disease. In addition, 25% of children under the @itfive years are still malnourished.

Table 2: Morbidity and mortality trends, 1976-2005

Type ofdisease 1976 1986 1996 2005
Morbidity | Mortality | Morbidity | Mortality | Morbidity | Mortality | Morbidity | Mortality

Communicable 55.50% 53.06% 59.20% 52.10% 37.63% 1398, 25.18% 16.53%

Noncommunicable ;> s506| 447194  39.009  41.8% 50.02%  43.68%  62.16% 1484

Accidents,

intoxication, 1.84%| 2.23%| 1.80%| 6.10%| 12.35%| 23.2%| 12.65%| 22.33%

injuries

Source: Health Statistics Year Book 1995, 20005200

® Child Survival Profile, WHO and Unicef (2007)
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Communicable diseases

Acute respiratory infections, parasitic diseasésridoea and gastroenteritis of presumed
infectious origin were among the leading causesomimunicable disease morbidity in
2004, while pneumonia, respiratory tuberculosis bid/AIDS have been among the
leading causes of mortality in more recent yearxsuté respiratory infections, diarrhoea
and parasitic infections have remained the mostnecomchildhood diseases. Diseases
such as dengue fever and Japanese encephalitis dm&sged in recent years and
continue to increase in incidence.

Tuberculosis remains a major public health probl®iiet Nam ranks 13 out of the 22
countries with the highest Tuberculosis (TB) burdahthough TB has been a national
priority for more than 10 years and targets for %00OTS coverage and for case
detection and cure have been met for the last feavsy an average of more than 55 000
new respiratory TB patients and at least 14 000 newrespiratory cases have been
reported each year for the last five years. Thaaich of the National TB Programme has
been mitigated by the rapid spread of HIV sincedahdy 1990s; HIV/AIDS sentinel data
show that 4.3% of TB patients were HIV-positive204.

In 2005, an estimated 260 000 people were livinthwllV, a 12-fold increase since
1995, although the annual incidence of HIV notifieas in 2005 was 13 731, somewhat
less than the peak of 16 980 in 2003. The estuonBil® prevalence among injecting
drug users and female sex workers is 33% and 3re%pectively. The average
prevalence among pregnant women increased tweldesfam 0.03% in 1994 to 0.37%
in 2005, exceeding 1% in a number of provinces.e Mked for care and treatment of
HIV/AIDS patients has already become a challengkiarset to increase in the coming
years. Approximately 42 000 people living with HIM 2006 were in need of
antiretroviral treatment, but only 8500 had acdess and it is projected that the number
in need of the treatment will increase rapidlyhie next few years . Widespread stigma
and discrimination against people living with Hiicluding from the health care setting,
prevent (potential) patients from accessing prewardnd treatment, but the government
has demonstrated an increasing interest in configthis problem.

Recent years have seen the appearance of newhgiagenfectious diseases. SARS
was detected in its early stages in Viet Nam, bas wapidly controlled and mortality

remained relatively low, with only five deaths @mit63 cases. Highly pathogenic avian
influenza (H5N1) was first recognized in late 2083d has subsequently caused five
waves of extensive outbreak in poultry. Most pno@s have been affected, resulting in
the culling of millions of poultry. The H5N1 virus also able to occasionally cause
serious infection in humans, posing a risk for & m#luenza pandemic. The experience
of SARS and the ongoing threat of avian influenizgnlight the need for both short-term

and long-term prevention and control measures mbab emerging infectious diseases,
including the strengthening of technical capacity both human and animal health
sectors.

The extended immunization programme in Viet Nantassidered a successful child
health intervention that has resulted in large cédus in the rates of vaccine-preventable

11



diseases, the eradication of polio and the gradlimination of newborn tetanus. Since
2001, the immunization coverage rate has increfieet89.7% to 95.2%, although there
are still some areas with lower coverage that rspedific attention.

Malaria control in Viet Nam in the last decade faso been extremely successful.
Malaria cases and deaths have dropped by 60% &adr@gpectively, since 1996. Many
localities have reported no malaria cases for &lsé few years. Only 18 malaria deaths
were reported in 2005, and less than 10 for tist §ix months of 2006. However, the
country is also highly endemic for several ‘negielctdiseases’, such as lymphatic
filariasis, fascioliasis, paragonimiasis and smhtmitted helminthiasis, which affects
over 70% of school children and is known to resulpoor growth, reduced physical

activity and impaired learning ability.

Noncommunicable diseases (NCD) and injuries

Increasing household income has changed dietaryeatidg habits, changing lifestyles
have resulted in increasing physical inactivityrtigalarly in urban areas, and increasing
environmental contamination is causing various thehbzards. These factors have all
played an important role in the alarming increaseN&D, including injuries and
poisonings, as illustrated in Table 2. Men areariikely than women to be affected by
NCD, and more likely to suffer from accidents ojuites® This is reflected a lower life
expectancy for men: 69 years in 2005, compared tgears for women.

Of all of the changes in morbidity and mortalitgetincrease in injuries and deaths from
traffic accidents is the most significant (5897 ttilsaoccurred in 1994 from road traffic

accidents compared with 12 230 in 2004), primaaffecting adolescents and young
adults. Traffic accidents are among the most comam@hmost serious type of accident,
and have increased steadily in the last ten years.

The Government is well aware of the rising tremrdNCCD and the growing number of

deaths and injuries due to causes such as traffidents, alcoholism and occupational
hazards, and has initiated four major NCD programri@ese focus on controlling and
preventing diabetes cancer, cardiovascular diseasdsmental disorders. However,
resources for such programmes are limited, witte liexternal funding, and the current
national programmes tend to be treatment-orientather than prevention- and

community-focused. Being chronic, these disease®®pensive to treat. As resources
are limited, a public-health and prevention-orient@pproach would be more cost-
effective and appropriate.

Various types of legislation for preventing or méting the impact of traffic and other
types of accident already exist in Viet Nam. Hoemwvtheir enforcement is weak,
leading to widespread non-compliance with safetasnees such as wearing helmets on
motorcycles, observing traffic lights and usingtpobive gear on certain jobs. Moreover,
the law on alcohol consumption and sales needs dodéveloped in a more
comprehensive manner.

® Vietnam Health Report 2006 (draft), table 2.4 page
"World Health Statistics 2007, WHO
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Health system

Health financing

The Viethnamese health financing system is charaetrby low total expenditure on
health and a low proportion of total health expamei from public sources (see Table 3).
By the end of 2006, social health insurance (adstened by the Viet Nam Social
Security Agency) covered 41.2% of the populatiamd ghe annual expenditure of this
scheme is currently 50% more than the funds availab pay for health services.
Revenues collected from private enterprises (engosognd employees) are limited since
their compliance is low and their participationnist stable. Increasing coverage of the
social health insurance scheme will be difficuliadarge proportion of those not covered
are in the informal sector.

Table 3: Health finance indicators for 2003

Total health expenditure (THE) (per capita per year) US$ 26
Total health expenditure as % of GDP 5.2%
(estimated 5.6% in 2006)

Public sources of health financingas % of THE, of which: 30%
- government budget 22.5%
- social health insurance 4.8%
- Overseas Development Assistance (ODA) 2.7%

spent on: prevention 31%; curative 63%; administea%

Private health expenditure: out-of-pocket paymentg% of THE), 64%

paid to: - public providers 7.7%
- private providers 11.5%
- pharmaceuticals 44.8%

Other private health expenditure (% THE), including private health 6%

insurance, NGOs, voluntary payments

Large out-of-pocket payments account for the getapmart (64%) of total health
expenditure, and 70% of this (equal to almost 45%otal health expenditure) is for
pharmaceuticals. This level of out-of-pocket exgprme resulted in 8.2% of households
facing catastrophic expenditure in 2004.The continuing expansion of the health
infrastructure network, including increasing levefssophisticated equipment (primarily
for curative health services), the fee-for-servpayment system, and a lack of cost
controls have resulted in a rapid increase in heasts’ Rising incomes have increased
demand for services, also contributing to a sigaiit increase in total health expenditure
(average annual household expenditure for health WD 476 580 in 1992-93 and
VND 1 322 020 in 2004, equivalent to 6.9% and 6.2%ctotal household average
expenditure).

8 Tran Tuan va Cong Su (200840 cao nghiénd#u ch' s CATA vat Ié hé gia dinh nghéadi do chi phi
kham clira bénh ¢ Viét Nam quadiéu tra mic ssng dan @ ¢ Viét Nam giaidoan 1993-2004. B4o caait
Hgi nghi Tai chinh Y d, do T chic Y € thé gisi va Ban Khoa gido Trungong © chic tzi Hai Phong
19/12/2006.

