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Abstract

During the past decade, thanks to the reform policy, the economic situation in Vietnam has developed significantly. Health sector is on the process of reform also. The key components of the health sector reform are health financing, management strengthening and decentralization. Health personnel are the most important input of health system. Health workforce influences the implementation of health sector reform. This paper reviews the impact of health sector reform on human resource for health at local level in term of workforce size, geographic distribution, workforce qualification and workforce structure. Regarding to workforce size, there is the shortage of health worker at district level, particular in preventive services provision. The reason is due to restructuring health system at district level, District Health Divisions were set up, District Preventive Centers and District Hospitals were separated. District Preventive Centers were allocated more function and responsibilities. It requires more staffs with right structure and qualified. In term of qualification, in preventive services it was lower than that in curative services. Another issue is that health workers concentrate much more in the better off regions. This leads to the inequity in term of access to the health care services within different regions in the country. Finally, workforce structure is imbalance. There was a shortage of doctors with preventive specialization. At the same time, some other categories such as midwives, technicians, and public health workers were shortage too. 
1. Background

In 1986, Vietnam initiated a reform policy, focused on economic reform, known as doi moi (renovation). The policy put Vietnam firmly on the path of transforming from a state- controlled command economy to market economy. Many of the doi moi reform applied to the health sector. Among most important health sector reform was the implementing of user fees for health services at central level hospitals, legalization of private practice.  These reforms have improved the health status of the population. However, the health system has been reformed slowly, and has not responded to the demand of the socio-economic development and the change of disease pattern.

Health sector reforms are part of the overall economic and social reform. Parallel with the Government’s public administrative reform, the health system has undergone reform process focused on the change in organizational structure. These reforms are intended to decentralize health systems, reduce bureaucracy and increase efficiency and effectiveness in part by reorganizing services, streamlining management and allocating resources to better meet local needs. 

Human resources for health are the most important input in health system. The performance of health systems depends on qualified and motivated health staffs. Without effective staffing and committed staff, it is unlikely that the health sector reform will be successful. 

This paper reviews human resource for health in the grass- root health network in the context of recent health sector reforms in Vietnam. 

Grass-root health in Vietnam consists of health facilities at district and commune levels including district preventive health centers, district hospitals and commune health centers. It is very important component of the health care system, provides health care services for about 70% of total population.

2. Conceptual framework







3. Case study of Vietnam
3.1. Public Health system in Vietnam

The public health care system in Vietnam consists of four levels: central, provincial, district and commune. 

Since doi moi, health system in Vietnam has been restructuring several times, especially in the local level in order to improve its capacity.  

In 1998, according to the Circular No 02/TTLT issued by Ministry of Health and Ministry of Home Affaire, the local health systems had been structured as follows:
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3. District level



4. Commune level


Note: 


: Direct management ( funding, manpower)




: Indirect management (Providing guidelines on professional practice and supervision) 

- Provincial level:


+ Administrative management body: Provincial Health Office. 

It was a professional agency under the management of Provincial People’s Committees (Local government) assisting local government in term of health care sector. 


+ Health service provision were included Provincial General Hospitals, and Specialty Hospitals providing the medical services; Provincial Preventive Centers providing the preventive services and carry out other public health activities. They were under the management of the Provincial Health Office.

- District level:

 The District Health Centers having responsibilities for both administrative management and health service provision in term of medical services as well as preventive services. They were under the management of the Provincial Health Office.

-  Commune level: 


Commune Health Stations were the first contact to the health care services and responsible for primary health care and preventive medicine activities, disease control and prevention. They were under the management of the District Health Centers.

In 2004, according to the Government’s Public Administrative reform policy (Government’s Decree No 172 on restructuring administrative agencies at provincial and district levels), Ministry of Health has been issued the Circular No 11 regulating the functions, responsibilities and organization structure of local health authorities. According to this, the health care services at the district level have been restructured. 
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Note: 


: Direct management ( funding, manpower)




: Indirect management (Providing guidelines on professional practice and supervision) 

There are some changes in term of health structure organizations:

+ District Health Divisions have been set up. These are health administrative agencies at district level. It has been allocated functions on assisting local District People’s Committees (Local Administrative agencies at district level) in term of health care. These are under the management of the District People’s Committees.


