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PREFACE

System of Health Accounts (SHA) is a useful tool; through analysis of the system
of health financing indicators, it helps to describe systematically the flow of the
financial resources relating to the use, the consumption of the health goods and
services across the country.

In Vietnam, the Ministry of Health has developed a system of national health
accounts for the years from 1998 to 2012, based on the widely-disseminated
technical documents of each period, to serve the study requirement of the
policy-makers on health financing.

In 2015, with approval of the MOH leaders on the Master Plan for development
of the Vietnam Health Accounts — period 2015-2020 using SHA 2011 software;
with support and technical consultancy of the Health Finance and Governance
Project (HFG), the Ministry of Health (Department of Planning and Finance) had
successfully developed the system of national health accounts year 2013 under
the SHA 2011. This is the common manual, which was jointly developed by three
organizations as OECD, European Union (EU) and World Health Organization
(WHO) and was recommended by WHO to be applied uniformly and globally.
Data from the system of national health accounts was processed with the new
set of tools, which allows for a more detailed analysis on the use of health
services and goods by disease group, age, gender and beneficiaries. Other similar
criteria, which were used by previous tools, were also provided, with data for
multi-dimensional and detailed analysis. The HIV/AIDS sub-account was also
established as an integral part of the system of national health accounts year
2013.

With a series of basic indicators of international comparability of the system of
national health accounts developed over the past years, combined with detailed
data and extracted aggregation from the System of National Health Accounts
2013, which has just been developed under the new toolkit SHA 2011, the
Ministry of Health hopes to provide useful information for researchers, managers
and policy makers on health financing in and out of the country for reference and
use.

CHIEF AUTHOR

ASSOC. PROF. PHAM LE TUAN, MD., PHD.
Vice Minister, Ministry of Health



1. BACKGROUND

Informed decision-making requires reliable information on the quantity of
financial resources used for health, their sources, and the way they are used.
Resource tracking has therefore become internationally recognized as an area of
major policy importance. Key issues that many countries, including Vietnam, face
today include, among others, regular and timely information on the level and
flow of resources in the health sector and understanding the allocation of
resources across priority health programs.

As part of addressing this gap in information, countries have been undertaking
different resource tracking exercises, although often not as regularly as desired.
Vietnam has previously undertaken an HIV/AIDS resource tracking exercise
covering the period 2008 to 2010 using the National AIDS Spending Assessment
(NASA) methodology and a general health accounts exercise for many years.
Since 1998 Vietnam has used different methodologies to organize health
expenditure data in a user-friendly format to support policymaking. From 1998
to 2011, fourteen health accounts exercises have been undertaken by the
country. Previous health accounts have used the System of Health Accounts
(SHA) 1.0 framework to organize data and policy briefs to support decision
making.

In 2011, World Health Organization (WHO) and other stakeholders introduced a
new resource tracking framework called the SHA 2011. SHA 2011 provides a
standard for classifying health expenditures according to the three axes of
consumption, provision, and financing. It provides guidance and methodological
support in compiling health accounts. More specifically, the purposes of the SHA
2011 are to: i) provide a framework of the main aggregated results relevant for
international comparisons of health expenditures and health systems analysis; ii)
provide a tool, expandable by individual countries, which can produce useful
data in the monitoring and analysis of the health system; and iii) define
internationally harmonized boundaries of health care for tracking expenditure on
consumption.

This study will provide information about the total expenditures for HIV/AIDS for
the Vietnam Authority of HIV/AIDS Control (VAAC), covering government, non-
government, private sector, and out-of-pocket expenditures. The study also
provides estimates for expenditures on the most important disease categories
and overall health system expenditure tracking. For HIV/AIDS expenditure
tracking, the study provides the necessary mapping of baseline expenditures to
allow for tracking trends in financing for HIV as the country of Vietnam
transitions from donor to domestic funds. Information on usage of health
insurance, private expenditures, and donor funds will be monitored and reported



on a periodic basis to provide dynamic information on transition progress. Such
information will help in the design of policies and interventions that ensure that
the cost of financing HIV is not inadvertently shifted toward out-of-pocket
payments and will provide evidence for continued and/or increasing government
financing.