° See, for example, Sepehri at al. 20@&nalizing patients and rewarding providers: usbages and health care
utilization in Viet Nam
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Health service provision

Viet Nam’s health system retains its socialist asith the state health system playing a
key role in health service provision. Servicesaekvered by both private providers and

an extensive public network of village health wagkecommune health stations, inter-

communal polyclinics, district hospitals, distripteventive health centres, provincial

hospitals, and regional, central and specialispitals. Planning and management of the
public network involves the national Ministry of &léh, provincial departments of health

and district health offices, which are responsiblevillage health workers and commune

health stations.

The 1056 public hospitals provide 17.24 beds pel0QO residents and deliver most
inpatient care; the 49 private hospitals providéy dn48 beds per 10 000 residents.
Central-level public hospitals are overcrowdedhvah occupancy rate of 116% in 2002,
compared with 98% for provincial hospitals and 8%86 district hospitals. This is
largely due to patients bypassing lower levelsaseqwhen they have the resources to do
S0) as there is a degree of distrust in the quafitservices, particularly at district level.
Evidence on quality standards is limited, but wydstknowledged to need improvement.
In 2004, only 75% of cases referred to central halspby district and provincial clinics
and only 59% of patients referred to clinics at ffrevincial level were diagnosed
correctly’® Inequities are evident in the inpatient admissate and the average length of
hospital stay, both of which are nearly twice aghhior the highest quintile compared
with the lowest? During Viet Nam’s accession to the World Tradegy@nization, which
occurred in January 2007, the country made commitsn® open the health sector to
foreign direct investment; however there are ridled such investments will serve only
the wealthier groups unless adequate protectivesunea are taken by the Government.

A significant volume of outpatient services arevpded by private hospitals and the
30 000 private general practitioner clinics. Thisra serious imbalance in the distribution
of private practitioners, with a higher concentratin areas with higher living standards.
There are also many private practitioners withacgrises, and up to 70% of private
clinics are run by doctors who also work in pulblealth clinics.

Recent decrees (2002 and 2066)ave granted autonomy to public health service
providers, although this has yet to be substaptiaffected. In 2003, Decree 43 made
institutions responsible for raising revenue thdwese Certain entities will, however,
continue to receive partial, if not full subsidypfn the Government. Nonetheless, there
are still services, such as mental health, thatpaly resourced and have a serious
shortage of trained personnel.

19 According to report of the Therapy Department, istity of Heath, at the Conference held in 2003 on
Professional guidance provided to clinics of lovige by higher line hospitals

1 world Bank.Viet Nam - Growing Healthy: A Review of Viet Namsalth Sectar Report No. 22210-VN.
Document of the World Bank, June 29, 2001.

2 Decree No 10/2002/ND-CP; Decree No 43/2006/ND-CP
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Pharmaceutical sector

Self-medication is currently the most common resgoto the need for care; two-thirds
of health service contacts are with drug vendorg] 83% of these are without a
prescription:> Moreover, drugs are frequently dispensed by ulifipdastaff. In general,
pharmaceuticals are consumed inappropriately, iadeguate doses, and without
sufficient information on product use and safetlrescription medicines are equally
problematic: public providers are under pressurgetoerate additional revenues which,
combined with the current payment mechanisms (iee=r and fee-for-service insurance
reimbursements), encourages over-prescription Vittle concern for appropriateness
and effectiveness. Since there is no informatiostesy that documents drug-related
morbidity and mortality, health care workers areela held accountable for medical
accident or errors in drug prescription and adnviai®n. Counterfeit and unsafe
medicines are also an issue, as is the presenitegal pharmaceuticals and chemicals in
natural and processed foods.

Blood services

There is an almost 50% shortage in the supply aadeaiof blood and blood components
(e.g. plasma, red cells, platelets) across Viet Natre amount given by donation and the
number of volunteer, unpaid donors need to be asa@@. In major cities, over 50% of
blood is collected from volunteer, unpaid donong, ib the provinces, unpaid donations
often account for only 10%, the remainder beingptad by paid or replacement

(family) donors.

Across the country as a whole, the blood transfuservices are fragmented and there is
no national governing body or structure, although National Institute for Haematology
and Blood Transfusion provides technical adviceht Ministry of Health. There is a
loosely-connected network of regional blood centezch of which provides products
and services within its own area and, via provineaspital blood banks, to neighbouring
provinces. Many rural provinces, however, are net supported by regional blood
centres.

Health workforce

The human resource situation in Viet Nam is complex2006, there were six doctors
per 10 000 population, a higher ratio than in mamngdle-income countries. In contrast,
the ratio of nurses to doctors (1.7) is low. The&sealso a shortage of specialists
(particularly family physicians, psychiatrists, exgency medicine specialists and
geriatricians), other health professionals (such @dlege-trained pharmacists,
rehabilitation workers and public health workensyl arained managers. Many vacancies
exist in rural and remote areas, where it is dlilicult to attract and retain staff and
migration from rural to urban settings is commofffictal salaries are low, and hospital
rewards are dependent upon the revenues collecteduser fees. One key weakness of
the current human resource system is the regulafidrealth professionals — there are
no regulatory licensing councils and the healthfggsional associations are fragmented

13 Lieberman S, et aDecentralizing Health: Lessons from Indonesia, Phéippines and Viet Nanuniversity of The
Philippines, 2004
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and do not have strong roles in either continuidgication or setting professional
standards.

Various efforts have been made to improve the exleg and quality of the education and
training given to health workers, including revisiand standardization of curricula,
teacher training in active teaching and learninghmdologies, use of assessment tools,
and development of guidelines and learning ressurbtore recently, private training
institutions have been established to meet the sabjextives. However these remain
unaccredited as there is currently no system forealiting private medical training from
a health perspective.

Regulatory enforcement

‘Inspection’ is the principle mechanism used to ftmnand enforce a wide range of
policies including: checking of prices at all phaceutical vendors; food hygiene and
safety; inspection/licensing of all facilities prding curative care, medical equipment
and vaccine quality control; investigation of com&un complaints; and prevention of
corruption. This wide range of functions is cadr@ut by 230 full-time health inspectors,
1000 part-time inspectors with expertise in speafieas, and 30 personnel at the central
level. Health inspectors are prohibited from emgggn private practice, but receive
only 25% more than the standard public salary, tergasignificant difficulties in
attracting and retaining staff at the central araymcial levels.

Health information systems development and manageme

Although there is a reasonable quantity of headtfa ¢h Viet Nam, the health sector lacks
quality, evidence-based information. The systerat trecords and reports routine
information for all state health facilities is litad, and there is no mechanism to collect
health information from the private sector. Cooatfion of information collection and
sharing between Ministry of Health’s health infotroa unit and various national health
programmes is not adequate, and has resulted itpleulverlapping sets of indicators,
each with their own separate reporting systems.

Attempts to overhaul the outdated health infornratsystem have been unsuccessful,
partly because there have been many new designsp#wmid initiatives that have
sometimes run for many years without being objetyivevaluated and revised, nor
expanded to other locations. Major financial aechhical investment from both public
and private sectors need to be made in the nextyieavs to develop an effective,
comprehensive and efficient health information syst

Disaster preparedness and response

Viet Nam maintains a well-developed natural disastsponse mechanism that is over
300 years old. However, the system needs to ddapw and evolving threats to public
health and safety. A centralized command systemss needed, as responsibility is
currently spread across many offices and unitdy witerlaps, gaps, poor oversight and
weak coordination.
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In terms of morbidity and mortality from disastensajor transport accidents, urban fires
and toxic industrial spills are now much more digant in Viet Nam than natural
hazards, which are largely water-related: floodgwudhts and storms. While there is
sufficient knowledge about the impact of hazardelesnents on agriculture and water-
resource management systems, little is known atimumedium- and long-term health
effects of recurrent exposure to droughts and #omdabout the specific health service
needs of communities frequently exposed to sualralahazards.
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Section 3: Development Assistance and PartnershiprfHealth
Levels of development assistance

Across all sectors, Viet Nam is one of the top tecipients of overseas development
assistance (ODA) in the world. Between 1993 an@®620the country received

commitments of US$ 37 billion (more than US$ 3.Mdy was pledged in 2006 alone),

of which US$ 16 billion was actually disburs€dHowever, this is likely to change when
GDP reaches US$ 1000 per capita, predicted to comumd 2010 if current economic
growth rates continue, and Viet Nam graduates wdiatincome country status. ODA

currently represents on average about 4.5% of GBDWP lass than 12% of the total

government budget; 80% of all ODA is in the formadns.

