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ADB Asian Development Bank
ASEAN Association of Southeast Asian Nations
BHSP Basic Health Service Package reimbursed by the Health Insurance

BHSP Roadmap

The Roadmap to Develop and Implement the Basic Health Service Package
reimbursed by the Health Insurance in Viet Nam

(BHSP)

Benefit Package

A description of the healthcare services and supplies to be covered by health insuran

ce fund

CHS

Commune Health Station

cost of

CIO Chief Information Officer

CPI Consumer Price Index

CSMBS Civil Servant Medical Benefit Scheme

Capitation A method of reimbursement in which payment is made to a healthcare provider on a
per-patient rather than a per-service basis.

Claim A bill for medical services rendered, typically submitted to the insurance company by a
healthcare provider.

Cost Sharing The share of costs covered by insurance that individuals pay out of their own pocket. This
term generally includes deductibles, co-insurance, and co-payments, or similar charges, but it
does not include premiums, balance billing amounts for non-network providers, or the
non-covered services.

DF/R Draft Final Report

DHIS District Health Information Software

DHS Demographic and Health Survey

DOH Department of Health (provincial and district levels)

DOHA Direction Office for Healthcare Activities

DPC Diagnosis Procedure Combination

DPF Department of Planning and Finance, MOH

DRG Diagnosis Related Group

DSS District Social Security

EMR Electronic medical records

EU European Union

EUR Euro

F/IR Final Report

GDP Gross Domestic Products

GGE General Government Expenditure

GGHE General Government Health Expenditure

Glz Deutsche Gesellschaft fur Internationale Zusammenarbeit (Germany)

GSO General Statistics Office

HDI Human Development Index
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HFG Health Finance and Governance Project

HID Health Insurance Department, MOH
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HL7 Hospital Level 7

HMIS Health Management Information System

HMU Hanoi Medical University

HPG Health Partnership Group

HRH Human Resource for Health

HSPI Health Strategy and Policy Institute

IC/R Inception Report

ICD-10 International Classification of Disease, 10th Edition

ICD-9-CM International Classification of Diseas&, Bdition, Clinical Modification

ICHI International Classification of Health Interventions

ICT Information and Communication Technology
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Terms Description

ID Identification

ILO International Labour Organization

IPPM Institute of Public Policy and Management

ISSA International Social Security Association

IT Information Technology

IT/R Interim Report

JAHR Joint Annual Health Review

JICA Japan International Cooperation Agency

JKN National Health Insurance of Indonesia

KENPOREN National Federation of Health Insurance Societies

KKR Federation of National Public Personnel Mutual Aid Associations of Japan

KOICA Korea International Cooperation Agency

KPI Key Performance Indicators

KRI KRI International Corp.

Kfw Kreditanstalt fur Wiederaufbau

LIS Laboratory Information System

LuxDev Lux-Development S.A. (Luxemburg)

MCH Maternal and Child Health

MHWL Ministry of Health, Welfare, and Labour of Japan

MOF Ministry of Finance

MOH Ministry of Health of Viet Nam

MOLISA Ministry of Labour, Invalids and Social Affairs of Viet Nam

MOPH Ministry of Public Health, Thailand

MPI Ministry of Planning and Investment

MSA Medical Service Administration

M&E Monitoring and Evaluation

NCD Non-communicable Disease

NACHIP National Advisory Council for Health Insurance Policy

NEU National Economics University

NGO Non-governmental Organization

NHA National Health Account

NHS National Health Service

NHSO National Health Security Office

NI National Insurance: a health insurance scheme for the informal sector in Japan

NIHE National Institute of Hygiene and Epidemiology

OOP Out-of-pocket (expenditure): any direct outlay by households, including gratuities and i
payments, to health practitioners and suppliers of pharmaceuticals, therapeutic applian
other goods and services whose primary intent is to contribute to the restoration or
enhancement of the health status of individuals or population groups. It is a part of
health expenditure.

P/R Progress Report

PC People’s Committee

PHC Primary Health Care

PPP Public-Private Partnership

PSS Provincial Social Security

PhilHealth Philippine Health Insurance Corporation

Premium The amount that must be paid for health insurance or plan. Employees and/or en
usually pay it monthly, quarterly, or yearly.

Review Review of health insurance to examine claims submitted by the health service provider

SEDS Socio-economic Development Strategy

SHI Social Health Insurance

SHS Second-hand smoke

SME Small and medium-sized enterprise

SMS Social Security Management System
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ailand

Description

Terms
SS Social Security
SSO Social Security Office of Thailand
SSS Social Security Service: a health insurance scheme for formal professional sector in Th
Social  Security] VSS, PSS and/or DSS
Institution
Survey The Survey on Health Insurance System in Viet Nam
Survey Team A team formed by KRI for the Survey on Health Insurance System in Viet Nam
TOR Terms of Reference
TWG Technical working group
Total Health| The sum of public and private health expenditure. It covers the provision of health s

Expenditure

(preventive and curative), family planning activities, nutrition activities, and emergeng
designated for health but does not include provision of water and sanitation

ervices
ry aid

ucC Universal Coverage: a health insurance scheme for the informal sector in Thailand
UHC Universal Health Coverage

UHI Roadmap The Roadmap towards Universal Health Insurance for 2012 and 2020
UHS Universal Health System, Thailand

UK United Kingdom

UNFPA United Nations Population Fund
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Executive Summary

This report provides basic information and situation analysis on universal health coverage (UHC) in Viet
Nam focusing on the health insurance system. The Basic Information Survey for Basic Health Service
Package (BHSP) and Provider Payment Mechanism (the Survey) was conducted from November 2015 to
February 2017 by literature study, key informant interviews, discussions with stakeholders, and field
observation. The Survey covered situation analysis including overview of UHC in Viet Nam, overview of
health insurance system and its implementation, information technology (IT) system for health insurance,
relevant health information management system to health insurance, and relevant external cooperation.
Also, the health insurance system in Japan and some countries are summarized to provide reference for
future development or improvement of the health insurance system in Viet Nam. Based on the above
situation analysis and reference information, conclusion and recommendations are described.

Situation Analysis (from Chapters 2 to 7 and Section 9.1)

Although health insurance coverage was more than 80%, out-of-pocket (OOP) expenditure accounted
araund 40% of the total expenditure. Regarding the health insurance coverage, aiming to achieve 90%,
the Government of Viet Nam has been taking actions to promote subscription of health insurance such as
household enrollment and subsidization of premium for the vulnerable population (the poor, the near poor,
etc.). To allocate more budgets to such subsidization, medical fee schedule to be covered by health
insurance has been raised to cover more cost items of medical services and the budget allocation to the
hospitals will be declined accordingly. At the same time, to ensure sustainability of health insurance fund,
reviewing of the benefit package based on evidences has been discussed, and development of the BHSP
has been implemented according to the roadmap. Also, several pilot projects of provider payment
methods have been conducted to introduce more feasible ones to make the health insurance fund
sustainable.

Regarding policy and administration, the Survey draws attention to the challenges in coordination within
the Ministry of Health (MOH) and with other relevant agencies such as the Vietham Social Security
(VSS), consistency of legislations, as well as long term and overall strategic viewpoints on health
insurance system and relevant health policy, especially health financing. Also, expenditure of health
insurance fund has been increasing due to raise of medical fees. Expansion of the coverage, aging, and
change of disease burden may also bring a certain impact to the health insurance fund in the near future.

From the viewpoints of users, the utilization rate of health insurance is not very high due to some reasons.
For instance, health insurance user may require more process in the hospital; less or no costs may be
covered by the health insurance fund at the top referral hospitals. It is also relevant to the care seeking
behavior among the people that they tend to go directly to higher level hospital and the rich prefer to go to
private hospitals in which they cannot use public health insurance. Also, the drug price is generally higher
than the international average. Those also may affect to high OOP.
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To the above challenges, the Government of Viet Nam has been taking various measurements in addition
to the development of BHSP and provider payment method. To make the health insurance system
transparent and evidence-based, the National Advisory Council for Health Insurance Policy (NACHIP)
has been established. The NACHIP involves all the stakeholders in MOH, VSS, health service providers,
users, and academic agencies. It aims to provide advice on health insurance policy especially in the list of
drugs, medical services, and materials to be covered by the health insurance fund and those prices, as well
as the balance of health insurance fund. Also, IT has been introduced to increase efficiency of claim and
examination to review more claim to optimize expenditure of the health insurance fund.

Experiences in Japan and Other Countries (Chapter 8)

To develop the health insurance system in Viet Nam, experiences and lesson learned in other countries
could be valuable. In Japan, evidence-based management mechanism has been functioning to review the
medical fee schedule regularly to be consistent with the health policy. Regarding provider payment
method, Japan has introduced case-based payment with Disease Procedure Combination (DPC) method
which is similar to Disease Related Group (DRG) method. Thailand has achieved and been maintaining
universal health insurance. It expanded coverage to informal sector with careful consideration on
socio-economic situation of farmers who makes up the majority of the informal sector.

Recommendations on Roadmap for Future Development of Health Insurance System (Section 9.2)

Considering the situation analyses made in the previous chapters, the Survey Team proposed a roadmap
to future health insurance system development until 2020 and prepared the recommendations on options
to ensure financial protection and sustainability of the health insurance fund for the following factors:

* Health financing;

* Health insurance scheme;

* Management mechanism of health insurance system, particularly benefit package and provider
payment mechanism;

* Provider payment methods;

* Benefit package and BHSP;

* [Information management to manage health insurance system based on evidences; and

e |T system to strengthen the efficiency of works which are relevant to health insurance.

Recommendations on Future Cooperation (Chapter 10)

For future technical cooperation of Japan, with matching between the above recommendations and
relevant resources in Japan, the following components are proposed:

1 Improvement of data entry and management capacity of accounting, claiming, and clinical staff;

2 Capacity development of the council/ sub-committee to manage benefit package, medical fee
schedule, and provider payment method;

3 Continuous review of BHSP to be paid by the health insurance fund;
4 Development of standard clinical practice guidelines to be covered by health insurance; and
5 Development of DRGs.

S-2



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

Chapter 1  Outline and Progress of the Survey

1.1 Background

To achieve universal health coverage (UHC) with increasing health insurance coverage, the Roadmap
towards Universal Health Insurance for 2012 and 2Q2MHI Roadmap) was promulgated in March 2012.

It aims to achieve more than 80%f health insurance coverage and less than 40% of out-of-pocket (OOP)
expenses against total health expenditure by 2020. According to the UHI Roadmap, these goals should be
achieved through improvement of benefit package services, patient satisfaction, capacity of claim, claim
examination and reimbursement of medical fees, as well as, soundness of the health insurance fund.

In order to achieve the above roadmap, the Ministry of Health (MOH) of Viet Nam has amended the
Health Insurance Law in 2014and approved the Roadmap to Develop and Implement the Basic Health
Savice Package (BHSP) reimbursed by the Health Insufaimceiet Nam (BHSP Roadmap).

The BHSP Roadmap is one of the measures being taken in order to achieve the above-mentioned goals of
the government of Viet Nam. It aims to establish appropriate benefit package of health insurance, BHSP.
MOH aims to establish BHSP to be applied nationwide from January 2018 as defined in the Amendments
on the Law on Health Insurance (June 2014).

At the same time, provider payment methods have been reviewed to regulate health insurance expenses
because the health insurance fund might be in deficit after 2020 with the current payment methods.

To accelerate the relevant activities of the pilot project, the Government of Viet Nam requested the
Government of Japan for assistance to strengthen the management of provider payment mechanism and
BHSP. To obtain the latest information for designing future technical cooperation program, a more detailed
study is considered on the above request. Then, the Japan International Cooperation Agency (JICA) agreed
to conduct the Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam (the
Survey).

1.2 Obijectives

The purpose of the Survey was to collect necessary data and information for JICA to fully provide details
on the need for technical cooperation that could effectively utilize relevant resources in Japan. Therefore,
the Survey aimed to achieve the three objectives shown in Table 1-1 in close collaboration with the
stakeholders in Viet Nam.

538/QD-TTg

The target was increased to 90% in June 2016.

46/2014/QH13

According to the interviews and discussions in the Survey, BHSP reimbursed by the health insurance seems to be understood
as the revised benefit package of health insurance to cover “basic” services. However, concrete definition has not been agreed
among the stakeholders.

A W N
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Table 1-1 Objectives of the Survey

1. To sort out the preconditions of the technical cooperation project

To draw the needs for technical cooperation on drafting BHSP and its finalization to be introduced natjonwide.
Also, to study cooperation resources both in Japan and in other Association of Southeast Asian Nations
(ASEAN) member states.

To make recommendations to enhance the drafting of BHSP and the implementation of the
pilot project

Firstly, to collect information on the current situation of BHSP drafting, concept, and implementation plan of
the assessment, availability of necessary data for further data analysis, and capacity of pilot provinces| Then, to
make recommendations together with the necessary training subjects based on the above situation apalysis and
to draft a roadmap toward nationwide development.

To make recommendations on policy development of MOH

To analyze the current situation of policies and its implementation on health insurance and human resource for
health to achieve UHC and identify challenges and priority issues. Also, to identify cooperation resolirces in
Japan to contribute to resolving the issues and then draft policy matrix for medium term (three to five years)
based on the above analyses.

1.3 Period of the Survey

The Survey started on 20 November 2015 and was finished until the middle of March 2017, which was the
submission of the final report (F/R).

Figure 1-1 presents the workflow of the Survey. It was revised according to the following changes of

preconditions:

Regarding development of BHSP, preliminary results of statistical analysis on use of health insurance
fund and services in the pilot provinces have been presented in the end of November 2016. Although
the draft options of BHSP were also presented, definition and criteria to select the options seemed not
to be clearly agreed among stakeholders until the later stage of the Survey.

Through interviews and meetings with MOH stakeholders, it was found that common understanding
on objectives, concept, definition, and contents of BHSP has not been well discussed and established.
Based on the instruction of the Prime Minister in June 2016, BHSP has to be promulgated by January
2017, instead of 2018. Therefore, circulation of BHSP will be developed without pilot activities. Also,
HSPI has been involved more in BHSP development although DPF is still the focal point.

Although BHSP council was to be established in December 2015, the National Council for Health
Insurance Policy which was decided to establish in March 2016 includes a task for BHSP development.
In August 2016, the revised decision on establishment of the National Advisory Council on Health
Insurance Policy (NACHIP)was issued with a new list of the council members and five sub-councils.
Also, the draft working regulation of the council was presented. However, terms of reference for the
sub-councils seemed to be under drafting.

1.4 Methodology

The Survey was carried out by a consultant team contracted by JICA (the Survey Team). Document

research both in Japan and Viet Nam was carried out to collect relevant reports, statistics, legislations, and

5 English translation of the council name was changed based on discussions with Department of Health Insurance.
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other documents. Semi-structured and open-ended interviews were conducted during the field survey.
Direct observation of health facilities and health insurance organizations were also done in the survey in
the selected provinces.

At the central level, the Survey Team had meetings with MOH, Viet Nam Social Security (VSS), donor
agencies, and relevant private sectors. As for the local level, four provinces, namely: Hoa Binh, Gia Lai,
Binh Dinh and Dong Thap were selected through discussion with MOH. Those were selected from six
target areas of data collection for BHS@evelopment to see the current situation relevant to operation of
health insurance system at local level. Also, according to MOH, these four provinces were selected for the
data collection because those are considered to represent each region in terms of socio-economic key
indicatorg. In the four provinces, the Survey Team met with the provincial Department of Health (DOH),
Provincial Social Security (PSS), provincial and district hospitals and commune health stations.

The Survey Team carried out field surveys in Viet Nam as follows:

* First Field Survey: from 25 November to 28 December 2015

* Second Field Survey: from 31 January to 3 February 2016

e Third Field Survey:  from 16 February to 29 March 2016

* Fourth Field Survey: from 29 May to 10 June 2016

* Fifth Field Survey: intermitted from 29 August 2016 to 21 February 2017

The survey itinerary is presented in Appendix 1.

Due to some changes in the pre-condition part of the Survey (Section 1.3), some work items have been
reviewed and modified through discussion with stakeholders both in Japan and Viet Nam, and the
workflow and schedule were modified accordingly. The final versions were presented in Figure 1-1 and
Figure 1-2. The following sections describe the detailed process and methodology of each work item.

1.4.1 Preparatory Works
The Survey Team organized available information in Japan through JICA, internet, and relevant previous
surveys. Then, the field survey plan was prepared and the IC/R was submitted to JICA.

1.4.2 Objective 1: To sort out the preconditions of the technical cooperation project

1-1 Situation analysis, identifying challenges, needs assessment for technical cooperation and
recommendation on matching the resources of Japan in drafting BHSP in the pilot areas

The Survey Team analyzed situation relevant to BHSP drafting in the pilot areas. The details were

described in Section 3.3.5(2). The recommendation on resource matching for future JICA's
cooperation was described in Chapter 10.

Hoa Binh, Binh Dinh, Gia Lai, Dong Thap, Hanoi, and Ho Chi Minh

7 Such as poverty ratio, aging rate, gross domestic products (GDP) per capita, etc.
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1-2

Situation analysis, identifying challenges, needs assessment for technical cooperation and

1-3

recommendation on matching the resources of Japan on nationwide development and implementation
of BHSP

Although the draft options were not presented during the Survey, the Survey Team analyzed situation
surrounding and relevant to BHSP development (Chapters 3 to 7 and Section 9.1) and identified
challenges and needs for technical cooperation. At the same time, relevant experiences in Japan and

some other countries in dealing with those challenges and needs were sorted out (Chapter 8).

Information collection and mapping of donors/research institution in the health insurance sector

Through interviews and document research, the Survey Team collected relevant information of donors’
activities in the health insurance sector. The updated results were summarized in Chapter 7.

1-4 Exploring a demarcation line and methods in case of coordination with ADB

1-5

The Survey Team exchanged information with ADB on future cooperation on health insurance.
However, the discussion was not made on concrete collaboration or coordination. Due to change of
situation regarding to BHSP and the council, the Survey Team could not make concrete

recommendation of future coordination with ADB.

Proposal of overseas training program (in Japan and the other ASEAN country) to be included in the

1-6

Master Plan Development Study
The Survey Team visited relevant organizations in Thailand to have discussions on future cooperation

for Viet Nam in health insurance field. Proposed overseas training program to be included in the future

cooperation project was described in Chapter 10.

Information collection and mapping of concerned agencies in health insurance sector

The Survey Team sorted out the working items and information necessary to operate evidence-based
health insurance system and collected information on a ministry/an agency/a department which is
responsible for each item. The results are described in Section 3.4.4. Then, the Survey Team
recommended to involve all such agencies in operating health insurance system.

1.4.3 Objective 2: To make recommendations to enhance the drafting of BHSP and

2-1

implementation of the pilot project

Technical recommendation for BHSP development, the pilot project planning and other factors based

2-2

onl-1and1-2
Based on the situation analysis and results of discussions with stakeholders, the Survey team made

technical recommendations on BHSP development as presented in Section 9.2.5.

Situation analysis and recommendation on developing and revising provider payment mechanism and

2-3

institutional setting
Based on the situation analysis in item 1-2 and through discussions with stakeholders in Viet Nam and

Japan, the Survey Team made recommendations on options of health insurance scheme, health
financing, provider payment method, and benefit package/BHSP as described in Chapter 9.

Recommendation for the current and further concept and implementation plan of the pilot project

In relation to item 1-2, the Survey Team made recommendation for the possible timeline and concept
of the pilot project. However, because the definition and concept of BHSP and the methodology of the
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2-4

development was changed at the later stage of the Survey, recommendations on BHSP and the benefit
package were made as described in Section 9.2.5.

Recommendation for the training program on provider payment mechanism and BHSP for

2-5

implementing the pilot project
Because the pilot project could not be designed due to a change of situation in BHSP drafting and the

council, recommendations for the training program could not be made.

Draft roadmaps towards nationwide development of BHSP

2-6

In relation to items 1-2 and 2-3, the Survey Team proposed the roadmap towards UHC instead of
nationwide development of BHSP as presented in Chapter 9.

Advises on the National Advisory Council on Health Insurance Policy (NACHIP)

The Survey Team provided technical advises for developing the working regulation of NACHIP and
scope of works of five sub-committees. The team closely collaborated with DHI to review the draft
regulation and sort out necessary work items for sub-committees based on outputs of Item 1-6 above.

1.4.4 Objective 3: To make recommendations on policy development of MOH

3-1

Situation analysis of health insurance system and recommendation for capacity development to

3-2

enhance the management of health insurance system and UHC
The Survey Team has been trying to collect wider range of information on health insurance system

and UHC and not limited to human resources because through the initial interviews, the Survey Team
found out that BHSP was not the only way to improve the health insurance system and contribute to
UHC. In addition, supplemental survey was carried out to study the latest situation after free access at
the district level and the new medical fee schedule. The findings were described in Chapters 2 to 6.

Based on the situation analysis, the Survey Team proposed a roadmap toward enhancement of health
insurance system with suggested actions to be taken (Chapter 9). Then, draft policy actions were

suggested.

Proposal of a draft policy matrix or mid-/long-term roadmap on UHC or health insurance system

3-3

enhancement
The suggested draft policy actions were compiled in the draft policy matrix presented in Chapter 10.

Recommendation for developing health insurance system in Viet Nam, compared with the cases of

3-4

Japan, ASEAN, and other developed countries
The Survey Team summarized the process of development and revision of benefit package and

medical fees in Japan, Thailand, the Philippines, the United Kingdom, Germany, and the United States
(Chapter 10). Based on the findings, recommendations for health insurance system development and
future technical cooperation are described in Chapter 9 and 10 accordingly.

Recommendation on matching between each policy action and cooperation resources in Japan

In relation to the above, the Survey Team analyzed cooperation resources in Japan suitable to fulfill
the technical assistance needs of Viet Nam as presented in Chapter 10.
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1.4.5 Workshops in Viet Nam

The first workshop was held on 1 March 2016 with participants from MOH, VSS, provincial
representatives, academic institutions, and relevant donors. In the workshop, the Survey Team reported
preliminary findings of the Survey. Also, the outline of management mechanism of medical fee schedule
and linkage to policy implementation in Japan were presented to respond to the needs of stakeholders in
Viet Nam. In the discussion, cross-sectoral collaboration was recognized as one of important factors to
develop health insurance system and achieve UHC. The program, record and participants of the workshop

are presented in Appendix 2.

The second workshop was canceled according to the results of discussion between the Survey Team and
DPF-MOH. Instead, the Survey Team presented the outline of the findings and recommendations to major

stakeholders.

1.4.6 Study Tour in a Third Country
Among the ASEAN member states, Thailand, Philippines and Indonesia have developed health insurance
system. The overviews are presented in Chapter 8. Out of these three countries, the Survey Team proposed

Thailand for the study tour for the following reasons:

* Thailand have been accumulating experiences and lessons learned in developing a medical security
system to cover nearly 100% of the population through the success of the Universal Coverage (UC,
health insurance for informal sector) and implementing Social Security Service (SSS, health insurance
for formal sector) by the Social Security Office (SSO). Viet Nam could consider the cost analysis
method of UC, provider payment mechanism which includes capitation, fee-for-service and case-mix,
budget allocation, accountability on the concept of OOP in UC and SSS, as well as development of
appropriate health service providing system. Also, it is important to know that the different
organizations operate each UC for informal unlicensed sector and SSS for the formal professional

sector.

However, through discussions with MOH and JICA, the study tour to a third country was canceled for the

following reasons:

* Most of the key persons have already learned ideas from Thailand’s experience; and

* Although it has similar payment mechanisms with the future vision of Viet Nam and could provide
basic and useful information to develop a health insurance system, for the Viet Nam side, it would like
to focus on the management mechanism of provider payment and medical fee of Japan.

The Survey Team and MOH also discussed possibility for the other two countries, Philippines and

Indonesia as follows:

* In the Philippines, the PhilHealth have been centrally providing public health insurance services
including informal sector. The hospital accreditation system could be referred to improve health
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service providing capacity. However, the circumstances are different; private sector occupies larger
portion in health service providers, and OOP is still high despite of high coverage of health insurance.

* In Indonesia, the entire public health insurance schemes are being integrated under National Health
Insurance (JKN). Although it is similar to VSS, it is still at the initial stage and there seem to be lots of

challenges as well as tri and error.
1.4.7 Study Tour in Japan

(1) Study Tour on Health Insurance System in Japan

The Survey Team discussed with the concerned agencies in Viet Nam and Japan on appropriate program
which could respond to the above mentioned intention on the study tour in Japan. The objective of the
study tour was to learn the experience of the Japanese government and local government in developing a
local health service network and maintaining UHC in mountainous and farming area. During the first field
survey, stakeholders in Viet Nam seem to be interested in the following points:

* System and mechanism of data collection and analysis to provide evidences of medical fee review;

* Coordination mechanism of consensus building on medical fee review among stakeholders from
different agencies;

* System and mechanism to ensure transparency and accountability of medical fee claim and provider
payment; and

* Control system of medical treatment and examination services of health service providers.

In the second field survey, the Survey Team presented the draft program of the study tour in Japan to MOH.
Based on the agreement with MOH during the second field survey, the study tour in Japan was held for ten
days from 15 to 24 May 2016 in Tokyo and Nagano Prefecture. The final program of the study tour is
shown in Table 1-2Participants were from MOH, VSS, Ministry of Finance, HSPI, Department of Health

in Hanoi City, Hoa Binh Province and Gia Lai Province. The list of participants is presented in Appendix 3.
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Table 1-2 Program of the Study Tour in Japan
Date Time Activity Place
15 May (Sun) 15:05 Arrived at the Haneda International Airport (VN384) Tokyo
17:30 - 18:30 | Orientation
16 May (Mon) 9:30 - 10:00 Courtesy Call in JICA Tokyo
10:10 - 12:10 | Lecture by Prof. Yoshinori Hiroi from Kyoto University
13:30 - 16:00 | Lecture by the Ministry of Health, Labour, and Welfare
17 May (Tue) 10:00 - 11:30 | Lecture by the Health Insurance Claims Review afdkyo
Reimbursement Services
13:30 - 16:00 | Lecture by the Ministry of Health, Labour, and Welfare
18 May (Wed) 10:00 - 12:00 | Lecture by the Japan Health Insurance Association Tokyo
13:30 - 15:30 | Lecture by the National Federation of Health Insurance
Societies
19 May (Thu) 9:00 - 11:30 Travel to Saku City, Nagano Saku City,
13:30 - 16 :00 | Lecture by Official of Saku City Office Nagano
18:00 — 21 :00| Dinner
20 May (Fri) 9:00 - 11:00 Official Visit to Saku Central Hospital founded by NaganBaku City,
Prefectural Federation of Agricultural Cooperatives [fdtagano
Health and Welfare
13:00 — 14:50 | Lecture by Official of Sakuho Town Office
15:30 - 17:00 | Official Visit to Kitaaiki Vilage Clinic
21 May (Sat) 10:00 — 12:00 | Travel to Tokyo Tokyo
22 May (Sun) Preparation of Group Presentation Tokyo
23 May (Mon) 9:30 - 12:30 Lecture by Prof. Kenji Shimazaki, National Graduaffokyo
Institute for Policy Studies
13:30 — 16:30 | Wrap up Workshop
24 May (Tue) 16:35 Departure for Hanoi from Haneda International Airport

(VN385)

As explained before, participants from Viet Nam were expected to learn about Japanese public health

insurance. The contents of the program were designed to cope with such expectations.

(1)
2
®3)
(4)
(5)
(6)
(7)
(8)
(9)

Learning the historical development of public health insurance system in Japan
Relationship between Insurance Policy and Health Policy

Features of the present public health insurance system in Japan

Measures for population ageing

Measures for reduction of public medical costs

Roles and responsibilities of the Central Social Insurance Medical Council

Insurers’ activities for moderation of medical cost

Data analysis by insurers and strengthening insurers’ function

(10) Current situation and challenges of medical claims review using the IT system

(11) Collection of data and data analysis for revision of medical fees used by the Ministry of Health,

Labour and Welfare

(12) Situation of preventive health care in rural area

(13) Situation of preventive health care by medical institution

(14) Examples of health promotion activities by a local government

(15) Example of delivery mechanism of medical services in rural areas

1-8
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The details of each session are presented in Appendix 3.

At the timing of the orientation on 15 May 2015, the participants were divided into four groups and each
group was informed to present the summary of the study tour on 23 May 2016. Based on this, in the last
session of this program, each group delivered their presentation. The purpose of the presentation was to
sort what they learn learned in the program and what could be the possible countermeasures to the major
challenges faced by the Health Insurance System in Viet Nam. The details of presentations are shown in
Appendix 3.

In addition to this, all participants are requested to submit the ‘Report on Training in Japan’ to their direct
supervisors in order to share the information and experience learned so as to utilize such information in
their workplaces if possible.

At the final session of the study tour, Deputy Head of the Health Insurance Department, MOH, concluded
that the study tour was successful and participants obtained much information which could contribute to
the effective service delivery and conceptual ideas of the Japanese public health insurance towards the
UHC in Viet Nam.

(2) Study Tour on IT in Claim Examination

In response to the request from VSS, the Survey Team provided assistance for the study tour in Japan of a
mission consisting of representatives from Central Economics Commission, Central Organization
Commission and VSS in November 2016. The main focus of the mission was IT in claim examination
aiming to apply experience and technology of Japan to improvement of claim examination by IT. Itinerary
and participants are presented in Appendix 3.
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Figure 1-1  Work Flow
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Chapter 2 Overview of the Universal Health Coverage in Viet Nam

To achieve universal health coverage (UHC), the following three dimensions should be considered: (1) to
increase population coverage; (2) to expand health service coverage and ensure equity; and (3) to reduce
cost sharing and fees. In Viet Nam, the focus is just on how to increase the coverage, while the other two
dimensions, especially equity and financial protection, are relatively neglected. Although Viet Nam has
made great progress toward promoting universal coverage of health insurance for these 20 years, there are
challenges in both demand side and supply side of the health sector (Table 2-1).

Table 2-1 Challenges Regarding UHC in Viet Nam

Demand Side Supply Side
- High out-of-pocket (OOP) expenses (42.25% of total health- Low quality of public health services
expenditure, 2013) - Referral system does not work well
- The informal sector, who is difficult to be identified and to |be Too broad benefit package
covered by health insurance, accounts for 80% of the - Payment mechanism induces over-supply
population - Number of health facilities contracted with
- Low utilization of services with health insurance (60 to 65P6, VSS is limited in non-public sector (48.7%)
2013)

Reference: [Dr. Pham Luong Son, 2015], [MOH, 2014], [MOH and HFG, 2016]

This chapter overview UHC in Viet Nam from the above three dimensions considering the
sccio-economic situation.

2.1 Socioeconomic Situation

2.1.1 Demography

According to the statistics in 2014, the total population of Viet Nam in that particular year was about 90.7
million with an increase of 1.08% over the previous year. Table 2-2 presents the total population and
population growth rate in Viet Nam and selected provihdesthe past five years.

Table 2-2  Total Population and Population Growth Rate in Viet Nam
and Selected Provinces for the Past Five Years (2010-2014)

(Unit: 1000)
2010 2011 2012 2013 2014

Population Growth | Population Growth Population Growth Population Growth Population Growth

(thous.) rate (%) (thous.) rate (%) (thous.) rate (%) (thous.) rate (%) (thous.) rate (%)
Whole Country | 86,947.4| 1.07| 87,860.4| 1.05| 88,809.3] 1.08| 89,759.5| 1.07| 90,728.9] 1.08
Hanoi 6,633.6] 2.50| 6,761.3] 1.93 6,865.2| 1.54 6,977.0] 1.63 7,095.9] 1.70
Ha Nam 786.3| 0.02 786.9| 0.07 792.2| 0.68 796.0/ 0.48 799.4| 043
Hoa Binh 791.6| 0.67 799.0f 0.93 805.2| 0.77 810.3| 0.64 817.4| 0.86
Nghe Anh 2,934.1 0.67| 2,955.9] 0.75 2,983.3] 0.92 3,011.3] 0.94 3,037.4| 0.87
Binh Dinh 1,492.0 0.31] 1,498.2] 0.42 1,502.4| 0.28 1,509.3] 0.46 15145 0.34
Khanh Hoa 1,164.3 0.53] 1,171.4] 0.61 1,180.1f 0.75 1,188.4| 0.70 1,196.9) 0.71
Gia Lai 1,301.6/] 1.61| 1,321.7] 1.55 1,340.5] 1.42 1,359.1] 1.39 13778 1.37
Ho Chi Minh 7,346. 2.09| 7,498.4| 2.07 7,660.3] 2.16 7,820.0 2.08 7,981.9] 2.07
Dong Thap 1,669.6 0.18| 1,671.7] 0.12 1,675.0, 0.20 1,678.4] 0.20 1,681.3] 0.17

Reference: [General Statistics Office, 2014]

8 The provinces which presented statistical data in this chapter are the targets in the phase 1 and 2 projects for development of

BHSP, supported by LuxDev and USAID, accordingly. The details are described in Section 3.2.2 (2).
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The population growth rate in large cities such as Hanoi and Ho Chi Minh is higher than in other
provinces, and this situation could be partially resulted from the migration rate as shown in Table 2-3.

Table 2-3 Net Migration Rate in Selected Provinces

(Unit: %)
2010 2011 2012 2013 2014
Hanoi 5.9 4.7 2.7 0.3 -0.4
Ha Nam -4.6 -4.0 -4.2 -0.1 -2.0
Hoa Binh -2.0 -2.2 -3.7 -8.1 -5.0
Nghe Anh -7.6 -7.0 -9.6 -5.7 9.3
Binh Dinh -3.9 -3.4 -7.1 -3.8 -3.9
Khanh Hoa -8.3 -3.4 -2.3 -1.2 -3.8
Gia Lai -2.2 -1.9 -0.4 -0.1 -1.8
Ho Chi Minh 18.3 11.5 7.6 6.2 55
Dong Thap -6.7 -5.4 -6.3 -5.7 -6.4

Reference: [General Statistics Office, 2014]

The population pyramid of Viet Nam from 2000 to 2034 is shown in Figure 2-1. As can be seen from the
shape of the pyramids, it is clear that Viet Nam will face serious concerns on population aging.
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(Unit: thousand)
Reference: [United Nations Department of Economic and Social Affairs, 2015]

Figure 2-1 Population Pyramid in Viet Nam from 2000 to 2034
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In addition, Table 2-4 and Table 2-5 indicate the prospects of rapid population aging in Viet Nam. The
population growth rate is becoming lower as a whole; however, the population aged over 65 years old is
projected to be doubled by 2034, although the population of the youth (0-14 years old) and economically
productive age (15-64 years old) will be decreased.

Table 2-4 Prediction of Population Growth Rate by Age Group in Viet Nam

2019 2024 2029 2034
Population | Growth | Population | Growth | Population | Growth | Population Growth
(thous.) Rate (%) (thous.) Rate (%) (thous.) Rate (%) (thous.) Rate (%)
Total 95,354 5.18 99,466 4.31 102,678 3.23 105,092 2.35
0-14 years 22,035 3.80 22,171 0.62 21,236 -4.22 20,008 -5.78
15-64 year$ 66,712 4.58 68,673 2.94 70,291 2.36 71,524 1.75
65+ years 6,606 17.19 8,622| 30.52 11,150f 29.32 13,560 21.61

Reference: [GSO, 2011]

Table 2-5 Prediction of Population Aging Rate in Selected Provinces

(Unit: %)
2019 2024 2029 2034

Whole Country 6.93 8.67 10.86 12.90
Hanoi 7.67 9.52 11.74 12.75
Ha Nam 9.51 11.76 14.83 16.65
Hoa Binh 6.29 8.46 11.34 13.79
Nghe Anh 7.73 9.17 11.25 12.88
Binh Dinh 8.03 9.07 10.46 13.04
Khanh Hoa 6.44 7.01 9.99 12.68
Gia Lai 4.30 5.41 6.96 8.49
Ho Chi Minh 5.55 7.52 9.81 12.23
Dong Thap 7.38 9.13 11.30 14.12

Reference: [GSO, 2011]

2.1.2 Poor Household

The People’s Committee of Communes and Districts conducted a survey to identify the poor and near
poor household following the guidance of the Ministry of Labour, Invalid, and Social Affairs (MOLISA).
Poverty rate is calculated by monthly average income per capita of household.

The government's poverty line for the period from 2011 to 2015 which is updated by the consumer price
index (CPI) is as follows [The Prime Minister, 2011]:

* Poor household in rural area: average income: VNDQE@Iperson/month.

* Poor household in urban area: average income: VND 500,000 /person/ month.

* Near poor household in rural area: average income from VND 401,000 to 520,000/person/month

* Near poor household in urban area: average income from VND 501,000 to 650,000/person/month.

Table 2-6 presents the poverty rate in selected provinces, indicates that the poverty rate has been
decreasing, yet there is a wide gap between provinces.
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Table 2-6 Poverty Rate in Selected Provinces
(Unit: %)
2010 2011 2012 2013 2014
Whole country 14.20 12.60 11.10 9.80 8.40
Hanoi 5.30 4.30 3.60 2.90 2.30
Ha Nam 12.00 10.50 9.10 7.90 6.60
Hoa Binh 30.80 27.70 24.50 21.80 18.30
Nghe Anh 24.80 22.50 19.80 17.40 14.40
Binh Dinh 16.00 15.20 13.60 12.50 10.70
Khanh Hoa 9.50 8.80 8.00 7.30 6.20
Gia Lai 25.90 24.50 22.40 20.80 18.10
Ho Chi Minh 0.30 0.10 0.05 0.02 0.01
Dong Thap 14.40 12.90 11.60 10.20 8.60
Reference: [GSO, 2015]

2.1.3 Working Population

In Viet Nam, 68% of the working population is under any form of employment. Eighty six percent (86%)

are in the private sector which contributes 44% of the gross domestic product (GDP) [GSO, 2015].

Regarding employment status, as shown in Figure 2-2, about 60% of the employed population is

employed in the informal sector.

Unpaid
family
worker
17.17%

Self-
employed
45.48%

member of
cooperative
0.02%

Employer
2.49%

Reference: [GSO, 2015]

Figure 2-2 Employed Population (  =15) by Employment Status

Table 2-7 explains the percentage of workers by industrial sectors.

Table 2-7  Distribution of Employed Population Aged 15 and Above
by Major Industrial Group (2014)

Whol e Country (%)
Agriculture, forestry and fishery 46.3
Manufacturing 14.4
Wholesale and retalil trade, repair of cars, motorcycles 12.4
Construction 6.0
Hotels and restaurants 4.4
Training and education 3.5
Transport and storage 2.9

Reference: [MPI & GSO, 2015]
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In Viet Nam, agriculture is by far the largest sector which accounts for nearly half of the working
population. The share of manufacturing, the second largest sector, is only one-third of that of agriculture.
This large population of farmers is considered to be the majority of the informal sector in Viet Nam.

2.1.4 Economic Situation

After launching its Doi Moi reforms in the late 1980s, when Viet Nam switched from a central subsidy
system to a market economic system, its economy has successfully recovered and GDP growth rate
reached 9% in 1995-1996. Although, the Asian economic crisis gave a negative ingpaated inflows

of foreign direct investment into manufacturing have promoted Viet Nam'’s exports so that the average
GDP growth rate was 7.2% from 2000 to 2010. Viet Nam became an official member of the World Trade
Organization (WTO) in 2007 and GDP per capita exceeded USD 1,000 in 2008. Recently, imports rose at
a much faster pace than exports, reflecting strong domestic demand for capital and consum@bgbods.
growth is forecast to edge up to 6.5% in 2015, although there are concerns over rising public debt, while
inflation remains relatively low (Table 2-8).

Table 2-8 Trend of GDP Growth Rate
(Unit: %)

2000 2005 2007 2008 2009 2010 2011 2012 2013 2014

6.7 7.5 7.1 5.6 54 6.4 6.2 5.2 5.4 5.9

Reference: [IMF, 2015]

2.2 Health Financing

2.2.1 Relevant Policy

In the National Health Account (NHA) 2012, situation analysis and recommendations were made on
health finance development as summarized in Table 2-9. It shows an orientation to seek countermeasure
on the increasing government health expenditure. Regarding the long-term plan, MOH has been working
on drafting a health finance strategy. Such long-term vision is essential to set clear direction and overall
goal of the health insurance system development.
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Table 2-9 Summary of Development Orientation for Health Finance
General Orientation Basic Solutions
Reform of public health facility - Proportion of non-government budget raised from hospital fe
management and health insurance fund is to increase to cover 40% of totg

- To promote public-private partnership
(PPP) or other forms of private
investment to reduce the burden of
public health facilities and provide
variety of alternatives to the people.

public health expenditure.

- Budget for research and development is to be increased.

- Basic health service facilities are to be upgraded to meet the
national standards.

- Autonomous financial management is to be introduced to
national and provincial hospitals. And the roadmap is to be
developed.

- Hospitals are encouraged to seek alternative sources of incg

services to reduce the burden of public hospitals.

Reform of medical fee policy
- To consider all the actual cost of

medical services to improve the salary
of health personnel and support for the

vulnerable people.

- To increase financial resources for treatment, income of hea
insurance is to be increased by increasing coverage includin
household subscription.

- To reduce the burden of central hospitals, the fee system is {
modified to motivate people to access lower level facilities.

Quality improvement of health insuran
services.

- To review the provider payment
mechanism considering to mobilize th
state budget, community resources, a
external assistances to enhance supp
for the vulnerable people.

ce Appropriate budget control mechanism is to be introduced tq
reduce the financial gap among the health facilities.

D

nd
ort

Establishment of a long-term strate
and a short-term plan.

gy Budget mechanism is to be established based on the long-te

- Private organizations are to be encouraged to invest in health

es
Al

me.

th

o0 be

m

strategy and short-term plan.

Reference: [MOH & WHO, 2013]

MOH is in the process of developing financial strategy for 2016-2025. The draft had been prepared in
cdlaboration with MOH, Health Strategy and Policy Institution (HSPI) and WHO and Table 2-10
summarizes its vision, strategic objectives and targets to be met by 2025. The strategy will be further

elaborated based on the inputs and comments from concerned agencies and development partners, and

will be finalized by the end of 2016.

Table 2-10 Summary of Health Financing Strategy of Viet Nam (2016-2025)

dressing

whole

ealth

anner,

Vision To develop a health financing system which is sustainable, equitable and effective in ad
the health care needs of the people and to increase its coverage that would cover the
population so that people will have access to quality health care services without paying high rates
or costs.
Strategic 1. To increase the health insurance coverage in a sustainable manner toward universal i
Objectives coverage.
2. To ensure access to and use of quality health services in an equitable and effective m
especially primary health care services
3. To strengthen the people’s financial protection
Target -The rate of participation in health insurance: 85-90%

- Having policies and mechanisms for payment for primary health care services, especially
prevention of non-communicable diseases (NCDs) at the grassroots level.

- The proportion of health public expenditures in GDP: >4.5% of GDP

- The proportion of OOP expenses: < 30% of the total health expenditures

- The rate of family households having to pay catastrophic health costs: < 2%

Reference: [MOH, WHO, 2016]
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2.2.2 Health Sector Budget

The state budget was increased by nearly 30% in 2010 and 2011; however, in 2012 it increased only by
2% and 12% in 2013. The expenditure for social and economic services was increased by 29% in 2012
and 15% in 2013. The proportion of the health sector budget in the total state budget was increased from
3.45% in 2009 to 5.85% in 2013 [GSO, 2015]. According to the Plan for People’s Health Protection, Care
and Promotion 2016-2020 (Health Sector Five-Year Plan 2016-2020) (refer to Section 3.3.2), VND
742,320 billion of the government budget is required for the five Ydaraverage, VND 148,464 billion

is required annually from 2016 to 2020. It is approximately 1.2 times of the total health expenditure in
2013.

However, the Health Sector Five-Year Plan 2016-2020 requires VND 1,371,853 billion (Table 2-11).
According to the plan, the Government of Viet Nam has been considering to mobilize new financial
resources such as tobacco and alcohol tax, external investment, and other financial sources. Also,
financial autonomy of hospitals will be promoted to save in government budget expenditure. To promote
the financial autonomy, payment from health insurance fund has been increasing by including recurrent
cost items to the medical fee (refer to Section 4.1.3). As shown in Table 2-11, item 1, 2 and 3 seem to be
covered by the government budget and item 4 seems to be the other financial sources. Payment from
health insurance fund is 73% of item 4 which is VND 91,092 billion per year. Meanwhile, as shown in
Table 2-14, annual income of health insurance fund in 2016 was estimated at VND 66,228 billion.

Table 2-11  Estimated Budget for the Health Sector Five Year Plan 2016-2020

Item Estimated Amount

1 Investment and Development 176,148
1-1 Commune level 17,688
1-2 District level 9,130
1-3 Provincial level 66,000
1-4 Central level 60,374
1-5 Central institutes/tertiary referral hospitals 22,956
2 Non-business Health Expenditures 550,314
2-1 Central budget 178,939
a) Recurrent expenditure 98,687
b) Expenditures of national targeted programs on health and population 19,392
¢) Additional allocation for localities 60,860
2-2 Local budget balance 432,234
3 Health Expenditures in National Security, Defense and Reform of Salaries 19,750
4 Expenditures from the Other Revenue 625,641
4-1 Direct service fee 164,402
4-2 Payment from health insurance fund 455,462
4-3 other non-business revenue 5777
Total 1,371,853

Source [MOH, 2016]

°  For the previous five-year pla2011-2015, total expenditure was VND 357,971 billion.
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2.2.3 Total Health Expenditure

The total health expenditure has significantly increased during these 20 years. In nominal terms, per
capita health expenditure went up from USD 14 in 1995 to USD 111 in 2013, which increased almost
eight times in 18 years (Table 2-12). However, the total health expenditure, as a share of GDP, did not
increase from 5% to 6% as the following table shows, and government health spending is considerably
less than expected. Especially, the share of MOH budget in total health expenditure is quite low, just
around 2%, while the share of the fund from Viet Nam Social Security (VSS) has increased from 2.4% in
1995 to 15.5% in 2013.

Table 2-12  Trend of Total Health Expenditure

1995 2000 2005 2010 2013

Total health expenditure as % of GDP 5% 5% 5% 6% 6%
Total health expenditure per capita (USD) 14 20 36 83 111
Out-of-pocket expenditure per capita (USD) 9 13 25 37 55
Total percentage of the general government health

expenditure (GGHE) in the general government 7% 7% 5% 10% 9%
expenditure (GGE)

Reference: [WHO, 2015]

It is important to note that out-of-pocket (OOP) expenses for health care still accounted for nearly 50% in
2013'°, although it was decreasing gradually, which is very high compared with internationally
recoommended level of below 30% of the total health expenditure (Table 2-13).

Table 2-13  Composition of National Health Expenditure
(Unit; Million VND)

1995 2000 2005 2010 2011 2012 2013
Public health 4,023,607 7,215,164 12,974,880 63,892,567 77,975,714 82,501,680, 89,365,355
expenditure (34.5%) (30.9%) (26.4%) (46.5%) (45.2%) (42.5%) (41.8%)
- MOH 544,300 880,375| 1,295,041 2,949,212 3,095,718 4,078,371 4,417,668
(4.6%) (3.7%) (2.6%) (2.1%) (1.7%) (2.1%) (2.0%)
- Social security 283,000| 1,418,010 4,340,499 23,579,170, 30,894,605 30,550,663 33,092,306
expenditure (2.4%) (6.1%) (8.8%) (17.1%) (17.9%) (15.7%) (15.5%)
- others 2,783,410 4,319,090] 6,022,651| 33,221,102 39,437,621 43,143,948 47,161,603
Private health 7,636,133| 16,097,199 36,167,870, 73,363,620 94,422,273 111,332,731 123,987,817
expenditure (65.5%) (69.1%) (73.6%) (53.4%) (54.7%) (57.4%) (58.1%)
- NGO 18,969 31,861 103,233 233,378 620,824 653,107 727,345
- OOP 7,463,789 15,392,472 33,239,505 61,541,169 78,570,549 94,656,716/ 105,416,255
(64.0%) (66.0%) (67.6%) (44.8%) (45.5%) (48.8%) (49.4%)
- others 153,375 672,866| 2,825,132 11,589,073 15,230,900 16,022,908 17,844,217
-Ie-g:)aelnhcﬁ'i:trz 11,659,740, 23,312,363 49,142,750 137,256,187 172,397,987 193,834,411] 213,353,172
Reference: [WHO, 2015]

224

Income and Expenditure of Health Service Providers

According to the decree on the financial autonomy of health instititjgrsportion of the state budget
in revenue has been decreasing. According to the Survey, it is less than 10% in the central hospitals, 20%

10 According to MOH-DPF, it is estimated as 38% in the National Health Account 2013 to be published in 2016.
1 Decree on the Operational and Financial Regimes Applicable to Public Health Non-business Units and the Prices of Medical
Examination and Treatment Services of Public Establishments (85/2012ND-CP October 15, 2012)
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in provincial hospitals, and 30% to 50% in district hospitals. Therefore, each health facility has to make
their own effort to develop new financial sources such as parking services, canteen, kiosk, etc. Also,
“socialization” has been introduced in some hospitals. It seems like joint investment with society to
purchase medical equipment or other service improvement. The investors could obtain dividend from
benefit of the particular operation. Although it could be effective to make a certain scale of investment to
improve services, it may cause unnecessary services using the particular equipment.

Figure 2-3 shows a sample of income and expenditure of a provincial hospital. Income from health

insurance fund is 44% of total income.

Other service 39, _Procuremen
2%

Income o&Mm t/—og‘;rs Expenditure
(]

activities ——

Divident

5%

Socialization 3%
10% _/ Recurrent
State budget costs

26% 6%

\—Medical
service fees
51%

Personnel

Health 30%

insurance
fund
44%

\_Hospital fee
15%

Reference: Binh Dinh Provincial Hospital
Figure 2-3 A Sample of Income and Expenditure of a Provincial Hospital

When the medical fee schedule includes all the necessary costs (seven items, refer to Section 4.1.3), the
state budget allocation will be decreased step-by-step.

The main issues mentioned by the hospitals interviewed in both provinces are as follows:

* Hospitals can choose a payment system. Among the 31 hospitals at the provincial and district levels
in Gia Lai Province, 16 hospitals use fee-for-service system while 15 hospitals use capitation system.

* Local Department of Health (DOH) does not have information regarding the ratio of OOP expenses.

* Commune health stations (CHSs) with no doctor assigned cannot get reimbursement when a nurse
provides treatment, which is supposed to be done by a doctor (e.g., suture).

* Surplus generated from less usage of medical services due to the low quality cannot be used in the
province. It is used to pay for the deficit of other provinces

22,5 Health Insurance Fund
The Health Insurance Law, passed in 2009, provides a legal basis for earmarking state budget to subsidize
health insurance for several large target groups.

Figure 2-4 presents the financial sources of health insurance fund as of 2010. Public sources constitute
70% of the total health insurance fund because more than 70% of subscribers have their insurance
premiums on public support.

2-9



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

Households,
2,867,083,
9%

Central Budget,
4,736,213, 16%

Employer/
School,
6,204,927, 20%

Commune/

Ward/ Town

Budget, 943,144
,3%

Total: VND 30,894,605 million
Reference: [MOH & WHO, 2013]
Figure 2-4 Sources of Health Insurance Fund (2010)

As shown in Table 2-14, health insurance fund was deficit in 2007 and 2009. It is estimated to be deficit
in 2016. It might be caused by raise of medical fees by 30% in average (refer to Section 4.1.3).

Table 2-14  Income and Expenditure of Health Insurance Fund

(2001-2013, and Estimate of 2016)
(Unit: VND in millions)

Year Income Expenditure
2001 1,151,000 1,063,000
2003 2,027,000 1,524,000
2005 2,973,614 2,774,833
2007 6,284,000 8,124,000
2009 13,037,000 15,482,000
2011 29,266,623 25,330,650
2013 44,131,798 37,774,720
2016 Estimates 66,228,000 72,700,000

Reference: [MOH, 2014] and VSS

Figure 2-5 presents the number of members, revenue and expenditure of the health insurance fund.
Average revenue per member of workers is the highest as their premium is calculated based on their
salary. Regarding groups two to six, considering the premium amount is calculated based on the
minimum wage, the average revenue per member might be similar amount although four types of
minimum wage are applied in accordance with characteristics of each province. . It suggests that there
might be exemptions in paying the premium or the entire premium might not be collected. Expenditure
per member of retired people is the highest because it includes the elderly.

Regarding the total revenue, according to the rough estimation of the Survey Team is VND 50,446 billion.
It was calculated according to the Health Insurance Law (2008), the average salary (Group 1), and
minimum wagé& (Group 2 to 6) and was also based on the assumption that all subscribers pay in full the
amount of premium (4.5% of salary/minimum wage). The actual revenue for 2013 was 88% of the above
estimation.

12 1GSO0, 2015]
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Member Revenue Expenditure | Revenue per |Expenditure per

(million) | (billion VND) | (billion VND) | Member (VND) | Member (VND)

Group 1 Workers 9.92 18,201.67 5,075.63 1,834,846 511,656
Group 2 Retired People 5.31 5,451.36 13,316.10 1,026,621 2,507,740
Group 3 The poor and the near poor 15.86 8,880.33 5,886.96 559,920 371,183
Group 4 Children under 6 9.28 5,591.68 3,290.75 602,552 354,607
Group 5 Students 11.3 1,890.59 1,206.16 167,309 106,740
Group 6 Household Member 10.09 4,116.17 8,999.12 407,945 891,885
Total 61.76 44,131.80 37,774.72 714,569 611,637

Reference: [MOH, 2014]
Figure 2-5 Number of Members, Revenue and Expenditure of

Health Insurance Fund in 2013

Risk pooling in the health insurance system remains highly fragmented. Viet Nam has 63 provincial funds

and only marginal redistributions are made across these funds through central reserves. This redistribution
is often regressive, i.e., from poorer to richer regions. When a provincial health insurance fund has a

remaining budget, 80% of the surpklsould be allocated to the reserve fund and theofé1% will be

allocated to purchase medical equipment, transportation mode at the district level, or support to the Fund
for the Poor by 31 December, 2020. From 1 January 2021, the entire surplus will be allocated to the

central reserved fund for general coordination.

