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Foreword

This evaluation report constitutes the third evaluation of  Swedish support to the health sector in 
Vietnam and covers the years 2001–2005. This period constitutes the ending of  a project oriented 
support. The evaluation indicates possibilities for a future health reform support to Vietnam to be 
leading into a sector programme support for a more effective harmonized cooperation ni line with 
Hanoi Core Statement. The February 2005 Resolution 46 of  the Politburo of  the Central Committee 
of  the CPV states for the fi rst time that investment in health is characterized as “investment in develop-
ment”. It can be safely stated that Swedish health policy support has positively infl uenced this vision. 
It will guide policy in the health sector for twenty years to come and foresees huge reform needs based 
on equity and effi ciency. The evaluation concludes that Sweden ought to stay in the health sector in 
Vietnam. The health sector offers great opportunities for Sweden to promote pro-poor spending, 
democracy, human rights and gender equality; ideals that are common to both Vietnam and Sweden 
and where Sweden inherits comparative advantages.

Anna Runeborg

First Secretary Health 
Development Cooperation
Embassy of  Sweden 

Hanoi February 2006
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1 Executive Summary

1.1 Purpose of the Evaluation

The ongoing Vietnam-Sweden Health Cooperation on Health Policy and Systems Development 2002–
2006 with a Swedish contribution of  90 MSEK has the overall objective to help attain the goal of  
Vietnam’s Health Strategy 2001–2010. The Specifi c Agreement of  the VSHC/HPSD requires that an 
external evaluation be conducted in 2005 for the period from 2001 to 2005. 

The purpose of  the evaluation according to the Terms of  Reference is:

• to evaluate the achievements, as against set objectives, of  the VSHC and VSHC/HPSD during 
2001–2005 and

• to comment and advise on the exit strategies of  the VSHC/HPSD with the aim of  adjusting 
structure and implementation if  needed, and

• to assess the feasibility of  continued cooperation in the health sector after 2006 as required by the 
Country Strategy.

As a benchmark for future co-operation, the Hanoi Core Statement of  the Government of  Vietnam 
and development partners is used.

1.2 Main Findings and Conclusions

The following fi ndings and conclusions for the executive summary represent a selection from the report.

The main achievements of  the VSHC/HPSD during the evaluated period are:

• The main success of  the programme has been to contribute effectively to the objective of  policy and 
strategy development. Many policies, regulations, party resolutions and laws have been formulated 
with the support of  the programme;

• On the output level, the programme has produced a large number of  workshop participants and 
trainees;

• Further, the output of  products has been accelerated over the last year and expectations are high in 
terms of  a sizable number of  products at the end of  the programme.

As regards the criteria from the TOR for this evaluation, they all have sub-items in the TOR 
(cf. Annex 1). The evaluation team’s assessment of  the evaluation criteria is based on the specifi c sub-
items. The conclusions are as follows:

• The relevance of  the cooperation in terms of  Swedish and Vietnamese policies has been high, but a 
changing context and lessons learned imply a need for concentration. The cooperation has been 
consistent with the policies of  the GOV and Sida, it has been well in tune with the systems of  
Vietnam and it has supported Vietnamese ownership. Given its unique position in the MOH, the 
cooperation has been complementary to activities supported by other donors;

• Effi ciency of  the implementation has been lower than could be expected. It has not been possible to 
compare capacity building results of  the staff  of  MOH between various means of  building capacity. 
It is possible that the on-the-job training component could have been more effi cient, had there been 
an effective TA team in place. The available data does not include any valid impact assessment of  
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the main expenditure of  the programme, i.e. the training and workshop efforts. Similarly, it has not 
been possible to compare effi ciency of  different models for technical support used in the coopera-
tion. The main conclusion on effi ciency is based on low fund absorption, ineffi cient management of  
contracts and consequent delays of  products, long implementation of  models without assessment, as 
well as the lack of  complete training implementation for capacity building (including training need 
assessment, training follow up and a supportive system for implementation) while massive training 
expenditures have been incurred. 

• Effectiveness for capacity building is not measurable in terms of  the stated objectives of  the pro-
gramme. It is not possible to determine whether specifi c objectives have been achieved, as they are 
non-measurable. It has not been possible to assess effectiveness as between long term, short term 
and Vietnamese experts. Effectiveness for policy and strategy development has been assessed as 
higher, evidenced by the policies, strategies and laws produced under the support of  the programme. 
The management structure with components increasingly hosted in MOH departments has been 
assessed as an effective means of  improving the policy and strategy development. 

• Sustainability has not been suffi ciently addressed by the programme. The evaluation team’s assess-
ment is that there is low fi nancial sustainability of  ongoing activities, especially those of  training. 
However, there are products that stand a grand chance of  being sustainable in the sense of  contin-
ued use in the future, such as training curricula and methodologies. The sustainability of  human 
resources seems more doubtful in view of  the high attrition rate in the programme. 
In relation to the TOR, it may be added that the cooperation has been consistent with Vietnam’s 
priorities. Vietnamese ownership was secured. 

As regards major themes of  the evaluation report, the following fi ndings are provided:

• The programme has not been responsive to the Swedish policies of  mainstreaming gender and 
HIV/AIDS during the evaluated period. There are signs of  improved responsiveness during the 
coming fi nal year of  the programme;

• Sweden’s role as a donor in the health sector is a favoured position and unique in terms of  integra-
tion of  the cooperation programme into the Ministry of  health. Sweden’s comparative advantage is 
increasing with increasingly sensitive areas of  cooperation;

• The institutional arrangements of  the cooperation have suffered from insuffi cient defi nition of  the 
roles of  the different actors. The reduction of  inputs from foreign technical advisors has been 
premature;

1.3 Recommendations

One set of  recommendations are directed to the programme management and targeting measures that 
could be taken to maximise project outputs during the remaining implementation period. The main 
general recommendations to the programme management are:

• Raise quality on studies and research and all other analytical documents. As recommended by the 
4th Monitoring Mission anonymous peer reviews could be one part of  such an effort; the internal 
evaluation study on health research provides further suggestions on how to improve quality. The 
programme is encouraged to make an in-depth assessment of  the internal evaluation study on 
health research in order to identify measures to be implemented for quality assurance during the 
remaining implementation period:

• Use fi ndings and recommendations from all the internal evaluation studies as food for thought by 
organising intellectual work around the results to hammer out a plan of  action for the remaining 
year;
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• The ongoing efforts to disseminate and share programme products are encouraged and should be 
pursued.

Examples of  more specifi c recommendations to the programme management are:

• Continued efforts in strategy and policy development should focus on the establishment of  clear 
roles among actors and robust institutionalized mechanisms for the policy development process;

• Reforms of  the state management system itself, such as envisaged in the Public Administration 
Reform programme are required to achieve reasonable capacity development objectives;

• In the remaining time before the programme ends, factors contributing to sustainability should be 
addressed.

Recommendations are also made for the future cooperation between Sweden and Vietnam. These 
recommendations are intended for Sida and/or the Vietnamese authorities.

1.3.1 Stay in the health sector
The evaluation team has concluded that Sweden ought to stay in the health sector in Vietnam. To leave 
the sector would be a lost opportunity to leverage Sweden’s comparative advantage as a long-time 
trusted partner in health. Using this role, the comparative advantage increases when Sweden invests in 
sensitive areas. Examples of  such areas are health policy development in the context of  public administrative reform.

The health sector offers an opportunity to promote the issues to be reviewed by Sweden, including pro-
poor spending, democracy, human rights and gender equity, given that the cooperation is designed with 
those objectives in mind.

1.3.2 Careful programme preparation
It is recommended that a possible new programme be carefully prepared:

• An external team should formulate the future Swedish support to the health sector. The team should 
include Vietnamese consultants and work closely with MOH’s departments and other concerned 
ministries and donors: 

• The formulation process should have enough time for adequate risk reducing preparation in an 
environment involving many stakeholder and rapid changes. 

A possible new programme formulation has to be open to accommodate the fi ndings of  this evaluation, 
as well as the fi ndings from previous evaluations and Monitoring Missions, as summarised in this report.

1.3.3 Harmonization and alignment
There is an urgent need in Vietnam for donor cohesion, harmonization and alignment generally and in 
the health sector specifi cally. Currently, the combined impact of  all donor health funding appears to fall 
signifi cantly short of  its potential. There are few signs of  synergy or leveraging.

In the team’s view, a future programme needs to start with very small steps aiming at in-depth adminis-
trative reform and with a realistic opportunity to demonstrate good results. Based on such results, 
government and donors could agree on specifi c triggers to increase fund disbursements. The full 
introduction of  results-based funding would create incentives to improve effectiveness. Donors must 
then be willing to pay more for better results.

1.3.4  Health Reform core programme 2006–2008
Based on this evaluation, and after considering several options for cooperation during 2006 and 2007, 
the evaluation team has selected the option to concentrate the current programme into one unifi ed 
programme for promotion of  health reform. A newly designed small programme, combining public 
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administration reform and health policy development, including the establishment of  policy develop-
ment mechanisms, could be a useful temporary vehicle during the preparation of  the future sector 
programme. This programme proposal is of  course not linked to any of  the current programme’s 
components. Health policy involves almost all departments of  the MOH, and so does public adminis-
tration reform. The proposed programme has to be the effort of  an integrated implementation involv-
ing all departments and based on research and evidence from pilot activities to inform policy making.

1.3.5 Entry points for future sector programme
This evaluation team therefore suggests that public administration reform in the health sector and 
further health policy development, especially in the area of  health care fi nancing and quality of  service 
at primary health care level, are urgent investment areas for Swedish assistance, which could be more 
effective entry points to a future broader cooperation. However, such efforts will only be effective if  also 
a mechanism to ensure that the different needs of  men and women are considered at all levels is in 
place and intervenes in all steps in policy and programme formulation, implementation, monitoring 
and evaluation. Cooperation in these areas would also emphasize Sweden’s comparative advantages. 
The overall objective of  such a programme is accelerated health reform. Meanwhile, if  well done, this 
programme could serve as a window for other donors and hence become the looked-for entry point for 
sector programme support.

1.3.6 Characteristics of the health reform promotion window
The following ideas for the design of  a future cooperation programme are provided upon request from 
stakeholders. A possible future programme should include these ingredients, among others:

• In order to engage in a bold and innovative health reform programme, the cooperation agreement 
needs to be signed by the highest level of  the Vietnam government; this is needed to speed up the 
public administration reform and to overcome the inherent conservatism of  the Ministry of  Health;

• The programme should offer a large amount of  core funding to the Ministry of  Health, to allow for 
Ministry investments in research, selective and advanced training, as well as targeted use of  interna-
tional expertise, including cooperation with Swedish institutions where they offer comparative 
advantages;

• The large amount of  funding is to serve as the incentive for both partners to engage in an innovative 
programme. The funding will, however, not be available until measurable results have been agreed 
upon and then disbursed in accordance with agreed upon result triggers;

• A bold and innovative investment in health reform needs to be supported by suffi cient funding also 
to induce both partners to compromise in the establishment of  objectives and results thresholds for 
triggering of  disbursements;

• The responsibility and opportunity to formulate the expected results fall mainly on the Vietnamese 
side. These preparations could be supported by international technical assistance, but only within 
the limits of  full Vietnamese ownership;

• Once the MOH is ready to provide a proposal for negotiations with the funding partner, the oppor-
tunity is ripe for a deepening of  the partnership, based on mutual trust and confi dence needed to 
engage in a completely result based form of  cooperation;

• In view of  the innovative nature of  the proposed programme, it needs to have a fi xed termination 
date after, say, three years. If  the agreed upon results have not been achieved, the agreement should 
be terminated. In the event of  successful achievement of  the agreed upon results, the investing 
partner should be prepared to invest more;
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• The programme should be designed in such a way that it represents an open window for other 
donors to follow suit in case of  success. In this way, the programme could lead to an entry point for 
sector programme support among harmonised and aligned donors;

• The programme should focus on the sensitive areas of  health policy and public administration 
reform of  the health sector. The focus areas clearly involve not only the majority of  departments 
within the Ministry of  Health, but also its support institutes and other Ministries;

• Progress in the two focus areas is considered as necessary, but not suffi cient, conditions for in-depth 
health reform, so badly needed in the new context;

2 Introduction

This report is the result of  an evaluation study of  the Vietnam-Sweden Health Cooperation on Health 
Policy and Systems Development (VSHC/HPSD) from 2001 to 20051. The current phase of  the 
Vietnam-Sweden Health Cooperation is the third consecutive phase of  support programmes focussing 
on policy development2 fi nanced by the Swedish International Development Cooperation Agency 
(Sida). The evaluation study was conducted from its preparation in April 2005 to this fi nal draft report. 
The evaluation team consisted of  two Swedish experts – Gunilla Krantz, MD, PhD and Jan Valdelin, 
MBA, PhD – and one Vietnamese expert – Dao Thanh Huyen, MD, MPH. The Swedish experts 
visited Vietnam between May 16 and June 3, 2005. A fi rst version of  the fi nal draft was delivered in 
September 2005. This revised version has benefi ted from a number of  comments from different 
stakeholders in the programme.

2.1 Background and Evaluation Purpose

Sweden has supported the health sector in Vietnam since more than 30 years. The consecutive projects 
have moved from initial relief  and hospital construction to the current emphasis on health policy and 
systems development. The ongoing VSHC/HPSD 2002–2006 with Swedish contribution of  90 MSEK 
has the overall objective to ”help obtaining” the goals of  the Vietnam’s Health Strategy 2001–2010. 
The Specifi c Agreement3 of  the VSHC/HPSD requires that an external evaluation be conducted in 
2005 for the period from 2000 to 2005. 

The Swedish Country Strategy 2004–2008 for Vietnam states as regards the current cooperation in the 
health sector4: “Towards the end of  the period, an assessment will be made of  the feasibility of  contin-
ued cooperation. Progress in the introduction of  sector programme support will be followed up with the 
aim of  participating as a partner within such a framework.” The external evaluation reported here is a 
response to the requirements of  the Specifi c Agreement and the Country Strategy.

1 The evaluation covers the final year of  the previous phase of  the VSHC. Strictly speaking, the VSHC/HPSD started in 
October 2002, while the VSHC has had two previous phases. For the years 2001 and 2002 (until September) this mission is 
using a data base limited to two secondary sources: Final Report on Consultancy Services 1999–2002, VSHC, InDevelop, 
September 2002 and Consultancy Services to the Ministry of  Health Aid Management and Co-ordination Project under 
VSHC II November 1999–30 September 2002, Final Report, Liz Rauge Carlbom, SIPU International, September 2002.

2 This focus started with the 1994 agreement. Swedish support to the health sector started almost 30 years earlier.
3 Specific Agreement between the Government of  Sweden and the Government of  the Socialist Republic of  Vietnam on 

Vietnam-Sweden Health Cooperation on Health Policy and Systems Development 1 November 2002–31 October 2006. 
4 Country Strategy for development cooperation, Vietnam, January 2004–December 2008, Editorial Office, The Ministry for 

Foreign Affairs, Stockholm, 2003, pp. 15–16.
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The purpose of  the evaluation is stated in the Terms of  Reference (TOR)5:

• to evaluate the achievements, as against set objectives, of  the VSHC and VSHC/HPSD during 
2001–2005 and

• to comment and advise on the exit strategies of  the VSHC/HPSD with the aim of  adjusting 
structure and implementation if  needed, and

• to assess the feasibility of  continued cooperation in the health sector after 2006 as required by the 
Country Strategy.

The set objectives referred to in the TOR are the specifi c objectives of  the Specifi c Agreement for the 
VSHC/HPSD programme6 (quoted):

a) Capacity development

• To promote result-based management, organisational framework, and administrative routines with 
respect to all components and activities included in the VSHC/HPSD

b) Strategy development

• To assist the MOH to develop such policies, legal framework, and action plans that are consistent 
with the Comprehensive Poverty Reduction and Growth Strategy (CPRGS) of  the Government of  
Vietnam

c) Competence development 

• To develop adequate professional skills with respect to all components and activities included in the 
VSHC/HPSD through time-bound and targeted human resources development efforts. 

The TOR specifi cally refers to the programme objectives, but the implementing organisation is divided 
into groups of  activities. The VSHC/HPSD programme activities are implemented through nine so-
called components: 

• AIPC – Accident and Injury Prevention Component

• CBE – Community Based Education

• CBHD – Community Based Health Development in Disadvantaged Areas

• DMC 1– Drug Management Component 1

• DMC 2 – Drug Management Component 2

• HPC – Health Policy Component

• PARC – Public Administration Reform Component

• TCC – Tobacco Control Component

• PMCU – Programme Management and Coordination Unit

At the start of  VSHC/HPSD, there were fi ve components, while three components were added during 
the current programme, i.e. DMC 2 (a sub-component from the start), CBE, and PARC. A separate 
unit, the Programme Management and Coordination Unit (PMCU), also regarded as a programme 
component, making nine components, manages the programme. As all components have their own 

5 Cf. Annex 1 to this report. 
6 Specific Agreement, op. cit.
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activity programmes and indicators, they have each taken on their own life under the umbrella of  the 
overall objectives7, sometimes with weak links to the overall purpose of  the programme. The responsi-
ble managers of  each component would therefore prefer to have an evaluation component by compo-
nent. The diffi culties of  an evaluation approach on the component level are highlighted further below 
(see section 4). The evaluation team’s assessment of  the achievements of  each component is found in 
Annex 4.

This report targets a broad audience of  stakeholders in the reform of  the health sector in Vietnam: the 
Ministry of  Health (MOH), other ministries, the Embassy of  Sweden to Vietnam (Embassy) Sida, 
bilateral and multilateral donors in Vietnam as well as the Vietnamese community of  experts and 
researchers involved in the current crucial phase of  sector reform.

2.2 Evaluation Criteria

The TOR specifi es the criteria8 to be applied as evaluation measures against the objectives of  the 
VSHC/HPSD as follows: 

• Relevance; 

• Effi ciency; 

• Effectiveness;

• Sustainability.

The evaluation criteria should be used in relation to the specifi c objectives of  the VSHC/HPSD: 
capacity development, strategy development and competence development. For each of  these objectives 
an assessment could be made. The evaluation concerns raised by the measurability of  the objectives as 
worded in the Specifi c Agreement are discussed below (section 4.) Measurability and lack of  impact 
data make it very hard to apply these criteria in a meaningful manner, especially effectiveness. 

2.3 Major Evaluation Themes Based on the Objectives and the TOR

The evaluation study is focusing on the specifi c programme objectives as stipulated by the TOR. 
In view of  these objectives, the major themes of  this evaluation are the capacity, competence and 
strategy development. Using the utilization of  funds as a guide, the evaluation team has selected 
training as a major theme cutting across several parts of  the cooperation as well as corresponding 
directly to the competence development objective. The strategy development is a second major theme in 
line with that specifi c objective. The third theme is the progress towards implementation of  result-based manage-

ment of  the programme, which corresponds to the capacity development objective.

The TOR themes of  mainstreaming of  Gender and HIV/AIDS are also major Sida policies. The TOR 
further requests reviews of  the institutional arrangements for the cooperation, the technical assistance and the 
implementation efforts. Furthermore, the role of  Sweden as a donor in the health sector is a theme from the 
TOR in relation to the possible future cooperation between Vietnam and Sweden in the health sector.

7 This is further elaborated in Annex 4, where the components and the programme are discussed.
8 For definitions of  these criteria the Evaluation Glossary is applied as developed by the OECD/DAC Network on Development 

Evaluation, 2002
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2.4 Reader’s Guide

The outline of  this report follows Sida’s standard format for evaluation reports9. The following section 
describes the studied cooperation in its policy and development context. The report then moves on to 
present the fi ndings of  the evaluation study. That section is the key section in terms of  what the data 
from the study has enabled the evaluation team to conclude. It gives the reader an opportunity to assess 
the evidence base for the following sections on Evaluative conclusions, Lessons learned and Recom-
mendations. 

In view of  the need to keep the report as short as possible, many facts are found in annexes. The reader 
may consult the annexes whenever in doubt about the background for conclusions or recommenda-
tions. 

3 The Vietnam-Sweden Health Cooperation

This section provides a review of  the VSHC, including its policy environment, development context 
and history.

3.1 Policy Environment and Development Context

Since the introduction of  the policy of  “renovation” in 1986, the gradual transition from a planned 
economy to a market economy has severely affected the system of  health services in Vietnam. The 
process has been described in previous evaluations and many other reports about Vietnam’s health 
sector10, demonstrating the breakdown of  service provision at lower levels and reduced access for the 
poor due to informal payments11 and lately formal fees as well. The current situation and the immedi-
ate future, relevant for this evaluation and the future design, have a new element that has changed the 
development context as compared to the previous years of  transition12. The fact that the move to a 
market economy has caused problems in the social sectors is since long recognized and measures have 
been taken to reduce the negative impact. Meanwhile, the recent introduction of  a new directive 
(Directive 05) concerning user fees and fi nancial hospital autonomy may signify a turning point in 
terms of  future equity considerations.

However, the new element is the changing outlook of  the policy-making body, the Communist Party of  
Vietnam (CPV) and the Government of  Vietnam (GOV). In the process of  seeking international 
recognition and membership in international bodies, fi rst the World Trade Organization, but also 
regional and health related organisations, the country has a need to change many laws, by-laws and 
regulations, while at the same time engaging in an accelerated implementation of  public administration 
reform (PAR)

The current regulatory situation in the health sector has been described as “lacking a legal framework”, 
creating a situation where implementation many times creates unintended consequences, different from 

9 The TOR for this study puts an upper limit to the number of  pages for the main text: 30 pages. In view of  the comments on 
the first draft report this requirement was relaxed by the Embassy.

10 Cf. for example Valdelin et. al., Doi moi and health, Sida 1992 and Jerve et. al., Tackling the turmoil of  transition, 2001, and MOH, 
Vietnam Health Report, 2002.

11 For data, cf. the Vietnam National Health Survey 2001–2002.
12 For a good review of  major policy changes during the programme, see Vietnam – Managing Public Expenditure for Poverty 

Reduction and Growth, Public Expenditure Review and Integrated Fiduciary Assessment, Volume 2, Sectoral Issues, GOV and the World 
Bank, Hanoi 2005.
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the policy objectives13. The GOV and the CPV are now talking of  a “new situation” and a “new 
context”, which is not so much referring to the well-known impact of  economic transition, but rather to 
the need for new policies, laws and regulations, due to the changing social situation in the country 
coupled with the requirements of  international belonging.

A spectacular illustration to the above is the recent (February 2005) resolution of  the Politburo of  the 
Central Committee of  the CPV regarding the health sector14. This document clearly states that “some 
health policies are not in line with the current context”. For the fi rst time investment in health is charac-
terized as “investment in development”. The resolution identifi es a number of  major tasks, implying 
needs for health reform in different areas. It has been stated that it will guide policy in the sector for 
twenty years to come15. Among the major reform tasks for the health sector are:

• Develop and polishing the health care system, including the private sector

• Renovating health fi nancing policy

• Human Resources Development

• Strengthening leadership and supervision of  Party and Government 

• Enhancing state management effectiveness

• Promoting social mobilization

• Improving effectiveness of  IEC

Although the resolution may lack in specifi cs, it is very clear that it outlines huge reform needs of  the 
health sector in terms of  systems, private sector participation and fi nance.

3.2 Project History and Description

The health cooperation between Vietnam and Sweden started in the mid 1960’s with medical supplies 
and equipment as part of  Swedish humanitarian aid during the war between Vietnam and the United 
States. Swedish development cooperation in health has since then moved from supplies and hospital 
construction over primary health care to systems development and health reform.

The 1990’s was a period of  drastic change. The transition from a planned economy to a socialist-
oriented market economy radically transformed economic life in Vietnam. It brought improved per-
sonal incomes for many, growing market availability of  drugs, deteriorating effects on the public health 
system16, a shift in health-seeking behaviour towards ‘private’ medical services and private pharmacies, 
a rapid increase in antibiotic resistance and as a result – growing inequity in health17. The Ministry of  
Health decided that new approaches were needed and a fi ve-year cooperation with Sweden on institu-
tional development, including policy formulation and reform was initiated in 1994.

The primary objectives of  the policy reform agenda were on health fi nancing, primary health care, 
drugs and capacity building at the Ministry as well as in selected provinces. One third of  the budget was 
earmarked for health services delivery in disadvantaged areas. A stronger emphasis evolved on skills 
and organisational development in an attempt to speed up the reform process.

13 A new policy becomes like a “fox in a hen house”. Interview with Vice Minister.
14 Resolution No. 46-NQ-TW by the Politburo On peoples health protections, care and promotion in the new context, February 2005. 

(Unofficial translation)
15 Presentation at the MOH in April 2005.
16 Jerve et. al, op. cit.
17 Ibid.
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The evaluation mission in the year 2000, looking back at the years 1994–2000, concluded that Sida had 
a role to play as a much wanted partner18. The present evaluation team is focussing on the period 2001–
2005 and beyond.

3.2.1 Focal problem and objectives
The original programme document19 (PD) of  the VSHC/HPSD contains general descriptions of  the 
health sector achievements, problems and challenges as well as principles and major solutions to 
strengthen the sector. The “external factors” mentioned under “Assumptions and risks” were20:

• Commitment of  Government and donors – “willingness to pursue a renovation”;

• Commitments of  other Government agencies – “changes in regulations”;

• Participation of  implementing institutions – MoH, Institutes, Hospitals and Provincial Health 
Services;

• Involvement of  other donors – “collaboration of  other donors”;

The PD provides no explicit “logic of  cause and effect”21. Instead, the main arguments for support to 
the “components” are that continued support to ongoing activities is “needed”. There is simply no 
problem analysis defi ning the core problem and the objectives. A major lesson learned is that poor 
project formulation can be very costly in terms of  implementation diffi culties as well as in terms of  
obstacles to adequate evaluation.

The current agreement is however, a direct continuation of  the former agreements, i.e. the VSHC 
phases during 1994–2000, which were organised by sub-units. By the time of  the expiry of  the previous 
agreement in 2000, there were no plans to phase out of  the existing “areas”; hence, the VSHC/HPSD 
actually inherited the current component organisation. This partly explains the need for a continuation 
of  ongoing activities.

3.3 Summary of Previous Findings

• The current phase of  the VSHC/HPSD was not previously evaluated. Thanks to the four Monitor-
ing Missions commissioned by the Embassy, important previous fi ndings are provided as a support 
for the current evaluation. The fi ndings of  the Monitoring Missions22 are summarised in Annex 2. 

The evaluation from 2000 also presented a number of  fi ndings that merit a repeat based on similar 
fi ndings of  the current evaluation team (see next section):

• Problems with “quality and result-based monitoring” – need for shift to quality focus;

• Communication is still a major impediment to development cooperation in Vietnam;

• Individuals benefi t from training, institutions less so, and trainee selection is based on seniority;

• Most observers argue that on-the-job training is by far the most effective. That the system can better 
benefi t from long-term advisers provided the personal chemistry is right;

• Importance of  focusing on the effi ciency of  the Technical Assistance component of  VSHC;

18 Ibid.
19 Comprehensive Programme Document, Ministry of  Health, Hanoi, October 2002. Besides the overall programme document there 

are project documents for each component of  the programme.
20 The list also included language capacity and staffing, which are not really external factors.
21 Sida Evaluation Report Format, page 2.
22 Cf. reports from the Monitoring Missions 1–4, 2003–2004.
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• A major constraint on achieving the objectives of  VSHC is the incentive structure within the public 
sector. There is frequent change of  management, and it is diffi cult to attract and retain the best-
qualifi ed staff. The so-called “envelope-economy” creates its own problems of  fi nancial manage-
ment and quality control23;

• It is a lesson for the future to establish a less labour demanding and costly planning and reporting 
system.

In view of  the large amount of  important previous fi ndings, it seems clear that the current evaluation 
team should focus on 2004 for its own fi ndings and on the remaining period of  implementation for its 
recommendations. 

4 Methodology

The primary data generated by this study derives from interviews with all programme components and 
with other stakeholders during three fi eld visits ranging from province to village level. The programme 
management, the Embassy as well as other Vietnamese authorities and other donors were also inter-
viewed. In Stockholm, representatives of  Sida and SIPU International, the technical consultant, had 
the opportunity to provide inputs to the study. In all, the evaluation team met more than 125 people 
with different inputs for the evaluation team. 

The major data input on outcomes and impact was to come from the eight internal evaluation24 studies 
commissioned by the programme itself  and delivered well in advance of  the expatriate evaluation 
team’s visit to Vietnam. However, the internal evaluation studies were delayed beyond the team’s 
fi eldwork and some of  the studies were of  a quality, which made it hard to pinpoint valid and reliable 
fi ndings25 while others were of  a good quality but data on impact were scarce.

The evaluation team further used secondary data produced by the programme, such as Project Docu-
ments, Annual Progress Reports, Indicator lists, earlier evaluation mission studies, reports from short-
term consultancies and documents on specifi c topics, such as Position papers from Sida and the World 
Bank.

Based on the available data, this evaluation study is a process evaluation, dealing with inputs, process 
and outputs, but not with outcome or impact.26 For example, the question of  who are the users of  
VSHC/HPSD products or how behaviour has changed after training cannot be answered by the 
available data.

The evaluation team has focussed on the specifi c objectives of  the programme, as agreed in the Specifi c 
Agreement between the two governments. As is discussed below, these objectives as well as the pro-
gramme’s organisation into components with their own sub-targets and organisations (MOH manager, 
employees and accounting), have made it hard to provide a harmonized fi t between the main conclu-
sions of  the evaluation study and the programme’s expectations to be evaluated at the component level. 

23 As most non-Vietnamese readers are not familiar with the “envelope economy” a first try at a description is given in Annex 8.
24 These are the evaluations reviewed in this report, commissioned by the programme and conducted by consultants. This use 

of  “internal” evaluation is in line with Sida’s Evaluation Manual, Looking Back Moving Forward, Sida 2004.
25 Seven internal evaluation studies are reviewed in Annex 8 in terms of  validity and reliability. The missing study was related 

to the areas of  drug policy and research. According to our information this study is still on-going and reporting is expected 
in December 2005. The study is expected to be followed by a study on the Vietnam Drug Policy in an international 
perspective, conducted by international expertise.

26 The approach is further elaborated in Annex 3.
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In the dialogue with Programme Management, this difference was sometimes labelled as a distinction 
between “strategic” and “operational” levels of  approach. The evaluation purpose is not, however, to 
assist on the operational level of  the programme. In order to respond to the needs of  component staff, 
the evaluation team has included assessments at component level in Annex 4.

The evaluation team’s perception of  the programme objectives and the role of  the components’ 
objectives are provided in the following sub-sections. The mutual relations between choice of  evaluation 
approach and the data generation are discussed in Annex 3, Methodology.

4.1 Analysis of VSHC/HPSD Objectives 

The overall VSHC/HPSD programme objective is: 

“To help obtain the goal of  Vietnam’s Health Strategy 2001–2010:” to make all possible efforts to 
enable the Vietnamese people to access and utilise quality health care services. All citizens are enabled 
to live in safe community with good physical and mental development. Intensifi ed efforts will also be 
made to reduce morbidity, improve health status, increase life expectancy and improve the quality of  
future generations”.

The three specifi c objectives of  the programme are related to capacity, strategy and competence 
development (for their specifi c wording, cf. section 2.1 above):

The three specifi c objectives suffer from several drawbacks. Firstly, “competence”, “capacity” and 
“strategy” are not defi ned27. In Sida’s terminology, “capacity development” includes competence 
development, organisational development and strengthening of  institutional frameworks, including 
policies and laws28. With this usage of  the term, all the specifi c objectives of  the programme are part of  a capacity 

building effort. Secondly, the objectives are worded as activities (“promote”, “assist” and “develop”), not 
as measurable objectives. As observed in the 2003 inception report, the objectives were not formulated 
as “SMART”29. Thirdly, no baselines measures were established to assess whether the objectives are 
achieved or not30. Fourth, there is no evidence that the objectives were constructed based on a thorough 
problem analysis. Although the programme spends some energy on presenting Logical Framework 
tables, they seem to be used rather as formats for disbursement planning and reporting than for analysis 
of  programme technical logics. The Logical Framework Approach (LFA) is in its best application a 
participatory tool based on analysis. An LFA table of  outputs without an underlying problem analysis 
has nothing much to do with LFA analysis31 The heart of  the matter in objectives oriented planning is 
the problem analysis, often represented by a problem tree, on the basis of  which the objectives of  an 
intervention may be constructed. None of  this is available in the Comprehensive Project Document or 
the inception report of  the consulting company.

Based on the fi rst draft of  this report, the programme management has provided the clarifi cation that 
the terms as used by the programme implies that competence refers to individual skills, capacity to organisa-

tional ability and strategy to problem identifi cation and problem solving routines and instruments. The above analysis is 

27 See for example Sida’s Policy for Capacity Development, 2000, where the following is suggested for “capacity”: “The concept of  
capacity is often used as an overall concept for the conditions that must be in place, for example knowledge, competence, 
and effective and development oriented organisations and institutional frameworks, in order to make development possible”. 
(p.21)

28 Ibid. p. 21
29 “Looking at the different objectives within the Project Document, it is easy to see that they are far away from being SMART. 

(SMART: Specific, Measurable, Appropriate, Realistic and Time framed).” Excerpt from Inception report, June 2003, SIPU.
30 It should be noted that there were examples of  efforts to establish baselines, such as the draft Training Needs Assessment report 

by Liz Carlbom. This was never put in practice, however.
31 LFA is “An instrument for logical analysis and structured thinking in project planning”, The Logical Framework Approach – 

A summary of  the theory behind the LFA method, Sida, 2004. Cf. also Guidelines for the application of  LFA in project cycle management, 
Sida, 1996
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made in relation to the PD and with the intention to demonstrate why the evaluation team has chosen 
its approach to this report. It also explains the slow start of  the programme implementation, even 
though over time the importance of  the original PD is reduced by the implementers’ annual plans.

The non-measurability of  the specifi c programme objectives is by itself  an explanatory fi nding of  this 
evaluation, bearing on the approach as well as the conclusions. The team found evidence that the 
objectives did not serve to guide implementation management at the start of  the programme. The way 
that situation was handled by the different actors is discussed in the section on Institutional arrange-
ments and Sida management below.

4.2 Analysis of Component Objectives

At the component level, the Monitoring Missions found that the individual programme components do 
not link up with the overall objectives and do not create synergies in achieving those objectives. 
The programme planning, budgeting and reporting is done at the level of  individual components, but 
the components have weak links to overall objectives.32 The links between components and overall 
objectives are analyzed in Annex 4.