The annual level of ODA provided to the health gegtas US$ 86.86 million in 2004,
US$ 142.52 million in 2005 and US$ 219.24 millien2008° roughly one-tenth of the
size of the State budget contribution to the heathtor® ODA contributions were
made by 42 development partners, with several gegtoontributing more than US$ 10
million in total over that three-year period, inding the Asian Development Bank, the
European Commission, the Governments of Germamgutih GTZ and KfW"), Japan
(including its development agencies), Spain, thé&ddnStates as well as WHO and the
World Bank (through the International Developmesséciation (IDA). Almost all of the
other development partners individually contribuéédeast US$ 1 million over the three-
year period. WHO provides the largest contributiorthe health sector from the United
Nations agencies: US$ 5.3 million in 2004, US$aiion in 2005 and US$ 9.5 million
in 2006 However it is difficult to measure the exact ambof aid provided to the
whole health sector because money channeled tonaétand international NGOs —
which play an important role in service provisiors-not always recorded.

Most health sector ODA is invested in five majoeas: basic health care (19.3% of the
total financial contributions over the three-yearipd from 2004 to 2006), infectious
disease control (25.8%), medical services (11.0%J &asic health infrastructure
(17.4%). Much of the last category is providedtigh development loans, which have
so far mainly been used for buildings and equipmenib addition, both medical
education/training and health education have receisubstantial amounts of funding
over the past three years (7.1% and 8.9%, respdgtiv However, little has been
invested in noncommunicable diseases, which coatiouise rapidly in Viet Nam. The
lack of investment in this area has arisen in gamdugh a misunderstanding by many
development partners that noncommunicable diseasesonly a problem in rich

1 Tran Manh Cuong, Vice Director Foreign Economigld@ions Department, Ministry of Planning and
Investment (MPI). Powerpoint presentation to HeRlgntnership Group, Hanoi, January 2007.

!5 Data from the Development Aid Database (DAD) & Ministry of Planning and Investment

18 Draft Viet Nam Health Report 2006. Medical Pubiigy House 2007. (Comparison is based on figures
from 2004, figures for subsequent years are noayatilable.)

' GTZ is Germany's development agency, KfW is Gerytsasievelopment bank.

18 These figures exclude contributions to WHO forcifie projects funded by development partners, Wwhic
are counted as contributions from those developiparibers.
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countries or among wealthier population groups. il@nhy, contributions towards
nutrition activities remain small despite high |lesvef malnutrition among children and
women in Viet Nam.

In addition, a number of global and regional heatiiatives have started to provide
resources to Viet Nam. These include GAVI, whiah provide over US$ 14 million for
health systems strengthening between 2007-11; tbbaGFund to Fight HIV/AIDS,
Tuberculosis and Malaria, which has awarded fivanty totaling more than $84.2
million; PEPFAR; the Global Alliance for Health Wdorce; and the Health Metrics
Network.

Aid effectiveness and donor coordination

The Viethamese Government has embracedPtres Declaration on Aid Effectivengss
and, with local partners, has adapted the Dectaratdo produce theHanoi Core
Statement on Aid Effectivene¢BlCS). The HCS was adopted by the mid-term
Consultative Group in June 2005 and approved bythree Minister in September 2005.
The HCS includes a list of 14 indicators, alongwiitdicative targets for 2010.

One of the key coordination and consultation meidmas for the health sector is the
Health Partnership Group (HPG). The HPG is co+eladby the Ministry of Health and a
development partner (periodically rotated), anetrated by all major health partners.
WHO provides secretarial and financial supportn® HPG. The Group evolved from a
health sector working group, attended by donorg.ottlhas a number of sub-groups that
discuss technical issues, of which the group ottihéaancing is most active. However
many partners have felt that the HPG does not vemtimally since, in practice, its
principal function has been information-sharing,thwilittle time for discussion.
Consequently there has been no real dialogue ategic or policy issues and
coordination. There has also been little followhgtween meetings. In addition, there is
no clear relationship between the HPG and otherduoation mechanisms such as the
GAVI Interagency Coordinating Committee and Thel§aloFund Country Coordinating
Mechanism. To address some of these concernggriing of reference of the HPG have
been reviewed in 2007.

The Government has recently undertaken a Joint &lndealth Sector Review, the first
of which was in late October 2007. The purpose hef teview, which involved a
collaborative process between partners and the rGment, was to develop a joint
understanding of the state of the health sectorcangknt challenges and, based on this,
priorities for the future, together with a joint mtoring framework. It is expected that
this review will become a key mechanism for encgung partnership and coordination
in the health sector in coming years.

Despite the development of the HCS and the HPGIthhead in Viet Nam is still
criticized as being uncoordinated and fragmentfesiith over 40 active health partners
and 240 separate projects. In part this is dwelaxk of a comprehensive strategic plan

19 Bijllmakers L et al Feasibility of the programme approach in the heakiator in Viet Nam20086.
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for the health sector, which would need to be dgwad, discussed and agreed with
development partners. The plan should identifytsgia priorities and gaps in the sector
that could form the basis for a more coordinatepoase and contribution from partners.

Viet Nam's ability to move forward with approaclsegh as the sector-wide approach is
currently constrained by the Government’s financegulations, which require ODA
financing to be kept separate from government fugdalthough this is under review.
Despite this limitation, projects are now being eleped to trial provincial-level budget
support for health (involving the European Comnais}i and a programme-based SWAP
in TB (Netherlands). These different approachesmpted by different partners, reflect
a lack of consensus on the way forward.

UN reform

WHO is one of 15 United Nations agencies that hawen-country presence in Viet
Nam. UN work is currently co-ordinated through tbaited Nations Development
Assistance Framework for Viet Nam, which covers pleeiod 2006 to 2010. It is built
around three desired outcomes: (1) government @csienpolicies that support growth
that is more equitable, inclusive and sustainaf®¢;improvement of the quality of
delivery and equity in access to social and praiacservices; and (3) policies, law and
governance structures that effectively supporttsidgiased development to realize the
values and goals of the United Nations Millenniuec@ration.

Viet Nam is also one of eight countries to pilom®UN’ reforms. Reasonably rapid
harmonization between the three United Nations &bee Committee agencies (UNDP,
UNFPA, UNICEF,) as well as UNAIDS, UNIFEM and UNY bccurring in the first
phase. Other United Nations agencies (including@FA.O, UNESCO, UNIDO and
WHO) have all indicated their willingness to pagate in the reform process. WHO
involvement includes: participation in the One Péand the One Plan Fund; as far as the
WHO Constitution and regulations permit, participatin the One UN Leader in Viet
Nam and the sharing of common management and astraitive services (e.g. for
procurement); and occupying joint United Nationsmises if additional costs are not
significant. WHO has also been patrticipating imjgprogramming in specific areas of
common interest (e.g. the Joint Programme on Awlad Pandemic Influenza and the
Joint Programme on Gender Equ3lity

20



Section 4. Current WHO Country Programme

WHO's financial resources for Viet Nam (as detailedable 4), are used to provide the
following types of support:

1. Technical support for major programmes

Extensive technical support is provided to variqusority programmes, including

HIV/AIDS, health promotion, communicable diseasatod, noncommunicable disease
control, TB, reproductive health, maternal and athikalth, injury prevention, tobacco
control, blood safety, and the Expanded Programmienonunization.

2. Support for health sector policy and strategy dewelent

Several key areas, including health financing, thelglgislation, decentralization, health
policy development, human resource developmentagement and organization of the
sector, health insurance and programme planniegsw@gsported by WHO with a focus on
training, data collection and analysis, pilotingpn®HC initiatives, as well as the
development of draft legislation and guidelines.

3. Advocacy and technical advice for emerging healibripies

Over the past few years, WHO has provided condidiereesources to deal with the
emergence of new diseases such as SARS, aviaenzfitand dengue. It is expected that
the noncommunicable diseases that are fast becomajgr health problems in the
country will also require technical support from \@H

4. Support to the donor community

Facilitating donor partners active in the healttteehas been one of WHO’s major roles
in recent years. Several forms of support, inclgdiechnical advice, joint collaboration
in project planning and implementation, participatiin programme assessment and
evaluation missions, and provision of administefiacilities, are frequently provided.

5. Networking, partnership building and resource mpéilon for the sector

To assist in the mobilization of resources for tteadnd to facilitate the coordination of
joint intervention efforts and collaboration, WHGtiaely assists the Ministry of Health
and the donor community to form networks and pastmps through a variety of
mechanisms, both within and outside the country.

6. Identification of public health threats

This involves active support by WHO in areas okdee surveillance, health information
system development, training in research technigqnesepidemiology, strengthening of
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laboratories, networking with external institutdsease and health service mapping, and
data verification and analysis.

