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Abstract

The current efforts at mobilising greater financial resources for improving
health conditions in developing countries, of which the Commission on Macr-
occonomics and Health (CMH) forms part, rest on two fundamental assump-
tions. Irstly, that lack of financing, and international development assistance in
particular, has been a major reason for lack of improvement in health status and
even a worsening of health conditions in many developing countries. And sec-
ondly, following from this, that increased financial allocations to the health sec-
tor will effectively turn the trend.

We know from studies of aid that mere financial transfers alone in most cases
will not be enough. The health system itself needs reform. Swedish develop-
ment assistance in health (DAH) to Vietnam is a case in point. It was concluded
in a recent evaluation of the Vietnam-Sweden Health Cooperation that it “has
made significant contributions in assisting Ministry of Health tackling the tur-
moil of transition”. In this paper we will contribute to broadening the under-
standing of the effectiveness of DAH by looking at the experience of coopera-
tion between Vietnam’s Ministry of Health and Sida, lasting nearly 30 years.

Acknowledging one of the main conclusions in the well-known Assessing Aid
study by the World Bank, that “ideas work better than money in generating re-
form”, we pose the question of how this happens most effectively. Swedish DAH
to Vietnam demonstrates the importance of fostering institutional learning — on
both sides — and the many difficulties in the way of achieving this. An important
lesson 1s the value of long-term commitment and the building of relationships,
all of which are qualities that are endangered in today’s volatile aid business.
Another lesson relates to the limitations of rational planning. Investing in re-
form means operating in an institutional and political environment where other
forces than the aid relationship dictate progress.
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1 Aid and reform: what is the link?

1.1 Improving health is politics

There have been dramatic improvements in peoples’ health conditions globally
over the last fifty years, and Vietnam is a testimony to this, but for large popula-
tions the trend has now turned. The reasons are of course complex, having to
do with the intricate interplay between man, society and nature. There are con-
stant changes in the biological and physical environment of human beings —
new diseases emerge and old ones find fertile ground for expansion. Man’s abil-
ity to combat, constrain and adapt to these changes varies enormously, at both
an individual and a societal level. This relates to problems of poverty as well as
to the economic resources and governance of societies at large. It is argued that
health is both a cause and an effect in these interrelations.

Poor health conditions are both a cause and effect of poverty, of a national
economy’s ability to grow, and even a country’s ability to maintain legitimate
and good governance. Although high-income countries tend to have better
health, we know that there is no automatic correlation between wealth and good
health, at a societal level — as for individuals. Another correlation, between
equality and good health, appears to be stronger. This indicates the very impor-
tant role of politics and the type of policies and systems of governance under-
pinning health systems, and the role of economic and redistributive policies in
general.

The World Health Report 2000 makes health systems performance the core
theme.' The report defines four basic functions of a health system (see Figure 1):
stewardship (or governance), financing, creating resources (physical and hu-
man), and delivering services. The attainment of the system depends, firstly, on
its ability to improve health for all. To achieve this, the report argues, two partic-
ular factors have to be added to the model: the system has to be responsive to peo-
ple’s expectations of how they should be treated as human beings; and its financ-
ing must be fair, meaning that the costs of the system are distributed among house-
holds according to their ability to pay rather than to the risk of illness. It is obvi-
ous that these objectives cannot be met unless there is the political will and a sys-
tem of governance that is able to regulate, in various ways, transactions between
providers of health services and people seeking treatment.

Vietnam represents an interesting case in this respect. The economic reforms
that were gradually introduced in the latter part of the 1980s turned out to have
fundamental impacts on the functioning of the health system, much of which
were unintended. This posed major challenges to health policy and the govern-
ance of the system. Today, Government and its Ministry of Health are in the
midst of a reform process searching for viable policy responses that effectively
address the new trends in the health situation, and Swedish development assist-
ance in health (DAH) is part of this effort. Recent trends in Vietnam’s health sit-
uation include:

* Growing inequalities in access to health services.

' World Health Organization. The World Health Report 2000 — Health Systems: Improving performance. Geneva,
2000
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* A dramatic decline in both provision and utilisation of public primary
health care services.

* Increased pressure on tertiary services.
= Increased self-medication with the liberalisation of the drug market.

= New causes of morbidity and mortality associated with economic
development.