In view of  the measurability of  the programme objectives against which the team could evaluate the 
achievements of  the VSHC/HPSD programme, and the disconnect between programme components 
and objectives, there is a need for an approach for the evaluation study which is different from a strict 
measurement of  results at programme and component levels. The evaluation team could not possible 
independently measure the results at component level due to lack of  baseline and the restrictions on 
time. Instead, the major source for assessment at the component level has been the primary data 
generated by the evaluation team, the programme’s own reporting, Agreed Minutes from Review 
Meetings and the seven internal evaluation studies (Cf. Annex 3 for Methodology of  the evaluation 
study) with the main aim to assess achievements and sustainability.

5 Findings

The fi ndings are presented in this section under the respective main themes, preceded by some general 
fi ndings, which do not fi t into the selected major themes.

5.1 General

Overall, the contribution of  components of  the programme into the overall objective of  policy and 
strategy development is impressive. The achievements in terms of  policy and strategy development are 
the success story of  the cooperation in the view of  the evaluation team.

A weaker area of  the cooperation has been the contribution of  components to the objective of  systems 
development, where models have been tried without strong links to central policy making levels and not 
reached the status of  successful examples for replication.

The vast objectives of  capacity building and competence building have been hard to assess given the 
lack of  M&E data. Some discussion is given below in the areas of  training and result-based manage-
ment.

32 During the evaluation team’s debriefing in Hanoi, programme management agreed that there was a need to remind the 
components about the overall objectives.
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The evaluation team has concluded that the programme’s non-compliance in providing plans for the 
mainstreaming of  Gender and HIV/AIDS, major elements of  Swedish policy, is an illustration of  
negligence of  the partnership aspects of  the cooperation33.

The quality of  research and studies commissioned or produced by the programme is varied and in 
some cases rather low. The evaluation team’s review of  seven internal evaluation studies led to the 
following fi ndings34:

• The internal evaluation studies use basic measurements for the analysis and there is a lack of  more 
sophisticated analyses;

• The way of  analysing interviews, performed in all studies, was is in no case described;

• Some studies are well structured and present clear fi ndings, while others are unstructured, suffering 
from incoherence;

• One of  the studies suffer from a complete lack of  critical thinking, i.e. every activity evaluated was 
judged as relevant;

• In some of  the studies the non-response rate is high, but this is not considered when drawing 
conclusions;

• The selection procedures of  study participants did not take sex and age into account; 

• The validity and reliability of  the studies therefore vary and are in some cases rather low.

Each internal evaluation study provides its own fi ndings. In this report, only those fi ndings that are 
deemed valid and reliable have been used as fi ndings. 

5.2 Strategy and Policy Development

The strategy and policy development objective is no doubt the great success of  the current programme, 
including 2001 when two public health policies were introduced thanks to the cooperation. The HPU 
has achieved many objectives. This section outlines achievements and tries to point at some lacking 
elements for future work.

5.2.1 Main programme achievements
In the present phase, there was a long delay before an LTA for health policy was found. In spite of  that, 
the programme made considerable contributions to policy development. During 2004–2005, the follow-
ing achievements or contributions were reported in the Semi-Annual Review Meeting35:

• The Party Politburo Resolution on People’s health care, protection and promotion in the new 
situation, approved on the 27th of  February 2005.

• The Drug Law was approved by the National Assembly on the 19th May 2005.

• The Action Plan of  the health sector to contribute to CPRGS was expected to be approved by June 
2005.

• The Master Plan for Health Care Financing 2006–2010 was expected to be approved by June 2005

• Two studies on self-fi nancing of  the Drug Administration of  Vietnam and the Drug Quality Control 
Institute were expected to be approved by June 2005

33 The agreed date for submission of  mainstreaming plans was in 2003.
34 A detailed assessment of  the internal evaluation studies is presented in Annex 8.
35 Some of  these were still to be approved by June 2005.
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• The ongoing development of  Master Plan for Adolescent Health

• The on going development of  Master Plan for Primary Health Care

The Drug Law of  Vietnam was produced with support from VSHC – “The project has pushed the 
policy development process, made the policy be formed quicker”36. VSHC/HPSD has provided 
technical assistance to develop policies and funding to organize workshops to gather comments from 
stakeholders37. 

Previously during this phase, the programme had contributed to considerable progress in policy devel-
opment. Some examples are the CPV congress resolution on universal health insurance and the Ten 
Years Health Strategy. Two main new policies, where the programme has continued to work, were the 
policies on accident and injury prevention and the tobacco control policy. 

The two areas of  AIPC and TCC have been part of  the internal evaluations and this evaluation study 
has retained the following fi ndings:

• The policies on tobacco control and accidents and injury prevention have had impact as legislative 
frameworks were created and the Government of  Vietnam became one of  the signatories of  the 
International convention on tobacco control and prevention. However, these policies have not yet 
been incorporated in National Programmes and remain dependent on external fi nance;

• The policy of  accident and injury prevention was not built on fi rm evidence;

• The multi-sectoral approach created confusion and slowed implementation;

• The organisational set up was not clear and a coordinating body was lacking at central level for the 
accident and injury programme;

• Implementation of  accident and injury prevention activities in provinces, districts and communes 
were slowed due to lack of  an overall plan, and budget allocations for activities were late and 
insuffi cient; 

• The local inhabitants involvement seem to be restricted to hearing about the programmes and most 
of  the rural people do not have a clear understanding of  the programmes;

• The AIP programme created a discussion and activities related to the prevention of  violence against 
women, an important step also from a gender perspective.

It is hard to attribute all of  the above achievements fully to the programme alone, as some of  these 
elements are part of  the duty of  the MOH anyway. The quality of  some of  these documents also needs 
to be improved.

The main point, however, about the policy and strategy development area is that the programme so far 
has not created sustainable mechanisms for policy and strategy studies and development. A possible 
future programme needs to focus on the institutionalisation of  the policy development process by a set 
of  robust mechanisms. This ought to include a rapid response mechanism for times of  urgent questions 
from provinces or the public – not to be mixed up with long-term policy decisions – as well as the long-
term policy and strategy development procedures.

5.2.2 Policy studies, evidence and policy formulation process
The internal evaluation study External evaluation of  policy research in the Health Policy Component 
during 2003–2004 (study no 6 in Annex 8) is of  a high quality in terms of  validity and reliability and 
arrived at the following conclusions that the present study team shares:

36 DMC staff  
37 DMC staff



20 HEALTH COOPERATION AT THE CROSSROADS: MORE OF THE SAME – OR MAKING A DIFFERENCE – Sida EVALUATION 06/02

• The protocols applied for the health policy studies are not living up to the standards set for scientifi c 
research;

• The ongoing and fi nalised studies are relevant as relates to identifi ed social needs, to the national 
health objectives, and to the fi nancial capacity;

• The staff  at the HPU are at present not managing the research studies suffi ciently and frameworks 
and formats for how the studies are to be carried out need to be worked out;

• Too few of  the launched studies were fi nalised at the time of  the evaluation, which makes it impos-
sible to judge the overall quality of  these and whether they are useful to inform policymakers.

The procedures of  policy development have evolved, especially through the activities of  HPC: a policy 
agenda with identifi ed priority issues – studies or pilot intervention, together with drafting policy 
strategies – approved by MOH. The process involved different departments under MOH and other 
ministries in studying and formulating policy38. Evidence based policy development was repeatedly 
mentioned in different components, which implies efforts towards improvement in the policy making 
process. 

5.2.3 Actors in the policy making process
The evaluation team has found it hard to grasp the policy development process when it comes to the 
interaction between different actors. In spite of  several interviews on the subject, the impression is that 
there is still confusion between the actors as to their respective roles when it comes to research, policy 
studies, policy formulation and decision-making39. The relations between the MOH, the HPU, the 
Health Strategy and Policy Institute, under the MOH and the programme’s HPC still need clarifi ca-
tion. The mandates of  the respective units need to be clarifi ed under the PAR.

As mentioned above, the procedures of  policy development have been gradually formed. However, this 
is still top-down process and there is little voice from other stakeholders, especially from citizens. 
There is no research initiated from independent research institutions and NGOs to inform policy. HPU, 
even though it has gained certain capacity in policymaking, is not legislative body as a focal point at 
MOH to engage other departments, institutions and other ministries in policy dialogues and develop-
ment. 

There is no offi cial process in place to inform the policy actively and systematically; that is, a process to 
involve different stakeholders, especially clients of  health services in formulating and supervising policy 
and implementation and to monitor and evaluate policy implementation in order to revise policies. 
This has to be part of  the improved mechanism mentioned above.

5.3 Competence Development: Training

Training accounts for 48% of  the total budget of  VSHC/HSPD. Over two years (2003–2004), 12,800 
health related staff  have been trained or have participated in workshops40. While training focussed on 
providing new knowledge and techniques, workshops were often for disseminating new policies and 
guidelines41. Training was the main activity for most of  the components including DMC2, CBHD, 
CBE, PMCC, AIPC and TCC. 

38 HPC, Progress Report 2002.
39 This impression is reinforced by the evaluation study on the policy formulation process for AIP and TCC.
40 Including 5,600 trainees and 7,200 workshop participants. See Evaluation Report of  the Training Sessions and Workshops with the 

VSHC/HPSD in the 2002–2004 Period, VSHC, Hanoi Sept. 2005
41 Ibid.
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From the evaluation report on training sessions and workshops, titled Evaluation report of  the training 
sessions and workshops with the VSHC/HSPD in the 2002–2004 period (Study no 8, Annex 8) the 
evaluation team has found the following fi ndings to be valid42:

• The outcome of  the training sessions and workshops seem satisfactory but are based on self-assess-
ments only;

• There is a lack of  more objective and long-term assessments of  results from training activities;

• The selection of  participants in terms of  representatives from components and other preparatory 
work was adequately done as well as pre- and post tests that were mostly applied, but the training 
needs were not systematically assessed among possible attendees before planning the training 
activities43; 

• The participants in training courses and workshops were not equipped with essential teaching 
methods to be able to suffi ciently train colleagues at lower levels;

• There has been a lack of  feedback from participants to project components on how to improve the 
training.

Training was used as the entry point and the main instrument of  competence development, with two 
major categories:

• Training for national staff  (VSHC/HPSD contract staff  and MOH staff) and provincial staff  on 
project management and health policy development, mainly by HPC, PMC and DMC1;

• Training for lower level staff  (at province, district, commune and village levels) by other compo-
nents44:

– DMC2 on the safe use of  drugs; DMC2 has also conducted evaluation of  training needs for 
hospital physicians;

– CBHD focusing from district and commune level on health management and supervision, 
professional training and participatory planning;

– TCC on tobacco control and preventive measures;

– AIPC on accident and injury prevention and safe community.

One overall feature of  these trainings from all components is that they are independent of  each other. 
Each component has pilot activities in a province and within their specifi c system from national level. 
This poses a challenge when these activities come together in one province in terms of  human resourc-
es, management and coordination when the program phases out. 

It is a common opinion from stakeholders that training is highly necessary for competence building. 
Training was organized as the fi rst step of  competence development for individuals and their organiza-
tional environment. Given the lack of  an in-service training system of  MOH, training is even more 
necessary. VSHC/HPSD has put much energy into strengthening the capacity of  health staff  in provid-
ing public health services, such as community based education, safe use of  drugs and injury prevention 
preparedness. 

42 For the specific evaluation results of  the ODA Compendium and the training, see Annex 8.
43 One M&E absence in the results reporting from training is a listing of  all participants by subjects and function at provinces 

and districts. The programme informed the evaluation team that this was not feasible for the evaluation study as in many 
case non-programme stakeholders made the selection of  participants. The internal evaluation report consequently also lacks 
this information. This information gap makes it hard to make an impact study of  trainees on their present occupation.

44 The lack of  data is explained in a previous footnote.
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However, training alone will not lead directly to improved competence or behaviour changes. In 
VSHC/PSD, training was often packaged as a part of  model development; therefore, the impact of  
training has to be analyzed in its interaction with other factors of  the models, including institutional 
arrangement and supportive system. 

5.3.1 Training purposes
Training was seen in all LFA tables as prerequisite for any activities, including policy development, 
improvement of  management systems, and dealing with public health issues. Training was expected to 
provide necessary skills and knowledge. Nevertheless, training was presented as planned activities and 
concrete evidence for training needs were not clearly shown in all components45. No real indicators 
measuring change were used and no clear targets were made in terms of  the number of  trainers and 
participants, which makes it diffi cult to monitor progress over time as well as assess training effectiveness 
and possible impact46. The analysis of  training purposes by components is found in Annex 5.

5.3.2 Institutional arrangements for training
A common feature of  all components is pilot oriented activities to draw lessons learned to inform policy 
and to develop “models” before they are replicated on a wider scale. Institutional and organizational 
development should therefore be the most important task of  all components. Institutional training 
arrangements are needed to assure effectiveness. Furthermore, institutional arrangements would 
prepare a good foundation for sustainability of  the training activities.

There is no strong evidence that institutional arrangements for training activities of  each component 
were in place. For example, in training for VHWs, the role of  the Secondary Medical School, (that was 
supposed to be the key institution to provide training and certifying VHWs as their assigned mandates) 
is not clearly stated in the activities of  CBHD47. It was mentioned in the Semi Annual Review Meeting 
in 2004 that the training design was still had a top-down approach and did not necessarily refl ect the 
needs of  the target groups48. In CBE, a number of  training courses and many investments were used to 
build practicum sites from province to district levels for medical students to practice community health, 
an important step to achieve a fi rmly based community health system within the primary health care. 

One of  the key potential advantages of  VSHC/HPSD is that activities of  some components were 
getting closer links with functions of  MOH’s departments, which could provide a strong and sustainable 
foundation for institutionalization of  training or other activities of  a model. It was reinforced many 
times during interviews with stakeholders of  MOH that they have used state management in applica-
tion and dissemination of  training and models. However, the present drawback is that there is no 
offi cial refresher training system for health staff. Hence, vertical directions from different authorities 
make it hard to achieve harmonization at national and province level. 

5.3.3 Quality of the training, training effectiveness and training follow up
As found in the internal evaluation for training and workshop, the pre and post test and training 
evaluation were implemented for 61% of  training courses. Only DMC2 applied this evaluation system-
atically for 97.2% of  its training courses49. Overall, remarkable improvements were observed between 
pre and post tests for DMC250. When looking to the pre and post tests of  the DMC component, the 
team found that the contents of  pre and post tests of  DMC2 were revised over time to refl ect better the 

45  Cf. however footnote above on a draft training needs assessment document.
46 “It should be clear that ... the criteria against which to evaluate need to be established before the design of  the learning 

situations”, Bramley, P., Evaluating Training Effectiveness, MacGraw-Hill, 1996, p. 3.
47 VSHC/HPSD (2004), Evaluation of  Village Health Worker Training According to Blocks A, B, C, D in Disadvantaged Areas. 
48 VSHC/HPSD (2004), Agreed Minutes from the Semi Annual Review Meeting between the MOH and the Embassy on 

VSHC/HPSD.
49 VSHC/HSDP (2005), Evaluation Report of  the Training sessions and Workshops with the VSHC/HSDP in the period 2002–2004.
50 VSHC/HSDP, Drug Management Component, Training reports during 2003–2004
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knowledge and skills of  participants. In addition, training reports were made by trainers after each 
training course. However, these reports seemed for administration purposes (that is, an evidence that 
the training course had taken place) rather than lessons learnt after each training. In addition, there 
were no training reports from the TA being found. For components that did not carry out evaluations, it 
is a missed opportunity to revise training curricula and lessons planning to better meet the need of  
participants. For the evaluators, such evaluations would have provided a retrospective evidence of  the 
quality and effectiveness of  the training.

Training was benefi cial to participants, evidenced by the fi nding that trainees could apply what they 
learnt from training courses. In the training evaluation, 74% of  respondents (including trainees and 
participants of  workshops) said that they had been able to apply knowledge and techniques transferred 
from the training/workshop to their work. A modest percentage of  around one considered the train-
ing/workshop sessions were not applicable51. However, the applicability of  the training varied among 
different components. E.g., only about 60% of  PMC participants said that they have changed their 
behaviour or applied what they learnt as the results the training courses52. 

Training follow up is very important because it helps trainees to apply what they learnt, thus making a 
training course effective. More importantly, it provides lessons learnt during the development of  
models. In addition, training follow up can be used to strengthen the trainer team so that the training 
can be technically sustained. However, training follow up was not given suffi cient consideration in 
VSHC/HPSD. There is no follow up schedule for trainers and participants. It is not clear that who 
would keep the list of  participants for follow up: the head of  components located at the MOH, the 
Provincial Health Services or the district or even commune health centres. The effectiveness of  training 
follow up is a question, especially for components where there was high turn over of  staff  (e.g., PMC) 
which led to serious lack of  human resources to conduct this important activity. In addition, the massive 
volume of  training courses could also make the follow up diffi cult, given the available number of  staff  
and the number of  participants who were involved in the training and needed further support after the 
training. A good strategy applied by CBHD was the decentralization of  monitoring and supervision of  
training to province and district health staff. The roles of  Program Offi cers and consultants, therefore, 
became increasingly important in providing technical assistance to fi eld activities.

5.3.4 Training materials and guidelines
One of  the advantages of  VSHC/HSPD is that training materials and guideline products can be 
brought up to national scale as the result of  the integration between components and MOH’s depart-
ments. This advantage can be further strengthened, especially in the context that training materials of  
the same topic were produced in great amounts by different programmes and then channelled through 
MOH’s departments as state management agencies. MOH, especially the DST department could 
coordinate training programs to prevent overlap of  resources. E.g., there are about eleven different 
curricula for community level staff53. For village health workers training curriculum alone, there are 
MOH’s three month curriculum, ABCD training curriculum, one month curricular of  Hanoi Medical 
School, Curriculum of  Population and Planning Project, etc54.

Evaluation of  the training conducted by VSHC/HSPD revealed that training materials are under-
standable and relevant to the contents and the objectives55. About 89% of  learners and 87% of  work-
shop participants agreed or totally agreed with the statement “materials are clear and understandable”. 
88% and 91% of  learners and workshop participants, respectively, agreed or totally agreed with the 
statement that “materials are appropriate for the contents of  the training course/workshop” Training 

51 VSHC/HSDP (2005), Evaluation Report of  the Training sessions and Workshops with the VSHC/HSDP in the period 2002–2004
52 Ibid.
53 Interview with CBHD
54 Evaluation of  Village Health Worker Training According to the A,B,C,D Blocks in Disadvantaged Areas, VSHC, Ha Noi, August 2004 
55 VSHC/HSDP, Evaluation Report of  the Training sessions and Workshops with the VSHC/HSDP in the period 2002–2004, 2005
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materials and guidelines developed through the components’ 
activities will support dissemination and replication of  pilot 
 activities.

The processes of  training material development were highly 
participatory with comments taken from different stakeholders. 
However, at this stage of  the programme, there is still a need to put 
a lot of  effort into fi nalization of  training materials56. In general, the duration of  developing a training 
curriculum has been about two years or longer (e.g., DMC 2 and CBE training curriculum). The unit 
cost of  each training curriculum needs to be paid more attention in order to evaluate their effi ciency. 
However, the internal evaluations of  training did not put any emphasis on this57. 

5.3.5 Introducing alternative teaching methods
Using a variety of  teaching methods will encourage learning among 
the participants as individuals have different learning styles, i.e. the 
learning process is facilitated in different ways in individuals. In 
Training of  Trainers (TOT) courses and when addressing health 
staff  at lower levels, trainers convey the content of  the curriculum 
in the same way as they were trained themselves.

Participatory teaching methods (discussions, peer assessments, role-plays, group work, and seminars) 
have been introduced to trainers. The evaluation team believes could also be addressed in a training 
course focusing explicitly on teaching methods. The A-B-C-D58 modules for village health worker 
training in disadvantaged areas use role-plays, discussions and group work as teaching methods and 
DMC 2 has introduced teaching methods, which are more participatory.

One of  the main objectives of  the VSHC/HPSD is to develop adequate skills among staff. Apart from 
institutionalised training, there are other opportunities for learning that have been underutilised within 
the cooperation: on the job training, more exchange with TAs and STCs, cross exchange between 
component, pilot studies experience and a general move towards learning by dialogue. This is further 
discussed in Annex 6.

5.4 Capacity Development and Result Based Management

The objective regarding capacity development is phrased in terms 
of  activities (“to promote”), as noted above, and focussed on result-
based management, “organizational framework and administrative 
routines” and limited to “all components and activities included in 
the VSHC/HPSD”. No defi nitions are provided regarding “organi-
zational framework and administrative routines”. As for result-based 
management, this evaluation mission applies the defi nition provided 
by the DAC group: “A management strategy focusing on perform-
ance and achievement of  outputs, outcomes and impacts.”59 

The PD provided a list of  eight expected results of  programme 
implementation. Of  those, only one is related to capacity develop-
ment: “Agencies and health workers at levels enabled to manage 

56 VSHC/HSDP, Community Based Health Education, Annual Report, 2004.
57 Cf. the internal evaluation reports on training. 
58 A,B,C,D refers to the different modules of  the training curriculum.
59 Glossary of  Key Terms in Evaluation and Results-Based Management, OECD/DAC Network on Development Evaluation, OECD, 

2002

“We see now that the women are 
much more active even though they 
by tradition are shy” 
The secretary of DMC2

Cooperation weakness: The Vietnam-
ese side wants vertical projects, 
each producing training material. 
“We could fill the trade fair with 
training documents”
Interview professor Hung

Among six areas in need of “special 
attention”:
– Clarify management responsibilities
–  Ensure effective coordination as 

well as sharing of experience
–  Strengthen the performance 

monitoring and gradually expand it 
to enable an analysis of the effect 
of programme outputs

– Review staffing arrangements
– Promote crosscutting issues
–  Promote effectiveness of the 

consulting services
Source: Annual Progress Report, VSHC, 2004
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resources for health, specifi cally external aid utilised with right orientation and high effi ciency”. 
This result specifi cally referred to the Programme Management and Coordination component and it 
was emphasizing the Offi cial Development Assistance (ODA) fund utilization, i.e. the continuation of  
the Aid Management and Coordination project from the previous phase. 

As mentioned earlier, the objective of  capacity development lacked defi nition, but it included the word 
“result based management, “administrative routines” and “organizational framework”. In the terminol-
ogy of  Sida’s guidelines, this would amount to the broader concept of  capacity development. 
The responsibility to conduct the activities referred to in the capacity development part of  the pro-
gramme then logically falls under the PMC component. 

In the absence of  clear indications how to measure the progress towards result-based management in 
the PD or the Annual Plans, there is a need here to adopt some criteria upon which to assess progress. 
As defi ned in the Hanoi Core Statement, the result-based approach should include four characteristics 
of  a results-oriented framework, namely, objectives, availability of  indicators, M&E capacity and 
information use in decision making.

Based on the previous Monitoring Mission reports and this mission’s data generation it seems that there 
is little evidence of  progress in the sense of  real use of  result-based management60. The Logical Frame-
work Approach (LFA) is extensively used in annual plans and annual progress reports, but it is still used 
primarily to plan activities based on pre-set budgets and to trigger further disbursements61. The evalua-
tion team, on the other hand, also has little evidence to claim that no progress has been made, apart 
from the programme’s own observations in the latest Annual Report and examples given below. 

As one example of  the missed opportunities for progress towards results-based management, the 
evaluation team would like to forward the fact that the accounting system of  the programme, with one 
accountant for each component, is not geared to produce unit costs or not even costs for products of  
the programme. Hence, management is at a loss, for example, to compare relative costs of  outputs – 
not to mention results – in order to allocate funds where there is most value for money. As was noted 
above, the components hold very similar shares of  the total expenditure, while there is no evident 
reason to believe that the components are equally effi cient or effective. Another example of  missed 
opportunities for results orientation applies to half  of  the programme expenditures, i.e. the training and 
workshop efforts. The indicators used in these efforts have been activity or process oriented rather than 
results oriented. In general, the total lack of  cost consciousness gives a clear signal of  lack of  objectives-
oriented implementation.

An obvious obstacle to the introduction of  result-based management is the tension between the adop-
tion of  the fi nancial system of  the MOH for ownership reasons and the need to introduce a result-
based fi nancial planning and reporting system. A similar obstacle is found in the area of  administrative 
routines and organizational framework, as stated in the objectives, where the need for integration of  
component activities into the state management effectively puts the break on any efforts of  reforms 
within the programme itself. It seems obvious that the achievement of  reasonable capacity development 
objectives would require reforms of  the state management system itself, such as envisaged in the Public 
Administration Reform programme of  the GOV.

5.5 Mainstreaming Gender

Gender issues and the mainstreaming thinking was introduced as a way to acknowledge men’s and 
women’s specifi c needs in development projects and programmes and to ensure the equal participation 
and benefi ts for women and men. 

60 Cf. reports from the 3rd and 4th Monitoring Missions, 2004 and 2005.
61 Cf. the VSHC Special Appraisal Report, 2002.
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Within the Vietnam Sweden Health Cooperation, gender issues have been mentioned in programme 
documents since long back. In the present agreement, gender is expressed as a crosscutting issue and 
gender is to be ‘mainstreamed’ into all activities. This is to be understood as gender should be a factor 
to take into consideration in all programme/project formulation as well as in all planned activities and 
refl ected in outputs, outcomes, monitoring and evaluations. 

Just as in the 1994–2000 evaluation62, this evaluation team notes an awareness of  women’s health and 
women’s needs for specifi c health care services but the gender perspective is not much pronounced in 
PDs or in progress reports and seldom is there a gender indicator to pursue through the planning cycle. 
There is a lack of  sex-disaggregated data especially as concerns child health. Perinatal mortality and 
child malnutrition rates are not presented sex-disaggregated, nor is low birth weight while infant 
mortality rates are. In addition, mortality and morbidity patterns, including infectious disease data are 
not presented separately for women and men63. However, MoH completed the national strategy on 
reproductive health care for the period of  2001–2010 as it was approved of  by the Prime Minister in 
the year 2000. It was put into practice in 2001, refl ecting that women’s health is acknowledged. Work is 
also ongoing on a national master plan on Adolescent and youth health to be fi nished by December 
2005 focusing on sexual and reproductive health services, as well on sexual and reproductive health and 
rights for young men and women.

In the Annual Progress Report 200464 it is noted that of  78 staff  within the VSHC/HPSD at national 
level, 45% are women and 55% are men, however twice as many men are in management positions, as 
are women (12 males and 6 females). This is important per se but does not tell much of  how gender 
sensitive the programme is. However, a general impression is that more women are in leadership 
positions within the VSHC/HPSD at district and commune levels than what was the case fi ve years ago.

Going thorough all project documents for the period 2002–2006 no mentioning of  gender was at hand 
in the CBE and AIPC documents. As concerns the PMC, HPC, CBHD and DMC documents, short 
sections are incorporated on gender issues stating the importance of  being gender sensitive but without 
any corresponding objectives65. Only in the TCC document was an objective on gender spelt out, 
where each women’s union member was to become a tobacco control advocate within her family, 
having the husband and sons’ to stop smoking. This can be seen as part of  women’s overall responsibil-
ity for the family’s health, which is commonly viewed, as belonging to women’s ‘gender role’. 

There is a need to focus on gender and apply a gender mainstreaming perspective for the future within 
the VSHC/HPSD. Educational activities are planned in three steps for the VSHC/HPSD national 
staff  to begin with and the fi rst step is already carried out. However, gender is a rather complicated 
concept and gender mainstreaming, which is the most effective strategy to achieve gender equality, 
requires insights into the benefi ts of  this. It further requires political will, skills and tools, but most 
importantly knowledge, awareness and willingness to go through a personal change process – changing 
long held beliefs, working style, thinking and relating – as applying a gender mainstreaming strategy 
involves challenging the status quo66.

5.6 Mainstreaming HIV/AIDS

The second crosscutting issue within VSHC/HPSD is HIV/AIDS, which is much different from 
gender but closely linked to it. Putting HIV/AIDS as a crosscutting issue to mainstream into all activi-

62 Jerve et al. op. cit.
63 Vietnam Health Report 2002. Ministry of  Health, 2002
64 Annual Progress Report 01/01 to 31/12 2004. Ministry of  Health, VSHC/HPSD, March 2005.
65 It should be noted, however, that DMC2 demonstrated responsiveness to the 4th Monitoring Mission’s recommendation 

and developed at TOT training package on gender and HIV/AIDS during 2005
66 See also Annex 7 on Mainstreaming of  Gender.
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ties, demands knowledge and awareness of  this specifi c disease, its social dimension including its stigma. 
However, to incorporate HIV/AIDS into all activities seems somewhat irrelevant – rather the social 
dimensions of  HIV/AIDS should be considered in all planning processes and integrated when appro-
priate, but the medical part of  the disease is to be left to the medical profession. Of  utmost importance 
is the fact that working with HIV/AIDS also demands gender awareness as HIV/AIDS is closely linked 
to male and female biology, behaviour and power. 

During 2004, training of  all VSHC/HPSD staff  has been carried 
out as a three-step process, which resulted in some HIV/AIDS 
specifi c activities being included in the work plan for 2005. These 
were included as ‘adds-on’ to ongoing activities67, illustrating the 
diffi culties faced by seeing HIV/AIDS as a mainstreaming issue.

In the CBHD project document the need for training of  health care 
staff  in HIV/AIDS and related issues is mentioned without detail-
ing how this would be done. It is not possible to judge the level of  
mainstreaming or whether its links to gender have been included. 
Overall, HIV/AIDS is refl ected in programme documents (HPC, 
DMC, and PMC) but how it has been mainstreamed into activities 
is not clear, which might refl ect the evaluation team’s impression 
that HIV/AIDS is being treated as a disease and included when 
appropriate in objectives and activities by the components. This is 
probably also the most realistic way of  treating this issue. 

However, in a workshop on “HIV/AIDS Epidemiology and intervention strategies” in September 
2004, conducted as a part of  the three-step training, component staff  was to identify how to main-
stream HIV/AIDS issues into their ordinary activities to be effectively refl ected in community activities 
and in policy development. As a response, activities were outlined component wise and most of  these 
activities seem highly relevant for each of  the components, except possibly TCC. Including HIV/AIDS 
information into tobacco control might be somewhat diffi cult as the links between smoking and HIV/
AIDS might not be obvious for the target groups. On the other hand, TCC is a component working 
with adolescents and young people, where it is of  utmost importance that HIV/AIDS awareness is high 
– maybe TCC should broaden its focus and include other lifestyle related issues, such as alcohol, safer 
sex, nutrition and exercise into its work68.

However, it is not only a matter of  integrating HIV/AIDS related activities into the ordinary work – 
mainstreaming is also about raising awareness within the organisation, meaning that internal proce-
dures and staff  behaviour should refl ect HIV/AIDS and for that matter also gender awareness. Is there 
for instance readiness to accept having HIV infected people among the staff  and how gender aware is 
the organisation when it comes to employment conditions, salaries, career promotion etc? These 
matters need to be discussed internally and regulations issued.

Further, the strong links between HIV/AIDS and gender issues need to be visualised. Men and women 
are differently affected by the virus, with women being more sensitive to contracting the disease. Further-
more, the responsibility for protection most often rests with women irrespective of  condom use being a 
male method, illustrating women’s powerlessness in terms of  negotiating safer sex – a gender issue. 

67 Annual Progress Report 01/01 to 31/12 2004. Ministry of  Health/VSHC/HPSD, Hanoi, March 2005.
68 Information received as feedback on previous drafts of  this report indicates that TCC in the coming period will train 

communicators on mainstreaming of  HIC/AIDS into the TCC preventive efforts.

“Mainstreaming a gender perspective 
is the process of assessing the 
implications for women and men of 
any planned actions, including 
legislation, policies and programmes 
in any area and at all levels. It is a 
strategy for making women’s as well 
as men’s concerns and experiences 
an integral dimension in the design, 
implementation, monitoring and 
evaluation of policies and pro-
grammes in all political, economic 
and societal spheres so that women 
and men benefit equally and 
inequality is not perpetuated. The 
ultimate goal is to achieve gender 
equality”. 

ECOSOC (UN Economics and Social Council, 
1997)
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The biomedical part of  HIV/AIDS concerns treatment and preventive medication such as antiretrovi-
ral therapy. Consideration of  these issues requires specifi c knowledge and training of  medical staff  and 
should possibly not be mainstreamed into all activities, but handled by medical staff  skilled in the area.

5.7 Institutional Arrangements and Sida Management 

The programme is implemented by the MOH and Sida is supporting the implementation through 
funds. Technical Assistance is provided by SIPU International, a Swedish consulting company, contract-
ed by Sida69. The Sida funds for expenditures in Vietnam are transferred to the MOH and the pay-
ments for the TA services are made by Sida to SIPU. The procurement of  the consulting company was 
done jointly by MOH and Sida. The further handling of  expenditures in Vietnam is done through the 
Vietnamese fi nancial system. The MOH delivers quarterly fi nancial reports to Sida and Sida disburse-
ments are based on those reports. Annual audits are conducted by independent auditors contracted by 
the Embassy.

Sida’s management of  the support to VSHC/HPSD is delegated from Sida headquarters to the 
Embassy of  Sweden to Vietnam70. At the Embassy, one Swedish First Secretary and one National 
Programme Offi cer are engaged in the programme management. The Embassy Minister, responsible 
for Sida, is involved at the strategic and decision making level. The Embassy’s monitoring of  the 
programme implementation is based on formal Annual and Semi-Annual Reviews. Each of  the review 
meetings is documented by Agreed Minutes. The Agreed Minutes represent a rich source of  data on 
the progress of  programme implementations. 

The Embassy has regularly commissioned Monitoring Missions conducted by independent consult-
ants71. The Monitoring Missions have been feeding information into the Embassy’s preparation of  the 
Review meetings. 

Apart from the formal meetings, the Embassy has been in regular informal meetings with representa-
tives of  the MOH, the VSHC/HSPD and the LTAs and STAs.

5.7.1 Programme management and stakeholder interaction
As has been demonstrated above, the implementation of  the programme started with a situation where 
it was hard to use the programme level objectives and the PD to get the programme moving. All this 
was inbuilt from the start and a consequence of  a preceding and on-going dialogue between MOH and 
the Embassy/Sida during the formulation process. The adopted interpretation of  the overall objectives 
(cf. above) is, for good or for bad, clearly an acceptable way out. 

The interpretation of  the objectives together with the organisational and management structure of  the 
programme then came to play the decisive role for the continued implementation rather than the PD. 
This is not only understandable but the only way forward.