7. General technical support and other inputs

WHO provides a range of types of support for adamgmber of programmes, including
training, fellowships/study tours, technical megs$in short-term consultancies, and
supplies and equipment. In future, such genemgbau will be reduced, since it can be
provided by the many donor partners.

8. Support for emergency response and preparedness

Viet Nam is prone to natural disasters, such asdfoand typhoons. WHO provides
technical support and limited financial assistatacstrengthen the disaster-preparedness
system.

9. Piloting of health initiatives

Catalyzing change through piloting of health irtitias within the country and expanding
them to larger areas is a frequently used mechatasntroduce new ideas to the health
sector. Every biennium, at least 5-10 initiatiaes piloted in Viet Nam.

Table 4: Contributions to principal programme areas and related technical
assistance in 2004-2005 and 2006-2007

Principal programme area 2004-2005 2006-2007 % change

Contribution Contribution* from 2004-
(US $) (US $) 2005

Health policy, legislation and system 2 220332 2 482 826 +12%

development (TA: 34.12%) (TA: 36.67%)

Communicable disease surveillance, prevention 2 366 863 3234 498 +37%

and control (TA: 25.29%) (TA: 34.21%)

Promotion of a healthy environment and healthy 2 434 560 2574 297 + 6%

lifestyles, and noncommunicable diseases (TA: 38.65%) (TA: 20.46%)

Women and children 2 087 405 1790 786 -14%
(TA: 49.39%) (TA: 35.02%)

HIV/AIDS and tuberculosis 6 981 944 5029 691 - 28%
(TA: 30.15%) (TA: 48.13%)

Partnerships and coordination 1622 698 2334700 + 44%
(TA: 60.58%) (TA: 52.43%)

Total 17 713 802 17 446 798* - 1%*
(TA: 36.22%) (TA: 39.06%%)

TA = Technical assistance (staff and consultanpsttp

*This figure reflects only the confirmed contribariin the biennium to 31 December 2006. Additior@lintary contributions are

expected in 2007.
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Number of programmes supported

WHO has established a large number of collaborgtregrammes with the Government
of Viet Nam in a wide range of areas. The Orgaronaplays an important role in the
country’s health sector and national developmeAs the health system has become
increasingly complex and diverse in recent yearslQN collaboration has grown and
resources have been used to cover an increasinganush projects in new programme
areas. At the same time, support has been magakdim some activities and programme
areas that are either becoming routine, or for Winiational capacities have already been
established. As a result, WHO'’s resources areslkatof being spread too thinly and not
achieving impact. In an earlier attempt to reduse humber of small projects and
programmes, WHO, in collaboration with the MinistriyHealth, introduced “umbrella”
programmes in 2004-2005 to accommodate a numbesmafil programmes. Each
umbrella programme covers a number of sub-prograannitowever, in real terms, the
number of “projects” or sub-programmes continuegrmwv, with each sub-programme
being managed by a separate focal point or instiéypointed by the Ministry. In the
2006-2007 biennium, a total of 26 programmes afagbeamplemented to cover more
than 50 sub-programmes, and the administrative @ogect support costs are now
exerting a heavy burden on the WHO Viet Nam Cou@ifyce.

Geographical distribution of resources

A very large percentage of WHO resources for fedlojs/study tours are utilized by
officials from Ha Noi. The northern and southeroypnces, which suffer from resource
disadvantages, receive few benefits from WHO’s humasource development
programmes. A similar situation is observed in WW&lO supplies and equipment
component: few institutes and provinces outsideHhaeNoi metropolitan area benefit.
Most of the meetings and training workshops are helthe Ha Noi area. This situation
is not satisfactory and needs attention.

Staff and office resources

Government and partner requests for long-term feahrassistance from WHO in
different technical areas have led to a substainitaéase in staffing in the WHO Country
Office in the last three years. In key areasf gta@$itions have been established through
shared funding, using both the regular budget aldnvary contributions, reflecting the
Government’'s commitment to a greater level of ltega country-based WHO technical
support. The significant increase in staff has@iapressure on office infrastructure and
space, necessitating expansion to a second WH€E€edffiHa Noi and additional office
support, including an IT person to maintain theegnity of the computer systems and
network. From time to time, satellite offices haalso been used for specific projects.
For example, where work with counterparts has regustaff to be located on-site within
specific institutes (e.g. the Luxembourg-fundedoblsafety project) or when a project
has been of such a size that additional office speas necessary (e.g. the DFID-funded
HIV/AIDS prevention project). As part of the ‘OEN’ initiative, common premises for
all United Nations agencies are proposed. WHO rgilocate to 'UN House' as long as
the move does not entail a significant increasmost for the Organization.
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WHO has established a small technical office in €ta Minh City (HCMC), which
provides support to some programmes and servesl@sakhinformation and resource

centre on public health issues. The office is aised to host meetings between WHO,
local government and development partners baseiCMC.
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Section 5: WHO Policy Framework: Global and Reginal Directions

In May 2006, the World Health Assembly approved Efeventh General Programme of
Work, covering the 10-year period from 2006 to 2048d outlining a strategic
framework and direction for the work of WHO (botlreMber States and the Secretariat)
and a platform for dialogue with WHO partners iolgdl health. The Eleventh General
Programme of Work examined the current global hgadbblems and the challenges they
imply, and proposed measures for an internatioo@nounity response. It identified four
global health challenges:

e gaps in social justice;

* gaps in responsibility;

e gaps in implementation; and

* gaps in knowledge.
In response to these challenges and gaps, WHnedtthe following strategies for its
global health agenda:

» investing in health to reduce poverty;

* building individual and global health security;

* promoting universal coverage, gender equality aradth-related human rights;

» tackling the determinants of health;

» strengthening health systems and equitable access;

* harnessing knowledge, science and technology;

» strengthening governance, leadership and accolityabi

In addition, to further its agenda, WHO set out fblBowing priorities and strategic
directions in its Medium-term Strategic Plan 20@8-2:

* providing support to countries in moving to uniargoverage with effective
public health interventions;
» strengthening global health security;

* generating and sustaining action across sectarsothfy the behavioural, social,
economic and environmental determinants of health;

* increasing institutional capacities to deliver cpublic health functions under the
strengthened governance of ministries of health;

» strengthening WHO's leadership at global and regjibevels and supporting the
work of governments at country level.
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These priorities and strategic directions were fdated into 13 strategic objectives in
the Medium-term Strategic Plan 2008-2013, providarg organization-wide, multi-
biennial framework to guide and ensure continuitythe preparation of programme
budgets and operational plans across biennia.

The 13 strategic objectives are to:

10.

11.
12.

13.

reduce the health, social and economic burdenmhmanicable diseases;
combat HIV/AIDS, tuberculosis and malaria;

prevent and reduce disease, disability and prematigath from chronic
noncommunicable conditions, mental disorders, micdéeand injuries;

reduce morbidity and mortality and improve healtlring key stages of life,
including pregnancy, childbirth, the neonatal peyiohildhood and adolescence,
and improve sexual and reproductive health and pteractive and healthy ageing
for all individuals;

reduce the health consequences of emergenciestatsacrises and conflicts, and
minimize their social and economic impact;

promote health and development and prevent or eedis& factors for health
conditions associated with the use of tobacco, halcodrugs and other
psychoactive substances, unhealthy diets, phyisiaelivity and unsafe sex;

address the underlying social and economic determsn of health through
policies and programmes that enhance health ecnty integrate pro-poor,
gender-responsive and human-rights-based apprgaches

promote a healthier environment, intensify primamevention and influence
public policies in all sectors so as to addressrtdw causes of environmental
threats to health;

improve nutrition, food safety and food securityoughout the life-course and in
support of public health and sustainable develogmen

improve health services through better governarfogncing, staffing and
management, informed by reliable and accessibeece and research;

ensure improved access, quality and use of mepifodlucts and technologies;

provide leadership, strengthen governance andrfpaténership and collaboration
with countries, the United Nations system, and rosi@keholders in order to fulfill
the mandate of WHO in advancing the global heafjenda, as set out in the
Eleventh General Programme of Work; and

develop and sustain WHO as a flexible, learningaoization, enabling it to carry
out its mandate more efficiently and effectively.

Within the strategic objectives, several specifieaa are particularly pertinent to WHO
in Viet Nam during the period covered by this C@8luding:
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implementing the International Health Regulatio2905) in order to respond
rapidly to public health emergencies of internagiononcern (including those
caused by outbreaks of emerging and epidemic-pdiseases) and to build on
the eradication of poliomyelitis to develop an effee surveillance and response
infrastructure;

addressing the epidemic of chronic noncommunicdisleases, with an emphasis
on measures to reduce risk factors such as tobamasumption, improper diet
and physical inactivity;

addressing the broader aspects of health andi@saction with other sectors with
the use of the report of the Commission on SocekbBninants of Health;

reducing maternal mortality by scaling up activst@med at universal access to,
and coverage with, effective interventions, ancersithening health services;
and

improving health systems, focusing on human regsyréinancing and health
information.