2.2.6 Household Health Expenditure

(1) Health Expenditure per Capita by Age Group

Health expenditure per capita by age groups is not very high (Figure 2-6) because children under six years
old do not have to pay as co-payment for health insurance. Although co-payment rate for pensioners is
low (5%), heath care expenditure per capita for the people more than 60 years old is still high because the
elderly that receives pension are only 20% among the eligible and 20% receives either free medical
access or old-age welfare allowanée80) [JICA, 2014], most of them might belong to other groups of
higher co-payment or non-subscribers.
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Figure 2-6 Healthcare Expenditure per capita by Age Group (2004-2012)

(2) Out-of-Pocket Expenses

Prior to the late 1980s, Viet Nam had a socialist-style health system which provided universal coverage
free of charge. After the reform known as Doi Moi started, the official user fees at public health facilities
were introduced and pharmaceuticals markets were liberalized. As a result, OOP expenses reached over
70% by the early 1990s. After a series of voluntary health insurance scheme, in 1992, the government
started a nationwide mandatory health insurance scheme for civil servants, formal sector workers,
pensioners, and so on. In 2002, the health care fund for the poor was established to provide free health
services, which led to compulsory scheme for the poor.

These days the coverage in terms of enrollment has reached 70%, while OOP expense has not decreased
dramatically and is still around 50% (Figure 2-7).
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References: [WHO, 2015] [JICA, 2014]
Figure 2-7 OOP and Health Insurance Coverage in Viet Nam (1995-2013)

The high share of OOP expenses, while as much as 30% of the total population has not been covered with
any forms of financial protection such as health insurance, means that many households especially the
near poor may have financial difficulty when they are sick. Households may choose not to use health
services to avoid payment.

Also the reason why subscribers have to pay for OOP is to spend for medicines bought from drug stores,
for services of private providers, and co-payments at public health facilities (Figure 2-8). Since VSS
reimbursement does not cover the whole benefit package paid by the health insurance, and hospitals
recover their costs by charging extra expense to the patient.
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Of the OOP expenses in 2009, 44% is spent on user fees at public facilities, 22% on private facilities, and
35% on self-medication [World Bank, 2014].
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Diagnosis,
6.5%

Reference: [Dr. Pham Luong Son, 2015]
Figure 2-8 Healthcare Cost Structure

(3) Catastrophic Health Expenditure

Among the household expenditure for health, 74% is for treatment and 17% is for over-the-counter
(OTC) drugs. As shown in Table 2-15, households with catastrophic health expenditure has been around
4% to 5% even after the Heath Insurance Law was promulgated in 2009. Since 1998, around 2% to 3% of
households become poor because of health expenditures.

Table 2-15 Household with Catastrophic Health Expenditure and Impoverishment (%)

1992 | 1998 | 2002 | 2004 | 2006 | 2008 | 2010 | 2012
Househ_old with  catastrophic  health 8.2 58 47 57 51 55 3.9 49
expenditure
Household with impoverishment 5.3 3.3 3.4 4.1 3.1 35 25 25

Note: Catastrophic health expenditure occurs when a household's total OOP for health payments equal or exceed 40% of the household's
capacity to pay.
Impoverishment: A non-poor household is impoverished by health payment when it becomes poor after paying for health care services.
Source: [Van Minh Hoang, et al., 2015]

2.3  Population Coverage

Viet Nam expanded the health insurance coverage to 72.5 % (Health Insurance Department, MOH) of the
population in 2015 and intends to cover 80% by 2020.

As shown in Table 2-16, the overall coverage has steadily increased since the 1990s. However, a closer
look on the trend reveals that the number of voluntary members who pay premiums on their own actually
does not increase to more than 10 million while the number of compulsory members who receive
government or employers’ support increases. In order to achieve universal health insurance, the
Vietnamese health insurance scheme needs to reach the voluntary sector.
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Table 2-16  Trend of Health Insurance Coverage

(Unit: 1000)

1998 2000 2002 2004 2006 2008 2009 2010 2011

Compulsory 6,069 6,469 6,977 11,990 25,746| 29,059| 41,168 42,139| 47,808

\oluntary 3,823 3,930 6,048 6,400 11,120 10,690 8,901| 10,268 10,268

Total NO of 9,892 10,399| 13,025 18,390| 36,866 39,749 50,069| 52,407| 58,484
subscribers

Reference: [MOH & WHO, 2013]

Table 2-17 presents the details in the status of coverage by different member groups. Low coverage rates

seem to appear in both low-income and high-income groups. The former would be unemployment

allowance recipients, the near-poor, and farmers; while the latter would be self-employed and employees

in the private sector. Despite the obligation, employees in the private sector show a low subscription rate.

It reflects a low compliance by micro and small enterprises which comprise 95% of the Viethamese

companie¥.

Table 2-17  Status of Coverage in Membership Groups (2010)

Popul ation Insured Coverage
Member Group (1,000) (1,000) | Rate (%)
4.5% Salary Contribution 15,238 9,506 62.4
Civil servants 3,142 3,142 100.0
Employees in the private sector 11,911 6,361 53.4
Foreign students on government scholarship 3 3 100.0
Commune civil servants (elected) 182 0 0
VSS Contribution 2,305 2,174 94.3
Pensioners 920 920 100.0
Recipients of social security allowance 1,305 1,254 96.1
Recipients of unemployment allowance 80 0 0
Government Contribution (full support) 30,561 24,675 80.7
Commune civil servants 41 40 97.6
Persons of merit 1,791 1,791 100.0
Veterans 374 350 93.6
People who contributed to the revolution 322 0 0
Members of the National Assembly and people’s committees 123 119 96.7
Recipients of social protection allowance 843 384 45.5
The poor and minority groups 13,945 13,511 96.9
Dependents of persons of merit 869 0 0
Dependents of officers of the Ministry of Defense and Ministry 1,281 297 23.2
of Public Security
Children under six years old 10,103 8,183 81.0
Government Contribution (partial support) 19,879 10,499 52.8
The near poor 6,081 692 11.4
Students 13,798 9,807 71.1
Personal Contribution 18,552 3,917 21.1
Dependents of salaried workers and civil servants 6,820 0 0
Farmers, members of cooperatives, and household-enterprisgs 11,732 3,917 334
Total 86,866 50,771 58.5
Reference: [Tran Van Tien, Hoang Thi Phuong, et al., 2011]

13

Micro enterprises are the ones with less than ten employees. Small enterprises in agriculture, manufacture, and construction

sectors are defined by the capital of VDN 200 million and the number of employees being 10 to 200. Small enterprises in
wholesale, retail, and service sectors are defined by the capital of VDN 100 million and the number of employees being 10 to
50 (JICA, (2012) “JICA project on empowering the support to SMEs in Viet Nam.”, original data is from “White Paper on

Viet Nam SMEs 2011.”).
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Every reachable sector has already been covered because the Government of Viet Nam has provided full
support to pay the premiums for socially disadvantaged groups. The coverage goal of 80% in 2020 seems
to be difficult as there is not enough room to extend the coverage.

Table 2-18 presents the latest coverage rate according to the interview. Although the exact figure could not be
obtained, coverage among the near poor and workers in the agriculture, forestry, and fishery sectors are quite
low. Private sector employees are still less than 50%. Voluntary scheme has been changed to compulsory

household enrollment under the Amendment on the Health Insurance Law (2014).

Table 2-18 Health Insurance Coverage in 2014

Scheme % Scheme %
Public officers 100 Agriculture, Forestry and Fishery, Very low
The poor 100 Private sector employees 48
Children under six 100 Students 94
Near poor Very low \oluntary 34

Source: VSS

According to VSS, subscription rate of household members was 28% and it is still very low in 2015.
Regaarding agriculture, forestry and fishery sector workers, it was four to five percent. Especially, people
living in the remote island areas seem to be reluctant to subscribe the public health insurance.

According to the interviews, the main reason of the near poor not subscribing for health insurance is due
to financial difficulties, while that of the rich are due to the low reputation of public health service and
their preference for private health service. Also, the near poor and informal sector workers tend to be
hesitate to purchase health insurance because they are still healthy and want to use money to other

purpose.

In most countries that are pursuing the goal of universal coverage for health care, reaching the informal
sector remains a challenge. The most common problems in providing health insurance for the informal
sector include low enrollment rates, difficulties with payment collection, and adverse selection.

Viet Nam also faces the “missing middle-income group” problem where enrollment is high among

low-income and high-income groups so that the non-poor informal sector is left behind. In general, the
informal sector is defined as “non-salaried” workers who have no formal employee-employer relationship
such as a casual worker who works on a temporary or daily basis or is self-employed [World Bank,
2014].

Figure 2-9 shows the coverage of different member groups. It is obvious that the coverage of member
group, whose premium is not supported by government subsidy, is low. The coverage rate of the informal
sector including farmers, self-employed, and the near poor is quite low between 10% and 30%.

2-15



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

0% 10%  20%  30%  40%  50%  60%  70%  80%  90%  100%
t i f f f f f f f f

e pecrana mory e | ——
1
oo ncer o ——————
1
Pasor of et veaas, o | ——
1

Others

Government

Recipient of social security

Students

and
government | VSS

The near poor

Subscriber

Civil servants

Employees in the private sector

employer

1 lj

Subscriber and

Others

Farmers, members of cooperatives, and household-enterprises

Subscriber

Dependents of salaried workers and civil servants

Reference: [Tran Van Tien, Hoang Thi Phuong, et al., 2011]
Figure 2-9 Coverage by Membership Groups (2010)

Looking at the real number of uncovered population by groups, the biggest population who is not yet
covered by the health insurance is the self-employed including farmers (Table 2-19). The total number of
uncovered farmers and self-employed reaches 7.8 million. The following table presents that 6.8 million of
dependents of salaried workers and civil servants, 5.5 million of employees in the private sector, and 5.4
million of the near poor are not covered yet.

Table 2-19  Number of Uncovered Population by Major Membership Groups (2010)

Member Group Uncovered Population

(1000)
1 Farmers and self-employed 7,860
2 Dependents of salaried workers and civil servants 6,820
3 Employees in the private sector 5,598
4 The near poor 5,412
5 Student 4,001
6 Children under six years old 1,919

Note: Calculated from the data in TabfeStatus of Coverage in Membership Groups (2010
Reference: [Tran Van Tien, Hoang Thi Phuong, et al., 2011]

The Amendment of the Health Insurance Law (2014) abolished the voluntary scheme and shifted to a
compulsory one; however, raising the coverage by extending government support to the informal sector
inevitable strains public financial resources. In order to achieve sustainable UHC, it is necessary to ensure
the quality of public medical services and promote people’'s understanding on benefit of health insurance
for their future to motivate the current non-insured to join the public health insurance scheme.
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2.4 Service Coverage
2.4.1 Health Service Needs

(1) Disease Structure

According to WHO, the burden of non-communicable diseases (NCD) is high as shown in Figure 2-10.
Through the interviews in the Survey, it was frequently mentioned that patient visits caused by NCD,
especially hypertension have been increasing recent years.

The proportion of NCD hospitalizations has increased from 42% in 1976 to 71% in 2010. Regarding
smoking, 40% of men are smokers. The exposure to second-hand smoke (SHS) is also high, 55% of
adults are exposed to SHS at work and 67% are exposed at home. The prevalence of alcohol consumption
has rapidly increased from 6.6 liters in 2010 to 7.2 liters in 2012 [HealthBridge, 2015].

Communicable
diseases,
maternal,

perinataland
nutritional
conditions

16%

Injuries
10%

Non-
communicable
diseases
74%

Reference: [WHO]
Figure 2-10 Age-standardized Mortality Rate by Cause in 2012
(per 100 000 population)

According to MOH, although viral, respiratory diseases and gastroenteritis are major causes of morbidity,
hypertension is the second highest. Injury also causes burden to the people as it is the top cause of
mortality. Cerebral hemorrhage and myocardial infarction which are related to life-style may require high
cost for emergency care, recovery and rehabilitation (Table 2-20).
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Table 2-20  Major Causes of Morbidity and Mortality in 2013 (per 1~ 00,000 population)

Morbidity Morta lity
Pneumonia 470.0| Intracranial injury 1.63
Acute pharyngitis and acute tonsillitis 396.7| Pneumonia 1.28
Essential (primary) hypertension 359.3| Other respiratory disorders originating |in 1.15

the perinatal period

Other injuries: specified, unspecified, and multipl857.0| Intracerebral hemorrhage 0.82
body regions
Acute bronchitis and acute bronchiolitis 289.2| Acute myocardial infarction 0.78
Diarrhea and gastroenteritis of presumed infectio@43.3| Other injuries of specified, unspecified and 0.66
origin multiple body regions
Gastritis and duodenitis 211.6| HIV/AIDS 0.64
Other viral diseases 182.9| Septicemia 0.56
Other arthropod-borne viral fevers and viral70.5| Other diseases of the respiratory system D.55
hemorrhagic fevers
Other dorsopathies 168.8| Heatrt failure 0.51

Reference: [MOH, 2014]

2.4.2 Health Service Utilization

(1) Care-seeking Behavior
In general, many people use private health facilities for outpatient services both in rural and urban areas
as shown in Figure 2-11. For inpatient services, most people seek care from government health facilities.

Inpatient

Outpatient

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

M Government hospital M Commune health services B Regional Polyclinics M Private M Traditional medicine M Others

Reference: [GSO, 2013]
Figure 2-11 Care-seeking Behavior for the Last 12 months

Onaverage, health insurance subscribers access health facilities 2.08 times in a year [MOH, 2014]. Figure
2-12 presents the utilization of health care services by income quintile groups. Wealthy people use more
outpatient and less inpatient services compare with the poor. Regarding the utilization of the health
insurance card, around 60% to 65% of all groups use the health insurance card for outpatient services.
However, it is less than 40% for inpatient, except the lowest income group [GSO, 2013], because the
subscribers had to use the health facility described in their health insurance card otherwise they had to pay
all the medical costs until the end of 2015. Therefore, patients in serious condition might access central or
specialized hospitals without official referral procedure, and therefore, they might not use their health
insurance card.
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Figure 2-12 Utilization of Health Care Services for
the Last 12 Months by Income Quintile

As shown in Figure 2-13, children under five and more than 60 years old use health services more
frequently because children under five years old need to receive maternal and child health (MCH)

services. Also, they are at higher risk of health problems such as infectious diseases, pneumonia and
diarrhea. The elderly might have one or more chronic diseases or any other health problems.
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Reference: [GSO, 2013]
Figure 2-13 Utilization of Health Care Services for the Last 12 Months
by Age Group

(2) Utilization of Health Insurance

According to the Law on Health Insurance, patients are entitled to receive medical services at any health
care facility without restrictions related to administratively-set geographic boundaries or technical level of
the facility*. This allows bypassing lower-level facilities and direct self-referral to higher-level facilities,
egecially central facilities, resulted in under-utilization of district hospitals and overcrowding in central
hospitals. Table 2-21 shows the frequency of health care visit by the subscribers which is just around
twice a year, and the figure has not increased these years.

14 Although the law does not prohibit accessing to any health facilities, it does not guarantee application of health insurance.
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Table 2-21  Number of Health Care Visits per Year

Number of Visit (million) Frequency ( No./card)
2010 102 1.95
2011 114 2.01
2012 121 2.07
2013 129 2.1
2014 135 2.2

Reference: [Dr. Pham Luong Son, 2015]

The main issues identified regarding service coverage are:

* The weak capacity of lower-level health facilities (particularly district hospitals) to provide services
and the inability of these hospitals to attract patients (district hospitals are able to provide about 70%
of the total services that they are supposed to);

* The financial mechanisms and payment methods do not encourage lower-level hospitals to provide
better quality services, as their cheaper prices negatively affect the quality of services.

Moreover, the benefit packages do not incentivize patients to seek treatment at lower-level hospitals;

* Public hospitals are autonomous. Thus, they try to attract and retain patients. Upper-level hospitals
have better capacity to attract patients; and

* The referral system is weak. Many prefer to bypass primary health care facilities due to poor quality
of services and prefer to go to the hospital-level services which requires more costs.

2.5 Situation of Service Providers

2.5.1 Health Facilities and Medical Equipment

Functions and services of health facilities at each level are dEfiaed each facility needs to fulfill the
requirement from different aspects including location, function, activity, educational level of human resource
for health (HRH), facility, equipment, and so forth. CHSs mainly provide primary health care including
prevention, health promotion activities and simple examination. Higher-level health facilities have hospital

function and the three national general hospftaése the top referral hospital in each region.

The entry point for patients is CHSs and referrals are then made to the next level of care at the district,
provincial, and central levels (Figure 2-14). However, as mentioned earlier, more people expect higher
quality of medical service and they are more likely to visit upper-level health facilities directly, which
results in more patients concentrated in the tertiary hospitals.

15 23/2005 / TT-BYT 2005/10/8, Guidelines for Classification of Health Service Facilities
33 2015/TT-BYT 2015/10/27, Guidelines of Functions and Tasks of CHS

16 Bach Mai Hospital, Hanoi (in the North), Hue Central Hospital, Hue (in Central), Cho Ray Hospital, Ho Chi Minh (in the
South)
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Level

1 National Bach Mai Hospital, Cho Ray Hospital, Hue Central Hospital

2 / Province \Provincial Hospital
3
District District Hospital, Rural General Clinic, Private Hospital
4
5/ Commune &mmune Health Center

Figure 2-14 Referral System in Viet Nam

Reference: [JICA, 2014]

In order to reduce the overcrowding of hospitals especially in the five specialties (oncology,
surgery/trauma, cardiology, obstetrics, and pediatric specialties) in tertiary hospitals in Hanoi and Ho Chi
Minh City, MOH approved the project on satellite hospifaBnd set up a network of 50 satellites
hospitals linked to 14 hub hospitals and added 7,150 beds. Gia Lai Province also plans to apply for
establishing satellite hospitals including specialties of oncology and cardiology by 2020.

The hospitals the Survey Team interviewed faced difficulties in improving hospital infrastructure and
equipment. Main issues include inadequate infrastructure which is not aligned with the requirement for
service provision and lack of budget to purchase and maintain medical equipment.

2.5.2 Human Resources for Health (HRH)

The public sector invested in HRH in Viet Nam to secure the number and strengthen their capacity in
order to respond to the growing demand for quality health service. As shown in Table 2-22, the number of
HRH has been increasing in general over the past several years.

Table 2-22  Number of Human Resources for Health (HRH) (2010-2014)
(Unit; thousand)

2010 2011 2012 2013 2014 (estimate)
Doctor ] 614 . 628 | 65.1) 686| 718
% compared with the previous year 101.0% 102.3% 103.7% 105.4% 104.7%
AssistantDoctor | 92.2| ... 42| 546 SIL| 58.3.
% compared with the previous year 100.8% 103.8% 100.7% 104.6% 102.1%
Nurse 823| ... 881 922 . 98.3| 102.0
% compared with the previous year 115.1% 107.0% 104.7% 106.6% 103.8%
Midwife 268 2709 280 . 290 . 29.1
% compared to the previous year 107.2% 104.1% 100.4% 103.6% 100.3%
(University Pharmacist | 56| .58 103 . 84| 9.3
% compared with the previous year 98.2% 103.6% 177.6% 81.6% 110.7%

Source: [GSO, 2015]

The number of HRH has increased especially at the grassroots level. As of 2013, 76.9% of CHSs had

17 Decision 774/QD-BYT in 2013
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doctors and 97.3% of CHSs had obstetrics-pediatric assistant doctors or midwives in fetAsdable

2-23 indicates, although the gap in the distribution of HRtha commune level among the regions has
become smaller, there are some regions where the proportion of CHSs with a doctor is still far below the
national average.

Table 2-23  Distribution of HRH at the Commune Level

Region 2010 2011 2012 2013 2015
Proportion of CHSs with| National 70.0 71.9 73.5 76.9 80.0
doctor (%) Red River Delta 75.7 77.5 78.7 82.5
Northern Midlands and 61.9 63.5 66.4 67.3
Mountains
North and South Central Coast 66.2 66.0 68.8 69.0
Central Highlands 57.8 66.5 69.7 75.7
Southeast 80.5 85.0 83.4 69.0
Mekong River Delta 80.7 82.2 87.2 75.7
Proportion of CHSs with| National 95.6 95.3 96.4 97.3 >95
obstetrics/pediatrics Red River Delta 92.5 95.3 92.2 93.3
assistant doctor or Northern Midlands and 953 89.7 95.1 91.3
midwife (%) Mountains
North and South Central Coast 96.6 90.5 94.5 96.1
Central Highlands 96.7 99.2 97.0 99.6
Southeast 97.5 100.0 99.1 99.2
Mekong River Delta 97.3 99.1 96.7 100.0
Remark: 1) Figure shows the targets set in the Five-Year Health Sector Development Plan 2011-2015
Source: [MOH and HPG, 2015]

In order to strengthen the capacity of HRH, upper level health facilities take responsibility for giving
technical guidance to lower level health facilities through the Direction Office for Healthcare Activities
(DOHA). In order to narrow the gap in the quality of HRH, MOH has another policy that doctors at upper
level hospitals transfer medical techniques to doctors at lower-level hospitals and help lower level
hospitals provide assigned services

The capacity of district hospitals has been strengthened under the above health policies, but the capacity
still needs to be further strengthened, based on the inteflidwsparticular, there has been an urgent

need of responding to increasing number of chronic diseases. According to the Joint Annual Health
Review (JAHR) in 2014, priority issues in strengthening response in NCD prevention and control from a
human resource management perspective, include deploying HRH for NCD prevention and control with
special focus on grassroots level, strengthening training courses that should be combined with
post-training support and supervision, organizing support for professional development of HRH in this
field directly in the workplace and strengthening remuneration to encourage HRH to work at the
grassroots level [MOH and HPG, 2015]. In Gia Lai Province, for example, the provincial hospital
conducts needs assessment for district hospitals and provides in-service training for doctors at the Gia Lai

8 JAHR2014
9 Decision 1816/2008/QBY T
20 Result from interviews with provincial hospitals and other local authorities
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Provincial Hospital. In order to respond to chronic disease and cardiovascular disease at the district
haospitals, training program has been revised by taking into account these priority areas.

2.5.3 Medical Supply

As mention in Section 0, drug procurement system has changed and pharmacy department of DOH is in
charge of drug procurement for all hospitals in the province. The process of new bidding system is as
follows: 1) district hospitals submit the list of essential medicines to DOH, 2) DOH makes an official
notice and put in a tender, 3) drug price is decided and 4) each hospital contracts with a pharmaceutical
company. This new system has contributed to decreasing drug prices which was endorsed by hospitals in
both provinces.

On the other hand, challenge still remains in drug supply. In Hoa Binh Province, some CHSs lack of
necessary drugs which are supposed to be distributed through a district hospital. In particular, they do not
receive enough amount of medicine for children and they use medicine for adult instead as a substitute by
reducing the dose of medication.
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Chapter 3 Overview of the Health Insurance System in Viet Nam

3.1 History and Progress

Table 3-1 presents the development process of health insurance system of Viet Nam. Health insurance
was first introduced in Viet Nam during the economic reform in the late 1980s to early 1990s known as
Doi Moi. After that, the government promulgated the first decree on health insurance in 1992, and all
provinces implemented health insurance scheme under the supervision of the provincial health authorities.

In 1998, the government unified the provincial health funds into a single national fund, and it also
extended the coverage. In 2005, the poor were to be covered by the health insurance through an
appropriation of government funds for their insurance premiums.

In 2008, the Law on Health Insurance was passed and enacted on 1 October 2009. It is the first time that
the health insurance scheme, which had been administered by ministerial decrees, gained legislated status
With an objective of achieving universal health insurance, the government amended and supplemented
some provisions on the Law on Health Insurance in 2014.

Table 3-1 Development Process of Health Insurance System
Year Policy concept Summary of Major Policies
1986 New financing Economic reform led by the Doi Moi policy
mechanisms for - Introduction of health insurance scheme
health care - Liberalization of healthcare and pharmaceutical markets
- Introduction of user fees in public health facilities
1992 Establishment of compulsory health insurance scheme

- Compulsory group includes: civil servants, employees in companies with ten or
more employees, pensioners, social assistance recipients, employees in fpreign

companies
1998 Unified health - Integration of each provincial health insurance fund into a single national fund
insurance - Expansion of the insurance coverage
system/health
insurance fund
2005 Compulsory and Coverage of the poor supported by the government
voluntary health - Law on Education, Healthcare, and Protection of Children also provides free
insurance access to medical treatment for children under six years old
2009 Universal health Legislation of health insurance scheme which had been administered by
insurance ministerial decrees (Law on Health Insurance)
- Ensuring the coverage of the poor, the elderly, and children under six years old
by full government support
- Provision of partial government support to the near poor and students
2014 Compulsory Amendments to the Law on Health Insurance
universal health - Compulsory participation in health insurance scheme
insurance - Participation by household

- Expansion of benefit levels
- Revision of medical fee schedule
- Development of Basic Health Service Package

References: [JICA, 2014] [VSS, 2015]
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3.2 Legislations, Roadmaps and Implementation Plans on Health Insurance

Rdevant legislations, roadmaps and implementation plans are summarized as shown in Figure 3-1.
According to the Law on Health Insurance of 2008, the Roadmap towards Universal Health Insurance for
the Period of 2012-2015 and by 2020 (UHI Roadmap) was promulgated. Then, MOH and VSS developed
the plan of implementation. After the Amendments in 2014, the Guidance on Health Insurance and the
implementation target were circulated. Also, BHSP Roadmap was approved to develop the BHSP by
2018.

Law on Health Insurance (No. 25/2008/QH12, October 2009)

0f2012-2015 and by 2020 (UHI Roadmap, March 2013)

[ ]
Plan of Implementation for Plan of Implementation for
the UHI Roadmap by MOH (August 2013) | the UHI Roadmap by VSS (July 2013)

Law on Amendments to the Law on Health Insurance (No. 46/2014/QH13, June 2014)

I Guidance on Health Insurance (No. 41/2014/TTLT-BYT-BTC, November 2014) ‘

Service Package (BHSP) reimbursed by the Health

Insurancein Viet Nam (BHSP Roadmap, April 2015)

Implementation Targets of Health Insurance, Period 2015-2020
(No. 1584/QD-TTg, September 2015)

| Legend: [Guidance, etc. | LACcic |
Source: Survey Team

Figure 3-1 Relevant Legislations, Roadmaps and Implementation Plans
on Health Insurance

3.3 Development Strategies and Plans Relevant to Social Security Sector

3.3.1 Socio-Economic Development Strategy (SEDS) 2011-2020

The Government of Viet Nam issued the Socio-Economic Development Strategy (SEDS) 2011-2020, a
ten-year development strategy on the socio-economic sector. Table 3-2 summarized the targets and
strategies relevant to social security.
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Table 3-2 Summary of SEDS 2011-2020
View Rapid and sustainable development, parallel restructure of policy and economy, human resource
development, improvement of science and technology, and establishment of independent and autonomous
economy
Target Ecanomy Gross domestic product (GDP) — average annual growth rate: 7%-8%
(2020) GDP per capita — from USD 3,000 to USD 3,200

Socio-culture] Human development index (HDI) — middle-high group
Population growth rate — 1.1%; Life expectancy rate at birth — 75 years; Number of
medical doctors per 10,000 — 9; Number of hospital beds per 10,000 — 26.
Universal health insurance, security of social welfare and public medical services
Poverty rate — decline 2% to 3% per year; National income — 3.5 times of 2010; Reduce
income gaps

Environment | Proportion of medical waste treated per regulation - 100%

Strategy | 1. Completion of socialist market economy and sustainable macro economy.

2. Modernization of industry.

3. Development of modern and sustainable agriculture.

4. Development of service industry.

5. Infrastructure development.

6. Development of new cities and villages by sustainable regional development (diversification and
development of social insurance system, encouraging labors to join such insurances by giving
preferable conditions).

7. Improvement of income level and increasing growth of the middle classes.

8. Development of medical services and improvement of health care (strengthening of health| service

network at each level; standardization of services; improvement of policy and legislations on health
insurance and medical care towards universal health insurance; safety net for the poor, children, and
the elderly; quality improvement of human resource for health, allocation of medical doctors to all
villages, enhancement of preventive medicines).

9. Improvement and development of the education and training system.

10. Rapid development of science and technology to contribute to economic development.

11. Environmental conservation and respond to climate change.

12. Ensuring political and social order and raising the international position.

Source: [JICA, 2014] [Vietham Government Portal]

3.3.2 Prime Minister's Decision on Establishment and Development of Medical Facilities
Network in the New Situation
On 5 December 2016, the Prime Minister’'s Decision on Establishment and Development of Medical
Facilities Network in the New Situation (2348/QBb-TTg) was published. It instructs to strengthen health
services at primary level provided by commune health stations and district health centers. It aims to
establish unified model of health facilities, strengthening operational capacity, introducing IT, and human
resources at the primary level to meet requirements of the government and health needs of the people by
2020. Also, the decision directed to establish comprehensive and continuous health care from prevention,
treatment and rehabilitation by dispatching medical doctors to areas in socio-economic difficulty, health
education, as well as strengthening of elderly care, chronic disease control, and family doctors.

In terms of financial aspects, the decision mentions to strengthen health financing mechanism for primary
level services with the following measures:

* To expand health insurance coverage by supporting premium payment to groups which has had low
coverage rate such as agriculture, fishery and forestry sector;
* To revise medical services and drugs to be covered by health insurance fund at the primary level,

3-3



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

* To develop a certain standard of medical services and fees to be provided by family doctors which
are paid by health insurance fund;

* To develop basic health service package for the primary level health facilities;

* To update costs for preventive services to be covered by the state budget; and

* To develop policy to encourage collaboration with private service providers.

3.3.3 Five-Year Health Sector Development Plan

During the previous five-year plan from 2011 to 2015, the health status of the people has been improved
through implementation of seven key activities. Based on the assessment of achievements and challenges
in the previous plan, MOH developed the Plan for People’s Health Protection, Care and Promotion
2016-2020 (Health Sector Five-Year Plan 2016-2020). Table 3-3 summarizes the goals and specific
objectives of the Health Sector Five-Year Plan 2016-2020.

The latest plan indicates 16 targets in the Socio-Economic Development Plan (SEDP) 2016-2020 and the
43 targets. The former includes mainly outcome indicators. Regarding health financing, health insurance

coverage is included to achieve 84.3% by 2020. The latter includes input (4), output (23) and impact (16)

indicators and 16 out of these are on non-communicable disease (NCD). OOP is included as one of the
input indicators to achieve 40% by 2020. It suggests that the latest policy could respond to the changing
health needs caused by transition of disease pattern.

Table 3-3 Summary of the Five-Year Health Sector Development Plan 2016-2020

Goal - To reduce the morbidity and mortality from diseases and epidemics, contributing to an increase in
life expectancy and better health status of the people.
- To improve the capacity, effectiveness, and sustainability of health system to meet the people’s
health care needs in conditions of industrialization and modernization.

Specific - To implement UHC, ensuring all the citizens to have access to basic health care services|of good
Objectives| quality.
- To improve the quality and efficiency of the network of health service providers, ensuring their
collaboration, connectivity and integration among the services such as preventive sgrvices,
rehabilitation, primary health care, and medical treatment.
- To maintain a reasonable low fertility by reducing defects and congenital diseases, providing family
planning services, and increasing people’s access to quality reproductive health services.
-+ To ensure a balance in the allocation and provision of training programs for health workforce|among
regions.
- To increase the proportion of public expenditure on health toward universal health insurance by
improving the efficiency of allocation and use of the budget.
- To ensure an adequate supply of medicines, vaccines, blood and medical equipments to meet the
needs of prevention and care of diseases.
- To improve the capacity of managing and implementing policies, and promote administrative|reform
to meet the needs of development in health sector.

Source: [MOH, 2016]

Table 3-4 summarizes achievements and challenges identified through assessment of the previous plan
and major tasks and solutions to be taken in Health Sector Five-Year Plan 2016-2020. From this

comparison, the government has been prioritizing the following issues:

* To decrease overload of central, specialized and some provincial hospital;
* To improve service quality;
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To strengthen service providing capacity at lower level (commune and district);
To optimize referral system;

To enhance cross-sectoral/inter-specialization collaboration;

To optimize health care costs;

To promote evidence-based decision making; and

To mobilize financial resources other than government budget.
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Table 3-4  Achievements and Challenges in the Health Se  ctor Development Plan 2011-2015 and Major Tasks for 2016-2020
Category Achievements and Challenges for 2011-2015 Major Tasks and Solutions for 2016-2020*
Curative Achievements To reduce overcrowding in hospitals and improve service quality

Services and
Rehabilitation

» Key Duty 1: Overcrowded hospitals are reduced.
- Upgrading of hospitals (610 out of 766 provincial and district hospitals)
- Construction of new hospitals (five central hospitals)

- Strengthen satellite hospital network (15 key hospitals with 60 satelktelntroducing quality management system at all level

hospitals in 41 provinces)
* Traditional medicine departments/sections have been set up in 9(
hospitals and 74.3% of CHSs.
e By 2015, 171 private hospitals (11% of total hospitals, 4.8% of total beds
more than 30,000 private clinics have been operated.
* Hospital quality management
- 55.4% hospitals have quality management units.
- Patient feedback system has been developed.
Challenges
* Combination among preventive/curative care and rehabilitation, as w
traditional and modern medicines
* Healthcare model for the elderly

> Increase in the number of hospitals and beds
» Expansion of satellite hospital network
» Technical transfer from upper level to lower level (DOHA)

» Reform of administration procedure
%> o€ombinations between PHC and high-tech service/ traditional
modern medicines
) andevelopment of gate-keeping function of lower level health facili
» Optimal referral network with simple procedure

ell as

and

es

Preventive
medicine

Achievements

» Key Duty 4: Health care at the grassroots level and PHC are strengtheng

* Key Duty 7: Effectiveness of health communication and education
improved.

» Capacity of prevention of epidemic was strengthened.

* EPI coverage was maintained >90%.

* Morbidity and mortality of preventable diseases have decreased. (D¢
HFM, and H5N1) were decreased.

* NCD screening for hypertension, diabetes, chronic obesity, COPD
asthma has been implemented.

* School health program has been implemented in collaboration with MOE

* Environmental management has been practiced in health facilities

* People living with HIV receiving antiretroviral (ARV) treatment increa
from 57.7% (2011) to 67.6% (2015).

* Inspection visits on food safety has been implemented.

Challenges

* Newly emerging epidemic diseases

e HIV and tuberculosis especially in the northern uplands and other re

To develop the health care network at the grassroots level, to fog
aghreventive medicine and health promotion
arelnvestment for infrastructure
» Restructure of organization
» Reform of financing mechanism by applying appropriate sen
price
ngud)evelopment of appropriate payment method for family doct
home-/community-based care
andStrengthen community health services
> EPI, ART
T> Waste management
» Food safety
sed

rmote

areas

us on

vice

ors,
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Category Achievements and Challenges for 2011-2015 Major Tasks and Solutions for 2016-2020*
» Epidemic surveillance and notification from hospital
* Health service system responding needs for NCD detection and treatment
* NCD related projects are overlapping without integration, consistency and
continuity.
* Low hygienic latrines in 18 provinces
* Food poisoning
* Inappropriate and inflexible health education and communication are
Reproductive | Achievements To promote maternal and child health, population and family planning
Health * Population growth was maintained 1.05% annually. services
e Antenatal and postnatal screenings have been expanded from 11|t@> @ncourage obstetricians to work in remote areas
provinces. » Enhancing maternal and newborn mortality audit
* Pre-marriage counseling and check-up model were developed. » Strengthening inter-sectoral intervention with hygiene and nutritipn
Challenges » Focusing on unmet reproductive health needs
* Access to quality ante-natal care
* Unmet reproductive health needs
Human Achievements Development of health workforce, science and technologies
Reaoe‘;rl‘tf for | « Key Duty 5: Human Resource for Health (HRH) development has jpeenTraining complying to regional and international standard
strengthened. » Competency standards
- According to the Law on Medical Examination and Treatment 2p1%, Appropriate distribution of HRH
proportion of licensed HRH are 92% under MOH, 67% under gther Development of family doctors from general physicians
ministries, and 89% under provinces. » Development of management capacity
- Competency standard for nurses (2012), midwives (2014), and GP (2045ntroducing practicing certification
were developed.
- Code of conduct for medical doctors was developed. To implement well the code of conduct and improve professional ethics
- Service attitude reform activities were carried out. » Expanding HCMC model of patient service
» Key Duty 6: Pilot project of demand-based health services delivery| waslnnovation of attitude and behavior
implemented.
Challenges
* Mal-distribution of HRH
* Management capacity
* Inappropriate behavior due to inappropriate incentives/salary
Health Achievements Reform of health financing and implementation of the universal health
Financing | o+ Key Duty 2: Renovating financial mechanisms of public non-business Heattverage roadmap
units are introduced. » Health financing strategy in 2016
- External financial resources were mobilized through socialization, |joit Public expenditure in total health expenditure: at least 60% by 2020
venture, and public-private partnership (PPP). » Mobilization of external investment, new financial source (tobacco
- New medical fee schedule was introduced. and alcohol taxes), loan, PPP, etc.
- Financial autonomy has been promoted and accordingly, state budgetxvaswareness of HI benefit and purchase, support for the vulnerable
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Category Achievements and Challenges for 2011-2015 Major Tasks and Solutions for 2016-2020*
allocated more to subsidize the health insurance premium of the poor. groups
- New financial sources (tobacco tax, 2013, VND 400 to 500 billion/year) aeHealth insurance coverage: 84.3% by 2020
introduced. » Prioritize investment for hospitals in disadvantaged areas, preventive
* Key Duty 3: UHI Roadmap has been implemented. medicine
- 39 provinces pay a part of the health insurance premium for the near poor. Gradually introducing performance and output-based budget
* Pilot projects of capitation and DRG have been implemented. allocation
* A package of basic health service is under development. > Revising medical fee schedule to include recurrent costs
Challenges = Payment from health insurance fund will cover recurrent cost.
* High OOP expense = Financial autonomy will be promoted.
> Introducing business administration model to hospital management
» Evidence-based drug and medical supply, medical service selgction,
technology and need assessment
=Basic health benefit package* by 2018 and PHC package
» Capitation and DRG pilot
» Change ODA modality from project loan to budget support program
» Ensure financial resources to increase salary of HRH
Pharmaceuticall Achievements To renew the organizational structure of the management apparatus to
Products * The project “Vietnamese people prioritize domestically produced drugs” | guarantee the safety of foods, drugs, vaccines, biological and medical
- Many hospitals use domestically produced drugs, which helps redueimpgipment
costs for patients. » Renew of mechanism to control food safety and drug quality
* Vietnam Social Security (VSS) has been increasingly enhancing its role~irEnhancing domestic production of medical equipment to meet at
controlling drug prices and costs paid by health insurance fund. least 60% of needs, and drugs to meet at least 80% of needs.
* 10 out of 11 vaccines for EPI are produced in Viet Nam. » Reviewing regulation on centralization of drug procurement
Challenges
* Generally, most people and even health workers like to prescribe and use
imported drugs in health care and treatment.
* No specific mandated authorities to control drug price
Medical Achievements

Equipment and
Infrastructure

* New hospitals, upgrade of hospitals, development of satellite hospital
* Medical equipment maintenance team

Challenges

* Availability in the grass-roots level

* Maintenance mechanism
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Category Achievements and Challenges for 2011-2015 Major Tasks and Solutions for 2016-2020* |
Governance | Achievements To reform, consolidate and complete the health system from central to
* Promulgated relevant laws local levels; to improve the effectiveness of state management for health
- Family doctor model (2013) was developed and applied to 240 clinics. | and strengthen international cooperation
- Tobacco control (2012), health insurance (2014), etc. » District health centers take care of dual function, preventive| and
* Adjustment of organization structure to actual needs curative.
Challenges » Curative care functions of provincial preventive facilities are shifted
* Health policies are not issued timely and, are overlapped and inconsistept. to provincial hospitals
 Collaboration between stakeholders is limited. » Merging testing functions
 Information and reliable evidence for health policy development is| net Evidence-based policy making to strengthen advocacy capacity
sufficiently provided. » Reform of administrative procedures with IT for management,
service delivery, and health insurance payment
» Collaboration with neighboring countries
Health Achievements To develop the HIS, to enhance and improve the effectiveness of health
'”‘(grggtrf” * Implementation of the Health Information System Development Strategionmunication and education
y plan 2014-2020, 2030 » Strengthening information management capacity to proyide
* Document management software and web-based administration was installeappropriate policy evidences to decision markets.
for MOH and all provincial/municipal DOH
* Pilot project of e-health insurance card
Challenges
» Data dissemination mechanism is unclear without appropriate focal poin.
* Medical record does not link to others within a hospital.
* Quality of data (timeliness and completeness) is concerned.
* Private sectors are not involved.
* Routine reports are inaccurate and necessary data is not available.
Note: *In the plan 2016-2020, a term of BHSP is not mentioned both in Vietnamese and English versions. According to MOH, to avoid misunderstanding, the term has been changed.
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3.3.4 Legislations

As described in the previous section, the Government of Viet Nam has promulgated and implemented

several decrees and laws on health insurance since the late 1980s. The legislations related to health

insurance system are described in Table 3-5.

Table 3-5

Relevant Legislations on Health Insurance

Number

Outline

Inter-Ministerial Circular
No.

Promulgating the Maximum Price Level of the Medical Examination and
Treatment Services in State Medical Examination and Treatment Facilities

4/2012/TTLT-BYT-BTC | The circular provides the maximum price level of the 447 medical examination and
(February, 2012) treatment services in state medical examination and treatment facilities.

Circular No. Promulgating the List of Medical Equipment and Supplies of which Incurred
27/2013/TT-BYT Costs shall be Covered by the Health Insurance Fund

(September, 2013) The circular provides the list of medical equipments and supplies covered by |health

insurance, which includes common and man-made consumable items and equ
used for diagnosis, treatment and life support.

pments

Circular
No. 43/2013/TT-BYT
(December, 2013)

List of Medical Services and Examinations to be Covered by Health Insurance

The circular provides routing techniques, decentralization of technical expertise and

competent technical approval lists based on medical systems and treatment.

Law
No. 46/2014/QH13
(June, 2014)

Amendments to the Law on Health Insurance (The details of the amendments are

described in Appendix 2.)

The law provides amendments and supplements to the law on health insuran

25/2008/QH12. The major points of the amendment provided in the law are;
- Health insurance is a compulsory scheme implemented by the state.
- All household members whose names are included in the family registers or

temporary residence book shall be insured. Discount is applied for the premium

100% for the T member (6% of minimum wage), 70% for tH& member, 60% for
the 3¢ member, and 50% for th& 4nember.

- Premium rate will be increased from 4.5% to 6.0%.

- Benefit levels are increased.

» from 95% to 100% for poor household and other groups in socio-economid

difficulties and islands

ce No.

rate;

» from 80% to 95% for relatives of persons meritorious services and war vetgrans
- Free-access to health facilities at district and commune level within the province from

1 January 2016.

- Free-access to health facilities at provincial level within the nation from 1 January

2021.
- BHSP covered by health insurance fund is to be promulgated by 2018.

Joint Circular

No.
41/2014/TTLT-BYT-BTC
(November, 2014)

Guidance on Health Insurance

The circular was promulgated by MOH and the Ministry of Finance (MOF) to guide the

implementation of the law No. 46/2014/QH13. It provides;

- Membership of subscribers (five groups)

- Determination and payment of health insurance premiums

- Issue of health insurance card and organization/person to make a list of subscr

- Provision, access and claim examination of medical services covered by health
insurance

- Provider payment methods (Capitation, Fee-for-service, Per-visit)

- Payment on medical services directly made between the social insurance organ

and subscribers (necessary documents, direct payment)
- Management and use of health insurance fund

bers

ization

Circular
No. 50/2014/TT-BYT
(December, 2014)

Classification of Surgeries, Medical Procedures and Personnel Norms Applied
Operations and Medical Procedures

(6]

The circular promulgates the classification of surgery degree and the number of
resources for each surgery.

human
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Number

Outline

Decision
No. 1584/QD-TTg
(September, 2015)

Assign Implementation Targets of Health Insurance Period 2015-2020

The decision assigns the target of the coverage of health insurance for the
2015-2020 to the People’s Committees of each province and city.

period

Joint Circular

No.
37/2015/TTLT-BYT-BCT
(October, 2015)

Unified Regulation of Medical Service Price covered by Health Insurance betwesg
Hospitals of the Same Rank in the Nation

n

The circular regulates the unified price of medical examination and treatment s¢
covered by health insurance between the hospitals of the same rank in the nat
medical examination and treatment services which are not paid from the

insurance fund, the price made under the provisions of Law on Price, Law on M
Examination and Treatment, and other related guiding laws and regulations is apj

Brvices
on. For
health
edical
nlied.

Decision
No. 4389/®-BYT
(August, 2016)

Establishment of National Advisory Council on Health Insurance Policy

The decision instructs to establish the National Advisory Council of Health Insu
Policy (NACHIP) and five sub-committees; drugs, medical materials, tech
services, and finance and medical fee schedule.

rance
nical

Circular
No. 35/2016/TT-BYT
(January 2017)

Rate and Conditions of Payment of Medical Fee to be Covered by Heal
Insurance Fund

h

The circular stipulate condition of payment for advanced and/or high-cost m
services such as (In total, 124 services are listed and 15 of those, mainly CT, ha
rates to be covered by health insurance fund.) In addition, 16 services,

edical
ve limit
mainly

genotyping, are not tentatively covered by health insurance fund.

3.3.5 Roadmaps

References: [The National Assembly, 2014] [MOH, 2013] [MOH and MOF, 2014]
[MOH and MOF, 2012] [MOH, 2013] [Prime Minister, 2015] [MOH, Aug. 2016] [MOH, Sep. 2016]

(1) Implementation of the Roadmap towards Universal Health Insurance for 2012-2015 and by
2020 (UHI Roadmap)
In March 2013, the Government of Viet Nam promulgated the Decision No. 538/QD-TTg that approves

implementing the UHI Roadmap. The roadmap describes objectives of the scheme, several solutions to

achieve the objectives, and assignment of each ministry/organization concerned with health insurance

scheme. Table 3-6 summarizes the activities for the objectives to be conducted from 2012 to 2015 and by

2020.

Most of the activities have been successful such as: amendment of the Law of Health Insurance; and

expansion of the coverage by household subscription and sharing list of target population. Meanwhile,

some are still in the process such as improvement of administrative process with IT; upgrading service

quality at the primary level; modification of provider payment method; and enhancement of claim

examination.

In June 2016, the Prime Minister instructed to set the national target of health insurance coverage at 90%

by 2020.
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Table 3-6 Outline of the Roadmap towards Universal Health Insurance for the Period of
2012-2015 and by 2020 (UHI Roadmap)

Target Activities

- Coverage: >70% 1. Draft revision of the Law of Health Insurance by 2014.
2. Involvement of local governments.
3. Expansion of the coverage
To enhance the control of participation of private companies and premium
payment;
To increase subsidy for premium of students and the near-poor;
To introduce household subscription; and
To share list of targets of subsidization among concerned organizations.
4. Improvement of the quality of insurance covered medical service§ and
patient satisfaction.
To improve payment process, introduce information technology (IT), review
the beneficial package, study on pharmaceutical cost control, technical
transfer to lower level hospitals, etc.

S To allocate physicians to all commune health stations (CHSs), to prpvide
= insurance covered medical services, design incentive system aiming to
[N ensure quality human resources at lower level health facilities.
e - To promote participation of private health facilities.
5. Promotion of preventive medicine and primary health care (PHC).
6. Awareness raising on the Law on Health Insurance.
7. Improvement of financial mechanism and payment system of remuneration.
- To shift from fee-for-service to capitation or case-mix payment;
To provide incentive to beneficiaries who do not use insurance coyered
medical services; and
To study the benefit of health insurance appropriate to the premium amount.
8. Enhancement of inspection and examination.
9. Strengthening of management capacity of the government agencies.
10. Maintenance of health insurance fund.
11. Application of IT
- To study the smart card system for the health insurance card from 20138.
12. Research and international cooperation.
Z gc())vpe-ri%%(yz 80% Development of health care network including specialized medical services (in
N ) . regard to “4. Improvement of the quality of insurance covered medical sefvices
Q | - Improvement of insured ) . L
N medical services and patient satisfaction”)

Reference: [JICA, 2014]

(2) Roadmap to Develop and Implement BHSP (BHSP Roadmap)

In April 2015, MOH issued the Roadmap to Develop and Implement the Basic Health Service Package
(BHSP) reimbursed by the Health Insurance in Viet Nam (BHSP Roadmap), indicating the procedure for
the period of 2014 and 2017. Aiming at promulgating BHSP by 2018, relevant tasks have been
implemented since October 2014; Phase 1 last until April 2015 and Phase 2 has been conducted since
May 2015.
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Table 3-7 Major Tasks on the Roadmap to Develop and Implement BHSP

Time Frame Task Deliverables
23] 38| M To establish a Steering Committee at the national|&4d TOR for BHSP council
provincial level, BHSP developing a Board ankl Approved BHSP roadmap
Technical Team M Health service availability report
© 5 | M To define the TOR for the council that leads the BH32 Draft actuarial analysis op
g <F reimbursed by health insurance prioritized health services and
n S | ¥ Tofinalize the BHSP roadmap costs
™ | ¥ To investigate all available health services
M To analyze costs and utilization of health services
based on actuarial analysis
- To identify policy goals - Agreed and consistent policy and
M To establish BHSP council goals
) M To design and implement communication strategy|f¥l Decision to establish BHSP
S stage two council
~ M To conduct an actuarial analysis of data on sqckll Detailed communication strategy
_ o health insurance based on VSS database - All analyses agreed by the council
© 8 | - To identify options for prioritized health services - BHSP option paper covered by
2 <. | - To produce BHSP design option paper and financing  health insurance
n ‘2‘5 - To draft pilot study protocol, implementation manyal, Protocol of pilot study
and M&E plan - Implementation manual
- To select an option to conduct a pilot study |(er Implementation plan of pilot study
assessment) from option paper - M&E plan of pilot study
- To implement a pilot study on BHSP in 12 months | - Report on pilot study
- To revisit the possibility of covering prevention
services within BHSP
- To implement communication strategy for stage three Implementation plans and results
- To conduct impact assessment of the pilot study of communication strategy
= 8 | - To develop an implementation manual for upddted Impact assessment of pilot study
o g Dl BHSP - Updated implementation manual
8| | § |- Todraftcircular for BHSP - Draft circular
o ™ | - To develop implementation strategy for scale up eof Release of the circular on BHSP
benefit package beyond pilot provinces
- To release circular on updated BHSP

Note: A=The Survey Team observed its implementation until December 2016
Reference: [MOH, 2015] and Survey Team
1) Implementing Structure
The Department of Planning and Finance (DPF) has been coordinating the activities. Table 3-7
summarizes the functions of major concerned agencies and organizations to implement the BHSP
Roadmap.

According to the BHSP Roadmap, a new council for BHSP was to be established. However, it was
decided to establish the National Advisory Council on Health Insurance Policy (NACHIP) based on
Decision N0.900/QD-BYT (March 2016) and Decision No. 438KYT (revised version, August,

2016). The council is chaired by the Vice-minister of Health and the secretariat of the council will be the
Department of Health Insurance. The main tasks of the council includes making the list of techniques,
services, drugs and materials covered by the health insurance fund, developing medical service fee,
developing BHSP, etc. The council has five sub-councils on drugs and medical materials, technical
services, medical fee costing, and development and management of subjects in health insurance scheme.
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Table 3-8 Implementing Structure of BHSP Roadmap
Agencies/ Organizations Major Functions
MOH - Department of Planning and Finance (DPF) Coordinating the activities
- Department of Health Insurance Providing consultation and technical inputs
- Vietnam Administration of AIDS Control (VAAC)
- Medical Service Administration (MSA)
- Health Strategy and Policy Institute (HSPI)
Vietnam Social Security (VSS) Cooperating for data collection
Pilot - Department of Health (DOH)
Provinces* | - Health facilities
- Local Social Security (SS)
Donors -Lux-Development S.A. (LuxDev) Data collection, analysis, and technical
inputs for Phase 1.
- Health Finance and Governance (HFG) Project | Data collection, analysis, and technical
/USAID inputs for Phase 2.

Note:  Phase 1 Ha Nam, Nghe Anh, Khanh Hoa, Gia Lai, and Thua Tttikre (central hospital only)
Phase 2: - Hanoi and Ho Chi Minh (central hospital only), Hoa Binh, Nghe Anh, Binh Dinh, Dong Thap
Reference: Interviews
2) Progress
In Phase 1, data on basic information of health facilities, including financial situation and frequency of

service utilization, was collected and analyzed.

In Phase 2, more detailed data on medical treatment and examination of approximately 500,000 samples
have been collected from all levels of local health facilities. Generally, the data collection had been
behind schedule because of the insufficient collaboration among the stakeholders especially between
central and local, as well as MOH and VSS. According to HFG, the data collection was generally behind
the schedule especially at CHSs because they compile the data manually.

Moreover, due to lack of data accuracy, HFG has been verifying the data through logical check and

comparing between claim data and hospital data. The team has been working with DOH, health facilities

and the social security institutions (VSS, PSS and DSS) to improve data quality. Preliminary results of the

actuarial analysis were disseminated in late April 2016. However, the actuarial analysis was based on the
limited medical services and options of prioritized health services for BHSP were not presented.

In August 2016, progress of the BHSP development was reported in the workshop. HSPI presented
proposed definition and concepts of BHSP, but it seemed difficult to build a consensus on the definition.

In November 2016, final rests of actuarial analysis were presented with some proposed options of the
package for some selected medical services. In general, it seemed to be agreed to set certain criteria and
payment condition for high-cost and advantage medical services. In October 2016, the second draft
circular of BHSP was prepared based on the previous discussions and inputs from stakeholders. In
January 2017, the draft was prepared and the discussions seem to be continued among stakeholders.
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3) Outline of Collected Data
In February 2016, a part of data was provided to the Survey Team. It was for some health facilities in two

provinces. In the original plan, the data is to be collected from six provinces for three years, from 2012 to

2014. However, as of February 2016, it seems to be difficult to have a complete set of data of all

provinces for all years. Table 3-9 shows the contents of data collected from the target areas.

Table 3-9 Contents of Collected Data

Category Contents
Demography Population per age group, gender, year
Health insurance membershiy List of members (anonymous)

Inpatient and outpatient Name of health facility
General characteristics Year of birth
- Gender
- Unique number
Health insurance - Number

- Date of expiry
- Registered facility

Referral - Official procedure
- Facility of origin
Service utilization - Date of visit/hospitalized

- Date of discharged
- Days of stay
- Diagnosis with ICD-10 code
- Department
Provided services and cost| Name of treatment/ drugs
- Unit price
- Total amount
- Amount paid by:
- Health insurance fund
- Other financial source

- Co-payment/OOP

Reference: HFG-USAID

From the above data, the following information may be obtained by simple statistical analysis:

* Total cost and procedure (examination, treatment, and prescription) for one diagnosis; if the patient

4)

continues receiving treatment in one health facility until recovery. However, such patient status
seems not included in the collected data, it could not be identified whether the patient has recovered
from a specific illness, terminated the treatment, or was referred to other health facility.