The long initial delays in programme implementation – during 2002 and 2003 – have been explained 
by programme management as the result of  the need to establish new programme procedures and 
routines. The recruitment of  Vietnamese staff  also took considerable time. The evaluation team has 
understood this to be related to accounting and procurement72. A possible reason for the need to 

69 During the VSHC II, the contracted consultant was InDevelop, but one “area” was contracted to SIPU International, i.e. 
the Aid Management and Co-ordination project (AMC).

70 The Embassy in Hanoi is a “delegated embassy” in terms of  Sida’s management. The delegated embassies are a conse-
quence of  a general “field vision” policy implemented by Sida. This is a major organizational transformation. The other 
major ongoing transformation in Sida is the move from project support to sector programme support and budget support.

71 About two percent of  programme funding was budgeted for M&E activities. See next section.
72 This is partially contradicted by the PD where it says that the existing procedures, as established during the preceding phase, 

could be used for the new programme.
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change procedures may be related to the issue of  ownership. There were several modes used to increase 
MOH ownership of  the programme, as compared to the preceding phase. The programme formula-
tion was supported by Vietnamese consultants rather than international consultants. The accounting 
system was changed from the consultant’s system to the MOH system. A major effort was being pre-
pared to get the components housed in the departments of  the MOH. From the Technical Consultant’s 
proposal, there was also the intention to gradually reduce the number of  international advisors and 
increase the number of  Vietnamese consultants.

It is not at all certain that increased use of  Vietnamese consultants will lead to increased MOH owner-
ship. It seems easier to see that the use of  MOH accounting systems and hosting of  the components in 
the departments is promoting improved ownership. However, ownership has two other sides; one being 
the case when fi nancing partners impose pre-packaged programmes to be “owned” by the implement-
ing partner; the other one being the case when the implementing partner tends to consider only its own 
priorities and neglecting those of  the fi nancing partner. Ownership must therefore be seen in relation to 
the quality of  the partnership and the dialogue. In the fi nal analysis, it is the quality of  the partnership 
that promotes ownership, not the formal organisational set-up of  the cooperation.

Another change in a similar direction was the move from having Vietnamese professional employed by 
the international consulting company, to have them employed by the programme itself. It seems that the 
turnover of  Vietnamese staff  has increased considerably under the new arrangement and that this in 
turn may be a refl ection of  the lowered salaries in relation to competing employers.

The reduction of  the number of  international technical advisors has infl uenced the implementation 
mainly in the sense that there was less emphasis on on-the-job training as a skills development method 
than during the preceding phase73. There is no way for the evaluation team to compare the impact of  
this change.

A special feature of  the VSHC/HPSD is the PMCU that can also be seen as a way of  promoting 
ownership, as compared to the preceding phase where the international consultant company hosted the 
programme offi ce. But from another perspective, the PMCU becomes very similar to a Programme 
Management Unit, i.e. a special unit for the implementation of  a particular cooperation. It has been 
agreed by development partners that ”parallel PMUs” should be phased out (Paris Declaration, cf. 
below)74.

When it comes to the specifi c players roles in the implementation process, the evaluation study can 
hardly assess who was right and who was wrong in the management approach to the cooperation. 
The inception phase did not produce a fi rm base for the implementation. This subject is controversial 
as the different players have different perceptions about the programme’s past, which makes it hard for 
the evaluation team to navigate among different positions. In the report of  the First Monitoring Mis-
sion, there are indications that the communications between the partners suffered from a lack of  
structured rules. Roles were apparently not clear and informal communication contributed to the 
diffi culties. The Monitoring Mission report recommended introduction of  structured meetings. 
 Meanwhile, the TA team was not complete and it never reached the point of  being a team. 

Based upon the reportedly slow progress of  implementation during 2002 and 2003, the Embassy and 
MOH agreed to intervene into the TA consulting company’s service provision and demand staffi ng 
changes, both in Hanoi and in Stockholm. The replacement of  the Chief  Technical Advisor (CTA) is 
an unusual request but to this mission’s knowledge, the company and the implementers quickly reached 
an agreement based on a common understanding of  the need for improved implementation. It then 

73 The outgoing consulting company considered on-the-job training as the main method of  competence development.
74 The Embassy considers the PMCU as being within the system, rather than a “parallel PMU”. The PMCU was, of  course, 

established long before the Paris Declaration and our point here refers to the future programming.
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took longer than expected to the consulting company to identify a new candidate acceptable to both 
parties. Apart from temporary postings, the new CTA was not in place until the autumn of  2004. 
The TA team building was also hampered by the long delay to post the new Health Policy Advisor, who 
was posted in mid-2004. 

The agreed changes have improved the cooperation between the MOH and the TA company and 
contributed to improved implementation. The evaluation mission has concluded that the institutional 
arrangements currently are working well. Fund utilization and effi ciency are reported in the following 
sub-section.

5.7.2 Assessment of the management setup and its implementation
It has been hard, not to say impossible, for the evaluation team to assess a “model” for the management 
arrangements in terms of  long term advisors, short-term advisors and Vietnamese consultants. 
There has been no defi ned model in place during the evaluated period, but instead the arrangements 
have changed over time. Judging from the scattered hard and soft data available regarding implementa-
tion progress and obstacles, the following points of  assessment seem likely to hold:

• At the start of  the implementation, there were no strict defi nitions of  roles established for the main 
actors, i.e. the MOH, Sida, the programme management and the technical consulting company. 
This lack of  clarity regarding roles contributed to communication diffi culties felt by all parties 
during the fi rst 12 to 18 months;

• An example of  an area where responsibilities are not clear is the reporting from the technical 
consulting company and the long term and short term experts. The TOR for the consulting com-
pany states the reporting duties. But reports from experts are to be fi led with the programme man-
agement and then forwarded to the embassy after review. It is not possible for the evaluation team to 
determine whether missing reports from experts are due to negligence from the consultant or from 
the programme management. Another example is the selection of  experts. The consulting company 
is charged with the task of  supplying experts. But experts have to be approved by the programme 
management. It is therefore not possible to assess whether the diffi culties of  establishing an effi cient 
team were due to lack of  capacity at the company level or to lack of  concurrence from the pro-
gramme management;

• The long initial period dedicated to the establishment of  new rules and regulations could have been 
more effi cient for example by learning from the systems used during the previous implementation 
phase. The main reason for the delay was the shift from a system based on the consultant company 
to a Vietnamese system. The shift could signify increased Vietnamese ownership, but it also implies 
a move to, for example, a fi nancial management system that does not allow for result based manage-
ment;

• The recruitment of  Vietnamese staff  during the start-up period also turned out to be complicated 
and time consuming. It seems that the system of  having the programme itself  contract Vietnamese 
staff  is less effi cient than when the technical consulting company contracts the national staff. 
 Experience also indicates that salaries tend to be lower when the programme is contracting, which in 
turn reduces the number of  qualifi ed staff  available for recruitment on a competitive market;

• Based on evidence from the quality of  capacity building, studies and research, the evaluation team 
concludes that the gradual reduction of  international expertise, starting from the formulation of  the 
PD and going through the implementation until the fi nal year, has led to less on-the-job training of  
programme staff  and to underutilization of  one of  the resources available to the programme. 
It seems that there is still need for international expertise to assure quality.
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5.8 Utilization of Sida Funds and Efficiency

According to Sida disbursement data, the total disbursements to the programme for expenditures in 
Vietnam at the end of  December 2004 were about 28.7 MSEK. The Embassy reports to Sida and 
request payments, which are recorded in Sida’s PLUS accounting system. Sida’s payments are to two 
recipients, one is the consulting service company SIPU International and the second is the VSHC/
HPSD account of  the MOH. Within the VSHC/HPSD organization, there are also separate accounts 
for the components. Sida’s report on disbursements from November 2002 to December 31 2004 
includes six components. The new components (Community Based Education, Drug Management 2 
and Public Administration Reform) were reported as sub-components75. The expenditure data from the 
VSHC/HPSD give the full details of  components spending (see below). The following table presents an 
overview of  the intended utilization of  the disbursed funds.

Table 1 Sida disbursements from November 1, 2002 to December 31, 2004
SEK

Fund use    Internal shares Total % of total

 HPC Activities 3,778,400   0.8  4,642,400  11

 Contracted staff 864,000   0.2   

 PMC Activities 3,588,000   0.7 4,789,000  11

 Contracted staff 1,201,000   0.3   

 Comm. Health dev Activities 4,972,000   0.9  5,816,000  13

 Contracted staff 844,000   0.1   

 Drug Management Activities 7,098,233   0.9  8,217,233  19

 Contracted staff 1,119,000   0.1   

 Tobacco control Activities 2,013,500   0.8  2,423,500  6

 Contracted staff 410,000   0.2   

 Accident & Injury Activities 2,469,975   0.9  2,799,975  6

 Contracted staff 330,000   0.1   

Sida Follow-up Activities  1,040,396  100 1,040,396 2

SIPU  11,811,261  11,811,261 27

SIPU STAs  2,301,841  2,301,841 5

Reserve Fund  0  0  

Total for local expenditures    28,688,108 66

Total TA    14,113,102 32

Overall total disbursements    43,841,606 100

Exchange rate applied  2167.58    
Source: Sida, May 2005      

As can be seen in the table, the largest share of  the funds went to local expenditures (66%), while the 
total share for TA was 32%. The remaining about 2% were used for Sida monitoring and evaluation.

The cost for TA at about 32% may seem low in light of  the share during the previous phase of  about 
40%76. The previous evaluation report called “the attention to the importance of  focusing on the 
effi ciency of  the Technical Assistance component of  VSHC”. The experience in the current phase has 
not demonstrated that suffi cient attention has been given to the issue of  how to maximise the use of  the 
TA component of  the project.

75 The Sida PLUS accounting system has 6 components for the programme direct disbursements.
76 Jerve et. al. p. 78
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Although there is no established general benchmark – that we know of  – for costs or inputs of  TA into 
a systems development project, a comparison with past cooperation phases can shed some light on the 
current situation. During the years of  the fi rst evaluation, 1986 to 1991, the proportion of  total cost 
devoted to TA varied from 55% to 24% (lowest in 1991). The total inputs measured in years of  TA 
varied from 13.2 to 22.6 years (lowest in 1991)77. During the phase 1999–2002, just preceding the 
current phase, the average number of  STAs during one year was thirteen, totalling an average of  
30 weeks of  STA input per year. In 2004, the current programme received only six short-term missions 
during 2004. By the middle of  2005, only two LTAs remain in the programme. There has been a 
considerable reduction of  technical assistance to the programme, which could be interpreted as a 
positive sign on capacity and competence development within VSHC/HPSD staff. To fi nd the perfect 
balance between TA/STA input and own staff  contributions is a challenge. The evaluation team 
believes this scaling down is the right approach even though it seems that there is a shortage of  ‘learn-
ing by dialogue’ opportunities in the present set up. To use the existing STA pool for the fi nal year 
could be an effective means of  fi nalising some products with raised quality.

At the end of  2004, Sida had disbursed 28.7 MSEK. Meanwhile, the actual expenditures as accounted 
for by the programme were less than 16 MSEK. At the end of  2004, therefore the programme had 
about 12.7 MSEK in its accounts, which is equal to more than 80% of  its cumulated expenditures. 
This implies that Sida had been disbursing at a much higher rate than the programme was absorbing. 
According to earlier experience in the programme, this seems to be a pattern created by the pro-
gramme’s reporting procedures, in spite of  advisors’ pointing this out78. At the burn rate achieved by 
the end of  December 2004, the project would spend only about 45% of  the agreed amount by the end 
of  October 200679. The low burn rate is a sign of  slow implementation, but includes the lost months in 
2003, when very little was spent. Even with an accelerating burn rate during 2005, it seems to be 
unavoidable that the programme will end up without absorbing the available funds. This is a signifi cant 
measure of  effi ciency of  programme implementation, where the VSHC/HPSD has been a slow 
starter80. The expenditures in Vietnam have picked up considerable from the last quarter of  2002 to the 
last quarter of  2004, as illustrated by the chart below. Data from 2005 would further emphasize this 
acceleration.

Figure 1
Local expenditure per quarter
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77 Valdelin et al. p. 81.
78 Interviews with previous LTA staff.
79 Assuming that the disbursed TA funds and the Sida M&E funds have been used, the burn rate has been about 1.2 MSEK 

per month. Not expended funds were 58.9 SEK and expended funds were 26.4 MSEK.
80 All the cited disbursement and burn data are now outdated and the situation has hopefully improved. In the Agreed Minutes 

from the Semi-Annual Review Meeting in June 2005, the two parties stated: “It is estimated that disbursement rate of  the 
Programme will be 85% by the end of  October 2006”.
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Data that are more recent show that Sweden at the end of  March had disbursed about 44 MSEK to 
the programme, while the programme had expended 33.5 MSEK at the same date. The programme 
then had about 10.5 MSEK in its accounts, which is less than a third of  cumulated expenditures.

By December 2004, the expenditures in Vietnam, excluding salaries, by the programme were about 
equally shared by components, with shares ranging from 10 to 15% (except for the newly started PARC 
and CBE). The exception was PMC that accounted for about a fi fth of  local expenditures.

More interesting is the distribution of  expenditures by cost categories as illustrated in the following 
table.

Table 2 Expenditures in Vietnam Oct 2002–Dec 2004 by cost items
Category % VDN

Salaries 18 5,638,365,960

Training, conferences seminars 40 12,311,553,157

Supervision 8 2,291,920,752

Training abroad 8 2,370,963,516

Local consultants 11 3,220,983,006

Other (petrol, stationery...) 4 1,091,529,656

Procurement 12 3,554,094,509

Total 100 30,479,410,556
1) Excluding bank charges

The main cost item is training in various forms, totalling 48% of  total expenditures. Out of  the costs 
for training, 56% are allowances for attendants, “organizers and support groups” according to more 
detailed data from the programme’s accounting. Another 16% were costs for accommodations for 
attendants. One concern raised by these numbers is the relatively large share of  expenditures chan-
nelled to individuals in the form of  salaries, allowances and possibly parts of  accommodation. 
Salaries and allowances together amount to 45% of  expenditures. If  local consultants and supervision 
(largely per diem) is added to this share, we arrive at more than 60% of  spending. This concern is 
underlined by the observation in the internal training evaluation study81 where the selection process of  
participants is questioned: ‘In some places, training/workshops have still been counted as “solutions to 
preferential policies towards cadres” because the participants of  such training/workshops can enjoy 
subsidies for subsistence expenses. In the context of  the current living conditions, such allowances from 
a training course can be a good income for a cadre at grassroots level’. (page 38 in fi nal English ver-
sion). With the lack of  data on training impact, this raises serious doubts on the effi ciency of  the use of  
Swedish funding.

The staffi ng of  Vietnamese personnel has increased since the previous phase, when the consultant had 
27 employees. At the end of  2004, the VSHC/HPSD counted 70 staff  members, excluding LTAs. 
Of  these 23 were permanent government staffs. Excluding the permanent staff, there are still 47 con-
tracted staff, almost twice as many as in the previous phase. Among the staff  category called Programme 
Offi cers, there was a “wholesale turnover”82 in 2004, leaving only one out of  three new recruits at the 
end of  the year. This problem will probably remain as the programme moves closer to its end.

The evaluation team concludes that the low utilization of  funds, the high share of  expenditures going 
to “subsistence”, the weak management of  consultants in terms of  quality and delivery times and the 
weak M&E of  impact, together indicate that effi ciency of  the programme is lower than ought to be 
expected.

81 VSHC/HSDP, Evaluation Report of  the Training sessions and Workshops with the VSHC/HSDP in the period 2002–2004, 2005. 
82 VSHC Annual Progress Report 2004, p. 8
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5.9 Role of Sweden as a Donor

Not many people involved in the Swedish support to Vietnam since the late 1960’s would like to see an 
end to the story83. The previous evaluation talked about the health cooperation in terms of  a “love 
affair” and even “marriage”84, which makes it even harder to break up in most people’s mind. 
 Nevertheless, times are changing and the original political solidarity is no longer enough to justify 
continued support. The question is also, whether the strong appreciation between the two sides has 
been and is equally strong or even mutual. Currently Vietnam is facing badly needed policy changes 
and donors fi nancing about 300 different projects crowd the health sector. It is reasonable to assume 
that the reduced relative role of  Sweden as a fi nancer of  the health sector also has reduced the strength 
of  any particular Vietnamese consideration of  Swedish support. In spite of  declarations on harmoniza-
tion, donor competition remains a fact on the ground.

Nevertheless, representatives of  other donors in Vietnam generally 
have a high esteem of  the particular role Sweden has played in the 
health sector in the past. Over the currently evaluated phase, 
Sweden is the only donor with a project directly present in the 
MOH as a partner in several departments, including key areas like planning and fi nance. Sweden’s 
position there has been characterised as a “favoured” position.

Sweden has recently further been regarded as instrumental in the areas of  increased ownership and 
donor harmonization in the health sector. The role of  the Embassy in promoting ownership has clearly 
been very strong. This does not mean that things still cannot be improved in terms of  information 
sharing about specifi cs. The MOH has a heavy responsibility in this latter respect.

Sweden is engaged in many sectors in Vietnam so there is a need to go beyond Sweden’s role in the 
health sector in order to assess Sweden’s role as a donor in a broader sense. This goes beyond the 
mandate of  this evaluation, but it could be noted that when Vietnam looked for a partner to assist in 
the fi ght against corruption, Sweden became the choice. This is an indication that in sensitive areas, 
Sweden is regarded by the GOV as a trusted partner. If  this statement holds true, it should have impli-
cations for the health sector support as well.

6 Evaluative Conclusions

Based on the evaluation team’s interviews and discussions in Vietnam, this section provides some of  the 
team’s conclusions; some better founded on evidence than others, but none without primary and 
secondary data to support the conclusion.

As regards the criteria from the TOR for this evaluation, they all have sub-items in the TOR 
(cf. Annex 1). The evaluation team’s assessment of  the evaluation criteria is based on the specifi c sub-
items. The conclusions are as follows:

• The relevance of  the cooperation in terms of  Swedish and Vietnamese policies has been high, but a 
changing context and lessons learned imply a need for concentration. The cooperation has been 
consistent with the policies of  the GOV and Sida, it has been well in tune with the systems of  

83 Nor does this evaluation team: our conclusion is that Sweden should stay in the health sector. The reasons are given below 
in this report.

84 Jerve et. al. p. 15

“Sweden is far in geography, but 
close in understanding”

Interview Vice Minister
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 Vietnam and it has supported Vietnamese ownership. Given its unique position in the MOH, the 
cooperation has been complementary to activities supported by other donors;

• Effi ciency of  the implementation has been lower than could be expected. It has not been possible to 
compare capacity building results of  the staff  of  MOH between various means of  building capacity. 
It is possible that the on-the-job training component could have been more effi cient, had there been 
an effective TA team in place. The available data does not include any valid impact assessment of  
the main expenditure of  the programme, i.e. the training and workshop efforts. Similarly, it has not 
been possible to compare effi ciency of  different models for technical support used in the coopera-
tion. The main conclusion on effi ciency is based on low fund absorption, ineffi cient management of  
contracts and consequent delays of  products, long implementation of  models without assessment, as 
well as the lack of  complete training implementation for capacity building (including training need 
assessment, training follow up and a supportive system for implementation) while massive training 
expenditures have been incurred. 

• Effectiveness for capacity building is not measurable in terms of  the stated objectives of  the pro-
gramme. It is not possible to determine whether specifi c objectives have been achieved, as they are 
non-measurable. It has not been possible to assess effectiveness as between long term, short term 
and Vietnamese experts. Effectiveness for policy and strategy development has been assessed as 
higher, evidenced by the policies, strategies and laws produced under the support of  the programme. 
The management structure with components increasingly hosted in MOH departments has been 
assessed as an effective means of  improving the policy and strategy development. 

• Sustainability has not been suffi ciently addressed by the programme. The evaluation team’s assess-
ment is that there is low fi nancial sustainability of  ongoing activities, especially those of  training. 
However, there are products that stand a grand chance of  being sustainable in the sense of  contin-
ued use in the future, such as training curricula and methodologies. The sustainability of  human 
resources seems more doubtful in view of  the high attrition rate in the programme. In relation to the 
TOR, it may be added that the cooperation has been consistent with Vietnam’s priorities. 
 Vietnamese ownership was secured. 

Investments in software development, just like investments in hardware, give rise to maintenance costs; 
The MOH is starved for operational funds and hence the programme’s systems development leads to 
more needs for operational and maintenance funds. Consequently, the programme components’ 
representatives all express the need for continued support. Continued investment in systems and policies 
will need additional operational funding to improve sustainability.

The programme’s work on M&E has been disappointing and created problems for the implementation 
and the evaluation. 

The current phase works on policy and health systems development, without any clear links to service 
delivery. “Pilot projects” are not strongly linked to central policy functions where evidence could be fed 
into a development process. A possible future programme should have close links between pilot projects 
with service delivery components and the central level policy making mechanisms.
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7 Lessons Learned

This section brings out conclusions with a broader application than the VSHC/HPSD itself.

7.1 Pilot Projects and Evidence Based Policy Formulation

Even though the VSHC/HPSD included developing “models” to inform policy, this strategy has not 
been fully utilized. The lessons drawn from the process were as follows:

• By not utilizing lessons learned form pilot models, opportunities for informing policy were lost; 

• Pilot models without clear time bounds and requirements on cost effectiveness may lead to waste in 
the form of  extended pilot trials without feedback;

• Pilot testing of  models need to be strongly linked to central level monitoring and evaluation in order 
to have impact for evidence based policy development.

7.2 Policy Making Process

From the development of  national policies, the following lessons have been learnt:

• Increased ministerial capacity through the capacity building support has encouraged improved 
ministerial ownership of  the policy development process. 

• There has been a lack of  participation by stakeholders outside government system and there was no 
involvement of  entrepreneurship in the policy formulation process. The contributions of  local 
organizations were vague and advocacy seemed not a familiar term. This is a missed opportunity for 
the MOH. Local organizations can contribute in shaping and identifying problems, recommending 
solutions and advocate for policy changes. They can be effective representatives of  public opinion. 

8 Recommendations

The recommendations from the evaluation team are divided into three sections. The fi rst set of  recom-
mendations is directed to the programme management. It concerns the ongoing programme and its 
possible exit strategies. The second set of  recommendations is directed to the MOH and to the Em-
bassy/Sida relating to the possible future cooperation after the end of  the present phase in October 
2006. Finally, there are some thoughts about the future support, ranging from the two years (2006–
2007) under the current Swedish Country Strategy and on to the longer term (2008 and beyond) based 
on the Country Strategy direction about possible sector programme support.

8.1 Recommendations for the Ongoing Programme and Exit Strategies

This section provides a summary of  recommendations to the programme management on how to 
fi nalize the ongoing programme phase, including how to create a favourable exit for the programme.
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8.1.1 General
For the rest of  the ongoing programmes the general recommendations are:

• Raise quality on studies and research and all other analytical documents. As recommended by the 
4th Monitoring Mission anonymous peer reviews could be one part of  such an effort; the internal 
evaluation study on health research provides further suggestions on how to improve quality. 
The programme is encouraged to make an in-depth assessment of  the internal evaluation study on 
health research in order to identify measures to be implemented for quality assurance during the 
remaining implementation period:

• Use fi ndings and recommendations from all the internal evaluation studies as food for thought by 
organising intellectual work around the results to hammer out a plan of  action for the remaining 
year;

• The ongoing efforts to disseminate and share programme products are encouraged and should be 
pursued.

8.1.2 Strategy and policy development
In the area of  strategy and policy development, the cooperation between Sweden and Vietnam has no 
doubt been very productive. In spite of  this, it is recommended that the continued efforts in this area be 
focussed on the clarifi cation of  roles between the many actors, and the establishments of  institutional-
ized mechanisms for strategy and policy developments. This should include robust mechanisms to feed 
evidence from pilot projects into the policy development process.

8.1.3 Competence Development: Training
• Establish an offi cial refresher training system for health staff;

• Integrate training systems across the programme components;

• Decentralize monitoring and supervision of  training to province and district health staff, as has been 
a proven strategy applied by CBHD;

• Provide a TOT course that explicitly focuses on participatory teaching methods (discussions, peer 
assessments, role-plays, group work, and seminars);

• Explicit discuss and resolve the fi nancial and technical sustainability questions for training;

• Training alone cannot lead directly to adopting behaviour changes or improving performance. 
There is a need for an enabling environment and supportive system to support changes, such as job 
descriptions, working procedures, reporting schemes, and supportive supervision mechanisms;

• One fi nding of  the internal evaluation was that training provided at grassroots level was more 
effective than training at higher levels, given the lack of  training opportunities at lower level. 
This should be taken into consideration in planning of  the training for health staff  in the remaining 
phase. Careful needs assessment is needed, together with the consideration of  cost effectiveness

8.1.4 Capacity Building
• Reforms of  the state management system itself, such as envisaged in the Public Administration 

Reform component, are required to achieve reasonable capacity development objectives.

8.1.5 Mainstreaming Gender
• A vague requirement for gender to be “mainstreamed into all activities” may lead to no substantive 

gender dimension in any activities. Specifi c, operational activities or actions should be clearly 
defi ned in programme plans. (This recommendation may also be of  some relevance for the Embas-
sy/Sida);
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• Gender be integrated into all components’ activities and planning processes are being made gender 
sensitive. For this to become realistic all staff  needs recurrent in-depth training with continuous 
feedback from resource persons knowledgeable on gender issues. Also required is support from the 
highest levels within the MOH and within the VSHC/HPSD;

• A fi rst step to be carried out during the remaining period of  the VSHC/HPSD could be to integrate 
gender into one of  the public health component’s work (AIPC, TCC, or CBHD), from which 
experiences could be drawn. This could be done in workshops where all staff  has to participate and 
should be seen as part of  the gender training. It would illustrate diffi culties for the participants to 
discuss and propose the way forward. This ‘model’ could then be used for other components when 
implementing gender into the planning process;

• For the HPC, gender awareness is of  special importance as policy formulation build up for strategies 
for implementation to be followed by health care services in provinces, districts and communes. 
HPC staff  should receive gender training in due course.

8.1.6 Mainstreaming HIV/AIDS
• Defi ne “mainstreaming HIV/AIDS” conceptually and operationally. (This recommendation may 

also be valid as a recommendation to Sida)

• The social part of  HIV/AIDS and its links to gender should be dealt with in training activities;

• The social part of  HIV/AIDS as a crosscutting issue should be considered in all project and pro-
gramme formulation but ‘mainstreamed’ into activities only when relevant.

• If  possible considering the remaining time period, TCC could consider the possibility of  broadening 
its scope and focus to engage in lifestyle behaviours in a more general sense

• VSHC/HPSD to refl ect on how far the internal process has advanced as concerns gender and 
HIV/AIDS in own organisation

8.1.7 Documentation, dissemination and replication
• The dissemination of  results should be considered an important part of  pilot projects, which could 

be the main activities in the remaining time of  this phase. The results and lessons should be brought 
to the attention of  policy makers, INGOs and local NGOs, who can use the lessons and products in 
adoption of  new policies or replication nation wide.

• The development of  pilot models can be used as a good platform for collaboration and linkage 
between MOH, INGOs and local NGOs in implementing policies and national health programs, if  
MOH shows goodwill in triggering the process, facilitating the process and providing support 
needed in the implementation.

• In the remaining time before the program ends, factors contributing to sustainability should be paid 
great attention. Program activities can be adjusted and amended by use of  sustainability and 
effectiveness criteria. 

8.2 Recommendations for Future Cooperation Beyond 2006

This section is future looking with two time horizons: the fi rst period goes on until the end of  the 
current Swedish Country Strategy (December 2008) and the second period starts with the new country 
cooperation agreement.
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8.2.1 Stay in the health sector
Swedish relevant policy documents are currently focussing on issues like poverty reduction, democracy 
and respect for human rights as well as corruption. The Swedish strategy for Vietnam will be reviewed, 
starting by the autumn of  2006. A major effort will be to assess the impact of  Swedish assistance on 
democracy and human rights.

There is also an effort to concentrate Swedish support. While this may be achieved by eliminating 
sectors, it should be noted that the health sector in Vietnam is considered important and that concen-
tration can be achieved within the sector.

The evaluation team has concluded that Sweden ought to stay in 
the health sector in Vietnam. This is due to the observation that 
Sweden’s abandonment of  the health sector would send a message 
of  failure to both Sweden and Vietnam, which is not justifi ed. To 
leave the sector would also be a lost opportunity to leverage Swe-
den’s comparative advantage as a long-time trusted partner in 
health. Using this role, the comparative advantage increases when 
Sweden invests in sensitive areas. Examples of  such areas are health 
policy development in the context of  public administrative reform.

The health sector offers an opportunity to promote the issues to be 
reviewed by Sweden, including pro-poor spending, democracy, 
gender awareness and human rights, given that the cooperation is 
designed with those objectives in mind.

The Sida health unit has a broad scope and a developed knowledge base, including links to relevant 
institutions in Sweden. Sweden should not just transfer money, but play a catalytic role and have a place 
at the table in Vietnam. Comparative advantages in Sweden and in Vietnam should be used to maxi-
mize impact. Swedish capacity (TA) and institutional links should be important parts of  the coopera-
tion. 

In Vietnam, Sweden is working on the line of  “dialogue presence”. The main dialogue issues, like 
democracy, human rights, poverty reduction and corruption are all reachable and relevant in the health 
sector. Further dialogue is needed on gender equity and HIV/AIDS as well, which are at the heart of  
the health sector.

8.2.2 Careful programme preparation
A major lesson learnt from this evaluation relates to the investment made in programme preparation 
compared to the investment in implementation of  the programme. A small initial investment carries the 
risk of  unintended consequences during implementation. It is recommended that a possible new 
programme be carefully prepared:

• Future programming should have SMART objectives and an evaluation design to measure impact. 
If  population related objectives are established, there should be a population data baseline and an 
evaluation design at population level;

• In view of  the nature of  the proposed programme (see below) it is absolutely essential that the key 
player in the formulation process be the Vietnamese partners, supported by international expertise;

• An external team should support the Vietnamese partners in the formulation of  the future Swedish 
support to the health sector. The team should include Vietnamese consultants and work closely with 
MOH’s departments and other concerned ministries and donors;

This area, however, although having 
achieved many tangible results such 
as a data base of donor projects and 
project manuals and training 
modules, has not visibly come much 
closer to the overall aim of efficient 
co-ordination of donor support nor a 
sector program support. This is not 
easy and is also connected to other 
factors such as public administration 
reform and macro economic issues 
not easily influenced by MoH.

Vietnam, Performance Analysis, Sida, 2003
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• The programme formulation effort needs to be started as soon as possible during the fi nal year of  
implementation of  the current programme to allow for a soft start of  the new programme during 
next year.

A possible new programme formulation has to be open to accommodate the fi ndings of  this evaluation, 
as well as the fi ndings from previous evaluations and Monitoring Missions, as summarised in this report.

8.2.3 Harmonization and alignment
There is an urgent need in Vietnam for donor cohesion, harmonization and alignment generally and in 
the health sector specifi cally. Currently, the combined impact of  all donor health funding appears to fall 
signifi cantly short of  its potential. There are few sign of  synergy or leveraging.

In the team’s view, a future programme needs to start with very small steps aiming at in-depth reform 
and with a realistic opportunity to demonstrate good results. Based on such results, government and 
donors could agree on specifi c triggers to increase fund disbursements. The full introduction of  results-
based funding would create incentives to improve effectiveness. Donors must then be willing to pay 
more for better results.

A minimum required of  a new programme is adherence to the Hanoi Core Statement. From the table 
of  indicators, at least the ones listed below should guide the programme design85. Other indicators, not 
included in the table below, relate to the important area of  donor cooperation, harmonisation and 
alignment, i.e. at the heart of  the Paris declaration. Although, it is too demanding to require that 
Sweden alone formulate a perfectly aligned project during the interim years of  2006 and 2007, some of  
the indicators below could be part of  the design targets. Similarly, one country alone cannot advance 
the harmonisation and alignment process. It takes a concerted effort by like-minded donors and the 
GOV to move the process forward.

Indicators that could be applied to a possible future cooperation are:

• No parallel PMUs – the current PMCU should not be repeated as the evaluation team sees this unit 
as a donor driven unit;

• Percent of  aid for capacity building delivered through partner-led and coordinated programmes – 
the VSHC/HPSD is partner-led but the capacity building needs to be coordinated;

• Percent of  aid fl ow and percent of  donors using GOV procurement systems – the VSHC/HPSD is 
almost there but procurement of  TA can be integrated in a new cooperation;

• Composite score based on 4 characteristics of  a results-oriented framework (objectives, availability 
of  indicators, M&E capacity and information use in decision making) – the VSHC/HPSD is not 
there but we could get there in a new cooperation;

8.2.4 Intermediate programme options 2006–2008 – PAR and HPU for Health Reform
The recommendation of  the evaluation team is that Sweden ought to stay in the health sector in 
Vietnam. Having said this, it should be added that the evaluation team does not recommend an exten-
sion of  the on-going programme. The reasons for this are provided under fi ndings and lessons learnt. 
Sweden should not support more of  the same after ten years of  capacity development, but concentrate 
its support to key areas, making a difference on the road to in-depth health reform, so badly needed in 
Vietnam.

Based on this evaluation, and after considering several options for cooperation during 2006 and 2007, 
the evaluation team has selected the option to concentrate the current programme into one unifi ed 
programme for promotion of  health reform. A newly designed small programme, combining public 

85 Indicators not applicable to an individual programme have been deleted here.
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administration reform and health policy development, including the establishment of  policy develop-
ment mechanisms, could be a useful temporary vehicle during the preparation of  the future sector 
programme. This programme proposal is of  course not linked to any of  the current programme’s 
components. Health policy involves almost all departments of  the MOH and so does public administra-
tion reform. The proposed programme has to be the effort of  an integrated implementation involving 
all departments and based on research and evidence from pilot activities to inform policy making.

8.2.5 Entry points for future sector programme support for 2009 and beyond
At the time of  the end of  the fi eld visit of  this evaluation, the conditions for a sector programme 
support were not at hand. Leading fi gures in the MOH and its institutes had not even heard of  the 
term Sector Wide Approach (SWAp). However, many studies were on their way in this fi eld and donors 
and government had started to discuss about a SWAp. Some possible entry points were discussed, 
where pro-poor spending for the health sector could be an intermediary window to prepare for sector 
programme support. Available evidence, however, seems to indicate the pro-poor spending in the health 
sector is not well targeted in Vietnam at this stage86. It is therefore considered premature to use the pro-
poor windows at this stage; and recommended to wait for more evidence on the impact of  these 
programmes.