Stewardship

Creating Delivering

/ resources —» | services
Financing

Responsiveness

> |\ Heath

Fairness

Fgure 1: Factors in a well-functioning health system (WHO)

These trends represent challenges to policy that touch on basic political ques-
tions and go far beyond mere technical solutions to medical treatment and serv-
ice delivery, namely questions of equal rights and the role of government versus
private sector. The differences between rich and poor in Vietnam will in all like-
lihood continue to increase, and we have not yet seen the end of the crisis in the
public sector — both financially and morally. Still, Government and the Party
remain committed to equity-oriented health policies, and there is no doubt that
this has wide popular support:

The humanitarian nature and socialist orientation of health activities demand
equity in the provision of health care. Circumstances where a poor and sick pa-
tient 1s denied medical treatment because of his/her lack of money should be
put to an end.”

Can aid effectively assist Vietnam in fulfilling these political ambitions in health
care?

1.2 Aid cannot buy reform

Much of the development aid debate is overly focused on the volume of aid. It
remains an objective by itself, without adequately addressing its effectiveness.
Success 1s measured in terms of pledges and disbursement. While this serves the
interests at least of donor organisations, there is a growing volume of studies
showing that there is no positive correlation between the size of aid and its effec-
tiveness — i.e. the attainment of development goals.

Aid as a pure monetary resource is most effective in countries with well-func-
tioning institutions, the “right” policies, and a governance system ensuring pop-
ular participation and accountability, the Assessing Aid study of the World Bank

% Socialist Republic of Vietnam, Strategic Orientation_for People’s Health Care and Protection in the Period of 1996~
2000, Ministry of Health, Hanoi, 1996
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concluded.” And the dilemma for donors is that these countries are generally
not the most needy if we see aid as a means of closing the many big gaps be-
tween the current level of development indicators and the international devel-
opment targets (ID'Is) that have been formulated. A set of 5 targets and corre-
sponding indicators were endorsed by OECD’s Development Assistance Com-
mittee in 1996, and it is worth noting that for four of them people’s health status
has been selected as the development barometer. These include infant and child
mortality (IDT: the death rate of infants and children under five years to be re-
duced by two-thirds of the 1990 level by 2015), maternal mortality (IDIT* to be
reduced by three-quarters of the 1990 level by 2015), reproductive health (IDT:
services to be available through the primary health care system to all who need
them by 2015), and HIV/AIDS prevalence (ID'T: achieve a reduction of a quar-
ter in the HIV infection rate among 15 to 24-year-olds by 2005).

Generally, where the gaps to cover in terms of health indicators are the widest,
the problems of institutional capacity, policy environment and governance sys-
tem are at the same time the greatest. This represents the classical need-ability
dilemma in development aid. When translating the findings of the Assessing Aid
study into concrete recommendations to donors, for instance in a recent report
on Norwegian aid, Collier and Dollar take the position that a country’s policy
performance should be the major factor in decisions on aid disbursement. The
highest priority would be given to good performers with the highest rates of
poverty. Aid should not be allocated on the basis of need alone, or of the donor’s
own strategic interests, which seems to have been the dominant pattern so far.*
The corollary to this argument is that a process of reforming the health sector
has to be firmly established before large amounts of DAH will make an impact
on the health status of a county’s population.

The position of Collier and Dollar understandably provokes reactions from
those who give primacy to the humanitarian rationale for aid, and promote
rights-based approaches to development such as in access to health services.
The recent global health initiatives (e.g. Roll Back Malaria, Stop TB and Global
Alliance on Vaccines and Immunisation — GAVI) seem to be driven by such con-
cerns, largely downplaying the issue of aid effectiveness.

If the aid and reform argument holds true, the basic question is whether donors
just have to wait until national reform processes reaches the required state of
maturity, or whether there is anything aid can do to stimulate such processes of
reform? The findings of the Assessing Aid study has been further corroborated by
a recently published study on Aid and Reform in Africa:’

That the 10 countries in our study all received large amounts of aid, including
conditional loans, yet ended up with vastly different policies suggests that aid
is not a primary determinant of policy (p.2)

The key to successful reform is a political movement for change, and donors
cannot do very much to generate this (p.34)