Common diseases among the patients by age groups, health insurance membership groups, and level
of health facility; however, people who do not have access to health facilities could not be
considered.

Common treatment for each common disease; however, the appropriateness and effectiveness could
not be assessed.

Recognition of Stakeholders on BHSP

According to DPF-MOH, because BHSP is completely a new concept for Viet Nam, it is quite difficult to

share common understanding of concept and definition of BHSP and its development. The Survey Team
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found out that the level and contents of understanding vary among stakeholders such as central agencies,
donors, local agencies, and health providers. Through a series of discussions, the following understanding
and explanation were suggested by stakeholders. Although those seemed not to be consistent and clear, it
could be understood that BHSP is a sort of benefit package of health insurances.

* BHSP is to sort out and integrate the existing circulars on its list of services, drugs and medical
supplies, and prices to be covered by the health insurance. So far, no services will be excluded.

* BHSP is a package of basic diagnosis, treatment, and drugs for each common disease to be covered
by the health insurance. Therefore, items not identified as “basic” will not be included.

At the provincial level, expectations and concerns toward BHSP vary and the Survey Team noted the
following in the two provinces.

* BHSP will be developed based on the needs of patients, which will surely improve equity in health
and reduce the regional gap.

* BHSP will include prevention services such as immunization. Cost for prevention services can be
disbursed from the health insurance fund, which might lead to reducing government health
expenditure.

* The government policy on BHSP is not clear; accordingly, there is no clear vision on BHSP in the
province.

* |f advanced medical treatment and examinations are excluded from BHSP, they are not covered by
health insurance, which would increase patient OOP payment.

* BHSP will reduce OOP for people in utilization of healthcare services.

5) Results of Actuarial Analysis

Dissemination workshop on the actuarial analysis for BHSP, which HFG has been working on, was held
on 21-22April 2016, and MOH, relevant Vietnamese authorities, and development partners participated in
the workshop. The actuarial analysis was conducted in order to analyze utilization and costs of the current
health services, and to identify prioritized health services to be included in BHSP.

In the workshop, only preliminary results of the actual analysis were reported. As for service usage, the
analysis was conducted using C-section as an example. However, options of prioritized health services for
BHSP were not presented. In relation to cost analysis, the reports included outpatient/inpatient visit
frequency, OP/IP costs by provinces, health facilities, and ICD grouping. But it was not mentioned how
these findings will lead to the development of BHSP and proposal of options for prioritized health
services will be carried over to the final reporting. The final results presented in November 2016 also
focused on C-section although more comprehensive statistical analyses were provided.
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6) Concept of BHSP

According to the latest discussions with stakeholders as of January 2017, BHSP is defined as healthcare
services for primary healthcare, including treatment and preventive health service supplied by district
health centers, commune health stations and family doctor clinics. The other medical services and drugs
to be covered by health insurance fund will be called “benefit package of health insurance”.

Then, BHSP is to be developed according to the following concepts:

* To ensure equity in healthcare provision towards to universal health coverage and assessibility of
people;

* To ensure capacity of service provision in primary healthcare facilities;

* To be suitable with payment capacity of health insurance fund and state budget source;

* To ensure transparency and accountability; and

* To update regularly, annually/biannually or ad-hoc upon necessity.

The benefit package for secondary and tertiary level has been under review to apply reimbursement
condition of health insurance fund for high-cost/ advanced medical services and medicines in accordance
with the Circular 35 (refer to Section 3.3.4).

3.3.6 Implementation Plans

MOH and VSS respectively implementation plans complying with the above UHI Roadmap, which is
summarized in Table 3-6. Each plan describes the activities to implement the scheme, budget, and roles
and responsibilities of relevant departments of the organization.

Table 3-10 summarizes the major contents of the plan of implementation issued by MOHn 2013

2l 605/KH-BYT
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Table 3-10 Plan of Implementation for the UHI Roadmap by MOH

Targets

1
2
3

. To increase the coverage of the health insurance.
. To improve the quality of medical examination and treatment covered by health insurance.
. To renovate the financing mechanism.

Activities to Implement the Scheme for the Period 2012-2015

ONoOOrWONE

To develop and finalize the legal documents on health insurance.

To strengthen the roles of relevant authorities to increase the health insurance coverage.
To implement solutions to improve the quality of health service.

To promote preventive medicine and primary health care.

To implement solutions to innovate financial mechanism.

To propagate and disseminate legislations and policies on health insurance.

To inspect and examine the implementation of policies and laws on health insurance.

To inspect, monitor, and assess the implementation of the scheme towards universal health insurang

Budget for Implementation

1
2

. State budget
. Financial support from international organizations

o

ishing a

S.
and the

IV. Responsibilities
1. Department of Health Insurance — to advise the Minister for Health and to guide localities on estab
central steering committee.
2. Department of Planning and Finance
— to allocate funds to implement the plan.
3. Departments, Agencies, Inspectorate, and Offices of Departments
— to plan and coordinate the implementation of the scheme within their functions and assigned dutig
4. Department of Health in provinces and cities — to advise the People’s Committees of the province
city to develop and implement the scheme and the plan.
Reference: [MOH, 2013]
The major contents of the plan of implementation issued by?/BS2013 are summarized in Table
3-11.

22 2961/KH-BHXH
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Table 3-11  Plan of Implementation for the UHI Roadmap by VSS

I. Obijectives of Implementation

1.
2.
3.

To increase the coverage of the health insurance.
To improve the quality of medical examination and treatment covered by the health insurance.
To secure the balance of health insurance fund.

II. Implementation Solutions

1.
2.
3.
4.

To develop and improve the health insurance policies.

To increase the health insurance coverage.

To promote propaganda and dissemination activities about legislations on health insurance.
To balance and maintain the health insurance fund.

[ll. Implementation Organization

1.
2.

To establish a steering committee in VSS.
To establish a local steering committee.

IV. Task Assignment

1.

2.

3.

4,

Department of Public Relations

— to propagate and disseminate policies and legislations on health insurance to all target groups nationwide.
Department of Premium Collection

— to develop a plan to extent the coverage for the year 2015 and 2020.
Department of Card and Book Issuance

— to modernize the health insurance cards towards electronic health insurance system.
Department of Health Insurance Policy Implementation

— to coordinate with relevant organizations/ departments to revise the health insurance law and othgr related
documents.
Department of Pharmaceutical and Medical Material

— to coordinate with relevant ministries and authorities to formulate and revise legal documents in
pharmaceutical and medical sector.
Department of Inspection — to coordinate with relevant ministries and authorities to conduct inspe¢tion on
the implementation of the health insurance policy.
Information Center — to invest in establishing the Sector’s Data Center, developing software, and improving
infrastructures such as servers and workstations.

3.4

Reference: [VSS, 2013]

Concerned Agencies

Basically, MOH develops relevant policies, regulations and guidance to health insurance system and

mentoring the implementation that is undertaken by VSS. Table 3-12 summarizes roles and

responsibilities of major concerned agencies.

Table 3-12 Roles and Responsibilities of Major Concerned Agencies

Agencies | Areas of Responsibilities on Health Insurance System

MOH Promulgating regulations on technical procedures and guidance of medical examination, tieatment
and referral, in addition to formulating policies and laws, organizing service providing systems
Department of - Management of provider payment method
Planning and Finance - Development and revising of medical fee schedule
- Development of BHSP
Department of Healthh - Development and adjustment of legal documents
Insurance - Development strategies and development plans
- Increasing health insurance coverage
- Monitoring of health insurance fund
Medical Service - Development and revising lists of technical services to be covered by
Administration health insurance
VSS

- Implementation of the law and legislations
- Management of health insurance fund

Reference: [The National Assembly, 2014], [Government, 2008], interviews
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3.4.1 MOH

With regard to health insurance system, MOH takes the roles and responsibilities in 1) formulating and
promulgating policies and legal documents on health insurance, 2) formulating and promulgating lists of
drugs, medical supplies, medical examination and treatment covered by health insurance, 3) introducing
measures to secure the balance of health insurance fund, and 4) guiding health facilities, organizations
and individuals to implement the provisions of the Law on Health Insurance.

Figure 3-2 shows the organizational structure of MOH.

Minister
[ [ [ I |
Vice Minister Vice Minister Vice Minister Vice Minister Vice Minister
Medical Service General Office of H Personnel Dept. Administration of Administration for Legislative Dept.
Administration — Populationand H Preventive a Science,
Family Planning Medicine Technology and Health Insurance
Training Dept.
Traditional —  Ministry Cabinet i Planningand Environmental
Medicine Finance Dept. H Health - ITDepartment
Department Management
| | International
| | Maternaland H Inspectorate | | HIV/AIDS Control Cooperation Dept.
Child Health Dept. Administration
Representative Administration of M Food
— Agencyof MOHin H Drug Administration
HCMC Management
Medical Equipment Communications
~ andInfrastructure '~ and Emulation
M O H Dept. Dept.
DOH (Province) Director
Deputy Director
’ Personnel Dept. ‘ ‘ Policy Management Dept. ‘ ’ Medical Dept. ‘ ‘ Pharmaceutical Dept. ‘ ‘ Inspection Dept. ‘
‘ Administration Dept. ‘ ‘ Accounting Dept. ‘ Medical Review Dept. ‘

Source: [JICA, 2014]
Figure 3-2 Organizational Chart of MOH and DOH

(1) Department of Planning and Finance (DPF)

DPF has 72 staff in total and seven divisions namely; 1) Coordination and Policy Division, 2) State
Budget Division, 3) Investment and Business Management Division, 4) Aid Division, 5) Provider
Payment Management Division, 6) Health Defense Division, and 7) Health Statistics and Information
Division. DPF is responsible for health financing, such as administration of medical expenses, budgeting
of MOH and other authorities under MOH, and development and endorsement of plans on health
administration. Regarding to health insurance system, DPF is responsible for management of provider
payment method, development and revision of medical fee schedule in cooperation with MOF, and
development of BHSP.
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Regarding the activities to develop BHSP, DPF is assigned 1) to guide other stakeholders on the steps and
procedures for developing BHSP, 2) to analyze legal documents on financial mechanisms and policies
and health service prices, and 3) to consult on activity and budget planning.

1) Provider Payment Management Division

The Provider Payment Management Division has seven staff. The major tasks of this division are: to
develop and adjust legal documents that would serve as guide and would cover provider payment
methods; to research and adjust pricing plans; to supervise, manage and evaluate the implementation plan
for payment for the agencies under MOH; and to develop plans for introducing new technology to
manage payment system.

2) Health Statistics and Information Division

The Health Statistics and Information Division has seven staff. This division is responsible for
aggregating all the information regulated in Circulars No. 27/2014/TT-BYT, 28/2014/TT-BYT and
29/2014/TT-BYT (Section 6.1). The major tasks of the division are: to develop a five-year and annual
plans for health statistics; to develop and manage the database to collect and analyze data; to publish an
annual report on health statistics; to instruct and supervise all the agencies under MOH to conduct health
statistics; and to evaluate the health statistics activities of MOH. According to Decision No.
1168/QD-BYT which stipulates the roles and responsibilities of DPF, data analysis for health statistics is
also under the responsibility of this division; however, the division performs data collection only and does
not conduct data analysis for now.

(2) Department of Health Insurance

There are 22 staff in the Department of Health Insurance. It organizes the implementation of the scheme
towards universal health insurance. The responsibilities of this department are: to develop and adjust legal
documents on health insurance; to develop strategies and short- and long- term development plans for
UHC,; to instruct DOH to encourage people’s enroliment in health insurance and enhance the quality of
health services; and to ensure the balance of health insurance fund. In order to implement these tasks, the
department works with DPF and VSS for financing and budgeting health insurance and also with other
institutes to make lists of medical equipment, drugs and services covered by health insurance.

As for the development of BHSP, the department is responsible for: 1) guiding on steps, procedures, and
policy analysis of health insurance; and 2) consulting on development, amendment, and supplement of a
list of medicines, medical supplies catalog, and a list of medical services covered by health insurance.

(3) Department of Medical Service Administration (MSA)

The Department of Medical Service Administration (MSA) performs the function of developing and
implementing policies in the areas of medical examination and treatment, rehabilitation, tissue donation,
medical examiners, and forensic, etc. Regarding health insurance system, MSA participates in
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formulating and evaluating the criteria and classification of health facilities, and guiding the
implementation of policies on health insurance, and medical examination and treatment. Also, MSA took
lead to develop technical lists to be covered by health insurance (circulars No. 43/2013/TT-BYT and
50/2014/TT-BYT) in cooperation with representatives from hospitals.

(4) IT Department

The IT Department is a leading unit in developing and applying IT for healthcare system. It participates in
all activities such as planning, developing policies, and implementing IT applications. Regarding the IT
applications for health insurance, the Department of Health Insurance takes in charge.

There are six divisions and two centers under IT department. It has three top officials and 63 officers in
total. The role and functions of the IT department is described in Decision No. 4048/QD-BYT
(2012/10/22).

3.4.2 Ministry of Finance (MOF)

At the Ministry of Finance (MOF), the Department of Public Expenditure takes the responsibility on
health insurance. The function of this department is to develop and adjust legal documents on financial
management of social insurance fund, health insurance fund and other funds related to public expenditure.

3.4.3 VSS

The VSS implements the relevant laws and regulations, as well as manages the social and health
insurance fund. VSS submits development strategy and plan of its operation to the Prime Minister, reports
on policy implementation to MOH, and reports on health insurance fund management to MOF
[Government, 2008]. The organizational structure of VSS is presented in Figure 3-3.

In 1995, long-term insurances (pension, etc.) dealt by MOLISA and short-term insurances (employment
injury insurance, maternity allowance, etc.) which was the responsibility of the Viet Nam General
Confederation of Labour (VGCL) were integrated and transferred to VSS. Then, the health insurance
under the Viet Nam Health Insurance was merged to VSS in 2002 and unemployment insurance was
added in 2009.
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The Government
Vietnam Social Security (VSS)
Finance & | Social Insurance | | Healthlnsurance | j| CardandBook | | Contribution _| Benefit Payment
Planning Dept. Implementation Implementation Issuance Dept. Collection Dept. Dept.
Dept. Dept.
Propaganda Dept. — Awards and — Organization - — International — Inspection Dept. — The Office
Emulation Dept. Personnel Dept. Cooperation Dept.
Social Security | | Social Security | | ArchivesCenter | § Information | | Social Security | | Training Institute
Newspaper Magazine Center Science Institute for SS Operations
Medical Review and Tertiary Pharmaceutical and Medical | | | Fund Investment Leal Dept
Care Payment Center Materials Department Dept. & Pt
Provincial Social Security (PSS)
Social Insurance Health Insurance | J§ | Personnel — L Finance &
Division Division Administration Division Planning Division
Document | Inspection || Card and Book I | Contribution Collection | |  Information
Processing Division Division Issuance Division Division Division

v

District Social Security (DSS)

v

Pay-agents/ collection agents for health insurance

Reference: [JICA, 2014]
Figure 3-3 Organizational Chart of VSS and Local SS

The collected premium is delivered to VSS to be managed at the central level. The local social security
(SS) in each province applies for the budget in case of any shortages in order to attain a balanced budget.

The local SS in the provincial/city level manages the insurance publicity, premiums collection, card
issuance, and fund management. It operates a whole regime of social security including health insurance,
pension, and unemployment insurance. It also makes contracts with provincial and district health service
providers regarding health insurance. The organization of provincial SS offices is identical with each
other. VSS has provincial offices and district branches [JICA, 2014].

(1) Provincial Social Security (PSS)
Provincial hospitals and private hospitals are under the control of PSS offices (Figure 3-4 and Figure 3-5),
while district-level hospitals and CHSs are supervised by District Social Security (DSS).
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Table 3-13  Organizational Structure of PSS
No. Name of Department a3 of 30 November 2015 | Employees | - Employees.
1 | Management board 4 4
2 | Issuance of health insurance card 7 7
3 | Social insurance 12 12
4 |IT 5 4 1
5 | Claim examination 12 10 2
6 | Planning and finance 8 6 2
7 | Credit management, demand for payment 4 2 2
8 | Audit 7 7
9 | Collection 9 8 1
10 | Reception 8 7 1
11 | Personnel 4 4
12 | Office management 15 11 4

Source: PSS Gia Lai

Figure 3-4 Entrance of PSS Figure 3-5 Reception of PSS

When VSS makes a contract with a healthcare institution, the quality standard for it is specified based on
the joint notification from MOH and MOF [MOH and MOF, 203%]n medium or large sized hospitals,
the claims are reviewed by VSS staff stationed in the hospitals or rotating several hospitals in charge.

3.4.4 National Advisory Council on Health Insurance Policy

As mentioned in Section 3.3.5, the National Advisory Council on Health Insurance Policy (NACHIP) was
established according to the Decision N0.900/QD-BYT (March 2016) and Decision No. 43891Q
(revised version, August, 2016). NACHIP is to give advice to the Minister of Health in making and
deciding important issues relating to health insurance, health financial policies.

(1) Composition

The NACHIP consist of Chairman, Vice Chairman and members. Members are selected from MOH, VSS,
Medical Institutions, Academic Institutions and representatives from pharmaceutical companies and
consumers. However, while the members of NACHIP are mainly selected from Government side, the
balanced composition of the NACHIP for multi angle discussion should be discussed after the
implementation of NACHIP.

2 Article 7
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(2) Working Regulation

The main objectives of NHCHIP is to give the advices to the Minister of Health, therefore, NHCHIP
needs to work on the specific topics on health insurance by collecting and analyzing health information
and statistical data. Also, each member is expected to have specific expertise and provide technical inputs
for the stabilization of the health insurance system.

The Council will be held periodically, but important or technical topics which need to discuss
continuously with a group of people, such topics will be discussed in the sub-committees to be
established under NHCHIP.

(3) Sub-Committees
There are five sub-committees to be established. Five sub-committees are responsible for core
components of health insurance system and those are:

a. Subcommittee on Drug list

b. Subcommittee on Medical Devices and Consumables

c. Subcommittee on List of Technical Services

d. Subcommittee on Medical Service Price and Measures for Ensuring Health Insurance Balance
e. Subcommittee on Health Insurance Subscriber Development

Chairmen of each sub-committee are selected from either the Director of MOH and VSS since there are
main player of health insurance regulation and operation of the system. Sub-committees are at least held
once per year and secretariats of each sub-committee are expected to provide necessary information and
materials for the members for their discussion. The result of discussion of each sub-committee will be
documented and reported for further discussion at NHCHIP before providing the advice to the Minister

(4) Technical Assistance provided by the Survey Team

The Survey Team provided information about Japanese experience which may be useful for establishing
NHCHIP. However, since Japanese experience and system may not be applicable to Vietnamese system,
the Survey Team pick up the main challenges by interview with the person nominated as the chairman of
each sub-committee. The Survey Team provided draft regulations of Sub-committees and the draft will be
discussed in DHI.

3.4.5 Other Concerned Agencies

In addition to the above main agencies on policy and implementation, concerned agencies to other sectors
such as social welfare, employment and finance, should be considered and involved in health insurance
system implementation. Table 3-14 presents mapping of such concerned agencies to implementation of
health insurance system in Viet Nam.
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However, this mapping is based on the Japanese case. Therefore, it may need to modify the mapping
according to the socio-economic situation in Vietnam.

Table 3-14 Mapping of Concerned Agencies to Health Insurance System

Item | Responsible Ministry/ Department
Health
* Population and demography MOH General Office of Population and
Family Planning
* Public health - Health promotion MOH Dep. of Health Advocacy,
Administration  of  Preventive
Medicine (APM)
- Infectious disease control MOH APM
- NCD prevention MOH Medical Service Administration
(MSA)
- Health risk management MOH
- Environmental health MOH Dept. of Environmental Health
Management (DEHM)
- Safe water MOH DEHM
- Disease pattern MOH APM
¢ Medical serviceg - Referral system MOH MSA
provision - Quality assurance MOH MSA
e Drugs and medical - Effectiveness MOH Administration of Drug
devices Management (ADM)
- Drug safety MOH ADM
- Blood transfusion MOH MSA
- Drug control MOH ADM
- Safety of chemicals MOH DEHM
* License - License for a hospital MOH, | MSA
(hospital/pharmacy) DOH
- License for a pharmacy DOH
» Patients’ behavior, satisfaction MOH MSA
* Food safety MOH DEHM
e Health insurance Policy and strategy MOH Dept. of Health Insurance (DHI),
Dept. of Planning and Finange
(DPF)
- Benefit package MOH DPF
- Drug/Supply list to bg MOH DHI, DPF
covered by health insurance
- Medical fee schedule MOH DPF
- Drug price MOH DHI, DPF, MSA
- Provider payment method MOH DPF
* Environmental health MOH DOH
Child Care
 Child care and parent support | MOLISA |
Social Welfare
* Welfare for the disabled (including welfare service) MOLISA
* Social safety net (poor family, ethnic minority, remot®IOLISA
areas, etc.)
* Welfare for the elderly MOLISA
e Elderly care - Economic protection MOLISA
- Health Promotion MOH Geriatric Hospital
Employment and Labor
* Employment of the vulnerable MOLISA
* Employment condition| - Average salary MOLISA
e Labor protection -Compensation for employeesMOLISA
accident
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ltem Responsible Ministry/ Department
- Working environment, MOH DEHM
- Occupational health
- Minimum wage MOLISA
- Informal sector workers MOLISA
e \ocationally training, equity in  employmentMOLISA
labor-management relation, labor policy and strategy
Pension System
e Sustainable pension system MOLISA
Finance
¢ Overall Policy on Health MOH
¢ Health financing strategy MOH DPF
* Medical cost | - Medical cost per age group MOH? DPF
* Health insurance fund VSS
¢ Total health - Government expenditure MPI
expenditure - OOP MOH, Statistics Division, DPF
General
Statistics
Office
(GSO)
» Statistics/Actuarial affairs MOH
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Chapter 4 Implementation of Health Insurance System

4.1 Service Provision

4.1.1 Applicable Healthcare Facilities

Healthcare services covered by health insurance can be provided at the healthcare facilities which
contract with the social security institutions (VSS or PSS). In order to contract with VSS/ PSS, each
facility has to fulfill the requirement$ (e.g., number of staff, equipment).

The number of contracted facilities is 2,111 in total as of 2014 (Table 4-1). According to MOH, total
number of health facilities was 2,647 in 2013 [MOH, 2014]. Since commune health stations (CHSs) do
not have legal entity, it is usually under district hospital. In total, 79.8% are estimated to be contracted in
2014. If it is assumed that definitions of public and non-public are same in MOH and VSS, 95% of public
health facilities and 48.7% of non-public ones might be under the contract with the social security
institutions.

Table 4-1  VSS-contracted Healthcare Facilities (2014)

Number of Contracted Facilities 2,111
Type of Facilities Public 1,687
Non-public 424

Reference: [Dr. Pham Luong Son, 2015]

Subscribers have to register either at the district hospitals or at the commune health stations within his/her
neighborhood. The name of registered facility should appear on the health insurance card. Supposedly,
subscribers have to seek medical services at the registered facility first, and then is entitled to be
transferred to an advanced level of hospital for a more specialized treatment when necessary [Goverment,
2009]. The reality is, however, that health facilities at the lower levels do not function as a gatekeeper to
limit patients’ bypassing due to limitations in their capacity of service delivery and people’s desire for
quality service at the higher levels [MOH & HPG, 2013].

On the Amendment of Health Insurance Law (2014), subscribers can receive medical examination and
treatment at any health facility at the district and commune levels according to the benefit levels from 1
January 2016 [National Assembly, 2014], and provincial level is free-access within the nation from 1
January 2021.

4.1.2 Medical Services Covered by Health Insurance
MOH determines the services covered by the health insurance. Circular N0.43/2013/TT-BYT lists the
health services by category (28 categories in total), and 17,216 services are (iaiglied-2).

24 The Survey Team could not get detailed information about the requirement.
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There are no clear criteria and definition for the selection of services in benefit package and the number
of the insured services has been expanded without limitation. Some of the services overlapped, while
others include the services that are not being used anymore.

Table 4-2 Category of Insurance-covered Health Services

Category Services Category Services
1 Resuscitation, emergency and poisoning control 15 Otorhinolaryngology
2 Internal medicine 16 Odontostomatology
3 Pediatrics 17 Physiotherapy - Rehabilitation
4 Tuberculosis (surgery) 18 X-ray
5 Dermatology 19 Nuclear medicine
6 Mental health 20 Diagnostic and therapeutic endoscop
7 Endocrinology 21 Functional examination
8 Traditional medicine 22 Hematology - Blood transfusion
9 Anesthesia 23 Biochemistry
10 Surgery medicine 24 Microbiology, parasitology
11 Burn 25 Pathology and cytology
12 Oncology 26 Microsurgery
13 Obstetrics 27 Endoscopic surgery
14 Ophthalmology 28 Plastic and cosmetic surgery

Reference: [MOH, 2013]

Also, Circular 43 defines health services of service providers at the four levels (central, provincial, district,
ard commune) should provid&dble 4-3.

Table 4-3 List of Services to be Provided at Each Level (Extract)

Legend: A=central level, B= provincial level, C=district level, D=commune level
NO LIST OF TECHNIQUES TECHNICAL CLASSIFICATION
3
! 2 A B C D
A. CIRCULATION
1 Continuous blood pressure monitoring at bedsid@hours X X X
2 Bed site emergent ECG recording X X X
3 Continuous bedside emergent ECG recordigghours X X X
4 Esophageal ECG X X
5 Capillary refilled test X X X X
6 Peripheral venous catheterization X X X X
7 Placement of single lumen catheterization X X X
8 Placement of multiple lumen catheterization X X X
9 Arterial catheterization X X
10 | Caring of venous catheter X X X
11 | Caring of arterial catheter X X
12 | Placement of intraosseous infusion X X X
13 | Penile intracorporeal infusion X X
14 | Pulmonary arterial catheterization X X
15 | Measurement of central venous pressure X X X
16 | Continuous measurement of central venous pressugehours X X
17 | Invasive measurement of arterial pressure8 hours X X
18 | Bedside emergency heart ultrasound X X X
19 | Bedside vascular Doppler ultrasound X X X
20 | Ultrasound guiding emergency venous catheterization X X X
---continued--

Reference: [MOH, 2013]
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In addition to the services listed in Circular No. 43/2013/TT-BYT, Circular9g{2014/TT-BYTregulates

the service level requirement for each service in order to define the technical fee oftid@ianslar No.
50/2014/TT-BYT also added some new services, which are not included in Circular No.
43/2013/TT-BYT.

In the provinces visited by the Survey Team, Gia Lai Provincial Hospital mostly fulfills the requirement
for delivering necessary health services according to Circular 43, while Hoa Binh Provincial Hospital
meets 64% of the requiremé&htAt the district level, there is a gap between the regulation and the actual
service delivery’. According to the local authorities, this is mainly because of low quality of service due

to lack of human resources (e.g., pediatrician) and medical equipment (e.g., emergency medical
equipment), which lead to patients’ seeking to receive better service at the upper level. It is difficult to
predict at this moment, but it is expected that the competition among health facilities becomes more
severe after 1 January 2016 when patients have free access to any health facilities within the province,
and that patients may be more concentrated in reputable hospitals.

4.1.3 Medical Fees

The MOH-MOF inter-ministerial circular (04/2012TTLT-BYT-BTC 29/02/2012) defines the maximum
medical fees for the insurance-covered services. The Provincial People's Committees defines by
regulations specific price for medical facilities managed by local authorities [MOH, ZMé&defore,

each province has different price for the same service. In general, medical fees are calculated by DOH
based on the estimates from hospitals mainly at the provincial level, then, it is submitted to the Provincial
People’s Committees and to the People’s Council for approval. According to the interviews with the
Provincial People’'s Committee in Binh Dinh Province, medical fees are decided by taking into account
the socio-economic conditions, balance of health insurance fund and households’ economic conditions

As stated earlier, medical fees are different in gaokince, but a new medical fee schedule was applied

from 01 March 2016, which is in line with the MOH-MOF inter-ministerial circular
37/2015/TTLT-BYT-BTC, and uniformed price is used according to the level of health facilities. Due to
the change of medical fee schedule, medical fee for about 1,900 health insured services was increased.
But the new price is only applied to insured patients, and people who are not insured are not affected by
the higher prices in order to ease their financial burden. According to the interviews with local
authoritie®, it is expected that increased medical fees will improve hospital revenue, which can be used
for improving facility/equipment and hiring of qualified medical staff. On the other hand, separate price

25
26
27

Doctors, who provides higher technical level of service, are paid higher technical fee.

Results of interviews with Gia Lai and Hoa Binh provincial hospitals

For example, Dac Doa District Health Center in Gia Lai Province meets the requirement 60%, while Tan Lac District
Hogpital in Hoa Binh Province meets 80% according to DOH and health facilities.

2 The interviewees include DOH, PSS/DSS and medical facilities at different level
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setting for insured and non-insured people would double the burden in collecting fees in the hospitals.
There is no concrete schedule yet on when the unified higher prices will be applied to non-insured people.

According to the interviews conducted in Binh Dinh Province and Hoa Binh Province in June 2016,
medical fee claim amount has increased in the first quarter of 2016 compared with the corresponding
period of a year earlier. There are two reasons for that: one comes from the increased medical fee
schedule according to Circular 37, the other comes from the increased number of patient visits due to
free access at the district level, which took effect in January 2016. Payments for medical fee claim have
been delayed in both provinces since the introduction of the new medial fee schedule. This is caused by
the fact that medical fee claim and claim review require more time than before for applying the new
medical fee schedule and separate price setting for insured and non-insured people.

In addition, as the terminology and grouping are different from Circulars 43 and 50, MOH and hospitals
have to make a list to match between the price in Circular 4 and Circular 37 and the name of medical
services Circulars 43 and 50. Such inconsistency between the service list and rice list is caused by weak
collaboration within MOH. The service list was prepared under leadership of MSA and medical personnel
of the hospital, while the price list was prepared under the leadership of DPF and general planning
department of the hospital. When the exact services are not found in the Circular 37, hospitals could apply
the price for similar services upon consensus with the administration unit (MOH and/or DOH) and the
social security institutions (VSS, PSS, and/or DSS).

On the Amendment of the Health Insurance Law (2014), MOH and MOF have been carrying out
preparation for the revision of the prices due to an increase in the number of cost items, which would be
the basis for calculating each service cost. Before the amendment, the price of medical services was
calculated based on three factors including 1) the cost of drug/medical consumables, 2) the cost of
electricity, water, and 3) the cost of maintenance of equipment. After the amendment, another four factors
are added and calculation of medical service prices must include seven factors in total. Tsiavg-4
the seven factors and the schedule of adjusting health service price based on each factor.
Table 4-4 Factors for Calculation of Medical Service Prices
and Schedule of Adjustment
No. Factors for Calculation of Medical Service Prices Schedule of Adjustment

1 | Drug costs, direct materials used for medical examination, treatment of bed 2012-2014
days and technical services

2 | The cost of electricity, water, and waste according to technical and economic 2012-2014
rates

3 | The cost of maintenance, procurement of substituting assets, tools, angl small 2012-2014
appliances under the technical and economic rates

4 | The cost of salaries, allowances, and premiums under regime; costs of By 2015
outsourcing hiring; specific costs must not exceed 50% of the costs of

services
5 | The cost of major repairs of fixed assets By 2018
6 | The cost of training, scientific research for application of new technoldgies; By 2018
Indirect costs
7 | The cost of depreciation of fixed assets By 2020

Reference: [MOH, 2015]
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In some provinces, the balance of health insurance fund turned into a deficit in the first quarter of 2016. It
is expected that the balance of health insurance fund will get worse when free access is expanded to the
provincial level and medical fee schedule is increased again. According to VSS, it is planned to improve
the balance of health insurance fund by controlling drug prices and electronic claim, which will make it

easier to monitor the medical fee.

4.1.4 Pharmaceutical Drugs Covered by Health Insurance

Insurance-covered pharmaceutical drugs are regulated by the MOH Circular No.40/2014/TTHRYT.
circular includes a list of more than 1,000 drugs and ingredidims prices of these listed drugs are
subject to bidding at each health facility. Accordingly, drug prices are different at each facility and they
vary frequently based on bidding. the revised Health Insurance Law, it is specifteat tirug prices will

be uniformed at the provincial level.

In Viet Nam, drug prices are much higher than theriational reference prices. Drugs costs account for

a high share of total healthcare c&5tand approximately 70% of insurance reimbursements [MOH &
HPG, 2013]. According to a drug price survey in 2010, drug prices for innovator brand in Viet Nam are
12.1 times higher compared to international reference prices, while drug prices for generic brands are 1.4
times higher [MOH & HPG, 2013]. As mentioned earlier, higher price is mainly due to the fact that drug
costs were up to the bidding at each hospital without a centrally controlled mechanism [JICA, 2014].
According to an interview with MOH, it is planned to introduce centralizing the procurement ot’drugs

by establishing a central procurement unit in order to control the drug costs [OECD, WHO, 2014].

4.2 Provider Payment Method

4.2.1 Characteristics of Each Method
The advantages and disadvantages of each model are summarized in Table 4-5.

29 Expenditure on drug as a share of total health expenditure varies across the countries. For example, in 2010, more than 40%
of total health expenditure were spent on drug (including drug, medical chemicals and botanical products used for health
uses) in Thailand (50.5%), India (45.6%), China (44.2%), Bangladesh (44.1%), Vietnam (43.2%) and Myanmar (41.4%),
while this share was less than 15% in Fiji (13.9%) and Malaysia (12.7%), [OECD, WHO, 2014]

%0 According to MOH, the number of target drugs is still quite limited.
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Table 4-5  Advantages and Disadvantages of Capitation,
Fee-for-Service and Case-Based Payments
Methods Merits Demerits
Capitation -Tend to focus on preventive care - Avoid expensive medical treatment.
- Income of medical doctors. /institutions are| - Smaller medical institutions have more risk
fixed. against fluctuation.
- Standard treatments are provided - Level of medical treatments could be below
- Easy to cover the target population. the expected level of patients.
- Long waiting list for hospitalization and
operations.
Fee-For-Service - Necessary medical care is provided. - Medical check-up and services are tended
- Each medical treatment is linked with medic¢al to be over-provided.
fee claim amount (one by one). - .Hospitalization period tend to be extended.
- Easy to understand the relation between - Fraud on medical claim could occur.
medical treatments and fees for patients. - Medical technique is not tended to reflect
- Doctors can offer necessary medical on the payment amount. (good doctor
treatments since this system guarantee the| provide appropriate treatment which
reimbursement such as medical costs. shorten the period of treatment or
hospitalization)
Case-Based <Patient> - Quality of medical treatment could be
- Shorter treatment period and amount of diminished.
co-payment is reduced. - Discretion of doctors is limited and
- Over-examination and over-treatment can Be performance could be declined.
avoided.
<Medical Institution>
- Medical fee information is standardized.
- If quality of treatment is improved, more
profit could be generated than fee for servige.
- Clinical pathway could be introduced to
ensure quality of medical services.
<Government>
- Medical cost could be controlled.
Source: Survey Team

(1) Capitation Payment

Capitation is a payment arrangement for health care service providers such as doctors or medical
institutions. It pays a doctor or hospitals a set amount for each enrolled person assigned to them based on
administrative units (such as population coverage), over a period of time. These medical providers
generally are contracted with public institutions such as the Ministry of Health. The amount of payment is
based on the average expected hezdtle utilization of subscribers. In capitation, tiere, doctors are
discouraged from providing medical treatments, including necessary treatments, because they are not paid
anything more than the fixed amount provided for additional or necessary medical care.

(2) Fee-for-Service Payment

Fee-for-service is one of the models of medical fee payment. Under this model, medical services are
unbundled and paid for separately. This model tends to give an incentive for doctors to provide more

treatments because payment is in proportion to the quantity of care rather than the quality of care.

Moreover, when patients are covered by health insurance, even with co-payment, they are incentivized to
accept any medical service that might work better than the usual treatment that they had received. In the
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Japanese health care system, fee-for-service is mixed with a nationwide price setting mechanism to
control costs.

As for the health insurance, payments are issued retrospectively after the medical services are provided. It
creates a potential financial conflict of interest with patients by which, medical treatments are provided
excessively. It should be stressed out that when claims are paid under fee-for-service by the insurers,
patients have no opportunity to consider the cost of treatment. Some evidences suggest that medical
doctors, who are being paid under a fee-for-service model, tend to treat patients with more procedures
than those paid under capitation [Gosden T, et al., 2000], [Jeffery Kluger, 2009].

(3) Case-Based Payment

Case-based payment is a system that medical fee is determined by disease of the patient (diagnosis related
groups: DRGs). This payment system is expected to show another approachin order to provide benefits as
well for the health insurance system to become financially sustainable.

Firstly, as the benefit to the patient, reduction of unnecessary health care (excessive medical treatment) is
expected. In this model, medical fees are determined based on the results of diagnosis from the first
treatment. As a result, each cost of medical treatment is deducted from a fixed amount. Therefore,

doctors/medical institutions, which provide the shortest treatment for recovery, can generate more profits.

For this reason, unnecessary medical treatments, which contribute longer period for recovery, are

expected to be avoided.

Secondly, as a benefit to doctors/medical institutions, emergency treatments, which is in general
considered to generate losses due to cost constraint, also can generate profits since medical fee and
pathway are standardized for such cases.

Thirdly, as a benefit to the government, since the medical services are standardized, it is also expected
that medical costs can be controlled.

At present, DRG is introduced in South Korea, Finland (partially), Germany, the Netherland
(hospitalization), the United Kingdom (hospitalization), France (hospitalization), Sweden
(hospitalization) and the Medicare of the United States of America.

DRG, a system which patients are classified by disease groups, and in combination with Prospective
Payment System (PPS), DRG can be introduced based on the clinical pathway. Under this system,
therefore, disease patterns are more emphasized than condition of patients. Patients are distributed based
on the listed diseases and medical expenses are calculated based on the price of listed diseases.

On the other hand, in Japan, a modified system which is called Diagnosis Procedure Combination (DPC)
is introduced. DPC is a calculation method of inpatient medical expenses, which is classified by the
medical treatment and diseases based on the classification. This is a method to calculate a combination of
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fixed portion defined by the Government and portion of fee-for-service. Number of hospitals applying
DPCis shown in Table 4-6.

Table 4-6 Number of Hospitals and Beds applying for DPC in Japan

Year Number of Hospitals Number of Beds
DPC DPC (Preparation) DPC DPC (Preparation)
2003 82 - 66,497 -
2004 144 - 89,330 -
2006 359 371 175,395 144,057
2008 713 843 286,088 19,2242
2009 1,278 331 430,224 57,965
2010 1,388 266 455,148 41,407
2011 1,447 201 468,362 27,751
2012 1,505 246 479,539 34,502

Reference: Outline on the revision of medical fee, Ministry of Health, Labour and Welfare, 23 April 2013

4.2.2 Current Situation in Viet Nam
According to the Health Insurance Law (2008) and its amendment (2014), Viet Nam has three types of
provider payment mechanisms, namely: fee-for-service, capitation, and case-based payment.

(1) Fee-for-Service

Fee-for-service has been the dominant system since 1995. VSS placed a cap on hospital payments to
contain costs, but hospitals have strong incentives to spend beyond the cap. According to the Survey, after
free access within a province took effect in January 2016, some district hospitals and CHSs have changed
from capitation to fee-for-service. Since people can now have access to a district hospital beyond his/her

residential district, it becomes difficult to identify actual coverage population of each district hospital.

Payment for health service has been undertaken through the fee-for-service system. According to
interviews, it could not regulate health service providers to avoid excess treatment and examination,
because the budget for the following period is to be set according to actual expenditure. In addition, there
seems no penalty for overtreatment and/or incentives to provide cost effective services. As a result, the
health insurance budget will be in deficit from 2020 if Viet Nam continues applying the fee-for-service.

In terms of OOP expenses, patients could request to pay for additional and/or upgraded services which are
not covered by health insurance. Those additional payments are generally allocated to supplement the
operational costs and incentives of staff.

Therefore, with the support from development partners, MOH is making efforts to develop new provider
payment mechanism including capitation and case-mix payment. In addition, the new medical fee
schedule is expected to control such behavior because most of the prices were raised by 30% and health
service providers could earn enough income to cover necessary expenses of the services.

(2) Capitation
Capitation payment was introduced for primary health care in some provinces in 2004. Capitation was
also introduced in 2011 at the district hospital level. Capitation rates are also determined by health
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insurance membership group rather than risks or actual cost of health care, and consequently, hospitals
reeive fewer funds for the poorer groups. Although some pilots had been planned, those were not
successfully completed because of mal-coordination for data collection between MOH and VSS.

According to the observation of the Survey Team, capitation seems to be applied with some variations to
be quite similar method with fee-for-service or result-based-payment. For example, the amount to be paid
to CHSs is calculated based on the fixed unit rate (for example; VND 5,000 for an examination or a
treatment and VND 310,000 for a normal delivery) and actual number of patients since 2011. Before that,
the amount was calculated based on the capitation rate and coverage population.

MOH has been working on development of modified capitation model in cooperation with EU. In the
modified model, capitation rate will be calculated according to age and some socio-economic indicators
such as consumer price. The capitation will be applied to CHS and outpatient department of district
hospital.

1) Pilots on Capitation

The government has introduced the pilot of capitation three times. It was a response to the limitation of
the fee-for-service payment mechanism, and the objective of introducing capitation is to establish
efficient cost control emphasizing higher quality of health care at lower costs.

The first capitation pilot in Viet Nam was supported by the Belgium Development Agency in Hoa Binh
Province within the framework of The Key Improvements in Community Health Project (2005-2010) in
several commune health centers.

The second pilot was supported by the European Union (EU) through the Health Care support to the Poor
of the Northern uplands and Central Highlands Project (HEMA), which was a health financing project
targeting the poorest communities and ethnic minorities. By 2013, capitation model was introduced to all
provinces in Viet Nam. Through this pilot, the following issues were found:

* Capitation model introduced in Viet Nam is different from conventional application in other
countries;

* Introduce capitation in both inpatient and outpatient services (usually capitation is used only for
outpatient service);

» Calculation based on historical expenditures and does not reflect patients’ needs; and

* Lack of defined package of services.

Based on these findings, the MOH decided to implement the third pilot in four provinces in 2014 with
revised capitation model based on Circular No. 41/2014/TTLT-BYT-BTC, the Guidance on Health

Insurance Law Implementation. In Bac Ninh and Ninh Binh provinces capitation is applied only for

outpatient services, while in TT-Hue and Khanh Hoa provinces capitation is applied both for inpatient
and outpatient services. Within this third model, the following problems still remain:
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* Most of the health facilities ran out of capitation fund and accumulate deficit so providing health
services becomes difficult.

* Data management system is fragmented and medical and financial reporting is slow.

* Delay in fund calculation and disbursement.

In 2015, EU conducted an assessment of the third capitation model and concluded that this model does
not have significant cost containment potential and keeping capitation budget balanced is difficult. Based
on the recommendations by EU, MOH now considers whether to introduce a new model of capitation
which is similar to international standard.

(3) Case-based Payment

The five-year health sector development plan (2011-2015) also mentioned the possibility of paying health
care costs by case-based payment via Diagnosis Related Group (DRG) methods. The Government of Viet
Nam is targeting to apply the case-based payment method after 2020. Although case-based payment is
expected to reduce expenditure of health insurance, the evidences have not been obtained yet.

1) Pilots on DRG

The DRG model (Vie-DRG grouper) has been developed based on the Thai-DRG model. According to a
pilot study in a district hospital in 2012, it could classify 84% of total cases into 89 DRGs. However, the
availability and quality of data as well as capacity of relevant staff in the hospital were the challenges
encountered to be able to implement this model effectively [Pham Le Tuan, et al., 2015].

Since 2015, another pilot study has been conducted in Ninh Binh Province by MOH. The objective is to
collect necessary data for DRG in cooperation with provincial and district DOH, PSS, provincial and
district hospitals, as well as CHSs. The pilot project will be conducted until 2019 targeting five provinces.
Four more provinces will be involved in 2017. From the first year of implementation, it was
recommended that the quality of data should be improved and all data should be available in each health
facility to formulate appropriate DRG and costing.

The Asian Development Bank (ADB) has been supporting another pilot in collaboration with the Hanoi
Medical University from 2010 to 2015. It involves 34 health facilities in seven provinces (central 2,
provincial 13, and district 20). In this pilot, DRG has been formed according to clinical pathway to ensure
quality of care and patient satisfaction. Currently, 26 DRGs have been formed. The clinical pathway was
developed in collaboration with medical doctors from 20 hospitals. It took a year to complete the nearly
final version. The report will be published in June 2016. Through the implementation, fragmentation of
hospital information system (HIS) and accounting information system, as well as availability and quality
of data were the major challenges encountered in order to collect and consolidate the data.

4-10



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

4.3 Co-Payment

Table 4-7shows co-payment rate for each sub-group. After thisiom of the Health Insurance Law,
co-payment rate for near-poor decreased from 20% to 5%, and the poor are exempted from co-payment
and are entitled to free medical services.

Table 4-7 Co-payment Rate

Source of Premium Membership Groups Co-payment Rate
Employers and - Employees indefinite or at least 3-month full-time contracts
employees - Salaried business

- Executive Managers 20%

- Officials and civil servants
- Part-time officers in communes, wards and towns

Social insurance - Pensioners (retirement and disability)
organizations - Pensioners (worker’s compensation, long-term treatment, old-age
(=80) 5%

- Social security recipients
- Unemployment insurance recipients

State budget €ommissioned officers, solders, police officers, public securiy Exempted from
officers, those students, and their relatives co-payment and are
- State pension recipients entitled to free
- Persons meritorious services and war veterans, and families medical services
- Relatives of persons meritorious services and war veterans 5%
- Incumbent deputies of National Assembly or People’s Councils at 20%
all levels
- Children under six-year old (pre-school) Exempted from
- Social protection pension recipients co-payment and are
- Poor household and other groups in socio-economic difficulties, entitled to free
islands medical services
- Legal organ donors 20%
Scholarship provider| - Foreign students granted by the state budget 20%
State budget and thg - Near-poor household 5%
subscribers - Students 20%

Head of household O©ther household
- Other household members

20%

Reference: [National Assembly, 2014]

When subscribers seek medical services outside their registered facilities without a formal referral, they

were obliged to pay 30% of the medical examination and treatment expenditures at the district hospitals,

40% of the inpatient treatment expenditures at the provincial hospitals, and 60% of inpatient treatment

expenditures at the central hospitals. On the Amendment of the Health Insurance Law (2014), the total
medical examination and treatment expenditures are covered by the health insurance fund starting from 1
January 2016. Total inpatient treatment costs will be covered by the health insurance fund from 1 January
2021 in all hospitals in Viet Nam

4.4 Coverage and Promotion

The health insurance scheme has been implemented since the commencement of the Health Insurance
Law 2008 on 1 July 2009. The law covered not only all the workers of the private sectors and public
sectors but also the informal sector workers such as farmers as well as children and the elderly. Although
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VSS is promoting the universal health coverage, the subscription rate was approximately 70% as of 2013
ard 81.7% as of the end of 2016The law ensured that children less than six years old, the elderly, and the
poor would gain full public support and that partial support would be given to the near poor as well as
students. Since 1 January 2015, all people are considered to be covered by health insurance based on the
unit of household.

The Government of Viet Nam set the target coverage for each province and national target as shown in
Table 4-8 towards the year 2020.

Table 4-8  Target Coverage Rate of Health Insurance in the Selected Provinces
towards the Year 2020 (%)

2015 2016 2017 2018 2019 2020
Ha Noi 77.2 79.7 81.6 82.9 83.6 85.0
Ho Chi Minh 71.8 76.4 79.1 81.3 82.9 83.6
Hoa Binh 94.3 94.7 97.3 97.9 98.7 99.0
Nghe An 76.5 78.0 79.0 79.9 80.2 80.7
Gia Lai 75.0 75.8 79.7 83.3 86.1 90.1
Khanh Hoa 70.0 71.8 75.2 77.8 79.4 80.8
Nationwide 75.4 78.0 79.8 81.4 82.5 84.3

Reference: [Prime Minister, 2015]

Near-poor group and farmers hesitate to subscribe because of self-pay premium and uncovered costs such
as transportation especially in the remote areas as well as due to the irregular income pattern and
difficulties with paying their premium. On the other hand, the rich self-employed tends to prefer private
insurance and private hospitals.

Reliability of public health facilities, especially at the district level, might be another important factor to
increase the coverage. People tend to seek care directly to top referral hospitals despite of more
out-of-pocket expenses.

At the provincial, district and commune levels, different communication channels are utilized to
encourage people to use insured health services. Examples of efforts taken in the two provinces are as
follows:

* Advocacy activities are conducted in collaboration with the education sector in order to promote
enrollment of students in health insurance. (DOH)

* In order to ensure the access to health care for ethnic minority people, local organization such as
social protection union, agricultural association are also involve in awareness raising to make people
understand the benefit of health insurance.(DOH)

* Role of collaborators is important. They are hamlet health workers and speak the same language with
ethnic minority people, which enable a smooth communication with them. (District Health Center)
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4.5 Premium Collection

The law defined the premium rate of 6.3%or formal sector workers which is shared between
enployers (2/3=4.0%) and employees (1/3=2.0%). On the other hand, informal sector workers including
near poor peopfé are expected to pay their premium which is equivalent to 6.0% of the monthly
minimum wagé®,

MOH has introduced comprehensive application based on the household unit which is considered to
cover larger number of informal sector workers and their family. However, according to PSS and DSS,
there are still many cases of adverse selection due to the lack of understanding about ‘insurance’.

Premium collection of health insurance is responsible for the Provincial and District Social Security (PSS
and DSS), which is the branch organization of the Viet Nam Social Security. Although those function as
the collecting authority of premium and agents who were nominated by Commune People’'s Committee
and post offices are responsible for premium collection, it has no authority to visit directly to each
household and demand for payment of their premium. Informal sector households can choose payment
terms from three months, six months, and annually. However, the renewal of health insurance status is not
properly done by the informal sector household since PSS/DSS does not actively promote the renewal of
subscription and therefore, such households do not prioritize health insurance as they are not afford to pay
premium.

Promoters, who are designated by the Commune People’s Committee, function as the collecting agents by
using the list of households with premium in arrears, which is provided by the Commune People’s
Committee. The list of households with premium in arrears is created based on the information of ‘Family
Book’ which refers names, ages, marital status, and transmigration record.

Based on the Decree on Defining on Administrative Sanctions in the Field of Health Insurance
(92/2011/ND-CP2011), when companies fall behind in their premium payment, VSS reports the fact to
MOLISA who is responsible in taking legal action, if necessary. According to the decree, companies are
expected to pay the penalty as shown in Table 4-9.

Table 4-9  Amount of Penalty in Case of Delinquency

Number of Workers Amount of Penalty (VND)
1-10 500,000 - 1,000,000

11-50 1,000,000 - 5,000,000

51-100 5,000,000 - 10,000,000

Reference: [Government, 2011]

According to the interviews with DOH and PSS, promotion of the subscription of health insurance is
critical for the extension of coverage towards UHC. PSS and DOH are the responsible organizations. PSS

31 Before the amendment of the Health Insurance Law, it was 4.5%. The new rate has been applied since January 2016.

32 people below poverty line are not required to pay their premium but they have right to access health insurance financed by
the government.

% Minimum wage differs among provinces [JETRO, 2014].
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has been enhancing awareness raising through dialogue community based organizations such as farmers’
associations, women associations and cooperative alliance and direct DSS to mobilize community to have
agents at commune level. Although PSS and DOH prepare some promotional materials on health
insurance, these are rarely used in the promotion for the extension of coverage. TV commercial is also
used but the approach or contents can be improved to attract people in the informal sector households.

For instance, a private insurance company utilizes an agent in the community. The health insurance agent
is a side-business and he/she promotes subscription to his/her colleagues and/or neighbors. The insurance
company pays incentives of a certain percent of the prethidinerefore, the agent could be motivated

to expand the coverage.

4.6 Claim, Review, and Provider Payment Flow

Health service providers that accept health insurance should contract with VSS *draR@slly.

Initially, the contracted provider receives an advance payment of 80% of the previous expenditure for
medical services covered by health insurance. Then, an expenditure report of medical services covered by
health insurance is submitted to VSS on a quarterly basis. VSS inspects the report and settles the
differences with the advance payment within the budget. At the same time, VSS pays in advance 80% of
the actual expenses for the next quarter.

4.6.1 Claim from Health Service Providers

Each health service provider quarterly submits health insurance claims to the VSS office in-charge based
on the records of medical practices and medications covered by the insurance. Form79 and Form80
specified by VSS (Figure 4-1 and Figure 4-2) should be used for making claims. The claim is prepared by
the accounting departméhtlf a hospital information system (HIS) is introduced, it is possible to output
these formats automatically. If not, the software VSS provided can be used for the preparation. In lower
level facilities, especially CHSs, the claim is prepared manually.

Hospitals submit claim data to VSS in Excel files through e-mail. Although the format is specified by
VSS, a previous version is sometimes submitted. It causes additional work load for VSS staff to convert
the format manually. In addition, according to the observation of the Survey Team, the current software
of VSS is not user-friendly and well performed.

34
35

The incentive may vary among the company, i.e., 4% or maximum 20%, etc.

Health service providers at the provincial and lower levels contract with PSS.

% In the provinces visited during the first field survey, there are some (three to seven) staff involved in claim both in the
provindal and district hospitals.
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Figure 4-1 Claim Format for the Figure 4-2 Claim Format for the
Outpatient (C79a-HD) Inpatient (C80a-HD)

However, as the current formats require total amount only, detailed description of medical services are
not to be recorded. Therefore, a new format was specified by’ M@+be used from 2016 as follows:

* Forml: Total index of insured health treatment

* Form2 Detailed index of health products covered by health insurance

* Form3 Detailed index of medical practices and materials covered by health insurance
* Form4 Index of pre-clinical results

* Form% Clinical monitoring index

Forms 1-3 should be used from January 2016 and Forms 4-5 should be used starting by the end of 2016.
Detail format of form 1 and form 2 is shown in the Chapter 6.

4.6.2 Claim Examination

In medium or large sized hospitals, the claims are reviewed by VSS staff stationed in the hospitals or
rotating several hospitals in chafyeThey closely cooperate with the accounting department of the
haospital.