This evaluation team therefore suggests that public administration reform in the health sector and further 
health policy development, especially in the area of  health care fi nancing and quality of  service at primary 
health care level, are urgent investment areas for Swedish assistance, which could be more effective 
entry points to a future broader cooperation. However, such efforts will only be effective if  also a 
mechanism to ensure that the different needs of  men and women are considered at all levels is in place 
and intervenes in all steps in policy and programme formulation, implementation, monitoring and 
evaluation. Cooperation in these areas would also emphasize Sweden’s comparative advantages. 
The overall objective of  such a programme is accelerated health reform.

8.2.6 Examples of main characteristics of the health reform programme
The following ideas for the design of  a future cooperation programme are provided upon request from 
stakeholders. A possible future programme should, among others, include these ingredients:

• In order to engage in a bold and innovative health reform programme, the cooperation agreement 
needs to be signed by the highest level of  the Vietnam government; this is needed to speed up the 
public administration reform and to overcome the inherent conservatism of  the Ministry of  Health;

• The programme should offer a large amount of  core funding to the Ministry of  Health, to allow for 
Ministry investments in research, selective and advanced training, as well as targeted use of  interna-
tional expertise, including cooperation with Swedish institutions where they offer comparative 
advantages;

• The large amount of  funding is to serve as the incentive for both partners to engage in an innovative 
programme. The funding will, however, not be available until measurable results have been agreed 
upon and then disbursed in accordance with agreed upon result triggers;

• A bold and innovative investment in health reform needs to be supported by suffi cient funding also 
to induce both partners to compromise in the establishment of  objectives and results thresholds for 
triggering of  disbursements;

86 Cf. On assessing pro-poorness of  government programmes. International comparisons, Kakwani, N. and Hyun H. Son, UNDP, 
International Poverty Centre, Working paper 6, 2005 and United Nations Country Team Discussion Paper No. 6, User fees, 

financial autonomy and access to social services in Viet Nam; Vietnamese: http://www.un.org.vn/undocs/fee/feev.pdf; English: 
http://www.un.org.vn/undocs/fee/fee.pdf
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• The responsibility and opportunity to formulate the expected results fall mainly on the Vietnamese 
side. These preparations could be supported by international technical assistance, but only within 
the limits of  full Vietnamese ownership;

• Once the MOH is ready to provide a proposal for negotiations with the funding partner, the oppor-
tunity is ripe for a deepening of  the partnership, based on mutual trust and confi dence needed to 
engage in a completely result based form of  cooperation;

• In view of  the innovative nature of  the proposed programme, it needs to have a fi xed termination 
date after, say, three years. If  the agreed upon results have not been achieved, the agreement should 
be terminated. In the event of  successful achievement of  the agreed upon results, the investing 
partner should be prepared to invest more;

• The programme should be designed in such a way that it represents an open window for other 
donors to follow suit in case of  success. In this way, the programme could lead to an entry point for 
sector programme support among harmonised and aligned donors;

• The programme should focus on the sensitive areas of  health policy and public administration 
reform of  the health sector. The focus areas clearly involve not only the majority of  departments 
within the Ministry of  Health, but also its support institutes and other Ministries;

• Progress in the two focus areas is considered as necessary, but not suffi cient, conditions for in-depth 
health reform, so badly needed in the new context;
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9 Annexes

9.1 Annex 1 Terms of Reference

11 May 2005

Terms of Reference for external evaluation of the Vietnam-Sweden Health Co-operation 
(VSHC and VSHC/HPSD) for the period 2000–2005

I. Evaluation purpose 
The Specifi c Agreement of  the Vietnam/Sweden Health Cooperation on Health Policy and Systems 
Development VSHC/HPSD) requires that an external evaluation shall be conducted in 2005 for the 
period from 2000 to 2005. 

The Country Strategy 2004–2008 states as regards the current cooperation in the health sector87: 
“Towards the end of  the period, an assessment will be made of  the feasibility of  continued cooperation. 
Progress in the introduction of  sector programme support will be followed up with the aim of  partici-
pating as a partner within such a framework.” 

The purposes of  the evaluation are:

1) to evaluate the achievements, as against set objectives, of  the VSHC and VSHC/HPSD during 
2001–2005 and

2) to comment and advise on the exit strategies of  the VSHC/HPSD with the aim of  adjusting 
structure and implementation if  needed, and

3) to assess the feasibility of  continued cooperation in the health sector after 2006 as required by the 
Country Strategy.

II. Intervention background
Sweden has provided support to the health sector of  Vietnam since 1970s. During this time, the coop-
eration has changed considerably – from hospital construction to policy and system development aimed 
at poverty reduction. 

The Vietnam-Sweden Health Cooperation 1999–2001 with Swedish contribution of  90 MSEK had 
two objectives: i) Contribute to the improved health of  the people of  Vietnam through improved quality 
and equity in provisions of  health services and ii) Increase the effi ciency and effectiveness of  the Minis-
try of  Health (MoH). The Programme consisted of  four areas: 1) health policy, 2) support to disadvan-
taged areas, 3) area of  drug policy and control and 4) external aid management and coordination. 

The ongoing VSHC/HPSD 2002–2006 with Swedish contribution of  90 MSEK has the overall 
objective to help attain the goal of  Vietnam’s Health Strategy 2001–2010: ”to make all possible efforts 
to enable the Vietnamese people to access and utilise quality health care services. All citizens are 
enabled to live in safe community with good physical and mental development. Intensifi ed efforts will 
also be made to reduce morbidity, improve health status, increase life expectancy and improve the 
quality of  future generations”. 

87 Country Strategy for development cooperation, Vietnam, January 2004 – December 2008, Editorial Office, The Ministry for Foreign 
Affairs, Stockholm, 2003, pp. 15–16.
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The specifi c agreement for the ongoing cooperation further states the specifi c objectives as follows:

a) Capacity development

To promote result-based management, organisational framework, and administrative routines with 
respect to all components and activities included in the VSHC/HPSD

b) Strategy development

To assist the MOH to develop such policies, legal framework, and action plans that are consistent with 
the Comprehensive Poverty Reduction and Growth Strategy (CPRGS) of  the Government of  Vietnam

c) Competence development 

To develop adequate professional skills with respect to all components and activities included in the 
VSHC/HPSD through time-bound and targeted human resources development efforts. 

The VSHC/HPSD is implemented by MoH with technical support from SIPU International AB. 
27,9 MSEK out of  the total 90 MSEK is allocated for the consultant, which represent 29% of  the 
whole budget. 

In 2001, Sida decided to carry out an external evaluation on VSHC for the period from 1994 to 2000. 
The main recommendations from the evaluation were

• Sustain the process and basic structure of  VSHC, Sida has a role to play and is a trusted partner

• Continue to invest in capacity for learning and organisational changes

• Keep the focus on horizontal policies i.e. policies that give direction to the development of  the 
health system.

• Improve the design and dissemination of  experiments

• Increase the focus on how to implement the new policies; and 

• For VSHC this implies fi nding ways of  working with the provinces and districts.

• There is a need to shift the focus to quality and result-based monitoring

• VSHC has had too much money. Ideas work better than money in generating reform.

The evaluation in 2005 shall cover the period 2001 to 2005 (hereinafter referred to as the Cooperation) 
which consists of  the fi nal year of  VSHC 1999–2001 and VSHC/HPSD 2002–2006. 

III. Stakeholder involvement
This ToR is developed by Sida in consultation with MoH and MPI. 

The evaluation should be carried out by an independent team selected by Sida. Representatives from 
Sida/Swedish Embassy may participate in meetings and fi eld visits to facilitate the work of  the Team, 
when need be.

The Team will meet with relevant stakeholders and the evaluation will be conducted as part of  an 
ongoing collaborative process. See article VI. 

IV. Evaluation questions 
The evaluation shall cover aspects of  relevance, effi ciency, effectiveness, and sustainability of  the 
Cooperation. It shall assess answers to at least the following questions:

Relevance:

– Is the Cooperation consistent with the needs and priorities of  its target group and the policies of  the 
Government of  Vietnam and Sida?
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– Is the Cooperation well in tune with the development policies and administrative systems of  Vietnam 
at national and regional levels? Is it consistent with a policy of  supporting Vietnam’s ownership?

–  Is the Cooperation consistent and complementary with activities supported by other donors?

Effi ciency

• Has investment in capacity building resulted in suffi cient improved managerial capacity of  the staff  
of  the MoH in comparison to possible other means of  building capacity? 

• Has the technical support been an effi cient component to achieve results leading to the objectives, 
compared to other possible investments? May differences in effi ciency be identifi ed between different 
models used over time in the cooperation?

Effectiveness

– Has the Cooperation achieved its specifi c objectives or will it do so in the future? 

–  What are the reasons for the achievement or non-achievement of  objectives?

• Has the investment in policy development resulted in more relevant policies (for poor people) which 
have been implemented at the local level?

• Has the effectiveness of  long term experts, short term experts and Vietnamese experts been possible 
to assess and if  so are they signifi cantly different?

• Has the management structure within the MOH – in relation to departments of  the MOH – been 
effective compared to other possible arrangements?

Sustainability

• Is the Cooperation consistent with Vietnam’s priorities? Is it supported by local institutions and well 
integrated in the local context?

• Are requirements of  local ownership satisfi ed? Did Vietnamese stakeholders participate in the 
planning and implementation?

• Will the benefi ts produced by the Cooperation be maintained after the cessation of  the Swedish 
support? 

• Sweden as a donor to the Health Sector

• What are the comparative advantages of  support from Sweden to the health sector? What are the 
comparative disadvantages?

• What has been the role of  Sida/Swedish Embassy in promoting ownership and the fulfi lment of  
objectives of  the Cooperation?

• Have the institutional arrangements in the cooperation between Sida, the MOH and the technical 
consultant been conducive to effective employment of  resources?

• Cross-cutting issues

• What has the project achieved in terms of  mainstreaming of  gender and HIV/AIDS?

V. Expected results
The evaluation report shall consist of  the following parts: 

1. – Assessment of  the relevance, effi ciency, effectiveness, and sustainability as against set specifi c objec-
tives of  the Cooperation. 

2. – Recommendations for adjustments in the ongoing programme and its exit strategies, if  needed
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3. – Recommendations for future Cooperation beyond 2006.

Based on the assessment of  the comparative advantages and disadvantages of  Sweden in the health 
sector in Vietnam, the Consultants shall:

–  Propose intermediate programme options 2006–2007 as a step-by-step evolution towards a possible 
future sector programme support/SWAP in the health sector. 

–  Identify entry points for future sector programme support/SWAP or other options for 2008 and 
beyond

The recommendations for future cooperation are part of  an ongoing change process and should 
consider the rapidly changing institutional and regulatory context of  the health sector. In October 2005 
a number of  relevant studies and new documents are expected to be provided by government and the 
donor community. The recommendations made before these new developments will be duly reassessed 
during the forthcoming Monitoring Mission expected to take place in November 2005.

VI. Methodology
Desk study: Review of  completed reports and drafts of  ongoing eight studies of  the co-operation as well 
as the reports of  other donors (see attached suggested documents) 

Interviews: Make interviews with relevant stakeholders in Sweden and in Vietnam including staff  from 
MoH, MPI, MoF, Government Offi ce, the Party Commission on Science and Education, the National 
Assembly Social Affairs Committee, Swedish Embassy, Sida, SIPU, WB, ADB, the multilaterals, other 
donors, other concerned ministries, and if  possible NGOs active in the areas and benefi ciaries of  the 
co-operation. 

Visit some relevant project provinces and project sites.

VII. Work plan and schedule
The evaluation is planned to start 16 May 2005. Prior to that, the Team Leader (TL) shall submit to 
Sida a detailed evaluation Work Plan (WP). The WP should indicate what parts of  the evaluation shall 
be carried out in Sweden and in Vietnam respectively and what sites to be visited. The plan shall also 
include time schedule for the preparation, fi eld and reporting phases of  the evaluation. 

5–9 April 2005: The TL shall visit Vietnam for one week to prepare for the WP. The TL shall: 

–  Complete an evaluation work plan including meetings, fi eld visits and documents. 

–  Discuss with the Embassy on the fi nalization of  ToR 

–  Have brief  discussion with the Programme Director and few people at MoH (when time permits). 

–  Review available documents and suggest additional ones. 

–  Agree on meetings with MoH Departments and donors and fi eld visits for the evaluation. 

–  Make interviews with local consultants for the evaluation team. The local consultants will be con-
tracted by the Embassy. 

–  Follow up on the progress of  the eight studies which will be used as inputs for evaluation and study 
those that are ready at the time of  the preparation week. 

16 May–3 June 2005: The fi eld part of  the evaluation will be conducted from 16 May to 3 June. 
The TL of  the team will have three weeks in the fi eld and four weeks for reading documents and report 
writing. 
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1 August: The TL will submit a draft report to Sida and the Swedish Embassy. The Embassy will 
distribute it to MoH and the Vietnamese stakeholders for comments. The MoH is expected to translate 
and internally disseminate and discuss the draft report and report back at the workshop.

End of  August/beginning September: The TL will come one week for a follow up workshop together 
with the local consultants to discuss the draft report with the Vietnamese stakeholders. 

19 of  September: The Final draft report to be submitted to the Swedish Embassy and Sida/Health 
Division. (Final report four weeks after Sida/Embassy’s comments.)

October: The international consultants will present the evaluation report in a seminar at Sida HQ for 
Health Division and Asia Department.

VIII. Reporting
The evaluation report shall:

–  follow the format for Sida Evaluation Report (Annex B), be attached with a completed Sida Evalua-
tions Data Work Sheet (Annex C) and use the terminological conventions presented in the OECD/
DAC Evaluation Glossary (Annex D)

–  be written in English and not exceed 30 pages, excluding annexes 

–  include an annex describing how the evaluation was carried out. 

The TL shall submit:

–  A brief  note and make a presentation of  main fi ndings and recommendations to the Swedish 
Embassy and MoH. – A draft report electronically (and hard copies) to the Swedish Embassy Anna 
Runeborg (anna.runeborg@sida.se) and Sida Health Division Susanne Lokrantz (susanne.lokrantz@
sida.se) at latest by 19 September.

–  the fi nal report electronically and three hard copies each to Anna Runeborg and Susanne Lokrantz, 
within four weeks after receiving Sida’s and MoH’s comments on the draft report.

IX. Evaluation team
This evaluation shall be carried out by an independent team selected by Sida HQ and the Embassy of  
Sweden in Hanoi in close consultation. The Embassy of  Sweden shall be the Contractor. The evalua-
tion team shall consist of  fi ve persons (two international experts and three local experts). All members 
shall have Master’s degree or above. The National consultants shall assist in interpretation during 
meetings and fi eld visits. The national consultants will be contracted separately by the Embassy of  
Sweden.

1. Team leader: S/he should have good evaluation expertise, expertise in project design and good 
knowledge on SWAP and sector program support. A previous working experience in Vietnam is 
desirable. 11 weeks.

2. International specialist on health service delivery and public health, with expertise in gender main-
streaming and international training and research. A previous working experience in the health 
sector in Vietnam is desirable. 6 weeks.

3. National consultant on health economics. 5 weeks.

4. National consultant on public health and health service delivery. 11 weeks.

5. National Resource Person on health sector context, policy developments and data analysis. 
3.5 weeks
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9.2 Annex 2 Findings from Monitoring Missions

The fi rst Monitoring Mission (June 2003) demonstrated the very slow rate of  implementation and disburse-
ment (15% rate) from November 2002 to June 200388. The Embassy had brought up issues similar to 
those noted above regarding the project document:

• General and vague objectives and indicators;

• Unclear organisational context and management structure;

• No strategic focus and priorities.

The same Monitoring Mission also identifi ed two major problem areas in the day-to-day implementa-
tion work. The LTA services seemed to be provided by individuals rather than by a robust team of  
experts, forged together by a common vision of  what to achieve. Second, the interaction between the 
“Embassy and the main programme actors” was at risk to “erode the role and responsibilities of  the 
various parties”. The 4th Monitoring Mission again raised this problem area in that it recommended 
clarifi cation of  the roles of  the different parties in the programme.

The second Monitoring Mission (December 2003) noted the following main points: 

• 2003 was dominated by work on regulation and guidelines for operations;

• A need for closer interaction and support to some components in management planning and 
monitoring;

• Need for more involvement of  the Heads of  components;

• Improvements needed in interaction between components

• Cross-cutting issues were still “blatantly untouched” (gender and HIV/AIDS);

• Improvements needed in linking to other initiatives, including planning with total resource envelopes.

The third Monitoring Mission was considered as something of  a “balancing act” as the Team Leader 
of  that mission was going to take up the function as Chief  Technical Advisor (CTA) in the programme.

• “Few activities of  any component (with the notable exception of  the Health Policy Component) are 
integrated with the respective host Departments of  the MoH”;

• The increased need for monitoring was still focussed on activities and outputs rather than outcomes 
and results;

The fourth Monitoring Mission clearly stated that its role was not to repeat previous fi ndings and 
recommendations89. It reported the following problem areas

• “Gender and HIV/AIDS mainstreaming content has never been concretized”; 

• There is a consensus in the donor community that external support in health is fragmented and that 
coordination needs to be improved. 

88 For the full period, cf. the analysis of  expenditures below.
89 The main focus of  the 4th Monitoring Mission was to identify areas for the planned evaluation.



 HEALTH COOPERATION AT THE CROSSROADS: MORE OF THE SAME – OR MAKING A DIFFERENCE – Sida EVALUATION 06/02 49

9.3 Annex 3 Methodology of the Evaluation Study

Evaluation Approach
In the light of  the problems identifi ed above, the initial approach applied in this evaluation study was 
the Goal-Free Evaluation (GFE)90 method. It turned out, however, that the GFE was not possible to 
apply. Instead, the evaluation approach has been reverted to a more traditional assessment of  the 
implicit overall programme objectives with a focus on three main themes: training, result-based man-
agement and policy and strategy development. This is a process evaluation91 as it is not based on independ-
ent primary data, but mainly on information gained from informants within the VSHC/HPSD and 
from reports produced by the programme. The focus has hereby been on inputs, process and outputs as 
it has not been possible for the team to judge the results or impact of  the programme, taken into 
consideration the lack of  baseline data and Monitoring and Evaluation (M&E) data, the original study 
design and resources available. 

It is worth noting that while the overall programme objective aimed for population impact (e.g. service 
use, morbidity rates, health status); the programme did not include an evaluation design and popula-
tion-level data collection that would have permitted evaluating programme impact.

As a general benchmark for the design of  a possible future cooperation, the evaluation team has opted 
to use the Hanoi Core Statement. This is in turn based on the “Paris declaration” from 2005 by the 
High Level Forum (ministers of  developed and developing countries). 

Data Generation Methods
In conducting this evaluation, different methods for data generation were used:

1. A desk study to review existing documents, which are to be viewed as background material;

2. A review of  eight internal evaluation studies performed to illustrate areas of  the cooperation, cutting 
across components that otherwise would not be highlighted. Conclusions from these studies have 
been integrated into the Findings section. Annex 8 contains a review of  the methodology used in 
those studies and an assessment of  their respective validity and reliability; 

3. Interviews with representatives of  the nine components including sub-components, with Swedish 
LTAs and with representatives of  other programmes where Sida is involved, such as the national 
Public Administration Reform Programme and the Poverty Alleviation Chia Se Programme and as 
well with other donor organisations; 

4. Field trips with presentation of  projects (AIPC, TCC and CBHD) by provincial, district and com-
mune level responsible persons.

Ad 2. Of  the eight evaluation studies, only three were available in English at the time of  the fi eldwork, 
i.e. May 2005. This made the evaluation process somewhat complicated as these studies were of  utmost 
importance and a prerequisite for making the team small and the fi eld period short. By mid-August, 
seven of  the eight studies were available to the team and the Embassy gave concurrence for the team to 
deliver the draft evaluation report later than originally convened.

Ad 3. The interviews were semi-structured and lasted for two to three hours. The guiding questions to 
component representatives were of  a comprehensive character and comprised the following areas: clari-
fi cations on organisational belonging and main objectives and achievements. Issues related to perform-
ing tasks and the role of  Sida was phrased as “What are the main obstacles you have to face in your 
work?” “What are the main achievements?” “How would you manage if  Sida withdrew its assistance to 

90 Michael Scriven, Evaluation Thesaurus, 1991, p.180.
91 Cf. Sida’s Evaluation Manual, p. 110
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this component?” “Have you adjusted your work plan for the phasing out of  this component in Octo-
ber 2006?” The mainstreaming issues were approached as “How does the gender mainstreaming issue 
affect your work?” and “How have you integrated HIV/AIDS into your work plan?” In addition to this, 
questions that are more specifi c were posed to each of  the components relating to their specifi c area. 

Donor organisations were asked to give their view on the collaboration with Sida and the role of  Sida 
in MoH as well as within the donor community.
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9.4 Annex 4 Programme Components

Initially, the components of  the current programme are described. The following description of  the 
components is found in the programme’s Annual Progress Report covering the year 2004.

Program Management and Coordination Unit (PMCU): the main functions of  the PMCU are (a) to 
provide support the operational components of  the program in the fi elds of  management, administra-
tion and monitoring, (b) to ensure coordination between components and wherever possible promote 
cross-cutting issues and synergy effects. In addition, it is also a platform for strengthening the manage-
ment and coordination of  ODA projects in the health sector as a whole through special training 
activities as well as through facilitating the dialogue between MoH and the donor community in various 
ways. 

Health Policy Component (HPC): This component focuses mainly on generating data/information neces-
sary for policy makers through thematic studies or reviews, and to draft evidence-based policy state-
ments for the consideration of  and possible adoption by the appropriate government authorities. 

Drug Management Component 1 (DMC1) and Drug Management Component 2 (DMC2): Although having the 
same name of  Drug Management, DMC 1 and DMC 2 have quite different objectives and priorities. 
DMC1 targets the strategic level by providing support to enable the national and local drug manage-
ment agencies to pursue their management and coordination agendas. By contrast, DMC 2 focuses on 
the implementing level by improving awareness and knowledge of  both health workers and the general 
population on rational and safe use of  drugs. In other words, DMC 2 serves as a vehicle to translate 
strategic guidelines into day-to-day practice. 

Accident and Injury Prevention Program Component (AIPC): the component has dual purpose of  targeting both 
strategic and implementing levels. AIPC focuses on strategic level by providing support to enable the 
health sector to better plan, manage and coordinate Accident and Injury Prevention efforts. At the 
same time, AIPC concentrates its effort on strengthening local implementing capacity via the develop-
ment of  models and implementing guides on safe community.

Tobacco Control Program Component (TCC): this component tackles both strategic and implementing 
problems. It supports the further development of  Tobacco Control Policies, including Vietnam’s 
alignment with the international tobacco control convention (FCTC), at the same time as it explores 
and develops practical approaches and models for translating established legal frameworks on Tobacco 
Control into practice at different levels of  the society.

Community-based Health Development in Disadvantaged Areas (CBHD): This component aims at strengthening 
grassroots health system and improving the access of  marginalized population to basic health services. 
The heart of  CBHD is to facilitate, in selected provinces, the adoption of  participatory models and 
approaches of  health promotion developed during earlier pilot phases of  VSHC. In doing so, it also 
aims at providing MoH with more people-oriented health care guidelines as part of  strengthening the 
overall health sector and its ability to reach the poor.

In addition, 2 new sub-components were added during 2004:

The Public Administrative Reform (PAR): component aiming at developing plans and feasible approaches in 
the areas of  Human Resource Development, in Financial Management, in Legal and regulatory 
framework, that answer to the need of  making the health services at all levels more effi cient and better 
adjusted to present and future demands.

Community Based Education (CBE): which is an offshoot of  the CBHD component and aims at developing 
training tools and approaches that will better prepare and expose medical students to the community-
level reality in which they are going to serve. 
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Preparatory work on both of  the new sub-components was started in 2004, including developing 
Project Documents. Once the Project Documents have been fi nalized and offi cially approved it is 
expected that they will become operational in 2005.

The programme’s vision of  the management organization of  the components is illustrated below92:

The chart above gives an idea of  the complex structure of  the programme with the relations between 
programme components, departments of  the MOH, the technical consultant and the fi nancing donor. 
These aspects are discussed in the main text of  the report.

Component implementation
The evaluation team’s assessment of  the implementation of  components is presented on the following 
pages. These presentations are followed by a discussion of  the relations between component objectives 
and the programme’s specifi c objectives.

Programme Management and Coordination Unit

Background

The PMCU is different from the other components in that it is basically a unit to provide support to the 
implementing components. The PMCU should support administration and management of  all compo-
nents. A more important duty of  PMCU has been to promote coordination between components and 
create mutually supportive outputs. The management unit is also responsible for promoting cross-

92 VSHC/HPSD May 2005
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cutting issues, i.e. specifi cally gender and HIV/AIDS. At the beginning of  the current programme, the 
former “Aid Management Coordination Area” became the PMCC, for which PMCU is also directly in 
charge. Donor coordination, on the other hand, has been moved to the International Cooperation 
Department of  the MOH. The mix of  management responsibilities and programme responsibilities is 
the result of  the merger at the beginning of  the current phase between the Aid Management Coordina-
tion unit and the previous Programme Management Unit (PMU), together now called PMCC. 
This was done for a number of  good reasons, mostly related to changes in the MOH and the changed 
mode of  cooperation. A considerable part of  the PD for the component is dedicated to the coordina-
tion of  foreign aid and the merged unit reported to the Project Coordination Department of  the MOH.

Problem analysis

The PMCU was created in a situation of  change in the MOH, the health sector context in general and 
in the cooperation between Vietnam and Sweden. Its creation time and the merger with the aid man-
agement area contributed to a focus on improving cooperation in aid management and in health 
programmes in general. The responsibilities charged on the new unit were – at least with hindsight – 
not only many, but also very complex with a large number of  different stakeholders involved. Whether 
the unit was allocated the resources required to succeed is a question that the evaluation team cannot 
answer. But the complex nature of  the VSHC/HPSD by itself  (with all the components, its overall 
objectives, and the relations to the MOH and its departments; cf. the organization chart above) in 
combination with a growing number of  donors and projects in the health sector, seem to indicate that 
the task was doomed to be extremely diffi cult.

Objectives 

The overall objective of  the component was formulated in terms of  building upon previous results and 
to improve effectiveness of  aid management and coordination in relation to the national plans. 
The specifi c objectives were to assist the MOH in long-term planning for ODA, to improve coordina-
tion of  ODA in general and VSHC/HPSD specifi cally with the target of  contributing to progress 
towards a future SWAp and – thirdly – to promote human resources development and management 
development, again for health programmes in general and for the VSHC/HPSD in particular.

Findings

Compared to the original specifi c objectives and the large number of  expected outcomes, the actual 
outputs may not have met all the expectations. An important factor in analyzing the outputs and the 
changes over time is of  course the permanent change of  the environment of  the programme, both in 
terms of  its own components and their activities as well as in terms the numbers of  donors, donor 
projects and institutional arrangements between donors and MOH. It is therefore rather pointless to 
compare item by item the expected outputs with the produced outputs. Overall, the management 
guidelines, the ODA compendium and the project database have been produced, as well as large 
amounts of  training in the areas of  ODA management and project management. The more important 
part for this study is the programme specifi c objective of  capacity building, particularly the areas of  
introducing results-based management and the necessary monitoring system.

Evaluative questions

The relevance of  the PMCU cannot be questioned. Its role in integrating the programme components 
into the MOH departments has been a decisive factor for programmes success in achievements in 
certain areas, as well as in assuring sustainability wherever possible. For the future, the evaluation team 
considers the PMCU as a sort of  PMU that should be abolished in line with the Hanoi Core State-
ment. The effectiveness of  the PMCU to produce a large number of  outputs in not put to question 
here. On the other hand, when it comes to achieving results-based management according to the Hanoi 
Core Statement criteria the PMCU has not been effective. But the question is of  course to what extent 
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this is dependent on external factors. This evaluation team considers some of  the organizational 
environment as not conducive to success in this respect. In terms of  effi ciency, the PMCU has not met 
expectations in terms of  contract management, coordination between components and promotion of  
cross-cutting issues. The fi nancial sustainability of  the PMCU is not an issue for future cooperation, but 
many of  the products will certainly be sustainable in the sense that they will be used by future actors in 
the sector.

Recommendations

For reasons going far beyond the management of  the PMCU, it is recommended that future coopera-
tion will be managed without a PMU or a PMU-like unit in line with the Hanoi Core Statement.

Health Policy Component

Background

The Health Policy Component was a direct continuation of  from the previous phase of  cooperation, 
where a successful team of  expat advisor and MOH experts had been established. The HPC was fi rmly 
anchored in the Department of  Finance and Planning, with its unit of  health policy.

Problem analysis

Starting out from the country’s long-term health sector strategy (2001–2010), the HPC original PD 
identifi ed three problem areas: health care fi nancing, equity in access to health care services and 
capacity and competence building for policy development. It is worth noting that the work on policy 
development was to include capacity as well as competence building.

Objectives 

The HPC established an “overall objective” as well as “specifi c objectives” for the components. 
The overall objective was very broad and general going far beyond the means of  a component of  the 
cooperation, but basically focused on contributing to policy development in the context of  promoting 
health sector reform. Specifi cally the HPC aims at developing health care fi nancing policies within the 
framework of  the CPRGS, improve the health system to increase equity of  access and improve capacity 
of  MOH organization to develop health policies. 

Findings

The HPC listed expected outcomes of  the cooperation period (to be seen as outputs rather). As far as 
the evaluation team has been able to assess, the great majority of  these outputs have been produced 
and disseminated. The main most recent ones are listed in the latest Agreed Minutes: 

The Party Politburo Resolution on People’s health care, protection and promotion in the new situation 
approved on 27 February 2005.

Action Plan of  the health sector to contribute to CPRGS to be approved by June 2005.

Master Plan for Health Care Financing 2006–2010 to be approved by June 2005

On going development of  Master Plan for Primary Health Care

Previous policy achievements have been reported in the Annual Progress reports, including policies on 
tobacco control and accident and injury prevention.

Evaluative questions

It is the impression of  the evaluation team, that the HPC is a successful part of  the cooperation. 
There is no doubt that the relevance of  the products from HPC is high, both in terms of  Swedish and 
Vietnamese policies. The effectiveness is deemed equally high based on the number of  produced 
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outputs compared to the planned outputs. Given the strong relationship between the HPC and the 
MOH department, it is hard to assess effi ciency of  the component as separate from the department, 
but the evaluation team has no data to indicate lower effi ciency than expected. The HPC, in close 
symbiosis with the MOH department, would probably not suffer as hard as other components in the 
event of  reduced fi nancial support. It is the assessment of  the evaluation team that the fi nancial sustain-
ability of  the Health Policy Unit will be secured by the MOH. Where sustainability could be improved 
is in the area of  establishing permanent mechanisms for policy studies and policy development, with 
defi ned roles for different actors within and outside of  the MOH itself. To give the policy development 
process a sustainable foundation, the putting in place of  routines and procedures would ensure a future 
without dependence on individual staff  members and donor funded support.

Recommendations

The evaluation team recommends that the remaining period of  the ongoing cooperation is used, 
besides continued work on policy development, to establish fi rm mechanisms with clear division of  roles 
between the MOH, different institutes and the private sector, including clients and providers to secure a 
continued improved policy development work. As the evaluation team also considers the HPC as a 
candidate to serve as a pillar in a future cooperation, it is also suggested that the HPC is allocated 
suffi cient resources to add the burden of  establishing the mechanisms suggested above and to prepare 
for a future cooperation.

Drug Management Components 1 and 2

Background

During previous phases of  the cooperation, Swedish support had assisted in establishing the Drug 
Administration of  Vietnam (DAV), the Vietnam National Drug Policy (VNDP), the development of  a 
Vietnamese formulary and the gradual development of  the Drug Law of  Vietnam.

The Drug Management Component was included in the cooperation from the start of  the current 
phase as a continuation of  previous activities. It has been separated into two components. The DMC 1 
is targeting the policy development and strategic areas linked to the VNDP, while DMC 2 is targeting 
the level of  improving knowledge and use of  drugs in line with rational drug use and clinical practice 
guideline by addressing both health workers and the general public.

Problem analysis

Since the transition from planned economy to a market economy, the area of  pharmaceutical produc-
tion and imports, as well as their distribution and use by the population has been one of  the most 
spectacular dynamic changed markets of  the Vietnamese economy. Improved access by those who can 
afford expensive drugs, was linked to irrational use, weak regulation and supervision. The positive 
effects of  accessibility were matched by potentially threatening effects of  misuse. In 2004 and 2005, the 
increasing prices of  drugs were areas of  concern in the media and the political institutions of  Vietnam. 
The DAV and the VNDP are instruments to address this whole market problem area. Considerable 
efforts are also needed to integrate Vietnam into international treaties and cooperation in the fi eld of  
pharmaceutics. The main problem areas defi ned by the components are rational and safe use of  drugs, 
pharmaceutical management, self-fi nancing of  the DAV and the drug quality control institutions and 
international and regional cooperation.

Objectives 

The overall objective of  the components is to support the implementation of  the NDPV in its different 
aspects. The specifi c objectives were in the areas of  capacity building in rational drug use (health 
workers and the public), in pharmaceutical management and in drug quality control as well as in the 
areas of  international integration. The organization was divided into one component (linked to DAV) 
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and one sub-component (linked to the Department of  therapy of  MOH), the latter to become the 
DMC 2 at the beginning of  the current programme.

Findings

The DMC has suffered from delays in the approval of  the national drug law, but this is to a large extent 
dependent on factors external to the component, the programme and the MOH. Finally, the Drug Law 
was approved during the fi eld visit of  the evaluation team and the latest Agreed Minutes reported the 
following results:

• Drug Law approved by the National Assembly on 19 May 2005.

• Two studies on self-fi nancing of  Drug Administration of  Vietnam and the central Drug Quality 
Control Institute to be approved by June 2005

The legal passing of  the Drug Law is considered by the evaluation team as a great step forward, which 
has been assisted by the cooperation. The studies on self-fi nancing have also been later than could be 
expected (in view of  a previous study on the same subject from 2003), but assuming that they have been 
approved, this move will provide the entry for further improvement of  the pharmaceutical situation in 
the country.