20 Document SSA1/DIV/6.
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Section 6: The Strategic Agenda for Viet Nam
Overall goal of WHO in Viet Nam

The overall goal of WHO in Viet Nam is to improveethealth of the country’s people by
supporting health development. The key objectivthisf CCS is to enable WHO to work
towards that goal by effectively assisting the Gowgent to develop a pro-poor and
decentralized health system that is equitable, feesponsive and quality-focused.
Furthermore, the health system must be capableledeloping sound evidence-based
policies, plans and strategies; establishing affectand efficient management
mechanisms at policy and operational/institutideskls; planning and coordinating the
inputs for a well-functioning health system; andiiéaply financing essential preventive
and curative health services.

It is important to recognize that this strategy trersable WHO to be an effective partner
for the Government in a complex and rapidly chag@nvironment. A significant part
of expected change in the next few years will eetateconomic growth. While there are
significant issues related to the unequal distrtsubf resources and how this affect the
lives and health of individuals and communitiesisithoped that growth will result in
greater public resources being contributed to thalth system. This would have the
potential to significantly improve the availabilitguality and effectiveness of health
services over the next few years, and would resudt greater ability to implement and
manage health programmes at the local level. Atgéime time, however, economic
growth is expected to result in Viet Nam graduatiagniddle-income status and, as a
result, the resources available to the Governmemh fdonors and multilateral funding
institutions, for health and other sectors, isliike reduce significantly.

Six principal clusters
WHQO's strategic direction in Viet Nam will focus @ix priority areas (or ‘clusters’):

1. Health policy, legislation and system development
2. Communicable disease surveillance, prevention antral

3. Promotion of a healthy environment and healthystifjiles and prevention of
noncommunicable diseases

4. Family and community health and nutrition
5. HIV/AIDS, and tuberculosis
6. Partnerships and coordination.

Cluster 1: Health policy, legislation and system deslopment
The health system must now respond to a numbegythkallenges: decentralization and

other public sector reforms; rising concerns aboodnagement weaknesses at
institutional level; the need for re-evaluation areldevelopment of current health
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policies and legislation, including the effectivegulation of health professionals; and the
structure of the health system, including the rofethe central Ministry of Health.
Shortages of nurses, some specialists and traim@adgers continue, and there are many
vacancies in rural and remote areas. Service atgliguality also requires serious
attention. The need for strengthened health sy$itgncing remains a key issue, with
64% of total health expenditure coming from oujpofket payments at the time of
service use, affecting equity and access and cgysiverty in some cases. Greater
sectoral and policy coordination is needed, anehiantions need to integrate a pro-poor,
gender-responsive and human-rights-based appreoatth,a view to enhancing health
equity for all.

Key directions:

=

Strengthen leadership, governance and the esedease of health systems.

N

Improve the organization, management and pravisf health services including
the development of a regulated national blood servi

3. Ensure the availability of a trained health seetorkforce.

Extend social protection through the developnané sustainable, equitable and
efficient health financing system that providesvensal access to health services
and financial protection against unaffordable Heedtre expenditures.

5. Ensure improved access to, and improved quafityuse of, medical products and
technologies.

Strateqic interventions:

1. Strengthen leadership, governance and themsedease of health systems:
e Support the development of a longer-term, moreteggia vision for the health
sector.

e Promote and support the development of approprigteernance and
accountability structures and systems for the mamagpt of public sector
institutions.

e Support the development, implementation and enfoere of health-related
legislation.

e Strengthen health policy capacity, including theliated to international trade
regulation, human rights and gender.

e Support the Ministry of Health to redefine and sgthen its role and function in
a decentralized context and in line with publictseceforms.

e Support the development of a comprehensive quatitgtegy, particularly in
relation to the safety of services and products.

e Strengthen the capacity of health management irdbom systems to
appropriately use and disseminate relevant dataiafodmation in order to
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promote evidence-based policy and management deaisaking.

e Build capacity and networks for national healthippkelated research and
mechanisms for prioritizing the resources availdbleesearch.

2. Improve the organization, management and pimvisf health services including
the development of a regulated national blood servi

e Strengthen leadership and the capacity for automsmnmanagement of public
sector health service delivery institutions.

e Support more flexible use and organization of gevand public sectors for
service delivery.

e Support the development and implementation of ooiotis quality
improvement systems at all levels and in all heiaihitutions.

e Establish the structures, governance and regukafmma national blood service.

e Strengthen operational management within regioleddcentres and develop a
sufficient supply of blood from low-risk (i.e. vaitary) donors

e Develop evidence-based policies to support theqgpiate clinical use of blood
and blood products

3. Ensure the availability of a trained healthteeworkforce:

e Support the development of a strategy for ensuitiregquality, sufficiency and
appropriate deployment of the health workforceludmg appropriate incentive
systems.

e Support the role of the Ministry of Health in s&gic planning and management
of human resources, including re-examination ofrifles of different types of
health worker and appropriate oversight of trainmgjitutions.

e Support the development of national council(s)regulation/licensing of health
professionals.

e Strengthen institutional capacity for human reseystanning and management
at all levels.

e Support the development of an accreditation system health training
institutions, including development of appropriganing curricula.

4. Extend social protection through the developnwna sustainable, equitable and
efficient health-financing system that provideswvensal access to health services
and financial protection against unaffordable Hea#re expenditures:

e Support the Government to develop and implemenbrapcehensive health-
financing strategy.

e Strengthen government capacity in collecting andlyamg health-financing
data in order to set health-financing prioritiesl anonitor and evaluate health-
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financing policies. This includes institutionahgi national health accounts.

e Strengthen government capacity in health-financipglicy-making and
implementation, including management of the nalibealth insurance system.

5. Ensure improved access to, and improved quality use of, medical products and
technologies:

e Strengthen the regulatory framework by supportingher development of
appropriate policies and regulations and capaaitiding of responsible
authorities to improve inspection, licensing antbecement.

e Improve quality assurance through the developmemd @troduction of
internationally accepted norms and standards anmhcgg-building within
control laboratories.

e Build capacity and systems for the development pramotion of evidence-
based clinical practices and appropriate use ofcmexs and technologies.

e Strengthen the capacity for trade and health patalyerence to ensure better
access to medicines.

Cluster 2: Communicable disease surveillance, premgon and control

Although communicable diseases are generally onwtdoge in Viet Nam, outbreaks of
new diseases such as SARS and avian influenza havecent years, become a major
cause for concern, not least because of their patemegative impact on the national
economy. The Viet Nam Administration for PreveatiMedicine of the Ministry of
Health has successfully dealt with many serioudreaks to date. However, the need
remains for a pro-active and adaptable communicdlsdease control system that can
rapidly detect and respond to the public healteats posed by infectious diseases. This
system must include mechanisms to reduce the oidloth the Viethamese people and
the global population, as some outbreak-prone sesedave the potential to spread
rapidly across borders.

In order to assist the Government to reduce theanpf outbreak-prone communicable
diseases, WHO will work with the Ministry of Healtln the following areas:
communicable disease surveillance; outbreak regpassessment and management of
zoonotic diseases; hospital and community infectontrol; public health laboratory
diagnostic techniques and biosafety measures;cogkmunication; pandemic influenza
preparedness; and compliance with the revisednatenal Health Regulations (IHR)
2005.

At the same time, while malaria is presently undentrol in Viet Nam, measures to

avoid a rapid resurgence of the disease must betanaed. In addition, Viet Nam is one
of the worst-affected countries in the world byestinal parasites (soil-transmitted
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helminths and foodborne trematodes) due to theahdthumid climate, overpopulation
and the lack of sanitation structures. Paragifiestations contribute to malnutrition and
reduce intellectual development among children.

Key directions:

1.

Assist the Government in reducing the impactooforeak-prone communicable
diseases through improved preparedness, preverdetection, containment and
control of existing and emerging infectious dissase

Support the implementation of large-scale pulblegalth measures for parasite
control.

Strateqic interventions:

1.