2. STUDY OBIJECTIVES

The main objective of this study is to generate data on health expenditure to
inform decision making in the Vietnamese health system. More specifically the
study aims to organize the data by source of funding, providers, factors of
provision, financing agent, financing scheme, and by provinces. The study
provides a comprehensive analysis of HIV/AIDS expenditure and highlights
resource flows to some diseases like tuberculosis, malaria, maternal and child
health, etc.

3. METHODOLOGY

The 2013 Vietnam health accounts is based on System of Health Accounts (SHA)
2011 framework, and represents the first time the SHA 2011 has been used in
Vietnam since it was released in 2011 by WHO.

Because Vietnam has been using the SHA.1.0 for a long period, it is important to
highlight the changes and policy relevance of the new framework. SHA 2011
introduces a number of changes and improvements compared with SHA 1.0.
First, it reinforces the tri-axial relationship that is at the root of the SHA and its
description of health care and long-term care expenditure — that is, what is
consumed has been provided and financed. This triangulation maintains the
guiding principles of the SHA 1.0 and the associated Producers’ Guide. SHA 2011
offers more complete coverage within the functional classification in areas such
as prevention and long-term care; a more concise picture of the universe of
health care providers with close links to standard industry classifications, and a
precise approach for tracking financing in the health care sector using the new
classification of financing schemes. In SHA 1.0 “recurrent expenditure on health”
and “gross capital formation” were summed to arrive at “total health
expenditure (THE)”. This aggregate tended to be misunderstood. SHA 2011
recommends keeping “recurrent expenditure on health” and “gross capital
formation” separate and discourages the use of the aggregate THE, at least with
respect to how it was used in SHA 1.0.

Overall, however, emphasis has been given to the need to preserve the
investment and efforts of countries to date in institutionalizing health accounts.



The 2013 Vietnam health accounts was conducted according to SHA 2011
methodology, using the health accounts production tool and health accounts
analysis tool. The data used to conduct this study combines both primary and
secondary data with a focus on secondary (already available) data.

It is essential to identify and catalogue the available data sources along with their
main characteristics, and make some assessment of their quality to potentially
provide information on the dimensions that they might serve for Vietnam’s
heath expenditure. This stage involves the construction of a data collection plan,
which identifies an exhaustive list of possible actors in the health care system.
These various health system actors and institutions may possess reports or
records that can be used to construct the health accounts. The SHA 2011
recommends using either a top-down or bottom-up approach for the data
collection.

For the current study, a top-down approach is used because most of the health
accounts data are taken directly from pre-existing aggregate health expenditure
classifications and recording systems, such as from the government, the Vietnam
social security, other ministries, etc. This often involves an extensive system of
proxies and estimates to break down the aggregated expenditure. The
breakdown of aggregate data relies on developing a ‘distribution keys’
document, which combines services utilization data and disease cost.

A bottom-up approach is used when most of the health accounts information is
obtained using detailed information and data sources. For example, the internal
reports of health insurance agencies describe both the scope and the values of
services contracted with particular health care providers, and reports from
Provincial AIDS Centers (PACs) at the provincial level provide details from the
Vietnam Authority of AIDS Control (VAAC) and Ministry of Health (MoH) strategic
plans on implementation activities that can be linked with financial information
or budget data.

A wide range of data and information were collected from various government
documents at the national and sub-national level (provinces). In addition to
secondary data collection as described above, institutional data collection and a
survey of people living with HIV (PLHIV) were conducted to estimate payment
made by PLHIV. The Health Accounts technical team, led by the MOH with
technical support from the HFG project, was the main actors collecting the data
compiled in this work. The following surveys were conducted to complete the
health accounts study: donors (bilateral and multilateral), NGO (international
and national) and public sector units, and Vietnam social security. (See the table
in Annex 1 for details of the data collection sources).