Meanwhile, the DMC 2 has worked guidelines for Drug and Therapeutic Committees as a basis for the 
promotion of  rational drug use, clinical practice guidelines for hospital physicians and pharmacist as 
well as for lower level service providers. The DMC 2 has also been active in the area of  dissemination 
of  previously produced products and practice guidelines including the formulary. The training activities 
in the form of  TOT have been extensive. This is elaborated in the main text of  this report. The evalua-
tion team found that some of  the training courses were very carefully monitored in terms of  impact – 
i.e. not only outputs – and is of  the opinion that this could serve as an example for other components in 
the programme to follow.

Evaluative questions

The relevance of  the two components in relation to actual quality and equity issues in Vietnam has 
been very high. The objectives are also in line with Swedish policy objectives. The effectiveness in terms 
of  the specifi c objectives is now, albeit after some slow progress most probably due to external factors, 
accelerating with the Drug Law decision as a milestone, but with the dissemination of  formulary and 
guidelines as a very important subsidiary of  achievements. The effi ciency of  the components is harder 
to assess over the four years, in view of  previous delays. It is the assessment of  the evaluation team that 
the achieved results will be sustained by the DAV and the MOH, even if  the fi nancial sustainability of  
the ongoing activities – as organized by the project – is low or none.

Recommendations

For the remaining period of  the programme, it is recommended that these two components be allo-
cated suffi cient resources to continue and possibly increase the level of  the activities in the areas of  
dissemination and training.

Accident and Injury Prevention Component 

Background

The AIPC component with support from Sida started early in 1996 as small sub-component under 
HPC. Initially, it was implemented by the Institute of  Health Policy and Strategy, with small pilot “free 
smoking models” at one high school and two communes. This phase was considered “exploratory” 
when the roles of  different sectors were identifi ed, objectives and approaches were explored and 
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organization of  activities was tested93. With the introduction of  the national policy on accident and 
injury prevention for the period 2002–2010 in 2001, there was policy framework and clear institutional 
involvement in the implementation of  the national policy. The policy calls for gradually alleviating 
different types of  accidents and injuries by improving the awareness and responsibilities of  all institu-
tions, agencies and individuals. As policy framework became clear, different donors began to fund AIP 
programs, including UNCEF and WHO. Budget from donors was about $6 millions for 5 years, in 
which Sida budget is about $500,000. Government budget for AIP was small, around VND 600 
millions for 5 years. While UNICEF focus on safe activities for children, WHO provides technical assist-
ance on training, strategy development, fi rst aid and monitoring and evaluation.

The General Department of  Preventive Medicine, with its assigned function, took over the sub-compo-
nent from the Institute of  Health Policy and Strategy. AIPC was developed to become an independent 
component in 2002 with wider scope of  work and scale. 

Firstly, the Component was established with the purpose of  implementation of  the national policy in 
which MOH was appointed chairman of  the National Steering Committee on Accident and Injury 
Control. MOH was standing agency of  the Committee. However, the role of  the MOH was changed in 
early 2003. The Minister of  Health was no long the Chairman of  the Committee and MOH was 
simply a member of  the Committee. The coordination role of  MOH among members of  the National 
Committee was removed. The component, therefore, revise its scope of  work, which was supporting the 
MOH’s new roles:

• Monitoring and supervision

• Organization of  rescue, fi rst aid, treatment, and rehabilitation system

• Initiation of  Safe Community models

The objective 1 of  the component were changed from “improve and strengthen activity planning, 
management, and coordinating capacities to implement the national policy on AIP” to “Assist the 
Ministry of  Health in realizing its functions for implementing the National Health Policy”. The scope 
of  work is narrower, within MOH’s functions and tasks.

Problem analysis and objectives of  the component

In 2002, when the project was developed, the problems were:

• There was no cooperation mechanism among different sectors/ministries

• Little information sharing among various sectors ministries about injury prevention activities, which 
led to overlap and ineffi ciency of  activities 

• The surveillance system which can support intervention programs was not scientifi cally sound. Data 
collected did not meet the need for timely and effective intervention. There existed many surveil-
lance systems of  MOH, MOPS and Prevention/ Safe Community Program. It was needed a united 
database of  accident/injury nation wide for synthesis, analysis, reporting and follow up

• Management capacity of  staff  at different levels of  different sectors and localities were weak

Even though coordination among different sectors was a serious problem, fi nally, the scope of  the 
component did not reach this issue. The overall objective of  the project was changed in 2003 from “to 
reinforce and strengthen the role of  national program on accident and injury prevention so as to 
implement the National Policy on Accident and Injury Prevention” to “contribute to reduce the mortal-
ity and morbidity rate of  accidents and injuries in localities implemented the project. 

93 Interviewed with AIP Component staff.
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Two specifi c objectives were identifi ed:

Objective 1: Assist the MOH in realizing its functions in implementing the national policy on AIP”. 
The scope of  this objective was narrower, focusing on the roles and functions of  MOH. It was not clear, 
however, if  there was any changes in the outputs and outcomes of  this objective. This objective implies 
the capacity building factor of  the component.

Objective 2: Develop and apply the standards and guidelines on developing safe community at com-
mune and district level. Even though there was 6 years of  piloting models (1996–2002) as mentioned in 
the background section, but the problem analysis of  the models was not found in the project document. 

Products/Indicators built (Sept 05):

• Accident form integrated into the existing health form system – 

• The direction for making annual AIP plan of  the health sector established

• Vietnamese safe community criteria are developed and applied in 40 project communes and submit-
ted to Health Leaders for approving nation wide

• Decision of  Minister of  Health on implementation of  Vietnamese safe criteria

Findings

There are certain achievements in 2004–2005:

• Implementation of  Safe Community in project provinces according to the developed guidelines 

• Reporting forms and procedures on AI were integrated into the existing health reporting system

• PRA was applied in all steps of  SC development

• An united database management software was developed

• Production of  IEC materials

Planning and management

Planning was much improved at local level within the network of  AIPC. Planning was “bottom up” and 
no longer “top-down” with application of  PRA from CBHD. Local cadres were trained on rapid 
assessment, planning, and management of  the program, together with the TOT.

Monitoring and supervision

A reporting system has been developed by the component. Reporting form was fi nalized and there was 
a guideline on reporting. The data collection network was integrated in the existing network of  MOH, 
with assigned tasks for each level of  the network. Data analysis was done by Planning Department and 
General Department of  Preventive Medicine. This is a routine task of  these departments – however, 
what is so-called the surveillance system and data analysis for quick assessment and decision making 
was not enhanced yet. A unifi ed checklist was developed which has been applied for all levels. 
 Monitoring reports were not available, so that it is impossible to know the actual application of  
 monitoring system. 

Monitoring and supervision are areas receiving most technical assistance from WHO. 

A soft ware for data collection on accident and injury management from district level was developed 
and has been used extensively among 12 pilot districts. 

Model development:

A set of  5 criteria was identifi ed for “a safe community” which was based on criteria set by WHO. 
There was guideline on how to develop a safe community, in which 6 criteria were mentioned:
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• An institutional arrangement for safe community was developed up at commune level

• A master plan on safe community was developed, with activity plan for different sectors 

• IEC activities were implemented, with established educator network and trained educators

• Reporting system was set up

• Monitoring and evaluation system was set up

• Exchange of  information with other communities and programs

This is very comprehensive plan with clear indicators for each criterion. However, as there is not yet an 
assessment or evaluation on safe community model, it is diffi cult to know if  these criteria had impact on 
the model development, and if  the community adopts these criteria adequately.

Documents showed that plans on safe community were developed well by pilot communities, with 
timeframe, personnel and budget. Matching fund was used, in which local fund accounts for approxi-
mately three forth of  total budget. 

It is noted that gender based violence is an issue in Vietnam94, but it was not addressed in the activities 
of  the safe community model as a possible cause of  domestic injuries. 

Evaluative questions

Relevance: According to statistics, domestic accidents and injuries accounts for a fairly high proportion 
among total accidents and injuries. Overall, the component has been implementing pilot safe commu-
nity models which are benefi cial to the community and households. However, data showed that a 
majority of  domestic accidents and injuries was caused by natural disaster and suicides, which requires 
more analysis for better understanding of  the causes of  the accidents and appropriate measures for 
prevention in addition to IEC approaches at community level. 

In the Vietnamese context, most of  the accidents were attributable to traffi c accidents and it is relevant 
for MOH to develop fi rst aid network and rehabilitation centres. On the “product list” by the compo-
nent in 2005, there are training on fi rst aid and rehabilitation at district and commune level. There was 
a lack of  activities at system level, e.g., fi rst aid network or emergency preparedness system. 

Effectiveness: International experiences show that safe community model was effective with a reduction 
of  26.7% total injury cases. However, Vietnam context can be different. There is not yet an evaluation 
of  the safe community model, then it is diffi cult to judge if  the safe community model is effective to 
reduce accidents and injuries. In addition, there may be a lack of  comprehensive approach in addition 
to IEC activities at community level.

Effi ciency: there was not yet evaluation of  safe community model so that it is diffi cult to judge if  the 
model is effi cient or not. In addition, there is little information of  lessons learnt from the previous 
period when pilot safe community was implemented (since 1996), which is a missed opportunity to 
understand better the model and its application. Monitoring checklists focuses on whether or not 
availability of  activities/products, while there was a lack of  monitoring reports which address problem 
solving activities, which can provide an important source of  information about the diffi culties in 
application of  the model.

Sustainability: Sustainability is a question for AIPC, as with other components. Among indicators 
established recently, there were signs of  institutionalization of  activities for safe community, including 
reporting scheme and safe community criteria. However, what refl ected through established indicators 
were that it was just the fi rst step of  institutionalization process (such as, development of  reporting form 

94 See Population Council publications on gender based violence in Vietnam
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and a decision from the MOH asking for integration of  the reporting form to other forms were a good 
start). In general, the issue of  system development needs to be considered more extensively. 

Recommendations

• In the remaining time of  this phase, careful lessons learnt should be drawn from monitoring and 
evaluation. A evaluation of  safe community model should be conducted to provide information 
about their effectiveness and effi ciency for preparation of  sustainability strategy

• A sustainability plan can be produced with a selection of  effective activities to best suite the local 
situation on accident and injury prevention.

• As this is still an exploratory period, monitoring should be more focus on problem solving and 
lessons learnt of  the model. Checklist for monitoring can be added these content in addition to a list 
of  activities/products

• More needs to be done at strategic level. It would be a challenge for the target indicator of  reducing 
accidents and injuries if  interventions focus mainly on community level. Emergency preparedness 
plan and fi rst aid network could be established from national to commune levels. 

• Data analysis for decision making can be strengthened at all levels, which can provide timely infor-
mation of  the situation and the causes of  accidents. In addition, other methods for accident and 
injury prevention should be explored, e.g., the high number of  suicide can be better link with mental 
health problems which may lead to improving capacity of  counsellor on these issues.

• In policy development and implementation, as recommended in the program evaluation, the roles 
of  community organizations should be enhanced. While MOH could take their main roles in policy 
development and legislative support, community organizations to take over the roles that MOH are 
still assuming now, from project implementation to data analysis and research to inform policy. 

Tobacco Control Component

Background for development of  TCC component:

Tobacco control was initiated already in 1989 by the establishment of  a Tobacco Harm Prevention 
Board. Its activities were mainly communication and research on a small scale. The Government 
provided a budget on approx. VND 300 millions per year. TCC became an independent component 
and received support from Sida in 1998–99. 

In the previous phase (1999–2001), TCC with Sida support succeeded in developing the National 
Tobacco Control Policy, which was released by the Prime Minister in 2000. The policy provided a 
framework for interventions, defi ned the roles of  different sectors on tobacco control and attracted 
attention of  different donors. Since the introduction of  the policy, TCC has received support from 
various donors (Rockefeller, WHO, South East Asia Tobacco Control Alliance, Path Canada and 
Atlantic Philanthropy) with Sida contributing some 50%, and TCC expanded its scope of  operation. 
The action plan for the period 2000–2005 was developed by the component during this period.

Vietnamese government signed the Framework Convention on Tobacco Control (FCTC) on September 
2003 and ratifi ed the FCTC on November 2004 – a big step forward – and it was enforced in 2005. 
The FCTC calls for reduction of  demand for tobacco use through a pricing tool, taxation, regulations 
on the dissemination on tobacco products and ban on tobacco advertisement. Following the FCTC, 
TCC requested use of  reserve funds to modify tobacco control regulations and to draft a state tobacco 
control law. In addition, according to the recent workshop on indicators, it is expected that a national 
action plan for the period 2006– 2010 will be issued by the component by June 2006.

VINACOSH, The Vietnam Steering Committee on Smoking and Health was established in April 2001 
within the MoH. It coordinates multi-sectoral activities, to be performed by some six responsible 
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ministries and is responsible for implementing the national tobacco control programme. Mass organiza-
tions are involved in a tobacco control movement, to encourage smoke free school and hospitals and 
also to mobilize authorities to work for tobacco free communities.

Problem analysis and objectives of  the component

With so many stakeholders involved, it is necessary to have a strong organization, with expert staff  
capable of  coordinating and conducting multi-sectoral activities, a strong research base, and legislative 
support. TCC activities focused on capacity building for VINACOSH, involving representation of  
different ministries and sectors. 

The tobacco control component forms a part towards developing a National Tobacco Control Strategy 
that implements the Government Resolution on tobacco control. It aims to build technical expertise, 
networks, and “best practices” to achieve stronger national policies on tobacco control, a better edu-
cated public, and a skilled workforce able to provide prevention and cessation support. The overall 
objective of  the National Tobacco Control Programme is to reduce the demand of  tobacco products 
and to control – and gradually – reduce the supply of  tobacco products in order to reduce morbidity 
and mortality caused by tobacco-related diseases. In the period 2002–2005, the overall programme 
formulated three specifi c objectives:

• Build the capacity to manage and monitor a long term and sustainable tobacco control program 
and establish pilot models. 
Activities: This objective focused on capacity building for VINACOSH and to develop smoke-free 
models for communities, schools, youth unions, women’s unions and farmer’s unions to be piloted.

• Increase the awareness of  the population of  the health and economic effects of  tobacco use through 
IEC activities. 
Activities: This objective aims at developing IEC materials for mass media and local authorities.

• Improve the implementation and enforcement of  the tobacco control regulations, and issue new 
regulations implementing the national Tobacco Control policy. 
Activities: This objective focuses on capacity building for organization and management of  tobacco 
production and trade, and on developing regulations on tobacco tax, smoke free places and warning 
texts on tobacco packages.

In general, the objectives established were in line with the problem analysis, which focused on two 
things:

• Capacity building 

• Raising public awareness on Tobacco Control.

The recent list of  “products” includes all the many activities implemented through the TCC. 
However, it is still unclear:

• What are the targets for the capacity building for VINACOSH/different partners? (e.g., roles in 
coordination, developing legislation, and implementation of  policies). In fact, there was no analysis 
of  the needs for capacity building.

• What are the target indicators on increasing public awareness on tobacco use (e.g.,% of  people who 
know the effect of  active and passive smoking, level of  reduced consumption, increased number of  
smoke free places)
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The targets/outcomes are clearer at sub-activity level. There are fi ve indicators set for smoke free 
community, which are clear and straightforward:

• % smokers in the community

• % smoker starters in the community

• % non-smoking public places 

• % households who do not have smoking members

• % wedding and funeral events which do have smokers

Findings

The fi ndings are based on interviews with component secretary, programme offi cer and people met at a 
fi eld visit to a tobacco free school and the Progress Report 2003–4.

a. Capacity building results:

Improved management and monitoring capacity:

• Training was conducted for TTC staff  on evidence based planning and evaluation of  tobacco 
control programs. It was expressed by the component that evidence based planning is important for 
programme managers to develop new proposals to secure further funding when the programme 
ends. From the report 2004, it is said that a follow up of  planning and evaluation capacity will be 
performed for provincial staff  through their proposals and reports starting 200495. Planning skills are 
much improved, applying a more participatory approach96.

• The involvement of  different stakeholders (ministries, mass organizations, hospitals, and media) in 
the safe community model and in policy development indicate that an improved coordination capac-
ity exists at different implementing levels, including national, provincial, district and commune staff.

Policy advocacy: TCC has gained achievements in policy advocacy:

• The component advocated the government to ratify the FCTC, which was an important step to 
develop the Tobacco Control Law.

• The component collaborated with the Ministry of  Transport (MOT) to conduct an assessment on 
smoking ban, which was followed by a Decree on smoking ban released by MOT. This demonstrat-
ed enhanced capacity on coordination as well. It is planned that the MOH and the MOT will 
collaborate in monitoring the implementation of  this Decree.

• TCC has collaboration with WHO and concerned ministries to organise the 22nd smoke free SEA 
GAMES. Another initiative taken is the Smoke Free Week, when communication activities are being 
implemented nation wide and it involves a large number of  audiences97.

• Policy advocacy was recognized as important skills of  local staff  to advocate for support from 
authorities for tobacco control plan. It was mentioned in the 2004 report that policy advocacy 
training will be implemented in 2005. 

• Advocacy has been effective in calling for commitment from local leaders on tobacco control. 
Tobacco Control steering committees were established in pilot provinces on all levels but also in 
some provinces where no donor support was at hand98. 

95 Progress report, 
96 Interview with TCC
97 Interview with TCC
98 Progress report, TCC, January 1 through December 31, 2004
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b. Model development and implementation:

• A comprehensive approach for promoting smoke free environment was applied. Smoke free models 
have been developed for different settings: community, hospitals, public places, and workplaces. 
The big challenge is to implement these. 

• IEC and diverse community activities were developed through the course of  implementation. 
The activities were effective in term of  getting high involvement of  the community99. The aware-
ness on tobacco matters have been raised among people. Many initiatives have been taken, such as 
avoiding smoking at weddings and funerals and this was also seen as one of  the biggest challenges 
for the remaining period of  implementation. Cigarette companies have been approached not to 
disseminate advertisements to the youth etc. 

• Materials of  the implementation were well documented through website and CD-rom, which can 
facilitate the replication process.

• The component staff  has encountered diffi culties in mainstreaming HIV into tobacco control but 
there is an effort to use resource persons engaged in both subjects. 

• Training of  educators to improve their knowledge on tobacco effects, their communication skills and 
supervision was done. After that, educators became trainers to train other educators with support 
from the POs. Capacity building at local level for provincial, district and commune staff  has been 
built together with the implementation of  the models.

Evaluative questions

• Relevance: the objectives chosen were relevant to the national context for tobacco control. Capacity 
building for VINACOSH is necessary to build up a strong steering committee. However, throughout 
the course of  implementation, capacity building seems becoming less stressed than the promotion of  
a general awareness on this important public health issue. 

• Effectiveness: Without detailed evaluation of  the effectiveness of  different communication cam-
paigns, which are the main communication activities of  the component, it is diffi cult to judge the 
effectiveness of  the component. It was revealed during interviews with people in the fi eld and 
component POs that effectiveness has been stressed more by the component personnel and also has 
been better kept track of  by staff  at local level. Monitoring and reporting is now focusing on the 
targets/indicators as set by the guidelines. 

 The results of  policy advocacy showed that the activities contributed to the development of  the 
national policies. 

 Effi ciency: There has not been cost assessment for different activities of  a model, so that it is also 
diffi cult to assess the effi ciency of  different models, even though the fund transferred to the pilot 
commune is relatively small – around $10,000 during four years. 

• Sustainability: There has not been any preparation for sustainability. At national level, VINACOSH 
forms the steering committee, but it is not an organization to support the component in the long 
term. The integration of  the TC component with departments of  MoH has not been foreseen yet. 
The activities of  TCC are better linked with Department of  Preventive Medicine; however, the 
component is physically attached to Therapy Department. In addition, there was no monitoring and 
evaluation system in place at VINACOSH, which makes the sustainability of  the activities a chal-
lenge. However, at community level, sustainability of  different models is possible, given the low 
budget transferred to community. According to the component, smoke free community models can 
be sustainable, with the conditions that rigorous policy framework support the initiatives, with the 
consideration of  rights and benefi ts of  different stakeholders.

99 Interview with TCC
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Recommendations:

• Draw lessons learnt and experiences gained from the pilot Smoke Free Community Models and 
consolidate IEC material and guidelines, with adequate attention to cost for further replication. 
Lessons learnt from the pilot interventions can be used for the development of  action plan for the 
National Tobacco Policy 

• Integrate smoke free model with “Cultural and healthy villages”. Some important criteria of  “Cul-
tural and Healthy Villages” include smoke free issues. However, merging the two models requires 
institutional adaptation. 

• Other models (for schools, hospitals, etc…) should be considered being institutionalized after lessons 
learnt are drawn and policies and guidelines adjusted.

• A monitoring and supervision system needs to be thoroughly considered at VINACOSH. Monitor-
ing and supervision in the remaining time could focus on development of  policies, IEC development 
and activities at commune level.

• Start the dialogue on how to integrate TCC into the mainstream system of  MOH: whether build up 
VINACOSH to become an independent organization where TCC is a part of  it or integration of  
TCC with a department of  MOH

• Women are considered as important communicators to convince the husband and son not to start 
smoking! Girls are not seen as smokers today and it is not envisaged for the future that girls will 
adopt this habit. The ‘Non-smoking relative’ campaign is a woman’s duty. This needs to be revised, 
as most probably girls will adopt adolescent male behaviours within short. A question to consider is 
whether campaigns directed at boys and girls should be differently designed.

Community based health development component
The following section aims at describing progress made in the SDA/CBHD component and to give 
some recommendations on how to proceed with this community health development project. 
The assessment is based on documents (Project Document on Community Based Health Development 
component 10/2002–9/2006, the Progress Report 2004) and on interviews made with CBHD respon-
sible persons and on knowledge and impressions gained at a fi eld trip in May 2005.

Background

This component was initially designed to address inequities in health care through Support to Disad-
vantaged Areas (SDA). The main principle was to establish an appropriate model for providing quality 
health services to people in the disadvantaged areas at the lowest cost.

It started already in 1994 and in its fi rst phase, 1994–1999, there was a concentration on improving 
health services in selected disadvantaged areas and further, to improve competence among health 
managers in areas such as generation and allocation of  fi nancial resources, management methods, 
supply and rational use of  drugs and assessment of  training needs for health workers. Focus was on the 
provision of  supplementary equipment and infrastructure to commune health centres. 

The second phase 1999–2002 involved efforts to make health services in disadvantaged areas needs-
based and relying on local mobilisation, with a diminished importance given to equipment, supplies, 
and infrastructure. The emphasis was on developing and piloting an approach called the ‘SDA model’. 
The main parts of  the model were100:

• Decentralised and needs-based health services for scattered and poor population groups

• Participatory and responsive health management

100 Project Document on Community Based Health Development Component 10/2002–9/2006
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• Integrated health promotive activities

• Capacity building 

The needs in health faced by the population were to be identifi ed through applying participatory rural 
appraisals (PRA) and a great number of  trainers were trained to perform PRAs. As understood from 
the evaluation performed in 2000, it seems the PRAs were supposed to be used for planning purposes but 
also to support a process towards empowerment and community action. These activities were performed in 
fi ve provinces (Quang Ninh, Ha Giang, Tuyen Quang, Lao Cai and Phu Tho) and some 17 districts 
were involved.

Objectives

In the third phase, 2002–2006, The SDA became the CBHD component and two new provinces were 
approached for activities (Yen Bai and Quang Nam), including eight districts. The former fi ve provinces 
were not anymore receiving support from the VSHC/HPSD. The main objective for this period was 
expressed as:

• To contribute to improve health status of  the people in disadvantaged areas, especially women, 
children, ethnic minority and poor. 

• The specifi c objective being to Complete and apply the Community-Based Health Development 
model to acquire strengthened and increased effi ciency in the health care system, thereby also 
securing increased accessibility of  people to health services in disadvantaged areas.

The main emphasis was on strengthening the management system from central to district level, setting 
up the master plan of  health services for the mountainous and disadvantaged areas, to work on the safe 
and rational use of  drugs at grass root level, and fi rmly make the district level the focal point for imple-
menting primary health care activities.

Further, the aim was to modify the PRAs and apply social mobilisation in identifying, planning and 
implementing health related activities at village level and to strengthen the health education system 
including an integrated management system for vertical health programmes. 

Three expected results to be achieved were:

1. Strengthened awareness of  people and the community on health care to increase participation in 
planning and implementing health care programmes at local level (community mobilisation) 

2. Strengthened and adapted operational mechanisms for health care units in disadvantaged areas 
(health policy and regulations)

3. Increased management and professional capacity of  health staff  and health authorities at grassroots 
level in disadvantaged areas (capacity building)

This is a huge undertaking as it calls for attitudinal change among health workers to make them more 
‘people/patient centred’ and responsive to norms and beliefs within the fi eld of  health held by local 
minority groups. It demands that the health care staff  is able to use PRAs for improving awareness 
among the people, on health matters and on the responsibility to act on identifi ed health problems, but 
also as a tool for needs-based planning and to secure that resources are available to meet the identifi ed 
health problems at local level. It further requires the MOH’s approval of  a health care model for 
disadvantaged areas, with standardized job descriptions and budgets for health care units at different 
levels, guidelines and routines for monitoring, evaluation and reporting, as well as for training and re-
training. 
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Findings

The ‘model’ has been improved: In the fi rst and second phase, the ‘SDA model’ caused confusion among also 
those involved in the implementation and few knew exactly what ‘the model’ was about101. It was 
recommended by the year 2000 evaluation to “simplify the message by building on the areas of  success 
and formulate and disseminate several models of  a practical “how-to-do” character and further, to 
improve the experimental design where experimentation was still warranted and politically supported”. 

The CBHD model seem to be a more simplifi ed version of  the SDA model but exactly how the experi-
ences from the former two phases (SDA) and lessons learned from the SDA model were taken advan-
tage of  when planning the CBHD activities is not well described anywhere although there is an internal 
evaluation study on this topic (Assessment of  the Community-based Health Development approaches 
of  the SDA and CBHD Components – Vietnam Sweden Health Cooperation Programme, see Annex 
7). The CBHD model has been implemented in eight new districts within two provinces focusing on 
resource poor minority groups in a similar way as was the case in the former SDA provinces, i.e. there 
has not been an experimental design but a well developed project, described in detail in the PD and 
with a fi xed budget allocated for the implementation. 

However, the project organisation in this third phase seems to be more fi rmly established in the existing 
health system that consists of  central, provincial, district and commune levels and management groups 
were formed at all levels (CMG, PMG, DMG). The provincial level also seems to have a somewhat 
better defi ned role in this third phase than during the SDA period, as project activities to some extent 
have been integrated into relevant departments at provincial level. 87% of  the budget is disbursed at 
the district level and 13% at provincial level. An Advisory Board has also been established by the MoH 
with the purpose of  giving support on technical aspects and to adjust the SDA model102. 

As during the SDA phases, the largest share of  funds from VSHC/HPSD was allocated to the CBHD 
component (13% of  total disbursements).

Community mobilisation: PRAPs (the last P stands for Planning) are used as a method for villagers to 
identify their needs within health and to plan how to reach the priorities set. Some 4000 local people 
have been involved in PRAPs as well as key staff  in 20 communes belonging to the eight districts, which 
is impressive. 

However, it seems that most of  the village action plans are about clean water and sanitation, which 
raises the question whether any other priorities were ever mentioned. The village leaders are actively 
taking part in these activities and it might be diffi cult for women and the very poor to also raise their 
voices and to be part of  the appraisal and planning. The planning process is much focused on how to 
contribute resources, where the villagers are to contribute some 40% of  labour and building materials. 
The provincial and district level is to contribute the other 60% of  the resources needed.

Project implementation: The project implementation was planned in fi ve phases: a preparatory phase of  3 
months, an analysis phase of  6 months for districts, a preparation and planning phase of  3 months for 
the districts and an implementation phase of  two years and fi nally a phasing out period of  6 months. 
This makes 42 months which gives another 6 months buffer before the project is closed in October 
2006. It is good thing that a phasing out period is planned for already at the start of  the project as this 
gives a clear indication to all staff  that this will really happen and that activities by then must be inte-
grated into everyday management activities at all levels. A refl ection to be made is that out of  four years 
of  operation, only two years was used for actual implementation – could the planning periods have 
been made shorter?

101 Jerve A.M. et al. Tackling turmoil of  transition. Sida/Evaluation 01/03.
102 The Project Document 2002–2006
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Health policy and regulations: Integrating project activities into existing health system should be a main 
strategy of  the CBHD for the remaining period of  this agreement. Regulations, guidelines and routines 
based on experiences gained should be prepared and presented to the MoH to inform policy and for 
the formulation of  implementation strategies in disadvantaged areas, for other provinces to be able to 
replicate.

However, it seems CBHD activities to a certain extent still are considered as separate from ordinary 
tasks and the sharing of  information between different levels and documentation have not been satisfac-
tory. The CBHD staff  was not convinced that activities initiated would be kept ongoing in the district 
and at lower levels once the CBHD was phased out and feared it would not survive into the next 
agreement period.

Monitoring and evaluation: The Medic Software is a computerised system for basic health information 
installed at all districts within CBHD. The accountant at the district level is to fi ll in the data that have 
been reported from lower levels. However, the evaluation team was told that there are diffi culties in 
drawing conclusions from the data at district level as there are not enough of  trained people able to 
interpret and use the data for management and planning purposes. It was put forward that training in 
epidemiology and biostatistics is needed. It seems the data is right now mainly stored for future use. 

Capacity building: Most of  the expenditures have been spent on training and capacity building and a 
system for training and re-training has been established and supervision is available, but there is still a 
lack of  basic equipment for training at district level. Training courses based on the ABCD blocks for 
village health workers have been performed mainly in Yen Bai with good results.

Evaluative questions

Sustainability: An important question is whether there are any activities ongoing in the initial fi ve prov-
inces without the support from Sida. This is an interesting and relevant issue not least from a sustain-
ability perspective. This is not dealt with thoroughly in the internal evaluation study on SDA/CBHD 
(Assessment of  the Community-based Health Development approaches of  the SDA and CBHD 
Components – Vietnam Sweden Health Cooperation Programme) but in the PD 2002–2006 two 
lessons learnt from the SDA period are highlighted:

• Lesson 1: Community mobilization has not been actually effi cient;

• Lesson 2: SDA Model has been not integrated closely into existing health system and routines of  
health care activities.

From this, the conclusion is drawn that no activities remain integrated into the ordinary health care 
activities in the four former SDA provinces. The next question is then why new provinces/districts for 
the third phase (CBHD) implementation were chosen instead of  continuing in a setting where already 
the groundwork was done. 

Conclusions and Recommendations

This is a huge project with many activities ongoing at different levels. To evaluate whether set objectives 
(to contribute to improve health status of  the people in disadvantaged areas, especially women, chil-
dren, ethnic minority and poor) have been reached have not been possible for this evaluation team, as 
such data has not been presented. Some health related indicators are mentioned but without any 
percentages given for what to achieve over the period.

However, it seems experiences and failures from the fi rst and second phases (SDA) have been taken into 
account to a certain degree. The third phase (CBHD) used a simpler method for carrying through 
PRAs, training courses for health staff  has been shortened and made more effi cient and a supervisory 
system is in place. Further, the integration of  activities into the existing health system has been im-
proved and the provincial level seems to be more involved.
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The main recommendation to make is for CBHD staff  to concentrate on integrating activities into 
routine management at all levels and to have the MOH’s approval of  a health care model for disadvan-
taged areas that can be replicated in other provinces. This might mean simplifying the model further 
and securing that also the most vulnerable groups are heard in the PRAs (women, the extremely poor). 
Gender as a mainstreaming issue is not visible, neither in the documents reviewed nor in interviews 
performed. HIV/AIDS is also not mentioned. To integrate gender as a health determinant is probably 
not possible at this stage, but highly relevant in relation to the objectives set. 

It is the evaluation team’s impression that the so called SDA model, understood as a number of  related 
activities performed on all levels, has been better understood by all parties in this third phase. A remain-
ing question is how fi rmly established and accepted this model is within the MoH for a wider dissemi-
nation.

Public Administration Reform Component
The PAR component was added to the programme in 2004 and had not started implementation during 
the evaluation team’s fi eld work. The work plan proposal for the coming period was still pending 
approval. The PAR component is the health sector part of  the overall programme for public adminis-
tration reform in Vietnam103. The overall PAR programme has been in place for some time and is 
supported by donors, including Sweden. Progress is reported as slow and acceleration is expected to be 
needed to reach the objectives. This component cannot be evaluated in terms of  previous as achieve-
ments as it just started. The assessment of  the evaluation team, however, is that the potential importance 
of  this component for the progress of  health reform in the country is huge. In the sequencing of  health 
reform measures, early implementation of  the PAR would greatly facilitate the progress in other areas. 

The Community Based Education component
The following section aims at describing progress made in the CBE component and to give some 
recommendations on how to proceed with this community based education project. The assessment is 
based on documents (Project Document on the Community Based Education component 10/2002–
9/2006, the Annual Progress Reports 2003 and 2004, The Product Indicator Monitoring Plan) and on 
interviews made with the secretary of  the CBE component and with a teacher from Thai Nguyen 
Medical College and on knowledge and impressions gained at a fi eld trip in May 2005.

Background and problem analysis

Community based education is an educational approach based on the health care needs of  the commu-
nity and where the community also serves as the environment for training. The medical students are to 
spend time in the community (province, district and commune levels) to study disease patterns and the 
infl uence of  psychosocial factors on health and disease as well as becoming accustomed to local health 
practices and traditions. As in most countries, the training at medical universities is focused on special-
ised health care often highly technical and mainly performed in lecture rooms and big hospitals, and 
failing to introduce the students to community health and its challenges. 

The CBE training curriculum contains activities from the fi rst year to the fi nal 6th year of  medical 
training and the students are successively introduced to clinical practice. In the last two years, they 
should be practicing at commune health centres, district hospitals and general hospitals in the northern 
mountainous provinces. The CBE approach is being piloted at Thai Nguyen Medical College.

The CBE component was part of  the CBHD component up to 2004 when it became the CBE Thai 
Nguyen Subcomponent and the management was shifted from the Dept of  Organisation and Man-
power to the Dept of  Science and Training (DST) in April 2004. The budget was transferred to Thai 
Nguyen Medical College in June 2003. 

103 This programme may be found in Master Programme on Public Administration Reform for the 2001–2010 period, Government 
Steering Committee on Public Administration Reform, Hanoi, 2001.
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The communities are the direct benefi ciaries of  this project and local health workers have received 
training on teaching/learning methods to function as part-time trainers of  the medical students. 
The Thai Nguyen Medical College is the implementing body of  the pilot CBE activities where the 
teachers also have received further training to manage this pilot project. The DST is to supervise the 
CBE component and the Medical College to be able to fully integrate the CBE programme into their 
regular curriculum and activities, and also to develop an approach that can be disseminated to other 
medical colleges in Vietnam. The period 1999–2006 is to be used for developing and piloting the 
curriculum, and the period 2007–2010 is a time frame set to introduce and integrate the curriculum to 
other medical universities in the country.