+ For services provision, District Hospitals and District Preventive Medicine Centers have been set up based on the old organizations- District Health Centers. These are under the management of Provincial Health Office.

With the above mentioned health structure, there are advantages as well as shortcoming in term of the way management. By vertical management, the health sector could unify professional techniques; concentrate on solving the health problem. However, the centralization management will limit the participants from local authorities and other sectors. 

This reform shows the changing in term of the ways of administrative management and the ways health services organized and provided. Before the Circular No 11, the health governance had been decentralized to provincial level. Since 2004, it has been decentralized to district level. In term of service provision, medical and preventive services have been separated. The aims of this reform are to delegate local authorities in health sector, strengthen capacity of health sector in local level, especially preventive medicine system. 

However, some provinces in the disadvantaged and mountain areas could not follow new model of organization structure, because of shortage of health workforce. 

3.2. The impact of health sector reform on health workforces at local level.

 3.2.1. General view on health workforce in Vietnam
 Workforce size
In term of workforce size, the number of health staffs is increasing by the years, but not much. For instant, in 2001, there were 229, 887 people, in 2002 there were 234,354 and in 2005, there were 259, 583. However, comparison with increasing of population, this was not responded to the increasing demand of population on health care services.

In many countries, reforms lead to decrease number of staffs, but in Vietnam in order to strengthen public health system to meet the need for health care services provision, in June 5, 2007, Government have issued the Decree No 08/2007 regulating staffing norm for health facilities in public sector. According to this, the number of health staffs will be increased about 58, 769. On the average, the number of health staffs will be increased 918 per one province. There is the issue that in the short term, the health workforce production is not adequate to health system needs. Therefore, it is needed concern about both improving quality of health workforce as well as increasing the number of health staffs systematically.

Distribution of Health Workforce 

In term of workforce distribution by level, majority of health staffs work at local level (82, 5%), while 12, 20% of them work at central level. Only 5, 25% work for the other sectors. This shows the important role of local health services in term of providing medical and preventive care services for more than 70% of population.  

In term of workforce distribution by geography, North delta region had the highest number of health staffs comparing with other regions (18.39%). Conversely, North West had the lowest number of health staffs (3, 91%).  South - East and Mekong delta region had almost the same number (about 16%). Central highland and Central Cost are the regions having the lower than that in others regions (5.07% and 7,74%, respectively). This indicates that, the health workers concentrate much more in the better off regions. In order to attract and retain health workers working at disadvantaged and remote areas, it is necessary to have the rational policies on workforce training, deployment, employment and motivation.

Qualification 

Generally, qualification of health workforces in Vietnam is still poor.  Only about one-fourth had university degree. Number of post- graduated was very low. Only 1.24% of staffs got Master and 1st degree of specialists and 0.44% got PhDs and 2nd degree of specialists. Three-fourth had secondary and primary degree. About 12.56% had no qualification.

Health workforce structure 

Among health staffs, doctor accounted for 18. 98%; while only 8.27% were pharmacist (including university, secondary and elementary pharmacists). Assistant doctor accounted for 18.82%; nurse for 19.74%, while only 3. 77% of health staffs were technician and 6.94% was midwife. So that, number of assistant doctors and nurse were almost the same with the number of doctor. Recently, Ministry of Health tends to stop to produce assistant doctor. However, the number of assistant doctor was still high. This indicates that structure of health workforce is inappropriate. The number of nurses and university pharmacists were low, while number of assistant doctors was high.

Health workforce production

Vietnam has a health workforce production network throughout the country. There are 11 medical colleges producing health personnel with university and postgraduate degree, and 70 training institutions from 64 provinces producing health personnel with secondary and primary degree. The central and provincial hospitals are also responsible for in service training as well as practical training for students. Annually, at university education there are about 6,200 students graduated, including medical doctors, pharmacists, nurses, technicians and public health workers. There are 18,000 graduates from secondary degree. This number is insufficient to meet the demand for health workforce. The reasons is in the coming years with the increasing demand of market economy, private sectors will develop. It requires the huge number of health personnel.