Assist the Government in reducing the impactootbreak-prone communicable
diseases through improved preparedness, preverdetection, containment and
control of existing and emerging infectious dissase

The Government is already addressing several sopaoents of thigsrea of work.
For example, an early warning and response sysEWARS) is being piloted in
selected provinces to enhance the communicablaséssurveillance system. Rapid
response teams have been created and are undetgaimgg to improve their
ability to respond to outbreaks. Other activitea® ongoing or planned via the
various communicable disease initiatives being &hth Viet Nam by the Asian
Development Bank, the United Nations Joint Prograyon Avian and Pandemic
Influenza, the World Bank and numerous bilateralate. WHO, in its role as both
adviser and focal point for communicable diseasstesy strengthening, provides
structure and guidance to these initiatives. Sigestrategic interventions that
WHO is following and which should be implementedhe coming years include:

e Support both a comprehensive review of the comnalmécdisease surveillance
system as well as subsequent activities to strengtbutine and event-based
surveillance.

e Support training of rapid response teams for oetbntrol.

e Facilitate mechanisms for communication and collatbon between the animal
health and human health sectors. Review capacityzéonotic disease risk
assessment and management.

e Advocate for improved infection control practices health-care facilities
through revision of national infection control geimhes and nationally-
standardized infection-control training of healtbfpssionals.

e Provide technical advice on strengthening the pub&alth laboratory system,
including standards for laboratories of differemtdtions, and establish national
guidelines and programs for laboratory quality contquality assurance and
bio-safety standards.
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e Provide technical guidance to strengthen behavitrange and risk
communication campaigns for avian and pandemiaénita, and community
infection control.

e Provide support to establish a national field epidd¢ogy training programme.
e Provide support to achieve compliance with IHR &00

2. Support the implementation of large-scale pmulilealth measures for parasite
control:
e Maintain high coverage of impregnated mosquito net&l maintain the
availability of effective treatment at health sees.

e Continue regular de-worming for population groupsrisk (i.e. children and
women of child-bearing age).

Cluster 3: Promotion of a healthy environment ancdhealthy lifestyles, and
prevention of noncommunicable diseases

Recent data have indicated that noncommunicabéaskés (NCD) are fast becoming the
major cause of death and morbidity in Viet Nam. iBapocioeconomic changes,
changing lifestyles and dietary habits, reducedsmay activity associated with urban
life, and population ageing are all factors in therease. This situation is aggravated by
rapid industrial and urban growth, which has led itewreased health-harming
environmental pollution, as well as occupational gnaffic accidents.

Key directions:

1. Support policy for the promotion of healthy $itgles and healthy environments and
address the determinants of NCD and other lifessliaed diseases.

2.  Improve public health through health-promotingl aisk-prevention efforts using
community-based and integrated approaches.

3. Support the gathering of strategic informatiancluding through research,
establishment of surveillance systems and mongoohNCD and other lifestyle-
related diseases and environmental risk factors.

4. Build the capacity of institutions and organiaas to support the development of
policy and to design and implement health promotiamd NCD-prevention
initiatives.

Strateqic interventions:

1. Support policy for the promotion of healthy $itgles and healthy environments and
address the determinants of NCD and other lifessliaed diseases:
e Advocate and lobby for strong political commitmdmm the Government and
development partners for a national NCD preventama control policy and
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increased investment in finance, organization amddn resources for the NCD
programme.

e Advocate for NCD to become a priority national p@rgme, including
implementation of the Framework Convention on TabaControl.

e Further develop smoke-free settings in all indoorkplaces and public places,
as well as on public transport.

e Strengthen national capacity for the prevention amchtrol of NCD, by
introducing the integrated NCD approach and makimgNCD programme into
a national targeted programme.

e Support the finalization and implementation of Metional Environmental
Health Plan to ensure a focus on healthy envirotsresiwell as individual
behavior change to prevent NCDs.

Improve public health through health-promotingl aisk-prevention efforts using
community-based and integrated approaches:
e Mobilize resources for health promotion and preiembf NCD risk factors.

e Support the development of national programmes tfeg promotion and
prevention of NCD and lifestyle risk factors, inding public education and
awareness-raising campaigns (tobacco, alcohoinjsey, etc.).

e Develop demonstration projects around communitebdasealth service
interventions, including prevention programmes.

Support the gathering of strategic informatiancluding through research,
establishment of surveillance systems and mongoohNCD and other lifestyle-
related diseases and environmental risks factors:
e Develop a national NCD surveillance system.

e Support policy-relevant research on tobacco-relateshomic costs.
e Conduct research on air pollution and environmemealth.

Build the capacity of institutions and organiaas to support the development of

policy and to design and implement health promotiamd NCD-prevention

initiatives:

e Strengthen national capacity for prevention andtrcbrof NCD focusing on
setting up and strengthening a national NCD officel establish a centre of
excellence for disease prevention/health promotion.

e Pilot and appropriately expand a cost-effective anthprehensive, integrated
approach to NCD, with a primary-health-care and momity-based focus.

e Use results from pilot projects as evidence tongfiten and promote PHC
management of NCD at the community level.

e Advocate for increased investment in prevention risidfactor elimination.
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Cluster 4: Family and community health and nutrition

Over the last decade, Viet Nam has made considembigress in maternal and child
health. Coverage of key public health interverdios good, including institutional
deliveries assisted by skilled birth attendantstamin A supplementation and
immunization. Nevertheless, the agenda is far fiiomhed. Maternal mortality remains
unacceptably high and a very high proportion ofgpencies are terminated voluntarily,
indicating failure in the use of modern family phimy methods. Despite the steep
decline in the under-five and infant mortality sateneonatal mortality has hardly
changed, and Viet Nam remains one of the 42 casini the world estimated to account
for 90% of all under-five deaths. Every fourth Idh{25.2%) is undernourished and
anaemia persists in women of child-bearing age youhg children. There are also
considerable variations throughout the countryedeling on geographical area, ethnicity
and overall socioeconomic status. The populatioal$® one of the most infested by
intestinal parasites in the world. This unfinishedblic health agenda needs to be tackled
as a matter of urgency.

Key directions:

1. Support the child survival programme (0-5 yezfrage) with the aim of achieving
universal coverage for high-impact public healthementions and addressing
inequities, with a focus on the reduction of neahatortality.

2. Support safe motherhood programmes aimed atethection of maternal mortality
by providing skilled care for every pregnancy, arg birth and for all post-partum
mothers and newborn infants, with emphasis on agigeuniversal coverage of
skilled birth attendance, comprehensive obstetaie and safe abortions, and by
improving the availability, accessibility and quglof those services.

3. Support the programme for improving the avalighiaccessibility, gender equity
and quality of reproductive health services, ingtgdfamily planning, prevention
and treatment of reproductive tract and sexuadpdmitted infections and cervical
cancer.

4. Support public health programmes addressingtioumtr including infant and young
child feeding, micronutrient supplementation anchpde control.

Strateqic interventions:

1. Support the child survival programme (0-5 yezfrage) with the aim of achieving
universal coverage for high-impact public healtheientions and addressing
inequities, with a focus on the reduction of neahatortality:

e Implement a national strategic plan of action fdrldt survival leading to
universal coverage of high-impact, public healtheinentions for newborn
babies and children under five years of age, inoyd
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0 promoting, supporting, protecting and improvingaimf and young
child feeding practices;

0 maintaining high coverage of high-impact preventingerventions
such as measles and tetanus immunization, vitamin A
supplementation for children 0-59 months and treeafsmpregnated
mosquito nets in malarious areas;

o implementing the Integrated Management of Childhdddess
strategy to ensure integrated case management gf-bloirden
diseases, with a particular focus on acute regpyrahfections and
diarrhoeal diseases;

0 improving essential newborn care.

Support safe motherhood programmes aimed atethection of maternal mortality
by providing skilled care at every pregnancy, arg\wbirth and for all post-partum
mothers and newborn infants, with emphasis on agigeuniversal coverage of
skilled birth attendance, comprehensive obstetaie and safe abortions, and by
improving the availability, accessibility and quglof those services:

e Ensure skilled birth attendance at every birth by:

o improving the health system response, and the ad¢oesnd quality
of essential and emergency care, including logistind supplies,
monitoring and evaluation;

o improving health workers’ skills and competenciesotigh up-to-
date guidelines, training and follow-up;

o health education and promotion, and community nediibn and
support.

e Ensure safe abortion care, including the quality otihical services and
counseling.

Support the programme for improving the avalighiaccessibility, gender equity
and quality of reproductive health services, ingtgdfamily planning, prevention
and treatment of reproductive tract and sexuadpdmitted infections and cervical
cancer:

e Combat sexually transmitted infections, includingVH reproductive tract
infections and cervical cancer, by promoting in&tgd service delivery for
reproductive health care and by addressing ac@s®is through participatory
approaches, information, education and communicatio

e Develop programmes for cervical cancer screenirgyearly treatment in low-
resource settings.