The idea of  constructing a community health training curriculum seems highly relevant not only for 
Vietnam but for many countries where medical training is still focused on specialised health care. 
The majority of  the people in any country rely on general practitioners and community health centres 
and easy access for men and women, boys and girls will improve health in the population.

The objectives

The overall objective of  the component is spelt out as:

“To study and pilot the integration of  the community-based education programme for the general 
doctor training branch (for the 6 year programme) at the Thai Nguyen Medical College, to provide a 
springboard for the development of  the community-based education approach in medical the university 
system in Vietnam and to contribute to raising the responsiveness capacity of  the grassroots based 
doctors”104. 

The specifi c objectives have been somewhat reworded in the 2004 Progress Report and reads:

1. “To develop syllabus, materials and piloting of  community based education for general doctors for 
Northern provinces on the basis of  the promulgated overall curriculum of  training general doctors 
of  the regular training system”.

2.  “To raise community based education capacity for teachers at Thai Nguyen Medical University”.

and a third objective was added:

3.  “To develop and optimise criteria on fundamental conditions (example community) for the imple-
mentation of  community based education programme”.

Findings

It is impressive to see the results in relation to the three specifi c objectives. The achievement rate is high 
for all objectives.

The fi rst specifi c objective includes revising and piloting the CBE curriculum which was completed 
during 2004 and the teaching/learning materials for trainers was revised and exists in a draft form. In 
response to the second objective, training courses were conducted for staff  at all levels (teachers, CBE 
staff, district and commune level trainers) and in response to the third objective, criteria for an example 
community were formulated in a draft version. 

The performance has been good as far as relates to achieving the objectives as most of  the planned 
activities are already carried out. The evaluation team was told that by Oct 2006, guidelines and 
regulations will be in place. However, the trainer network seems to be a weak point due to lack of  
trained trainers and resources will be needed in the future, beyond 2006, for this activity. 

104 Project Document Community-Based Education Oct 2002–Sept 2006. Ministry of  Health, March 2004.
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Only 37% of  disbursements have been used but almost all planned activities have already been per-
formed – this was explained as the objectives have been in place for quite some time and will all be 
fulfi lled by Oct 2006. The impression is that this component have not much more to achieve and that 
the objectives were maybe not ambitious enough for the time period allocated.

The ambition of  this component was to create the best curriculum for community based health educa-
tion and to have it integrated into the medical curriculum at Thai Nguyen Medical College. 
This curriculum is already now integrated although still in need of  some outside support to sustain. 
Other models do exist in the country but there is no harmonisation between these. The evaluation team 
learnt that this sub-component suffers from being caught in between Dept of  Science and Training and 
Medical colleges as there are diffi culties in agreeing on responsibilities and on how the module for 
community based medicine should be outlined that is supposed to be incorporated into the curriculum 
of  medical schools in Vietnam. 

Internal assessments indicate that both students and trainers are more interested in working in the 
community after being through such a module as awareness of  the importance of  community based 
medicine and of  the links between social factors and health has improved. The medical teachers’ 
perceptions have changed as well, which benefi ts the students.

Recommendations

This component’s planned activities will certainly be fi nalised by October 2006 according to being on 
schedule in implementation, although there are some weaker spots. However, what has still to be 
worked on is to have the community based education model applied in largely all eight medical univer-
sities in Vietnam. This needs support and approval from the DST in MoH and is planned to be 
achieved in the period 2007–2010. 

The evaluation team fi nds this component ready to be phased out according to schedule after having 
performed well although over a longer period of  time but in line with the plans set.

The above analyses of  the programme components concludes the section on fi ndings 
regarding implementation performance. The remainder of  this annex is devoted to a 
discussion of  the relations between the components and the specifi c objectives of  the 
programme, i.e. relations between the programme and its projects.

LFA and programme relations
The following pages provide an effort to assess to what extent the various components (see description 
below) as defi ned in the Specifi c Agreement between Vietnam and Sweden are making up one unifi ed 
programme in the strict sense of  the Logical Framework Analysis (LFA), the way Sida would defi ne a 
programme, as opposed to a number of  disparate projects. This is one aspect of  the analysis of  effec-
tiveness of  the Swedish support to VSHC as well as an assessment of  whether there is a potential for a 
future programme support in the modern sense to be developed based on the ongoing activities.

In order to demonstrate the analysis of  the programme objective and its components, we resort to a 
real classic in the literature on LFA, the manual produced by NORAD105. The following chart illus-
trates the hierarchy of  activities, outputs, purpose (“effect expected to be achieved”) and goal (overall 
objective “towards which the project is expected to contribute”).

105 The Logical Framework Approach. Handbook for objectives-oriented planning, fourth edition, Norad, 1999 (the first edition of  this 
manual was printed in 1990).
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The Project Matrix (PM):

The fi rst chart to the left is familiar to all project people having worked 
with LFA programming. The terms for each level of  the hierarchy may 
differ between various manuals and between donor practices. This 
illustration is made up for one project. It is emphasised in the NORAD 
manual that the intended effects – project purpose – should be formulated 
in only one objective.

The second chart below is the classical way of  illustrating how larger 
programmes are made up of  a set of  separate projects, “where the pro-

gramme outputs constitute the purpose of  each project”. In the ideal case, strictly applying this model, 
each project’s immediate objective constitutes an output in the overall programme (Cf. the chart below).

What makes the projects unite into 
one programme – in LFA terms – is 
the fact that the objectives of  the 
individual projects produce the 
outputs of  the overall programme. 
The projects are together contributing 
to the achievement of  the programme 
objective. 

From the Specifi c Agreement of  the 
support being evaluated (from Novem-
ber 2002) we fi nd that the overall 
objective is (goal):

• ‘to help obtain the goal of  Vietnam’s Health Strategy 2001–2010:”to make all possible efforts to 
enable the Vietnamese people to access and utilise quality health care services. All citizens are 
enabled to live in safe community with good physical and mental development. Intensifi ed efforts 
will also be made to reduce morbidity, improve health status, increase life expectancy and improve 
the quality of  future generations”. ‘

The Specifi c Agreement goes on to specify the Specifi c Objectives as “development” in three ways:

• Capacity: “To promote result-based management, organisational framework, and administrative 
routines with respect to all components and activities included in the VSHC/HPSD”

• Strategy: “To assist the MOH to develop such policies, legal framework, and action plans that are 
consistent with the Comprehensive Poverty Reduction and Growth Strategy (CPRGS) of  the 
Government of  Vietnam”

• Competence: “To develop adequate professional skills with respect to all components and activities 
included in the VSHC/HPSD through time-bound and targeted human resources development 
efforts.” 

We note as a fi rst observation that the objectives are worded as activities: to promote, to assist, to 
develop. Therefore, effectiveness cannot be measured against these objectives, as there is no baseline 
and no target. We also note that the programme in this formulation has three objectives, i.e. two more 
than the ideal case of  on single objective. As mentioned in the main text of  this report, the three 
objectives could have been summarized under one objective in Sida’s terminology: capacity building.

Activities

Outputs

Purpose

Goal

The PM

PROGRAMME PM

PROGRAMME PURPOSE

PROGRAMME OUTPUTS

PROJECT  PM
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Second, we note that the development in the two areas of  Capacity and Competence are constrained to 
“components and activities included in the VSHC/HPSD”, while the Agreement at the same time 
states that: “These objectives will contribute to the reduction of  overall morbidity and mortality rates, 
especially with respect to women and children in disadvantaged areas.“ It is hard to see how improved 
capacity and competence in the “components and activities included in the VSHC/HSPD” would be 
able to impact on “overall morbidity and mortality rates”. It should be clear already at this stage of  the 
analysis that the overall objective never could be reached within those constraints, no matter how hard 
people would try.

Third, we want to assess to what extent the different “components”, as they are labelled in the Specifi c 
Agreement, are units of  a unifi ed programme, where each part contributes to the achievement of  the 
overall objective in the sense of  LFA as illustrated above.

Let us start with the Strategy objective that seems to be the most overarching for addressing the health 
sector as a whole, not only supported activities:

• Strategy: “To assist the MOH to develop such policies, legal framework, and action plans that are 
consistent with the Comprehensive Poverty Reduction and Growth Strategy (CPRGS) of  the 
Government of  Vietnam”

It seems to stand out very clearly from the objectives of  components, that the following two component 
objectives could effectively produce outputs to achieve the overall strategy objective:

• Contribute to the development of  fundamental policies aiming at promoting the health sector 
reform process (HPC);

• Support activities to reach the objectives of  the Vietnam National Drug Policy (VNDP);

As for the Capacity objective, the wording is:

• Capacity: “To promote result-based management, organisational framework, and administrative 
routines with respect to all components and activities included in the VSHC/HPSD”

The only component objective that could contribute to this improvement of  the supported activities is 
the following:

• Increase the effectiveness of  aid programme and project management

Finally, the Competence objective, as was quoted above, goes as follows:

• Competence: “To develop adequate professional skills with respect to all components and activities 
included in the VSHC/HPSD through time-bound and targeted human resources development 
efforts.” 

Looking at the competence objectives, there is no component objective that could be an output at the 
overall programme level and thus support the achievement of  the overall objective. An effective compo-
nent could have been a specialized human resources development component. At one stage during the 
history of  the VSHC, there was a specialized training component in place.

The above assessment leaves us with the components whose objectives may be considered as not 
producing outputs in the overall programme sense, namely the following:

• Contribute to improve the health status of  the people in disadvantaged areas

• Reduce the demand of  tobacco products and to control and gradually reduce the supply of  tobacco 
products

• To reinforce and strengthen the role of  the national programme on accident and injury prevention
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All these three objectives are very important objectives in terms of  public health and of  equity in health 
care. This analysis is not contradicting the value of  the public health impact of  these components; it 
only demonstrates they do not fi t into the overall programme objectives in the LFA sense.

If  LFA would be the guideline to build a programme with the stated objectives, resources could have 
been concentrated to health policy, drug policy and aid management, strictly speaking.

Support to disadvantaged areas, reduction of  tobacco demand and supply as well to the national 
programme on accident and injury prevention do not fi t into the strict LFA programme structure of  the 
Specifi c Objectives. (Admittedly, support to a National Programme could be stretched and classifi ed as 
a support to policy development, for example)

The above reasoning about component objectives and programme outputs may be simplifi ed and 
illustrated as below, with three components strictly in line and two components a bit in the clouds:

The application of  LFA on the Specifi c Agreement’s structure of  objectives illustrates a weakness of  
programme design (as expressed in the PD), leading to activities that are not synchronized towards the 
same fi nal goal. This could be a large part of  the explanations of  the initial delays of  programme 
implementation, management diffi culties. It remains to be analyzed whether the sub-component 
objectives provide a better fi t into the unit of  a programme. Could DMC2 be seen as a training organi-
zation supporting the competence objective and could CBE have the same purpose? Alternatively, 
could PAR be seen as a further support to the strategy objective, in the absence of  support from TCC 
and AIPC?

With a less strict interpretation, and especially when considering the investment on human resources 
development by training and workshops, one could accept that all the components have objectives that 
could serve at least indirectly as outputs for the competence development. In view of  the pragmatic 
interpretation adopted by the programme management of  the specifi c objectives (competence develop-
ment referring to individual skills, capacity to organisational ability and strategy to problem identifi ca-

AIPC

Contribute to the 
development of 
fundamental policies 
aiming at promoting 
the health sector 
reform process

Support activities to 
reach the objectives of 
the Vietnam National 
Drug Policy (VNDP)

Increase the 
effectiveness of the aid 
programme and project 
management

Contribute to improve 
the health status of the 
people in 
disadvantaged areas

Reduce the demand of 
tobacco products and to 
control and gradually 
reduce the supply of 
tobacco products

To reinforce and strengthen 
the role of the national 
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HPC DMC PMC
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Capacity, Strategy, Competence - developmentHealth Strategy 2001-2010
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tion and problem solving instruments), one could add a special competence box receiving all the 
development of  individual skills. This looser interpretation would lead to a situation more similar to the 
following chart.

In view of  the historical heritage of  the original components from the previous phases of  cooperation, 
one could also accept the idea that the programme management made a choice to start the programme 
“from below” and that in fact there is no real programme level, but only a component level in terms of  
the implementation of  the programme. This is understandable and the evaluation team has no issue 
with this.

On the other hand, the evaluation study has been commissioned to evaluate the cooperation in the 
framework of  the results is should achieve according to agreement. To evaluate only at component level 
would miss the point.

Strategy National Drug Policy Capacity

Health status Public healthPolicy implementation

VSHC/HPSD

HPC+PAR DMC 1 PMC

CBHD+CBE TCC + DMC 2AICP

Capacity, Strategy, Competence - developmentHealth Strategy 2001-2010

Competence
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9.5 Annex 5 Training Purposes by Components

CBHD: Developed from SDA with the main objectives of  improving health services in disadvantaged 
areas by improving health management and training support system from district to commune and 
village levels and enhancing capacity of  VHWs in providing health information, the purposes of  
CBHD components in this phase were: 

• “Complete and apply the Community-Based Health Development Model to strengthen and in-
crease effi ciency of  healthcare system thereby increase accessibility of  people to health services in 
disadvantaged areas”. 

Before the model was “completed”, with no evaluation of  its previous performance, effectiveness and 
achievements and its impact on the effi ciency of  the healthcare system106, the model was replicated in 
this phase in two more provinces. Most of  the training activities (training on management, supervision, 
and competence development for VHWs, etc) were almost the same activities as conducted during 
previous phases of  the VSHC. It was not clear whether challenges drawn from the previous phases, 
especially results of  training activities, were emphasized and further strengthened in this phase.

CBE: A part of  CBHD, the CBE was implemented since 1998. After two years of  implementation 
(without evaluation), in this phase CBE activities continue to be implemented at Thai Nguyen Medical 
School with the possibility of  expansion to other medical schools. Under the overall objectives set for 
CBHD, the training related activities mentioned for CBE in this phase are:

• Revise and fi nalize the curriculum of  CBE;

• “Improve knowledge and skills of  medical colleges, province hospitals, DHCs and CHSs in conduct-
ing CBE”; 

• Implement CBE curriculum from the fi rst to sixth year students;

• Exchange experiences on CBE with other medical colleges and the Ministry of  Health at national 
policy level;

There were no specifi c objectives and indicators set specifi cally for CBE in the project document. It was 
noted in the Appraisal Mission that “The CBE needs to be defi ned and included in the PD as a sepa-
rate sub-activity, with its own objectives and results and indicators (and not only mentioned as a budget 
line)”. In fact, there was no later revision for this sub-component in the PD107. 

DMC2: Training accounts for 70% of  budget for DMC2. The objectives of  the DMC2 include: 

• “To improve the capacity of  the health workers and people’s understanding and practice in rational, 
safe and effi cient use of  drugs” 

These objectives intend to change drug use behaviour of  all health providers and the general popula-
tion. Indicators for measuring changes were not established and results were not tracked over time. 
This resulted in long time broadcasting on TV and radio to educate the general population without any 
concrete evidence of  its effectiveness or effi ciency. The implementation was more specifi c for health 
workers. During the implementation process, some indicators were discussed and monitored such as use 
of  single vs. multiple antibiotics or compliance in use of  drugs according to their individual half-life 
(T1/2).) 

106 Gordon Tamm, Appraisal of  Sida-assisted Support to Disadvantaged Area (SDA) 1999–2001, VSHC, Swede Group
107 Since 2005 the CBE has its own PD.
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PMCC: The main training activities conducted by PMCC were training on ODA program/project 
management, with the objective: 

• “To promote human resources and management systems development necessary for management 
by objectives of  health programs/projects in general and the Vietnam Sweden Health Cooperation 
in particular”. 

This showed a strong focus on “results based management”. However, the indicators mentioned were 
number of  training activities, number of  staff  trained, better performance appraised by outsiders or 
colleagues, and current positions and functions of  the staff  at Provincial Health Services. No indicators 
measuring behavioural or performance changes were established. 

AIPC: The objective of  AIPC was to strengthen capacity of  planning, managing and coordinating to 
implement the national policy on accident and injury prevention. Indicators related to this objective 
were:

• Trained trainers at higher level able to conduct and to give lectures to the lower level on accident 
and injury prevention;

• Integration of  injury prevention plans into the socio-economic development plans of  the localities;

• Monthly action plan produced by working group.

These indicators did not refl ect fully the capacity of  planning, management and coordination of  health 
staff  in accident and injury prevention. It referred to the capacity of  trainers in conducting training, 
which was only the fi rst condition to sustain the component’s training activities. Another indicator 
mentioned “Quality of  plans, reports and program implementation” as part of  competence develop-
ment results but lacked quantifi able index to measure. 

Training accounts for about 11.4% of  total budget of  the component. Training focused on planning 
and management of  accident and injury prevention program and training of  trainers in order to meet 
the above objective. The training activities were combined with strengthening management capacity of  
Safe Community Steering Committee at district and commune level, including development of  working 
plans based on the real situation of  injury at local levels, network building to monitor the implementa-
tion of  the program at household level and annual workshop at district level.

TCC: The objective related to competence and capacity development of  TCC was: “Build the capacity 
to manage and monitor a long term and sustainable tobacco control program and establish pilot 
models”. Related indicators were:

• Number of  offi cers trained in tobacco control through local and international opportunities”, which 
is an output indicator, not measuring capacity; 

• Procedures for building six smoke free models established. 

Six different models were piloted, including smoke free community model, smoke free school model, 
smoke free youth union units, smoke free women’s union model, smoke free farmers’ union units and 
model of  cessation support services and tobacco control education. Different models involved different 
sectors and staff. However, it is still unclear who were target audiences of  the capacity building and 
what were the indicators to measure the management and monitoring capacity in these models.

Training accounts for a small part of  expenditures, with 6.7% of  total budget. However, workshops 
account for about 21.7% of  total budget of  TCC. Training focused on the tobacco control approach 
with short courses while workshops were more widely used by this component for exchange of  informa-
tion and preparation of  instruction manuals to implement smoke free models.
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HPC: Training was instrumental for sub-component three of  HPC, aiming at improving the capacity 
for developing policies and strategies and management skills of  the staff  within the MOH and the 
health sector. Indicators related to this subcomponent were108:

• Increased number of  staff  of  the MOH and institutions involved in policy research and policy 
making received training; 

• More highly effi cient and equitable performance of  the health sector, which is not a measurable 
indicator for the programme;

• Quality of  policy-related studies improved via evaluation made by Evaluation Committee of  the 
MOH;

• Vietnam Public Health Report 2005 published and disseminated;

• Situation assessment on technology investment for hospitals will be carried out;

• A routine procedure for disseminating results and health policies related to HPC activities created.

Among these indicators, which included both activities and outputs and with no time frames, highlight-
ed the goals of  improved quality of  policy research and enhanced dissemination activities. Given the 
lack of  quality policy research, it can be necessary to develop this capacity within MOH. However, it is 
more important to develop the capacity of  management of  policy research and evidence based policy 
development, which should be the target for MOH and health staff  at policymaking levels. 

Training activities provided to health policy staff  included training on health economics and manage-
ment and policy development. Training accounts for only 8.6% of  the total budget for the component. 
The ratio of  training and workshop is 0.64, indicating that focus was paid on dissemination of  policy 
research and strategies.

108 Project document, Health Policy Component, November 2002 – October 2006, Ha Noi, October 2002
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9.6 Annex 6 Alternative Competence Building Methods

Competence development – complementary ways to achieve the objective
One of  the three specifi c objectives within the VSHC/HPSD is to 
develop adequate skills among staff. As is well known, the main 
emphasis to achieve this has been put on carrying out training 
activities as described in the previous section. But are there other 
activities within the cooperation that are underutilised in achieving 
this objective? This evaluation study is not able to analyse and judge this in depth, but can contribute 
by pointing at some activities that seemingly could have contributed more. In doing this, we believe that 
learning in dialogue is the key element rather than focusing on logical framework approaches. There are 
already elements of  this in the cooperation. 

Pilot studies have been carried out by most of  the components. These seem mainly to focus on monitor-
ing of  activities and disbursements, while underutilising the implicit learning experience. A refl ective 
learning experience would have been achieved if  the focus had been instead on longer-term results. 
This would need a baseline study before implementing the pilot study and a systematic and independ-
ent follow-up of  changes and lessons learned. Finally, there needs to be a readiness to adjust in accord-
ance with fi ndings from the pilot study if  this is proved necessary – before issuing guidelines and 
implementing activities on a broader scale. This mode of  working demands resource persons available 
for discussions and supervision, which is a way of  ‘learning in dialogue’ that would contribute to a more 
problem based way of  learning. 

Exchange of  experience between components have been somewhat used but could be further developed. 
We found that the TCC and AIPC components have utilised knowledge and experience from CBHD in 
how to develop and perform PRAs. This is an obvious way of  capitalising on experience between 
components that possibly could be further systematised. The monthly meetings with all secretaries of  
components and even the lunch seminars, organised by PMCC, are activities established for this 
purpose, even though lunch seminars are maybe not appropriate from a Vietnamese perspective109. 
A body where component staff  could meet to openly discuss successes and failures would be an asset as 
it would necessitate a critical and systematic view on own activities – an effective way of  ‘learning in 
dialogue’.

On the job training – the interplay with LTAs, ISTCs and national STCs. 
The collaboration between component representatives and long-
term advisors needs to rest on trust and confi dence if  it is to be a 
learning experience on both parts. It has to do with personal 
relationships developed over time as many of  the informants have 
mentioned. Some of  the LTAs have been underutilised while others are highly praised and will late be 
forgotten! The role as advisor is the one of  a teacher and supervisor but also the one of  a learner for 
mutual exchange of  ideas in dialogue. This needs to be taken into consideration when choosing the 
LTAs – not only is professional experience a prerequisite but also teaching abilities, receptiveness and 
personal commitment. 

Short-term advisors could also be a part of  the dialogue process if  utilised as co-workers, acting in close 
collaboration with the component representatives. As the LTAs are being phased out, the ISTCs will 
become even more important and so do the scope of  work and the selection criteria of  these. 

In addition, the selection of  national consultants could be done strategically as has been the case when 
MoH staff, not involved in the VSHC/HPSD, has been contracted for various activities within the 
cooperation instead of  recruiting contract people from the outside. During 2004, a total of  164 short-

109 This comment refers to the habit of  Vietnamese civil servants to use the lunch break for taking a nap.

“Officials still think that experts 
should not be utilized – people do 
not engage in exchange of views”.

Interview professor Hung

On-the-job training has no doubt been 
the most important form of compe-
tence development/capacity building.

InDevelop, Final Report, 2002
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term national consultants were employed out of  which half  were recruited from within MoH and half  
from the outside110. This retains knowledge and experience within the MoH, but on the other hand, the 
question needs to be raised whether this restricts the input as they emanate from the same working 
environment, while people from the outside could bring in their experience for new ideas to take off. 
The national consultants ought to be highly valuable in the ‘learning in dialogue’ idea, if  chosen for 
also having the required qualities, i.e. teaching and supervisory skills, receptiveness and personal 
commitment.

110 Annual Progress Report 01/01 to 31/12/2004. Ministry of  Health: Vietnam Sweden Health Cooperation on Health Policy and 
Systems Development. Hanoi, 03/2005.
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9.7 Annex 7 Mainstreaming of Gender

Present-day Vietnamese society has been described as a combination of  old patriarchal traditions, 
emphasising the subordinate role of  women, and modern Communist party ideology advocating 
equality by law111. This has also been expressed as “Vietnamese women today live in two worlds: they 
do the work of  modern women, while they are still expected to behave like their grandmothers”112. 

Current gender roles, responsibilities and relationships continue to be infl uenced by traditional Confu-
cian doctrine and males generally hold a dominant position within the household where women’s work 
is inadequately recognised and most men are reluctant to share household and family responsibilities 
with their wife, son preference is still a fact113 and men’s violence against women within the family exists 
especially in rural areas114. This affects men’s and women’s health differently and needs to be taken into 
consideration in planning preventive health activities and health care services. 

However, in recent years, the country 
has undergone a rapid transition and 
women’s rights have been underscored. 
In 2001, the government launched The 
National Plan of  Action for the Ad-
vancement of  Women in Vietnam 
2001–2005 (Government of  Vietnam, 
2001). This document guided the 
National strategy for the advancement 
of  women by 2010 and the Plan of  
action aimed at promoting gender 
equality and empowering women. 
However, these national policy docu-
ments set the broad national gender 
equality goals and priorities and allo-
cated tasks to the responsible agencies 
but do not tell how to do it (gender 
mainstreaming) to achieve the national 
gender equality goals. The Ministry of  
Health and the VSHC/HPSD has a role 
to play! 

A starting point for components to consider could be the following: 

• Understand what mainstreaming gender into health means at the country level

• Analyse the existing information from a gender perspective

• Identify the information needs

111  Thinh H B. 2001. Vietnamese laws and domestic violence. Reports in the seminar on domestic violence against women and 
the role of  mass media for women’s development. Hanoi, Research Centre for Gender, Family and Environment in 
Development (CGFED).

112 Franklin B A K. 2000. Expanding horizons; Changing gender roles in Vietnam. A report on the audience research & 
analysis and the media campaign for gender. Hanoi: National committee for the advancement of  women in Vietnam, 
project VIE/96/011. 

113 Towards Gender equality in Vietnam through gender responsive national policy and planning. Gender Mainstreaming 
Guidelines in National Policy Formulation and Implementation. National Committee for the Advancement of  women in 
Vietnam, VIE01-015-01 Project “Gender in Public Policy”. Hanoi, 2004.

114 Krantz G, Phuong TV, Larsson V, Thuan NTB, Ringsberg K. Intimate partner violence: forms, consequences and prepar-
edness to act as perceived by health care staff, district and community leaders in a rural district in northern Vietnam. Public 
Health 2005; 119(x): 1-8.

Some basic principles of gender mainstreaming have been agreed 
as:

• Responsibility for implementing the mainstreaming strategy is 
system wide, and rests at

• The highest levels within agencies, departments, funds, and 
commissions; and adequate accountability mechanisms for 
monitoring progress need to be established.

• The initial definitions of problems across all areas of activity should 
be done in such a manner that gender differences and disparities 
can be diagnosed – assumptions that issues/problems are neutral 
from a gender equality perspective should never be made. Gender 
Analysis should always be carried out, separately or as part of 
existing analyses. 

• Clear political will and allocation of adequate resources for 
mainstreaming, including if necessary additional financial and 
human resources are important for translation of the concept into 
reality.

• Gender mainstreaming requires that efforts be made to broaden 
women’s equitable participation at all levels of decision-making.

• Mainstreaming does not replace the need for targeted, women-
specific policies and programmes, and positive legislation; nor 
does it do away with the need for gender units or gender focal 
points.
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• Identify critical areas/priorities for action

• Identify indicators for monitoring and evaluation

• Assess if  already existing policies and programmes are gender sensitive

• Assist in assessing what resources that are needed for institutional development towards gender 
mainstreaming 

There are many questions to be answered before preventive activities can be outlined and when putting 
a gender perspective on the components within the VSHC/HPSD immediately a number of  issues 
occur, such as for AIPC: Are accidents and injuries caused by different factors for women and men, girls 
and boys? Are sex-disaggregated data secured in household surveys and in health care facilities? For 
TCC: What are smoking rates among adolescent girls and boys in urban areas? Are preventive activities 
such as media and school campaigns gender neutral? Should preventive activities be sex selective? For 
CBHD many issues arise such as are women’s participation secured in PRAs. Are there both male and 
female VHWs in place? Are health care services responsive to men’s and women’s specifi c needs? For 
men accident, tobacco and alcohol preventive activities seem to be urgent and for women reproductive 
health services including how to avoid reproductive tract infections are urgent matters. Are contracep-
tive services responsive also to (young) males? The HPC have to consider whether a policy needs to take 
into account the differing life circumstances of  women and men. The DMC needs to refl ect on whether 
drug information needs to be tailor-made for women and for men to reach its purpose, considering the 
differing roles women and men have in relation to drug management, health care-seeking behaviour 
etc. The PMC is the unit to support components in their gender sensitive work and keep staff  updated 
through educational activities.

Recommended reading:

1)  Towards Gender equality in Vietnam through gender responsive national policy and planning. 
Gender Mainstreaming Guidelines in National Policy Formulation and Implementation. National 
Committee for the Advancement of  women in Vietnam, VIE01-015-01 Project “Gender in Public 
Policy”. Hanoi, 2004.

2)  UNDP Guideline/checklist Mainstreaming Gender Equality Considerations into UNDP Country 
Offi ce Activities, 1997; http://www.undp.org/gender/policies/guidance.html

3)  Handbook for mainstreaming. A gender perspective in the health sector. Sida, 1997. 

4)  See also Sida’s revised gender policy: Promoting Gender Equality in Development Cooperation, Sida, October 
2005. http://www.sida.se/content/1/c6/04/25/26/SIDA4888en_Gender_Policy.pdf
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9.8 Annex 8 Review of the Eight Internal Evaluation Studies

The VSHC/HPSD programme, evaluating the performance of  specifi c issues within the VSHC/
HPSD, has commissioned eight internal evaluation studies.

The topics were the following:

1. Evaluation of  the implementation of  the SDA model (CBHD). Study title: Assessment of  the 
Community-based Health Development approaches of  the SDA and CBHD Components – Viet-
nam Sweden Health Cooperation Programme.

2. Evaluation of  village health worker training according to the ABCD blocks in disadvantaged areas. 
Study title: Evaluation of  village health worker training according to blocks ABCD in disadvantaged 
areas.

3. Evaluation of  the effectiveness of  the Vietnam National Drug Policy – this study was never been 
made available. 

4. Evaluation of  the utility/effectiveness of  the Compendium on ODA projects in the health sector. 
Study title: Evaluation report on the Compendium of  ongoing ODA programmes and projects in 
the health sector of  Vietnam.

5. Evaluation of  the effectiveness of  ODA Project Management training programme. Study title: 
Evaluation report on the training programme on the management of  ODA projects in the health 
sector of  Vietnam.

6. Evaluation of  the design, implementation and use of  health policy studies; Study title: Towards 
International Research Standards; External evaluation of  policy research in the Health Policy 
Component during 2003–2004.

7. Evaluation of  the steps from policy to strategy development as exemplifi ed by TCC and AIPC. 
Study title: The initial comments on the health policy and strategy formulation in Vietnam by 
reviewing two national policies on Prevention of  accidents and injuries/building safe community 
and Prevention of  harmful effects pf  tobacco.

8. Evaluation of  the effectiveness of  training programmes and workshops as tools to promote changes 
in capacity and competence among key stakeholders and service providers. Study title: Evaluation 
report of  the training sessions and workshops with the VSHC/HPSD in the 2002–2004 period.

Format for reviewing the evaluation studies
The format presented below was used for the review procedure. This means that fi ndings in the studies 
will not necessarily be repeated here but the studies will be scrutinised in line with commonly agreed 
procedures within medical and social sciences research for clarity, appropriateness, validity and reliability.

1.  Introduction

Does it introduce the reader to the subject?

2.  Aim/Objectives

Are these clearly described in a few sentences and understandable?

3.  Methods section structured as follows:
a) Population under investigation – is it well defi ned?
b) Setting or context – is it well described?
c) Are data sampling technique used clearly described? Questionnaires (structured or open-ended?) 

or interviews (structured, in-depth or focus group discussions)? Non-responders: number and 
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who were they, i.e. is there reason to believe that they differ from those who responded – if  so in 
what way?

d) Analysis: statistical methods used.
 –  If  a questionnaire study, which methods were used in the analysis, such as frequencies, odds 

ratios for bivariate associations, ANOVA (analyses of  variance) or multivariate logistic regres-
sions, t-test etc.;

 –  if  a qualitative study, which method was applied in the analysis, such as content analysis, 
phenomenography or any other method? Has there been any consideration about this and if  so 
how was the material structured to arrive at the results/conclusions?

4.  Results/Findings – are these clearly described? Do they provide an answer to the research questions 
formulated in the objectives? Have a number of  issues not stated in the objectives also been ana-
lysed? 

5.  Discussion/Conclusions: this section preferably starts with a short summary of  the fi ndings; does it 
answer to the aims? A discussion relating the fi ndings to possible limitations of  the study is an advan-
tage. Finally, it is an advantage if  there is a section, which looks critically on the applied design of  
the study – could the study have been performed in any other way to meet the aims? 

6.  Recommendations to VSHC/HPSD.

Strengths and weaknesses of  the study: This is a summary of  the quality of  the study.

Validity will be judged in relation to whether the selection of  informants was accurate, whether the 
measurement techniques applied are deemed appropriate, whether critical thinking has been applied in 
the analysis and fi nally whether the fi ndings/interpretations were sound.

Reliability is about whether the measurements applied really measured what they were intended to 
measure. In qualitative studies it is more appropriate to refer to trustworthiness of  the informants, i.e. 
whether they were feeling free to speak openly or subject to bias of  any kind (for instance to what is 
politically correct answers).

Assessment of the internal evaluation studies
The assessment presented below was performed with the aim to scientifi cally review the internal 
studies, mirroring various parts of  the VSHC/HPSD activities, with the intention to provide the 
researchers with useful comments that could be used to improve the work and to give VSHC/HPSD an 
overview of  the validity and reliability of  the studies.

A general comment on methodology for all evaluation studies is that no advanced statistical methods were 
applied in the analyses. All studies use only descriptive statistics (frequencies) and there is no calculation 
of  statistical inference (p-value or odds ratios with signifi cance levels) in any of  the studies, which limits 
the validity and reliability.

Interviews are frequently used and these are referred to as in-depth interviews, but it turns out the 
interviews are in all cases semi-structured, i.e. questions are precisely worded, but the interviewee is 
allowed to elaborate on the subject. A common understanding of  in-depth interviews is that no struc-
tured questions are asked but the interviewee is asked to refl ect on a certain theme or subject, i.e. he/she 
is totally free to speak and need not give answers to specifi c questions. It is then for the researcher to 
analyse the content, applying a specifi ed method (content analysis, phenomenography, grounded 
theory) and draw conclusions. This has in no case been done in these so-called in-depth interviews. 
The idea with focus group discussions is to have knowledgeable people to discuss a certain theme and a 
deeper understanding will evolve in the interaction between the participants, but this opportunity seems 
to be underutilised in these evaluation studies. The overall impression is that all studies would have 
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benefi ted from using methods that are more advanced in the analysis part and they are not of  the 
quality required for publication within the international research community. The study number 6 
stands out as the best performed study but it suffers from lack of  basic data to evaluate.