3.2.2. The impact of health sector reform on health workforce at local level 

As mentioned above, in 2004, according to the Government’s Public Administrative reform policy, Ministry of Health has been issued the Circular No 11 regulating the functions, responsibilities and organization structure of local health authorities. This reform leads the changing in term of the ways of administrative management and the ways health services organized and provided. At district level, medical and preventive services have been separated and District Health Offices have been set up. Recently, the result of a study conducted by the Ministry of Health has showed majority of responders replied that the new structure of local health is an appropriate model to strengthen and improve quality of services, especially preventive service provision. However, there are challenges in term of human resources. 

Preventive service provision 

According to the health workforce statistic, until 30, December 2006, there were 467/667 districts established District Health Divisions, District Hospitals and District Preventive Centers, implemented the Circular 11/2005/TTLT. There were 200 districts have not been implemented Circular 11/2005/TTLT because of shortage of human resources. 

Averagely, there were 21.8 health staffs per one District Preventive Center. According to the Circular 08/2007 regulating on staffing norm, at least there are 25-30 health staffs for the districts having less than 100, 000 population. This indicates that there was a shortage of health staffs in the preventive services. 

District Preventive Centers are facing with recruitment issue. It is difficult to recruit health staffs working for preventive services especially those are qualified. Preference for curative is very common in Vietnam. Therefore, almost of health staffs prefer to stay in the hospitals rather than to move to preventive services.

In term of qualification, majority had secondary qualification (accounted for 72.65%), while only 13.09 % had university degree. The rate of health staffs having post-graduated qualification was very low (3.86%). Qualification of health staffs in preventive services were lower than that in curative services
Among doctors, very few of them had been trained preventive medicine. Almost of them were general doctors. Therefore, this requires concerning much more on in- service training on preventive medicine. However, there is a brain drain issues. Qualified doctors, those sent to post-graduated or upgrade course tend to move to upper level after graduating. 

Regarding to health workforce structure, nearly a half of the total health staffs were assistant doctors (accounted for 43.10%). Only 15.34% of the health staffs were doctors. The average of doctors of the district preventive centers was 2.8. This indicates that the district preventive centers are facing with a shortage of doctors. Besides, some other categories such as midwives, technicians, and public health workers were shortage. 

Decentralization has resulted in creation of new functions, responsibilities as well as new posts. Recently, district preventive centers have been allocated new function on reproductive health provision and food safety control. It needs more midwives, technicians. 

Recent study has showed that 68.85% of respondents said that in District Preventive Centers, there was lack of health staffs. 100% of them replied that workforce structure is inappropriate. 96.72% answered that professional skills is poor.  

In order to fulfill the delegated function, tasks, the human resources of the district preventive centers should be in appropriate in number, quality and skill-mix. 

Therefore, together with the focusing on training program and improving the quality of health workers for preventive services, it should be develop an appropriate incentive policy to attract and retain health staffs to work for preventive services at district level.

Medical service provision

The ratio of health staffs per beds was 0.92. According to the Circular 08/2007, this number nearly got the norm for the district hospitals (from 1.10 to 1.20 health staffs per bed). However, among different regions, the North West region had the lowest ratio of health staffs per beds (0.69 health staffs/bed). The Mekong Delta region had the highest ratio of health staffs per beds (1.01 health staffs/bed).

North West region was a lack of human resource in the district hospitals. Therefore, it is necessary to develop the incentive policy to attract and retain health workers, as well as training program to improve the quality of health workers.

In term of qualification of health workforce in the district hospitals, 57.43% of health staffs had secondary qualification. It was lower than that in the district preventive centers. Conversely, number of health staffs having university and postgraduate qualification was higher than that in the preventive provision. 

Regarding to health workforce structure of medical service provision, it was better than that in the preventive provision. There were much more doctors than the district preventive centers. However, the ratio doctor per nurse, technician, and midwives was only 1: 1.9. According to the Circular 08/2007, in the district hospital the ratio doctor per nurse, technician, and midwives should be 1:3 to 1:3.5. So, in the district hospitals, there was a shortage of nurse, technician, and midwives. Conversely, number of assistant doctors was very high at district level. 