* World Bank. What Works, What Doesn’t, and Why. Oxford University Press, 1998

* Collier, Paul and David Dollar. An Assessment of the Effects of Norwegian Development Assistance on Poverly
Reduction and Conflict Prevention. Development Rescarch Group, World Bank, Washington DC, March 2001
’ Devarajan, Shantayanan, David R. Dollar and Torgny Holmgren (eds.). Aid and Reform in Africa — Lessons
Jrom Ten Case Studies. World Bank, Washington DC, 2001
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Where Assessing Aid concluded fairly categorically that variables under donors’
control had no influence on the success or failure of reform, based on econo-
metric correlation, Aid and Reform in Africa brought in a more nuanced picture
based on the analysis of concrete national political processes. It does not con-
clude that policy is entirely independent of aid. There is the negative influence
of aid on policy — that large amounts of aid to countries with bad policy tend to
sustain those poor policies. But there is evidence of positive impacts as well:

The lessons from the Ghana and Uganda cases [classified as successful re-
formers according to the study, our comment] are that donors should concen-
trate on technical assistance and other soft support without large-scale budget
or balance of payments support in the phase before governments are serious
about reform (p. 6)

Generally, we can distinguish between three types of strategic approaches by aid
agencies for promoting policy reform. There are the two forms indicated above,
1.e. the buying of reform using the volume of the aid as a carrot for accepting
donors’ advice, and secondly the stimulation of reform through a mutual learn-
ing approach involving sharing of ideas in a more open-ended partnership. The
third type is the well-known coercing of reform, by attaching policy conditional-
ity to the aid or loan agreement.

According to Joan Nelson, in a study from 1996, the diminishing use of condi-
tional loans reflects a growing belief that their effectiveness was limited.® The
initial economic policy reforms focusing on stabilisation — fiscal balance and re-
duced inflation — involved a limited and concrete repertoire of changes in mac-
roeconomic policy that in most countries could be effected by a small circle of
high-level economic officials of government. The components of later phases
of economic reform, moving towards liberalisation — reducing government con-
trols over the economy, privatisation and promotion of the private sector — and
the rehabilitation of essential public sector functions involved progressively
more complex institutional reforms. It is virtually impossible to carry out finan-
cial sector reforms or labour market liberalisation in the same manner as deval-
uation, Joan Nelson argued. The same can be said about health sector reform.

Hence, there 1s a growing consensus that wherever reform is required, aid can
neither buy it nor force it. Better than carrots and better than sticks are the ideas
that aid can contribute to those working for reform, accepting that policies, to be
effective, have to grow from national political processes. In that case, what can
we learn from aid in countries with successful reforms? Vietnam is one such
country, according to the World Bank, referring to its macroeconomic policies in
particular. Vietnam’s reform evolved from domestic pressures, but aid in the
pre-reform period, in the form of technical assistance and policy dialogue, was
helpful in shaping the reform. In the health sector, Sweden has been the main
donor contributing to reform.

We know from evaluations of technical assistance and policy dialogue, however,
that there is not only one way of doing this and that the history of aid in this
respect represents both successes and failures. I'rom Ghana and Uganda, ac-
cording to the World Bank, two lessons stand out: (a) that aid assisted the learn-

% Nelson, Joan M. ‘Promoting Policy Reform: The Twilight of Conditionality?, World Development, Vol. 24,
No. 9, pp. 1551-1559, 1996
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ing both from other countries and from their own policy experiments, and (b)
that processes of mutual learning between local counterparts and foreign ex-
perts were important. We shall see that there are similar lessons from the Viet-
nam-Sweden Health Cooperation (VSHC).” The aim of this paper is to improve
our understanding of fow this happened.

We know that aid can function as an important channel for new ideas, exchange
of experience and the gradual building of competence and capacity in organi-
sations critical for a well-functioning health system. And research tells us that
what determines the success of these aspects of aid 1s not the size of budgets.
Non-monetary factors play a far more important role in determining the effec-
tiveness of aid to reform. But what are these factors and how to take account of
them in aid planning? We are thinking about factors such as time, professional
quality, communication skills, patience, trust and finding the right partners. It is
of paramount importance that in a new drive for raising the levels of DAH we
do not overlook these hard-won — and costly — lessons.

1.3 Limits of rational planning

Another important concern is to warn against the tendency among donors to
look for instrumentalist strategies for aid. Supporting health system reform
means entering a terrain where classical methods of rational planning, based on
logical frameworks of cause and effect, are not well suited. The impacts of aid
remain largely unpredictable, which calls for rethinking both approaches to
planning as well as definitions of what aid effectiveness is.