Review of  evaluation study 1:

Assessment of  the Community-based Health Development approaches of  the SDA and CBHD Components – Vietnam 

Sweden Health Cooperation Programme

Summary of  the study: The intention with this study was to evaluate the so-called SDA/CBHD model. 
The initial title was formulated as ‘Evaluation of  the implementation of  the SDA model (CBHD)’. 
This purpose is most desirable for an evaluation of  VSHC activities as there has been some confusion 
over the years of  the content of  the ‘SDA model’. Its fi rst phase operated over the years 1994–1999 in 
fi ve provinces (Ha Giang, Quang Ninh, Lao Cai, Tuyen Quang, and Phu Tho) and the second phase 
operated in the same area in 1999–2001. The third phase introduced activities in two new provinces, 
Yen Bai and Quang Nam, while the activities in the initial fi ve provinces were closed down. This 
evaluation study is extensive in terms of  pages but suffers from repetition and some other problems that 
will be described below. 

Introduction/Overview

This section is more of  a summary of  the project fi ndings. It would have been good if  the three differ-
ent phases of  the SDA/CBHD had been more extensively described here, i.e. what were the changes 
made over time in project design and why, to lead the reader to better understand the evaluation 
questions. 

Objectives

The objective of  this evaluation study as formulated in the report was ‘To evaluate the sustainability of  
the elements of  the SDA/CBHD approaches’. This is to be understood as investigating to what extent 
the elements remain after project completion, and whether there has been a wider dissemination of  the 
elements into other provinces, districts and communes. 

Issues such as ‘what were the experiences that led to change of  objectives, strategy and activities of  
SDA/CBHD over time’ and ‘to what extent were the initial experiences taken care of  when initiating 
phase III’ ought to be included, even if  this is not explicitly spelt out in the objective but it is contained 
within the initial title which was ‘implementation of  the SDA model’. 

It is stated that the following elements, corresponding to the elements in the community based model, 
are being evaluated:

• The planning process based on the needs and the participation of  the community;

• The training and retraining on management and professional knowledge for health workers at the 
district and commune levels;

• The integrated supervision;

• The provision of  minimum equipment to the district and communal levels;

• The construction and upgrading of  a number of  water and sanitation facilities at the communes 
and villages; 

• The health policies being applied in the local areas.
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Material and Methods:

Data sampling techniques were 1) reviewing legal documents, 2) a qualitative study, 3) questionnaire on the 
local health care activities to obtain data and statistics for analysis and 4) a household survey. 

The qualitative study contained interviews with directors of  VSHC, seven project directors and seven 
secretaries in the provinces of  Lao Cai, Ha Giang, Quang Ninh, Phu Tho, where project activities were 
completed, and in the two provinces of  Yen Bai and Quang Nam where project activities were ongoing. 
There is no mentioning of  how the interviews were performed, such as duration of  interviews, who the 
interviewers were, interview guide indicating themes that were discussed or mode of  analysis. 

In the household survey, 1,200 households were interviewed for insights into the access to health 
services, and for the local people’s perceptions of  their local health system. The questionnaire used for 
this is not available in the report. It is also not indicated who in the household who took part in the 
study and how this person was selected (age, sex). 

Population under study: As above. There is no mentioning of  who the participants were in terms of  sex or 
age. In the tables (Annexes), there is a division of  participants into educational level but all through the 
report, there is no sex-disaggregated data. Were just as many women as men approached, were older 
women and men included?

The study site comprised seven communes and representatives from province level (seven project direc-
tors, seven secretaries). Five of  the communes were situated in former ‘SDA provinces’ while two 
communes were situated in ‘CBHD areas’.

Methods of  analysis are not described, but in tables frequencies are reported and in the text citations are 
given however, without any description of  how citations were chosen. Almost all citations are carrying a 
positive statement. Were there any critical ones?

Findings and Discussion

This section is too long, suffering from repetition and not well structured. To integrate Findings and 
Discussion makes it more diffi cult for the reader to distinguish between the two. It gives – in the fi nal 
part – an answer to sustainability of  activities. Some of  the problems identifi ed in this section are:

• There are only positive statements/conclusions all along and a total lack of  critical thinking and no 
reference to data to support the statements

• There is no reference to the tables in the annexes

• The SDA and CBHD communes are not distinguished in the analysis, which would have been of  
interest as the ‘model’ changed over time

• There is no description of  whether the initial experiences from the fi rst and second phase was used 
for designing the project when moving into two new provinces in the third phase

• Some citations do not give the position of  the person behind

• The PRAs are highly praised, but there is no indication of  how the participation of  the most 
vulnerable people was secured (the poorest, women and adolescents)

• The PRAs seem mostly to end up in building latrines and secure clean water – did the villagers at 
any occasion express any other kind of  needs? Quoted from the report: “Thanks to the PRA, the related 

community, with the support by SDA, had newly built or renovated latrines at the household level. Most villages had 

better sanitation and a cleaner façade”.
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Examples of  fi ndings that lack a fi rm ground:

Page 13: “The training materials developed by Sida always have suitable content tailored to each group of  trainees.”

Page 21: “In the third phase, there were only two provinces of  Quang Nam and Yen Bai with pilot projects. The 

objectives were perfect and the approach of  community-based health development was applied in order to consolidate and 

strengthen the effectiveness of  the health care system….

Page 29: “It is possible to summarize the results of  the second phase at the district level as follows: 

• 100% of  the district health workers are able to develop plans. 

• 100% of  the district health centres have monthly briefi ng sessions to review the progress of  the plan 
implementation. 

• All the health workers have been trained on supervision and retraining for the village health workers. 
This is an extension of  operation to reach the objectives and assist the lower level. 

• 100% of  the books for supervisors can describe the situation of  diseases collected by the village 
health workers. 

• 100% communal health workers conduct visits to village health workers and supervise their activities. 

• 100% communal health workers in the selected communes have their own individual plans based on 
needs of  capacity development and technical training. 

• 100% communal health workers in the selected communes have been trained so that they can 
retrain and supervise the village health workers. 

• 100% of  the CHSs have suffi cient essential drugs as needed. 

• 100% of  the CHSs conduct monthly briefi ngs”. 

The statement above that all health workers have been trained on supervision of  VHWs is somewhat 
contradictory to the fi ndings in the evaluation study on VHW training (evaluation report 2).

Page 17: “Although there were only 3 provinces in the project in 2002, the system of  supervisors has always been working 

sustainably”.

Page 20: “It is possible to say that CBHD is the ideal approach for those disadvantaged areas, which can meet the health 

needs of  the poor women and children of  ethnic minorities.”

Page 35: “SDA has erased the gap in health care between the rich and the poor.”

Page 36: “The CBHD approach has created conditions for every one, especially the poor households, poor women and 

poor children who can now enjoy equality in the health services like any other citizens in the community”. 

“The CBHD approach has aroused the immense internal power and mobilized every resource of  the community, both 

material and spiritual, for the common purpose of  health development”. 

“During the cooperation between the Ministry of  Health and the Government of  Sweden, it is now possible to say that the 

30-year cooperation is an example of  effective cooperation.”

We believe some of  these statements/fi ndings are not possible to verify at all in this study, others seem 
to suffer from critical thinking.

After having read about 16 pages there is a description on changes made in the different phases of  the 
project, but not the rationale behind (pages 16– 21). This section is important but in its present form 
spread out on too many pages and the report would benefi t from putting these together and presenting 
it in the introductory part. 
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Effectiveness of  health care

An increase in number of  people seeking health care at district hospitals, DHCs and CHCs is reported. 
An example is given at page 34 indicating that the number of  people visiting CHSs increased from 
about 10/day to 15/day in the period 1994 to 1999.

Both these fi gures seem to indicate a low patient rate and are in line with what was observed during the 
external evaluation in 2000, when CHSs were considered highly underutilised, seeing on average only 
four to fi ve patients/day115. 

One of  the objectives of  SDA/CBHD is to improve equality in health care and the following statement 
on page 34 was made to verify this has been the case: 

“Equality in health care has been improved. User’s access to health services was strengthened”.

• The percentage of  poor people getting treatment: Most of  the poor patients coming to the CHSs 
were provided with medicine. 

• The percentage of  women benefi ting from health services: 2/3 of  the patients coming to the CHSs 
were of  15 to 49 years of  age.

• 1/2 of  the patients in remote areas get access to the health institutions. 

• 2/3 of  the patients going to health facilities were ethic minority people.” 

As there is no baseline data to support an improvement of  any kind, these statements become rather 
insignifi cant.

The sustainability issue of  ‘the model’ is discussed and citations are given where a number of  inform-
ants state that “I think the approach is sustainable…” Also stated in the report is the following (page 38): 

–“During the implementation of  PRA, the role of  each member of  the community is highlighted: every activity was 

publicly discussed, and the local people voluntarily participated in it. That is the factor that decides the sustainability of  

the CBHD. 

–“Another element equally important is the establishment and consolidation of  the training system. The new training and 

retraining was successful in the areas without the support of  the project. This proves the merit and sustainability of  the 

approach”.

It might be the case that when an activity spreads further to other communes it is a sign of  sustainabil-
ity but not necessarily. It would have been valuable if  the evaluation team for this study had made a 
follow up in those communes where there have not been any activities since 2001 to see what activities 
are still in place and if  of  a satisfactory quality. An attempt is made to comment on this, but it is not 
well supported by data. As long as health staff  in disadvantaged areas is not paid a salary, which they 
can sustain on, it is questionable whether the performance is sustainable and this is pointed at in the 
report. Further, in this evaluation report there are no remarks on diffi culties in performing the study, 
limitations of  the data etc. that is usually described in the Discussion section.

Conclusions: This is also an extensive section where one conclusion is that mortality rates have decreased. 
It is probably a too short a time period to conclude this is a result of  the project.

Strengths of the study:
• A variety of  methods are used for data sampling;

• A high number of  interviews were performed;

115 Jerve AM, Krantz G, San PB, Spivey P, Tuan T, Örtendahl C. Tackling turmoil of  transition. An evaluation of  lessons from the 

Vietnam-Sweden Health Cooperation 1994–2000. Sida, 2001.
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Weaknesses of the study:
• A number of  critical issues pertaining to the ‘SDA model’ have not been answered in this report; 

• The interview sessions are poorly described and the age and gender is not indicated for study 
participants;

• There are only positive statements/conclusions all along and a lack of  critical thinking and no 
reference to data to support the statements;

• There is no reference to the tables in the annexes;

• The SDA and CBHD communes are not distinguished in the analysis, which would have been of  
interest as the ‘model’ changed over time;

• There is no description of  whether the initial experiences from the fi rst and second phase was used 
for designing the project when moving into two new provinces in the third phase;

• The questionnaire used is not attached to the report;

• Some citations do not give the position of  the person behind;

• The PRAs are highly praised, but there is no indication of  how the participation of  the most 
vulnerable people was secured (the poorest, women and adolescents);

Validity:
The validity is judged low and the study suffer from a lack of  critical analysis.

Reliability:
Reliability goes back to whether the statements quoted are reliable/trustworthy. As all are very positive, 
it is diffi cult to see how these were selected because it is hard to believe that all people interviewed were 
only giving positive opinions. We believe the evaluators need to apply a more critical analysis to their 
own data and try to supply the reader with also critical opinions, as the idea with citations in the text is 
to show diverging opinions. From these, the researchers are then to draw their conclusions. 

Findings (for the main report):

• The internal evaluation study on CBHD is poorly performed

• There is no clear indication on sustainability in terms of  activities ongoing and being of  high quality 
in the initial fi ve provinces (SDA period). 

• There is no mentioning of  how experiences from the fi rst and second phase were used in designing 
the third phase. Rather it seems the third phase was just implemented as “doing more of  the same”.

• The supply of  medical equipment to hospitals and health centres has been of  importance for staff  
feeling more confi dent and improvements in treatment quality have been made.

• This evaluation study unfortunately does not give much of  evidence to support the formulated 
objective, as validity and reliability are not judged as being suffi cient.

Review of  evaluation study 2:

Evaluation of  village health worker training according to the ABCD blocks in disadvantaged areas.

Summary of  the study: This is an informative study on the need for village health worker (VHW) training 
for disadvantaged areas, a specifi c curriculum developed by the VSHC, and CBHD in particular, to be 
suitable for training of  males and females with less formal education. The study includes an extensive 
number of  study populations and employs a variety of  methods. 

Introduction 

The introduction in this study gives a good overview of  the current situation of  village health worker 
training. It describes the tasks assigned to VHWs and present fi gures on the current presence of  VHWs 
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in provinces, districts and communes. ‘Disadvantaged areas’ are explained and the purpose of  the 
ABCD curriculum is shortly introduced.

Objectives of  the study 

The objective of  this study is well phrased as: To analyze the relevance of  the SDA/CBHD VHWs 
training curriculum, to fi nd the infl uencing factors infl uencing of  application in order to make recom-
mendations on a wider scale dissemination of  the materials.

Materials and Methods

These are desk study, postal surveys, questionnaires, interviews and group discussions, i.e. both quanti-
tative and qualitative methods have been applied. However, there is a problem here in relation to the 
objective as it states that the relevance is to be judged. The research team used questionnaires, which 
were relevant and extensive (Annex 1, 2). Further it is stated that also in-depth interviews (Annex 4, 5, 
6, 9) were used, but this seems not to have been the case as the script (interview guide) describing the 
issues raised are in the format of  structured questionnaires, suitable for structured interviewing but not 
for in-depth interviews. 

It is hereby concluded that no real in-depth interviews have been performed but rather structured 
interviews, which also seems much more suitable for the purpose of  this study. Also the focus group 
discussion seem to be more of  structured interviews as a number of  well structured questions were 
posed to the groups of  VHWs (Annex 7). 

The populations under study are province offi cials, donor organisations, MOH staff, CBHD staff, VHWs, 
trainers, deans, DHCs, CHCs, commune/village heads and villagers but there is no indication on the 
sex of  the respondents. Number of  men and women in the study population constitutes important 
information as do age groups. The setting is also described and varies for the different data collection pro-
cedures and there are also comments on numbers of  non-responders, but no analysis of  why there is a 
low response rate on some of  the issues studied.

Methods of  analysis are not described. For the quantitative data frequencies are used. The method for 
analysing the so-called in-depth interviews is not described, but it seems these have been used as 
quantitative data sources as statements such as ‘the most were of  the opinion’… which is possible to do 
with semi-structured interviews. However, if  statements such as these are the result of  a qualitative 
analysis, there is no indication of  what method that was used for this analysis and it is not accurate to 
try to quantify. 

In part 2.3 Sampling it is not evident what is meant by “40 provinces were selected to present 64 
provinces” (page 8).

Findings

In the fi rst section of  Findings, 3.1., ‘Relevance of  curriculum’, nothing is stated on the relevance of  the 
curriculum, but it gives a description of  the response rate of  the questionnaire study. 

It is somewhat confusing in the Results section that when a result is presented, the study population is not 
indicated. It would be very helpful if  study population was indicated in relation to each table and it would 
be easier to understand tables if  the N was indicated in all tables and fi gures (number of  individuals 
responded), now it is presented in some of  the tables. Percentages should be given with only one decimal. 

The data from the so-called in-depth interviews is presented in the form of  citations and statements 
such as ‘the most were of  the opinion…” This is underutilisation of  these extensive data, which – if  
collected properly following the format presented in the annexes 3, 4, 5, 6, 7 and 9 – could be used for 
quantifi cation. 
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Table 5 and 6 present assessment of  training quality and wants to compare the 3 month curriculum 
with the ABCD, as understood from the text. We believe therefore that Table 6 is wrongly labelled. 
It says: Evaluation of  training quality under the “three month continuing program” but this seems to be 
the ABCD curriculum. Also, only 14 people responded, which is a small sample and one should be 
careful in drawing conclusions. 

However, the Results/Findings section is a well described response to the Objective and so are Conclu-

sions. The objective wants to analyse the relevance of  the ABCD curriculum and the answer to this seems 
to be that it is relevant in terms of  content and methodology but that there are obstacles to en affective 
implementation as there is a lack of  qualifi ed trainers in place and DHC and CHC staff  lack monitor-
ing skills for follow-up purposes. Further, there is a lack of  policies concerning social insurance and 
wages for working in disadvantaged areas and there is overlapping in terms of  VHW training activities.

Strengths of the study:
• This study gives a good picture of  ongoing VHW training; 

• Methods applied are relevant although there are some methodology problems and we believe the 
data collected is under-utilised;

Weaknesses of the study:
• The study populations are in some cases rather small and the non-response rate rather high in some 

of  the sub-studies

• The labelling of  Tables could be improved;

• Study participants are not presented by age, gender or any other indicator;

• There is no non-response analysis;

Validity: 
The validity, i.e. whether the study is measuring what it is intended to measure, is judged as good. 
It rests on trainer judgements of  skills of  VHWs having attended the 3-month curriculum as compared 
to the ABCD, and as well on costs per participant, but also on statements from various people inter-
viewed. The sampled data however seem to be underutilised, i.e. more sophisticated results could have 
been extracted from the material.

Reliability: 
Taking into consideration some methodological fallacies, there is no reason not to judge the reliability/
trustworthiness as reasonably high as we believe people interviewed were eager to give their true 
opinion on this not very controversial subject.

Findings (for the main report):
• There is a need for a specifi c curriculum in disadvantaged areas and the ABCD curriculum is 

relevant in terms of  content and methodology 

• There is a lack of  qualifi ed trainers in place, which is an obstacle for an effective implementation 

• DHC and CHC staff  lacks monitoring skills for follow-up on training activities. 

• Further, there is a lack of  policies concerning social insurance and wages for working in disadvan-
taged areas 

• There is overlapping in terms of  VHW training activities as a considerable number (nine at least) of  
curricula is in place. The choice of  curriculum seems to depend more on donor organisations than 
appropriateness.

• MoH should consider introducing a special policy and regulations for VHW training in the most 
disadvantaged areas on a national scale. 
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Review of  evaluation study 3: 

Evaluation of  the effectiveness of  the Vietnam National Drug Policy

Not yet made available.

Review of  evaluation study 4: 

Evaluation of  the Compendium of  ongoing ODA programmes and projects in the health sector

Summary of  the study: This is a well-structured evaluation report on Offi cial Development Assistance 
(ODA) projects and programmes, compiled in what is called the Compendium. The Compendium is a 
tool to provide information on donor activities in the health sector for project management and coordi-
nation as well as to make recommendations to the PMC Component. Due to overlaps of  investment, 
both in the fi eld of  assistance and geographical locations as in some localities, it was decided during the 
previous agreement period to develop the Compendium to present the currently active projects in the 
health sector, directed not just to the central level but also to provinces and districts.

Since 2000, the Compendium has been distributed to Departments of  the Ministry of  Health and to 
the 14 major donors in the fi eld of  health. In the past two years (since 2002), the Compendium has 
been further distributed to 11 provincial health services, for the purpose of  assisting provincial manag-
ers to effectively counsel the provincial People’s Committees on how to approach and negotiate with 
international organisations. This study sets out to evaluate the effectiveness of  the Compendium and 
give recommendations on how to improve its content. Results indicate that the Compendium is of  good 
use for project management and coordination but also suffering from some limitations. The Compen-
dium has yet to become an offi cial information source for the MoH.

This evaluation study is using mainly structured questions for data collection, and there is some confu-
sion as to participation rates, but it is critically analysing the data and providing a good overview of  the 
results however, not answering to all issues in the somewhat over-ambitious objectives. The recommen-
dations section seems relevant. 

The Introductory section is informative and well structured and the preceding Summary is excellent for the 
reader as it gives an overview of  the process of  establishing the Compendium.

The main objectives were to:

a) Assess the Compendium as a tool to inform project management;

b) Recommend what could be done in the near future.

The evaluation is further conducted with ‘approaches’ to individuals and organisations, understood as a 
detailing of  the objectives:

• At the individual level, to what extent is the information in the Compendium useful to the person’s 
day-to-day work and how it can help change the person’s awareness when analysing and using such 
information?

• On the organisational level, the evaluation seeks to understand how the Compendium can assist 
ODA project management within the scope of  managing projects/programmes. The idea is that, 
with the feedbacks received, responsible authorities should be able to identify underlying irrelevan-
cies in the management that the organisations have to face.

The following four more specifi c issues were then formulated for the evaluation: acceptance and access 
to the Compendium, whether the information in the Compendium is of  assistance to the users, cost-
effectiveness and limitations of  the Compendium and as well recommendations for the future.
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Materials and Methods: A structured questionnaire was sent by mail to 55 health sector representatives at 
different levels in 11 provinces. The response rate was 60% (33 questionnaires). Furthermore, individual 
interviews were held with 50 (55 were approached) health sector representatives, 20 interviews were 
performed with senior offi cials and professionals at MoH staff  representing six departments (it is not 
clear whether it was 20, 21 or 16 people that were actually interviewed) and fi nally eight out of  12 
approached donor representatives/programme offi cers were interviewed. This is presented in Table 2 
but it would have been an advantage if  the true response rate also had been incorporated here and not 
only the number of  people approached. There is no mentioning of  sex or age of  participants.

The mailed questionnaire and the outline of  the interviews are presented in Annexes. Studying these, 
one can see that about the same questions have been asked in the mailed questionnaire as in the face-
to-face interviews however, in the interviews the opportunity for the participants to elaborate on certain 
issues was left open. Therefore, the interviews are seen as structured, with some open-ended questions; 
see Annexes 3, 4, 5. Only the donor representatives were asked about dis-advantages with the Compen-
dium. The other target groups received only descriptive issues to respond to.

Findings: The Compendium was considered well received and utilised by management staff  of  various 
levels of  the MoH Departments and Administrations and Health Services of  the 11 provinces however, 
more used at the central level as compared to province and district level. Ninety percent (45 out of  50) 
of  the feedbacks agree that the Compendium is comprehensible, convenient for soliciting data and the 
information is suffi ciently compact. Furthermore, more than 80 percent of  the provincial managers 
responded that the information provided by the Compendium helped them to get a general idea about 
ongoing health projects across the country, the number of  projects, what the projects were about, the 
areas being supported in the province and the respective donors’ major areas of  support. It is conclud-
ed that the Compendium serves it purpose with respect to the individual level.

But is the data really used for management purposes? As for synthesizing information, almost 85 
percent reported they were able to do this, but for planning of  investment only 42 percent and for 
negotiation with donors not more than 30 percent agreed the Compendium was a useful tool. These 
fi gures were somewhat improved at the central level. This information is gained from the quantitative 
study and supported by citations from the interviews.

Costs for producing the Compendium is judged as modest. But what were the data to support this 
conclusion? It was simply done by providing fi nancial data of  human resources, printing and distribu-
tion. This section could be strengthened by using unit cost and make comparisons with other equivalent 
publications. 

Limitations found with the Compendium:

• The Compendium is published in June each year due to late publications of  data etc.;

• The information requirements are not met for all sectors and there are misclassifi cations;

• There is no user guide, creating diffi culties in fi nding specifi c information;

• The information is limited (disbursements, ending dates etc. not included).

Strengths of the study: 
• It is well structured in most parts and gives a good picture of  the Compendium;

• It has a well structured summary;

• The results are well described and responds to most of  the objectives;
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Weaknesses of the study:
• Objectives are somewhat confusingly described; they appear in different sections as they are broken 

down to a more detailed level; 

• The response rate was low (60%) and no response received from Thua Thien Hue province, and the 
implications of  this are not discussed.

• Only structured interviews are performed (and not in-depth as stated in the report with Annexes);

• Names are given of  study participants;

• Only the donor representatives are asked about dis-advantages;

• No information on sex and gender of  study participants;

• Only positive citations are given (except for one) and there are many illustrating the same thing;

• The cost estimate for producing the Compendium lacks information on unit cost and a cost com-
parison with other products of  the same kind.

• The limitations section could have been more extensive and should appear in the Findings section

Reliability and validity:
Even if  this evaluation study suffers from some errors, the overall impression is that it is rather well 
performed. The interpretations of  the fi ndings seem sound. However, the low response rate and total 
lack of  participation from one province exert infl uence on validity. Reliability suffers from names given 
on study participants, which might lead to more positive statements than would otherwise be the case 
however, as this is not a very sensitive subject, reliability is probably rather high. 

Findings (for the main report):
• The Compendium is an information source that can provide an overall picture of  the quantity and 

contents of  existing aid projects in the health sector, but it is less well designed for management 
purposes;

• It has been well received and used by managerial staffs from central and local level to improve aid 
project management and coordination in their localities and should be maintained in either form;

• The major limitations are late publication, not suffi ciently detailed structure, not meeting all infor-
mation needs and lack of  user guide.

Review of  evaluation study 5:

Evaluation report on the training programme on management of  ODA projects in the health sector of  Vietnam 

Summary of  study: This is an evaluation study on the content of  the training manual developed for better 
management of  ODA projects and on the training courses following the manual. The study is well 
structured and equipped with clearly phrased objectives, which makes it easy to read. Throughout 
critical thinking is applied and the study arrives at a number of  conclusions followed by recommenda-
tions for how to improve the Manual and the training courses in terms of  pedagogy. 

Introduction

The introduction is short and informative and introduces the reader to the subject, i.e. the development 
of  a project staff-training curriculum, including three modules for training leaders, project designers 
and implementers, and the Manual on ODA Project Management and Implementation. 
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Objectives

The main objectives are three:

1)  To evaluate the quality of  the training curriculum

The following criteria were set: 
– The adequacy of  content
– The balance of  structure
– The relevance of  teaching methods 

2)  To evaluate the effectiveness of  the training activities
– The improvement in the project management capacity of  the target group participating in the 

training courses, which is measured by the extent at which knowledge and techniques learnt were 
applied to concrete situation at the workplace.

3)  To provide recommendations to fi nalize the training curriculum
– Discovering issues, which need further improvement and/or corrections as well as necessary changes 

in administration of  future training activities.

Materials and Methods

Data sampling techniques were:
–  Desk study – review of  material. The training curriculum, the development process and other 

secondary data was used
–  Questionnaire study; two similar questionnaires were developed and sent to 197 trainees who 

attended the training courses, presented in Annex 4, 5.
–  In-depth interviews; as in some of  the other evaluation studies, there is a problem here as the 

interviews seem to have been more structured than in-depth in nature. There is no interview guide 
presented, but as the answers to the questions are presented in the text it stands out as obvious that 
the posed questions were focused. 

–  Comparative analysis through in-depth interviews

The population under study were 197 trainees (questionnaire study); further so called in-depth interviews 
were performed with managers of  the health sector at various levels, trainers, trainees’ attending the 
training course before 2003, trainees’ attending after 2003.

Methods of  analysis are not described but frequencies with standard deviations are employed. How the 
interviews were analysed is not explained, but citations are given. An important remark here is that the 
interviewees are presented by name – this is commonly not done as this violates the anonymity that 
should be guaranteed in all such studies and exert infl uence reliability.

Findings

The results section is clear and informative following the set objectives. It can be concluded that: 

I. Quality of  the training curriculum

• “The contents introduced in the training curricula are basically useful and practical, and satisfactory 
as a system of  basic and necessary guides to developing and managing ODA projects. However, as 
skills and experience in the implementation of  ODA project have grown higher, this curriculum 
should be revised and supplemented in order to meet higher training requirements” (quoted).

• The specifi cation and explanation of  the materials’ objectives is not considered to match the impor-
tance of  the issues and their intention. While the contents are generally deemed appropriate to the 
target audience, the lack of  clear objectives has made some contents are not appropriate; and/or 
some necessary objectives are not explained satisfactorily in the contents.
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• The duration of  the training course in phase 1 was considered too long. In the phase 2, the duration 
has been reduced by nearly a half  to be three weeks for modules and fi ve days for seminars on the 
Manual and this duration was considered more appropriate. 

• “There is a lack of  coordination among writers and between the compilation group and the PMU. 
This problem signifi cantly constrains the “pro” of  the materials and prevents the effective use of  the 
materials as a useful reference Manual in managing ODA projects in the health sector” (quoted).

• The training materials’ pedagogical methodology was evaluated as fairly satisfactory. However, 
terms/concepts were not used selectively and consistently and the overall impression of  the layout is 
that it is not very professional and consistent. In some parts, the information/knowledge is too 
limited to encourage trainees’ self-studying. 

• These training materials can be used appropriately and effectively in project development, manage-
ment and implementation in other ODA projects in the Health Sector.

II: Effectiveness of  training activities:

• “Considerable improvements are found in the leadership skills refl ected by better understanding of  
the policy fundamentals governing and/or directing the task of  international cooperation in the 
health sector and balancing between the priorities and scare resources” (quoted).

• “Impressive improvements in the project management capacity are reported at all stage of  the 
project cycle” (quoted).

Comment: These fi ndings/conclusions seem to rest on a rating made by the trainees themselves as 
understood from the text. The rating is given on a 1–5 scale but the baseline is not clearly stated so here 
is some confusion on how this conclusion was arrived at. It is not clear whether the participants rated 
themselves twice and if  so, the time period in between is not stated.

These conclusions presented above are drawn from secondary data, questionnaires and interview data. 

Discussion

A short summary of  main fi ndings would have been an asset. However, the fi ndings are a direct re-
sponse to the objectives and are discussed intertwined with a discussion on the fi ndings. Critical remarks 
and refl ections based on the competence and experience of  the evaluation team are presented to 
underpin the conclusions. 

Conclusions/Recommendations

The Major recommendations are a summary of  fi ndings with suggestions on how to improve the 
curriculum and the training. Following this section is also an even more detailed part on how to improve 
the curriculum and the training.

Strengths of the study:
• This study is of  rather high quality in terms of  structure and content. 

• Almost all fi ndings are based on sampled data and the authors are well of  aware of  strengths and 
weaknesses in performing such a study. 

• There is a section on limitations of  the study, which is adequate.

Weaknesses of the study:
• Some information is lacking and there are also some issues that need clarifi cation as mentioned 

above;

• There is no indication of  sex and age of  study participants;

• Some of  the fi ndings related to leadership and management capacity are only grounded in ratings 
made by the study participants while no independent rating was made;
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Validity and reliability:
The validity and reliability of  the study are judged as good with the reservation made that the fi ndings 
and conclusions rest on self-ratings and no independent observations were made of  leadership and 
management capacity.

Findings (for the main report):
• The contents introduced in the training curricula are basically useful, practical and satisfactory as a 

set of  basic and necessary manuals on how to develop and manage ODA projects;

• As skills and experience in the implementation of  ODA project grow higher, this curriculum should 
be revised and supplemented in order to meet higher training requirements;

• Trainees rate their management, leadership and planning capacity as improved, taking into account 
the rather low level of  skills in this area at baseline.

Review of  evaluation study 6: 

Towards International Research Standards: External evaluation of  policy research in the Health Policy Component during 

2003–2004.

Summary of  study: This well-performed, clear and well-structured study seeks to evaluate the quality of  
the health policy-oriented research conducted within the context of  Vietnam-Sweden Health Coopera-
tion (VSHC/HPSD) in the period 2002–2006 and at identifying areas that could be improved. Initially 
15 studies were planned to be performed during this period, however, 14 were launched as per May 
2005. At the time of  this evaluation, only two were available in a completed format, two were in a draft 
form and the others were still ongoing. As a result, 14 research protocols and two studies were evalu-
ated.

Objectives of  this study: 

• To evaluate the appropriateness of  the design and methods used as well as quality of  the research 
undertaken or promoted in the period 2003 to 2004, including all completed and on-going studies 
(quality);

• To evaluate the extent to which the management and coordination of  the research, sponsored by the 
HPU, were able to ensure relevance, usefulness and cost-effectiveness of  the research (relevance); 

• To assess the extent to which and how results of  the health policy research have fed or feeds into 
policymaking (including all completed and ongoing studies done in 2003 to 2004) (appropriateness);

• Identify areas that could be improved and make suggestions for reforms in the processes adopted by 
HPU for undertaking/promoting policy research, including monitoring, supervision and quality 
control (the research management process). 

Material and Methods

A desk study to review the research protocols and the two fi nalised studies, eight so-called in-depth 
interviews and one focus group discussion were conducted. 

The study population consisted of  MOH policy makers, long-term advisors at HPU, 

researchers from Hanoi Medical School, Thai Nguyen University School of  Medicine, and Uong Bi-
Thuy Dien general hospital. The group discussion was conducted among HPU staff  to clarify the 
process of  health policy research management at the HPU. There is no mentioning of  sex or age of  the 
study participants.
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Methods of  analysis

The frameworks used for analysis are well outlined and presented in Annexes, for the review of  docu-
ments as well as for the interviews. However, scrutinising the format for the interviews it seems the 
issues are phrased as structured questions (and not as themes for in-depth interviews) but leaving room 
for extended comments. The interview guide for the focus group discussion display open-ended themes 
to be discussed. 

Findings

Table 1 displays an overview of  the studies/research protocols accessible to the evaluation team at the 
time for the evaluation.

It is concluded that all the 14 on-going research projects are of  relevance to identifi ed social needs, to 
the national health objectives defi ned, and to fi nancial capacity. 

As relates to the quality of  the research protocols, the evaluation team found that there were no re-
search protocols developed that live up to the standard of  such documents, but instead AOPs were used 
(Activity Operation Proposals). These were structured as evidence to help HPU managers to manage 
the budget line by activities in the health policy component project document, rather than being 
research protocols, see further page 15 for clarifying why these are of  inferior status as to research 
protocols. It is stated that a possible explanation for not having standard research protocols for health 
policy research is that there is no differentiation between research and other kinds of  activities in the 
process of  policy development. The evaluators therefore conclude that a format for a good health 
policy research protocol is at present not worked out by HPU. As for the quality of  the two fi nalized 
studies, the two evaluators found that for strengthening quality of  the research within the health policy 
component context, the capacity of  the researchers should be evaluated carefully as relates to all stages 
in the research process.

The issue of  appropriateness is not much dealt with, i.e. whether the research performed will inform 
the policy formulation process and act as a fi rm base for decision-making. This is of  course too early as 
only two studies so far are available in a fi nalised state. Instead there is an important discussion on the 
different bodies (HPU, HSPI, DST, DPF) and there respective responsibilities in relation to health 
policy research.

Suggestions for improvements are given, directed at the HPU, on how to improve their processes and 
procedures when managing scientifi c studies to inform health policy.