3.2.1. Household expenditure

Household expenditure is an estimation made from 2012 Viet Nam Household
Living Standards Measurement Survey. The data have been updated using
population growth and the inflation rate. The most recent household survey
available is for 2012, which reflects up to date data in comparison to many
countries where household data are usually older than five years. The target
population for the survey was all the households in the country.

3.2.2. Private health insurance and corporation data

In 2013, the health account team was not able to conduct a survey of private
health insurance companies and corporations. Therefore, estimations were
made using 2011 survey data to estimate the health expenditure for private
health insurance and corporations.

3.2.3. Distribution key development

The new SHA framework requires expenditure distribution according to disease,
age, and gender. For disease classification, in the absence of a single
international standard classification for collecting data, two alternatives are
recommended by SHA 2011 framework: the Global Burden of Disease (GBD)
classification (slightly adapted) at a high level of aggregation and the
International Classification of Disease (ICD-10) main chapters. In Vietnam, based
on the information provided by the MOH health statistics department (DPF), the
technical team decided to use the ICD-10 classification. The database provided
by the statistics department combines ICD-10 and GBD classifications. Our choice
for using the ICD-10 classification is the level of detail. There are several reasons
to include a distribution of expenditures by disease, gender and age. First, it
helps to capture the entire picture of the source of financing for HIV/AIDS.
Second, a number of global health initiatives (including the Global Fund) and
several WHO initiatives (on mental health and neglected tropical diseases) are
demanding the tracking of health expenditures by various classifications, one of
them being by disease. While this can be done for individual diseases such
HIV/AIDS (e.g., national AIDS spending assessment (NASA), TB, etc.), tracking
holistically as part of the health accounts is more technically sound because all
diseases use a standard and comparable way to allocate shared expenditures e.g.
health facility expenditures where the interventions are being delivered. It also
ensures that disease expenditure estimates are internally consistent with total
health expenditures, especially for HIV/AIDS expenditure but also for the other
diseases. For example, in the past, there have been instances where disease
expenditure estimates done independently exceed the total health spending
when added together. Doing expenditure tracking by disease as part of health
accounts eliminates this potential for double counting. For HIV/AIDS, based on
many experiences at the international level, doing a sub-account resource



tracking exercise usually underestimates certain sources of financing such as the
government contribution. NASA studies have also faced challenges.

3.2.4. Definition of concepts

The rows below provide definitions of the various classifications and key
definitions use in this report. Understanding them will be useful for the reader to
conceptualize the 2013 Vietnam health accounts data and will also be useful for
policy makers. The definitions presented below can also be found in SHA 2011
Manual.

3.2.4.1. Classifications and dimensions of health expenditure

Functions (HC): the types of goods and services provided and activities
performed within the health accounts boundary.

Providers (HP): entities that receive money in exchange for or in anticipation of
producing the activities inside the health accounts boundary.

Financing schemes (HF): components of a country’s health financial system that
channel revenues received and use those funds to pay for, or purchase, the
activities inside the HA boundary.

Financing agents (FA): institutional units that manage health financing schemes.

Financing sources (FS): the revenues of the health financing schemes received or
collected through specific contribution mechanisms.

Factors of provision (FP): the types of inputs used in producing the goods and
services or activities conducted inside the HA boundary.

Beneficiary characteristics: of those who receive the health care goods and
services or benefit from those activities (beneficiaries can be categorized in many
different ways, including their age and gender, their socio-economic status, their
health status and their location).

Capital formation (HK): the types of the assets that health providers have
acquired during the accounting period and that are used repeatedly or
continuously for more than one year in the production of health services.

Trade in health: imports of health care goods and services provided to residents
by non-resident providers, and exports of health care goods and services
provided to non-residents by resident providers.