The submitted claims are reviewed systematically whether necessary information is provided in

appropriate manner The Survey Team observed that from 20% to 40% of the claims are picked up for
detailed inspection with medical records whether the examination and/or treatment had been provided
appropriately. The proportion and sampling methods vary among VSS or hospital; random or picking up
the ones of expensive amount.

VSS staff reviews the claim data in the following three points: 1) whether the data are entered correctly;
2) medical services or medications provided are surely insurance-covered; and 3) the co-payment ratio is
correctly applied. For example:

37 9324/BYT-BH
% |n the case of PSS in Gia Lai Province, six staff are responsible for visiting four hospitals.
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* Condition of payment (check for the amount claimed);

* |Implementation of services (check for description of medical treatment by a physician in charge of
VSS operation); and

* Summarize payment (check for the overall payment amount).

Also, VSS staff reviews whether the amount claimed does not exceed the prices defined by the provincial
government.

Then inappropriate medical services are found, VSS staff inquires medical doctors in the hospital further
clarification and justification. In case that it is still not proper service, the particular claim will be rejected.
The return rate (rate of payment rejection after examination) is about 1.4% to 1.5%. For example, in Gia
Lai Province, the amount rejected is VND 5 billion out of the total amount claimed of VND 360 billion.

(1) Difficulties in Claim Examination
From January 2016, VSS has introduced a new decision which regulates the criteria for inspection and
review of health insurance claims including the following points:

* Name of diagnosis group

* Signature by a patient

* Consistency between statistical data in a hospital and claim data in Form No. 02

» Consistency between examination and treatment services stated in the claim and actual practice

However, those criteria still seem not to be specific enough to identify fraud and over-supply of medical
services along with a certain standard. Therefore, the quality of claim examination depends on the
capacity and awareness of each inspector.

In addition, the current claim examination is not well conducted comprehensively over multiple claim
bills. For instance, in such a case that the same person receives a large quantity of drugs from multiple
health service providers to resell them, it is required to examine the appropriateness of the insurance
claim by focusing on the name of a specific person and examining information from multiple claim bills
within a certain period of time.

Claim examination from the viewpoint of appropriateness of clinical procedure has hardly been
performed because it requires medical expertise and it is financially difficult for VSS to hire medical
personnel for claim examination. Also, a professional guideline on appropriate medical procedure for
health insurance has not been developed. According to VSS, it has tentatively developed an
approximately one hundred criteria to review the clinical practice in 2015. For example, “A man is unable

to become pregnant (cross-check with sex).”, “claims are not acceptable when the same person receives
several medical practices for the same disease on the same day (cross-check with other several medical
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records of the patient).”, “co-payment ratio in accordance with the relevant qualification (cross-check
with the membership group of the patient)”. Figure 4-3 presents examination department in PSS.

Figure 4-3 Examination Department in PSS

(2) Identification of Fraudulent or Incorrect Claims

VSS has no way to check whether the relevant medical practice was actually provided to the patient. The
information is compared with what is described in medical records; however, if the medical record itself
is falsified, there is no choice but to approve the claim.

VSS possesses health subscribers’ information (name, address, etc.) and by using this information, it is
possible to inform each subscriber the reason or situation of hospital visit, health insurance usage, and
provided medical services for their own verification; however, such an action has not actually been
conducted.

Claim information from health service providers may be prepared by a staff member from the accounting
department or a nurse who is not always familiar with practices regarding insurance claims. Those who
have undertaken adequate training for insurance claim practices and moral education should be
responsible for entering claim information appropriately.

Although it seems that MOH or DOH is responsible for supervising health service providers may take
measures to rescind the authorized insurance health care institution after confirming the occurrence of
false claims, health service providers make contracts with VSS and the supervisory system by the central
government organizations has not been well established at present.

4.6.3 Budgeting and Provider Payment

The budgeting flow of the health insurance fund is shown in Figure 4-4. Basically, the medical fees will
be paid within the budget which was set in accordance with actual expenses in the previous term. When
the expenditure exceeds it, a health service provider should submit the report to explain the details and
reasons to VSS. If there are surplus, 80% should be allocated to reserved fund and 20% can be allocated
for investment to expand the services at the provincial level [The National Assembly, 2014].
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The plan for the health insurance fund for the next year is sent from
each VSS office annually. The Department of Health Insurance policy

implementation in VSS-HQ aggregates data to prepare the entire
revenue and expenditure plan.

The revenue and expenditure plan is submitted to the central N
organization (VSS Management Committee). After the plan is
approved by the committee, it will be submitted to the government

(Ministry of Finance)

The government (Ministry of Finance) provides guidance to VSS
including amendment of the revenue and expenditure plan taking

the national budget into account. VSS revises the plan as needed in
accordance with the guidance.

The fixed budget is notified to each SS (PSS and DSS) and the fund
operation of the relevant year will be initiated.

Figure 4-4 Budgeting Flow of Health Insurance Fund
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Chapter 5 IT System for Health Insurance

5.1 Technical Standards for the Deployment of IT Systems for Health Insurance

Three types of information, master code, claim formats and claim examination rules, should be well prepared

to develop IT systems contributing to the efficient management of the health insurance system (Figure 5-1).

Administering

Medical institutions authorities
( Hospital management & h 2)Claim formats . ( Data center system
information system (HMIS) mrotocoll - -
-« 9324/BYT-BH — g
\ a AN
|.----- (1) Mastercodes = ----_______
5084/BYT-BH - — 7. 5084/BYT-BH
o 1456/QD-UDO
(3) Claim Examination rules -~ /BX-2015
. J \. J
Source: Survey Team
Figure 5-1 Three Types of Information for IT System Development

5.1.1 Master Codes

The master codes are the common codes used among the health service providers at the time of medical
care, claim and claim examination for data entry of medical care, medicine and those costs. As a
fundamental rule, data has to be entered using unique and systematically organized codes.

While an MOH Decisioff specifying the eight master codes as listed in Table 5-1, the content of No. 6
(List of Diseases according to International Classification of DiseaSesditibn (ICD-10)) has not been

published after the announcement of the decision.

Table 5-1 List of Master Codes

No. Name of Master Code # Item Authority In-charge
1 List of technical services 18,139 | Medical Service Administration (MSA)
2 List of medicines 20,256 | Administration of Drag Management
3 List of consumable supplies 603 | Medical Equipment and Infrastructure
Department
4 List of drugs and traditional medicine herhs N/Araditional Medicine Department
5 List of diseases in traditional medicine 41 Zraditional Medicine Department
6 List of diseases according to ICD-10 N/A | MSA
7 List of blood and blood products 45 | MSA
8 List of clinics and treatment 13,572 MSA

Source: [MOH, 2015]

% 5084/BYT-BH dated November 30, 2015
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Services should be carefully verified to avoid duplication and contradiction and appropriateness or
feasibility of the actual medical service practice should be well assessed in accordance with the
international standard such as ICD-10 and ICD-9-CM (IGDe@ition, Clinical Modification). After a

certain period of operation, the master codes should be reviewed from the above viewpoints to reduce
unnecessary workload of relevant staff. Also, common glossary of technical terms should be developed in
line with international standard such as ICD or the International Classification of Health Interventions
(ICHI) for diseases and medical services. Also, master code of medical devices and nursing should be
developed.

In addition, the master code seems not to be appropriately linked with other relevant circulars such as the
latest medical price®. Moreover, the data was published in a format that seems to be difficult to
customize according to actual needs and practices in each health facility. According to the interviews, it
has been causing heavy work load on administrative and IT staff to adjust their operation and causes
confusion in patient services.

5.1.2 Claim Formats (Protocol)

The claim data is prepared by health service providers submitted to the administering authorities, VSS. It
consists of detailed information about the patients, examination and treatment, and prescribed drugs
together with those costs, as well as amount covered by health insurance.

The Circular 9324/BYT-BH specified new claim formats, Forms 1 to 5. However, according to the
interviews, some hospitals, especially those who cannot afford to invest on IT system development, seem
to have difficulty into adapting to such format change immediately. Therefore, it might take some more
years to introduce these new formats all over the country.

In addition, the following formats should be developed in the future to collect necessary information for
IT system development to increase effectiveness on hospital management: clinical exam data protocol,
prescription data protocol, radiation data protocol, sanitary inspection data protocol, disease name
information data protocol, endoscopic data protocol, injection data protocol, pathology and clinical cell
data protocol, and radiation therapy data protocol.

5.1.3 Claim Examination Rules
Claim examination rules serve as criteria to judge appropriateness of the claim submitted by health
service providers to the social insurance institutions. The rules should include various viewpoints such as
membership category and status of health insurance, accuracy of mathematical calculations, clinical and
epidemiological appropriateness.

40 37/2015/TTLT-BYT-BTC dated October 29, 2015
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VSS has published the claim examination rules in #0However, the operational guidelines have not
been provided to show how to identify the claims which should be rejected. According to VSS, although
there are about 100 check items that were defined in 2015, those have not been published.

5.2 Future Visions and Plans to IT System Development

The Government of Viet Nam has shown directions for modernization of health insurance system as
indicated in Table 5-2.

Table 5-2 Visions for IT System Development

Vision Outline

e-government As promulgated by Resolution No.36a (October 2015), the government is promoting
e-government to improve efficiency of works, mutual collaboration among relevant
agencies, and quality of service to the people.

Computerization of In order to ensure the enabling environment to make the health insurance system (e.g.
Health Insurance management of healthcare, health insurance payment) more transparent, Decision
No0.102/TB-VPCP (March 2015) indicates tasks of concerned authorities. It is required that
MOH, in collaboration with VSS, cooperate with IT enterprises to develop and provide

software in order to unify output data from the health facilities.

IT System The national programs for introducing IT system in state agencies’ activities for the period
Development in of 2016-2020, which includes the field of health insurance, were approved by Decision
2016-2020 N0.1819/QD-TTg (October 2015). According to the IT Department of MOH, they have

been developing an IT System Development Plan for Health Insurance from 2016 to 2020
based on the decision.

IT Service Lease The Prime Minister’'s Decision No. 80/2014/QD-TTg (December 2014) specifies t:l\e rules
of IT service lease by governmental organizations in order to reduce investments flom the
national budget

Linkage between HIS | Resolution N0.18 promulgates the implementation of linkage between HIS and the [Health
and Health Insurance | Insurance Information System which is to be achieved by 2018. In accordance with the
Information System resolution, MOH published the documents concerning the deployment of IT systems for
health insurance system in 2016 and subsequent years.

Major IT projects of Decision 5614/QD-BYT approved the MOH IT Application and Development Plgn in
MOH in 2016 2016. This indicates the targets of IT system deployment such as
- A database should be configured for the eight common master lists published by MOH

(5084/QD-BYT).
- HIS shall be deployed 100% on all MOH hospftal80% of these hospitals have| a

laboratory information system (LIS) which shall be integrated to the HIS.
As part of encouraging multiple funding options for promoting IT system, public-private
partnership (PPP) is also recommended.

Source: Survey Team

In line with the above policies, VSS and MOH have been conducting future plans regarding health
insurance claim and examination (Table 5-3). Each project has quite specific objectives and limited scope
to respond to a particular purpose.

4l 1456/QD-UD/BX-2015
42 MOH hospitals include central hospitals and specialized hospitals under direct operation of MOH.
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Table 5-3 Future Plans on Health Insurance System
. . . A Relevant
Objecrtives Proj ect Description Organizations
Business Process | To improve the business process on social security in VSS, activities toVSS
Improvement strengthen initiatives relevant to IT system development for busjness
procedure and human resource development were included.
Hospital To introduce a new model to transfer claim data collected from healthMOH
Management and | facilities to the database center. VSS
Information HIS solutions of the different vendors were used to send the claim to V|SS in
System MOH-specified data formats.
Deployment
National Personal | The project aims to develop a national personal ID number database for th&SS
ID No. System social security and health insurance system.
Development Using the household subscription data of health insurance, the raw datd on 95
million households has been entered to the database.

Reference: Interviews

5.3 ITin Hospitals

IT application in hospitals seems to be still in the early stage. MOH tried to integrate and develop the IT
system in hospital. The hospitals and central and local health administrations have been taking various
measurements to develop the IT system and to improve efficiency of management and service provision.
Situation and challenges in IT system development in hospitals are summarized in Table 5-4. According
to VSS and local hospitals, electronic claim submission will become mandatory from July 2016. At the
same time, automatic claim examination will be introduced in the social security institutions.

Table 5-4  Situation of IT System Development in Hospitals

Hardware - Overall, computer hardware has been installed in most of health facilities from central to district

and level. However, MOH does not designate standard specification of hardware and IT infrastfucture

Infrastructure|  for the state health facilities.

- Internet connection is generally not stable especially in rural areas and not available in
hard-to-reach areas.

- Most of local hospitals use desktop computers that need to be replaced in a few years.

- Patient to computer rate is around 100 in central hospitals and higher in provincial and district
hospitals.

Software - There has been several software programs built and applied for management purposes at
haospitals, wards, departments, institutes, etc. However, a comprehensive and uniform package of
professional software has not been well developed.

Human Although IT staff in hospitals has some relevant education background, the number|is not
Resource sufficiently allocated.
Development| In-service training and overseas training opportunities on IT for hospital management haye been
provided. However, quantity and quality of such human resources are not sufficient.

Reference: Interviews

5.3.1 Application of Hospital Information System (HIS)

According to MOH, all central hospitals have hospital information system (HIS), whereas the proportion
among provincial and district hospitals is from 60% and 40% respectively, and much lower among CHSs
(Figure 5-2).
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Central Level 100

Provincial Level (0] 40

DistrictLevel 40 60

Commune Level

0 10 20 30 40 50 60 70 80 90 100
B % withHIS B % without HIS
Source: MOH
Figure 5-2 HIS Application Rate by Hospital Level

53.2 HIS

HIS is an essential computer system that can manage all information to allow health service providers to
do their tasks effectively. Modern HIS includes many applications addressing the needs of various
departments in a hospital. The system is integrated to communicate among all the relevant departments
including clinical, pharmaceutical, nursing, laboratory and accounting. HIS could provide rapid access to
reliable information of patients including general characteristics, history of diseases, situation and
progress of treatment. Quality HIS could contribute quality patient services and effective financial
management by enhancing information integration, reducing transcription errors and duplication in data
entry, and optimizing reporting tasks. It could also be used to monitor and provide information about the
needs and common behavior of patients and staff and could also promote and achieve financial
sustainability.

According to MOH, the criteria for the HIS software and content of some computer software in hospital
management is defined in the circdfaEvery IT vendor applying for a bidding or contract with hospital
has to introduce HIS software in accordance with the designated criteria in the above circular.

The state hospitals all over the country have to develop or procure HIS software in accordance with the
criteria. Five functions that should be included in HIS are summarized below:

* Management of clinics (patient reception, room management, treatment of patient in outpatient)

* Management of inpatient (patient information, disease management, hospital bed, statistical report)

* Management module subclinical

* Management of pharmacy (drag information, inventory)

* Management of hospital fees and health insurance (medical services, disclosure of financial expenses,
Print invoices, financial statements)

4 B573/(®-BYT (2006/12/29)



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

5.3.3 Progress and Future Plan of HIS Development

During the period between 2000 and 2010, HIS application in Viet Nam was mainly at the level of
issuing guidance and trials of HIS software. For the next five-year period (2016-2020), MOH plans to
provide a synchronous data exchange among hospitals in order to build s feasible HIS.

After a decade of unstructured development of HIS, no centralized database to be connected among the
hospitals with HIS has been developed yet. Therefore, the fragmented data has been collected from
hospitals and has not been integrated and analyzed.

In the period between 2016 and 2020, MOH focuses on development of HIS and sharing of patient
records across hospitals. In order to achieve the goal of 100% hospitals applying HIS, MOH has initiated
the project on EMR and healthcare management system.

The key objective of this project is to increase the exchanges of patient records across hospitals and MOH
via Hospital Level 7 (HL7Y protocol; build the electronic medical records at hospitals; the standard of
exchange, record and securitize information, etc.

5.3.4 Major Projects on HIS
Table 5-5 summarizes major project relevant to IT development undertaken by MOH.

44 A standard for exchanging of medical information and ensuring representativeness such as unification of format
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Table 5-5 Major Projects on HIS
. : . Timeline of IT
Project Name Proj ect Description implementation vendors
EMR Developing A pilot project to build a synchronous EMR system  Pilot project DTT-Hanel
Pilot Project among six hospitals and MOH, to transfer data froncompleted in 2015 | FPT Soft
one hospital to another and to the administrative bodyand application since VNPT
2016
Electronic Health A project to pilot e-health insurance card in two On-going Viettel
Insurance Card Pilot| hospitals, to enhance patient information exchange
Project among hospitals.
Health Insurance A project to strengthen IT application in health Phase 1: Viettel
Claim Examination | insurance sector in the following three phases 10/2014 — 01/2015:
(Inspection) Pilot Phase 1: Investigation Phase 2:
Project Phase 2: Pilot project in some health facilities in |siX07/2015 — 12/2015:
provinces Phase 3:

Phase 3: Pilot at all of health facilities in six provinces 01/2016 — 12/2017:
The vendor will conduct participant database and a
system for insurance inspection then pilot project in| six
provinces from 2014 to 2017.

Synchronize IT A project to synchronize healthcare database |and 2016 - 2017 -
System of MOH to | application software including searching, analysis, gnd
Support Managementassessment of health database with MOH The database

Purposes system will support MOH management in making

timely decision.
IT Application in To build an IT system to manage operation of heglth 2016 - 2018 -
Management of facilities at the district and commune level, to support

Healthcare Facilities| the reporting

Electronic Library of | To build a database of electronic document library in 2017 - 2019 -
Healthcare sector order to connect electronic libraries across facilities in
healthcare sector

Reference: Interviews

5.3.5 Central Hospitals

The Bach Mai Hospital has applied IT in operation since 1990. HIS at Bach Mai Hospital is very complex
and there is no synchronization across all departments. Regarding HIS application, Bach Mai Hospital
uses a unique approach because each department can decide an investment at a certain level, HIS varies
among the departments. Currently, there are 17 HIS software provided by five to six IT vendors; however,
these HIS softwares are operated independently and it is difficult to synchronize and transfer data from
each other. Such situation might cause the following challenges:

* Each department is not motivated to collaborate with each other to integrate and/or link the workflow
* No direction from the hospital management is provided for compliance.
* Capacity of IT officers is generally limited.

FPT is one of the key vendors installing HIS for Bach Mai Hospital. Currently, FPT is providing HIS
service for the medical examination department. It could be expanded to other department or institutions
within the hospital in the future.

Cho Ray Hospital has applied eHospital HIS provided by FPT since 2013. It was chosen through public
bidding.
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The FPT-eHospital includes 41 modules. Among those, several key modules have been implemented,

sich as pharmacy management, patient registration, emergency admissions, health screening, health
record management, accounting, inventory management, and asset management. The HIS has been
applied in four outpatient and 34 inpatient departments.

5.3.6 Local Hospitals

In the provinces visited by the Survey Team, HIS has been introduced in both provincial and district
hospitals. According to the interviews, each hospital uses various HIS products developed by local IT
companies. The hospitals seem to have enough financial ability to buy and implement the software on
their own. Table 5-6 shows the names of software and relevant costs paid by the hospital.

Table 5-6 HIS Software Cost in the Hospital

Name of Software Initial Cost Recurrent
(Provider) (Invester) Cost Per Month
Gia Lai Province VIMES VND 3 billion (USD 132,000)] VND 16.7 million
(VIMES., JSC) (Provincial Hospital) (USD 735)
District VIMES - VND 6.7 million
(VIMES., JSC) (District Hospital) (USD 295)
Hoa Binh | Province Smart IT Solution - VND 70 million
(Smart IT Solution) (Pay only recurrent cost) (USD 3,080)
District - VND 35 million (USD 1,540) VND 0.58 million
(Minh Lo) (District Hospital) (USD 25.5)
Source: DOH of Gia Lai and Hoa Binh Provinces

Although almost all the hospitals have already introduced HIS and most of them have a function to create
standardized claim format which VSS defined, they still have to send medical fee claim data to VSS by an
old fashioned way (by e-mail).

Regarding IT staff in the hospitals, the number of IT staff and relevant trainings are still insufficient.
Table 5-7 shows the number of IT department staff compared with the number of total hospital staff. It
shows 1% of the entire staff assign to IT department. This proportion is similar to Japan and means the
guantity might not be problem. However, in most of the hospitals that survey team visited, IT staff also
serves for other posts such as department of pharmacy

Table 5-7 IT Staff in Local Hospitals

Number of Hospital Staff Number of IT Department Staff
Gia Lai Province 930 8
District 74 1
Hoa Binh | Province 627 9
District 99 1
Source: Provincial and District Hospitals in Gia Lai and Hoa Binh

Originally, IT staff in the hospital should be involved in two tasks. Firstly, they manage and maintain the
information system (hardware and software) in the hospital. Secondly, they manage clinical data.
However, IT staffs in these hospitals seem not to have sufficient capacity to manage clinical data
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appropriately. Also, they have not received sufficient training on clinical data management and data
aralysis.

5.4 ITinVSS/ PSS

Aside from health insurance, VSS is responsible for a wide range of social insurance operations such as
pension and industrial accident insurance. VSS has introduced IT systems to support these operations. It
has the department in charge of introduction and maintenance of IT systems and networks in its office.
Currently, VSS staff can use the IT system in limited operation such as performing data aggregation
because data entry or submission is mainly done by using soft files and paper files

IT systems are independent of each other according to each operation and it causes lack of data linkage
between systems. VSS staff uses some types of software for operating health insurance, pension, and
social insurance. Table 5-8 shows the types of software used in the PSS office in Gia Lai Province.

HMS is the main software for aggregation and examination operation of claim data. It has the following
features:

* Function of importing data claimed from medical institutions.
* Function of checking whether necessary information for claims is entered in the data claimed
(example an error message displays when necessary information is not entered including the
insurance certification number and subscriber’'s name).

* Function of checking whether there is inconsistency between information in the data (example an
error message displays when a record is found that the same insurance certification number is given
for several different names).

* Function of reporting to notify the examination results to medical institutions.

* Function of reporting to the upper-level VSS office.

Table 5-8 List of Software Used in the PSS Office
Number of Staff
Name of Software Purpos es Developer using the Software
SMS ~ (Social Security To manage social insurance collection FBsoft Co., 91
Management System) 9 Ltd
Xet duyet To d_etermlne _and approve the amount| of 29
pension benefit
To examine and approve payment for
ODTS industrial accident and childbirth 29
In So the 1.0 To count the number of health insurance VSSIT o
certifications Bureau
Vien phi 3.0 To manage hospital fees 29
HMS To examine and aggregate health insurance 29
claims
Quan ly chi To manage expenditure 29
Source: PSS Gia Lai
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5.5 Major IT Companies in Viet Nam

There are three possible large IT companies in Viet Nam, i.e., Viet Nam Posts and Telecommunications
(VNPT), FPT Corporation (FPT) and Vittel, which are capable to develop and maintain nationwide IT
system for health insurance. Actually, some have been working with MOH, VSS and/or hospitals to
develop and introduce IT system for health insurance and HIS.

(1) VNPT

The VNPT Group is one of the state-owned comp&hi¥\NPT has approximately 90,000 employees in
which 5,000 are in charge of IT-related projects (500 of them are IT engineers). The revenue in 2014 was
VND 101,000 billion.

VNPT have experiences in social service fields such as health, education, security, and social security
insurance. Although VNPT has some experience of introducing IT system to several ministries, those
were mainly limited to a particular level, central or local only, and not connecting multiple levels of
administration. VNPT has strong advantage to deliver products or services quickly and nationwide
because they have branch offices in all 63 provinces and maintain close communication with local
authorities.

VNPT is currently conducting a project in collaboration with MOH to introduce HIS to 400
hospitalé®nationwide.

VNPT has enough capacity to develop solutions to improve hospital management. However, it is rather
weak to develop integrated management system that is connected with multiple administrative levels.

(2) FPT
FPT is a private company established in 1988. It has approximately 25,000 employees in which 8,500 are
IT engineers or technology experts. The revenue in 2014 was VND 37,500 billion.

FPT is currently conducting two pilot projects with regard to health insurance management.

* From December 2013 to December 2015, FPT has been conducting a pilot project to introduce HIS
to six hospitals with the Administration of Health Information Technology of MOH. In this project,
FPT has developed HIS software and installed to the pilot hospitals.

* From April to July 2015, FPT has conducted a pilot project to introduce the automatic claim
examination system to VSS offices (provincial and district levels) in three provinces. The objective
of this project is to examine claim data from hospital automatically in the perspective of “calculation
validity” and “doctor’'s judgment”. After the pilot project, MOH decided to request all public

% |t was established in accordance with the decision NO.VN249/TTG dated 29/4/1995 of the Prime Minister
46 The details were not presented to the Survey Team.

5-10



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

hospitals to collect medical fee dtan the newly developed fornfdtand submit to VSS. FPT has
developed the data collection software for hospitals to be able to download from the website.

FPT well understand the detailed procedure of health insurance claim, review, and payment mechanism.
Therefore, FPT has enough capacity to develop relevant software. However, because of its domestic
network relying on the headquarters and three branches only, it is rather weak to introduce software and
hardware to hospital and/or VSS at each level nationwide.

(3) VIETTEL

The Viettel Group is one of the state-owned companies which was established in 1989. Viettel has
approximately 30,000 employees and revenue in 2012 was VND 140,000 billion. All the stocks are
owned by the Ministry of Defense in accordance with 2097/2009/QD-TTg.

* From 2014, Viettel has been conducting the pilot project on health insurance claim examination. The
Project aimed to strengthen ICT application in health insurance sector.

* Viettel have been conducting the Electronic Health Insurance Card Project. The Project aimed to
pilot the e-health insurance card in two hospitals, to enhance patient information exchange among
hospitals.

Viettel has strong advantage in terms of financiglability to invest in IT system. Also, it has a wide

area network and facilities all over the country since it is a military telecommunication company.
However, Viettel does not have enough experience in social security, health insurance, and hospital
management field.

47 8623/BYT-BH 9/11/2015
48 9324/BYT-BH
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Chapter 6 Information Management Relevant to Health Insurance System

To manage the benefit package, medical fee, and provider payment mechanism evidence based, a wide
range of information needs to be collected and analyzed regularly. It could include routine clinical and
public health information such as disease structure, service provision and utilization, human resource for
health, facilities, as well as equipment. Also, demography, household and local economy, care seeking
behavior, hospital finances, and pharmaceutical prices could be important to maintain an appropriate
health insurance system. Therefore, this section describes the availability of such relevant information.

6.1 Relevant Policies on Health Information Management

The existing policies related to health information system do not regulate the detailed functions and tasks
for collecting, processing and sharing information among sub-information system of health sector. The
information collection is overlapped, and in addition, the concerned agencies, such as the Ministry of
Health (MOH), the General Statistics Office (GSO), the Ministry of Finance (MOF), the Ministry of
Planning and Investment (MPI) and the Vietham Social Security (VSS), still do not establish coordination
and collaboration mechanism on information collection and sharing each other.

6.1.1 Development Plan
As described in Table 6-1, MOH presents the vision, goals and objectives toward the year 2030 in the Master
Development Plan for Health Information System for 2014-2020 and 2030.
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Table 6-1  Vision, Goals and Objectives toward 2030

Vision for 2030 | The Health information system meets the international standards and the information needs of
governments organizations and individuals in the country and abroad.

Overall goals | - By 2020, the health information system will be improved at all levels, from the central {to the
commune, with efficient operation, and timely and accurate information. The management and
administration of health activities at all levels in all sectors contribute to improve the people’s
health status.

- Toward the year 2030, the health information system in Viet Nam will be developed as a
unified and synchronized system with IT technology and achieve the advanced levell in the
region.

Specific <Leadersh|p and Governance>

objectives -+ To strengthen the capacity of governance on the health sector through integrated information.

- To strengthen the capacity of governance on the health sector through the standardized
information.

- To strengthen governance through improved monitoring of mortality and analyze the causes of
deaths.

<Human Resources, Financing, and Medicines>
- To strengthen the health workforce in statistical work through improved inventory databases
and trainings
- To improve policies, resources and activities through computerized financial data ingluding
health insurance.
- To improve resource planning through upgrading the computer system in the drug unit and
vaccine products.

<Service Providers>
- To develop and implement computerized health system from grassroots level to imprpve the
quality and integration of information.
- To expand the coverage of surveillance activities, involving the private sector, to increase the
quality of public health programs, including NCDs and disabilities.
- To standardize the records at hospitals, medical terminology and technical processes to
improve the quality of services and hospital management.
- To enhance the access of patients to information of their own health with improved security
and privacy of patient medical records.

Source: [MOH, 2014]

6.1.2 Relevant Legislations
In order to strengthen the management of health information, the Government of Viet Nam has issued a
series of policies related to health statistical information system (Table 6-2).
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Table 6-2 Relevant Legislations on Health Information System

Circular List of Key Health Indicators

No. 06/2014/TT-BYT | The circular provides the list of 88 key health indicators on health financing, health

(February 2014) workforce, medical facilities, medical services and health conditions.

Circular Issuing a List of Statistical Indicators of Basic Health Applied in Provincial, District and

No. 32/2014/TT-BYT | Commune Levels

(June 2014) Based on Circular 06/2014/TT-BYT, this circular regulates which statistical indicatofs are
to be applied at each level.

Circular Regulating the Statistical Medical Form System for Medical Facilities in the Province,

No. 27/2014/TT-BYT | District and Commune

(August 2014) The circular stipulates the medical statistic form system for medical facilities ip the
province, district, and commune. The regulated forms include 1) notepads on [health
management for commune health facilities, 2) statistical reporting forms for the fagilities
in communes and towns under the districts, 3) statistical reporting forms for the fatilities
in districts, towns and cities under the provinces, and 4) reporting forms for the failities
in provinces and cities under the central authority

Circular Regulating the Content of Health Statistical Indicator System

No. 28/2014/TT-BYT | The circular regulates the content of health statistical indicators. In addition to the 88 key

(August 2014) indicators provided in 06/2014/TT-BYT, it also gives the purpose, congept,
suggestion/discussion, and relevant parameters for each indicator.

Circular Defining Forms and Regulations on Health Statistical Reports for Private Medical

No. 29/2014/TT-BYT | Examination and Treatment Facilities

(August 2014) The circular stipulates forms and the reporting system for private medical facilities. The
forms include 1) record book, 2) statistical reporting form for private health care fac|lities,
3) statistical reporting form for the private facilities with beds, and 4) reporting form on
clinical activities for the private medical facilities.

Law Law on Statistics

No. 89/2015/QH13 The law provides for statistical activities, using state statistical information; rights,

(November 2015 ) obligations and responsibilities of agencies, organizations and individuals in statistical
activities, using state statistical information; state statistical organizations and statistical

activities, using statistical information outside the state statistics.

Source:

6.1.3 National Health Indicators
The Circulars No. 06/2014/TT-BYT and 28/2014/TT-BYT provide 88 national health indicators with data
sources to be collected, reporting period, and authorities in-charge of both information provision and

collection. The national health indicators are listed in Table 6-3.
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Table 6-3 List of National Health Indicators
Category Indi cator
01.Finance for Health - Expenditure on health as % GDP
Care - General government as % of total expenditure on health

- Household out-of-pocket as % of total health expenditure
- General government as % of total government expenditure
- Per capita health expenditure

02.Health Workforce

- Health personnel density

- Graduation rate from health professional institutions

03.Medical Facilities

- Health facility density
- Hospital bed density
- Pharmacy density

- CHSs with doctor

- CHSs with midwife or assistant doctor

- Villages with village health worker

- Villages with trained village-based midwife

- Communes fulfilling national commune health criter

ia

04.Intelligence System

- Health information system performance index

05.Administration

- Rules-based policy index

06.Use of Medical
Services

- Outpatient utilization rate
- Average length of stay

- Inpatient admission rate - Bed occupancy rate
- Health insurance coverage

07.Quality and Safety of -
- Medicine samples quality compliance rate

Medical Services

Patient satisfaction rate Postoperative surgical infection rate

08. Coverage and
Impacts of
Interventions

- Antenatal care coverage

- Antenatal care tetanus toxoid coverage
- Fully vaccinated coverage

- Skilled birth attendant coverage

- Postnatal care coverage

- Pneumonia treatment with antibiotics rate:
- Traditional medicine treatment rate
- Epidemic communicable diseases morbidity rate
- Epidemic communicable diseases mortality rate

- Cervical cancer screening rate
- Breast cancer screening rate
- Antenatal ARV treatment rate
- Domestic violence treatment rate
- Hospital morbidity top ten causes
Hospital mortality top ten causes
+ TB treatment success rate

09. Behaviors and Risk
Factors

* Smoking rate

* Malnutrition rate

* Hygienic toilet use
- Medical waste treatment coverage at health facilities
- Dietary energy consumption < 1,800 Kcal per capita
+ Correct HIV prevention knowledge

- Sex ratio at birth
- Contraceptive prevalence rate
+ Unmet need for family plannin

- Low birth weight rate
+ Obesity rate
- Clean water use

10.Health condition

- Life expectancy at birth
- Adolescent fertility rate
- Infant mortality rate

+ Leprosy incidence

- Malaria mortality rate

- TB AFB+ve prevalence
- Death s in community: top ten causes
- Vaccine preventable disease mortality rate HIV incidence
- HIV prevalence for 15-49 years

+ Crude birth rate

- Maternal mortality rate

-+ Under five mortality rate
- Leprosy prevalence

- TB of all types incidence
- TB HIV-ve mortality rate
- Vaccine preventable disease inciden

- Total fertility rate

- Neonatal mortality rate
- Dengue fever incidence
- Malaria incidence

- TB AFB+ve incidence

- HIV/AIDS mortality rate

11. Non-Communicable| -

Diseases
and Injuries

(NCDs

- Acute food poisoning mortality rate
- Schizophrenia treatment rate
- Epilepsy treatment rate

- Hypertension treatment rate -

Food poisoning accidents - Acute food poisoning treatment rate
- Occupational diseases treatment rate
- Depression treatment rate

- Diabetes treatment rate- Cancer treatment rate

1%

Injury treatment rate - Injury mortality rate

Source: [MOH, 2014] [MOH, 2014]

Moreover, Circular No. 32/2014/TT-BYT assigns these indicators to provincial, district and commune

health facilities with respect to each level. The number of indicators assigned is 70 for provincial, 60 for

district, and 45 for the commune level (Table 6-4). With the exception of three indicators on

non-communicable diseases (NCDs), all other information will be collected and reported annually.

6-4



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

Table 6-4 Number of Indicators by Level of Health Facilities

Indi cator Category - N.umber (.)f Ipdicators
Provincial | District | Commune
Level Level Level
01.Finance for Health Care 2 1 1
Input 02. Heal_th Workfgrce 2 1 1
Indicators O3.Med|_cal Facilities 8 8 2
04.Intelligence System 0 0 0
05.Administration 0 0 0
Output 06.Use of Medical Services 5 4 1
Indicators | 07.Quality and Safety of Medical Services 0 0 0
Outcome 08.Coverage and Impacts of Interventions 13 13 11
Indicators | 09.Behaviors and Risk Factors 7 5 3
Impact 10.Health Condition 22 20 19
Indicators | 11.Non-communicable Diseases and Injuries 11 8 7
Total 70 60 45

Reference: [MOH, 2014] [MOH, 2014] [MOH, 2014]

As for the Indicators No. 04 on Intelligence System, No. 05 on Administration, No. 07 on Quality and
Sdety of Medical Services, and some in other categories, the central authorities are in-charge in

providing data.

6.2 Human Resources

With regard to human resources for health information system, the important issues are both the capacity

of personnel and their skills in statistics.

The Health Statistics and Information Division takes the highest responsibility for health statistics
activities. Although the division is assigned to do a wide range of tasks (Section 3.4.1(1)2)), there are
only five permanent officials and two part-time staff. None of them have academic background of
statistics, and they do not have sufficient professional skills to analyze and utilize the data. At the
provincial and district level, the number of staff in charge of statistics is only one or two, and they are

usually assigned into other activities at the same time.

6.3 Data Sources of Health Information System

The following could be sources of data for health information system: vital statistics, population survey,

disease surveillance, and routine reporting.
The accuracy of data has been recognized as a key issue to be addressed, and MOH has been working to
improve it.

Until 2014, the data source from regular reporting system had been collected only from public health

facilities. The data of private health facilities has been not available, and therefore, the statistics on health
status and health services did not reflect the actual situation. In order to address this issue, MOH
developed Circular No. 29/2014/TT-BYT which regulates the reporting forms for private health facilities.
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Regarding the data on deaths, it also has not reflected the actual number. In the case of death at home, it is
difficult to identify the cause of death. Although MOH established the system to collect mortality data
from VHW, the reporting form does not require reporting the causes in the community.

Data management should have five steps: 1) data collection and storage, 2) compilation and aggregation,
3) quality control, 4) analysis, and 5) report and feedback. Currently, the management system of health
information is not well managed as there is no monitoring mechanism and also the regulation to
standardize the quality of data.

6.3.1 Vital Statistics and Population Surveys

(1) Registration System

The permanent residence registration system is under the responsibility of the public security sector.
Every household has a residence book to record the full name, date of birth, occupation and place of work
of all the family members. The Public Security also takes charge of the registration for migration.

The registration for births, deaths, marriages, and divorces is under the responsibility of the Department
of Justice of the Commune People’s Committee.

(2) Population and Housing Census

In Viet Nam, census has been conducted every ten years by GSO since 1979. The most recent census was
conducted in 2009 in cooperation with the United Nations Population Fund (UNFPA). For the population
and housing census, data is collected through both a complete survey and a sample survey. The
guestionnaire for the complete survey includes demographic data, such as individual information,
education level, ethnicity and religion, and housing data. In addition to these questionnaires, the sample
survey asks for more detailed information such as disability status, marital status, economic activities,
birth history, deaths, and facilities of a house [GSO/UNFPA, 2009].

(3) Demographic and Health Survey (DHS)

GSO also conducts Demographic and Health Survey (DHS) and it has been conducted in 1988, 1997 and 2002
in Viet Nam. The third DHS in 2002 was sponsored by the Committee for Population, Family and Children,
and also received technical support from ORC Macro. The information on demographic conditions, family
planning, infant and child mortality, maternal health and HIV/AIDS will be collected through a sample survey
[GSO, 2002]

6.3.2 Communicable Diseases Surveillance System

The National Institute of Hygiene and Epidemiology (NIHE) and regional epidemiology sub-institutes
take charge of directing the communicable diseases surveillance system. The information on morbidity
and mortality due to communicable diseases is collected from commune level and reported to the
preventive medical center at the district level. The combined data at district level is reported to preventive
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health care center, and then to the regional epidemiology sub-institutes and NIHE [MOH, 2006].
According to the Master Development Plan for Health Information System for 2014-2020 and 2030, this
surveillance system is well operated. The data on diseases and epidemics has been updated and reported
timely [MOH, 2014].

6.3.3 Regular Reporting System

The reporting system of the Health Management Information System (HMIS) has been established and
Circular No. 27/2014/TTBYT regulates the registering and reporting forms which are to be applied at
each level of health facilities. The forms and the contents to be recorded are summarized in Table 6-5.

Table 6-5 Recording Books and Reporting Forms at Health Facilities
Levels Forms Summary of Contents

Commune 12 register books | Health record/ vaccination for children/ immunization for encephalitis,

(AL/YTCS - cholera and typhoid/ tetanus vaccination for women/ antenatal care/ family
A12/YTCS) planning/ abortion/ malaria/ mental/ TB/ HIV/ health education/ NCDs

10 forms Population/ health expenditure/ health workforce/ maternal and hild

(1/BCX - 10/BCX) health/ EPI/ injuries/ infectious diseases/ social diseases/ deaths |n the
community
District 16 forms Population/ health expenditure/ facilities/ health situation in commune/

(1/BCH - 16/BCH) | health workers in the district/ maternal care/ maternal morbidity |and
mortality/ family planning/ child health/ vaccination for children/ child
morbidity and mortality/ preventive services/ social diseases/ accidents and
injuries/ infectious diseases/ morbidity and mortality at the hospital/ deaths
in the community

Province 18 forms Population/ health expenditure/ facilities/ health situation in commune/
(1/BCT - 18/BCT) maternal care/ maternal morbidity and mortality/ family planning/ child
health/ vaccination for children/ child mortality/ preventive services/ social
diseases/ accidents and injuries/ infectious diseases/ morbidity] and
mortality at the hospital/ deaths in the community/ health insurance/
capacity development of human resources

Source: [MOH, 2014]

The focal point of this information system is the Department of Planning and Finance (DPF) of MOH. It
is responsible for guiding and supervising the implementation of recording forms, data collection and
reporting. The details of reporting system is described in Section 6.4.

6.3.4 Information Management of Quality Control in the Hospitals

Apart from this reporting system regulated by Circular No. 27/2014/TT-BYT, Medical Service
Administration (MSA) also collects data from hospitals. The data from the district and provincial
hospitals is aggregated by the Department of Health (DOH), and then reported to MSA regularly.
Although the raw data is kept within MSA, the aggregated data could be provided to DPF, the
Department of Personnel, HSPI, the Department of Administration for Science, Technology and Training,
and the Health Economics Association.

Information of health facilities was collected in paper based. According to MSA, the initiated web-based
information collection between MOH and each hospital used the District Health Information Software
(DHIS). Information collected through DHIS includes the followings:

6-7



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam
Final Report

* Basic nformation

* Key Performancelndicators (KPI

* List of TechnicalService

* HumanResources (qualification, educational backgroyjob history license etc)
* MedicalEquipmen

* FinancialSituatior

e Drug (unit price inventory,annual procured number, e

* DiseaseSituation (classification by IC-10, notifiable diseases, accide)

* Quality Control Activates (setevaluation, evaluatic by DOH, official repor)
* PatientSatisfaction (complaint manageme

* List of Service Fices (from 201¢

6.4 Flow of Information

Data flows of HIS and most of the national health programs follow the vertical system from comr
district, provincial and ceral levels.Figure 61 shows the flow of information of HlI

MOH

Health Statistics

GSO and Information Gther
Division Departments
Provinci Provincial Health Central hospital,
rovincial Servi Provincial hospital
GSO ervice rovincia ospital,
{DOH) Private sector
Provincial
Preventive
Medicine &
MCHI/FP
District District Distric_t
People's - Preventive
Committee HESRIE Medicine &
MCHI/FP
Commune
People's CHS
Committee
Information Sharing Village Health
Workers
Report to
Source Health Statistics and Information Division, M(
Figure 6-1 Information Flow
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(1) Commune Level

At the commune level, village health workérare assigned to collect information on births, deaths,
accidents, injuries and epidemic diseases occurred in the villages. Such information is recorded in the
form regulated in Circular No. 27/2014/TT-BYT and reported to commune health stations (CHSs). The
CHSs combine information from village health workers (VHWSs) with the record of health services at
CHSs, and submits to the authority at the district level.

(2) District Level

At the district level, district center for preventive medicine or health center is in charge of collection and
aggregation of data on the performance of CHSs in the whole district. The center combines data
submitted by CHSs and obtained by the center, and submits it to the District People’s Committee and
DOH. In case that a district hospital is administrated by district health center, the data on health activities
at that district hospital should be aggregated by the district health center.

(3) Provincial Level

DOH is responsible for collecting and aggregating the data on health activities in the whole province. The
data includes the reports from health facilities at the provincial level, district center for preventive
medicine or health centers, and district hospitals. The reports aggregated by DOH should be submitted to
the provincial GSO and Health Statistics and Information Division.

(4) Central Level

At the central level, the Health Statistics and Information Division of DPF takes responsibility for
collecting and aggregating the data on health activities from health facilities and institutions in 64
provinces. After aggregating the data, the division compiles the results into a report, such as Health
Statistics Yearbook, and submits to the concerned government agencies.

6.5 Infrastructure

The introduction rate of hospital information system (HIS) is estimated at almost 100% for central, 60%
for provincial, 40% for district level (Section 5.3.1).

In the provinces, hospitals are already equipped with computers; however, the specifications of the
computer are too old and it does not meet the requirement of software for data management. At the
district level, some health centers/hospitals have limited number of computers, and so the staff in-charge
of statistics has to share the computer with other divisions.

In Binh Dinh and Dong Thap provinces, computers and software for HIS are equipped in all CHSs.
However, according to MOH, the number of CHSs which have computers, software, and internet access

49 Village health workers are assigned to supervise the villages under CHS with some allowance provided by district health
center.
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are very limited. Only the CHSs in some provinces are supported by donor agencies and IT vendors, and
the rest of CHSs are in poor environment in terms of data management.

6.6 Information Management for Health Insurance Claim and Hospital Management

6.6.1 Flow of Claim Information
The claim data is transferred from the district level via provincial level to VSS headquarter. The
procedure is shown in Figure 6-1 and summarized as follows;

(1) Hospital makes claim data every day in accordance with the fSrmefined by MOH.

(2) Hospital sends claim data to DSS/PSS every 25th of the Mantthe form of CSV by e-mail.
(3) It takes one or two weeks until DSS/PSS complete claim examination.

(4) After PSS compile claim data, they send it to VSS.

(5) MOH receive summary data from VSS quarterly.

Central Level

& vss 9 0 |00 - @ MOH

Provincial/District Level (4)

& PSS/DSS

v

Integrated
Claim data

Hospitals

(1)

Reference: Interviews

Figure 6-2 Flow of Claim Data

However, it is not efficiently shared with MOH. Medical records and information on hospital
management are not disclosed; therefore, it is not well consolidated at the central level.

6.6.2 Contents of Claim Information

(1) Format until December 2015

The claim information, to be submitted from health service providers to VSS, mainly consists of basic
information of the patients, medical cost breakdown, and amount of insurance coverage. Information on
the medical cost breakdown is an aggregated data by categories such as examination, treatment, drugs,

%0 9324/BYT-BH
L In case of Dong Thap
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consumables, etc. Therefore, the detailed examination and treatment services provided to the patient and
each cost will not be provided to VSS.

e e

REQUEST FOR PAYMENT
Month ........... QUALET [ETM.....coccure VEAT wvrrnnnn
(to be sent enclosed with data file of every month,
I Twis- TATY
= e = | Ihacs i S0 % e e = TG
I O O - A e N Y I O I o - O O 5
I il | e s A s = 2L } ] l } l Il ] l 1 l } l } ] ]
[ 1] | | [ 1 [ | | | [ — [ | | | | | |
1 I T 1 1 T 1 I T 1 1 I T I T I I T 1 T T 1 1
L e e e ) ] 1 | 1 1 1 1 1 1 ] 1 1 1 1 I [ 1 |
| [ [ [ | | | | [ | | I [ | | | | [ |
= 1 T T I 1 1 1 1 1 I | 1 1 1 T T 1 T 1 1 1
SE .
2
= Total AsB-C x| x

Request payment amount (1o WOrd): ... i iiesississ

FErOn i coarge LI aunusirauon LIel Accouniany virecior

(signature, name) (signature, name) (signature, name) (signature, name, stamp)

Source: Circular No. 178/2012/TT-BTC date 23/10/2012 Ministry of Finance
Figure 6-3 Claim Format Used until December, 2015

(2) Format Introduced from January 2016

Based on the issued MOH's Circular, health service providers are required to use new formats (Table 6-6
and Table 6-7) for billing from January 2016. New format includes detailed information on health care
treatment and medicine that was not included before.
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Table 6-6 Forml : Health Care Basic Information for Health Insurance (Extracted)
No. Items Data Type | #Digit | Input Explanation
1 Patient Code TXT 15 Managed by medical institution
2 Patient Name TXT 255 v Name of patient
3 | Birth Date TXT 8 v | YYYYMMDD
4 | Gender Numeral 1 v Male=1, Female=2
5 | Address TXT 255 v Mentioned in insurance card
6 Insurance Card Code Numeral 15 v Issued by VSS
7 Hospital Code Registered for  TXT 5 v Mentioned in insurance card
the First Clinic Cisit
8 | Valid Period(From) TXT 8 v YYYYMMDD
9 | Valid Period(Until) TXT 8 v | YYYYMMDD
10 | Injury/Disease Code TXT 5 v Main injury/disease code in ICD-10
11 | Injury/Disease Name XT 255 If no injury/disease code is in ICD-10
12 | Dates of In/Out of Hospital
13 | Health Insurance Coverage| Numeral 3 v Apply belonging group ratio of the patient
Ratio
14 | Total Amount of Health Carg Numeral 15 v Total amount of health care treatment
15 | Payment of Patient Numeral 15 v Amount paid by the patient
16 | Coverage of Health Insuran¢e Numeral 15 v Amount covered by health insurance
17 | Medical Institution Code TXT 5 v Code of medical institution that the patignt
received treatment(issued by VSS)
18 | Treatment Code of TXT 5 Surgery, treatment code based on ICD 9
International Compliance CM Vol. 3(usage after issued by the
Ministry of Health)
Source: 9324/BYT-BH
Table 6-7 Form2 : Drug Specification Information of Health Insurance Coverage
(Extracted)
NO. ltem Data Type | #Digit | Input Explanation
1 | Drug Code TXT 15 v Specified in the master code list
2 | Drug Name TXT 255 v Specified in the master code list
3 | Account Unit TXT 50 v Specified in the master code list
4 | Quantity Numeral 5 v Actually prescribed quantity
5 | Unit Price Numeral 15 v Health insurance coverage unit
6 | Health Insurance Numeral 3 Ratio of health insurance coverage for drug
Coverage Ratio
7 | Payment Amount Numeral 15 Quantity x Unit Price x Health Insurance Coverage
Ratio
8 | Department Code TXT 3 Department that health care was provided
9 | Doctor Code TXT 8 Doctor who was in charge
10 | Injury/Disease Code TXT 5 Main injury/disease code
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Chapter 7 Relevant Activities of Major Development Partners

Improving medical security system including health insurance is a key element in achieving UHC and

many donorsin Viet Nam’s health sector have been providing supipdtte field ofhealthcare financing.

7.1 Technical Working Group (TWG) on Health Financing

The Technical Working Group (TWG) on health financing is reorgarfizedorder to contribute to the

successful implementation of the health financing reform in Viet Nam. TWG is one of the subcommittees

under the Health Partnership Group (HPG) and it is expected to assist MOH in performing its stewardship

function adequately with stronger planning and financing capacity.

The terms of reference and its scope of work have been discussed through preparatory meetings at the 1

TWG meeting (15 March, 2016) among MOH, relevant Viethamese authorities, and development

partners. TWG meeting will be held quarterly and ad hoc informal meetings will be organized as

required.

The specific objectives of the TWG's activities will be as follows:

1)

2)

3)
4)

5)

To provide effective coordination of support in developing a five-year and ten-year health financing
strategy;

To support MOH to bring together relevant stakeholders and technical assistance in renovation of the
operational mechanism and health financing mechanism, particularly provider payment methods;

To share knowledge and experience on health planning and financing;

To carry out technical work in the area of planning and financing, in order to support MOH in
formulating adequate strategies, policies and plans; and

To support MOH to implement broader pilot methods on reforming health financing at sector level.

TWG Members (Tentative)

Ministry of Health (DPF, Department of Health Insurance, Department of International Cooperation
and other related departments)

Health Strategy and Policy Institute (HSPI)

Line Ministries: MOF, MPI, VSS

Development Partners: WHO, EU, USAID, WB, ADB, JICA, etc.

Relevant authorities, organizations, associations, individuals, experts, etc.

7.2 Relevant Donor Activities in the Field of UHC and Healthcare Financing

In the field of health insurance system, the World Bank led the assessment of the current system of social

health insurance and identified rooms for further improvement in its report [World Bank, 2014]. The

%2 |t was organized before, but it has not been active until recently.
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United States Agency for International Development (USAID) assisted MOH in developing BHSP
Roadmap. Luxemburg Agency for Development Cooperation (LuxDev) and USAID have conducted
BHSP surveys in selected provinces.

Table 7-1 shows cooperation of major donor agencies in the field of UHC and healthcare financing.

Table 7-1

Aid for UHC and Healthcare Financing by Major Donor Agencies in Viet Nam

Donor

Projects/
Priority Areas

Assistance

C/P

USAID

Health Finance
and Governance
Project (HFG)

- HFG supports to strengthen health systems, especially focusMgAC

on capacity building of health financing. The main purpose @
HFG is to ensure the sustainability of HIV/AIDS services
through social health insurance (SHI).

- HFG has conductedAttuarial Technical Assistance for

Updating the Basic Health Service Package Paid for by VS$”,

which was financially supported by PEPFAR. This actuarial
analysis was conducted based on about 17,000 health servi
covered by SHI in health facilities in gixovinces (Hanoi, Gia

Lai, Hoa Binh, Binh Dinh, Dong Thap, Ho Chi Minh City), and

the relevant data was collected from provincial hospitals, dig
hospitals and CHSs. The results will be available in June 20
(the survey was implemented by Abt Associates, an NGO
headquartered in US).

fVSS

ces

trict
16

World Bank

Health Systems

The focus of assistance is on health financing policy, improyévit@Ht

of health services, and revising health insurance law.

“Moving toward
Universal
Coverage of
Social Health
Insurance in Viet
Nam”(2014)

As requested by the Government of Viet Nam, the World B
assessed the current health financing system and social
insurance, cooperating with WHO, UNICEF, and Rockefe
Foundation. A plan and a roadmap for reform toward UHC
presented in the report.

aioH
nathB
ller
are

Central North
Region Health
Support Project
(2010-2016)

- Alloan project to strengthen health services at the district le
and improve their accessibility for economically vulnerable
people.

- It consists of four components: 1) supporting health insuran
for the near poor population (USD 11.60 million), 2)
strengthening district health services (USD 29.37 million), 3
developing human resources for health (USD 12.49 million)
project management and M&E (USD 4.51 million). The proje
contributed to bring up the HI coverage of the near poor ped
up to 90% by 31 December 2014, in which, the project provi

direct financial support to 70% of the near poor in the region.

Under the second component, a Results-Based Financing (
pilot was conducted in Nghe An Province in order to improve
the performance of hospitals and preventive health centers.

eVlOH
(DHI and
DPF)

ce

4)
2Ct
ple
ded

RBF)

D

Mekong Region
Health Project
(2006-2012)

A loan project to strengthen health services at the district le
and improve their accessibility for economically vulnerable
people.