Strengths of this study: 
• This study is fi rmly based in scientifi c thinking with a clear structure and well worked out theoretical 

frameworks for assessing the evaluation studies;

• It has well phrased objectives and the results section is a direct response to these;

• The selection of  participants seem to be well thought through;

• The summary gives an excellent idea of  what this study set out to evaluate;

Weaknesses of this study:
• The selection of  participants is not done with consideration taken to sex, age or educational level;

• A list of  people interviewed is given, which risks a bias in the interviews, as participants might not 
feel free to speak. However, names are not given for citations;

• The so-called in-depth interviews appear to have been in the form of  structured interviews with 
possibility for the interviewee to elaborate on the issues;

• Spelling errors and some minor language errors are to be corrected (HPU is often called PHU); 

• To few studies were fi nalised when this evaluation took place, which limits the usefulness of  this study 
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Validity and reliability: 
This study uses well-structured frameworks for analysis (presented in annexes) that are based on scien-
tifi c principles. The selection of  participants seems appropriate. All through the report, there is a critical 
thinking applied and the conclusions and recommendations are based on the fi ndings. The reliability is 
also judged as high as citations are unidentifi able, but study participants are identifi ed by names in a 
list, which might exert infl uence on reliability. 

Findings (for the main report):
• The protocols applied for the health policy studies are not living up to the standards set for scientifi c 

research;

• The ongoing and fi nalised studies are relevant as relates to identifi ed social needs, to the national 
health objectives, and to the fi nancial capacity;

• The staff  at the HPU are at present not managing the research studies suffi ciently and frameworks 
and formats for how the studies are to be carried out need to be worked out;

• Too few of  the launched studies were fi nalised at the time of  the evaluation, which makes it impos-
sible to judge the overall quality of  these and whether they are useful to inform policymakers.

Review of  evaluation study 7:

The initial comments on the health policy and strategy formulation in Vietnam by reviewing two national policies on 

prevention of  accidents and injuries/building safe community and prevention of  harmful effects of  tobacco

Summary of  the study: The Government of  Vietnam, in 2001, issued the National policy on the preven-
tion of  accidents and injuries and the National policy on the prevention of  the harmful effects of  
tobacco, for the period 2002–2010. Before this study was undertaken, no review or systematic evalua-
tion on the establishment and implementation of  the two national policies had been undertaken. 
However, Vietnamese data verifi ed that smoking was a male habit mainly, causing disease and early 
deaths and accidents affected women, men and children and was rated as the leading cause of  hospital 
deaths.

The objectives of  this study were to (quoted):

• Identify the activities that had been conducted before the establishment of  strategies and policies for 
the two programmes. The lessons of  experience on the development of  policies with the multi-sector 
participation by looking back at the process of  formulating strategies and policies of  these two 
programmes.

• Reviewing and assessing the practicality and necessity of  the two strategies by evaluating the project 
activities that have been conducted since October 2002.

• Making recommendations to the procedure of  establishing and developing other health policies and 
strategies in the future, especially those with multi-sector participation, general coordination, 
management and steering of  the National Committee and the Steering Board. 

The methods used were desk study of  reference documents, group discussions and ‘in-depth’ interviews 
however, it is also stated that the interviews were based on a semi-structured questionnaire. The term 
‘in-depth’ is probably somewhat misleading here and it is understood from the study that semi-struc-
tured interviews were applied.

The study population comprised representatives from ministerial departments, the health policy unit and 
programme staff  of  the accident and injury prevention programme (AI) and the tobacco control 
programme (TC) as well as representatives from related sectors. At province, district and commune 
level, group discussions and interviews were held with steering boards of  the two programmes and with 
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local inhabitants. In all, 20 group discussions and 102 interviews were performed covering seven cities/
provinces.

Findings

The fi ndings section is rather lengthy and it is somewhat diffi cult to follow the structure. It further 
covers a lot more than stated in the objectives, which makes the reading somewhat diffi cult. This section 
would benefi t from having a section summarising the fi ndings in relation to set objectives. There are 
also language problems in the text.

In response to the objectives as stated above, it was concluded that there had not been any pre-studies 
on accidents and injuries to verify the seriousness of  the problem and to inform policy, but this public 
health problem was identifi ed on the basis of  ‘humanity’ as it was well known from international 
statistics and also from Vietnamese data that accident and injuries cause high numbers of  early deaths 
and serious disease. There was also a strong support from the international society and from local 
researchers, who contributed in pushing these two issues forward. The projects were set up as multi-
sectoral programmes, involving the police and a number of  ministries and departments. Tobacco 
smoking was also identifi ed as carrying a specifi c problem as the MoH wanted to restrict consumption 
due to its effects on health while at the same time tobacco gave tax revenues.

In setting up a policy and formulating a strategy, some lessons were drawn from the pilot phase, such as 
the necessity of  commitment from local administrations at different levels and of  reasonable budget 
allocations to these levels. It is also said that the support from foreign experts were of  utmost impor-
tance for formulating the policy and it is further underscored that scientists need to be involved as the 
policy must rest on scientifi c understanding of  the problem in question. 

In the process of  establishing a policy for these two public health problems (AI and TC), fi nding a 
coordinating agency became problematic and for the AI project there is still no coordinating body in 
place at ministerial level. It was further found that the absence of  a coordinating body for the accident 
and injury prevention programme at central level and the rotation of  people due to elections at the 
local level limited the possibility of  achieving the objectives. The national programme for 2003–2005 
was never approved of  and no resources were allocated. Some sectors (transport) carried out activities 
anyway but doubts are raised whether any activities have been implemented in the provinces as there 
was no clear description of  roles and with the multi-sectoral approach it became complicated to fi nd a 
common way for implementation. (There is an error on page 27 fi rst line: it is referred to tobacco 
control and not to accidents and injuries here).

Summary of  achievements of  the two policies as stated in the report:

• Legislative frameworks were created with legal documents to improve the implementation of  the 
programme activities within some sectors; 

• The Government of  Vietnam became one of  the signatories of  the International convention on 
tobacco control and prevention, which facilitates implementation;

• An anti-smoking movement has been formed and activities have been carried out in ministries, 
sectors and organisations and awareness is improving in the community; 

• The number of  accidents and injuries were reduced (data from Thanh Liet);

• Steering committees are in place at different levels comprising administrative leaders, representatives 
from mass organisations and People’s Committees;

• The two programmes have become accepted by the communities;

• Accidents and injuries have been reduced at schools;

• The AI programme brought forward a discussion and some activities to prevent violence against 
women;
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• The AI programme is considered more effective than the TC programme;

Summary of  identifi ed problems surrounding the two policies:

• The policy of  AI prevention was not built on fi rm evidence;

• The multi-sectoral approach created confusion and slowed implementation;

• The organisational set up was not yet clear and a coordinating body was lacking at central level for 
the AI programme

• Whether activities have been carried out in provinces and districts is not clear (AI) as there was no 
overall plan and the local agencies therefore had diffi culties in designing detailed plans; 

• Budget allocation for activities were late and insuffi cient; 

• Written information seem not to have been disseminated to a suffi cient degree to local representa-
tives of  the programmes;

• The local inhabitants involvement is restricted to hearing about the programmes and most of  the 
rural people are judged not to have a clear understanding of  the programmes;

Strengths of this study:
• It set out as an ambitious study and selected participants carefully;

• A high number of  group discussions and interviews were performed at different levels;

Weaknesses of this study:
• No quantitative data is in place to judge the impact of  the two policies; it would have been an 

advantage if  also a questionnaire study had been performed with fi xed response alternatives;

• The study verifi es its fi ndings with frequent citations, which gives the opinion of  individuals but no 
overall picture;

• There is no attempt to summarise responses from interviews to fi nd a common picture on a certain 
theme;

• The fi ndings presentation is not easy to grasp and rather repetitive;

• The person behind a citation is not always indicated by position or location however, in some cases 
in a way that identifi es the person, which should be avoided.

Validity:
This is a qualitative study in the sense that only individuals’ opinions are at hand and no overall assess-
ment is made through a quantitative study. Validity is judged by how the participants were recruited, 
securing that the informants represent different sectors and levels in the organisation as well as being 
men and women of  different age groups etc. From this study, we do know from which levels the inform-
ants were recruited but nothing about gender division, age or educational level. In addition, the possi-
bility to remain anonymous is important for the informants to feel they can speak rather openly about 
matters, and this improve validity. There is however, no reason to doubt the information given as this 
was probably not a very sensitive matter to discuss. 

Reliability: 
Diffi cult to judge in a study like this, rather trustworthiness is to be considered. We believe the inform-
ants are carefully selected and trustworthiness is most probably accurate.

Findings (for the main report):
• The policies on tobacco control and accidents and injury prevention have had some impact as 

legislative frameworks were created and the Government of  Vietnam became one of  the signatories 
of  the International convention on tobacco control and prevention;

• The policy of  accident and injury prevention was not built on fi rm evidence;
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• The multi-sectoral approach created confusion and slowed implementation;

• The organisational set up was not clear and a coordinating body was lacking at central level for the 
accident and injury programme;

• Implementation of  accident and injury prevention activities in provinces, districts and communes 
were slowed due to lack of  an overall plan, and budget allocations for activities were late and 
insuffi cient; 

• The local inhabitants involvement seem to be restricted to hearing about the programmes and most 
of  the rural people do not to have a clear understanding of  the programmes;

• The AI programme brought forward a discussion and some activities related to the prevention of  
violence against women.

Review of  evaluation study 8:

Evaluation report of  the training sessions and workshops with the VSHC/HSPD in the 2002–2004 period.

Summary of  the study: This study set out to evaluate the 160 training sessions and 169 workshops per-
formed within the VSHC/HSPD during the years 2002 to 2004. The objectives were 1) to evaluate the 
impact of  the training/workshop activities; 2) to evaluate the relevance of  the delivery system of  the 
training/workshop activities and 3) to provide recommendations and formulating strategies for improv-
ing the activities.

The study population consisted of  749 people selected out of  a total of  4871 people who attended training 
sessions and 7489 people who participated in workshops, in all 12 360 people, corresponding to six 
percent of  the total eligible population. Further, 36 employers and 36 organisers were included in the 
sample. Of  the study participants, 39% were engaged in CBHD.

The data collection methods were: 1) desk study to evaluate secondary data; 2) questionnaires to the 749 
participants, response rate was 61%; 3) in-depth interviews with 108 people. There is no interview 
guide presented and it seems the questions posed were semi-structured. In a footnote (page 11), the 
interviewees are presented as six people from 18 different classes from eight components. Only fi ve of  
the six people are presented in the foot note (two participants, one organiser, one instructor, one em-
ployer) and the classes (training sessions) are not further described here but possibly correspond to the 
18 training sessions and workshops selected for the evaluation (Table on page 9). The participants are 
well described in relation to age, gender, educational level and working experience.

Design of  the study

The design is ambitious and can be understood as four ‘dimensions’ (applicability of  training activities; 
changes in understanding and attitudes; changes in on-the-job behaviour; changes in individual and 
institutional performance) will be investigated in relation to six ‘aspects’ (how the training activities 
impact on each of  the four dimensions, on components, across types of  workplace, across management 
positions and across gender). This is described in fi gures 4 and 5 (page 15, 17).

Findings

This section is described in relation to the four dimensions. Applicability of  the training, i.e. whether 
participants were able to apply what they learnt in their everyday practice, is judged to be generally 
high although there are differences between components as presented in Table 1 page 18. The source 
of  the data is not indicated, but it is probably derived from the questionnaire study. However, the group 
of  ‘neutrals’ is quite high, ranging from 25% to 66% with a mean of  37% and the ‘very agree’ mean is 
61%. The labelling of  the response alternatives is maybe not ideal, see footnote on page 18, using 
symbols. Citations are given to underpin the fi ndings from the questionnaire study, with names given 
for informants. 
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Changes in understanding and attitudes; it is concluded that there has been signifi cant improvements in 
understanding of  the focus areas and this is further described in Table 2. Taken together the ‘agree’ 
and ‘very agree’ groups indicate a mean positive response of  94%. The level of  change of  attitude is of  
similar size, i.e. mean value is 88% for the two most positive response groups. 

Change in behaviour; It is concluded that the level of  change in behaviour is lower than in change of  
attitudes, which is of  course to be expected. However, the two positive response alternatives together 
give a mean value of  74% who ‘agree’ or ‘very agree’ to that a change in behaviour has taken place, 
where the majority is found in the ‘agree’ group (Table 4, page 27).

Change in institutional performance is also remarkably high (mean 72%) although the group of  
‘neutrals’ is relatively high (mean 22%). 

Considering gender differences, males seem to be more positive than women in their judgement of  own 
performance, which is to be expected. This has been well commented on.

Strengths of the study:
• A careful selection of  participants

• The study participants are described in terms of  age, sex, educational level and working experience

• Data sampling techniques are varied

• Objectives are well described and followed up in the Results section

• A relevant framework is used for the analyses

• Results are well described

• The research team has a good critical analysis ability

• Analyses performed on many levels: components, type of  workplace, activities, management posi-
tions and gender groups

Weaknesses of the study:
• A high non-response rate on the questionnaire study (39%)

• he in-depth interviews are not well described and the interview guide is not presented, nor is the 
mode of  analysis

• All results are based on self-assessments and no more ‘objective’ methods have been employed (long-
term results measurement; observation/follow-up studies of  change of  procedures) 

• It is not possible to get a good idea of  the employers’ perceptions of  achievements among the 
employees

• The informants are not anonymous, which most probably restricted their sharing of  opinions

• The results section is rather lengthy and would benefi t from being more concentrated

• Only frequencies are used for the Results

• In Table 8 the symbols are confusing and the content of  the table not easy to understand (the happy 
smiles represents the worse situation?)

• The rather high non-response rate is not discussed

Reliability: 
In our judgement the reliability is rather good as the team has selected the participants carefully 
representing components, however there might be a bias towards CBHD as these were making up the 
majority of  the participants, and taking into consideration age, gender etc. The results indicate a rather 
high level of  agreement between study participants. However, there is some confusion as to the method 
used for the interviews and it is not possible from this study to judge whether the so-called in-depth 
interviews support the questionnaire data or not. 
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Validity:
The conclusions are drawn on self-assessments only, which is a weakness and the non-response rate is 
rather high, which implies that one has to be somewhat careful when drawing conclusions for the total 
population. However, the research team shows good insights into selection procedures and critical 
analysis of  results so the results are considered valid. 

Findings (for the main report):
• A considerable amount of  resources, both human and funds have been spent on training within 

VSHC/HPSD. The outcome of  the training sessions and workshops seem satisfactory but are based 
on self-assessments only, and might be somewhat overestimated.

• There is a lack of  more objective and long-term assessments of  results from training activities;

• The selection of  participants in terms of  representatives from components and other preparatory 
work was adequately done as well as pre- and post tests that were mostly applied, but the training 
needs were not systematically assessed among possible attendees before planning the training 
activities; 

• The participants in training courses and workshops were not equipped with essential teaching 
methods to be able to suffi ciently train colleagues at lower levels;

• There has been a lack of  feedback from participants to project components on how to improve the 
training.
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9.9 Annex 9 Envelope Economy and Public Administration

The following notes one the envelope culture is an effort to bring out what is known by outsiders about 
the envelope system. It is not based on any empirical evidence from the VSHC/HPSD, but based on 
general experience and anecdotal evidence from many sectors in Vietnam.

What do we know about the “envelope economy” or the “envelope 
culture” in the public administration in Vietnam? Very little! We 
know that it is there and we believe that it is an obstacle to injecting 
the right incentives for improved performance of  civil servants.

A search on the Internet for envelope culture or economy in Viet-
nam provides a couple of  sources for the subject. One is a site where 
we are told that people who tried to adopt a Vietnamese child had 
to give envelopes to offi cials to get the right papers. Another one 
reports about “envelope journalism” and a third one is about 
diffi culties in doing fi eld research in Vietnam without giving enve-
lopes.116 All these are anecdotal evidence about a habit of  making 
foreigners pay for services that should be free or at least only 
compensated by an offi cial fee. This could easily be categorized as 
corruption. In an article in an offi cial state owned Vietnamese 
paper, it is claimed that it is a “long-held view in society that slip-
ping someone an envelope is a harmless courtesy”.117 The same 
article claims that: “Receiving en envelope containing money at 
private and public meetings has become common practice in 
Vietnam; a cultural habit, some say. Reporter might get an envelope 
from press conferences or give an envelope to their sources. Doctor 
might get envelopes from patients for treatment. Teachers might get 
envelopes on special occasions from parents of  pupils”. We know 
from experience that the gifts brought to wedding parties are envelopes containing money. At one point, 
in 2001, the GOV imposed a maximum ceiling on such gifts to civil servants with the purpose of  
limiting abuse of  positions in the administration.

The cases on adoption, journalism and research cited above are not part of  the established envelope 
culture in the public administration. This is more like what one article calls “the user-pays principle”, 
which obviously follows upon economic transition and the huge income differentials between, for 
example, visiting researchers and most people in Vietnam. This is not a practice that merits the label of  
corruption – even if  most outside observers would disagree – but instead a very common example of  
what economists would call rent-seeking behaviour. It appears in all transitions economies, where 
economic rents get high, temporarily even extremely high, thus creating irresistible opportunities to 
benefi t. This phenomenon will disappear with decreasing inequalities and reduced rents118.

Leaving that part of  the issue behind, we focus instead on envelopes in the public administration. In 
this note, we are not trying to look at corruption. We have no agreed-upon defi nition of  corruption in 
Vietnam. We are looking at the envelope system within the public administration. Within the public 
administration, the use of  envelopes is attached to participation in meetings of  different kinds: meetings 

116  For envelopes in adoption: http://www.vvg-vietnam.com/vignettes_38.htm; For envelope in journalism: http://adt.lib.uts.
edu.au/uploads/approved/adt-NTSM20040721.160858/public/03chapter4toBibliography.pdf; Source about researchers: 
http://coombs.anu.edu.au/ASAA/conference/proceedings/Lloyd-C-ASAA2004.pdf;

117 Vietnam Investment Review, No 726, 12 month, 9 year, 2005.
118 This does not mean that the issue is completely innocent: when applied in the health sector to Vietnamese patients, rent-

seeking behaviour may severely reduce access and equity.

In other instances, we were directly 
asked for money—or more discrete-
ly, for an ‘envelope’—in exchange for 
various services or information, 
including for interviews with govern-
ment officials, university professors 
or museum researchers in their 
workplace. Occasionally, we obliged. 
Perhaps under the impression that a 
researcher’s budget is infinite, some 
researchers had been asked by state 
authorities to pay US$ 200 for a 
single map. Some foreigners had 
even abandoned research projects 
for this reason. ... One of us was 
confronted with the appalling 
situation where a government official 
offered to sell the only copies of a 
number of historical reports held in 
the office library after we had 
expressed interest in reading them. 
In such instances, the Vietnamese 
interpretation of a market economy 
and the user-pays principle has 
perhaps been taken too far. 

Source on research in footnote
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of  steering committees of  foreign funded projects, seminars, presentations of  reports, workshops and 
similar events. Most or all participants in such events are motivated by the envelope system. This is part 
of  the established incentive system of  the public administration. It is not new, it existed before doi moi. 

Sometimes envelopes are also used to convince other units or ministries to make the desired decisions. 
A line ministry may attach envelopes to project proposals that need to be approved by other ministries. 
In those cases, it might be claimed that the envelope system is corrupt as it is used to change decisions, 
not to compensate for participation in meetings.

Is the envelope funding within the public administration an offi cial or unoffi cial system? It is unoffi cial 
in the sense that no one would recognize its existence, but it is offi cial in the sense that all ministries are 
using it. It is there for everybody to see, who is working within the system.

Is the funding on-budget or off-budget? Well, it is not on-budget in the sense that it can be found as a 
line item in an offi cial ministry budget. But it is not completely off-budget either, because the funds are 
usually included under other budget lines, such as training, workshops, stakeholder meetings etc. 
Therefore, the answer is that we do not really know to what extent the envelope funds are on budget. 

Is the system transparent to outsiders? No, the system is not at all transparent to donors or consultant 
companies hired to implement donor funded projects. The lack of  transparency is of  course a major 
objection to the system as part of  good governance.

Who controls the envelopes and the size of  the funds inside? We have no idea. Some mechanism exists 
within each ministry. As a hypothesis regarding donor-funded project is that the responsible body on the 
Vietnamese side appoints someone responsible and allocates funding for the envelope system. As donors 
have observed, the donor-funded projects have a tendency to become “personalized” in the Vietnamese 
system. In a sort of  system of  patronage, the responsibility rests in the end with one individual. Without 
the attention of  that individual, the project will be lost in the administration. 

In line with modern management methods in donor countries, as well as with the Paris declaration, our 
shared ambition is to establish systems with an objective based management, leading to improved 
performance in development cooperation. This includes transparency and shared performance criteria 
with monetary and other rewards based on performance.

It seems clear that the envelope system currently in place in the Vietnamese public administration is not 
aligned with the shared values about donor-partner relations.

But why then is the system still in place? Apparently, the system so far offers some advantages to the 
public administration, otherwise it would have disappeared, one would assume. We have no answers to 
this question. The only tentative explanation we have heard is that the system serves to disclose how 
much civil servants actually earn. This is not convincing, as the system is very well known in Vietnam.

It would be part of  progress towards public administration reform for Vietnamese researchers to 
contribute to an analysis of  the envelope system, particularly in terms of  its advantages and disadvan-
tages for different stakeholders.
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9.11 Annex 11 People Met and Itinerary

Dr. Le Ngoc Trong, Vice Minister of  MOH

Mr. Gordon Tamm, CTA – VSHC

Dr. Hoang Thi Hiep, Director of  VSHC/HPSD 

Dr. Truong Thi Tan, DST, MOH, Secretary of  CBE

Ms. Nguyen Phuong Lan, Lecturer of  Thai Nguyen Medical School, Coordinator of  CBE

Dr. Cao Minh Quang, Director of  Vietnam Drug Administration – Head of  DMC1

Ms. Vu Thi Hiep, Secretary of  DMC 1

Mr. Nguyen Thien Tuong, Program Offi cer, DMC1

Ms. Trinh Thuc Anh, Pharmacist, Program Assistant, DMC1 

Mr. Chu Quoc Thinh, Program Assistant, DMC1

Ms. Luong Mai Anh, Secretary, Accident and Injury Prevention Component 

Dr. Nguyen Van Bien, Senior Program Offi cer, Accident and Injury Prevention Component

Dr. Ngo Thi Thu Huong, Ha Noi Health Services

Dr. Duong Ngoc Thanh, Xuan Dinh People Committee

Dr. Nguyen Anh Tuan, Tu Liem District Health Centre

Dr. Vu Thi Vi, Head of  Xuan Dinh Commune Health Centre

Mr. Duong Van Tan, Head of  Commune Cultural and Information Committee

Ms. Nguyen Thi Mau, President of  Xuan Dinh Vietnam Fatherland Front

Mr. Dong Quoc Vinh, President of  Xuan Dinh Veteran Association

Dr. Duong Huy Lieu, Director, Health Planning and Financing Department. Head of  HPC

Ms. Sara Bales, LTA, Health Policy Component

Mr. Egon Jonsson, LTA, Health Policy Component

Ms. Dang Boi Huong, Program Offi cer, Health Policy Unit

Mr. Nguyen Dang Vung, Secretary of  Health Policy Component

Mr. Nguyen Quang Cu, Senior PO, Health Policy Component

Dr. Ly Ngoc Kinh, Director of  Therapy Department, Head of  TCC

Ms. Phan Thi Hai, Secretary of  Tobacco Control Component

Mr. Dang Huy Hoang, Program Offi cer, Tobacco Control Component 

Mr. Nguyen Duc Anh, Program Offi cer, Tobacco Control Component 

Ms. Vu Thi Kim Lien, Accountant, Tobacco Control Component 

Ms. Nguyen Thu Huong, Assistant programme offi cer, Tobacco Control Component

Mr. Nguyen Viet Can, Dean of  Tu Liem High School

Ms. Hoang Thi A, Vice Dean of  Tu Liem High School

Mr. Le Quoc Truong, Vice Dean of  Tu Liem High School

Mr. Do Van Ha, Head of  Labour Union, Tu Liem High School

Mr. Le Ngoc Khoa, Head of  Youth Union, Tu Liem High School

Ms. Le Thi Huyen, Head of  Youth Union, Tu Liem High School
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Pupils – members of  Tobacco Control Club, Tu Liem High School

Dr. Thu Ba, Pupil Psychological and Physical Education Department, Ministry of  Education and 
Training

Dr. Duong Quoc Trong, Chief  Cabinet – MOH, Head of  PAR

Mr. Nguyen Huy Quang, Vice Director of  Legislation Department, Vice head of  PAR

Ms. Pham Thanh Binh, Ministry Cabinet, Secretary of  Public Administrative Reform

Mr. Cao Hung Thai, Department of  Organization and Manpower, MOH

Mr. Do Trung Hung, Legislation Department, MOH 

Prof. Pham Trong Thanh, Senior Program Offi cer, Public Administrative Reform

Ms. Phung Lan Huong, Deputy Head of  Program Management and Coordination Unit

Dr. Phan Thuc Anh, Senior Program Offi cer, Program Management and Coordination Component

Ms. Nguyen Thu Cuong, Program Accountant for HPC and AIPC

Mr. Duong Quang Tao, IT Offi cer

Ms. Tran Kim Dung, Program Accountant for TCC, DMC1, DMC2

Ms. To Hai Ly, Program Accountant for PMCC, PAR

Ms. Ta Thi Hoa Binh, Program Accountant for CBHD and CBE

Ms. Nguyen Thi Phuong Cham, Pharmacist, Secretary, Drug Management Component2

Dr. Dang Thu Ha, Program Offi cer, Drug Management Component 2

Ms. Hoang Thu Thuy, Program Offi cer, Drug Management Component 2

Ms. Dang Thi Minh, Program Accountant, Drug Management Component 2

Ms. Le Thu Huong, Administrator, Drug Management Component 2

Ms. Pham Thanh Huyen, Program Assistant, Drug Management Component 2

Ms. Vu Giang Nam, Interpreter, Drug Management Component 2

Mr. Nguyen Xuan Son, Secretary of  Community Based Health Development Component 

Ms. Tran Kim Ngan, Program Offi cer, Community Based Health Development Component 

Dr. Luong Van Hom, Vice Director Yen Bai Provincial Health Services, Vice Director of  Provincial 
Management Board for CBHD

Mr. Nguyen Duy Dat, Deputy Director, Technical Department, Yen Bai Provincial Health Services

Mr. Bach Anh Tuan, Secretary of  CBHD, Yen Bai Provincial Health Services

Dr. Nguyen Thi Nam, Director, Van Yen District Health Centre

Dr. Nguyen Van Tam, Vice Director, Van Yen District Health Centre

Dr. Cao Ngoc Thang – Vice Director, Van Yen District Health Centre

Ms. Mai Thi Sang, Accountant, Vice Director, Van Yen District Health Centre

Mr. Trieu Dinh Thai, Secretary of  Communist Party, Tan Hop Commune Van Yen District

Mr. Trieu Quoc Dinh, Chairman of  People Committee, Tan Hop Commune 

Ms. Tran Thi Tuyet, Second Secretary of  Communist Party, Tan Hop Commune 

Mr. Truong Van Gao, Vice Chairman of  People Committee, Tan Hop Commune 

Mr. Nguyen Ngoc Sang, Head of  Farmer Association, Tan Hop Commune 

Mr. Trieu Dinh Moc, Head of  Veteran Association, Tan Hop Commune 
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Mr. Hoa Xuan Chinh, Administrator, Tan Hop Commune 

Mr. Tran Trung Nguyen, Legislation Offi cer, Tan Hop Commune 

Mr. Trieu Dinh Thao, Assistant Doctor, Tan Hop Commune Health Centre

Ms. Ngo Thi Tinh, Assistant Doctor, Tan Hop Commune Health Centre

Ms. Nguyen Thi Ty, Assistant Doctor, Head of  Tan Hop Commune Health Centre

Ms. Tran Thi Nhung, Financial Offi cer, Tan Hop Commune 

Mr. Do Dac Cuong, Administrator, Tan Hop Commune 

Mr. Nguyen Xuan Hoa, Secretary of  Youth Union, Tan Hop Commune

Ms. Nguyen Thi Nam, Assistant Doctor, Tan Hop Commune Health Centre

Mr. Tran Hong Dieu, Vice President of  People Council, Tan Hop Commune 

Dr. Dam Viet Cuong, Director of  Health Strategy and Policy Institute

Dr. Trinh Hung Cuong, Health Strategy and Policy Institute

Dr. Nguyen Bach Ngoc, Health Strategy and Policy Institute

Dr. Pham Hong Van, Health Strategy and Policy Institute

Ms. Vu Minh Hahn, Health Strategy and Policy Institute

Ms. Nguyen Khanh Phuong, Pharmacist, Health Strategy and Policy Institute

Mr. Pham Van Diem, Director General, International Cooperation Department, Ministry of  Home 
Affairs

Ms. Tran Thi Lien Huong, Expert, International Cooperation Department, Ministry of  Home Affairs

Professor Pham Manh Hung, Vice Chairman of  Central Commission for Science and Education

Dr. Nguyen Van Bach, Deputy Chief  of  Chancellery, Central Commission for Science and Education

Mr. Vu Duy Tuan, Expert, Department for North-Western Europe and North America Affairs

Dr. Nguyen Thi Kim Lien, Director of  Health Department, Central Commission for Science and 
Education

Ms. Anna Runeborg, First Secretary, Embassy of  Sweden, Sida.

Mr. Pham Nguyen Ha, National Program Offi cer, Sida

Mr. Jan-Olov Agrell, Minister, Development Cooperation, Sida

Mr. Nguyen Quang Ngoc, National Program Offi cer, Administration Reform Programme, Sida

Mr. Jan Essner, Asia Department, Sida

Mr. Samuel Egerö, Asia Department, Sida

Mr. Anders Molin, Head, Health Division, Sida

Ms. Susanne Lokrantz, Health Division, Sida

Mr. Hans Norgren, Director, Sipu International

Mr. Björn Bengtsson, Managing Director, Sipu International

Ms. Liz Carlbom, Former LTA of  the Aid Management and Cooperation (until 2002) as well as of  
VSHC/HPSD

Mr. Anders Norman, Former LTA of  CBHD, VSHC

Mr Bjorn Ekman, LTA to Department of  Planning and Finance, Ministry of  Health

Mr. Carl-Michael Coyet, Consultant to VSHC
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Dr. Halvor J. Kolshus, Chief  Technical Advisor, Poverty Alleviation “Chia Se” Program

Dr. Hans Troedsson, Country Representative, WHO

Ms. Anouk Van Neck, Team Leader, Social Sectors, European Commission

Ms. Anne-Claire Leon, Second Secretary, Cooperation Section, European Commission

Mr. Samuel S. Lieberman, Sector Coordinator, Human Development Sector Unit, the World Bank, 
Hanoi

Itinerary in Vietnam May 16–June 5, 2005

Evaluation Programme 16 May–5 June 2005
Week 20

Mon. 16
8.30

10.00
15.00

Team meeting, Horison Hotel
Meeting with Swedish Embassy
Meeting with PMCU and Component Secretaries 

Tue. 17
AM

11.00
13.30
16.00

Team work, meeting
Work lunch with CTA Gordon Tamm
Meeting with Vice Minister Le Ngoc Trong
Meeting with Carl-Michael Coyet, consultant to VSHC

Wed. 18
8.30–12.00

14.00–
Meeting with DMC1 Component
Open for Team work

Thu. 19
8.30

14.00–
Visit AIPC Pilot commune in Xuan Dinh
Meeting with AICP Secretary and Dr. Bien, Programme officer

Fri. 20
9.00

12.30
14.00

Meeting with HPC Component
Work Lunch with Egon Jonsson, LTA Health policy
Meeting with CBHD Component

Week 21

Mon. 23
9.00

13.30–16.00
15.00
16.00

Meeting with TCC Component
Visit TCC School in Tu Liem 
Meeting with Dr. Hiep and Ms. Dung
Team meeting on outline and vision

Tue. 24
8.30–12.00

12.30
14.00
17.00

Meeting with PAR Component
Work lunch with Anders Norman
Meeting with PMC
Meeting with WHO Hans Troedsson

Wed. 25
8.30
9.30

11.00
14.00 

Team Work on first write-up assignments
Meeting with Mr. Ngoc, Swedish Embassy, Sida funded Public Administration Reform Programme
Team Work continued
Meeting with DMC2 Component

Thu. 26
8.30–12.00

14.00
Meeting with CBE Component (to be confirmed) 
Meeting with EC Anouk Van-Neck and Anne-Claire Leon

Fri. 27
9.00

15.00
Meeting with Health Policy and Strategy Institute 
Meeting with Sida funded Poverty Alleviation Chia Se Programme, at MPI, 2 Hoang Van Thu. Project 
Building (white building), Room 303. Contact: Halvour 0912 622 771

Sat. 28
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Sun. 29
14.00

Go to Yen Bai: Vietnamese Team members meet with project in the VSHC/HPSD office at 14.00; 
Swedish team members picked up at the hotel just after 14.00

Week 22

Mon. 30 Field visit in Yen Bai 

Tue. 31
9.00

15.30
16.00

Meeting with Swedish Embassy/Sida, Jan-Olov Agrell, Anna Runeborg, Mr. Ha
Pick-up at Swedish Embassy
Meeting with prof. Pham Manh Hung at 1b Hoang Van Thu

Wed. 1
8.30

13.00
16.00

Team work on debriefing note
Meeting with Sida, Anna Runeborg, Mr. Ha
MoH Planning and Finance Dept., Dr. Duong Huy Lieu.

Thu. 2
8.30

PM
15.00
18.30

Meeting with MOHA, DPA and ICD at 37 A Nguyen Binh Khiem, contact Mr Ngoi, office 9780869, 
mobile 0912476097
Team preparing debriefing note
Meeting with CTA Gordon Tamm
Continue debriefing note
Dinner at Anna Runeborg’s residence

Fri. 3
9.00

AM
14.00

PM

Debrief at the Embassy
Team work: wrap-up – planning ahead
Debrief at VSHC/HPSD 
Team get together
Gunilla Krantz leaves Vietnam

Sat. 4

Sun. 5 Jan Valdelin leaves Vietnam

Note:  Nine components/Sub-components of the VSHC/HPSD: Health Policy, Drug Management 1 & 2, Accident and Injury Prevention, 
CBHD, PMCU, Tobacco Control, Community Based Education (CBE), and PAR.

The team’s interview mission also included a three-day visit to Stockholm in June 2005 to meet Sida 
Stockholm, Sipu International and former LTAs in the programme.
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