Support public health programmes addressingtioumtr including infant and young
child feeding, micronutrient supplementation anchpde control:
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e Ensure regular de-worming of the population groatpssk.
e Combat childhood malnutrition and micronutrientidieicies in all age groups
by:

0 maintaining high-coverage levels of vitamin A swgipkentation for
post-partum mothers and all children under fiveryed age, while
moving towards universal coverage;

o improving iron/folate supplementation for women abfild-bearing
age and exploring other public health interventibmsreduce the
prevalence of anaemia;

o improving the implementation of programmes aimecdeducing the
number of children who are underweight and of womath low
body mass index.

Cluster 5: HIV/AIDS and tuberculosis

The rapid expansion of the HIV epidemic and the bemof people living with
HIV/AIDS in recent years, coupled with the incre@ase¢he prevalence of tuberculosis in
the country, is a major public health concern. ntl@fforts have been made by
development partners, United Nations agencies laméGbvernment to control the further
spread of these two diseases and to provide cdhe teictims. In response to this, WHO
in Viet Nam has formulated a set of strategic dibjes and a number of key
interventions.

Key directions:

Create a supportive environment for the heathas response to HIV/AIDS.

N

Develop and revise policies, guidelines and rothels for accelerating the health
sector response to HIV/AIDS.

Support implementation of the health sectoraasp to HIV/AIDS.

Strengthen strategic information for a moreaii® response.

Develop and implement the National Strategiai®la TB Control for 2005-2010.
Reduce the burden of TB and TB/HIV co-infection.

S L

Strateqic interventions:

1. Create a supportive environment for the heattos response to HIV/AIDS:
e Support capacity-building of Party commissions, tational Assembly and
other political bodies in support of the healthtsecesponse to HIV/AIDS.

e Support the health sector to mobilize resource$HtAIDS from national and
international funding bodies.

e Support the mobilization, involvement and obtainin§ commitment from
relevant sectors for the health response to HIVAH national and local levels.
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2. Develop and revise policies, guidelines and rothels for accelerating the health
sector response to HIV/AIDS:

e Support the development and revision of policiesdelines, training curricula
and other tools in the areas of: (i) counseling &sting; (ii) harm reduction for
most-at-risk populations; (iii) prevention of mote-child transmission; (iv)
prevention targeting youth; (v) care and treatmentjuding anti-retroviral
treatment for adults and children; (vi) collabavatibetween HIV/AIDS and TB
programmes; (vii) integrated prevention, care arehtment, linking closed
settings and health facility/community-based sesiqviii) ensuring access to
HIV medicines and other commodities; and (ix) latory services.

3. Support implementation of the health sectoraasp to HIV/AIDS:

e Support the capacity-building of national instituts, including Vietnam
Administration on AIDS Control (VAAC) and the Pronial AIDS Centres, in
managing the health sector response and in codinathe various
internationally and nationally funded projects.

4. Strengthen strategic information for a more @fie response:
e Support the strengthening of HIV and STI survettiasystems.

e Support implementation of the National M&E Framekvon HIV/AIDS.

e Support the development of a monitoring, suppod anpervision system for
core health services, such as counseling and g¢estimrm-reduction
interventions, prevention of mother-to-child tramssion, anti-retroviral
treatment and TB/HIV.

e Support the establishment of HIV drug-resistanaeesllance and monitoring
systems.

e Support operational research.

5. Develop and implement the National Strategiala TB Control for 2005-2010:
e Support implementation of the DO¥Sstrategy and its monitoring and
evaluation.

6. Reduce the burden of TB and TB/HIV co-infection:
e Support the development of the national TB/HIV feamork and implementation
plan.

e Support the development of guidelines on managBTV.

e Support the establishment of coordination mechasidmetween TB and
HIV/AIDS programmes at national and local levels.

e Support the establishment of a monitoring, supawisnd support system for
TB/HIV collaborative activities and services.

ZLDOTS is the WHO recommended strategy to control TB
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Cluster 6: Partnerships and coordination

Building partnerships in health and coordinatingnjoefforts in disease control and

prevention will continue to be the major taskslod ¥WHO country team. Assisting the

Government to mobilize health resources, and fatitig development partners and other
UN agencies to coordinate their inputs in healthtn@ships will also continue to be

important roles for the Organization.

Key directions:

Promote inter- and intra-sectoral cooperatiorh&alth development.

2. Mobilize external and internal resources to supp/iet Nam’s health sector,
ensuring resources are provided coherently ancieftiy.

3. Place health at the centre of national developme

Mobilize ‘One WHO’ and ‘One UN’ support for VieNam’'s health sector
development.

Strateqic interventions:

1. Promote inter- and intra-sectoral cooperatiorhialth development:
e Promote inter-programme collaboration within thg&nization.

e Strengthen communication, coordination and collabon with various
ministries and government functionaries on healéttens.

2. Mobilize external and internal resources to supp/iet Nam’s health sector,
ensuring resources are provided coherently anciefiy:
e Strengthen WHO's role in implementing the aid dff®mess agenda in the
health sector.

e Develop and implement the WHO Country Cooperativat8gy.
e Improve WHO programme planning, management andradirative capacity.

e Improve collaboration and coordination of healtlbtse support with other UN
agencies.

3. Place health at the centre of national developme
e Strengthen the advocacy role of the Organization.

e Strengthen the sustainable partnerships with govenh and non-government
agencies, including the private sector, to bringltheto the centre of national
development.

4. Mobilize ‘One WHO’ and ‘One UN’ support for Viédtam'’s health sector
development:
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e Provide adequate human and financial resourcesigpost the WHO Country
Office.

e Strengthen coordination and communication amongtlake levels of the
Organization.

e Strengthen coordination and communication among ddgfédncies resident in
Viet Nam.

Cross-cutting issues

For practical reasons, key directions and strategerventions have been grouped into
six clusters. However, it is important to recognihat a number of issues are cross-
cutting. The WHO Country Office team has identdfsome key areas in this regard:

* Thematic cross-cutting issuegender, human rights, equity, quality. The aim
with these issues is that they be ‘mainstreamed’ all programme areas (to the
degree that is relevant for any given programmié)pagh this does not exclude
distinct work being undertaken on each in termspolicies, tools, capacity-
building, etc., where needed.

» Cross-cutting programmatic areas/issuesjuiring or relating to technical
cooperation. These are areas where some coouatfiratd information-sharing is
needed, and where it may be possible for more timntechnical area/team to
jointly develop products and activities. Theseaarénclude: human resources,
health promotion, health information, essentialgdtuhealth legislation, health
financing, and monitoring and evaluation. Differapproaches will be used by
the country team to facilitate cross-cutting world@r information-sharing for
priority areas.

Functions of WHO in Viet Nam

WHO has identified five generic functions that dése a spectrum of different support
approaches provided by WHO at country level. THagsetions can be used to identify
the type(s) of support considered most relevaffilfd each cluster of key directions and
strategic interventions. The five functions are:

Function 1
Providing critical technical support to routine,sestial implementation of a
limited number of health programmes.

Function 2
Promoting and supporting research and the developoieguidelines, evaluating
programme effectiveness, and stimulating innovatesvities that will bring
about catalytic changes in the health sector.
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Function 3
Assisting in the adoption of international normsl atandards, articulating ethical
and evidence-based policy options, and catalyzimgy adoption of technical
strategies and innovation through seed funding.

Function 4
Building sustainable institutional capacity, prawgl high-level policy and
strategy development advice, engaging in partngssand network-building in
areas where joint action is needed, and exercigihgence on policies related to
government spending on health and investment bgldpment partners in the
sector.

Function 5
Monitoring the health situation, assessing and guto)g health trends, and
sharing knowledge, information, policy options, adacy positions and
guidelines.

The emphasis on different functions may change diee, depending on support
provided by other partners and donors. Several ldprent partners already provide
large amounts of supplies and equipment, fellonsbkipdy tour assistance and support
for printing materials and meetings. WHO's role tilese areas has now become
relatively minor. Increasingly, WHO is expectirg lte able to shift away from routine
implementation towards those functions that stiteulaew research and innovative
strategies, facilitate the adoption of appropriadems and standards and evidence-based
policy, build institutional capacity and networks)d more effectively share knowledge
and information. WHO, with its significant numbef technical staff and consultants,
already plays an influential role in many of theseas with both the Ministry of Health
and development partners. However, the need teitype of technical support is likely
to increase further, particularly towards the ehthe period covered by this Strategy, as
middle-income status draws near and donors preapateduce their financial support to
Viet Nam.