It consists of five components: 1) supporting the poor and th
near poor population (USD 10 million), 2) improving care
quality and capacity of hospital services (USD 44.8 million),
improving preventive health system (USD 7.8 million), 4)
improving capacity of human resources for health (USD 11.1
million), 5) project management and M&E (USD 4.2 million)
- The health insurance coverage for the near poor population
the targeted area has been increased from 7.2% (2008) to 4

eVlOH

e
3)

D

in
2.1%

(2011) as a result of the raised support for them to 70%.
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Donor

Projects/
Priority Areas

Assistance

c/p

Northern Upland
Health Support
Project
(2008-2016)

- A'loan project to increase utilization health services especia
among the poor and ethnic minoritiaghe Northern Upland
Provinces through 1) strengthening of district hospitals (USDO
42.9 million) and 2) reducing financial constraints to accessi
health services (USD 10 million).

Utilization rates of in-patient services in district hospitals am
the beneficiaries increased from 0.03% (baseline, 2009) to
0.096% (2015), which is above the end target of 0.033% (10
increase).

MaoH
MARD

ng
ong

%

ADB

Health Human
Resources Sectq
Development
Program
(2010-2017)

A loan project to develop capacity of human resources (US[
76.3 million). There are three components; 1) improving
planning and management of human resources (USD 17.09
million), 2) strengthening quality of training of human resour
(USD 53 million), and 3) improving health service delivery
(USD 6.25 million).

In regard to 3), the project develops benchmarks and costs
care pathways and formulates the guidelines on provider
reimbursement per case associated with them. Twenty-four
activities out of 30 will be completed by the end of 2015.
The activities include costing studies and simulation of the
case-based payment system on 26 major common disease
groups at the district and provincial levels. A pilot test has bé
conducted on the diagnosis-related groups (DRG) as well u
the programme.

b MOH

ces

the

en
nder

WHO

Health Systems

Within the framework of HPG, WHO leads the health policy
dialogue and donor coordination on major health policies in
Nam including UHC through HPG meeting and TWG. It
contributes to health financing and service delivery in remot
areas and also supports revising the Health Insurance Law
the Pharmaceutical Law.

In terms of health equity, WHO supports the establishment ¢
the health service delivery system. The activities include
communication/dissemination activities to facilitate enrolime
of health insurance, provision of advice on operating benefit
package, capacity development of human resources for hed
and improvement of access to pharmaceutical drugs
(establishment of central drug management system).

WHO supports for the development of Health Care Financin
Strategy (2016-2026).

MOH
Viet

a)

and
f
nt

Ith,

¢

Luxemburg
Agency

Cooperation
(LuxDev)

for
Development

Supporting
Health Care
Policy for the
Poor in Cao
Bang and Bac
Kan (2009-2015)

The project focuses on improvement of access to quality
primary health care services (EUR 6,899,100). It also suppq
to improve the collection and use of financial data, strengthg
the institutional framewaork for alternative financing
mechanisms, improve the financing system of the health se
and increase its coverage for the poorest in the pilot area.
As part of the above project, a BHSP study was conducted i
Cao Bang and Bac Kan. Based on the concepts including 1
equity, 2) good governance, and 3) patient’s right, the study
attempted to identify from the demand side what kind of
services should be guaranteed.

Cao Bang
rl@‘d Bac
r‘{ian

rovincial

People’s
Ct@bmmittee,

MOH
l

BHSP study in
five selected
provinces
(2014-2015)

After the implementation in the two provinces of Cao Bang 4
Bac Kan, LuxDev conducted a BHSP study in five provinceg
(Hanoi, Ha Nam, Nghe An, Khanh Hoa, and Gia Lai).

The objectives of the survey are: 1) to provide a list of all
curative health activities and services in order to fill the mos
frequent list of curative services, 2) to isolate preventive

\dOH

[

services in order to fill the most frequent national preventive
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Donor

Projects/
Priority Areas

Assistance

c/p

list, 3) to recommend the BHSP for curative and preventive
system, and 4) to suggest the relevant cost of the healthcars
provider facility regarding the healthcare services provided.

D

Rockefeller
Foundation

UHC

The foundation builds a Joint Learning Network in 22 countris®OH

centering on Asia and Africa to share the experiences for UH
Viet Nam, it supports the reimbursement system reform an
cost analysis of health services. JLN supported research act
on provider payment system in Viet Nam, which w
collaborated by HSPI and Hanoi Medical University (see Seq
7.3 for details)

1 the

ere
tion

C (D)

vities

EU

EU-Viet Nam
Health Sector
Policy Support
Programme
HSPSP- 1&2

- Theobjective of HSPSP-1 (2011-2015, EUR 39,250,000) w4
contribute to the improvement of the health status of the pog
and most vulnerable in particular through a more effective,
efficient, and equitable health system by supporting the
implementation of the five-year health plan (2011-2015) of tf
Government of Viet Nam.
HSPSP-2 (2015-2019, EUR 100,000,000) contributes to the
development and implementation of health policy and plann
for the new five-year plan (2016-2020). It will particularly fog
on 1) progress towards UHC and 2) improvement of availab)
and quality of services at the lower levels (district and
communes), thereby contributing to the reduction of
overcrowding in hospitals.
- The program particularly focuses on equity in ten provinces}
which are considered to be the poorest.
In order to prepare this program, performance indicators
been selected54.

MP

nel0

ng
us

lity

b3,

have

1SMOH,
rMOF,

VSS,

provinces

Capitation Pilot
and Assessment

- Capitation was piloted through EU bilateral support, “Health
Care Support to the Poor of the Northern Uplands and Cent
Highlands Project” (2006-2012) (HEMA) and “Health Sector
Capacity Support Project” (2012-2014) (HSCSP).

- The pilot started in CHSs in Gia Lai, Kon Tum. Then it was
expanded to CHSs in another three provinces (Bac Ninh, Ba
Giang and Ha Nam).

- The results of implementing the capitation model showed sd
rooms for further improvement55 and MOH decided to laun
the revised capitation model in line with the Decision No.

5380/QD-BYT in four provinces (Bac Ninh, Ninh Binh, TT-Huie

and Khanh Hoa) in 2014. The piloting of the revised capitati
model aimed to produce scientific evidence for revision of th
capitation payment method prescribed by Circular No.09/20
As requested by MOH, EU conducted the assessment of th¢

revised capitation model from September to December 2015.

Based on the identified problems and shortcomings of the
revised capitation model, EU proposed to elaborate a new
capitation model based on age groups and calculate adjustn
coefficients based on utilization patterns of the selected age
groups. As of March 20186, it is still waiting for approval from
MOH.

ral

AC

me

ch

pNn

9.

YO

D

nent

53

rate, 7) introduction of patients’ feedback system and its roll-out, and 8) sex ratio at birth.

55

on historical expenditure and lack of a defined package of services to be paid by capitation.
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Lai Chau, Son La, Dien Bien, Kon Tum, Gia Lai, Ha Giang, Lao Cai, Cao Bang, Yen Bai and Dak Nong provinces
% Pperformance indicators: 1) health insurance coverage of the near poor, 2) progress of health insurance payment system
reform 3) use of health services at the grass roots level in ten poor provinces, 4) rate of CHS having a doctor, 5a) number of
trained ethnic village birth attendants, 5b) percentage (%) of deliveries attended by trained health staff, 6) infant mortality

For example, its application for payment of both inpatient and outpatient services, calculation of total capitation fund based
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Donor _Prpjects/ Assistance c/p
Priority Areas

EU-WHO In 2012, EU has assigned Viet Nam as one of the smieritized | MOH

Universal Health| countries for policy dialogue in consideration of the past

Coverage assistances on health sector provided by EU. It contributed to

Partnership* enhance policy dialogue for health financing and service delivery

strategy in remote areas.

UNICEF “Social In cooperation with MOH, UNICEF conducted a survey on heakOH
insurance as a | insurance system. The report describes the impact on the den(i2ahid)
means to side, especially the socially vulnerable (children under six years
achieving old, the poor, the near poor, and the minorities) and the challenges
universal toward increasing the coverage.
coverage and
more equitable
health outcome”

(2011)

KOICA Q-Health Project| Viet Nam is at the top of development assistance by KOICA| ai®H

(2012-2018) the health sector is the great focus of their assistance. The project
supports to improve the capacity of human resources at a general
hospital in Quan Nam Province (USD 47 million).

Social Insurance| In April 2015, a two-week training program on social securitySS

Training program operation (including IT) was implemented in Korea| fSfOLISA

Programme for | 15 government officials from VSS and MOLISA.

Viethnamese

Social Security

Specialists

KfW/IGIZ Strengthening The project aims to improve the access to quality health servidesH
Provincial at 29 hospitals in the five provinces. KfW also provides medical
Health Systems | equipment for hospitals (EUR 12.5 million).

(2009-2015)

Note: * EU-WHO Universal Health Coverage Partnership is a part of EU/Luxembourg-WHO Universal Health Coverage Partnership which
involves 19 countries including Viet Nam.
References: [JICA, 2014], [USAID, 2015], [Aparnaa Somanathan, Ajay Tandon, et al., 2014],
[WHO, 2015], [ADB, 2015], [LuxDev Regional Office of Hanoi, 2015],
[DucAnh Ha MD, MSc, D.Ph, 2011], [EU], [LuxDev, 2015], [JICA, 2012],
[Joint Learning Network], [Doosan Heavy Industries & Construction, 2012], [GIZ]

7.3 Vietnamese Relevant Institutes

(1) Health Strategy and Policy Institute (HSPI)

HSPI is a research institute that belongs to the Ministry of H&adthd its functions are doing research
activities to provide scientific evidence, provide consultations for MOH to build and modify strategies,
health policies, training and collaborating with international partners in the field of health policy and
healthcare systems. Table BRows examples of the HSPI research activities inioaldo BHSP and
health service delivery.

% HSPI was established according to the Decision No. 230/1998/QD — TTg issued to the Prime Minister on 30 November 1998.
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Table 7-2 Relevant Research Activities of HSPI
Category Activities
Health Insurance - Impact assessment of the revised Health Insurance Law;
- Currently conducting a survey on improvement of health insurance coverage|in
rural areas and providing technical advice on capitation, M&E, and so forth; and
- Regarding the BHSP development, HSPI has taken the lead in developing it
concept/definition, scope and work plans.
Health Service Delivery Setting up a task force in relation to UHC which mainly focuses on health seryices
provided at the primary level.
- Research activities in close collaboration with international organizations (e.g|,
WHO, World Bank)
- Survey on health service delivery at private health facilities.
- Conducting intervention survey focusing on “equity in health” (three-year program
supported by Rockefeller Foundation). Equity is assessed in terms of accessibility,
financial support, key health indicators, quality of care, patient satisfaction, and
service provision.

Source: HSPI

HSPI has also participated in research activities with special focus on provider payment system in Viet
Nam. It played a key role in the analysis of the actual practice and challenges of each payment system,
and provided implications for UHC (Table 7-3)

Table 7-3 Examples of HSPI Research Activities on Provider Payment System

1) Assessment of systemsThis study was conducted to assess the design andl actpi@mentation of
for paying health care capitation and fee-for-service system in Viet Nam using the Provider Payment
providers in Viet Nartf | Diagnostic and Assessment Guftle

The result shows that there is not so much difference in practice between both

systems, and none of them are positively evaluated in giving impact on health

system although there is a gap in perception between policy-makers, purchasers, and
providers. It was pointed out that more fundamental refinement will be requited to
make Viet Nam’s capitation system to be aligned with international practice and

bring benefits. T

2) Costing of commune This analysis was conducted to estimate the unit costs of primary care at CHSs in
health station visits for selected places in the country. The result showed there are wide variations in the
provider payment reform unit cost of CHSs visits in different geographical areas as well as the maximum fees
in Viet Nant® that CHSs can charge patients for their services. The research provided implications

for the importance of developing and adjusting payment rates as capitation is

expanded to include CHSs.

Source: [N.K. Phuong et al., 2015], [H.Van Minh et al., 2014]

For the establishment of National Council on Health Insurance Policy, which includes a task for BHSP
development, HSPI also provided support for the development of working regulation of the council,

which was conducted under the leadership of MOH. HSPI is a member of all 5 sub-committees of the
National Council and HSPI is expected to provide technical inputs to the discussion and the activities of

each sub-committee.

7 It was funded by the Japan-World Bank Partnership Program for UHC and the Rockfeller Foundation.
%8 |t was developed by Joint Learning Network (JLN) for UHC together with the World Bank, WHO and other partners.
It was collaborated with Hanoi Medical University and funded by JLN for UHC and its funder the Rockfeller Foundation.
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(2) Hanoi Medical University, Department of Health Economics

The Hanoi Medical University (HMU) was established in 1902 and was the first university of Indochina.
Since its foundation, HMU has taken the lead in training of human resource for health and in scientific
research. As a multidisciplinary medical university, HMU has collaborated relationships with
international organizations, non-government organizations, and academic institutes, and main areas of the
activities include faculty and student exchange, joint research, joint domestic and international training
programs and projects.

The Department of Health Economics has collaborated with the Asian Development Bank (ADB) in
implementing the DRG pilot that has been conducted in 34 hospitals nationwide. It has provided technical
advice with expertise in health economics as well as the local context, and has contributed to analyzing
the effectiveness of DRG by working closely with government authorities, health institutes and other
relevant people including doctors.

According to the interview with the Department of Health Economics, lessons learned from the DRG

pilot include the needs on strengthening the capacity of human resources for implementing DRG, working
with long-term partners who really understand the situation in Viet Nam, and electric medical record and
accounting system, which ensures the accuracy of coding and calculation.

Aside from DRG, they also showed interest in providing continuous support for health financing through
costing in economic evaluation.

(3) National Economics University (NEU), Institute of Public Policy and Management (IPPM)
NEU serves as 1) economic and business educational institute, 2) a center for economic research, and 3) a
center for consulting and transfer of technology of economic and business management.

IPPM is in charge of an “Actuarial Technical Assistance for Updating the Basic Health Service Package
Paid for by VSS”, which is supported by USAID (HFG). The data of about 500,000 people is currently
verified and analyzed.

(4) Vietnam Health Economics Association

The Vietnam Health Economic Associatibris a non-profit organization and its members include
relevant authorities from MOH, hospitals and academic institutes. According to the interview with the
association, it is financially independent, but the activities may require MOH’s approval. The association
supports the members in exchanging information and experience, improving the professional skills, and
providing consulting services in the field of health economics.

The Vietnam Health Economic Association provided technical inputs to DRG pilot supported by ADB in
collaboration with the Department of Health Economics, Hanoi Medical University. The association
pointed out that there is not so much difference in medical fees between fee-for-service and case-based

€ Vietnam Health Economic Association was established in 2008 according to the Decision 1182/QD-BNV.
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payment due to the different calculation of the price of medical services between the two®Sy$tems
asociation stresses the importance of further analysis of unit cost of each medical service.

1 Under the current fee-for service system in Vietnam, calculation of medical service prices includes some of the factors, while

calculation in DRG include all relevant factors such as the cost of depreciation of fixed assets
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Chapter 8 Relevant Experiences in Other Countries

8.1 Japan

In order to protect the universal health insurance system, which enables anyone to receive medical care
anywhere in Japan, the Japanese government has been introducing various measures and policies.
Recently, expenditure in health insurance system becomes one of the most critical issues and the Japanese
government response to this has taken place.

8.1.1 Outline of Japanese Health Insurance System

All the people must be enrolled in one of the health insurance systems in Japan. Everyone has public
health insurance. There are several health insurances which are applicable to respective groups of people.
Firstly, the health insurance system, where an employee is subscribed to join is managed by the Health
Insurance Society, which consists of the employees of enterprises. And secondly, the Japan Health
Insurance Association-managed Health Insurance, which covers all the workers of small- and
medium-sized enterprises. Thirdly, the National Health Insurance is a health insurance system that is
operated by municipalities, etc., and to which people who are not covered by any other health insurance
plan. Furthermore, people aged 75 or older need to subscribe the late-stage medical care system for the
elderly. The image of Japanese health insurance system is shown in Figure 8-1.

Medical Care System for the Elderly aged 75 and over
Approx: 14 million people
Approx: 13 trillion yen

(Insurers: 47 prefectures)

System to address the imbalance in the payment of medical expenses for the aged under 75
(approx 14 million people ) (Approx 6 trillion yen)

Approx: 5 trillionyen

Reference: Ministry of Health, Labour, and Welfare, Japan (MHLW)
Figure 8-1 Image of Japanese Health Insurance System

As described above, all the people are covered by one form of public insurance system and thus, people
can receive necessary medical services at low cost by paying certain insurance premiums and
co-payments (10% to 30%) to medical institutions. In addition, ‘free access’ is also a typical characteristic

of the Japanese health insurance system which means that everyone can receive medical services at any
medical institution (regardless whether public or private) nationwide.
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People’s health and lives are protected by the universal health insurance system where people can receive
high quality medical services regardless of their income or type of work.

8.1.2 Increased Medical Expenditure and Countermeasures

Due to an increase in national medical expenditure, its financial management has been becoming severe
in recent years and thus, countermeasures against such situation have become an urgent challenge to the
Japanese health insurance system. The increase in medical expenditure (Table 8-1) has been mainly
caused by an increase in medical expenditure on the elderly aged over 65. Examining medical
expenditure by age group revealed that medical expenditures increase as the age increase, with medical
expenditure per elderly being five times that of young people (Figure 8-2).

g i "A
T U T P—T

v
191,000 yen 885,000 yen
Inpatient: 61,000 yen P{ Inpatient: 438,000 yen (7.2 times)
Outpatient: 108,000 yen Outpatient: 407,000 yen (3.8 times)

Reference: MHLW
Figure 8-2 Comparison of Health Expenditure between the Young and Latter-stage
Elderly Population (2009)

Table 8-1  Growth Rate in Medical Expenditure

1985 | 1990 | 1995 | 2000 | 2005 | 2010 | 2012 | 2013 | 2014

National Medical Care Expenditure 6.1 4.5 45| Al18 3.2 3.9 1.6 2.2 1.8

Medical Expenditure for the 12.7 6.6 93| A51 0.6 55 - - -
Elderly

GDP Growth Rate 6.33| 5.57| 194| 226| 130| 471 1.74] 159| A0.1

Source: MHLW and [IMF, 2015]

As the aging society advances in the future, this situation will be even more severe. As part of the
measures against the challenge of deteriorating health insurance finances, the Ministry of Health, Labour
and Welfare (MHLW) tries to stabilize insurance premium revenue by regionally widening the unit of the
National Health Insurance which finances from the municipal level to the prefectural level providing
advice to individual patients using medical fee points in evaluations of cheaper generic drugs and guiding
medical services providers to switch from hospital beds which are too large in number when compared
globally to home care.
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8.1.3 Measures against Metabolic Syndrome through Specific Health Checkups/Healthcare
Guidance
MHLW considers preventive measure is worth a try in order to decrease the health expenditure. Specific
health checkup/health care guidance (so-called “metabolic syndrome health checkups”) focusing on
visceral fat accumulation (metabolic syndrome) commenced in 2008. Specific health checkups are
available to those aged 40-74, with specific healthcare guidance being provided to those that do not meet
the standard concerning abdominal position, blood glucose, blood pressure, and lipids. You may have
heard of this through advertisements in which people worry about the fat around their waists.

Comparing the medical expenses of those with or at high risk of metabolic syndrome and those without
metabolic syndrome revealed that the latter is approximately JPY 90,000 less annually than the former. In
addition, approximately 30% of those who received specific healthcare guidance no longer had or were no
longer at risk of metabolic syndrome the following year. As described above, promoting measures to prevent

lifestyle-related diseases can prevent the onset of serious illnesses and thus decrease medical expenses.

8.1.4 Decision Making Mechanism on Medical Fees

The health insurance administration of Japan has been controlled by the revision of health insurance
system and amendment of the Medical Law. The compensation of medical institutions/doctors on medical
treatments is called ‘medical fee'. The points to each medical treatment are determined based on the
uniformed points (1 point = JPY 10).

This medical fee is classified into three categories: medical, dental and drugs. The medical fee point table
is provided for the calculation of the medical fee. In addition, the drugs that are being used in the public
health insurance, the standard drug price is applied.

In order to stabilize the financial situation of the public health insurance system, in once every two years,
medical fee revision takes place. First, the revision rate (increasing or decreasing) is determined and then
unit price of medical fee table is revised according to the financial balance of the system. It should be
noted that the revised rate is handed by the negotiation between the Ministry of Health, Labour and
Welfare, and the Ministry of Finance together with the Prime Minister's Office.

The details are presented in Attachment 2-2 and 2-1 to Appendix 2.

8.1.5 Introduction of DPC

DPC stands for Diagnosis Procedure Combination, which is a Japanese-style diagnostic classification
combining factors such as the main disease name, treatments, complications, etc. DPC is a comprehensive
evaluation in the acute phase of hospitalization using this classification. Therefore, the institutional name
of DPC is "Diagnosis related groups by comprehensive evaluation".
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(1) Background

At that time, acute inpatient medical care applied is the ‘fee-for-service’ which accumulates each medical
treatment for the calculation of medical cost. However, due to tight budget of medical financing and
medical accidents, a case-based method to pay against a series of medical interventions was collectively
studied. Since a comprehensive evaluation was already introduced in recuperation beds, DPC, as a
comprehensive evaluation, was introduced against the acute phase portion which was considered the most
significant part of hospitalization.

At that time, fee-for-service and case-based method were respectively considered as follows:

* Fee-for-service

- Possibility of quantitative expansion

- Excess medical care (so-called drugged and inspection pickled)
* Case-based method

- Possibility of risk due to less medical care given

- Rough diagnosis care

In Japan, DPC was already been introduced in advanced treatment hospitals such as the University
Hospitals from April 2003, and in 2004, 62 hospitals nationwide applied DPC on a trial basis with an
extended range of DPC. As of 2014, 7,493 hospitals have introduced DPC.

(2) DPC as a Diagnostic Group Classification

DPC in itself is a name of classification method, while diagnostic group classification is a method for
analysis which is commonly used in developed countries. In other words, DPC is a model of
diagnostic-related groups developed in Japan. The diagnostic group classification is a technique to group
patients by classifying the type of surgery, complications, and treatments for each disease. In other words,
it is classifying groups with similar diseases.

DPC tries to visualize the quality of medical care, but it is said that DPC is a common language to
measure the quality of medical care and is called the "scale" of medical care. DPC is common across the
country and it is possible to evaluate the quality of medical care by using it. In addition, since different
average length of stay for each diagnostic group has been published, each hospital can examine their own
treatment by comparing similar cases in other hospitals. If the duration of hospitalization is longer than
others, such hospital can consider improvement of their treatment policy and medical care system for
correction. In this way, DPC provides chances to analyze the data, to evaluate their hospital and quality of
medical care compared with other hospitals. For this reason, DPC contributes in establishing better health

care provision.
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(3) DPC as a comprehensive evaluation

DPC is different from the existing fee-for-service method to calculate the fee for each medical treatment.
DPC is a mechanism of case-based payment where fixed amount per day is paid. Being comprehensive is
having a consolidation cost of testing and diagnostic imaging, medication, injection, and treatment;
therefore, the number of times of each diagnostic imaging or injection during hospitalization is not
considered, which means payment will not have additional cost. The difference of DRG-PPS introduced
in USA is that DRG-PPS is a comprehensive evaluation for one hospitalization unit while DPC is not a
full comprehensive evaluation but introduces a based-on-per-day payment with an additional
fee-for-service.

Applicable patients are classified into 1,440 classifications, majority of patients to be hospitalized are
applied to DPC with the exception of those who died within 24 hours after admission and patients with
clinical trial. Patients with applicable DPC do not exist.

The actual amount of a two-tier medical fee structure is the combination of the following three conditions
with fee-for-service part of operation and anesthesia.

(1) Points-per-day of each diagnostic group classification
(2) Coefficient by medical institutions

(3) Number of days of hospitalization

Therefore, medical fee is calculated as follows:

* Medical fee = comprehensive evaluation (point x coefficient by medical institution x number of days
of hospitalization per diagnosis group classification)
+ volume evaluation (fee-for-service)

Under DPC, the revenue exceeds the average length of hospitalization which is gradually reduced. This is
different from that of the United States where DRG-PPS has decided to pay the amount in one hospital
unit. However, DPC is a system that has an advantage by shortening the duration of hospitalization since
medical expenses of hospitalization for a longer duration is decreased (Figure 8-3).
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Outpatient/ Life-style related
Pediatric Outpatient diseases management

Fee-for Service

DPC/PDPS Recuperation Fee-for Service

Emergency Care beds

Case-based Payment
Acute Phase Chronic Phase
Inpatient Care Outpatient Care
Source: [Masami Sakoi, 2014]
Figure 8-3 Image of Present DPC

(4) Goal of DPC
It is considered that reducing the medical cost will affect the quality of medical care that is why DPC tries
to tackle this issue and aims to introduce its system.

DPC promotes transparency in medical treatment and cost efficiency by introducing the contents and
performance of medical institutions. This may contribute to evidence-based medical treatment and

promote standardization. On the other hand, it has been pointed out that too little health care may occur;
however, the volume of medical care resources is reduced in European countries and the quality of
medical care has not been downgraded. Also, a similar study in Japan regarding DPC was published in
2005 that mentions the reduction in the quality of medical care such as increased growth in

re-hospitalization rate and mortality rate have not been observed.

(5) Future of DPC
There is a promotion and enhancement of clinical pathway as a standard medical plan. Clinical path,
while pursuing efficiency, is very important as a tool to standardize and guarantee the quality of medical

care.

While fee-for-service has a link between income and expenditure, there is a need for management
analysis as a cost management tool. DPC may create divergence, in other words, medication, injection,
and inspection will be the cost in DPC. There is also a need to strengthen the medical care information
system (Table 8-2).
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(&) There is a review of the drug. Under Fee-for-service, drugs are reimbursed based on the fixed price,
but under the comprehensive evaluation, hospitals needs to consider using an inexpensive drug such
as generic drugs.

(b) There is a review of nutritional management. Intestinal nutrition may enhance the resilience of the
patients, reduce complications, and shorten the length of hospital stay. There are various advantages
of reducing the cost.

(c) Medication injection and inspection may be the cost of DPC

(d) There is a transition to the preoperative examination before hospitalization. In the low risk elective
surgery, necessary medical examinations are performed on an outpatient basis.

Table 8-2 Comparison of Fee-for-Service Payment and Case-Based Payment

Payment Major Advantage Major Disadvantage Countermeasures
Method
Fee-for-service - Incentive to increase - Insurers cannot expect the amount of | Based on the fixed
service supply expenditure budget amount prior to
- Efficiency can - Increase of total cost the operation,
improve by setting | - High administration cost(periodical expenditure is expected
upper limit of revision of price and compulsory coveragéo be suppressed.
budget amount are necessary for controlling the dost
Case based - Strong incentive to | - Insurers cannot predict the amount of | Define detailed
payment by| effective operation expenditure. case-mixes and control
each case - High administration cost (but lower than| the cost
the amount of fee-for-service) Combining various
- Case based payment is difficult to apply| provider payment
for outpatient methods
Source: [Hisao Endo, 2005]

8.2 Relevant Countries with Health Insurance System

8.2.1 ASEAN Member States

As shown in Table 8-3, among the ASEAN member states, Thailand, the Philippines, and Indonesia have
developed a health insurance system. Thailand has accomplished universal health coverage by
introducing tax financed health insurance with capitation concept while Indonesia is trying to expand by
using social health insurance. However, Indonesia has decided to provide health insurance free of charge
for the poor. Indonesia is facing difficulty in accessibility to quality health care especially in the rural
areas. The coverage is gradually expanding but still low percentage of the population is covered by the
system.

In this section, experiences of Thailand are described as there are useful implications for Viet Nam.
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Table 8-3 Outline of Public Health Insurance System in ASEAN Member States
Legend: a) scheme, b) premium contribution, ¢) number of enroliments
Conutry Thailand Philippines Indonesia Viet Nam
Population| 65.5million 94million 250million 90 million
Public a) Civil Servant a) PhilHealth - a) National Health a) Health
Service Medical Benefit Employee program Insurance (JKN) Insurance
Scheme (CSMBS) | b) Contributions b) Contributions (Compulsory)
b) No contributions ¢) 5.94million (government
¢) 5.9million contributions for
Formal | a) Social Security a) PhilHealth- the poor) a) Health Insurance
Sector Service (SSS) Employee program| c) 152million (Compulsory)
b) Contributions b) Contributions
¢) 9million c) 17.79million
Informal | a) Universal Health | a) PhilHealth *To be applied for all | a) Health Insurance
Sector System (UHS) - program for the | the nationals by 1 (Compulsory)
b) No contributions poor January 2019.
c) 47million b) No contributions
a) Voluntary SSS c) 38.94million
b) Contributions
¢) 1.65million
Coverage 127 million peoplel 76.2%(2015)
Nearly 100% 82% covered (2015)
approx. 50%
Service | Public Private Public Public
providing
system
vaegg_rgent 80.1% (2013) 31.6% (2013) 39% (2013) 41.9% (2013)
ubsidy
Share of GDP| 6,5% (2014) 4.7% (2014) 2.8% (2014) 7.1% (20145
M;girct?;;t?t USD 360 (2014) USD 135 (2014) USD 99 (2014) USD 142 (2014
No. of Beds pef 2.1 (2010) 1.0 (2011) 0.9 (2012) 2.0 (2010)
1,000 population

Source: [JICA, 2012], [Social Secutiry Administration, USA, 2012], [BJPS Ketenagakerjaan, 2015],

[The World Bank, 2016], [WHO]
(1) Thailand
Since 2001, the Universal Coverage (UC) scheme has provided health benefits to approximately three quarters
of Thailand’s citizens. The scheme is financed from general taxation and administered by the National Health
Security Office (NHSO) under the supervision of the Public Health Minister. Hospital providers are mainly
from the public sector and are paid for outpatient and preventive services based on prospective capitation
whereas the Diagnosis Related Group (DRG)-based retrospective payment was used to compensate for the cost

of inpatient care [Krit Pongpirul, et al., 2011].

1) Benefit Package

There is no service package but negative list was introduced. This negative list held wide range of
medical services which were considered as unnecessary treatment. The number of medical treatments in
the negative list was gradually decreased according to the actual situation of health needs and financial
capacity of the National Health Service.

62 Share of total health expenditure
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2) Capitation and 30 Baht System

As for the informal sector workers such as farmers, there is a similarity between Viet Nam and Thailand.
Informal sector workers and their families are disadvantaged in terms of the level of income and access to
public service such as medical care and education.

Since the income of the informal sector workers is often seasonal or irregular, therefore the Government
of Thailand decided to introduce a spot payment mechanism to the National Health System where people
used medical care at designated medical institutions in 2002, which was called 30 Baht System. This
system was successful in terms of rapid extension of coverage of health insurance system and
accessibility of medical institutions for the disadvantaged people who were not entitled to receive such
benefits. The Government of Thailand achieved Universal Health Coverage (UHC) at this stage.

Then, the Government introduced capitation mechanism for this scheme since they understood that
capturing their income level was hard and nearly impossible to grasp the right information. Based on the
statistical data of the National Heath Survey which they regularly conduct, they analyzed the probability

of frequency of insurance accident and estimated cost which is used to the calculation of capitation unit
cost.

3) Capitation Unit Cost

At the initial stage of the National Health System of the so called 30 Baht System, they estimated the
capitation unit cost as indicated in Table 8-4. This amount is being revised every year according to the
actual data which is being submitted by each designated medical institution to NHSO and the Ministry of
Public Health (MOPH).

Table 8-4 Breakdown of Capitation Unit Cost

Total: THB 1202.4
Outpatient THB 574.0
Impatient THB 303.0
Prevention and Promotion THB 175.0
Accident and Emergency THB 25.0
Ambulance -
Capital Replacement THB 93.4
Remote Area -

Reference : [NHSO, 2014]

The capitation unit cost was set at THB 1,202 for the first year but the actual performance was far higher
than this estimation, Therefore, NHSO had to revise the unit cost every year as indicated in Table 8-5.
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Table 8-5 Revision of Capitation Unit Cost

Year Capitation Rate (THB)
2002 1202.4
2003 1202.4
2004 1308.5
2005 1396.3
2006 1718.0
2007 1983.4
2008 2194.3
2009 2298.0
2010 2497.2
2011 2693.5
2012 2909.1
2013 2921.6
2014 3028

References: [SIRO, May 2012], [NHSO, 2014], NHSO

Due to political decision, co-payment of the 30 Baht System was abolished in 2006, and the informal
sector workers and their family, and family members of the formal sector workers have been covered by
the National Health Service free of charge.

4) DRG Model

The Thai DRG model has five official version developments and has been applied for acute inpatient service
financing since 1999 [Pham Le Tuan, et al., 2015]. The development of DRG was started with a research in
1993 on emergency medical service. It was started with 100 DRGs and expanded to 1,200 in 2003, to 1,920 in
2007 to cover the payment for all hospitals by covered by NHSO. It was initially developed based on the
United States and Australian models and adopted to Thai context. To control DRG, physicians should carefully
review relevant clinical information to prepare a discharge summary which would then be used by certified
coders to produce appropriate diagnosis and procedure codes to be submitted for reimbursement. However, it

is pointed out that it is difficult in a resource-limited setting even in Thailand [Krit Pongpirul, et al., 2011].

5) Implications for Viet Nam

There are many implications for MOH of Viet Nam which tries to extend the coverage of health insurance.
In terms of capturing the income level of informal sector workers, considering the cost effectiveness and
administrative barriers, a methodology of the collection of premium is needed to be carefully examined.
There may be many options such as co-payment in usage (like the 30 Baht System in Thailand), flat rate
premium (still remains a challenge in terms of premium collection), and tax financed.

In terms of effective and rapid extension of coverage, the current social health insurance system may not
be suitable since it requires complicated administration such as collection of full dataset, examination of
claims, collection of premium and record keeping, etc.

Another important point is that NHSO has been focusing on the quality of public hospitals and clinics
where informal sector people usually access. By doing this, they have gained the trust among the people.
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Also, in case of overload of the patients, NHSO guarantee to allocate a necessary amount of budget from
neighboring public hospitals or clinics.

Regarding DRG, because the socio-economical and cultural context of Thailand is similar to Viet Nam,
the Thai DRG model could be applied to Viet Nam. In particular, the model has been developing based
on Thai model as mentioned in Section 4.2.1(3). However, availability and accuracy of data might be a
great challenge.

(2) The Philippines

The medical insurance system in the Philippines was established by integrating the medical insurance part
(Medicare) of the Social Security System (SSS) andsthernment Service Insurance System (GSIS) in
1995. The system is operated by the Philippine Health Insurance Corporation (PhilHealth) and supervised
by the government. Financial resources are from social insurance premiums paid by both employees and
employers in addition to government subsidy (Department of Health and local governments). Although
the poor are supported by taxes, the health insurance system introduces the social insurance system.

Legally, all citizens are required to join the system. The main insured are the employees in the private and
public sectors and the self-employed. In addition, there is a "poverty program (Sponsored Program)" for
persons who have no means of livelihood or identified as indigent by PhilHealth, the insurance premium
is supported by the national and local governments (equally sharing).

Qualified members are the subscribers, persons under the poverty program, and those who are not
required to pay for the premium (retirees and persons who completed paying their premiums) and the
dependents of such people. The coverage rate in 2010 was 94% (PHIC, 2012).

An insurance premium is fixed at 2.5% which is equally shared between employees and employers
(1.25% each). The premium amount is based on the standard monthly remuneration.

Basically, the cost of inpatient (room charge, meals, drug costs, inspection fees, medical fees, etc.) and
outpatient (drug costs, inspection costs, medical expenses, preventive services, such as emergency and
transport services) are paid by the health insurance system. Since 2006, new born care and outpatient
services to certain diseases and illnesses such as malaria and HIV patients were added to the applicable
medical care under PhilHealth.

Benefits are provided in kind and medical expenses are reimbursed based on the level of medical
facilities/doctors by PhilHealth. The amount of reimbursement of medical expenses is fixed by each
treatment. In case the treatment exceeds the fixed amount, the patient needs to pay the exceeded amount
as his/her copayment amount. [MHLW, 2012]
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8.2.2 Other Countries

The outlines of the health insurance system in some selected countries are presented in Table 8-6. Among
those, overviews of the United Kingdom (UK), Germany and the United States of America (USA) are
described in this section.

(1) The United Kingdom

The United Kingdom (UK) is recognized as the country where capitation is introduced. The Beveridge
Report in 1942 [William Beveridge, 1942] stressed that all residents are entitled to quality health care
which is conceptualized as ‘From Cradle to Grave'. The system is called National Health Service (NHS),
which is a tax-based health system with capitation model. The system was introduced in 1948 and it has
been providing service to all residents. The NHS was born out of a long-held ideal that good healthcare
should be available to all, regardless of wealth. It had at its heart three core principles:

(1) That it meets the needs of everyone;
(2) That it be free at the point of delivery;
(3) That it be based on clinical need, not ability to pay.

Based on such core principles, the UK government introduced the system which designates home doctors
for residents based on their addresses with capitation concept.

(2) Germany

Germany introduces social health insurance based on a professional group or community. The German
system was initially designed at the period of Bismark in 1883. As of year 2013, 83% of the population is
covered by the social health insurance other than civil servants and the self-employed. Civil servants and
the self-employed can join the social health insurance on a voluntary basis. However, such voluntary
insured are requested to purchase private health insurance compulsorily by law. In this context, 100% of
the people are covered by one of the health insurance schemes.

Social health insurance originally applied only to low-income workers and government officers, but was
gradually extended to cover the majority of the population. The system is usually decentralized with
private doctors providing ambulatory care and mostly hospitals providing the inpatient care. At present
approximately 92% of the population is covered by the compulsory health insurance which provides a
standardized level of coverage through 1,100 public or private health insurance funds. Health insurance is
funded by the contribution equally shared between an employee and employer and government subsidies.
Self-employed and higher income workers often choose to pay a tax and not choose the standard plan of
the public insurance and purchase the private one instead. Historically, the level of provider
reimbursement for specific services is determined through negotiations between regional doctors’
associations and health funds.
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The health insurance system in Germany is a unique system where the private insurances companies
provide alternative insurance products for those who are not willing to be covered by public health
insurance schemes (health insurance funds). In addition, as a special feature of the German system, there
are severe competitions among public health insurance funds as well as between private and public health
insurance schemes. The system is established based on the competition-oriented concept. Private health
insurance has, on one hand, a complementary function of the public health insurance system, but on the
other hand, private insurance provides better medical services than public health insurance to meet the
needs of the subscribers.

(3) The United States of America

In the USA, majority of people need to make contract with private insurance companies to be covered by
health insurance. The premium of employees of private companies is paid by the efffplBiyers the
premium of private insurance product tend to be extremely expensive, low income people have difficulty
in payment of premium for private insurance companies, therefore they tend to not to be covered any
health insurance.

The elderly are covered by ‘Medicare’ which is mostly financed by tax but with premium for some parts.
Under Medicare, 46 million people are covered. There is also a health insurance for the disabled, which
called Medicaid.

The American medical insurance functions based on the private sector initiatives; however, the premium

amount and the medical expenses tend to be high which appears in the GDP ratio. Moreover, subscription
to private insurance is not compulsory for the people. Low-income people cannot purchase insurance

products due to affordability problem. Therefore, there are many cases where patients try to avoid visiting

medical institutions until they need emergency transports.

8 Basically, nearly 100% is paid by the employer, but it depends on the company and type of contract.

8-13



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam

Final Report
Table 8-6  Overview of Health Insurance in Selected Cou  nties with Major Indicators
UK Germany USA France Japan
Type of Scheme Tax based Social Insurance Social Insurance/Tax Based Social Insurance Social Insurance
National Health Medicare/Medicaid
Service
Ratio of Co-payment| None - Outpatient: None - Inpatient (mandatory) (part A) - Outpatient: 30% < age 6: 20%
- Fixed - Inpatient: EUR 10 per <60 days: USD 1,184 - Inpatient:20% Age 6-69: 30%
co-payment for night 60-90 days: USD 296/day - Drugs:35% Age 70-74: 20%
drugs - Drugs: 10% 90-150 days: USD 592/days - All the co-payment| > Age 75: 10%
(outpatient) - (Max: EUR 10, Min: >150 days-: all by patient is based on
EUR 5) - Outpatient (voluntary) (Part B): reimbursement
USD 147/year+20% of medical cost
Financial Resource General Tax 15.5% of salary Part A 13.85% of salary - 10% of salary
(Employee: 8.2%, 2.9% of income (Employee: 0.75%, (government-managed
Employer: 5.3.1%) (share equally between employee ariemployer: 13.1%) health insurance
employer) association)
Part B - Equally shared between
USD 104.9/month employee and employer
Government Subsidy EUR 1.15 billion (2013) Part A: 100% Compensate for the | 16.4% of total benefit paid
Part B: 75% shortfalls
Share of GDP 8.5% 11.0% 16.4% 10.9% 10.2%
Medical Cost per
Capita (USD)* 3,235 4,819 8,713 4,124 3,713
No. of beds per 1,000 28 8.3 2.9 6.3 133
population*
Number ofphysicianger
1,000 population* 2.8 4.1 2.6 3.3 2.3
Number of nurses pel
1,000 population* 8.2 13.0 11.1 9.4 10.5
Average length of stay in
hospital 7.0 9.1 4.8 5.6 17.2
(days, all causes)*
Number of visit
(outpatient per year)* 5.0 (2009) 9.9 4.0 (2010) 6.4 12.9 (2012)

Note: *data in 2013
Reference: [OECD], [MHLW, 2014]
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Chapter 9 Conclusion of the Survey Results

This chapter describes the challenges identified based on information compiled in Chapter 2 to 7. Then,
the draft recommendations are presented for further improvement of the health insurance system to
contribute to the universal health coverage (UHC) in Viet Nam.

9.1 Challenges of Health Insurance System towards UHC in Viet Nam

9.1.1 High OOP Expenses Despite Expanded Population Coverage and Wide Range of Service
Coverage

The goal of UHC is to ensure that all people obtain the health services they need without suffering

financial hardship when paying for them [WHO]. Health insurance coverage is more than 70% and most

of the curative services approved by the Ministry of Health (MOH) are covered by health insurance;

however, out-of-pocket (OOP) expenses are still high among the total health expenditure (38%, 2015),

and 4.2% of households had catastrophic health expenditure (2012).

Although most of the services could be basically covered by health insurance, the scope of benefit
package is currently defined by separate official documents because the lists of services, drugs, medical
supplies, and prices were developed separately and those are not consistent with each other. According to
the interviews, the lists could be variously interpreted depending on the service providers. Therefore,
various interpretations seem to occur in the actual operation, and patients could not know how much they
will have to pay until they receive their invoices from the hospital.

It suggests that health insurance is not well functioning to protect the people from financial hardships.
From the facts compiled in Chapters 2 to 6, the followings may be possible underlying causes of the
above challenges:

* Health insurance coverage among private sector employees (48%), informal sector workers, the near
poof*, and voluntary groups (34%) are very low (2014);

» Utilization of health insurance is low (60 to 70%), especially in inpatient services (>40%);

* Payments for additional and upgraded services are requested to the patients; and

* Patients have to buy over-the-counter (OTC) drugs and the prices of those drugs are high.

(1) Low Health Insurance Coverage among Some Groups
Although the Amendment on Health Insurance Law stipulates that public health insurance is compulsory
for all people, according to the interviews, reasons why people are not subscribing are as follows:

* They prioritize other expenses such as daily expense and education rather than health insurance due
to limited household income;
* They think they will not get sick; and

8 As mentioned in Section 2.3, VSS did not provide exact figure of coverage among informal sector and the near poor.
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* Wealthy people prefer private health insurance use in private hospitals.

It might be concluded that the current health insurance system and health services which are covered by
health insurance could not attract such people. Since the above groups have to pay the entire or part of the
premium, they do not think that public health insurance is worth subscribing.

The coverage of voluntary grotipis expected to increase because the Amendment on Health Insurance
Law introduced household enrollment. However, the government should continue their efforts to
encourage such people to subscribe to the public health insurance.

(2) Low Utilization Rate of Health Insurance

Although health insurance covers a wide range of medical services and require low co-payment (0 to
20%), as mentioned in Section 2.4.2, 33% to 34% of the population access private health service
providers for outpatient services. Although more people go to public health services, less than 40% used
health insurance for inpatient services which is more costly than outpatient services (Figure 2-6).

According to the interviews, these may be due to following reasons:

* |t takes time for the reception and accounting to process services for health insurance card holders;

* The registered (nearest) health facility is not reliable or it takes time to acquire for an official referral
procedure, so patients tend to access higher level of hospital directly despite of more or having an
entire OOP expens®s

Since the co-payment rates in non-registered health facilities without official procedures are®feduced
(Section 4.3), it is expected that more people will use health insurance card and OOP expenses for
co-payment could be reduced.

(3) Balance Billing

As mentioned in Section 2.2.6(2), medical fees do not cover expenses of health service providers
sufficiently and there are ceilings on the total amount to be paid by the health insurance fund. The ceiling
is set based on the actual expenses in the previous period. Although it could be reimbursed if the health
service provider provides reasonable explanation, it requires a certain work load and time. Therefore,
health service providers might prefer to compensate through direct payment from the patients.

According to the interviews, the patients and their families are advised to upgrade to a treatment or
surgical method, medical devises, and drugs, and/or to use some additional services for better treatment

8 Under the Health Insurance Law 2008, voluntary group included agriculture, forestry and fishery sector workers, the near
poor and spouses of salaried workers and civil servants, and house-hold enterprises. However here, it includes the later two
groups (refer to Table 2-17).

% Before the amendment, co-payment rate at health facilities which is not registered in his/her health insurance card was 70%
andit was 100% at central hospitals.

67 After the amendment, it is 60% in central hospitals and 40% in provincial hospitals, 30% in district hospitals. After the free
access takes effect, it is the same rate for each membership group.
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outcome. Although they do not understand the necessity and appropriateness of such upgrade or
additional services, they usually follow the advice and spend more OOP.

When the Amendment on Health Insurance Law is fully implemented, and medical fee is revised to
include more costs for the medical services, balance billing will be prohibited instead and might be
effective to reduce OOP in the future.

(4) Drug Price

As mentioned in previous section, drug prices are much higher than the international reference prices due
to a fragmented bidding system. Although the health insurance covers more than 1,000 drugs, patients
have to buy OTC drugs because there are some drugs that are out of stock in some health facilities.
According to the interviews, patient could reimburse for such drug expenses; however, it is not practiced
in actual operation.

9.1.2 Building Blocks of Health Insurance System

(1) Concept

The above challenges are relevant to health insurance system as shown in Figure 9-1. The health
insurance system should be build based on the clear and stable health financing and policy. In addition,
information management is important to operate the system with evidence-based, because the evidence is
essential to grasp health needs of general population, feasibility of current or proposed measurement, and
future projection. Based on these bases, an effective IT system could be established. With such IT system,
relevant works to health insurance such as claiming and claim examination could be streamlined. Also,
health service could be provided more efficient and effective services for the patients.

The three important factors of health insurance system which are: provider payment method, medical fee
schedule, and benefit package, could be managed based on cross-sectoral management system supported
by clear and coherent policy and stable implementation in the field.

With considering the above concepts of the building blocks of health insurance system, the following
sections describe current situation and challenges of each one.
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Health Insurance System does not
contribute to UHC

Medical Fee Schedule Provider Payment Method Benefit Package
. * |tdoes not cover service ¢ Fee-for-service cannot control | Itcoverstoo wide range of
Balance Billing L . . . .
cost sufficiently. over medical service supply. medical services.
* |tdoes not consistent to e Capitation paymentis not ¢ [t does not reflect the latest
the Benefit Package practiced appropriately. and actual practice.

Medical fee, provider payment method and benefit package are not managed appropriately.

Claim and Examination
¢ Those are done manually.
* Data quality is not ensured.
¢ Examination is not done sufficiently.

Population Coverage and Health Insurance Usage
* Some groups show low coverage.
0OPis high ¢ Utilization rateis low in inpatient services.

intotal
health Health Service Delivery
expenditure. * |tcannot sufficiently done due to lack of
human resources/ medical equipment.
¢ Referral system does not well functioning.

IT System
* Hospital Information System is fragmented.
* Regulations for standardization has not been
sufficiently developed.
* Human resourcesare not well developed.

Information Management Capacity
* Importance as policy evidence is not

well recognized.
¢ Data quality is not ensured,
¢ Necessary data is not available.

¢ |ttakes time to extend to actual
operation.

health insurance

fundis concerned.

Reference: Interviews
Figure 9-1 Challenges of Health Insurance System

(2) Policy

Numerous legislations have been issued on health insurance and presented some major ones in Section
3.3 and Chapter 5. However, these takes time to be understood and practically implemented at the
operational level. Usually, a concrete action plan or implementation guidelines are not well prepared in
accordance with the policy or development plan. A long-term strategy seems not being well considered in
a relevant mid-term plan. For example, the BHSP Roadmap (2015) or review of the benefit package is not
mentioned in UHI Roadmap (2013) and the Health Sector Five-Year Plan 2016-2020 does not use the
term “BHSP”. However, it is defined in the Amendment on Health Insurance Law (2014). Some seem not
to reflect the actual situation or consistent with relevant policies or legislations. For instance, Circular 37
(medical fees covered by health insurance) includes some services which are not in Circular 43 (list of
medical services covered by health insurance) and name and definition of medical services are different
from Circular 43. Also, there are those who do not comply with international standards such as the
International Classification of Diseases (ICD).

Such inconsistency and inefficient legislation system could cause confusion in the implementation and
various interpretations at the operational level.
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(3) Health Financing

1) Source of Health Financing

Figure 9-2 shows the current combination of health financing sources and benefit package. Currently,
health insurance covers wide range of medical services even high-tech services (Section 2.4). Health
insurance, co-payment and OOP expenses mainly cover medical examination and treatment costs.
Preventive and public health services are mainly covered by government budget along with each program
such as infectious disease prevention and maternal and child health.

A

y

Social
Security
Fund

OOP expenses

Subscribers Government

Examination & treatment High-cost/ .
for common g Non-Curative

q . Advanced cosmetic surgery, etc.
diseases/ health issues ‘. t ( gery, etc)

Curative Services

Government
Program

Preventive

" . Services
‘i =Impact of Aging

Reference: Interviews
Figure 9-2 Current Combination of Financing Sources and Benefit Package

As a result of the Amendment of Health Insurance Law, expenses of health insurance fund will increase
because; medical fee schedule has been raised (Section 2.2.4), and co-payment rate for non-registered
health facilities are reduced (Section 4.3). The current behavior of health service providers might also
consider to increase the expenditure because their budget or global cap is set based on expenditure of the
previous period.

Aging is one of the critical factors for total health expenditure and sustainability of health insurance fund.
As long as health insurance premium is calculated based on salary, premium revenue from the elderly
might be less, therefore, when the aged population increased, premium revenue might be decreased.
Expenditure from social insurance fund and government budget might increase to cover such decrease. As
shown in Figure 2-5, retired people spend five times more than the working people. Based on that and
Japanese experience described in Chapter 8, health expenditure for the elderly will rapidly increase in the
near future.

Also, the transition of disease structure from infectious disease type to non-communicable disease (NCD)
type will affect health expenditure because NCDs are generally chronic and need life-long treatment or
rehabilitation. Injury and progress of emergency medicine will be another factor as more injured patients
could be saved and some will need long-term rehabilitation.
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2) Impact of Aging

As shown in Figure 9-3, the aging rate and gross domestic product (GDP) per capita in 2015 are similar to
Japan in 1970 because Japan experienced rapid economic growth after that and social welfare for the
elderly was developed and implemented. Although there is still more time for Viet Nam to become an
aged society (aging rate >14%), aging may progress more rapidly than Japan as well as its economic
growth. If the elderly are covered in one scheme, the health insurance fund may collapse unless the
premium amount/rate will significantly increase. On the other hand, a single scheme of the health
insurance fund might be able to maintain efficiency and sustainability to increase inter-generation and
inter-scheme risk pooling.

Viet Nam 1990 - 2050 Japan 1960 - 2010
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30,000 15 30,000 / 15
25,000 25,000 /i
20,000 10 20,000 10
15,000 15,000 /
10,000 - .—_.’._._.—_., 5 10,000 - // 5
5,000 5,000 /

0 A —r—t— — ; —— 0 0 ?‘/ : : . 0

1990 1995 2000 2005 2010 2015* 2020 2025 2030 2040 2050 1960 1965 1970 1975 1980 1985 1990 1995 2000 2005 2010

*2014 for GDP per capita
i i 9
== GDP per capita (current USS) == Population 65 and over (%) &= GDP per capita (current USS) —#=Population 65 and over (%)
(Estimate from 2015)

Reference: [World Bank]
Figure 9-3 Aging and Economic Growth

According to Japanese experience, aging may decrease premium revenue as mentioned in (1) in this
section. As a result, the burden of younger generation may increase in the future (Figure 9-4).

2037 2050
Agingrate=17% Agingrate = 23%

VietNam

More health
care needs

2000 2025 2050
Japan Elderly: Working = 1:3.6 Elderly: Working =1:1.8 Elderly: Working = 1:1.2
Agingrate = 17.4% Agingrate = 30.3% Agingrate = 36.8%

Note: The elderly=65 and more, Working population=from 20 to 64

Reference: [JICA, 2014], [Cabinet Office, Japan], [Arubino]
Figure 9-4 More Aging, More Burden on Younger Generation
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Therefore, health insurance scheme for the elderly will need to be considered to avoid collapse of the
health insurance fund and protect the elderly in the long-term strategy on health financing.

(4) Health Service Delivery

Although health insurance covers most of the services approved by MOH, health facilities could not
provide the designated services due to insufficient human resources or medical equipment. In terms of the
guantity of human resource for health (HRH), 97.3% of commune health stations (CHSs) have assistant
doctors or midwives and 76.9% have doctors (Section 2.5.2). Regarding quality, HRH will need to
strengthen their capacity to respond to the changing health needs caused by the increase in
non-communicable diseases (NCD) and aging. Also, to attract people, the capacity and quality of both
medical and patient services have room for further improvement.

(5) Information Management

Most of the pilots seemed to have difficulty in availability of necessary data and its accuracy (refer to
Section 4.2.2(3)1)). It seems to be caused by low awareness on importance of data management at every
level of health service providers and administrations. Health information is being handled by a limited
number of officers and most of them have another post in local administration. The data seems not
correctly entered at the operational level. Therefore, it is difficult to verify after the data is aggregated.
Those may be caused by insufficient awareness of importance of data as evidence for decision making
from the grassroots to central level.

(6) IT System

Data of claim, hospital management, especially financial situation, and routine health management
information from health service providers are quite useful to consider benefit package, medical fees, and
other conditions of health insurance system.