This can be illustrated with an image from skeet shooting, a type of sport shoot-
ing that simulates bird hunting using shotguns. This poses two particular chal-
lenges to the shooter: he or she does not know in which direction the clay pigeon
will be released, and to hit the target he or she cannot aim at it directly when
pulling the trigger but has to judge where it is likely to be when the shot reaches
there. These challenges represent a good metaphor for illustrating what it is like
for an aid donor to aim at policy reform:

= The donor cannot dictate the direction of the reform.

® The donor has to be able to respond quickly when the direction is ob-
served.

= The donor has to adjust for the movement of the target.

= The donor has to use broad interventions (like shotgun ammunition) to
increase the probability of hitting.

And to complicate further this act of shooting, the donor rarely holds the gun
alone, and cannot single-mindedly pull the trigger. There are recipient institu-
tions involved. Getting this act of “tandem shooting” to work requires under-
standably a high level of cooperation and effective communication. It should
come as a surprise to nobody that the chances of missing the target remain high.
Investing in reform is a high-risk form of aid.

Therefore, to evaluate the role of Swedish aid and its effects on health sector
reform in Vietnam, it is necessary to problematise the concept of effectiveness, as it is

“ The term VSHC: was officially used from 1994 onwards, but we use the term for the full length of the
cooperation, since 1974.

8 HEALTH DIVISION DOCUMENT 2001:7



normally presented in the development jargon. The concept is generally based
on the notion of rational planning underpinning most development work, re-
sulting in a definition of effectiveness that is related to the extent to which inter-
ventions ‘reach their stated objectives’. Success, in other words, 1s linked to the
ability of planners to anticipate development trajectories. But this does not
make sense when we are dealing with political processes that are largely unpre-
dictable and when the linkage between aid and reform is tenuous.

This 1s not to say that aid does not have effects, as noted above, but we need to
revise the way we appreciate such effects. When we make the distinction be-
tween output (or immediate result) and effect (or outcome, impact), it remains as
a reasonable requirement on all development investments that outputs are
reached more or less as planned, but in moving to the level of effect or impact
the same argument is far from obvious.

= There are great limitations on the extent to which it is possible realistically
to predict the longer-term effects of aid on political processes. Hence,
stated objectives are only measurable if they are short-term and narrowly
defined — more like outputs. If broadly defined, they will have to serve the
purpose of development aspirations only, rendering any form of “measure-
ment “ of effectiveness meaningless.

= We have to expand our notion of effectiveness beyond the achievement of
planned targets, to include the more loosely defined “contribution” to
desirable development processes, which is observed ex post. What turns out
to be desirable cannot always be determined a priori — it may come as a
lesson from the development process itself. Aid can have, and often will
have, desirable effects that were unintended and could not be pre-planned.
The point is that by realising this one will apply a more iterative approach
to the planning of aid, and the ex post assessment of its effectiveness.

The case of the Vietnam-Sweden Health Cooperation (VSHC) is a good case
for illustrating these points. The overall objective of VSHC, in the current pro-
gramme agreement, is formulated as “contributing to an improvement in the
health status of the people of Vietnam”. This has been the main justification for
the cooperation since the start in 1974, but the Planning Document of 1994
does recognise the problem of measuring effectiveness in relation to this objec-
tive:’

(Nt will be intrinsically impossible to identify with any precision the extent to
which objectives are achieved as a result of (original emphasis) the support
and the extent to which objectives are achieved as a result of other factors
such as the Ministry’s own inputs.

The indicators given for each Support Area ... should be seen as general sets
of possible search areas for the further elaboration of indicators (in the form of
outcomes of activities) in the Plans of Operation.

When the planners entered these reservations and lack of specificity in a docu-
ment supposedly formulated on the basis of Sida’s new manual for result-orient-
ed planning; it reflected many years’ experience of working in Vietnam, and a

” Ministry of Health. ‘Planning Document for the Vietnam-Sweden Health Co-operation 1994-1999°.
Hanoi, 24 September 1994, p.12
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history where the approaches and the underlying assumptions about the role of
aid had changed considerably. It had been a history where Swedish aid consist-
ently had been faced with the criticism of missing the target, while at the same
time it was part of important processes of learning which influenced the pace
and content of reform in Vietnam. Do we see this as effectiveness or failure?