Products: the various goods and services provided by the providers, including the
non-health care goods and services produced and consumed.

3.2.4.2. Health expenditure indicators definition

THE: total health expenditure from all sources including recurrent and capital
expenditure.

THE per capita: total health expenditure divided by the Vietham population in a
given year.

4. SUMMARY OF RESULTS AND KEY INDICATORS

The System of Health Accounts (SHA 2011) is an internationally recognized
framework used to track expenditures in a health system. As defined by the SHA
2011 framework, health accounts provide a systematic description of the
financial flows related to the consumption of health care goods and services.
Their intent is to describe a health system from an expenditure perspective. One
high priority is to develop reliable, timely data that is comparable both across
countries and over time. This is indispensable for tracking trends in health
spending and the factors driving it, which can in turn be used for comparisons
across countries and to project how spending will grow in the future.

The new framework provides clear methodology for detailed breakdowns of
disease-specific expenditures such as those for HIV/AIDS spending, tuberculosis,
reproductive health and non-communicable disease.

This report describes findings from the first use of the SHA 2011 framework in
Vietnam. This health accounts exercise was undertaken in 2015 and covering the
2013 period was implemented by the MOH (DPF) with financial support from the
United States Agency for International Development (USAID). USAID’s HFG
project, led by Abt. Associates Inc., provided technical support.

From the processed data and analysis done, there had been increased funding
for the overall health system in Vietnam since 2008 from 143,238 billion
Vietnamese Dong (VND) in 2008 to 211,966 billion VND in 2013. In 2013, the
total health expenditure from all sources summed to 211,966 billion Vietnam
dong (197,105 billion VND for recurrent expenditure and 14.9 billion for capital
expenditure), equivalent to 10.134 billion USD. In 2013, the country spent 6% of
its GDP on health. The same indicator was estimated to 6.0% in 2008 and 6.2% in

2011 (see Table 1).



In 2013, 85.25% of the recurrent health spending was funded by two major
sources of revenue. The government provided 37.66%, and household provided
47.59% of the revenue.

For units involved in the management of financing scheme, the government is
the main institution mobilizing and managing health financing schemes in
Vietnam. Of THE, the government managed 51.4% of funds, followed by
household at 38.7%. For the government, most of the funding goes to local
governments (25.8%) and social security (19.0%).

For health care providers, the 2013 health accounts spending shows that public
health facilities accounted for the largest share of THE (64.8%) with private
health facilities accounting for the remainder (35.2%).

For the type of service, curative care consumed the greatest proportion of
Recurrent Health Expenditure, 68.35% in 2013, with 40% of curative care going
towards inpatient curative care and 28% going towards outpatient curative care.
Within inpatient curative care, general inpatient curative care accounts for 40%
of Recurrent Health Expenditure, and specialized curative care for 0.4%. For
outpatient curative care, general outpatient curative care accounts for 19.5% of
expenditures, while specialized outpatient curative care accounts for 8.7% and
dental outpatient accounts for 0.01% (see figure 13). Preventive care accounted
for 7.13% of Recurrent Health Expenditure and pharmaceuticals and other
medical non-durable goods accounted for 17.82%. Table 1 presents health
account summary statistics from 2010 to 2013.

Table 1. Health accounts keys Indicators

Health accounts Indicators
Indicators Estimate
2010 2011 2012 2013
Total expenditures and by expenditures by category (billion VND)
1 [ Total health expenditure 137,256 | 172,398 | 201,954 | 211,966
2 | Recurrent expenditure 125,403 | 158,988 189,612 | 197,105
3 | Capital health expenditure 11,853 | 13,410 12,341 | 14,860
4 | General government expenditure 63,893 | 77,976 87,569 | 74,233
5 | Household expenditure 61,541 | 78,571 83,091 | 93,799
Social security funds (public health
6 insurance fund) (billion VND) 34,973 | 4