In most health service providers at the central, provincial and district levels, hardware and some software
have been installed to manage information. On the other hand, such software and infrastructure are
fragmented without linking each other and could not respond to the latest requirements and needs of
health service providers. In addition, the IT system is not synchronized among hospitals and related
administration unit of MOH, and the social security institutions (VSS, PSS, and DSS). In general, each

hospital has a different HIS, and each administration unit has not introduced appropriate IT system in

their operations. Through the Survey, the following challenges were identified:

* Insufficient standardization of information required to operate the health insurance system:
- Master code does not comply with international standard and plural lists of technical service are
provided by different departments of MOH without consistency;
- Understanding and proper utilization of the new claim formats should be established in health
service providers nationwide as soon as possible to improve availability and quality of data; and
- More specific rules should be developed to review the claim to regulate behavior of service
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providers.
* Fragmentation of data management:

- Claim data is sent from hospital to the social security institutions on a regular basis (monthly or
quarterly). However, these are not sufficiently shared with MOH in a timely manner.

- MOH collects data from hospitals (electric and paper basis) on a regular basis (annually, quarterly,
monthly, etc.) However, these files are not well consolidated. Although it seems to be done on
unofficial basis upon necessity, it is really depends on capacity and willingness of a person.

- Analyzing and using data have not been done in a systematic way. Although the patient data from
the central and some provincial hospitals is submitted in machine-readable formats, compilation
cannot be done since those are not compatible.

* |nappropriate data exchange system:

- Information exchange among agencies and health facilities both vertical (central to community)
and horizontal (intra-organization/hospital) seem to be done mainly on a manual basis: by e-malil
and/or hard copy.

* [Insufficient IT skills and knowledge:

- Majority of the staff in hospital has limited skills, knowledge, and experience on computer and IT
system. These are not appropriate enough to meet requirement for IT development in hospitals
although the hospitals has been setting a certain criteria for recruitment of IT staff.

* Insufficient quality and quantity of experts:

- Although some agencies and hospitals have computer experts, there are no available mechanisms
or incentives to encourage them to develop or improve their capacity.

- Majority of these experts hold other posts such as in the Department of Pharmacy.

* Insufficient awareness of importance of IT:

- Many agencies and hospital managers still have insufficient awareness of the importance of IT
development, and therefore do not invest appropriately to the needs to solve operational issues
and/or requirements.

Considering IT system development steps as shown in Figure 9-5, Viet Nam seems to be in the process of
Stepl to Step2.
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STEP1 STEP2 STEP3
Visualizatiory Digitization ata/ S_atlsfy Operational Matured IT/ Manage multiple
Requirement administrative level
« Digitization ¢ Sharing information ¢ Centralization ( Managing data
IT for XX « Transparency « Supervising in multiple administrative level)
(Objectives) « Data integrity (assurance) « Network connection « Support policy making
* Business process Re-
« Digitize paper-based « Making a master plan for IT » Standardize operation
documents, information ¢ Standardize data format * Sharing data with multiple
« Basic data collection and ¢ Sharing data with another administrative level
Activities introduce methodology to department * Develop integrated It system in
assure data integrity « Integrated data collection multiple administrative level
« Buy solution package from IT « Develop integrated IT system in || « Data analysis
vender and install it relevant departments
« Able to manage only fixed « Able to manage fixed form in * Able to manage every respects
form in simple operation complex operation of data in complex operation
Feature of IT L -
system and ¢ Limited amount of data « Big amount of data ¢ Huge amount of data proceed
¢ Only initial cost (small « Support supervising operation quickly
related cost p . . : .
amount of maintenance cost) || ¢ Take it account to maintenance » Take it account to maintenance
cost cost
Human ¢ Hire an IT geek ¢ Organized IT professionals in * CIO in customer’s organization
Resources/ ¢ Independent activities (no customer’s organization « High-level project management
Project need project management) ¢ Integrated project management (CMMI level4-5)
Management ¢ Limited training methodology based on the master plan » Systematic training program
Source: Survey Team
Figure 9-5 Level and Step of IT Maturity

(7) Implementation and Management of Medical Fee Schedule, Provider Payment Mechanism

and Benefit Package
Figure 9-6 presents the current management mechanism of health insurance system. MOH is responsible
for policies and regulations. VSS implements and manages health insurance fund. Claim and payment
data are directly submitted to the social security institutions. Although VSS seems to share some data to
MOH, it is sometimes difficult to obtain necessary data for the situation analysis and pilot studies.

VSS MOH
¢ Auditing ¢ Policy making
¢ Calculating ¢ Regulations
¢ Accounting (provider payment method, benefit
¢ Fund management package, claim forms, etc.)
I ¢ Medical fees (with MOF)
PSS/ DSS
¢ Auditing
¢ Calculating
Capitation/ | i
Fee-for-Service Fee-for-Service
W W
\ District Hospital ‘ ‘ Central/ Provincial Hospital ‘
[V
CHS
Reference: Interviews
Figure 9-6 Current Management Mechanism
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(8) Population Coverage and Health Insurance Usage

1) Scheme

The current health insurance scheme in Viet Nam is presented in Figure 9-7. Under the Amendment on
the Health Insurance Law (2014), all the population is covered in a compulsory and single health
insurance scheme. A single scheme seems to be easier to manage subscribers, premium setting, and

collection.
Age
Pensioners
VSS Non-pensioners
Premium: Social security fund
M: 60 — —
F:55 Farmers, The near poor, The poor,
Household Students Minorities
Employees, enterprises,
Publicservants Dependents VSS VSS
VSS VSS Premium: Premium:
) Subscribers and State budget
Premium: Premium: State budget
Subscribersand Subseribers
Employers
6
VSS Premium: State budget
Formal sector | Informal sector
Source: Survey Team
Figure 9-7 Current Health Insurance Scheme

Private sector employees and informal sector people, except the poor and minority, showed lower
coverage than other groups and adverse selection may occur. They never enroll to any health insurance
until they get sick. It causes increase of expenditure from health insurance fund although not enough
premium revenue is collected.

The pensioners occupied 22% of the eligible popul&tigkmong the non-pensioners aged 60 years old

and more, 19% received any form of social assistance such as medical cost or old-age welfare allowance
(80 and more) [JICA, 2014]. Therefore, around 60% of the elderly seemed not to be supported by social
security if they do not have regular income sources, they are at a higher risk in having diseases that could
burden their income and savings.

2) Coverage and Premium of Informal Sector

One of the reasons of low coverage among informal sector people may be current health insurance system
and/or health services are not attractive and confidence for them. The hospital will need to take some
measures to improve patient convenience in reception and accounting procedure, as well as the quality of

% Men: 60 and more and women: 55 and more: It will be raised step-by-step up to men 63 and women 60 from 2016.
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medical and patient services. Also, people may not understand financial risk caused by payment for health
care and benefit of health insurance.

Regarding premium setting, although some of the informal sector people seem to be in the wealthy class,
they pay the premium which is 6% of the minimum wage as long as they are in the informal sector group.
If the premium amount is set according to their financial capability, the health insurance fund could
obtain more revenue. Therefore, effective method to set premium amount or financial capacity of
informal sector workers may need to be developed. In fact, the Government of Viet Nam has been
considering a personal number system to manage tax collection more efficiently. If it is developed, the
premium amount could be efficiently set according to the income of each subscriber.

(9) Claim and Examination

As mentioned in Section 4.6, claim and examination are currently done manually or by fragmented IT
system. Therefore, mistakes and frauds might not be sufficiently identified, and overuse of medical
services could not be found. Also, since the social security institutions cannot review the applicability of
medical services well, oversupply of medical services could not be controlled. In addition, the current
system cannot identify overuse of medical services such as doctor shopping and duplication of
subscription. It might cause another burden of health insurance fund in future as free access will be
expanded.

The Government of Viet Nam concerns that expenditure of the health insurance fund could increase by
continue applying fee-for-service because the existing system cannot regulate such behavior of service
providers and users.

(10) Benefit Package

As shown in Figure 9-2, the current benefit package covers a wide range of medical services including the
high cost ones. However, it seems that it does not contribute to the decrease of OOP and may cause
serious deficit on health insurance fund. Although a wide-range of services is covered by health insurance,
utilization rate of health insurance is low, especially in inpatient treatment which requires more cost. It is
less than 50% as mentioned in Section 2.4.2. Also, additional payments for non-covered services or
instruments are common and patient cannot know whether they really need it. Therefore, the Government
of Viet Nam has been developing BHSP as mentioned in Section 3.3.5(2).

(11) Medical Fee Schedule

As described in Section 4.1.3, medical fees were set based on estimation made by a limited number of
hospitals. However, the main concern is that the fees may not reflect the actual costs appropriately and
might cause balance billing as mentioned in Section 2.2.6(2). Medical fees have been revised in March
2016 to cover more expenditure of health service providers and integrate the price for each service level.
However, the new price is applied only for patients with health insurance cards and the previous price is
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applied for people without health insurance cards. Therefore, health facilities have to deal with these
double prices. According to MOH, it is not clear when the price will be integrated.

(12) Provider Payment Method

Currently, central and provincial hospitals apply fee-for-service. District hospitals can choose capitation
or fee-for-service. According to the Viet Nam Social Security (VSS), around 60% of district hospitals
apply fee-for-service (Figure 9-8) because the current fee-for-service mechanism does not have function
to regulate behavior of health service providers and patients, oversupply of services has been practiced
and additional payments for additional services and balance billing are commonly required to the patient
(Section 4.2.2).

Fee- for Service

I

A

Source: Survey Team
Figure 9-8 Current Combination of Provider Payment Methods

According to the Survey, after free access at the district®fevals taken effect in January 2016, some
district hospitals and commune health stations (CHSs) have changed from capitation to fee-for-service
because people can access to a district hospital beyond his/her residential district, and hospitals which
receive more patient than their coverage population may not be able to cover service expenses by
capitation payment.

Regarding capitation for CHSs, based on the Survey Team observation, the current system is different
from the general understanding of “capitation” (Section 4.2.2(2)). Capitation payment should be made in
advance according to the range of services and population coverage. However, it is made based on actual
number of patient and fixed unit rate. If the other costs such as salary and operation and maintenance, as
well as drug and other medical supplies are sufficiently provided, the CHSs could utilize such capitation
payment for further improvement of its services. Otherwise, it could not provide even designated services
because of lack of drugs and medical supplies, or breakdown of equipment.

9  People can use health insurance card at any CHS and district hospitals within a province.
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9.2 Recommendations

Considering the situation analyses made in previous sections in this chapter, the Survey Team prepared

the recommendations on options to ensure financial protection and sustainability of the health insurance

fund for the following factors:

Health financing;

Health insurance scheme;

Management mechanism of health insurance system, particularly benefit package and provider
payment mechanism;

Provider payment methods;

Benefit package and BHSP;

Information management to manage health insurance system based on evidences; and

IT system to strengthen efficiency of works which are relevant to health insurance.

Then, the Survey Team identified necessary actions and their priority. Those are compiled in a roadmap

to future health insurance system proposed as shown in Figure 9-9.

Among the activities listed in the roadmap, the followings should be prioritized to prepare preconditions

for future actions:

» 3.1 Establishment of a council to manage medical fee schedule and provider payment method

Because the council will be involved in the development of BHSP and continuous review of the
benefit package/BHSP. Although the National Advisory Council on Health Insurance Policy
(NACHIP) has been established, concrete and practical function and terms of references are still
under discussion among stakehold€rsnsidering that scope of BHSP will be clearly defined for the
primary level and the other benefit package has been under review, capacity development of
NACHIP should be initiated as soon as possible.

4.2 Development of criteria of high-cost/advance medical services
To revise the benefit package appropriately, high-cost/advance medical services to be covered by
health insurance should be clarified with reasonable and clear criteria to the people and health

service providers.

4.3 Development of BHSP and continuous review of the benefit package to be paid by the health

insurance fund

To increase transparency and accountability, as well as promote consensus building among

stakeholders, the benefit package and BHSP should be developed or reviewed based on reliable
evidences, which should be collected and analyzed regularly.
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* 4.4 Development of standard clinical practice guidelines to be covered by health insurance
Standard clinical guidelines could be effective to control clinical practice and prevent oversupply of
medical services, as well as improve efficiency of claim examination.

* 6.2 lIdentifying the most feasible combination of provider payment method at all level; and
* 6.3 Development of DRG model

Based on careful consideration of the results of the pilot studies on capitation and DRG, the most
feasible payment method for each level should be considered. Because DRG could be one of the
preferable solutions to control the quality and scope of services to be covered by health insurance,
the model should be developed based on accurate data.

* 8.1 Improvement of data entry and management capacity of accounting, claiming and clinical staff
This item has an effect on several actions such as the pilot project on BHSP, development of DRG,
development of capacity of the council, review of medical fee schedule, improvement of claiming
and claim examination capacity. Also, it is an important precondition for IT system development.

The following sections describe the proposed options mentioned above.
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CEEgY e p:;?/ir I 2016 | 2017 2;?5 (teman;?lg 2020 2025
1 Policy 1.1 Development of health financing strategy (long-term) Mo,\:giw —
1.2 Development of mid-term plan and action plan on health financing MOH-DPF *
1.3 Reviewing the Heath Insurance Law according to actual situation MOH-HID | _
1.4 Financial simulation of health care expenditure and health insurance fund MOH-DPF/ HID ~
2 Financing 2.1 Ensuring new tax revenue from tobacco and alcohol for financial protection for the vulnerable people MOH, MOF * |
2.2 Increasing health insurance coverage (80% or more) MOH,VSS _
2.3 Ensuring premium collection from all subscribers (80% or more) VSS #
3 Management of benefit package, 3.1 Establishment of the council to manage benefit package, medical fee schedule and provider payment method MOH -
medical fee schedule and provider
payment method 3.2 Capacity development of the council and sub-committees MOH _
3.3 Identifying necessary data for management of benefit package, medical fee schedule and provider payment method Council —
4 Benefit package 4.1 Integration and update of the list of medical examination and treatment provided in each level of health facility MOH-MSA -
4.2 Development of criteria of high-cost/ advanced medical services Council -
4.3 Development of BHSP and continuous review of the benefit package to be paid by health insurance fund Council - (C?:‘::;f;‘s
4.4 Development of standard clinical practice guidelines to be covered by health insurance Council —
4.5 Drug and medical supplies to be covered with standard prices to be included to BHSP Council | | _
5 Medical fee schedule 5.1 Revision of medical fee schedule to include two more items as the bases of cost estimation Council ~ |
5.2 Revision of medical fee schedule and integration to BHSP Council | —
6 Provider payment method 6.1 Revision of capitation model for the primary level MOH-DPF _ |
6.2 Identifying the most feasible combination of provider payment method at all level MOH-DPF _
6.3 Development of DRGs MOH-DPF _
6.4 Applying of the DRGs to the central and provincial hospitals MOH-DPF —
6.5 Feasibility study on DRGs for the district level MOH-DPF _
7 Claim and claim examination 7.1 Strengthen of claiming capacity of hospital Hospitals — |
7.2 Strengthen of capacity and efficiency of claim examination of VSS/PSS/DSS VSS | ﬁ
7.3 Improvement of claim examination role VSS — #
8 Information management 8.1 Improvement of data entry and management capacity of accounting, claiming and clinical staff Hospitals _ | |
8.2 Integration of hospital information system (HIS) within a hospital Hospitals #
8.3 Establishment of data integration system within MOH and between health facilities MOH | _
8.4 Strengthening capacity of statistical analysis of information management personnel and the sub-committees MOH _
8.5 Development of standards of information management for health insurance (master code, format, claim examination rule) MOH, VSS ﬁ
8.6 Strengthening of IT governance MOH, VSS m
9 [T system development 9.1 Definition of each system requirement for the operational management of health insurance MOH, VSS * |
9.2 Development of IT system and installation MOH, VSS ﬁ
9.3 Extension and promotion of IT system complying with the requirements MOH, VSS | | _
10 Health service provision 10.1 Strengthening of referral system MOH #
10.2 Development of gate-keeping function at primary level MOH ﬁ |
10.3 Strengthening of preventive medicine on NCD, especially screening, early detection and early treatment MOH m
10.4 Development of mechanism of drug price control MOH | | m
Source: Survey Team
Figure 9-9 Proposed Roadmap to Future Development of Health Insurance System
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9.2.1 Health Financing

To maintain the health insurance fund healthy, the government should take effective measurement to
control total health expenditure. It may also the effective to reduce OOP expenses. At the same time,
mobilization of financial sources should be considered to cover increasing health expenditure according to
population growth, demography change, transition of disease structure.

Financial simulation and feasibility studies could provide effective evidences to consider each option and
provide realistic projection. However, necessary data such as financial status of health insurance fund and
health service providers, actual examination, and treatment service provided, as well as detailed household
health expenditure are not available through the Survey.

(1) Controlling Total Health Expenditure

According to the Survey, unnecessary expenditure might be caused by insufficient claim examination and
oversupply of medical services. Also, streamlining of drug procurement system might contribute to save
expenses because it seems to be fragmented and the price could be reduced by a larger order. In addition,
long-term impact of NCD should be considered.

Based on the experiences in Japan and other countries, the following could be taken into account:

* Eliminating unnecessary expenditure
- Controlling oversupply of services by providers
Standard clinical practice guidelines
Regulating or prohibiting balance billing
- Enhancing claiming capacity of providers
* Improving effectiveness in procedure
- Reforming procurement and/or pricing system of drugs and medical supplies
Central bidding
Standard price list
* Controlling long-term health expenditure
- Enhancing prevention of NCD (early diagnosis and early treatment)

(2) Improving Sustainability of Financing Sources

Figure 9-10 shows some options to ensure sustainability of health financing sources. To increase heath
insurance fund revenue, high coverage should be maintained and encourage subscription of private and
informal sector workers who can afford to pay the premium.
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¢ Subsidy for catastrophic health
expenditure
(lower income household)

Benefit Package * Public health program

4 4

Social
Security
Fund

OOP expenses

Subscribers Government

How to reduce
* Increase and maintain Hl e Increase the share...? * Increase
coverage Co-payment * Control balance share in total
* Encourage private sector rate payment/ mix government
employees and informal sector medical services/ budget
workers to subscribe unnecessary * New tax (tobacco,
additional services alcohol)
How to expand + Expand service * Change allocation
the source coverage of HI (hospital financial
autonomy)
|
Source: Survey Team

Figure 9-10 Future Option for Sustainable Health Financing

The subscribers may oppose and stop subscribing when co-payment rate is increased. It will also cause
increase in OOP expenses. Although the expansion of benefit package may be effective to decrease OOP
expenses, health insurance fund may face financial difficulty.

The government budget should be expanded to provide financial support to vulnerable people and sustain
public health program. According to draft health financing strategy, mobilizations of new financial
resources such as tobacco tax are considered. Also, when financial autonomy of hospitals is promoted,
government subsidy to central, provincial and some district hospitals could be reduced. Then, the saved
budgets could be allocated for financial protection for lower income people.

9.2.2 Health Insurance Scheme

The single scheme can be managed easier and risk pool could be larger than the separated scheme. If the
current single scheme would like to be maintained, the government needs to make great effort to increase
the coverage of private sector employees and informal sector people to ensure revenue from premium. At
the same time, the premium rate and co-payment rate should be raised to cover increasing total health
expenditure according to aging and disease structure transition.

On the other hand, separate schemes for high risk group such as the elderly and the poor could be
considered to ensure fairness among the subscribers, otherwise a large portion of health insurance fund
may be spent by such high risk groups although the other groups contribute to a large portion of the
revenue. As shown in Figure 2-5, even in 2013, expenses on health insurance fund for retirees was five
times of those for workers who contributed 40% of the total revenue. When aging is progressed, such
tendency will be more significant. Therefore, based on Japanese experience, a separate scheme is also
suggested to consider measurement in the future in this section.
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(1) Option 1: Separate Scheme for the Elderly
Considering the above situation and a possible financial crisis caused by aging, the first option of the health

insurance scheme is presented in Figure 9-11.

In this option, the elderly more than 70 years old is separated. There are two options to cover their medical
expenses: (1) tax-based system or (2) independent health insurance scheme like Japan. However, as
mentioned above, it should be carefully studied and consider a feasibility report in order to separate the
health insurance fund for the elderly. Additional sources of financing should be obtained for both two
schemes since the elderly could afford to pay large amount of premium. The government budget may be a
major source, and contribution from health insurance scheme for younger generation like Japan could be
also considered. The different benefit package should be developed to respond their common needs. In
terms of cost control, it should be only for basic services; however, it might affect on financial protection.

Age
(1) Tax or (2) The Elderly Health Insurance Scheme
70
Pensioners VSS
Premium: Social Security Fund
163
F: 60 Farmers,
Household Tz et The Poor,
Employees, . Students L
. Enterprises, Minorities
Public Servants
Dependents
VSS VSS
e VSS .
Premium: .
. . Premium:
Premium: . Subscribers and
. Premium: State Budget
Subscribers and - State Budget
Subscribers
Employers
6
VSS Premium: State Budget
Formal sector | Informal sector
Source: Survey Team
Figure 9-11 Option 1 of Future Health Insurance Scheme

Because the medical cost for the elderly may generally increase because of multiple burden of having
chronic diseases. In Japan, 50% of national medical expenditure is spent for people aged more than 70. As
it is estimated that Viet Nam might be aged society (aging rate >14%) in the next two decades, support for
the elderly should be carefully considered. Both options will require a certain scale of government budget.

Table 9-1 compares the above two options.

9-18



Basic Information Survey for BHSP and Provider Payment Mechanism in Viet Nam

Final Report
Table 9-1 Comparison of Health Insurance Scheme for the Elderly
(1) Tax-based System (2) Separate Scheme
Financial - State budget - State budget
Source - Premium
- Social insurance fund
Advantage | - The elderly need not to pay premium Financial burden of the state budget is
decreased.
Risk - The government needs to mobilize additional- The government needs to mobilize additional
tax revenue tax revenue.
- Unnecessary care seeking may increase - Adverse selection may occur
- Oversupply of services may increase - Most of the elderly do not have stable income
- Medical cost for the elderly may increase
Source: Survey Team

(2) Option 2: Options to Attract Informal Sector People

The second option of the health insurance scheme is presented in Figure 9-12. Two options are presented to
encourage informal sector people to subscribe to health insurance because they tend to prioritize other
living expenditures than health insurance premium payment and they are reluctant to subscribe until they

get sick.
Age
(1) Tax or (2) The Elderly Health Insurance Scheme
70
Pensioners VSS
.63 Premium: Social Security Fund
F: 60 F
H armirsl,d The Near Poor, The Poor.
Employees, ouseno Students I\/Iinoritie,s
Public Servants Enterpélses,
Dependents VSS Vss
VSS
‘AN Premium: bremi
; remium:
Premium: Premium: Subscribers and
: State Budget
Subscribers and SHEeTibere State Budget 8
Employers Other options: (1) “VND20,000 Scheme”
(2) Personal Account Scheme
6
VSS Premium: State Budget
Formal Sector ! Informal Sector
Source: Survey Team
Figure 9-12 Option 2 of Future Health Insurance Scheme

To encourage the informal sector people to subscribe to health insurance, it may be effective to mitigate
financial burden to pay the premium or save their premium for their own medical care. Table 9-2
summarizes the two options: VND 20,000 scheme could be developed in reference to Thailand (Chapter 8);
and a personal account scheme is suggested based on Chinese experience. The VND 20,000 scheme is
quite similar to tax-based system; however, the counter registration fee is expected to control unnecessary
visit to the health facilities. The personal account might be clear for the people since they can spend as
much as they have saved in their personal premium account.
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However, when these schemes are introduced, management of subscribers may become complicated and
work load of hospital management and social insurance institutions will be increased. Also, additional
financial sources need to be mobilized.

Table 9-2 Outlines of Two Options for the Informal Sector Workers

(1) VND 20,000* Scheme (2) Personal Account
Outline - Semi-tax-based system - The subscriber opens a personal account in
- The subscriber need not pay premium Social Security Institute (or designated bank)
- He/she pays counter registration fee (VND| - He/she saves the premium
20,000) for each visit to health facility - The medical fees are deducted from the
- Service provider claims medical fees to thel personal account.
government - The account is settled annually
- Reference: 30Bahts Scheme in Thailand, | - Surplus can be saved in the account for future
Malaysia, Brunei or returned to subscriber

- Deficit is paid by the subscriber. If the deficit
amount exceeds the designated maximum
amount, a certain proportion will be subsidized
by the government or social insurance fund

- Reference: China

Financial | - State budget - Premium
source - Registration fee for each visit - Co-payment (to settle the deficit)
- State budget or social insurance fund

Advantage| - The subscriber who has no regular/ stable | - The subscribers could clearly know cash flow

income could be protected from financial of their premium and medical expenses
burden.
Risk - The government needs to mobilize additional Care seeking behavior may be unnecessarily
tax revenue suppressed to save the money
- Unnecessary care seeking may increase | - Account management may increase work logd
- Oversupply of services may increase of social insurance institution
- Medical cost for this category may increase
Note: * VND 20,000 (USD 0.89) was tentatively suggested referring 30 Baht (USDO0.84).
Source: Survey Team

9.2.3 Management Mechanism of Health Insurance

Figure 9-13 presents proposed management mechanism. Because utilization rate of health insurance card
seems to be around 70 to 80%, data on medical services and drugs should be collected directly from health
service providers to grasp whole picture. The current data collection system maintained by MSA and DPF
could be utilized.

The data is aggregated in a data integration center and submitted to relevant sub-committees. The
sub-committees analyze the data to make recommendations on medical fee schedule, BHSP or benefit
package and standard clinical pathway. Then, the council compiles those recommendations to make final
decision. Since those are quite relevant to financing and health insurance system and the discussions and
decisions should be made objectively and evidence-based, the council should involve not only MOH but
also MOF, VSS, service providers, and academic institutions. To have proactive discussion, the council
members should consider balance of each stakeholder and not exceed 20 persons. The possible
stakeholders are; MOH, VSS, hospitals at all levels, academic institutions such as HSPI and universities,
representative of patients, etc.
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Ideally, the council should be set beyond the ministries although the secretariat is taken by MOH, because
health insurance system is relevant to various sector, health policy, health finance, health service provision,
human resource for health, social welfare, economy, population, drug management, etc.

Sub-committees
¢ Data analysis, situation analysis, recommendations

Demography Disease Socio- Health Clinical Pharmacy || Public Health Hospital
Aging Burden economy Finance Practice Prevention Management ||

P
e 4 Data Integration Center g3

¢ Claim

* Hospital management ¢ Payment

* Treatment and examination services
* Drugs

* Morbidity

* Mortality

* Payment by patient (medical cost)

* Health insurance usage =

Source: Survey Team
Figure 9-13 Proposed Management Mechanism

9.2.4 Provider Payment

The Ministry of Health (MOH) would like to introduce case-based payment with diagnosis related group
(DRG) and has been conducting several pilots. It could be expected to reduce payment from health
insurance fund. However, lessons learned from the pilot projects suggested that availability and accuracy of
data are critical to develop and manage DRG efficiency and effectively. As pointed out in Chapter 5 and 6,
importance of data management seems not to be important from the grass-roots to central level. Therefore,
it might require more time and great effort to improve data management sufficiently to develop DRG
because other measurements than case-based payment could be considered to reduce or optimize healtl
insurance fund expenditure. As mentioned in Section 9.2.1(1), the following three options are
recommended to reform provider payment method step-by-step.

(1) Option 1. Combination of Fee-for-Service and Capitation

Figure 9-14 shows the first option of combination of provider payment method. Due to free-access within a
province, district hospital should ensure enough income to provide the services according to actual
demand.

If the primary health facility has appropriate gate-keeping function, commune level basically could apply
capitation because, CHSs generally provide public health services, first aid, family medicine, and normal
delivery. However, CHSs in hard-to-reach areas providing basic medical services may apply
fee-for-service because it needs to ensure sufficient income to provide more medical services than other
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CHSs in other areas. Capitation rate for such areas should be considered to be higher. In addition, sufficient
budget and medical supplies should be allocated to CHSs to maintain quality of services; however, health
insurance fund should be paid in accordance with appropriate capitation rate and coverage population.

On the other hand, to encourage CHSs to improve service quality, combination of government budget and
existing payment methd¥ (according to number of patient and fixed unit rate) may also be suggested.

However, sufficient drug and medical supply, investment, O&M should be ensured by the government.

w Ce ed

Source: Survey Team
Figure 9-14 Option 1 of Combination of Provider Payment Methods

In this option, it should be carefully considered to control over supply of services. The following options
could be suggested:

* Change the budgeting system
Because budget is set based on the previous expenditure, health service providers spend more to
obtain more budgets. For example, budget may be set based on detailed cost estimate regardless of the
previous expenditure.

» Standard clinical pathway
The clinical pathway may be effective to regulate medical staff. The health insurance institution can
also utilize to review claims. However, it takes time to develop all the medical procedures, train the
medical staff, and revise regularly. Also, it should be introduced in pre-service education.

* Penalty for frequent over-supply
For instance, if a health service provider repeats intentionally a certain treatment procedure, the health
insurance institution terminates the contract. As income from health insurance is getting more
important, it may be effective in the near future. However, the hospital that terminated the contract
may require OOP payment. Also, it may be difficult to identify intentional overtreatment.

0 According to observation of the Survey team, this method is called “capitation”. It is applied in CHS to cover public service
expanditure (electricity and water).
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* Incentives for improvement of service quality
Incentives such as top-up of the payment will be provided for health facilities when it improved
efficiency of services and save medical cost. However, more human resources and costs may be
required to evaluate the improvement and reasonable savings from medical cost.

(2) Option 2: Introducing Case-based Payment
Figure 9-15 shows the second option of combination of provider payment method. In addition to Option 1,
case-based payment is introduced in inpatient services for acute diseases.

Fee- for Service Inpatient H.OUtpatlent
Case- based ‘

Source: Survey Team

Figure 9-15 Option 2 of Combination of Provider Payment Methods

It is easier to identify appropriate examination and treatment package as well as total cost for acute diseases
than for chronic diseases. Also, it is expected to increase financial benefit by improving efficiency of
service provision, for example, enhance inter-department communication to share patient information, and
as a result, length of stay of inpatient will be reduced. When the following preconditions for case-based
payment are fulfilled, it could be applied for acute diseases for inpatient services.

* Rigorous data collection and management to form DRG
» Capability and commitment of hospital management to increase efficiency in service provision

It should be started with limited diseases in hospitals with sufficient data management capacity and
hospital management system. If the preconditions are fulfilled, it may be expanded to inpatient services for
other acute diseases.

(83) Option 3 Combination of Three Methods
In the third option (Figure 9-16), capitation is expanded to outpatient of district hospital and case-based
payment is applied to inpatient departments of all public hospitals except high-tech services.

Coverage population should be clearly defined for district hospitals and CHSs and for that, gate-keeping
function of such facilities should be enhanced to improve referral system and regulate care-seeking
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behavior of patients. Otherwise, some facilities might not be able to financially sustain their services since
these facilities receive more patients than their coverage population.

Ce, ed

Outpatient

e

Case-based

*Note: High-tech services
ininpatient
department are paid
by fee-for-service.

Source: Survey Team

Figure 9-16 Option 3 of Combination of Provider Payment Methods

At the district level, patient management and accounting procedure might be more complicated because
there are three payment methods in one hospital. Especially in a small size district hospital, accounting
counters are not separated by inpatient and outpatient departments and accounting division seems not to
have sufficient number of staff to deal with three different payment methods. Therefore, it might be
difficult to apply this option without a well-established IT system and sufficient quality and quantity of
human resources for accounting, claiming and patient management.

9.2.5 Benefit Package

In reviewing the benefit package, the following points need to be carefully considered and well discussed
among the stakeholders:

* Accountability of health service providers and subscribers
When the current benefit package would like to be downsized from the current wide-range of coverage
into appropriate services for common diseases, it should be done with clear and reasonable criteria for
health service providers and users because they may feel that they lose the benefit.

* High-cost and/or advanced medical services
The following criteria should be established to identify range of health insurance coverage:
- What are “high-cost medical services” and “advanced medical services"?
- Are those really essential and appropriate to save life and/or contribute healthy life expectancy of

the patient?

* Financial protection
Financial protection for catastrophic health expenditure and impoverishment should be well
considered. Either the central or local government budget may be allocated to subsidize such high-cost
and necessary medical services.
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* Preventive services

Table 9-3 summarizes levels of preventive services. Those for mass population (zero and primary)

should be covered by government program because it is difficult to identify costs for individuals.

Secondary and tertiary levels could be covered by health insurance. Those could be effective to

prevent sharp increase of treatment cost and impoverishment.

* Consistency

The services described in the benefit package should comply to international standard such as

ICD-9-CM to ensure common understanding among all the stakeholders including MOH, VSS, health

service providers, etc.

(1)

Option 1: Negative List

Table 9-3 Levels of Preventive Services
Level Targets Conc ept and Contents Players
0. Zero Mass Advocacy at the policy level - Relevant
Prevention Population | - Introducing new tax/ laws to control risk factors government
such as tobacco, alcohol, over-intake of high-risk agencies
foods, etc. especially leaders
- Developing long-term strategy, mid-term master
plan, and short-term action plan
1. Primary Mass Health promotion for behavior change - Ministry of
Prevention Population | - Public relation and health education on risk Health
factors of NCD, injury, and traffic accident - Community
- Promotion of healthy life style (physical activities- Health service
and healthy diet) and healthy environment providers
- Immunization
2. Secondary Individual | Early detection and early treatment - Ministry of
Prevention - Mass screening of NCD Health
- Follow-up and health education for high-risk - Health service
patient providers
- Treatment for early stage patient
3. Tertiary Individual | Rehabilitation - Ministry of
Prevention - Guidance for a patient on diet and daily life to Health
improve quality of life (QOL) - Health service
- Physical rehabilitation to prevent severe and providers
promote autonomous in daily life - Community
Source: Survey Team

Table 9-3, a negative list may be easy to understand for providers, subscriber, and patients and manage.

The negative list includes non-curative and some advance services as well as high-cost services for less

frequent diseases. It should be reviewed regularly and may be reduced considering the needs of the

population, as well as capacity of health service providers and health insurance fund.

In this option, preventive services for mass population (primary) are covered by state budget as long as it is

included in the government program. However, those for individuals (secondary and tertiary) need to be

considered to be included.
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Existing Services — Negative List

Government r . .
Negative List
Program

EE— Secondfary Examination and Treatment High-Cost/ Non-Curative
p i and Tertiary for Common Ad o/ emem=rTe mreery
R Prevention Diseases/ Health Issues . etc.)
Preventive Services Curative Services - ;
Financial protection
Source: Survey Team
Figure 9-17 Option 1 of Recommendation on Benefit Package

(2) Option 2: Appropriate Services for Common Needs

Figure 9-18 shows the second option. “Most appropriate” could be identified by specialists of each
department. “Common diseases” could be identified as major causes of morbidity and mortality. In
particular, the needs of vulnerable population (children, the elderly, etc.) should be specially considered.
Preventive services and high-cost services are considered same as Option 1.

In this option, huge efforts of stakeholders may be required at the initial stage. Reliable data has to be

collected to ensure representativeness of the health needs of the people and capacity of health servicce
providers in the whole country. However, once the data collection mechanism is established, the service

coverage or BHSP could be regularly revised based on the needs of the people, capacity of service

providers, and priority in health policy implementation.

Most Appropriate Examination, Treatment and Drugs for Common Diseases and Emergency Cases
- Government
program
High-Cost/ Examination and Treatment for Secondary Primary N2 e
Advanced Common Diseases/ and Tertiary || Prevention
Emergency Prevention
- - A - Curative Services Preventive Services
Source: Survey Team
Figure 9-18 Option 2 of Recommendation on Benefit Package

(3) Proposed Structure of BHSP/BenefitPackage

According to the above concepts, the structure of BHSP or benefit package to be covered by health
insurance fund could be proposed as shown in Table 9-4. When case-based payment is applied, most of the
examinations treatments and drugs might be included in DRG, and high-tech services to be covered by
health insurance fund and paid by fee-for-service will be listed in Section 2.1 and 3.1. The medical fee
schedule may be included when the service coding is well developed.
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Table 9-4 Proposed Structure of BHSP/ Benefit Package
to be Paid by Health Insurance Fund
Chapters Contents

Chapter 1.Primary Level - The following basic services to be covered by capitation
o payment
n First aid
% NCD prevention (secondary and tertiary in community)

Normal delivery (emergency/ hard-reach areas)
General practice and referral (gate-keeper)
Chapter 2.Secondary Level - Most appropriate examination, treatment and drugs for
2.1 Inpatient common diseases

o 2.2 Outpatient * DRGs to be paid by case-based might be included ifi|it is
gl 23 Emergency Department applied.
é Chapter 3.Tertiary Level and Specialized Most appropriate examination, treatment and drugs for
o | Hospitals common diseases
= 3.1 Inpatient * DRGs to be paid by case-based might be included if|it is
[} . .
S 3.2 Outpatient applied.
m 3.3 Emergency Department

Chapter 4.Conditions to Provide BHSP Staff (medical, co-medical, information management,

claiming, etc.)
- Equipment
Source: Survey Team

Figure 9-19 presents the flow of development or review of the benefit package/ BHSP utilizing existing
daa and information as much as possible.

[ |

- | Necessary Data and Information | -
Primary Level Secondary and Tertiary Level

¢ |dentify necessary services ¢ |dentify (outpatient, inpatient and emergency department) :

v’ General practice v’ Major disease burden per age groups, membership category

v’ Preventive medicine for v/ Common and reasonable medical practice and drugs for each major disease

individuals v Medical and relevant services not covered by health insurance and those

v Normal delivery costs

v Follow-up ¢ Proportion of medical services covered by health insurance
e Characteristics of patients (age ¢ Proportion of patients using health insurance card

group, membership category, v’ Age group, membership category

major reasons of visit, etc.) * Background/reasons why not using health insurance card/ bypass care seeking
¢ Future public health needs v’ Relationship with socio-economic factors, status of sickness, etc.

Interpretation of the statistical analysis results by experts in:
medicine, pharmacy, public health, health policy, health economy, socio-economy

Identify:
Note: Underlined items (1) Diseases and medical services to be included in BHSP
could be obtained from (2) Standard condition of each level of health service providers
the current BHSP pilots. primary, secondary, tertiary: urban areas, hard-reach areas, etc.

Source: Survey Team

Figure 9-19 Flow of Benefit Package/BHSP Development/Review

9.2.6 Information Management

Based on the above improvement of awareness and capacity on data management, fragmented information
system should be integrated. Also, the relevant standards such as master code and formats need to be
developed. Then, necessary data for management or health insurance system could be efficiently collected
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and analyzed. Also, relevant regulation should be developed such as information security, e-document, to
improve business efficiency and security protection.

(1) Development of Standards of Information Management for Health Insurance

Based on the above information management capacity, IT system could be introduced effectively.
According to the Survey, IT system is applied still in simple operation with fixed formats. The complex
operation which is connected across multiple departments and administrative levels has been carried out

manually (Figure 9-20). In order to manage complex data by computer, standardization of information
(master code, format, and rule) is essential.

Complex
Difficult

- aaa
3 a2
)
X,
<
Q
g Future
2 | ¥y

Simple Current

Easy [Features of DATA]

Fixed form Atypical
Source: Survey Team
Figure 9-20 Current and Possible Implementation Range of IT System

Although MOH published the decision on the master CoeNovember 2015, the contents have not been

suficiently verified. It seems that there is a need to further review to comply with international standards
such as ICD-10 and ICD-9-CM to eliminate duplication.

The revised claim form&t should be applied in actual operation in all the public health facilities as soon
as possible. At the same time, the data exchange protocol should be developed. For example, to connect

systems in a hospital to each other, several protocols such as prescription data exchange, imaging data
exchange, etc. are required.

The claim examination rulésare currently under review by VSS. In addition to existing criteria, medical
viewpoints should be included to identify fraud or oversupply of examination and treatment. Also, because
free access is being introduced step-by-step, accumulated claim data for a certain period (for example,
three months) should be referred to all local social security institutions (Provincial Social Security (PSS)
and District Social Security (DSS)) to identify doctor shopping, or inappropriate prescription and
care-seeking. Such viewpoints have been introduced for a few years in Japan and it seems to be effective to

T 5084/BYT-BH
2 9324/BYT-BH
7 1456/QD-UD/BX-2015
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control behavior of both health service providers and patients. It is also effective to prevent overdose and
risk caused by multiple medications.

The above mechanism should be neutral and should involve not only MOH and VSS but also academic
experts and IT vendors. For example, in Japan, an independent organization is responsible for such
information standardization.

()

In order to ensure the accuracy of data for health information, especially claim data, knowledge on both

Capacity Development on Information Management

medical and IT fields are essential. As shown in Figure 9-21, a person in-charge of information
management should have an overview from the start of treatment to receipt of payment from the health
insurance fund and the data flow. The personnel should also be responsible for compiling hospital
management information and reporting to regulatory authority (MOH/ DOH). The other personnel should
focus on accurate claim preparation and response to claim examination by the social security institution.

Flow of Patients and Claim

Registration Service Mlalfing Claim P Utilizing
f facilities Delivery | claim examination ayment information
0 information
Subscribers Examination > Payment
Information management l
R EEEENEEEREEEE NS ESNE NSNS EEESEEESEEEESEEEEEEgEEEEEEEEAEEEEEEEEEEEEEEEEEEEE N
. . . Compilingand :
Health facilities Application = Treatment ——> Claim . Receive submitting
. . . information  :
| Y e —— e EEEssEssEsssNEsEEEEEEEEEEEEES - T ------------- 1- . -‘ 10
E Claim ' o
VSS . . —=—> Payment Submitting
. examination | . information
Claim preparation l
MOH Approval Guidance Collection
Source: Survey Team
Figure 9-21 Conceptual Diagram of Information Management and

Health Insurance Claim of the Hospital

According to the Survey, the accounting department/division is responsible for such tasks; therefore, its
function could be expanded and strengthen the relevant capacity. At the same time, the general planning
department should enhance information management capacity to deal with all the relevant hospital
management information.

To ensure sustainability and continuous improvement in each health facility, it is recommended to develop
an accreditation system for such information management in future. Regarding claim data, in Japan, a
medical care information management officer and a patient billing/ health insurance claiming officer are
licensed by independent organizations. Health facilities with a certain number of licensed personnel could
be top up the payment from health insurance fund because those are making an effort to improve data
accuracy.
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(3) Strengthening of IT Governance

To enhance IT governance, the capacity of both central and local agencies, MOH, DOH, and the social
security institutions should be developed to regulate the information management by having an effective IT
and security protection. In particular, the IT department of MOH and VSS has a role on operational
environment development for promoting the modernization and executing the requirement definition in
installation of IT system to health insurance system operation.

At the local and operational level (DOH, P/DSS and hospitals), there should be a personnel that would
supervise the entire information management that could be designated as Chief Information Officer (CIO).
It could be assigned in the general planning department close cooperation with the IT department. Table
9-5 summarizes expected functions of CIO and the IT department to improve IT governance in local health
administration and health facility.

Table 9-5 Expected Functions of CIO and IT Department to Improve IT Governance

ClO IT Department
Mission IT governance IT operational management
Expected - Incorporate a business goal and plan into goal| - Development of IT strategy and plan
Functions and strategy of IT development according to the organizational strategy
- Prioritization of IT projects according to expected Human resource management
outcomes and resources (IT portfolio - Project management
management) - Operation management
- Allocation of necessary resources for IT incident-management, problem
development management
- Risk management - Reporting process, progress, and
- Monitoring and evaluation of IT development achievements to the management team
Source: Survey Team

9.2.7 IT System

Because health insurance business is composed by various factors and therefore complex (multiple
stakeholders, a lot of information, complex management items, constraints), the administrators in MOH
and VSS should understand the overall picture, contents of each task flow and relationship of those tasks,
and issues that are occurring on the business prior to entrusting IT development to vendors. The Survey
Team observed that some pilots had not been successfully implemented because the terms of reference
(TOR) of the IT pilots was developed by a vendor and the administrators did not understand the overall
picture of relevant works.

(1) Requirement Definition by the Customer/ User of the System
The requirement definition is one of the important phases in the IT system development process as shown
in Figure 9-22.
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Requirement Internal
Definition (Analyze) Design Testing Maintenance
External Coding Operation
Design
Focusin What to
& How to make How to operate
on make
In charge | Customer IT company and customer
Source: Survey Team

Figure 9-22 IT System Development Phase

It should be done prior to actual design and coding. In this phase, it is necessary to clarify the function and
performance of the IT system based on the requirement of users. Outcomes of this phase were summarized
in the requirements definition document. It is emphasized that the requirement definition phase should be
led by the customer especially the IT department who well understands the business procedure and the
organization structure, not by other IT companies.

(2) Extension and Promotion of the IT System

In order to accelerate IT installation to health facilities, financial support from the state budget should be
considered to procure hardware and software especially at the initial stage. In addition, incentives for
health facilities which have developed IT system could be effective to motivate health facilities and local
administrations. For example, the payment from health insurance fund could be topped up in accordance
with the level of IT system development.
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Chapter 10 Recommendation on Future Cooperation

Among the prioritized actions in Chapter 9, the Survey Team suggested five components as shown in Table
10-1 for JICA’s technical cooperation for the next five years. Those were considered based on situational
analysis made in Chapters 2 to 7 and information on technical cooperation resources in Japan and other
countries described in Chapter 8. At the same time, as budgetary support is considered in the Health Sector
Five-Year Plan 2016-2020 (Table 3-4), a development policy loan (DPL) is also suggested in this chapter.

Table 10-1 Proposed Components for JICA's Technical Cooperation

Components Propos ed Available Resources

1 Improvement of data entry and.l | Accumulated experiences of JICAs technical cooperation on health
management capacity of information management
accounting, claiming and clinical Experiences and resources of the Project for Strengthening Medical
staff Service in Northwest Provinces (JICA).

2 Capacity development of the3.2 | Experiences in establishing the Central Social Insurance Medical
council/ sub-committee to manage Council (CSIMC) of Japan and its TOR, function, and actual
benefit package, medical fee operation.
schedule and provider payment
method

3 Continuous review of BHSP to bet.3 | Roles, functions and tasks of CSIMC, its technical working groups,
paid by the health insurance fund and concerned agencies to revise the benefit package and medical

fee schedule.
Methodology and procedure to collect and analyze necessary data.

4  Development of standard clinical.4 | Experiences in developing and revising standard clinical guidelines
practice guidelines to be covered by academic societies
by health insurance

5 Development of DRGs 6.3 | Partnership Project for Global Health and Universal Health

Coverage (JICA)

Note: *=Numbers in proposed roadmap (Figure 9-9)
Source: Survey Team

10.1 Technical Cooperation

As mentioned above, five components are suggested for technical cooperation. When the draft BHSP is
presented, the project may undertake a trial cycle of evidence-based review and discussions on policy
guidance to optimize it. For the evidence-based review, management of provider payment and data
collection should be implemented appropriately. Therefore, the project should include three factors; Benefit
Package/BHSP, provider payment and evidence-based management. As shown in Figure 10-1, Component
3 will assist in the Benefit Package/BHSP development and continuous review, Components 4 and 5 may
contribute in the improvement of provider payment mechanism. Component 2 may assist in strengthening
evidence-based management of BHSP or benefit package and provider payment method, while Component
5 will assist to strengthen information management capacity, which is basic and essential factor for
evidence-based management. Therefore, these components are mutually relevant to develop the health
insurance system.
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Benefit Package/BHSP El Continuousreview of Benefit Package/BHSP
e n Development of standard clinical practice guidelines
Provider Payment
DRG Development
Evidence-based management 2
\_ J
Information Management
Source: Survey Team
Figure 10-1 Proposed Components for JICA's Technical Cooperation

Figure 10-2 presents the targets of each component. Components 2 to 5 need to work with a council and its
technical working groups. Component 1 is for the operational level to improve quality of data.

Figure 10-2 Targets of Each Component

10.1.1 Preconditions for Technical Cooperation Project

e
Council or Sub-committee
¢ Benefit package/ BHSP
¢ Medical fee schedule
¢ Provider payment method
¢ Standard clinical practice guidelines
Technical Working Groups
¢ Data analysis, situation analysis, recommendations
Demography Disease Socio- Health Clinical Pharmacy || Public Health Hospital
Aging Burden economy Finance Practice Prevention Managemen
Relevant Departments in MOH Data gratio } I
e Claim
¢ Hospital management « Payment
¢ Treatment and examination services
* Drugs
* Morbidity
* Mortality
Health ¢ Payment by patient (medical cost) m
. * Health insurance usage
Service
X
Source: Survey Team

However, during the Survey, clear decision to establish the council has not been made. Also, clear
consensus on the concept of the Benefit Package/BHSP has not been obtained among the stakeholders.
Therefore, the following preconditions (Table 10-2) should be fulfilled to design the above technical
cooperation project, because the suggested components will be relevant to the council and the Benefit
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Package/BHSP. Even in Component 1 (information management), necessary data to manage the Benefit
Package/BHSP and provider payment should be identified by the council.

In addition, because the Benefit Package/BHSP is relevant to various factors such as medical services,
drugs, medical supplies, service prices, as well as financial status of hospitals and health insurance fund,
cross-sectoral/inter-agency collaboration should be ensured. The Survey Team found out that collaboration
between MOH and VSS seems not practically well functioning. Also, as mentioned in the Health Sector
Five-Year Plan 2016-2020, relevant circulars are not consistent and coordinated with each other. It means
concerned departments under MOH are not well coordinated with each other and the leadership may still
be weak to make all stakeholders aim at the same direction for continuous improvement of health insurance
system to respond to people’s needs.

Table 10-2  Preconditions for JICA’'s Technical Cooperation

» Establishment of an organization for continuous improvement of the benefit package or BHSP
- Although the decision on the National Council on Health Insurance Policy has been issued, the
concrete tasks, roles, responsibilities, authorities and official recognition seem not to be defjned. To
develop BHSP or review the health insurance benefit package and well maintain continuously, an
organization to be involved in continuously improvement of the package will be important.
Therefore, the clear consensus should be announced by an official document, such as a circular.

- If one of the sub-council will take care of it, terms of reference (TOR) including list of concerned
departments or divisions and technical working group members should be prepared to stgrt actual
work.

* The Benefit Package/ BHSP

- To issue a circular on the clear and concrete definition and objectives of BHSP, and direction/
strategy to continuous review of the benefit package/ BHSP

* Cross-sectoral/ Inter-agency collaboration

- To ensure proactive involvement or cooperation of VSS and the Ministry of Finance

- To ensure strong commitment of all concerned departments of MOH (Department of Planning and
Finance (DPF), Department of Health Insurance (DHI), and Medical Service Administration
(MSA)) and organizations in the pilot provinces (People’s Committee, DOH, PSS, and |health

facilities)

Source: Survey Team

10.1.2 Outline of the Proposed Components

(1) Component 1: Information Management

Component 1 for information management has two sub-components. The first one aims to improve quality
of data entered in daily operation (Table 10-3). Although the accuracy and timeliness of data submission is
essential for evidence-based decision making, it was not well recognized among stakeholders. Through
Component 1-1, firstly, concerned departments of MOH are expected to understand the importance of
appropriate data management and it will be expanded to the personnel at the operational level.
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Table 10-3 Component 1-1: Improvement of Data Quality at the Operational Level

Item Contents
Background | - In general, importance of data accuracy and data management are not well recognized from central
to grass roots level.
- Health service providers do not enter accurate data on examination, treatment, prescription and
health insurance claim.
- Policies and regulations are not developed based on appropriate evidences.
Objectives -To ensure data accuracy in health facilities
- To strengthen capacity of staff in charge of data entry and management
- To develop national standard on the Hospital Information System (HIS)
Stakeholdery - MOH (DPF (Statistics Division), MSA, IT Department)
- Hospitals (General Planning Department (GPD), nurses, and staff entering data in their daily work)
Activities MOH | Hospitals
To assist in developing a roadmap and action plan to improve data quglity(n
health facilities
To assist in developing criteria of human resources for data management| O
To assist in developing training program and materials on data accuracy O O
To assist in providing the trainings (general planning department, accouintiay O
department, etc.)
To jointly study on the current situation of HIS and identify necessary standar@® O

Source:

Survey Team

The second sub-component is to assist in the establishment of integrated data management system. As

shown in Figure 10-2, various data relevant to medical services, payment, health status, and hospital

management are to be collected and integrated to provide evidences to make appropriate decisions on

health insurance system. In Component 1-2 (Table 10-4), the framework of data integration will be

discussed and outlined through collaboration among stakeholders. Through this process,

responsibility, leadership and implementing structure should be identified.

Table 10-4 Component 1-2: Capacity Development on Data Integration

Iltem

Contents

Background

clear

- Necessary data to manage health insurance system are fragmented among the departments of

MOH, health service providers and VSS/PSS.
- Benefit package and provider payment are not managed based on appropriate policy evide

Objectives

-To develop data collection, management and aggregation to prepare appropriate policy evid
for the council/sub-council
- To strengthen awareness and capacity of MOH officers on data management for policy evid
- To develop national standard of data management system, i.e., health management informa
system (HMIS), etc.

Stakeholders

- MOH (DPF (Statistics Division), MSA, IT Department)
- VSS (Health Insurance Implementation Department)

Activities

a) To assist in developing a roadmap and action plan to establish a data integration center
b) To assist in developing a routine data collection system and protocol for the technical wd
groups under the council/sub-council

To assist in developing the training program and materials on data management

To assist in providing a training for the data integration center staff and MOH concerned
personnel

To seek collaboration with DHIS operated by MSA

To jointly study the current situation of data management system, and identify necessary
function and standard

Source:
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(2) Component 2: Capacity Development of the Council

Through Component 2 (Table 10-5), a council to manage health insurance system including the benefit
package and provider payment mechanism, NACHIP, should be strengthened its capacity together with
sub-committees. At the same time, concerned departments of MOH will strengthen necessary capacity to
provide information to the council. The council will develop capacity to build consensus among various
stakeholders and advocate relevant decisions based on evidences.

The above mechanism might be innovative for Viet Nam. To coordinate among various stakeholders that
have different intention and interest, the secretariat should be neutral. Also, the secretariat should
coordinate and compile the various evidences required to manage the health insurance system. It may need
a certain work load. Considering the above, competency of the head and staff of the council should be
carefully discussed.

Table 10-5 Component 2: Capacity Development of the Council to manage the Benefit
Package/BHSP and Provider Payment Mechanism

ltem Contents
Background Health insurance benefit package and provider payment methods are not managed sufficiently.
Objectives -To establish a cross-sectoral cooperation and coordination mechanism to manage health

insurance system
- To strengthen the above mechanism

Stakeholders MOH (DPF, DHI, MSA, Administration of Drug Management, Medical Equipment and
Infrastructure Department, Administration of Preventive Medicine, etc.)