Table 5 presents the views of the WHO country tesnthe relative importance of the
functions within each cluster during the periodnfir@007 to 2011. Overall, WHO will
pay more attention to advocacy, policy developmengnitoring and information
sharing. Support for routine implementation wi burtailed substantially. However,
higher priority should also be given to catalyzihg adoption of new approaches and
techniques, and adoption of norms, standards anielgqes.
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Table 5: Relative importance of WHO functions witleiach cluster

Function 1 Function 2 | Function 3 | Function 4 | Function 5
Functions Technical Research Adoption Institutional | Information
support to and of norms capacity- and
routine development and building, knowledge
implementation standards | policy sharing,
and advice and | monitoring
catalyzing | network- and
adoption of | building evaluation
I technical
Principle Clusters strategies
1. Health policy, legislation | - +++ ++++ ++++ +++
and system development
2. Communicable disease | + ++ +++ ++++ ++++
surveillance, prevention and
control
3. Promoting a healthy ++ + ++++ ++ +++
environment and healthy
lifestyles, and
noncommunicable diseases
4. Women and children - ++ ++++ +++ ++
5. HIV/AIDS and ++ + +++ ++++ ++
tuberculosis
6. Partnerships and ++ + ++ ++++ +++

coordination

(-) denotes no role in the function while the numife(+) indicates the relative importance of thatction
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Section 7: Implementing the strategic agenda

The CCS will become the framework of cooperatioomeen WHO and Viet Nam. It
articulates the commitment of WHO/Viet Nam to hleaéctor development, and defines
the priorities for WHO’s work with the Governmentt diet Nam from 2007 to 2011.
WHO is in a favourable position to take a leadhe health sector using the CCS as a
starting point to develop a broader joint Unitedtiblas health sector support strategy.
The CCS also represents WHO's intention to traasthe ‘One WHO’ principle into
practice in Viet Nam. WHO will therefore take ateps necessary to ensure the
successful implementation of the strategies outlimethis document and to mobilize the
resources required to achieve the intended resAltghree levels of the Organization —
the Viet Nam Country Office, the Western Pacific ge@al Office and WHO
Headquarters — will each take their share of residity in implementing this CCS.

The WHO Country Office

Provision of technical assistance

As a specialized United Nations technical agenciiO¢ key asset and strength lie is its
technical resources and its ability to mobilizehtgical support from others. As such the
Organization’s resources are best used for progitkohnical expertise to support critical
and new areas in the health sector.

One of the roles of WHO technical staff is to suppbe development of Viet Nam's

health institutions to meet international standaai®sd to build capacity in the health

workforce to manage the health systems in an daaitéair and sustainable manner. The
availability of technical staff to provide expe#jsguidance and know-how to WHO-

supported programmes, not only helps facilitater tileplementation, but also helps to

mobilize resources. This is reflected in the lasgeount of extra-budgetary resources
mobilized by WHO staff in the past two biennia whiin the Programme Budget 2006-
2007, exceeded the regular budgetary allocatiomdne than three times.

The CCS will adopt an evidence-based approach terrdene the national and
international technical staff requirements of agoamme. These requirements will be
linked to a number of indicators mutually agreedVBi O and the Ministry of Health,
relating to each programme’s past performance btivden of the disease in question,
international commitments, the added value of teghm@mssistance, and so on.

Mobilization of locally available resources

Many of the embassies and development partneremires Viet Nam have a large

degree of autonomy, and the discretion to makeurescallocation decisions in-country.

An important role of the WHO Country Office is tafilize such resources in support of
health; a substantial amount of WHO's own funds/iet Nam are raised locally.

Managing WHO collaborative programmes and WHO resesi
The WHO Country Office is responsible for managding resources and the programmes
implemented by WHO in Viet Nam. It has to ensunattall WHO collaborative
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programmes are properly planned, implemented, mdt and evaluated. It is

accountable for the delivery of the products plahnender each of its supported
programmes, as well as the costs of delivering thétnmust ensure that the resources
allocated for Viet Nam are properly utilized and@anted for.

Over the past few bienniums, around 30%-39% of\itéO budget allocated for Viet
Nam has been used for technical assistance an@msdppinternational standard setting,
while a large part of WHO'’s resources have beeml dse non-essential supplies and
equipment, study tours, translation and printingle€uments, routine training and some
contractual work, which should either be part oé ttoutine responsibilities of the
Ministry of Health or could be financed through ethon-technical donor agencies.
Moreover, large parts of the biennial budgets hbeen used to support small and
vertical projects.

It is therefore necessary to change the way ressware used and managed in supporting
WHQO's technical programmes. WHO will focus itsaasces on provision of technical
expertise in areas where they are judged to benpbitance to WHO and Viet Nam.
Priority must be given to essential areas for ti@ranent of the country’s health sector
goals. Programmes that have become self-susta{mmgonger require support from
WHO) will be phased out, allowing the Organizatimnsupport new programme areas
and deal with emerging health issues. Consideriver resources should be allocated
to supplies and equipment, printing, study tourd rEutine tasks that are non-essential.

Information management and disease surveillance

A core function of the WHO Country Office is to gat accurate and timely information
on the country’s health situation, and of relevatwéhe international community. This
information is usually gathered through both o#ficeand unofficial means, such as
government publications, research studies and dewstsnroutine information collection
systems and disease surveillance reports.

The WHO Regional Office for the Western Pacific

The WHO Regional Office for the Western Pacific\pdes technical and administrative
backup to the WHO Country Office, as well as thpasience of Member States in the
Region. Through its wide regional networks, the @/Regional Office can assist Viet
Nam in institution-building and in helping nationaktitutions to achieve international
standards and become WHO collaborating centremajdr role played by the Regional
Office is resource mobilization for Viet Nam in grity areas.

WHO Headquarters

WHO Headquarters can play three major roles in supg CCS implementation in Viet
Nam:

Technical support and piloting of new initiatives
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WHO Headquarters can provide technical supportreas where there is inadequate
expertise in the Regional Office. These are ugyaibgramme areas where the health
issues/diseases concerned are either newly emeagirage not very common in the
Region. WHO Headquarters may also pilot certaww matiatives in Viet Nam so as to
provide new insights into certain health issues@ig control programmes. Similarly,
new approaches/methods initiated by Viet Nam maysha&ed with other countries
through the assistance of WHO Headquarters.

Standards, guidelines, and tools

Providing evidence-based standards, guidelinest@rid developed according to global

experience has been a major function of WHO Heatiensa These resources can be
drawn on by both the WHO country office and the &owent as means to improve the
health sector as a whole and as yardsticks to me#sel performance of certain aspects.

Resource mobilization
Like the Regional Office, WHO Headquarters is arditohal arena for effective
mobilization of donor resources to support the ¢gun

The CCS application process

The CCS will be effective for five years. As suchwill cover the period of three
biennial programme budgets. It is therefore nexrgsw adopt a common process for
applying the CCS in the development of the two apiog biennial programmes.

Dissemination of the CCS document

This document will be disseminated to all concerpadies in order to raise awareness
about the CCS at the managerial and project lewathin government and with
development partners. Government and WHO staffldhensure that the CCS is applied
in all future WHO/Government of Viet Nam collabavat planning processes.

Making available proper WHO planning tools

To ensure that all parties follow the same progegdanning a collaborative programme
according to the CCS, proper WHO planning toolsusthdse provided to all the parties
concerned. This can be achieved by holding in-aguprogramme planning and
management training workshops.

Re-orienting Ministry of Health staff on WHO-Govenent of Viet Nam collaborative
programme development and implementation

This involves three steps: (1) educating MinistfyHealth staff and counterparts about
partners’ roles and responsibilities in applying #WHO results-based management and
implementation approach; (2) changing behaviouprivject implementation and use of
WHO resources; and (3) learning to account forues® utilization and results based on
prescribed technical criteria and cost norms.

Development and delivery of outputs/products
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The products planned need to be consistent witlsttia¢egic objectives of the CCS. The
rationale for developing the activities to deliaeproduct needs to be properly justified.
There should be appropriate indicators and toolsnéasure the quality and delivery
status of the products according to certain tinagnais.

Review and renewal process

The CCS is a dynamic document and should be renaewedevised from time to time.
Its strategies should be assessed regularly tarenisat the intended results can indeed
be delivered through their application. The timfog renewal can be decided mutually
by both WHO and the Government.
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Annex I:

1.

2.

WHO Core Functions

Providing leadership on matters critical to healtld engaging in partnerships
where joint action is needed.

Shaping the research agenda and stimulating thergggon, translation and
dissemination of valuable knowledge.

Setting norms and standards, and promoting andtororg their
implementation.

Articulating ethical and evidence-based policy ops.

Providing technical support, catalyzing change lamittling sustainable
institutional capacity.

Monitoring the health situation and assessing heedhds.
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