Swedish DAH to Vietnam has been significant in financial terms, but never a
dominant element of either Swedish aid to the country (never exceeding 15%) or
total aid to the Ministry of Health. Sweden disbursed a total of 1.1 billion SEK
(approx. 140 million USD) to Vietnam’s health sector between 1974 and 1999:
over 1974—1993, 926 million SEK, and over 1994—1999, 189 million SEK.

It is difficult to assess the relative importance of this assistance in financial
terms, for two main reasons. The Vietnamese dong was not a convertible curren-
cy for the main part of this period, and depending on the exchange rate used
(official or some estimated shadow rate) one will arrive at different levels of im-
portance. Besides, the official statistics on total health expenditure and the pub-
lic health budget are not fully reliable or available. From 1991 there is, however,
a consistent time series of public spending on health. This indicates an impres-
sive 20% annual rate of growth during the 1990s. The growth in development
assistance in health has been less, but again reliable figures on total aid disburse-
ments are not available.

In 1990 it was estimated that foreign aid constituted about 25% of the health
budget, with Sida and UN agencies (UNICEE, WHO, UNFPA and FAO) as the
main contributors. In 1998, the figure was 18%. The Ministry of Health has is-
sued a compilation of projects in the health sector up to the end of 1998 that
were supported by multilateral and bilateral agencies (excluding NGOs).? This
shows that Sweden only ranked 9" in terms of commitments, and 6" in terms of
disbursement. The World Bank had become a major player, with commitments
six times that of Sweden (with Japan as number two), but struggling with serious
disbursement problems. The disbursement of the World Bank was only slightly
above that of Sweden. Although, Sweden is no longer a dominant donor to the
health sector in financial terms, the nature of the aid relationship is still unique.

This relationship can partly be illustrated by disbursement figures for VSHC
during 1994-99. They reflect two important features of the cooperation — flexi-
bility and capacity building. Firstly, we see that much did not move as initially
planned within the various areas of support. This could have led to a stalemate
and protracted renegotiations, as has been the case in other aid relationships,
but there was enough trust and established goodwill to allow for flexibility — on
both sides. Secondly, there was a gradual change in the relative portion of in-
vestments in people versus investments in kind, at the expense of the latter, com-
pared with the original agreement. This can be seen, for instance, in the re-
duced support to “disadvantaged areas”, which initially included large amounts
of medical supplies, and the increase in support to “drug policy and control”,
which was more focused on policy work. This shift towards a much more de-
manding form of aid, in management terms, would not have been possible
without a gradual broadening of the partnership at the working level.

# Ministry of Health, ‘Compendium of on-going projects in the health sector at end 1998 classified by
programme’. Project Coordination Department. Hanoi, 2000
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Fagure 2: Disbursement of funds under VSHC 1994—1999 — million SEK

That there are limits to rational planning in this type of aid — aid to reform —
does not mean that planning in general is a waste of time. But it is an argument
for a different kind of planning — iterative planning. Rather than trying to
project investments for extended periods of time, following a means-end logic,
planners should focus on building mechanisms for responsiveness based on
learning by doing. This implies that most of the planning becomes an integral
part of implementation, rather than a distinct pre-project activity. Massive in-
vestment in project preparation, typical for instance of many donor sector pro-
grammes and loans, appears to be more attractive to donors and their partners
than the alternative, but seems not to pay off in terms of effectiveness. The al-
ternative requires a working relationship based on trust, continuity in staff, in-
sights and continuous dialogue. It implies the donor becoming much more a
party to the day-to-day implementation, and the learning from it, and for the
recipient being willing and able to engage in a process of mutual learning.

In the following section we will look at the main trends and events shaping the his-
torical development of VSHC, bringing it bit by bit closer to a mode of coopera-
tion that effectively stimulates policy reform. In the third section we will look at
some of the concrete approaches within the aid programme in more detail.
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2 Aiding Vietnam’s health system: a moving
target

The Vietnamese-Swedish bilateral cooperation is an interesting story of an aid
relationship that seems to have become more and more rare — that of a largely
politically motivated partnership surviving several decades of domestic political
turmoil and rapidly changing fads and fashions in the development business. It
has been subjected to major changes in Vietnam, the pace and direction of
which it was not possible for any planner to anticipate, and even less so foreign
aid bureaucrats and consultants. The mere continuity of the relationship seems
to have been an important factor in itself, determining the effects of the aid, al-
though the two parties rarely shared the same expectations along the road. An-
other factor has been the role of aid as a “laboratory” — mostly by default. We
can look at this history distinguishing between three main phases of post-war
development in Vietnam, which more or less overlap the turn of decades.