- VSS (Health Insurance Implementation Department)

- Ministry of Finance (MOF), Ministry of Planning and Investment (MPI)

- Academic institutions

Activities a) To assist in drafting the terms of reference (TOR) of the council and the technical working
groups, including membership, mission, objectives, function, activities, etc.

b) To assist in consensus building among the stakeholders such as relevant departments |of
MOH, VSS, health service providers, academic institutions, etc.

c) To clarify roles and functions of the secretariat and establish competencies of the head| and
staff to be assigned to the secretariat.

d) To assist in identifying necessary routine data to review the benefit package/ BHSP.

e) To design the survey to collect and analyze the above data in cooperation with academic
institutions.

f)  To assist in capacity development of the technical working groups on data analysis and
interpretation, as well as situational analysis.

g) To assist in capacity development of the council to make policy recommendations to decision
makers.

Source: Survey Team

(3) Component 3: Continuous Improvement of Benefit Package/BHSP
Component 3 is for continuous improvement of Benefit Package/BHSP.

As shown in Table 10-6, technical working group will be formed to draft BHSP referring to available data.
The methodology described in Section 9.2.5 may be referred. Because it seems to be difficult to conduct a
pilot on the draft, several consultation meetings will be held to obtain inputs and opinions from
stakeholders such as hospitals, patients, local governments, etc.
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Table 10-6 Component 3: Continuous Improvement of Benefit Package/BHSP
Item Contents
Background -The current wide-range of benefit package may be critical on sustainability of health

insurance fund.
- The existing lists of services to be covered by the health insurance (Circular 43 and 37) are
not standardized.

Objectives -To develop a clear list of services to be covered by health insurance

Stakeholders - MOH (DPF, DHI, MSA), chief doctors in the hospitals, academic personnel, Health Strategy
(TWG members) | and Policy Institute (HSPI), VSS, etc.

Activities a) To facilitate to form the technical working group (TWG).

b) To provide trainings on health insurance system and appropriate benefit package.

c) To facilitate the TWG to discuss concepts and contents of the health insurance bengfit
package referring to HFG data.

d) To assist TWG to draft the health insurance benefit package.

e) Integrating the existing lists.

f)  Matching with the international standards such as ICD9-CM, ICHI, etc.

g) To assist TWG to consult with stakeholders on the draft.

h) To assist TWG to finalize the draft to be submitted to the national assembly.

Source: Survey Team

(4) Component 4: Development of Standard Clinical Practice Guidelines

Standard clinical practice guidelines to be covered by health insurance could be effective to improve
guality of medical services, control oversupply, and enhance claim examination from medical viewpoints.
In Component 4 (Table 10-7), the guidelines for major diseases could be developed. It could be reflected to
pre-service education to expand proper understanding among health service providers.

Table 10-7 Component 4: Development of Standard Clinical Practice Guidelines

Item Contents

Background -Oversupply of the treatment and examination services may cause unnecessary expenses of
health insurance fund and financial burden of patients.
- VSS/PSS cannot control oversupply because they cannot identify unnecessary services.

Objectives -To develop the standard clinical guidelines to be covered by health insurance fund
- To improve efficiency and effectiveness of claim examination
- To control oversupply to reduce financial burden of patients and health insurance fund

Stakeholders - MOH (MSA, DPF, DHI), chief doctors in the hospitals, academic personnel, Health Strategy
(TWG members) | and Policy Institute (HSPI), VSS, etc.
Activities a) To facilitation in forming the technical working group (TWG)

b) To provide trainings on standard clinical practice guidelines

c) To identify diseases/ symptoms to develop the standard clinical practice guidelines

d) To assist in developing the guidelines

e) To assist trial in some pilot hospitals to verify effectiveness on patient services, claim
examination, total medical cost, OOP and payment from health insurance fund

Source: Survey Team

(5) Component 5: DRG Development

Regarding technical assistance for DRG development, MOH has been cooperating with the Thai
government through participating in training and technical assistance for the pilot project. Meanwhile,
Japan does not have the appropriate technical resources on development of DRG. The Survey Team would
like to suggest to seek an opportunity to have another technical cooperation through a JICA project to be
implemented under partnership with the Thai government.
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10.1.3 Training in Japan and Third Country

(1) Training in Japan

During the study tour in Japan as an activity of ‘Basic Information Survey for BHSP and Provider Payment
Mechanism in Viet Nam’, the Survey Team identified several training needs for the future. The study tour
in Japan was conducted from 15 May to 24 May 2016 (Please refer the contents in the Chapter 1). Fourteen
participants came from MOH, DOH of the two provinces and related organization such as MOF and VSS.
Participants were from deputy department director to officer classes. Therefore, the level of understanding
of social insurance system was different. Since the training in Japan was designed to cover all the contents
such as overview of social security system including public health insurance with respective stakeholders
such as the Ministry of Health, Labour and Welfare, several insurers such as Japan Health Insurance
Association (kyokai kenpo), National Federation of Health Insurance Association, Health Insurance Claims
Review and Reimbursement Services. Participants also visited the local government of Saku City, Nagano
Prefecture, Saku Central Hospital and Kitaaiki Clinics.

All participants understood that it is not only the health insurance system has to be properly established but
also proper health service mechanism has to be put in place to guarantees quality health care and easy
access for the people.

For this reason, the Survey Team proposes the following training program to strengthening the Vietnamese
health insurance system.

Table 10-8 Examples of Future Training in Japan

Name of Program Contents Target Duration

Strengthening Capacity 1. Concept Setting Director class officialg 2 weeks
of Policy Making Role of bureaucrats (MOH, MOF)
Policy Formation

Function of the Secretariat Middle class officials| 1 week

1.
2.
3.
4. Information Collection, etc
Role of Central Socia) 1.
2.
3.

Insurance Medical 2. Importance of statistical data and proper analysi@gMOH)

Council Schedule setting consensus building, etc

Extension of Coverage| 1. Knowing the present situation of Vietham Middle class official| 1 week
2. Application (VSS)
3. Collaboration of educational institutions, etc

Collection of Premium | 1. Collection of premium Middle class official| 1 week

2. Analyzing existing organization and possibility|ofVSS, PSS, DOH)
collaboration
3. Training of community health workers, etc

Concept of DPC 1. Concept of DPC Middle class officials| 2 weeks
2. Formulation of DPC (MOH, medical
3. Conducting pilots with medical institutions universities)

4. Modification of contents through the information
provided by pilot medical institutions, etc.

Source: Survey Team

(2) Training in Third Country

Given the situation of the ASEAN countries, namely: Thailand, Indonesia, the Philippines, Cambodia, Lao
PDR, and Malaysia, were considered, and only Thailand can be considered as reference for the Viethamese
health insurance system in terms of level of coverage (UHC), medical fee payment system (Capitation,
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Fee-for-Service, DRG), methodology of coverage for informal sectors, and function of service providers
and budget arrangement, In addition, medical cost of the elderly is a future challenge for the health
insurance system in Vietnam, a project by JICA called the Project of Long-Term Care Service
Development for the Frail Elderly and Other Vulnerable People (LTOP) is worthy to visit and understand
the concept and operation of the project.

For this reason, the training in third country is recommended to be conducted in Thailand with the
following subjects:

* Extension of coverage to informal sector (budget allocation, involvement of local government and
service providers, defining medical service package and negative list);

* Preparing for the aging and aged society and examining the possibility of care service for the elderly
under health insurance or necessity of separate system;

* Collection of data for policy design and function of research institutes;

* Collection of premium (actions and challenges) by SSO;

* Method of controlling the quality health care;

* Development of DRG (nheed to examine whether it is applicable for Vietnam); and

e Joint training with CAP-UHC in Thailand.

Trainings could be arranged with National Health Security Office (NHSO), Social Security Office (SSO)
and the Ministry of Public Health of Thailand.

10.2 Development Policy Loan

To respond to the Health Sector Five-Year Plan 2016-2020 mentioning a shift from project loan to budget
support loan, a development policy loan (DPL) might be suggested. JICA has provided it to Kenya for
strengthening the health insurance system, especially to support the poor. Although the possible scope has
not been identified, DPL might exert the effort to further develop the health insurance system and achieve
universal health coverage (UHC).

DPL is to be disbursed in accordance with the achievements of policy development actions defined in a
policy matrix. The draft policy matrix is suggested as shown in Table 10-9 based on the results of the
Survey and the following criteria:

* The actions are essential or important to:
- Draw an overall picture of health insurance system as part of national health financing strategy;
- Ensure financial resources to achieve UHC;
- Present clear and simple benefit package and medical fee schedule for all stakeholders;
- Control overuses of unnecessary high-cost medical services;
- Make decision based on reliable evidences; and
- Improve overcrowding in the central/provincial hospitals.

* Progress of the actions could be monitored and controlled by MOH.

The actions on health insurance are relevant to other important stakeholders such as MOF and VSS.
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Table 10-9  Proposed Draft Policy Matrix

First Tranche

Second Tranche

Monitoring Indicators

Category Expected Impact (Sep. 2017) (Sep. 2019) Baseline | Target So.u.rce.of Responsibility
verification
' . . Jul. An approved MOH-DPF,
Health financing strategy is develope draft 2017 | strategy MOE
Whole picture of health Mid-term plan and action plan @ Sep. )
Policy financing including| health financing are developed. n-a. 2017 An approved plan|  MOH-DPF
health insurance syste Financial simulation of health cafe An approved
is established. expenditure and the healthn a Sep. |report on the MOH-DPF,
insurance fund are reported to the ™ 2019 | financial VSS
stakeholders. simulation
Financin Financial resources fcrglli\évhgfxa:gve;;roecai?dm ff)orbi‘(i:ggng na Sep. | Financial report of MOH-DPF
9 UHC are ensured. . o 2017 | MOH MOF
protection for the vulnerable people.
A council/sub-council commenced i Decision of
activity to develop and manage t . Jul. Minutes of
b - . establishm X MOH-DHI
, enefit package and medical f 2017 | meetings
The benefit package of ent
. 1 schedule.
health insurance i an approved
optimized. Technical working group t
ll\)/leannea;?[emen;(:ka c;f develop/review the benef n.a. g/loalr.7 ;?dR’ rr\1,\ilr?lr1|:esplag MOH-DHI
. P 9 package/BHSP is established. .
medical fee meeting
schedule and Apbropriate rovider Outputs and lessons learned of p
provider paymen gpmepnt methrz)ds ar rojects on provider payment meth fragmented| Sep. | A report on the MOH-DPE
method gy“e d (capitation and DRG) are integrat pilots 2019 | analysis
pplied. and analyzed.
Evidence-based The council/sub-council or the
decision making i technical working group identifies Se A list of necessar
made on the benef necessary data for management afa. 205'7 data Y MOH-DHI
package/BHSP an benefit package and medical fee
medical fee schedule. schedule.
A comprehensive Lists of medical examination ar An integrated
Bengﬂt package andbenefit package of thetreatment, .drugs_ and medical materi fragmented| Sep. list .of medical MOH-MSA
medical fee . 'to be provided in each level of hea . services,  drugs,
health insurance s, .. ; : lists 2017 . : MOH-DPF
schedule facility are integrated into one bene medical materials
developed. .
package. (benefit package)
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First Tranche

Monitoring Indicators

Second Tranche

Category Expected Impact (Sep. 2017) (Sep. 2019) Baseline Target So.u.rce.of Responsibility
verification
Medical fee schedule is integrated Sep. vAvit?]enrﬁgtdigz(l:k?gs MOH-DPE
into the benefit package or BHSP 2019
schedule
Draft circular on BHSP or revised .
benefit package to be paid b Sep A drait C|rcular_ on
. %.a. ~ | BSHP or revised MOH-DPF
health  insurance  fund S 2019 )
benefit package
developed.
Approved criterial
Legal documents on criteria of high-cost/
high-cost/ advanced medical services na Sep. | advanced medical MOH-DPE
be covered by health insurance e 2017 | services to be
Overuse of high-costdevelOped' _covered by health
services is controlled. insurance
Legal documents on standard
clinical practice guidelines far Se Approved
major diseases to be covered |by.a. . guidelines off MOH-MSA
; 2019 -
the health insurance fund are major diseases
developed.
Standards of information managemg existing Dec Revised matef
Necessary standards nrfor health insurance: master code codes and 201'7 code and claim MOH-DHI
Y 4"&laim format are improved. formats format
developed to apply | - -
. Standards of information
to health insuranc ) - . .
, S management for health insurancexisting Sep. | Revised claim MOH-DHI,
claim and examination . A A
claim examination rule argerules 2019 | examination rule VSS
Information developed.
management Accurate data i$ A manual to enter accurate data Dec
submitted in timely timely manner for accounting, claimir] n.a. 201'7 The manual MOH-DHI
manner. and clinical staff are developed.
Stakeholders utilizg Mechanism for integration qf Legal do_cumen
- on establishment
data to make decisio necessary data for management gof Sep. MOH-DHI,
. g .n.a. of a health
and develop actio health insurance system |is 2019 | . VSS
insurance data
plan. developed. : )
integration center
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Category

Expected Impact

First Tranche
(Sep. 2017)

Second Tranche
(Sep. 2019)

Monitoring Indicators

Baseline Target

Source of
verification

Responsibility

Referral  system

A legal document on gate-keepi

An approved

. . 5 . ; . Sep. | circular on
Service delivery strengthened. ;uenvc(;c:ggegf CHSs or family doctor i n.a. 2017 | gate-keeping MOH-MSA
' function
Source: Survey Team
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Appendix 1:

Itinerary and Photos of Field Survey

Itinerary of Field Survey
(1) First Field Survey

Date Itinerary
Nov | 25 | Wed | Arrived inHanoi (Nagai, Nishimagi)
Ministry of Health (MOH) — Department of Planning and Finance (DPF): Dr. Tham Chi
Dung
26 | Thu | JICA Viet Nam Office, Ms. Sadamoto, Ms. Hoa
Arrived inHanoi (Arima), Nippon Koei Viet Nam
27 | Fri NTT Data Vietnam
28 | Sat Reporting
29 | Sun | Arrived inHanoi (Sasada, Sato), Team Meeting
30 | Mon | USAID-Health Finance and Governance Project (HFG) (Abt Associates)
Diu Nguyen, MPH, Communication and M&E Program Officer, Health Finance &
Governance Project
Dec | 01 | Tue | Pre-meeting for the workshop on social insurance database, the World Bank
MOH - Department of Health Insurance (DHI): Dr. Tong Thi Song Huong — Director
02 | Wed | Team meeting
03 | Thu | LuxDev (the Luxembourg Agency for Development Cooperation)
Mr. Raja Chowdhry, Senior Technical Advisor and Ms. Yen Pham
04 | Fri Hanoi Economic University (IPPM): Prof. Giang Thanh Long
DPF, Dr.Dung
LuxDev: PIC for performance based financing
Health Strategy Policy Institute (HSPI): Dr. Oanh- Director
05 | Sat Reporting
06 | Sun | Team Meeting
07 | Mon | WHO, Dr. Ngyen Kim Phuong, National Professional Officer, Health Financing
08 | Tue | Leave for Japan (Nagai)
MOH — Administration of Health Information Technology
Mr. Pham Xuan Viet, PhD — Deputy Director
09 | Wed | Vietnam Social Security (VSS) -Department of International Cooperation
-Board of health insurance policies
-Department of collection
-IT Center
-Multi-line payment center north
VNPT
Mr. Nguyen Quoc Cuong, Director, Information Technology and Value Added Services
Department
10 | Thu | Vietnam Academy of Social Sciences (VASS)
Dr Tran Thi Minh Thi, Deputy Director, Research Institute for Family and Gender
11 | Fri FPT Information System: Ms. Mai Do Thi Ngoc, Director of Business Assurance Center
The World Bank: Ms. Nga Nguyet Nguyen
12 | Sat Reporting
13 | Sun | Leave for Gia Lai (Sasada, Sato, Arima)
Arrive in Hanoi (Nagai)
14 | Mon | Reporting Gia Lai (Sasada, Sato, Arima)
15 | Tue | Reporting
16 | Wed | Hoa Binh (Nagai,
17 | Thu | Onishi, Nishimagi) Arrive in Hanoi (Sasada, Sato, Arima)
18 | Fri The World Bank: Dr. Dao Lan Huong
19 | Sat Reporting
20 | Sun | Reporting
21 | Mon | DPF, Dr. Dung
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Date Itinerary
JICA Viet Nam Office
22 | Tue | WHO: Dr. Socorro Escalante / Ms. Nguen Thi Kim Phuong
Preparation Meeting for NHC Workshop
23 | Wed | Reporting
24 | Thu | Leave for Japan (Sasada)
BAOVIET INSURANCE CORPORATION
Mr. Do Hoang Phuong, Health and PA Division
25 | Fri Preparation Meeting on National Council for Health Insurance Policy, MOH
26 | Sat Leave for Japan (Sato, Arima and Nishimagi)
27 | Sun | Reporting
28 | Mon | Leave for Japan (Nagai, Onishi)
(2) Second Field Survey
Date Itinerary
Jan |30 | Sat | Arrive in Hanoi (Onishi, Uehara)
31 | Sun | Team Meeting
Feb | 01 | Mon | JICA Viet Nam: Ms. Sadamoto, Ms. Hoa
02 | Tue | DPF, Dr. Dung
HFG, Mr. Nazzareno Todini, Chief of Party, Health Finance & Governance Project
03 | Wed | HSPI: Dr. Oanh- Director
Leave for Bangkok, Thailand (Onishi)
04 | Thu | National Health Security Office, Thailand
05 | Fri Social Security Office, Thailand
06 | Sat | Leave for Tokyo (Onishi)
Move to another JICA project from Feb 7 (Uehara)
16 | Tue | Arrive in Hanoi (Arima)
17 | Wed | Arrivel in Hanoi (Onishi, Nishimagi)
18 | Thu | DPF, Dr. Dung
19 | Fri MOH-Department of International Cooperation: Mr. Do Dang An
20 | Sat Reporting
21 | Sun | Arrive in Hanoi (Nagai, Sato)
22 | Mon | Arrive in Hanoi (Uehara)
JICA Viet Nam Office
23 | Tue | Hanoi Medical University-Department of Health Economics: Dr. Pham Huy Tuan Kiet
DPF
24 | Wed | Reporting
25 | Thu | DPF, Dr. Dung
26 | Fri Health Finance Technical Group Meeting, MOH
27 | Sat Reporting
28 | Sun | Reporting
29 | Mon | DPF, Health Statistics Division, Ms. Hang
JICA Viet Nam
Mar |1 Tue | The First Workshop
Arrive in Hanoi (Sasada)
2 Wed | Leave for Japan (Arima)
Leave for Binh Dinh province (Nagai, Sato, Nishimagi)
Leave for Japan (Uchara)
Vietnam Health Economics Association
HSPI -Capitation Pilot
3 Thu | Leave for Japan (Onishi) Binh Dinh (Nagai, Sato,
EU-Health Facility Program (HF) Nishimagi)
4 | Fr Reporting
5 Sat Team Meeting
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Date

Itinerary

Arrive in Hanoi (Arima)

6 Sun | Leave for Japan (Sasada)
Arrive in Hanoi (Onishi)
7 | Mon | VSS: Department of Health Insurance Policy Implementation/ Department of Inter
national Cooperation
VSS: IT Center
8 | Tue | WHO
Leave for Dong Thap Province (Onishi, Arima, Nishimagi)
9 Wed | Leave for Japan (Nagai)
Dong Thap (Onishi, Arima, Nishimagi)
10 | Thu
11 | Fri
12 | Sat Arrive in Hanoi (Onishi, Arima, Nishimagi)
13 | Sun | Leave for Japan (Onishi)
14 | Mon | Arrive in Hanoi (Nagai)
Meeting “Survey and development of statistic and automatic review system for the pilot
project of DRG payment method by Ministry of Economy, Trade and Industry (METI)”
15 | Tue | Consultation Workshop on Health Financing TWG (Nagai, Sato)
16 | Wed | Reporting
17 | Thu | MOH-Medical Service Administration (MSA), Dr. Son
18 | Fri DHI, Ms. Nu Anh
19 | Sat Reporting
20 | Sun | Reporting
21 | Mon | Reporting
22 | Tue | DPF: Dr. Cong, Dr. Anh, Dr. Dung
JICA Viet Nam Office
23 | Wed | Leave for Japan (Nagai, Sato)
24 | Thu | Reporting
25 | Fri Leave for Japan (Nishimagi)
26 | Sat Reporting
27 | Sun | Reporting
28 | Mon | Arrive in Hanoi (Onishi)
29 | Tue | Leave for Binh Dinh (Onishi, Arima)
30 | Wed | Binh Dinh: PSS, DSS, Hospitals
31 | Thu | Binh Dinh: PSS, DSS, Hospitals
Apr |1 Fri Leave for Japan (Onishi, Arima)
(3) Third Field Survey
Date Itinerary
Apr |19 | Tue | Arrive in Hanoi (Arima)
20 | Wed | Arrive in Hanoi (Nagai, Sato)
21 | Thu | BHSP Workshop
22 | Fri BHSP Workshop
DPF
23 | Sat Arrive in Hanoi (Onishi, Nishimagi)
24 | Sun | Team Meeting
25 | Mon | Reporting
26 | Tue | Leave for Tokyo (Nagai, Sato, Arima)
27 | Wed | Leave for Tokyo (Nishimagi)
28 | Thu | Reporting
29 | Fri Hanoi Economic University (IPPM): Prof. Giang Thanh Long
30 | Sat Leave for Tokyo (Onishi)
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(4) Fourth Field Survey

Date Itinerary
May | 29 | Sun | Arrive in Hanoi (Onishi, Sato, Nishimagi)
g(l) %(;n Binh Dinh (Onishi, Sato, Nishimagi)
Jun 1 | Wed | Arrive in Hanoi (Nagai)
2 | Thu | Arrive in Hanoi (Arima)
3 | Fr NTT Data Vietnam
4 | Sat Team Meeting
5 | Sun | Reporting
6 | Mon | VSS
7 | Tue | DPF
Bach Mai Hospital
Meeting with Vice- Minister
8 | Wed | JICA Vietnam Office
9 | Thu | Reporting
10 | Fri Leave for Tokyo (Nagai, Onishi, Sato, Arima, Nishimagi)
(5) Fifth Field Survey
Date Itinerary
Aug | 29 | Mon | Arrive in Hanoi (Nagai, Onishi, Sato), JICA Viet Nam
30 | Tue | WHO
31 | Wed | Workshop on National Council for Health Insurance Policy, MOH
Sep 1 | Thu | HSPI
2 | Fri DPF, DHI
3 | Sat | Leave for Tokyo (Nagai)
4 | Sun | Reporting
5 | Mon | DPF, DHI
6 | Tue | DHI
7 | Wed | DPF, DHI
8 | Thu | DPF, DHI
9 | Fri DHI (Director)
10 | Sat Leave for Tokyo (Sato)
11 | Sun | Reporting
12 | Mon | Reporting
13 | Tue | DHI
14 | Wed | DHI
15 | Thu | DHI
16 | Fri Workshop on Capitaion (DPF & EU)
17 | Sat Reporting
18 | Sun | Reporting
19 | Mon | Reporting
20 | Tue | EU EPOS Project, DPF
21 | Wed | DHI
22 | Thu | DHI, Leave for Tokyo (Onishi)
Oct 17 | Mon | Arrive at Hanoi (Onishi)
18 | Tue | Arrive at Hanoi (Sato)
19 | Wed | DPF
20 | Thu | DHI, JICA Viet Nam Office
21 | Fri DPF, DHI
22 | Sat Leave for Tokyo (Sato)
23 | Sun | Reporgting
24 | Mon | DPF, DHI
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Date Itinerary
25 | Tue | DPF, DHI
26 | Wed | DPF, DHI
27 | Thu | DPF, DHI
28 | Fri DPF, DHI
29 | Sat Leave for Tokyo (Onishi)
30 | Sun
31 | Mon | Arrive at Hanoi (Nagai), JICA Viet Nam
Nov. | 1 | Tue | Workshop on Preliminary Results of Actuarial Analysis for BHSP, MOH-HFG
2 | Wed | VSS
3 | Thu | Leave for Tokyo
Dec. | 21 | Wed | Arrive at Hanoi (Onishi)
22 | Thu | DPF
23 | Fri DPF, DHI
24 | Sat Reporting
25 | Sun | Reporting
26 | Mon | DHI
27 | Tue | JICA Senior Advisor for MOH, Leave for Tokyo (Onishi)
Feb. 6 | Mon | Arrive in Hanoi (Onishi)
7 | Tue | DPF
8 | Wed | Informal Donor Meeting
9 | Thu | DHI, WHO
10 | Fri EU, World Bank
11 | Sat Reporting
12 | Sun | Reporting
13 | Mon | HSPI
14 | Tue | EU-HF, DHI, DPF
15 | Wed | VSS
16 | Thu | Arrive in Hanoi (Nagai), DHI and VSS, Health Insurance Policy Implementation Dept.
17 | Fri Leave for Tokyo (Onishi)
18 | Sat Reporting
19 | Sun | Reporting
20 | Mon | HSPI
21 | Tue | Leave for Tokyo (Nagai)
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Photos of Field Survey

Interview with DOH in Hoa Binh Interview with Provincial Hospital in Hoa Binh

Preparation Meeting on National Council for Health

Provincial Hospital in Gia Lai Insurance Policy, MOH

Interview with National Health Security Office in

Thailand Interview with Social Security Office in Thailand
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Workshop1 in Hanoi in March 1, 2016 Workshop 1 in Hanoi on 1 March, 2016
— Opening Speech by MOH — Presentation by JICA Survey Team

Interview with Provincial People’s Committee

in Binh Dinh District Hospital in Binh Dinh

Interview with DOH in Dong Thap Interview with ProvincialHospital in Dong Thap
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Interview with Provincial Hospital, An Nhon District Social Security,
Binh Dinh Province Binh Dinh Province

Interview with Bach Mai Hospital Meeting with DPF, MOH

Meeting with Vice-Minister, MOH Meeting with Vice-Minister, MOH
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Appendix 2:  Program and Record of the First Workshop

Date: 8:30-13:30, March 1%, 2016
Venue: Pullman Hotel, Hanoi
Chaired by: Dr. Pham Le Tuan, Vice Minister, MOH

Mr. Nguyen Minh Thao, Deputy General Director, VSS
Mr. Chikahiro Masuda, Senior Representative, JICA Vietnam
Objectives:
1. To present preliminary results and findings of the Survey
2. To provide outlines of Japanese medical insurance and medical fee payment system, and the
function of Central Social Insurance Medical Council which could be useful for Viet Nam to

consider the National Council for Health Insurance Policy

1. Opening Remarks

1) Dr. Pham Le Tuan, Vice Minister, MOH

The Resolution No0.68/2013/QHI13 and Law No/46/2014/QH13 of the National Assembly, specified
requirements to increase the coverage of health insurance, to take measures to ensure the quality of medical
services, to ensure the sustainability of health insurance fund and to reduce out-of pocket payments. In
accordance with them, MOH and stakeholders are to develop and issue a circular on basic health service
package (BHSP) covered by the health insurance by 2018. MOH has been implementing activities for
developing BHSP in close collaboration with relevant stakeholders such as Luxembourg Agency for
Development Cooperation and HFG-USAID. As for payment mechanism, we have promoted activities to
strengthen data collection, which is necessary for establishing BHSP and proper payment mechanism.
MOH has worked closely with VSS and stakeholders, and tried different payment methods such as
capitation and DRG. We are pleased to work with JICA for developing BHSP and provider payment
method for achieving UHC in Vietnam.

2) Mr. Nguyen Minh Thao, Deputy General Director, VSS

Development of BHSP is in accordance with social policies to be implemented by 2020, which articulated
in Resolution No.15-NQ-TW. The amendment of the Health Insurance Law also articulated the
development of BHSP. In developing BHSP, the following points need to be considered; 1) scope of BHSP
(e.g who is covered? which services? How much is covered? What are the “basic services”?), 2) the service
providing capacity of health facilities, 3) distribution of budget to each level, 4) provider payment

mechanism, 5) examination of high-frequency technical service.

3) Mr. Chikahiro Masuda, Senior Representative, JICA Vietnam

I would like to express our sincere thanks to Dr. Pham Le Tuan, Vice Minister, MOH and Mr. Nguyen Minh
Thao, Deputy General Director, VSS and stakeholders attending this workshop. JICA has been providing
comprehensive support to health system in Vietnam over 20 years particularly to three top referral hospitals.
We are currently extending our further cooperation to provincial hospitals. Health financing is a new area
for JICA cooperation and we started the basic information survey. The purpose of the survey is to collect a

wide range of information of the current situation regarding BHSP and provider payment mechanism. We
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will analyze and utilize the collected information for our future cooperation of strengthening and

management of BHSP and provider payment mechanism. In this workshop, our consulting team will share

the preliminary findings with recommendation and Dr. Tanimura from Ministry of Health, Labour and

Welfare (MHLW) will introduce the Japanese medical insurance system and function of Central Social

Medical Insurance Council. Needless to say, Japanese system is different from yours, but experience of

Japan for more than 50 years of UHC and lessons learned will be useful for health care system in Vietnam.

Let me take this opportunity to express our sincere gratitude to Vice Minister Dr. Pham Le Tuan, colleagues

of MOH especially DPF and all participants for your kind support for the survey team.

1)
2)

3)

Presentation

Outline of the Survey and Preliminary Findings, by Ms. Keiko Nagai, Leader of JICA Survey Team

Japanese Medical Insurance and Medical Fee Payment System, and the Function of Central Social

Insurance Medical Council, by Mr. Hironari Onishi, JICA Survey Team

Basic Concept of Medical Fee Schedule and its Policy Use, by Dr. Tadayuki Tanimura, Ministry of
Health, Labour and Welfare, Japan

Discussion
HFG—USAID

Balance of Health Insurance Fund (2016 estimates): Need to clarify “expenditure will be higher
than revenue”.
—=Please give source of reference. (VSS)

=Survey team used the information from web site of VSS. (Ms. Nagai)

OOQP: Better to check the latest National Health Account to get the latest figure.
=0O0P is gradually decreasing from 48% to 43% (2014)(VSS).

VSS

Medical fee schedule in Japan: Want to know there is any difference in medical fee between the
elderly population and other groups.
=There is no difference. But copayment rate is different according to each category.
Copayment for people under 6 depends on each local government. Some local government pay

for copayment amount for children and their medical fee is free of charge.

World Bank

OOP: According to MOH in Joint Annual Health Review, OOP is in the declining trend and has
gone back up towards 50%. It is not productive to discuss on this particular issue as it is an
estimated figure. In fact, patients often need to pay drag cost which is not covered by public health
insurance.

Need to redefine BHSP, which can contribute to improving UHC in Vietnam. BHSP needs to be
elaborated for example based on policy priority and can be developed to improve the balance of
Health Insurance Fund. It also needs more clarity in terms of the benefit of the health insurance
that people have more confidence about what health services are paid for by analyzing additional

costs (e.g. copayment rate is not only thing people has to spend).
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Need to be sure that services of BHSP are in line with the health needs of grass-roots level and
change of disease trend. HSPI is going to take this angle in their recommendation for BHSP, which
is very much in line with MOH strategy.

List of health services (currently 17,000 different services) needs to be simplified by ensuring they
are according to ICD or procedure classification system. It needs to avoid duplication and make it
understandable to providers what is included and not included.

Challenge of UHC in Vietnam based on MOH priority: it is better to take account of the existing
research and recommendation (e.g. HSPI, HFG’s work). Those will direct the technical assistance
of JICA.

HSPI

The survey team takes comprehensive approach on BHSP. As MOH is responsible for developing
BHSP by 2018, and we need to have specific assessment from Japanese side on service provider
and clarify what is necessary or unnecessary in BHSP based on the Japanese experiences.

Regarding medical fee, we would like to learn about the system in Japan in order to control the
cost effectively. We cannot change from fee-for-service to capitation, DRG immediately. We would
like to have recommendation to identify reasonable and acceptable payment system for health

providers based on Japanese experiences. We also would like to know how to utilize data of VSS.

EU

“Paradigm shift” will be required for health financing system in Vietnam. Currently, primarily
focus is on treatment. But, it needs more focus on prevention and promotion in order to reduce
morbidity. Most of leading causes for morbidity and mortality in Vietnam (e.g. communicable
diseases, respiratory diseases, digestive diseases) are preventable. Financial resource can be saved
for treatment if fund is allocated to prevention. Therefore, BHSP should include prevention
activities.

It also needs to think about increasing contribution rate and increasing collection in informal sector.
In another emerging countries which GDP is same as Vietnam, the average contribution rate is
around 10%. About 40 — 45% of companies which belong to informal sector usually doesn’t pay
contribution.

In general, in developing BHSP, it needs 1) to focus on prevention and promotion, 2) to develop
standards to focus on quality and accreditation in health care services, 3) to strengthen ICT for
administration and management, 4) to consider provider payment mechanism. All these issues are
supposed to be looked together in terms of provider payment mechanism by taking account of

compatibility of each method.

DPF-MOH

DPF has provided valuable information for the survey team since the survey started. We are
focusing on BHSP, which could be part of the process toward UHC, and improvement of provider
payment mechanism. We would like to confirm the direction of JICA’s cooperation (UHC or
BHSP?).

As for BHSP, I suggest that JICA use the data LuxDev and HFG have already collected in order to

avoid duplication.
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>

Other countries establish BHSP from the criteria including access, infrastructure, quality of service,
efficiency, affordability. In developing BHSP in Vietnam, we would like to have JICA’s opinion
whether the criteria can be applied to Vietnam.

Detailed explanations on provider payment mechanism in Vietnam will be required and we would
like to know how JICA will support the provider payment mechanism. For IT system, we have
already foundation that Viettel and FPT supported, and we need software supporting payment
operation. It is expected that JICA will support IT system to improve provider payment mechanism

and avoid overlap with other support.

DOHI-MOH

In order to understand the high OOP, more detailed research will be required (e.g. how much OOP
costs are borne by insured people).

We would like to have further information about the role and function of Central Social Insurance
Medical Council of Japan. How the council formulate consensus on medical fee schedule which is
uniform in whole country. And I would like to know the intervention procedure to each stakeholder.
Want to clarify how “free-access” functions in Japan. Patients can go/be transferred to any

hospitals?

»  Luxembourg Agency for Development Cooperation

Appreciate JICA for organizing meeting and sharing the results of the survey. This is learning
survey for the team and it showed JICA would like to join the support BHSP development.

The comments from World Bank reminded me of the observation in its report in 2014(“Moving
toward Universal Coverage of Social Insurance in Vietnam™). We have to move away from
learning process. All the data and documents concerning 17,000 services should be sent to JICA
and lots of resources including discussions and consultations among MOH, international

organization and other relevant agencies would provide more insights.

> VSS

Controlling drug costs is very important issue in Vietnam. We would like to know the policy
incentive to encourage generic drug in Japan.

=Dr. Tanimura from MHLW explained about Diagnostic Procedure Combination (DPC) system in
Japan, which is similar to the DRG and linked with a reimbursement system for acute care
hospitals. DPC has indicators (e.g. diseases, treatment) for basic fees and additional points are also
calculated which depend on how hospital contributes to local health care services. Additional
points include several indicators to rate hospital’s initiative for local health care and use rate of
generic drugs is incorporated into indicators. Hospitals with high use rate of generic drugs can

receive additional points on DPC prices, which become new incentive for hospitals.

7. Closing Remarks
»  Mr. Masuda, JICA

We were pleased to see many people gathered here today and to have active discussion, comments and

recommendations, which are very useful for considering our further cooperation.

I found three points to be highlighted in this workshop; 1) BHSP should be considered under overall

umbrella of health system, especially health financing strategy. BHSP is not single solution to solve all
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problems in health system, 2) there are many actors in health financing in Vietnam including MOH and its
relevant departments, VSS, MOF, hospitals, relevant organizations and partners. Full cooperation among
stakeholders is important. Sharing of accurate data is also indispensable, 3) we need consensus on what is
BHSP. It is right time to establish appropriate system for the health insurance considering emerging issues

such as the change of demography.

Hope today’s workshop is valuable to everyone and I am very happy to continuously discuss on

establishment of BHSP. Thank you very much.

»  Dr.Tuan, MOH
We would like to express our sincere appreciation to JICA and the survey team for sharing the preliminary
findings and recommendation. We also thank all the participants for comments and discussions, which

would be valuable inputs for developing BHSP.

BHSP should be in line with UHC. We need to consider how BHSP can contribute to achieving UHC and
how to solve the weak points the survey team pointed out. Inter-sectoral coordination and support from
donors are very important for UHC in Vietnam. Clear concept for BHSP is also required. We need to

minimize 17,000 technical service lists in accordance with ICD9-CM.

MOH need to finalize BHSP by the end of 2017, and we would like to take account of relevant Japanese

policy and system, which can be applied to Vietnam.
Again, we would like to express our gratitude to all of you.

End
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Health Insurance in Other ASEAN Countries
Viet Nam Thailand i Indonesia
Population 87million 65.5million 94million 250million
Public a) Social Health a) Civil Servant Medical a) PhilHealth - a) National
Service Insurance Benefit Scheme Employee program Health
(SHI) (CSMBS) b)Contributions Insurance
b)Contributions | b)No contributions ) 5.94million (IKN)
c) 2.3million ¢) 5.9million b) Contributions
(Government
Formal |a)SHI a) Social Security Service | a) PhilHealth- contributions
Sector b) Contributions (SSS) Employee program for th? [300’)
¢) 6.6million b) Contributions b) Contributions c) 152million
) 9million ¢) 17.79million *To be applied for
Informal | a)SHI a) Universal Coverage (UC) | a) PhilHealth — all the nationals
Sector b)Contributions | b)No contributions program for the by 1 January
c) 46million c) 47million poor 2019.
a) Voluntary SSS g)) 2‘; gz?ntirllllin;:lons
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) 1.65million
Coverage 63.71% Nearly 100% 82% n.a.
Service Public Public Private Public
providing
| _system
OOP/THE 49.41% 11.27% 56.67% 45.81%
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High Health Insurance Coverage and High OOP

~+-O0P (%)

-=-Health Insurance
Coverage (%)

2002
2003
2004
2005
2006
2007
2008
2009
2010
2011
2012
2013

Sources [ WHO, 2015) and [JICA, 2014]
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01 March 2016

Challenges for UHC in Viet Nam

Demand Side Supply Side
« High Out-of-Pocket (OOP) « Low quality of public health
expenses services

« The informal sector, who is « Referral system does not work
difficult to be identified and to be | well
covered by health insurance, * Too broad benefit package
accounts for 80% of the « Payment mechanism induces

population over-supply
« Low utilization of services by the |+ Number of registered facilities is
insured limited

01 March 2016

2, Objectives of the Survey

Objectives (Modified)

1. To sort out the preconditions of the technical cooperation project
= Todraw the needs for technical cooperation on develoOpment and management of
BHSP and any other factors to contribute to UHC in Viet Nam.
s To study cooperation resources both in Japan and other Association of Southeast Asian
Nations (ASEAN) member states
2. To make recommendations to enhance BHSP development,
planning of the pilot project, and other necessary management
mechanism for health insurance system
s To collect information on the latest situation of BHSP drafting, concept,
implementation plan of the pilot, availability of necessary data for further data
analysis, and other relevant factors to management of the benefit package and medical
fees.
s To make recommendations based on the above situation analysis.
3. To make recommendations on policy development of MOH
s Toanalyze the current situation of policy and its implementation on health insurance
and UHC, then identify challenges and priority issues.
= To identify cooperation resources in Japan to contribute to the issues.
= To propose mid-/long-term policy matrix or roadmap based on the above analyses.

JHCA Survey Team 01 March 2016

Derivable

« Inception Report: December 2015
= Qutline and methodology
= Survey plan
» Progress Report: January 2016
= Preliminary findings
* Interim Report: March 2016
= Situation analysis
= Draft recommendations
* Final Report: July 2016
= All the survey results
= Recommendations

JCA Survey Team 01 March 2016

3. Methodology

JICA Survey Team 01 March 2016

Period and the Team

< Period: e Team:

Nov.2015to Jul. 2016 [T T S
. Reports Keiko Nagai, Team Leader/ Epidemiology,

= Jan. 2016: Progress MboSe Biesith policy

Shiho Sasada, MPH  Health Finance/ Health
economics

Hironari Onishi, MSc. UHC/ Social security
= Jul. 2016: Final Junko Sato, MPH UHC/ Health policy
+ Workshops lzuru Arima Health ICT/ ICT for social

= Mar. 2016 SEEY
. May 2016 Shino Nishimagi, MA Health Policy/ Social study

Ai Uehara, MA Workshop and Training/
« Study tour 2 &

Social study
s May 2016 (Japan)

= Mar. 2016: Interim
= Jun. 2016: Draft final

Att2-9
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Schedule and Flow

s FTS— —— F— T T ER— —— < G -
[ eparatonofBHsP
0 ] 1] [
BEENEENENS RN ENERRE
o o
paraiion
P CimmreSurvey
Survey blanning
: 3

‘and managementol BHSP,aswelas ,I
I

n elevantfaciors

matrixor
agementof TnnuHCnmeu\mmsumm:e ‘

HC

dUHC. aswellas {4

Ui
relevantcooperatonresourcesin Japan

1
findi

T ben
ugot
of VietNam healthinsurance system “L

[2:3Recommandason orth conept,

2.1 Technicalrecommendationfor BHSP
1.
fowards the national
BHSP.
22 24
dcalf

the piot project

2

ey I

e
| Fpfrnason

Note ER
2 alc ems epends on external actors.

F/ReFinalReport

Methodology

- Document research

= Reports, statistics, legislations, research papers,

etc.
 Interviews

= Hanoi: ministries, government agencies, donors,

NGOs, private sector

» Province/District: local government agencies,

hospitals, CHSs
 Direct observation

= Health facilities, social security (SS)

m  O1March 2016

4, Preliminary Findings

Conceptualizing UHC =

Population coverage
(“breadth”)

Financial coverage
(“height™)

Service coverage
(“depth”)

Quality

Equity

Reference: Presentation by Ajay Tandon and
Christoph Kurowski, February 2016

UHC Cube in Viet Nam

Population coverage
e =

«Overall HI

«Informal sector, SME
coverage: >70%) (subscription, premium payment)

5

[

2

(e}

=}

<

)

] «Increase of NCD

<Q «Increase of medical fee

«Increase of financial burden of
health insurance fund/ state
budget A

oemeeed T e
<"+ Decline medical services
covered by health insurance™™

v'"Human resources
v Equipments
v Drugs
«Demand side:
¥ Access in remote areas

4-1. Population

- Coverage vary among categories.

= Informal sector
« Private sector employees

+ Dependents = Household Subscription

+ Farmers
+ The near poor
« Aging
= Multiple NCD burden

= increase of medical expenses
> Decrease income = Decrease of premium revenue

m  O1March 2016
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Subscribers by source of premium

Subscriber, 55% does not pay
7.40% premium by
Subscriber and themselves.
employer,
17.97%
: Government,
Subscriber and !
government, 50.68%
19.84%
VSS, 4.11%/ E’E:r'ae;e\r/'::'ﬁen. Hoang Thi Phuong, et al., 2011]

Coverage by category

20%  40% 60%  80%  100%
The poor and minority groups [T I I

Children under 6

Government

Persons of merit, Veterans, etc.
Others

Recipient of social security

Students

‘The near poor

[Sibserber
and

Civil servants

Employees in the private sector

Subscribefand
employr

Others |

Farmers, members of cooperatives, and household-
enterprises

Subscriber

Dependents of salaried workers and civil servants

Reference: [Tran Van Tien, Hoang Thi Phuong, et al., 2011]

m  O1March 2016

6000 4000 2000 O 2000 4000 6000

6000 4000 2000 O 2000 4000 6000

2000 2015
1000 — 1000

s0s4 I 904 .

s0ss z s0-0e —

7074 —— 78 ——

s06s 60-6s

s0sa s0s4

4048 w0a

3030 303

202 202 =

1014 1016 = (Unit: thousand)
0 04 Reference:

[United Nations Department of Econom

6000 4000 2000 O 2000 4000 G000 6000 400 2000 0 2000 4000 6000 | "
ic and Social Affairs, 2015]

2025 2034

m O1March 2016

4-2. Finance

« Increase of total health expenditure
= Increase of OOP expenses
« Expenses for drugs
= Procurement system
= Stock-out in health facilities
» Source of Health Insurance Fund
= 70% is from the government.
= Balance of Health Insurance Fund
= Increase of medical fee
= Increase of utilization..?

e

m  OlMarch 2016

OOP in Total Health Expenditure

(Million VND)
250,000,000 = Other private fund
200,000,000 - = O0P
150,000,000 u NGO
100,000,000 = Other public fund
50,000,000 = Social security
expenditure
0 = MOH

Reference:  [WHO, 2015]

m  OlMarch 2016

Healthcare Cost Structure

e Test Procedures
Medicine L
13% operation
0
50% - 1%

—Examination
fee and Bed
8%

Diagnosis
7%
other
1%
Reference:  [Dr. Pham Luong Son, 2015]
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Source of Health Insurance Fund

Households
9%
Employer/
School Central budget
20% 16%
Provincial/ city
budget
Commune/ District budget
Ward/ Town 18% 34%
Budget
3%

71% is covered by government budget.

Reference:  [MOH & WHO, 2013]

Balance of Health Insurance Fund
(2016 estimates)

Revenue Expenditure

from social security funds

Health insurance 66,288 billion Examination and
treatment of health

insurance

Unemployment 10,363 billion | Unemployment insurance

insurance regime

72,700 billion

7,371 billion

Profits from financial 34,200 billion | Administrative costs 9,855 billion

investments
TOTAL 269,294 TOTAL 200,047
billion billion

01March 2016

4-3. Service

« Supply side
s High cost services (hematology, plastic and
cosmetic surgery, etc.)
= Insufficient human resources and equipment to
provide HI covered services
= Over treatment/ examination
* Demand side
= Difficulty in access (remote areas)
s Low utilization of HI (urban areas)
= Impacts of exclusion some HI covered services..?

eA s 01 March 2016

VSS-contracted Healthcare Facilities (2014)

Category Total Contracted
2013) 2014) v
Type of Facilities | Public il 1,687 na.
Non-public *1 424 n.a.
Level of Facilities | Central 46 52 *2
Province 447 619 *2
District 1,214 1,173| 96.6% -
Commune 11,033 267 2.4%-
(Private) 155 *1 *2
13,680 2,111  15.4%

Source: a) Health Statistics Yearbook 2013, b) [Dr. Pham Luong Son, 2015]
*1: Definition of “non-public” (source b)) and *private” (source a) ) seems to be different
*2: As contracted facilities might include private establishments, proportion could not be calculated.
*3: The proportion s based on the assumption that all the facilities are public establishment

01 March 2016

4-4. Governance

« Policy
s Fragmented policy targets
s Luck of evidence for policy making
* Implementation
s Time-lag to practical understanding and actual
implementation
s Inefficiency in daily works
« Inter-sectoral coordination
= UHC needs multispectral approach.

i 01 March 2016

History of Health Insurance System

Year _Polic cept
1986 | Ney

Economic reform led by the Doi Moi policy
ismsfor |+ ion of health i
health care «Li of healthcare and m
« Introduction of user fees in public health facilities
1992 Decree No. 299/1992/HDBT

i of compulsory health i
+Compulsory group includes: civil servants, employees in companies with ten or more

arkets

employees, pensioners, social pients, employees in

1998 | Unified health | Decree No. 58/1998/ND-CP
insurance « Integration of each provincial health insurance fund into a single national fund
system/health | + Expansion of the insurance coverage
insurance fund

2005 | Compulsoryand | Decree No. 63/2005/ND-CP

voluntary health | = Coverage of the poor supported by the government
insurance Law on Education, Healthcare, and Protection of Children also provides free access to medical
treatment for children under six years old

2009 | Universal health | Law on Health Insurance (No. 25/2008/QH12)

insurance .l health which had by i i decrees
« Ensuring the coverage of the poor, the elderly, and children under six years old by full
government support

« Provision of partial upport to the near poor and students
2014 | Compulsory Law on Amendments to the Law on Health Insurance (No. 46/2014/QH13)
universal health | + Compulsory participation in health insurance scheme

insurance « Participation by household

« Expansion of benefit levels

«D of Basic Health Service Package

Att2-12



Legislations and Policies

L

Policy making Implementation

|

Guidance on Health Insurance (No. 41/2014/TTLT-BYT-BTC, November 2014)

Implementation Targets of Health Insurance, Period 2015-2020
(No. 1584/QD-TTg, September 2015)

Legend: [0 Implementation Plan

01 March 2016

Relevant Policy Targets

» Roadmap towards Universal Health Insurance
for the Period of 2012-2015 and by 2020 (2013)
= Health insurance coverage: 80% by 2020
= Proportion of OOP to THE: 40% by 2020
= Improvement of insured medical services

« Amendments to the Law on Health Insurance
(2014)

= Progumulation of “BHSP covered by health
insurance fund”: by 2018

JCA Survey Tear

Health insurance management
~current mechanism~

VSS
+ Auditing

« Calculating
+ Accounting
+ Fund management

01March 2016

MOH
« Policy making
* Regulations
(provider payment method,
benefit package, claim forms, etc.)
* Medical fees (with MOF)

PSS/ DSS
+ Auditing
 Calculating

FE:.’?‘;ES(L?S; Fee-for-Service
¥ =
‘ District Hospital ‘ ‘ Central/ Provincial Hospital
v

CHS

HCA Sur

m O1March 2016

« Data is processed manually.

« Each hospital introduce each software.

« Each work use each software without
linkage.

Fraud, mistake, or waste
might not be sufficiently
checked..?

5. Preliminary Recommendations

e

m  O1March 2016

Toward UHC... (1)

1. Population
= Increase enrollment of informal sector
+ Increase awareness of benefit and provision for the future
+ Make health insurance attractive (transparency, effectiveness, etc.)
2. Finance
Strategy to reduce OOP expenses
+ Drug price..?
+ Hidden OOP
Financial protection for catastrophic cases
= Ensure premium collection
s Strategy for “healthy health insurance fund”
+ Provider payment method
+ Medical fee schedule
+ Co-payment

Att2-13




Toward UHC... (2)

3. Service
= Benefit package of health insurance
+ Clear and reasonable criteria
= Stable and quality service providing system
« Facility standard (ex. accreditation)
- Standard clinical pathway
« Human resource development
4. Governance
= Umbrella of multispectral policy targets
« Health financing strategy, etc
« Inter-sectoral coordination
(finance — health policy/priority — socioeconomic situation)
= Evidence
+ Data accuracy
- Efficient data management
= Continuous and evidence-based improvement mechanism
« Flexible modification response to socioeconomic change

For Healthy Health Financing...

Medical Service Cost

Covered by health insurance Non-covered
Catastrophic 01 gh- Extra
diseases cost services services

GDP low/negative growth

Recession

Household/Company income decreased ‘

Tax income decrease

Subscribers Subsidy Govern Out-of-
me
Health Insurance Fund Budget Pocket

HCA Survey Team 01 March 2016

For Healthy Health Financing...

Medical Services

Non-covered
Covered by health insurance Catastrophic ~ Other high- Extra
, diseases cost services services

B Hospital revenue will be unstable.
® People may complain against decrease the coverage.
¥ Risk of the poor caused by health problem may increase.

B How to ensure and combine source of revenue?

E How to protect people from financial burden?

B What is feasible provider payment method for each level?
® How to control service quality and proper treatment?

Health Insurance Fund Government Budget Out-of-Pocket

Suggestion for continuous
improvement mechanism (1) —
« Projection of health insurance fund
| « Regulating medical fees for health
—— insurance

« Managing provider payment

mechanism

m

, equipment, human
resources, etc.)

« Morbidity

Develop and modify:
———1 + Health financing strategy

« Mortality T « Standard clinical pathway
+ Demagraphy (age groups,
gender, poor, minority, etc.) - Data collecil]
Regular Data « Data aggregation
« Disease surveillance
« Care seeking behavior > <

« Hospital finance
« Price of medicine and

(4) Systematic

medical supply gr‘zc:;c:‘;d;gfl) (3) Claim data
inspection
oo ) sysematcchedk o) |
(2) Systematic check (errors)
(1) Claim
= (5) Detailed inspection \

¢ (7) Payment/ Reject
! (6) Approval of claim

« Promotion (subscribe and premium payment)
« Fund

Suggestion for continuous
improvement mechanism (2)

| * Projection of health insurance fund

« Regulating medical fees for health
insurance

Routine Data

+ Managing provider payment
mechanism

+ Hospital management
(facility, equipment, human

pyrrcirces. o2 Develop and modify:

ST — « Health financing strategy

 Demography (age groups, 4  Standard clinical pathway
(gender, poor, minority, etc.)

Regular Data

* Disease surveillance

+ Care seeking behavior
« 00P >
+ Hospital finance

« Price of medicine and

medical supply
B — « Payment data
(1)’ Copy of initial Claim

(2) Systematic check (errors)
(1) Claim
(5) Detailed inspection
(7) Payment/ Reject

(6) Approval of claim

+ Promotion (subscribe and premium payment)
« Fund management

JHCA Survey Team 01 March 2016

6. The Way Forward of the Survey
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HCA Sur

m O1March 2016

Challenges in the Survey

= The latest data on health insurance
Coverage by category
» Structure of revenue and expenditure of health insurance fund
HI utilization rate by age group, category, area, etc.
= Average premium amount by category
Medical fee schedule of each province
Statistics of provider payment method
Statistics of contracted health facility
= Financial status of health facility
s Structure of revenue and expenditure
= Difficulty in financial management
= Roles, functions and relationships of stakeholders
s Departments in MOH/ VSS
» Councils under MOH
s Other relevant ministries (MOF, MPI...)

JICA Survey Tean 0L March 2016

Thank you!!

Att2-15



Attachment 2-2

VIETNAM

Japanese Medical
Insurance and Medical
Fee Payment System,

and the Function of
Central Social Insurance
Medical Council

December 2015

VIETNAM | 0

|

Legislative Structure of Japan
> Overview of Social Insurance
Schemes
3 Structure of Japanese Medical
Insurance System
Mechanism of Medical Insurance
Central Social Insurance Medical Council

VIETNAM | 1
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[

Basic Policy on medical insurance system and the medical fee system
(Cabinet Decision on March 28, 2003) Related Part

[Basic Policy]

Based on advance of fewer birth rate, change in disease structure and progress of medical
technology, while ensuring the necessary and adequate medical care standard, from the
patient’s point of view, revision of medical fee payment will be reviewed.