Besides, there is an issue related to the management skills. Before decentralization, managers only focused on professional skills. At present, autonomous brings hospitals considerable new skill needs, especially in management competencies. The trainings on management skills are need for managers of hospitals in order to enhance their skills in financial, human resource, equipment and supplies, planning and information management.

Administrative agency (District Health Division)

The total of health staffs of 467 district health divisions were 1,943 people. The average was 4.1 people per one division. However, in some districts, there were only 1-2 staffs per one division. Therefore, in some regions, there was a shortage of health staffs for district health divisions. 

Besides, almost staffs who working in District Health Division were from old organization- district health centers or commune health centers. The new organizations have the new function and responsibilities, but they were not familiar with administrative work. This issues effect to their work performance.  They need professional, public health and management skills, particular the management of information, finances and human resources, as well as local level planning, monitoring and evaluation. Therefore, trainings on administrative management and computer skills are need for staffs working in District Health Divisions. 

Local government (People’s District Committee) 

The local authorities have been transferred the management of health services for better control of spending and increased accountability. When decentralization included transfer of human resources, local authorities had to play a new role as employers. There are may be some negative affect health sector. In some case, decentralization can lead local authorities to respond to local preferences for curative rather than preventive and primary health care or health care may be less of priority for local government than that in some other sector. Therefore, District Health Divisions with function of assisting local District People’s Committees in managing health care services at local level, play very important role.

4. Lessons learnt 

Health sector reform aims to increase efficiency, quality and equity of health system. Health personnel are the most important input of health system. At the same time, health personnel influence the implementation of health sector reform. Therefore, the system should be able to learn over time to adjust policies to achieve a more positive impact. 

Firstly, in order to attract and retain health workers to work for preventive service provision and rural areas, the appropriate incentive policy should be developed. Financial rewords is important factor influencing the behavior of health staffs. Appropriate incentive policy will limit brain drain issue in term of geographic, specialty, facility level and public/private sector. 

Another lesson is that in the context of decentralization, the health managers should be equipped the management skills in order to enhance their skills in financial, human resource, equipment and supplies, planning and information management. In-service training is also important to improve capacity of health workforce, particular in preventive service provision.

The final lesson is getting health staffs involved in the design and implantation of the reform is important. This will increase the accountabilities for health staffs. 

References

1. Ministry of Health of Vietnam: Comprehensive development design for the health system in Vietnam to 2010 and vision by 2020. MOH, June 2006

2. Ministry of Health of Vietnam: Report on reviewing health workforce status at district level after two years implementing Circular No 11, 2006. Unpublished

3. Ministry of Health of Vietnam: Health statistic book 2004, 2005, 2006.

4. Vasavaku, T. Rebuilding Authority Relations: Public Administration Reform in the Era of Doi moi, 2002. Hanoi. ADB

5. Tim Martineau at al: Human resource and the Success of health Sector Reform.

6.  Franco LM, Bennett S, Kanfer R: Health sector reform and public sector health workers motivation: a conceptual framework. Social Scien and Medicine 2002,54:1255-1266.

MOH


16 Departments





Commune Health Centers:10, 886





District Health Centers: 667





Government





- Hospitals: 30


- Institutions: 15


- Medical colleges: 14





- Hospitals: 350


- Provincial Prevention Centers: 64; Malaria Centers: 28; infection disease control: 22


- Secondary medical schools: 53





Government





MOH


16 Departments





Provincial Health Office


6-8 Departments 





Health sector reforms


Objectives:


Efficiency


Effectiveness


Quality


Equity


Strategies


Decentralization


Restructuring system/organization








HUMAN RESOURCE FOR HEALTH


Workforce size


Distribution of Health Workforce


Qualification/ Capacity


Health workforce structure





Provincial People’s Committee


(Local Gov.)





Environment factors


Public sector reform





- Hospitals: 30


- Institutions: 15


- Medical colleges: 14





Provincial People’s Committee


(Local Gov.)





Provincial Health Office


6-8 Departments 





- Hospitals: 350


- Provincial Prevention Centers: 64; Malaria Centers: 28; infection disease control: 22


- Secondary medical schools: 53





- District Health Hospitals: 667


- District Preventive Centers: 667








Commune Health Centers:10, 886





District People’s Committee





District Health


Office


3-5 staffs








PAGE  
1