If we go back to the elements of a health system presented in Figure 1, we will
see that through the three phases VSHC has changed its focus. In the 1970s the
aid contributed mainly to the creation of resources, whereas during the 1980s
delivery of services became the focus of attention. From the early 1990s VSHC
gradually came to focus more and more on the issue of stewardship in the form
of policy development.

2.1 The 1970s: confidence but no capacity

During the 1970s Vietnam moved from a war economy with a high level of po-
litical commitment and voluntarism to a post-war period characterised by a pro-
gressively failing centrally planned economy and growing popular disillusion-
ment. The political contacts between Sweden and Vietnam started at the height
of the Vietham War (or the American War, as it is referred to in Vietnam) in the
late 1960s. What emerged was not a conventional aid relationship similar to
what Sweden had developed with several other countries at the time, like in Af-
rica.

Sweden was the first Western country to establish political relations with the
Democratic Republic of Vietnam (DRV), or North Vietnam. In Sweden, popu-
lar sentiment against the American involvement in Vietnam ran high, and the
Social Democratic Party, with then Prime Minister Olof Palme as the dominant
figure, was seeking a role in international politics as a non-aligned Western
country. DRV for its part welcomed the limited opening to the West that collab-
oration with Sweden offered, not so much for strategic reasons, as for what it
offered in terms of access to Western technology and know-how.

When the first announcement of a bilateral aid programme was made in 1969
Sweden’s position was not only influenced by sentiments of solidarity with
North Vietnam in the war, but also a fledging domestic debate on aid resem-
bling what we have had in the wake of Assessing Aid. This was based on the argu-
ment that aid should be given to countries with the “right” policies, and in that
case with very few strings attached. In the radicalised Sweden of the late 1960s,
the notions of what constituted a “right” policy for a developing country were
rather different from today. Many in Sweden’s Ministry of Foreign Affairs at the
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time argued that Vietnam was a deserving candidate for this form of uncondi-
tional aid. At the other side of the table, there was a self-confident government
of DRV about to secure victory in the war, but at the same time both ambivalent
and extremely careful in its first official dealings with a Western capitalist coun-
try. These factors resulted in negotiations as if between equals, despite the fact
that the two parties were highly unequal in terms of resources and political mo-
tivation.

Surprisingly to the Swedes, warn-torn Vietnam did not want conventional hu-
manitarian or reconstruction aid. It wanted technology transfer as the core ele-
ment of the aid programme. Sweden, facing potential US sanctions, could not
offer anything that could be seen as having military importance, hence Vietnam
opted for forest industry technology, a sector where Sweden was world-leading,
in the form of a modern paper and pulp mill. The “aid argument” was that Vi-
etnam needed paper for schoolbooks. Based largely on humanitarian argu-
ments, and the fact that Sweden, through Swedish NGOs, had provided medi-
cal supplies and equipment since mid-1960, the health sector was included as
well. This latter decision was greatly influenced by the unprecedented public
protest in Sweden with the news of the American bombing of the Bach Mai
hospital in Hanoi in December 1972. Vietnam, again emphasising technology
transfer, suggested the building of a new modern hospital. An agreement was
reached in 1974 to construct a children’s hospital in Hanot (the Institute for the
Protection of Child Health) and later in 1975 a second hospital was added — the
Uong Bi General Hospital in the Quang Ningh province north of Haiphong.

There could have been other ways to support the health sector. Vietnam’s
health system at the time when Sweden entered the scene was a mix of old and
new. But first and foremost it was a system shattered by the effects of the war.
The health system of Vietnam is influenced by four different traditions emanat-
ing from different historical periods. There is the ancient tradition, referred to as
“southern medicine”, based on locally available herbs that people know how to
use themselves or apply with the assistance of traditional healers. Self-medica-
tion is the most common “health service” still today. Later, the Chinese influ-
ence of both medical theory based on Confucianism (the principle of the Ying-
Yang balance) and imported medicines — so-called “northern medicine” — laid
the foundations of a community health system where village teachers educated
at mandarin schools also functioned as medical practitioners. The French influ-
ence of Western hospital-based curative medicine catered mainly for the urban
elite, which included also the leaders of the independence movement and revo-
lution to come. The socialist model, developed during the 1950s and 60s,
flagged the motto “prevention is better than cure”. It was a centralised system
with community outreach focusing on teaching people basic knowledge about
health and hygiene, and providing fully subsidised curative services. The effec-
tiveness of the primary health care system depended largely on the mobilisation
of local resources and the traditional respect given to community health work-
ers. At the central level the state placed most of its resources in developing the
hospital network.