It is necessary to ensure easy-to-understand system and clarify the standards and measures
relating to the evaluation of the medical fee system

[Basic Direction]

Revision process will take the following ideas into consideration:

@ Proper evaluation of medical technology (identifying doctor fee element)

(@ Overall evaluation which reflects the cost and function of medical institutions appropriately
(Hospital fee element)

@ Focus on the patient's point of view

VIETNAM | 4

3. Structure of Medical Insurance System

Structure of Medical Insurance System

Medical Care System for Elderly

Aged over 75
16 million

JPY14 trillion 47 insurers

Age 75
Finance Coordination System for Elderly (16 million people, JPY16 trillion)
Age 65
National Health Insurance Association of Health Insurance Health Insurance Mutual Aid
(municipalities and associations) (government-managed) Association) Association
38 million 35 million 30 million 9 million
1,900 insurers 1 insurer 1,400 insurers 85 insurers
JPY10 trillion JPYS5 trillion JPYS5 trillion
VIETNAM | 5
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Comparison of Respective Health Insurance Schemes

National Health Government—Managed| Health Insurance Mutual Aid Health Insurance for
Insurance Health Insurance Association Association the aged 75 and over
Number of Insures
As of March 2013) 1,717 ! 1,431 85 47
Number of Insured - - - - -
As of March 2013) 35 million| 35 million| 30 million| 9million 15million|
|IAgerage Age
2013) 50.4 36.4 34.3 33.3 82.0|
Percentage of aged
65-74 32.5% 5.0% 2.6% 1.4% 2.6%
IAmount Medical
Expense per insured 316,000 yen 161,000 yen 144,000 yen 148,000yen 919,000yen|
2013)
(Agerage income 830,000 yen 1,370,000yen 2,000,000yen 2,300,000yen| 800,000yen|
lamount per insured
(Average premium 83,000 yen 105,000yen 106,000 yen 126,000yen 67,000yen
lamount per insured
Peroentage of 9.9% 7.6% 5.3% 5.5% 8.4
insurance premium
Subsidy b None (but the]
ubsidy by 50% of total cost] 16.4% of total cost| support the aged None| 50% of total cost|
lgovernment
over 75),
IAmount of government| - - - -
. 3,500 billion yen 1240 billion yen| 27 billion yen| None| 6,823 billion yen|
lsubsidy
VIETNAM | 6
Life time Medical Cost
10 thousand yen Year 2010
Below age 69 Over age 70
Lifetime Medical Cost
JPY 24 million
U (age)
VIETNAM | 7
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Significance of Japanese Medical Insurance System

O Under the concept or Universal Health Coverage for all, Japan has achieved highest level
of life expectancy and highest level of medical care.
O Coping with fewer birth rate and fluctuation of socio-economic environment, the
Government declare to maintain public medical insurance System.
Burden structure of national medical cost ( 2011)
Characteristic of Japanese UHC Patients
1. Cover all citizen by public health .
insurance The insured
2. Freely choose medical institutions Local Govt. _
(Free Access) Sl E FrEmI
3. Low premium but high level medical SIS BEIES
service Central Gout Employers
4. SHIis a basic concept, but national entral Govt
subsidy is provided to maintain UHC
VIETNAM | 8

4. Mechanism of Medical Insurance System

Burden on Medical Fee by Patients

Ratio of patient burden
General, Low income people  High income elderly
High-cost Medical Care Scheme

0, . . P
10% 30% If the medical expenses (by individual has
Age 75 exceeded the ceiling, the amount beyond
20% the ceiling will be paid by the system.
Age 70
Ex. Case of 30% to be paid by the insured
Medical expense
JPY 1 million
Individual
Payment
30 0/ JPY 30 thou.
(]
Paid as High-Cost Medical Expense:
Age 6 JPY 30 thou. - 87,430 = JPY 212,570
(before 20 % Limit of individual burden:
C%"“P“'fSOT)V JPY80,100 + (1 million — JPY 267,000) X1% = JPY87,430
education

VIETNAM | 9
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4. Mechanism of Medical Insurance System

Overview of the Insurers for the Employed

Insurers for the Employed

National Federation of Health Insurance

Health Insurance Association Based on the Health Insurance Law, National Federation
was established for the employees of small and medium
Based o the Health Insurance Low, Association size companies.
conduct health insurance scheme.
As of 1 April 2014: 1410 Associations (Nationwide) Each local government can set the premium rate.

(average in 2014: 10%)
- Single Union: formulated by 1 company (more

than 700 employees) Total Number of the Insured: 35.1 million (March 2013)

(the insured: 20 million, dependents: 15 million)

-General Union: formulated among companies in

same business (more than 3000 employees in total. Mutual Aid Association

_Premium rate would be different with associations Based on Laws of each mutual association, civil servants,

(average rate in 2014: 8.9%) local government employees, teachers in private
educational institutions are the members.

(as of March 2014: 85 Associations)

Premium rates are different in each associations

(Average rate: 7.4 % - 9.4%)

Total number of the insured is 9.1million (March 2014)

(the employed: 4.5 million, dependents: 4.6 million)

Total Number of the insured: 29 million (as of March 2015
(the employed :15 million, dependents :14 million)

Incase that association is disband, all the insured will join
the National Federation of Health Insurance, so that
National Federation functions as a safety-net.

The Insured are the employed at applicable workplaces and their dependents

Applicable Workplace: Central Government, Local Government, Registered workplace, and workplaces with more than 5 workers
The employed: more than ¥% of defined working hours or working days defined by law .

VIETNAM | 10

Medical Fee Payment System

Mechanism of Medical Fee Payment

O Medical Fee Payment is the reward paid by the insurers against
medical services by medical institutions and pharmacies

O Minister of Health, Labour and Welfare determines based on the
discussion of Central Social Insurance Medical Fee Council.

Contents of Medical Fee

Assessment of Medical Tec. And Services

Medical Fee

Assessment of price of goods (Drug prices are fixed by Drug Price Standard)

O Point table defines each medical services with point (1 point =10 yen)
O There are three kind of table for Medical Treatment, Dentist Treatment, and drugs.

VIETNAM | 11
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4. Mechanism of Medical Insurance System

Diagram of Health Insurance Treatment

Insured (Patient)

@ Receive
Medical Treatment D Payment of
Premium
@ Payment of
partial fee
Medical Institution Insurer

(hospital, clinics, etc)

® sent examined

documents
@ Claim of Medical Fee )
® Payment of Claimed

@ Payment of Claimed Medical Fee

Medical Fee Payment Examining Authority

(Health Insurance Claim Review and
Reimbursement Services, All Japan
Federation of National Health Insurance
Organizations

VIETNAM | 12

4. Mechanism of Medical Insurance System

Present condition of Japanese Mechanism

@ Patient can visit any medical institutions and quality of doctors and services are guaranteed.
@ There are 177,769 medical institutions (Hospital: 8540, Dental Clinic: 68,701, Clinic: 100,528) (as of 2013)
@ There are 303,268 doctors, 102,552 dentists, and 280, 052 pharmacists. (As of 2012)

Majority of medical care treatments are provided private hospitals and clinics since the Government
considered that accessibility of medical care is essential for the people and it is the responsibility of the
Government.

Public health providers had limited capacity to provide such services due to capacity of infrastructure
and human resources.

VIETNAM | 13
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HICRRS is established based on
the Law of Health Insurance Claim
Review and Reimbursement
Services (July 1948) and it is a
private entity.

The is not for profit and it does not
have the Capital and Equity. And
its business plan and budge are
required the approval by the
Minister, Health Labour and
Welfare.

What is Health Insurance Claim Review and Reimbursement Services?

Mission

We support the Medical Insurance System as
the specialized organization on medical fee
payment through ‘appropriate examination’ and
‘Prompt Payment'.

5 Promises of HICRRS

1. Quality service will be provided through IT

2. As a private entity, we operate effectively
with cost-conscious

3. Unified services are provided nationwide

4. Through legal compliance, we do provide fair
operation

5. We promote information disclosure, and
fulfill the accountability

VIETNAM | 14

Overview of Medical Fee System

Electric Receipt

Electric Receipt

f’ Medical Institutions
(Hospitals, Clinics)
f and Pharmacies

Receipt Computerized
Processing System is the
system that all medical
institutions and pharmacies can
submit their medical fee claim
documents with electric receipts
or electric media and the
examining authority will check

AREEEERR .
CEEEEEED and examine the contents and
ANEEEERE . :
& AEEEEEE their appropriateness and
L] . . .
CEEEEEEE submit the designated insurers.
Examining Authority ~u JNRNENEN, The system aims to establish
ROH?3|‘h "Lsgfa,ncbe Claim . | prompt claim processing and
eview and Reimbursemen _Insurers reduction of claim volume
Services Federation of Health h h unified
OAIl Japan Federation of Insurance Association t rogg L'Jnl !e 'system amo”,g
National Health insurance Health Insurance medical institutions, pharmacies,
Organizations Association examining authority and
Mutual Aid Association insurers

National Health Insurance
Association, etc

Number of receipt processing is 150 million per month

VIETNAM | 15
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Advantage of Receipt Computerized Processing System

®@ @0 ® © OO

Insurers focus on collection of premium and payment to the medical institutions.

Insurers can reduce the cost for claim examination by outsourcing and they can process balk
volume of data (100% examination).

The system can automatically reject incorrect receipts (claim) and branch offices of HICRRS will
examine manually such incorrect receipts (mostly by doctors).

Claim examining authority uses functions as a gate keeper against fraud claims by using IT
technology. Most of claims are checked by electric basis. And administration cost is reduced.
Claim examining authority is separated from insurers in order to avoid fraud.

Insurers could increase the surplus by demanding the processing charge by examining authority.

Payment term is fixed. (Health Insurance Claim Review and Reimbursement Services (79 million
claims per month), All Japan Federation of National Health Insurance Organizations)

(Claims from 15t to 30t of each month) submit to (HICRRS) by 10t of next month, HICRRS
examine from 11t till 25t of next month, and request insurers to pay the insurance payment by
10t of the following month, and insurers will pay by 20t of the following month to HICRRS and
HICRRS will pay 21th of the following month to medical institutions.

October | November ‘ December ‘ -
L

Al the \‘ AAhe—— A 4’—% A A A

medical 10 11 examination 25 10 20 21

claims Request Payment HICRRS
for 30 HICRRS for to pay to
days payment HICRRS medical
to each institutions

insurers

VIETNAM | 16

Examination

Examination means that respective medical treatments by medical institutions
are followed the rules and regulations, point table and related ministerial
notices).

The following items must be examined:

(1) Confirmation of the specified contents
Confirmation of erroneously omit and insurance number

(2) Confirmation of medical intervention
Name of intervention, Points, Number of times, Medical propriety, Calculation
requirements, etc.

(3) Confirmation of Drugs
Confirmation of Name of the drugs, Price, Adaptation, Usage, Dosage, Medical
propriety, etc.

(4) Confirmation of Medical Materials

Confirmation of Name of medical materials, Price, Usage, Dosage, Medical
propriety, etc

VIETNAM | 17
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Examination (2)

Determination of the examination is done by the Examination Committee that
has been established in each branch of HICRRS in 47 prefectures. The
Examination Committee consists of a professional group of doctors, dentists
and pharmacists together with representatives of health insurance
associations, medical institutions and academic experts. The same number of
representatives of each group and a tripartite structure are guaranteed for
fairness.

Also, any expensive receipts (more than 400,000 points =JPY4,000,000) will
be check by the Special Examination Committee.

Total number of Examiner in Japan: 4,700

O Number of medical institutions using electric receipts: 220,000 institutions
O Number of processing receipt per official of HICRRS: 18,000/year
O Standard Examination by Examination Committee: 7 days / month
O Amount of valuation (Reject): 55 billion yen / year
Rejection rare: 0.259%

VIETNAM | 18

Sample of Electric Receipt
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5. Central Social Insurance Medical Council

[Responsibilities]

O The Central Social Insurance Medical Council (“CSIMC” or the “Council”) has the powers to make
discussions and give advice in response to the Minister of Health, Labour and Welfare’s request for
advice, as well as to submit recommendations to the Minister of Health, Labour and Welfare, with
respect to the revision of medical fee points and other relevant matters.

[Tripartite Structure]

O The Council adopts the so-called “tripartite structure” in which payer-side members and medical
institution-side members have discussions as the both parties of insurance contracts, and public-
interest members act as coordinators between the both parties. The term of office of each member is
2 years (up to 3 successive 2-year terms, i.e., 6 years).

(1) Payer-side members (representatives of insurers and insureds): 7
(2) Medical institution-side members (representatives of physicians, dentists and pharmacists: 7
(3) Representatives of public interest: 6 (subject to the Diet's approval)

O A Chairperson will be elected by members from among the representatives of public interest.

O Members representing the public interest of the Council will discuss the schedule and agendas of the
meeting and other matters regarding the administration of the Council, and the payer-side members
and the medical institution-side members will respect results of such discussions.

[Deliberations about Specialized Issues]

O The Minister of Health, Labour and Welfare may designate up to 10 expert members (as appointed by
the Minister) whenever he/she deems necessary to discuss specialized issues.

20 VIETNAM | 20
History of CSIMC
OJapanese medical insurance system was established in \
1927 and medical fee has been fixed by the Government N )
up to now.
However, when the Health Insurance Law was introduced

the medical fee was defined under the agreement

between insurers and service providers.
Although CSIMEC was created,

Oln 1943, the system was changed that Japan Medical there was no clear calculation rules,
Institution, Federation of Health Insurance Association and therefore actual revision policy
and National Health Insurance Association discuss about was determined by representatives
the fee and Minister of Health and Welfare approves the of interested groups such as Japan

fee, and in 1944 the system again transformed to ‘Social
Insurance Medical Fee formulation Council’ by adding
academic experts.

Medical Association.

For this reason, revision rate was
decided by the discussion among
OAnd further, in 1950 Central Social Insurance Medical MPs associated with Health and
Fee Council was established by merging ‘Social Welfare groups for a while.
Insurance Medical Care Council’ which is a advisory and

supervisory body in health insurance treatment and

‘Social insurance Medical fee formulation Council’.

VIETNAM | 21

Att2-26




Affiliated Organizations of the Central Social Insurance Medical Council

General Meeting

(Set up in 1950)

Rggort Report Report /\ /\ Rejgort Relport
Special Committee
Panel to Verify Basic Issues with Investigations " ton' l\llleglcal g Special
Results of Revision Medical Fees Subcommittee 2 eb”al—si loxere Committee on
of Medical Fees Subcommittee Sep11m i A Wl Drug Prices
(Set up in 2005) (Set up in 1991) (8etupin 1867} Insurance (Set up in 1990)
Set up in 1999)

Repgort

[Subcommittees]

Specialized Organizations for Medical
Fee Investigations
(Set up in 2003)
« Session Meeting to Evaluate DPC
+ Session Meeting to Evaluate Medical
Technologies
+ Session Meeting to Investigate Medical Institution
Costs
+ Session Meeting to Consider Payment of the
Consumption Taxes by Medical Institutions, etc.
+ Session Meeting to Evaluate and Investigate
ient Medical Ti etc.

Report

Decide rules

Report ° )
[Special Committees]

Specialized
Organization for
Medical Materials

Covered by Health
Insurance
(Set up in 2000)

Drug Price
Calculation
Organization

(Set up in 2000)

[Specialized Organizations]

Decide prices for pharmaceuticals and medical

equipment in accordance with the rules 22 VIETNAM | 22

Surveys/investigations Contributing to the Revision of Medical

Fees

Statistics and Information
Department

Medical Economics Division,
Health Insurance
Bureau/prefectural health, labor
and welfare bureau

Panel to Verify Results of Revision
of Medical Fees, CSIMC/Medical
Economics Division, Health
Insurance Bureau

CSIMC/Medical Economics
Division, Health Insurance Bureau

Medical Economics Division,
Health Insurance Bureau

General Affairs Division, Health
Insurance Bureau

Economic Affairs Division, Health
Policy Bureau

Actuarial Research Division,
Health Insurance Bureau

Survey of Medical Care Activities in
Public Health Insurance

Report on natifications of health care
facility standards

Investigations by the Panel

Survey on Economic Conditions in
Heath Care (Survey on Health Care
Facilities)

DPC (diagnostic procedure
combination) data

National Database

Survey on prevailing prices for drugs
and medical materials

Survey on the trend of medical care
expenditures

Survey on the times, points, etc. of
medical care activities

Status of notifications of health care
facility standards subject to medical fee
items

Investigations into the items that were
decided by the CSIMC to be verified at
the time of the revision of medical fees

Survey on how medical institutions are
actually managed

All data on medical care activities in
electronic receipts

Prices at which medical institutions
actually purchase drugs and medical
materials

Whole medical care expenditures
computed from receipts

VIETNAM | 23
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Survey of Medical Care Activities in Public Health Insurance

1. Purpose of the Survey
The purpose of the survey is to obtain fundamental materials necessary for the medical insurance administration by clarifying the
details of medical care activities, conditions of injuries and diseases, details of pharmacy dispensing, and status of use of
drugs, all involving recipients of medical benefits under the national health insurance coverages.

2. Subjects of the Survey
The survey covered the health insurance claims of medical/dental fees and dispensing fees under the health insurance systems
submitted by health insurance-covered medical institutions and pharmacies across the country to, and assessed and approved by
prefectural branches of the Health Insurance Claims Review & Reimbursement Services and the Federations of National Health
Insurance Organizations. For medical hospitals, medical clinics, dental clinics and health insurance-covered pharmacies, the
subjects of the survey were all health insurance claims of medical/dental fees and dispensing fees stored in the NDB (National
Database of Health Insurance Claim Information and Specified Medical Checkups). For dental clinics, the objects of the survey
were the health insurance claims of dental fees (including those stored in the NDB) which were extracted using a two-stage
stratified random sampling with insured medical care institutions covered as the primary sampling unit out of the whole insured
medical care institutions, and health insurance claims of dental fees as the secondary sampling unit.

3. Survey ltems
Health insurance claims of medical/dental fees: Age, name of disease, actual number of days of medical care, points and times by
medical care activity, and use of drugs (name and dose of drug, etc.), etc.
Health insurance claims of dispensing fees: Age, number of prescriptions accepted, points and times by dispensing activity, and
use of drugs (name and dose of drugs, etc.), etc.

4. Survey Period: Assessed in June each year

5. Survey Method
Conducted by the prefectural branches of the Health Insurance Claims Review & Reimbursement Services and the Federations of
National Health Insurance Organizations by extracting claims from the health insurance claims of health insurance-covered
medical institutions using a sampling rate prescribed separately, and sending copies of the extracted claims to the Ministry of
Health, Labour and Welfare.
Tabulated claims of medical/dental fees and dispensing fees from the NDB.

24 VIETNAM | 24

Status of Notifications of Major Health Care Facility
Standards

O The following summarizes the status of notifications by major medical institutions required to
notify their health care facility standards for the purpose of calculating medical fees as of July 1
each year.

O The Medical Economics Division compiled the data submitted to the prefectural health, labor
and welfare bureau by medical institutions.

Example: Status of notification of the basic fees for hospitalization

Number of the Medical Institutions that Submitted the
Notifications
- (Upper column: Number of medical institutions/Middle column:
Summary of the Health Care Facility Standards Number of hospital wards/Lower column: Number of hospital
beds)
2007 2008 2009

Basic fees for hospitalization in * Real nurse assignment and nurse-to-patient staffing ratios in the 5,534 5437 5425
nnnnnn - P general wards are divided from 7:1 to 15:1, depending on 16,038 15,207 14,989
generarivad average number of hospitalization days 715413 700,358 690,884
Basic fees for hospitalization in « Divided depending on the medical care or other category in the g;gg iggg iggg
long-term care ward long-term care wards 209.968 211,592 212,638
Basic fees for hospitalization in * Real nurse assignment and nurse-to-patient staffing ratios in the 236 225 205
twberculosis ward P tuberculosis wards are divided from 7:1 to 20:1, depending on 265 240 232
average number of hospitalization days 9,220 8,177 7,850
Basic fees for hospitalization in « Real nurse assignment and nurse-to-patient staffing ratios in the 1,381 1,335 1,344
sychiatric ward P psychiatric wards are divided from 10:1 to 20:1, depending on 3,600 3,362 3,289
il average number of hospitalization day 197,812 188,796 184,873

25 VIETNAM | 25
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Flow of Medical Fee Revision Process
Revision of medical fee is based on the following guidelines:
1. Through the budget formulation process, the revision rate approved by the Cabinet as the pre-condition,
2. Based on ‘Basic Guideline’ formulated by Health Insurance Group and Medical Group under Social
Security System Council

3. National Social Insurance Medical Council conducts examination of setting of concrete medical payment
points

Cabinet

Revision Rate is approved through budget process

Health Insurance Group and Medical Group
under Social Security Council

National Social Insurance Medical
Council

O Based on ‘Basic guideline’ formulated by
Social Security System Council

O Discuss about the respective item of
medical payment and setting of points and
calculation requirements

O Examine basic medical policy
O Formulate ‘Basic guideline’
regarding revision of medical payment

Members of National Social Insurance Medical Council
@ 7 Members from payment side (representatives of insurers and the insured
@ 7 Members from medical institutions (representatives of doctors, dentists and pharmacists

® 7 Member from public (need to be approved by the Parliament) TNAM | 26

Major Schedule for Medical Fee Revision

Previous year

<

Revision year

A4

Welfare

N\ | J
March (Discussion about non-revision General Meeting
agendas, such as inclusion of (Go-ahead of a survey)
new drugs in the NHI Drug
= PriceList)
June é (Survey and report by the Panel = Survey month
< toVerify Results of Revision of
July g Medical Fees) o
3 Start of organization of items to
=S be discussed
September Discussion about individual
matters toward the medical fee
revision
October  §
e Announcement of survey results
November § Results of official survey on
= drug prices
December & Compilation of the gist of the Compilation of the gist of the
é drug price system reform health insurance-covered
= medical materials system
reform
January - Compilation of “Review of the Discussion about and
Criteria for Calculation of Drug compilation of the (draft) health
Prices” insurance-covered medical
materials system reform
[ Minister of Health, Labour and Welfare to seek advise from CSIMC ]
[ CSIMC to reply proposed revision of medical fee points to the Minister of Health, Labour and }m |
27
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Affiliated Organizations of the Central Social Insurance Medical Council

Central Social Insurance Medical Council

AGeneral Meeting (set up in 1950)

T
@©
2
S

| uodaa>

Special Committees

Tobe setup pursuantto CSIMCs esolution

Panel to Verify Results of
Revision of Medical Fees

Responsiies:

Special Committee on
Drug Prices

Responsiiites:

| 1oday

Subcommittees

‘and make coordinaton in advance as 0 any partcuar matiers

=]
X/ Expert

Organizations
‘CSIC can hear oinons o expets when s

necessary (o conductsuiveys and make discussions
pect dopi

Basic Issues with Medical
Fees Subcommittee

Responsbiles:

I igations St

medical pactice
Selupin 2005
Chairperson:

Setupin 1990
Chairperson
Mariko Nishimura, Professor, The Faculy of Law,

Matsube
Yasuda lnsiiute of Lie and Welness, Inc.
er

s
Publcnterest members only

Members:
Payer-side: Medicalinstution side: public terest.
=44

Meetings:

Setupin 1991
Charperson:
Kuniaki Tanabe, Professar, The Universiy of
Tokyo Graduale Schools for Law and Polics
Members:
Payer-side: Medicalinstiuion sde: publicinterest
=555

Meetings

2tmes in FY2011

6times in FY2014

141imes in FY2011
Btimes in FY2012
131imes i Y2013
3times in FY2014

Special Committee on Cost-
effectiveness Evaluation

Special Committee on
Medical Materials Covered
by Health Insurance

Payer-side: Medicalinstuton sde: public
interest winesses =6:64:3
Meetngs:
Held based on discussions about the revision
8times in FY2012
7times in FY2013
7times in FY2014

Responshiites: Responsbiles:
Setupin 1999

Setupin 2012 Chaiperson:

Chairperson: Tehiro Innai, Professor, Faculy of Polcy
Ko Ara, Professor, Graduate School of Management, Keio University

Hioisubashi

Universty Medical insiution side: pubc inerest
bers: =444

Meetngs:
Held based on discussions abou the revision
8times in FY2011
Liimes in FY2012
10tmes in FY2013
4tmes in FY2014

0times in FY2011
5times in FY2012
26mes in FY2013
7times in FY2014

on Economic Conditons n Health Care

‘Haruko Nogueh, Professor, Faculty of Poiical
‘Science and Economics, Waseda Universiy
Members:
Payer-side: Medicalinstiution sde: publicinterest
=554

Meetngs:
Heldfor investgations/design
2times in FY2011
4times in FY2012
Ltimes in FY2013
3times in FY2014

Drug Price Calculation
Organization

Responshiiies:
Study and discuss calculations of new drug
prces, fc

Setup n 2000

Chairperson
Yoshiniko Seino. Director, Nippon Medcal
School Chiba Hokusoh Hospital

Members:

Examiners specilized i health insurance:
covered medical care.

Meelings:

Once or o a month based on quarterty or
emergent nclusion of new drugs nthe NHI
Drug Price Lst

Organization for

up n 2003 Member in health

W Session Meeting to Evaluate DPC
Meetings: Held once of s0.a month

y Toho Universiy

mSession Meeting to Evaluate Medical Technologies

Meetings: Held once or 50 a year

Charperson: Tsuguya Fuku, President, St Luke's Internatonal Hospital

mSession Meeting to Investigate Medical Insfitution Costs

Meetngs: Held once or 5o a year
Chairperson: Shigeru Tanaka Er

tus Professor, Graduate

Keio Universty

mSession Meeting to Consider Payment of the Consumption Taxes by Medical

Institutions, etc.
Chaiperson: Shigeru Tanal

Professor, Graduate a

Kelo Universiy

mSession Meeting to Evaluate and Investigate Inpatient Medical Treatment, etc.
Proessor, intematonal

Medical Materials Covered
by Health Insurance

Responshiites:
Study and discuss insurance coverage of
specfied medical materials covered by healfy
nsurance

Setupin 2000

Chairperson.

Mamoru Watanabe, Professor, Tokya Medical
and Dental Universiy.

Members:

Examiners speciaized i health insurance-
covered medical care

Meeings:

Held 3 times or soin March based on
quartery inclusion of new drugs i the NHI
Drug Price Lit

A =)

ouncils, Advisory

ps (Ministry of Heal

and Welfare

4 Social Security Council

® Medical Sub-group
@ Statistics Sub-group

® Long-term Care Benefit Su-group

® Welfare Group

® Social Assistance Group
® Population Group

® Health Insurance Group
® Health Insurance Sub-group(Massage, Acupuncture, etc)
® Child-Affairs Group (many sub-groups)

® Medical Care Group
® Pension Actuary Group

® Pension Group (many sub-group)

® Corporate Pension Group
® \Working Group on Short-tem Workers
® Group on the Disabled
® Long-tem care Group

® Working group on fewer birth rate (several groups)

no arot
ng grou

® and more..

1n for elderly aced o
pior eigeny agec o

Vo

r7

[~
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Factor Analysis on increase of medical cost (very summarized example)

Increase rate of 2.0% 3.4% 3.9% 3.1% 1.6% 2.2% 1.8%
Medical Cost @

Revision of -0.82% 0.19% 0.004% 0.10%
Medical Fee
Population -0.1% -0.1% 0% -0.2% -0.2% -0.2% -0.2%

increase rate

Impact from 1.3% 1.4% 1.6% 1.2% 1.4% 1.3% 1.2%
Ageing @

Others (D—@ 1.5% 2.2% 2.1% 2.1% 0.4% 1.1% 0.6%
—-Q@—@)

-Higher Medical

tech.

-Burden on Patients

MHLW analyze that approx. 1.6% of medical cost increased due to ageing related indicators.

VIETNAM | 30

Transition of medical fee revision rate

Medical Fee
Medicine
Revision Rate (Total)

t

0. 004 w
-1.375

-3. 16

15088 2000 2002 2004 2006 2008 2010 2012 2014

Source: Sankei and Mainichi Newspapers
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Attachment 2-3

BASIC CONCEPT OF MEDICAL FEE SCHEDULE
AND ITS POLICY USE

TADAYUKI TANIMURA, HEALTH POLICY BUREAU, MINISTRY OF HEALTH, LABOUR AND WELFARE, JAPAN

BASIC CONCEPT
ON MEDICAL SERVICES IN THE PUBLIC HEALTH INSURANCE

= Medical service coverage and prices are determined by Health Minister
based on the report by Central Social Medical Insurance Council
(CSMIC)

= Service coverage by insurance need to be deliberated and optimized
as the public health insurance system is sustained using national budget
and premium as financial resources.

= Efficacy and safety of medical services provided need to be assured as
they may directly affect patients’ lives. However, there is limitations for
patients to judging what medical services to take by themselves as
medical services contain highly specialized ones.

= The CSMIC is the place where service coverage and prices are deliberated

Att2-32
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CHARACTERISTICS AND FUNCTIONS OF MEDICAL FEE

SCHEDULE

= CHARACTERISTICS
= To determine service coverage (contents) by insurance
= To determine the price of services

= FUNCTIONS
= The income source for clinics and hospitals
= The incentive for behaviors of healthcare providers

EXAMPLE OF INCENTIVE 1 :

PROMOTING GENERIC DRUG USE

Rates of generic drug use (2013.10-2014.9)

= Low rate of generic drug use in Japan Iﬂmmm

49% 92% 83% 73% 57% 64% 65%

= Goal : 80% of share in the end of 2020 Rate of generic drug use in Japan

= Incentive for hospitals and pharmacies to Approx.

prescribing

generic drugs, with other supportive policies

= Incentive for hospitals according to rates of
generic use I 2057

= Incentive for pharmacies that achieve certain 5 5 o 2.9 4

X /\O) o7 A \?)‘ ,»(9- > Q\% Q»\IQ

target rate S S e NN »90\90 \@(@
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EXAMPLE OF INCENTIVE 2 :

RESPONSE TO SURGEON REDUCTION

= There was a downward trend of surgeon number **® ALL DOCTORS

) Number of Doctors
despite a general upward trend of other doctors. Ram('y

= Japan has no restriction on choice of clinical
specialties.

= Surgeon is one of exhausting specialties.

= Raising operation fees. In particular, raising 30-

500/0 1982 84 86 88 90 92 94 96 98 2000 02 04 06
for complex operations 08 10 2012 SURGEONS
1,000 1,000
PEDIATRICIANS Ty ——
Age
Age unknown
=70 270
<29 <29
1994 1996 1998 2000 2002 2004 2006 2008 2010 2012 1994 1996 1998 2000 2002 2004 2006 2008 2010 2012

EXAMPLE OF INCENTIVE 3 :

STRENGTHENING PERINATAL CARE CAPACITY

—1Obstetric/Perinatal emergency transfer

= Cases of declining requests of obstetric/perinatal

emergency transfer were recognized as social % ‘ ‘
problem around 2006 and 2007. These were 6.0 48 46 1500
mainly due to cases being beyond physical or 4.1 . 3.8 3.7 36 43 338

technical capacity. 4.0 1W 1000
= The following incentives were newly established: 2.0 H H H H H H H H 500
= Incentive for taking care of high-risk 0.0 [l [ 0

pregnancies in 2006 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

= Incentive for accepting perinatal emergency 1000 OBSTETRICIANS
cases in 2008

= Raising the medical fee for NICU (neonatal intensive ;’;e
care unit) in 2008

= Emergency transfer rules at prefectural level were
developed around 2010 <29

1994 1996 1998 2000 2002 2004 2006 2008 2010 2012
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EXAMPLE OF INCENTIVE 4 :

STRENGTHENING REFERRAL SYSTEM

= Patients tend to gather at large/tertiary/advanced hospitals ~ Projected number of patients of femoral neck fracture
due to free access or their function of acute-phase care.
Functional differentiation, particularly reverse
referral(smooth discharge), is being promoted to utilize
hospitals efficiently.

Women
= The incentives and disincentive for its purpose are:
= Incentive for following clinical pathways(process maps)
such as for femoral neck fracture, brain attack or cancer Men
treatment. 2000 2010 2020 2030 2040 2050
= Incentive for high reverse referral rate at local- i
government-designated hospitals 444000 Number of cancer patients
= Incentive for coordination of discharge/charging hospitals ggg
= Extra fee for going large hospitals without referral 200
etc. 150
100
L T - T A
& D P PPN
M A A R R e
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Appendix 3:  Program, Participants and Photos of Study Tour in Japan
3-1: Program of Study Tour in Japan
Date Time Activities
2016/5/15 - Arrive in Tokyo
17 :30-18 :30 | Orientation
Survey Team explaned the folloing points.
Objectives of Study Tour program
Contents to be learned
Requirement for participants
Presentation in the final session of the program
Logistic guide
2016/5/16 | 9:30-10:00 | Courtesy Callin JICA
Participants visited JICA and to exchage greetings.
Participants from JICA :
Health Development Department -Mr. Watanabe, Mr. Yoshida, Ms. Nishimura,
Ms. Sakurai, Mr. Ushio
Southeast Asia and Pacific Department- Ms. Yamazaki
10:10-12 :10 | Lecture by Prof. Hiroi from Kyoto University
Prof. Hiroi had the lecture about intordustion of socialsecurity and medical insurance.
The points of lecture is as below:
Points of Social Security
Characteristic of Social Security in Japan
Characteristic of Medical Insurance in Japan
History of Social Security and Medical Insurance in Japan
Problem to be sold
13 :30-16 :00 | Lecture by the Ministry of Health, Labour and Welfare
Dr. Tanimura explained the health system and health insurance system in Japan. The
pomts of lecture is as below:
History of medical insurance system
Outline and characteristics of the system
Challeges of the present system and possible policy interventions toward
improvement
Lessons learned
Medical service chain
: Realignment wih private insurance
2016/5/17 | 10:00-11 :30 | Lecture by the Helth Insurance Claim Review and Reimbursement Services
Participants visited the Health Insurance Claime Review and Reimbursement Serivices
and had a seccion regarding the followings.
Medical service fee in Japan
Position and Structure of Health Insurance Claims Review and Reimbursement
Services
Digitization of Medical Fee Claims
Review of Electronic Medical Fee Claims
13:30-16 :00 | Lecture by the Ministry of Health, Labour, and Welfare
Dr. Tanimura gave the lecture about payment system of medical insurance and the
central social insurance medical council in Japan.
Outline of medical payment system
Histry and characteristic of medical payment system
Management of advanced medical treatment
History of central social insurance medical council
. Procedures on revising price of medical payment
2016/5/18 | 10 :00-12 :00 | Lecture by the Japan Health Insurance Association
Participants visited the Japan Health Insurance Association and had a seccion regarding
the followings.
Outline and role of the Association
Financial situation of the Assosiation
Efforts of Medical care expenditure regulation
13 :30-15 :30 | Lecture by the Health Insurance Society

Participants had a seccion by the Health Insurance Society regarding the followings.
History of the public health insurance for the whole nation
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Date

Time

Activities

Situation of medical insurance system

Outlin and role of Health Insurance Society

Finacial condition and problems of Health Insurance Society
Activities of Health Insurance Society

2016/5/19

9:30-11 :30

Transfer (Tokyo — Sakudaira)

13:30-16 :00

Lecture by Saku City
1. Activities of health care
. Introduction of Saku city
Health life expectancy in Saku city
Development of health activities
Challenges and activities on promotion of admission to health insurance and
imposition
2. National health insurance service in Saku City
Financial condition

2016/5/20

9:30-11 :30

Lecture by Saku Central Hospital

1. Lecture by Dr. Izawa
Introduction of Saku Central Hospital
History of health care in Saku area

2. Lecture about medical IT system in Saku Central Hospital
How to claim for medical fee

13 :00-14 :50

Lecture by Sakuho Town
Intoroduction of Sakuho Town
History and outline of health activities for decreasing medical care expenditure

15:30-17 :00

Lecture and Site Visit to Kitaaiki Village Clinic
Health care activities and management by Dr. Matsuhashi
Condition of Kitaaiki Village

2016/5/21

10 :00-12 :00

Transfer (Sakudaira — Tokyo)

2016/5/22

Preparation of groupe presetation

2016/5/23

9:30-12:30

Lecture by Prof. Shimazaki from National Graduate Institute for Porlicy Studies
Characteristic of public health insurance for the whole nation and the way to
achive UHC
Explanation of essence and process of public health insurance for the whole nation
in Japan
Political implication of public health insurance for the whole nation in Japan

13 :30-16 :30

Wrap up session of training
Presentations

2016/524

Departure for Hanoi
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3-2: The List of Participants of Study Tour in Japan
No. Name Title
1 | Mr. CAO Ngoc Anh Head of Provider payment method management Division, DPF, MoH
2 | Mr. THAM Chi Dung Deputy head of Provider payment method management Division, DPF, MoH
3 | Ms. PHAM Thi Minh Nga Deputy head of State financing, DPF, MoH
4 | Mr. DANG Trung Ha Officer, Provider payment method management Division, DPF, MoH
5 | Ms. NGUYEN Sao Mai Officer, Provider payment method management Division, DPF, MoH
6 | Mr. DANG Hong Nam Deputy head of Health insurance Department, MoH
7 | Mr. LUONG Bao Khanh Administration of Medical Service Management, MoH
8 | Ms. PHAM Hong Thuy Vietnam Administration of HIV/AIDS Control, MoH
9 | Ms. NGUYEN Thi Thanh Ha | Department of Health insurance policy, Vietnam Social Security
10 | Ms. NGUYEN Thi Huong Vice Head, Department of Price Management, Ministry of Finance
Deputy head of Public health Department, Health Strategy and Policy
11 | Ms. HOANG Thu Thuy
Institute
12 | Ms. LUU Thi Lien Deputy manager of Department of Health in Hanoi
Deputy head of Finance and Accounting Unit, Department of Health in Hoa
13 | Ms. NGUYEN Thi Thu Ha
Binh province
14 | Mr. DINH Ha Nam Deputy manager of Department of Health in Gia Lai province
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3-3: Template of Report on Training in Japan
(Tokyo and Saku, 15-24 May 2016)

Name:
Organization:
Position:

Email (in block letter)

1. Training Schedule

2. List of Persons met

3. Information you obtained from each organization

(1) Ministry of Health, Labour and Welfare

(2) National Federation of Health Insurance Societies

(3) Health Insurance Claims Review & Reimbursement Services

(4) Japan Health Insurance Association

(5) Saku City

(6) Sakuho Town

(7) Saku Central Hospital

(8) Kitaaiki Village Clinic

(9) Professor Yoshinori Hiroi, Kyoto University

(10) Professor Kenji Shimazaki, GRIPS

4. Your objectives before the participating of the training

5. How much have you achieved your objectives through the training program?

6. What have you studied from the Medical Insurance System in Japan?

7. Are there any points which may be introduced to the Health Insurance System in Viet Nam?
8. Are there any points which will not be introduced to the Health Insurance System in Viet Nam?
9. Overall evaluation of the training program

10. Additional questions or requests if any (to be answered)
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3-4: Photos of Study Tour in Japan

Orientation on May 15 Courtesy Call on JICA on May 16

Lecture by Dr. Tanimura from Ministry of Health, Labour

Lecture by Prof Hiroi on May 16 and Welfare on May 16

Lecture by Review System of Medical Fee Claims in Lecture by Review System of Medical Fee Claims in
Japanese Health Insurance on May 17 Japanese Health Insurance on May 17

Lecture by Japan Health Insurance Association Head Lecture by National Federation of Health Insurance Societies
Office on May 18 on May 18
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Lecture by Saku City on May 19

Visit the reception of Saku Central Hospital on May 20

Visit Kitaaiki village clinic on May 20

Presentation in Lap Up Session on May 23
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Lecture by Dr. Izawa from Saku Central Hospital on May 20

Lecture by Sakuho Town on May 20

Lecture by Prof. Shimazaki from National Graduate Institute
for Policy Studies on May 23

Lap Up Session on May 23



3-5:  Itinerary and Participants of Study Tour in Japan on
Health Insurance Claims Review & Reimbursement Services

Date Itinerary
Tue, 22 Nowv. Arrive in Tokyo
JICA Headquarters
Ministry of Health, Labour and Welfare
¢ Overview of medical security system and insured medical services in Japan
*  Overview of medical fee claim, examination and payment flow, and prevention and
measurements against illegal and improper claims
e  Overview of revising of medical fee schedule
*  Qverview, roles and responsibility of the Central Social and Medical Insurance Committee
Wed, 23 Nowv. Health Insurance Claims Review & Reimbursement Services (HICRRS), Headquarters
*  Overview and mission of HICRRS
*  Overview of claim examination and IT
*  Measurements for illegal and improper claims
HICRRS, Tokyo Brunch
*  Examples of claim examination
Thu, 24 Nov. All-Japan Federation of National Health Insurance Organizations (NHIO)
*  Overview and mission of NIHO
*  Overview of claim examination and IT
*  Measurements for illegal and improper claims
Fri, 25 Nowv. IT company
Sat, 26 Nov. Reporting
Sun, 27 Nov. Leave for Hanoi
No Name Position Organization
1 | Mr. Pham Luong Son Deputy Director General Vietnam Social Securiry (VSS)
2 | Mr. Le Hong Huyen Director of Social Central Economics Commission
Department
3 | Mr. bang Nguyen Binh | Deputy Director of Central Organization Commission
Department IV
4 | Mr. Tran Bic Long Director Inspection and Auditing Department, VSS
5 | Mr. Do Van Khoan Director Northern Center for Medical Review and
Tertiary Care Payment, VSS
6 | Mr. Nguyén Kim Chién | Staff Information Technology Center, VSS
7 | Mr. Le Xuan Ky Deputy Director Organization and Personnel Department, VSS
8 | Mr. Duong Tuan Duc Deputy Director Health Insurance Implementation Department
9 | Ms. Dang Thi Thanh Ha | Deputy Director Ninh Binh Social Security Office
10 | Tran Thi Thu Tra Deputy Director International Cooperation Department, VSS
10 | Mr. Lé Nguyén Bong Deputy Director Information Technology Center, VSS
12 | Ms. Nguyen Thi Thu | Staff Project Management and General Affairs
Trang Division, International Cooperation
Department, VSS
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Appendix 4:

Summary of the Amendment of Health Insurance Law

Ar. 25/2008/QH12 Points of Amendment in 46/2014/QH13
1 Governing Scope and Subjects of | -
Application
2 Interpretation of Terms Health Insurance is a compulsory scheme implemented by the State for non-profit purposes.
All household members included in the family registers or temporary residence book shall be insured.
“Basic health service package (BHSP) covered by health insurance fund” is added.
3 Health Insurance Principles It is clearly specified that the basis of premium are monthly salaries, retirement pensions, allowance, or base salaries.
The benefit levels depend on groups of the insured and the period of premium payment, in addition to seriousness of
sickness.
4 State Policies on Health Insurance | -
5 State Management Agencies in -
charge of Health Insurance
6 The Ministry of Health’s MOH shall promulgate regulations on technical procedures and guidance of medical examination, treatment and referral, in

Responsibilities for Health addition to formulating policies and laws, organizing service providing systems.

Insurance Also, MOH shall promulgate BHSP covered by health insurance fund.

7 The Finance Ministry’s Responsibilities of MOLISA, MOET, MOND and MOPS are added to instruct and determination and administration of the

Responsibilities for Health insured.

Insurance MOLISA (Ministry of Labor, War Invalids and Social Affairs) shall take care of the following insured groups; persons with
meritorious services and war veterans and their family as well as their relatives, children under 6, pensioners of social
protection pensions, and the poor and groups in socio-economic difficulties.

MOET (Ministry of Education and Training) shall take care of students and foreign student granted by the Vietnam
Government. Also, MOET shall provide primary health care in the school in cooperation with MOH.
Ministry of National Defense (MOND) and Ministry of Public Security (MOPS) shall take care of commissioned officers,
solders, police officers, police students, public security officers, as well as their relatives. Also, those shall cooperate for
contracting between the medical facilities under those jurisdiction and VSS.

8 Responsibilities of People’s The People’s Committee from central to provincial levels shall be responsible for instructing of the local SS and

Committees at All Levels for
Health Insurance

administration on the use of annual surplus of the health insurance fund.

The People’s Committee of communes, wards and towns shall prepare the list of target groups except the employees,
persons with meritorious services and war veterans, and students. Also, it shall request health insurance card and birth
certificate for the children under 6.
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Cards

Ar. 25/2008/QH12 Points of Amendment in 46/2014/QH13
9 Health Insurance Institutions -
10 | Audit of the Health Insurance -
Fund
11 | Prohibited Acts -
12 | The Insured See the table below.
13 | Health Insurance Premium Rates | See the table below.
and Responsibilities to Pay Health
Insurance Premium
14 | Salaries, Remuneration, The monthly salary as a basis of the premium amount shall not exceed 20 times of the minimum wage.
Allowances Serving as a Basis for
Health Insurance Premium
Payment
15 | Method of Payment of Health See the table below.
Insurance Premium
16 | Health Insurance Card The effective dates are clearly determined.
Upon the first payment
New card: upon the expiry of the pervious health insurance
When the premium was not paid for more than 3 months in a year, 30 days after resume the payment.
When a preschool child become 6 before his/her school year, it is effective until 30 September in such year.
The health insurance organization shall provide the sample of health insurance card after reaching consensus of MOH.
17 | Grant of Health Insurance Cards Responsibility to identify people to be insured is clearly mentioned.
» Employees — employers
»  Students and foreign students granted by the State — Education/Training institutions under MOE.
»  Officers under MOND/MOPS — MOND/ MOPS
»  The others — the People’s committee at commune level
The health insurance organizations shall issue the cards within 10 working days after receipt of the completed applications.
18 | Re-grant of Health Insurance The insured shall be eligible during the re-issuance process.
Cards The fees for the re-issuance shall be prescribed by MOF (Ministry of Finance), not MOH.
The fees shall not be required when the re-issuance is caused by failure of the social insurance organizations.
19 | Exchange of Health Insurance -
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Ar. 25/2008/QH12 Points of Amendment in 46/2014/QH13
20 | Revocation, Seizure of Health Concurrent issuance shall also be revoked.
Insurance Cards
21 | Scope of Health insurance Medical examinations for early detection of some diseases were annulled.
Benefits The Minister of Health shall be responsible for providing list of medical services, drugs and supplies to be covered by health
insurance, and scope of benefits.
22 | Levels of Health Insurance Benefit levels are concretely determined. See the table below for the level for each group.
Benefits 100% shall be covered in CHS within the prescribed amount by the Government.6 times of minimum wage at the registered
hospital.
100% shall be covered for the insured who had paid premium at least 5 years and spend more than
The benefit levels in non-registered health facilities without official procedures are as follows:
»  Central hospital: 40% of inpatient treatment costs
»  Provincial hospital: 60% of inpatient treatment costs until 31 Dec. 2020; 100% from 01 Jan. 2021.
»  District hospital: 70% of examination and treatment costs until 31 Dec. 2015; 100% from 01 Jan. 2016.
District and commune levels are free-access within the province from 01 Jan. 2016.
Provincial level is free-access within the nation from 01 Jan. 2021.
23 | Cases not eligible for Health Suicide, poisoning, visual disturbance of children, and are covered by health insurance.
Insurance Benefits
24 | Health insurance-covered Medical | Private providers could be covered medical facilities when those contract with the health insurance organizations.
Care Providers
25 | Contracts on Health Concrete criteria are set to be a covered medical facility.
Insurance-covered Medical Care MOH shall cooperate with MOF to provide a sample contract.
26 | Registration for Health -
Insurance-covered Medical Care
services
27 | Treatment-line Transfer -
28 | Procedures for Health -
Insurance-covered Medical Care
29 | Health Insurance Assessment -
30 | Methods of Payment of Costs of | Explanation of capitation is modified.

Insured Medical Care
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Ar. 25/2008/QH12 Points of Amendment in 46/2014/QH13
31 | Payment of Costs of Health Conditions for direct reimbursement for the insured are modified.
Insurance-covered Medical Care »  Use a non-covered medical facility
»  The process is failed to the regulation.
»  Other special cases prescribed by MOH
MOH and MOH shall regulate unified medical service fees covered by health insurance for each level.
32 | Advancement, Payment, The health insurance organization shall make advance payment of 80% of the settled amount of the previous quarter within
Settlement of Costs of Health 5 working days from the receipt of the financial statement.
Insurance-covered Medical Care The initial advance payment shall be made 80% of estimated amount by the health insurance organization.
When the quarterly claim amount exceeds the budget, the medical facility shall send a report to VSS.
Health facilities shall submit monthly claim by 15 of next month, quarterly financial statement by 15 of the first month of
next quarter.
The health insurance organizations shall notify the verification result within 30 days from the receipt of the quarterly
financial statement, and make payment within 10 days from the notification.
Annual accounting report and handling of surplus shall be made by 10 Jan. every year.
The direct payment to the insurer shall be made within 40 days from the receipt of the request.
33 | Sources for Setting Up the Health
Insurance Fund
34 | Management of the Health Management mechanism is not clearly mentioned. The Vietnam Social Insurance Management Board shall administer the health
Insurance Fund insurance fund.
35 | Use of the Health Insurance Fund Allocation and use of the health insurance fund are defined with figures.

»  90% of premium — medical examination and treatment

»  10% of premium — administration cost and reserve fund (at least 0.05%)

Contingency shall be allocated according to the decision of the board.

Surplus at provincial level until 31 Dec. 2020

»  80% shall be allocated to reserve fund. It shall be allocated within 12 months from the VSS’s auditing of the financial
statement.

» 20% shall be allocated according to priority: to expand services for the poor and socially vulnerable such as
improvement of district hospitals.

»  The allocation of the above 20% shall be made upon approval of VSS within a month from the auditing.

From 01 Jan. 2021, the 20% shall be allocated to the reserve fund.

The annual deficit shall be made up by the reserve fund of VSS.
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Ar. 25/2008/QH12 Points of Amendment in 46/2014/QH13
36 | Rights of the Insured The insurers can choose any health insurance organizations to pay premium and any covered medical providers.
37 | Responsibilities of the Insured -
38 | Rights of Organizations and -
Individuals Paying Health
Insurance Premiums
39 | Responsibilities of Organizations | -
and Individuals Paying Health
Insurance Premiums
40 | Rights of Health Insurance -
Institutions
41 | Responsibilities of Health More concretely defined such as promotion of subscription and premium payment, management of the insured, and store and
Insurance Institutions manage the data (i.e., use of IT, development of database).
42 | Rights of Health More concretely defined such as providing medical record to the health insurance organizations, maintain validity and accuracy
Insurance-covered Medical Care | of the data, and providing medical certificate to the insured.
Providers
43 | Responsibilities of Health -
Insurance-covered Medical Care
Providers
44 | Rights of Organizations -
Representing Employees and
Those Representing Employers
45 | Duties of Organizations More concretely defined responsibilities of the representatives of employers and employees to supervise the implementation of
Representing Employees and the law.
Those Representing Employers
46 | Health Insurance Inspectorate -
47 | Complaint, Denunciation on -
Health Insurance
48 | Health Insurance Disputes -
49 | Handling of Violations More concretely defined “violation” and the case of employers who fail to their duties is added

The unpaid premiums and the interests shall be paid in twice of the amount. When it is still not paid, the State Treasuries shall
deduct from its deposit account.
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Ar. 25/2008/QH12 Points of Amendment in 46/2014/QH13
50 | Transitional Provisions

51 | Effect

52 | Implementation Detailing and

Guidance
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Article 12 (Eligibility), Article 13 (Premium Rate), Article 15 (Premium Payment), Article 22 (Level of Benefit)

Source of Sub-Group* Resp. Premium Benefit Level
Premium Rate? Method
Employers and | - Employees indefinite or at least 3-month 6% of monthly salary Monthly 80%
employees full-time contracts (4% - employers,
+ Salaried business 2% - employees)
+ Managers
+ Officials and civil servants
- Part-time officers in communes, wards and 6% of minimum wage Monthly 80%
towns (4%
communes/wards/towns,
2% - the officers)
Social insurance | - Pensioners (retirement and disability) 6% of the allowance - 95%

organizations + Pensioners (worker’s compensation, long-term 6% of minimum wage - 95%
treatment, old-age (= 80)

- Social security recipients 6% of minimum wage - 95%
- Unemployment insurance recipients 6% of minimum wage - 95%

State budget - Commissioned officers, solders, police officers, | MOND 6% of monthly salary Quarterly 100% + health insurance fund
public security officers, those students, and their | /MOPS (and  state  budget) for
relatives non-covered services/items

- State pension recipients MOLISA | 6% of minimum wage Quarterly 100% + health insurance fund
for non-covered services/items
- Persons meritorious services and war veterans, | MOLISA | 6% of minimum wage Quarterly 100% + health insurance fund
and families for non-covered services/items
- Relatives of persons meritorious services and | MOLISA | 6% of minimum wage Quarterly 95%
war veterans
+ Incumbent deputies of National Assembly or 6% of minimum wage Quarterly 80%
People’s Councils at all levels
+ Children under 6 (pre-school) MOLISA | 6% of minimum wage Quarterly 100% + health insurance fund
for non-covered services/items
+ Social protection pension recipients MOLISA | 6% of minimum wage Quarterly 100% + health insurance fund
for non-covered services/items
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Source of Sub-Group® Resp. Premium Benefit Level
Premium Rate” Method
* Poor household and other groups in | MOLISA | 6% of minimum wage Quarterly 100% + health insurance fund
socio-economic difficulties, islands for non-covered services/items
+ Legal organ donors 6% of minimum wage Quarterly 80%
Scholarship - Foreign students granted by the state budget MOET 6% of minimum wage Quarterly 80%
provider
State budget and | + Near-poor household 6% of minimum wage Quarterly 95%
the insurers (partially paid by the state | (state budget)
budget)
- Students MOET 80%
Head of + Other household 6% of minimum wage Agriculture, forestry, | 80%
household fishery and
self-enterprises —
quarterly or
bi-annually
+ Other household members 1 - 6% of minimum wage 80%
2 -4.2% (70%)
3 -3.6% (60%)
4 -3% (50%)
5 and more - 2.4% (40%)
Note:

1. When the individual is concurrently eligible more than one group, the earlier clause shall be applied. For example, a 4-year-old child living with his/her parents

working in agriculture sector and not the poor, he/she are eligible as “children under 6”.

2. When an employee works for more than one employer, higher salary shall be a basis of the premium amount.
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