The success of the socialist model of community health workers in reducing
morbidity and mortality from communicable diseases was considerable. The
collectivisation of agricultural production created a resource base for local level
public services, and the extensive paramilitary organisation of society also
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played its part. The political emphasis on health care and education not only
included grassroots approaches, however. It also included advancements in cur-
ative medicine and higher education, which was justified by the ideological
commitment of the Communist Party to promoting a scientific revolution. This
explains why Vietnam wanted to use the Swedish link to develop its tertiary level
health system, not its primary health care. It wanted model and teaching hospi-
tals where its doctors, mostly trained in the Soviet Union and Eastern Europe,
could improve their skills in modern Western medicine. Sweden’s priority was
different, namely to support the network of community health centres through-
out the country. The Swedish negotiators, however, gave in to Vietnam’s de-
mand for equipment and advanced technology. “The understanding, patience
and impartiality of the Swedish side during the discussions is my most valuable
lesson of 26 years of cooperation”, Nguyen Van Loc, responsible for foreign aid
in Ministry of Health, later commented.”

The agreement to install two modern “Swedish” hospitals in war-torn Vietnam
was a decision that defied Sida’s own planning guidelines at the time, and which
definitely would not have survived the rigour of today’s logical framework anal-
ysis (LFA). The decision was essentially an act of political solidarity, not of ra-
tional planning. Not only did Sweden greatly overestimate the capacity of the
Vietnamese state as implementer, so did the Vietnamese themselves, stimulated
by the victories on the battlefield. The projects that initially were conceived as
Vietnamese construction ventures, with Swedish support in financing imported
materials and in training on new technology, gradually took the form of Swed-
ish turnkey operations with major inputs of Swedish management and techni-
cians. Part of the problem was that Sweden had very limited knowledge about
how Vietnam functioned, and that the Vietnamese regime did its best to keep it
that way — confined by the logic of war secrecy and the perceived threat of cap-
italist influence.

No one, in 1974, believed that it would take until 1999 before Sida — at least for
the time being — spent its last A7ona (SEK) in support of the two hospitals. The
construction of the hospitals was completed in 1982 and 1983, spending far
more time and money than initially envisaged. Thereafter they gradually be-
came two of the best functioning hospitals in Vietnam. While the cost-efficiency
of this aid, in a narrow sense, is questionable, its effects can be traced beyond the
physical confines of the two hospitals.

Sweden’s willingness to base the aid relationship solely on Vietnam’s priorities
was not sustained for very long, but the fact that it started this way, for political
reasons, meant a lot for the later development of the partnership. The fact that
it was also about building two very visible, modern institutions also mattered. It
added prestige and a fear of the “white elephant” syndrome on both sides in the
cooperation.

2.2 The 1980s: system crisis and budding reforms

When the construction workers had eventually completed their job in 1982-83,
both parties realised that Vietham was not in a position to operate the two
“Swedish-made” hospitals without further assistance. Sida did not hand over a

? The quotation is from a brochure published by the Swedish Embassy in Hanoi, 1999, Health for all. The
Vietnam-Sweden Health Cooperation 1975—1999. Swedish Embassy, Hanoi, 1999
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key and leave, as was the idea originally. The Ministry of Health had already by
then submitted, and Sida had approved, a request to prolong the Swedish assist-
ance beyond the construction phase into full-scale support of hospital opera-
tion, including medical guidance, management, training at all levels, and medi-
cal and spare parts supplies.

By the early 1980s, however, the nature of the aid relationship had clearly
changed. Other Western donors which had come in with the end of the war had
already left, in protest over Vietnam’s intervention in Gambodia in 1979. De-
spite mounting criticism at home, both centre-right and labour party govern-
ments in Sweden at the time decided not to follow the example of other Western
donors. Sweden stayed on, also motivated, of course, by the problems it would
have created leaving behind a half-completed paper mill and two hospitals. But
Sweden, using the power of the purse and supported by the international trend
of aid conditionality, now took the position of a more interfering partner. It
started advocating the need for change at various levels of the system.

A first step in the health sector was to revive the original concern for strengthen-
ing primary health care. In 1982, with the adoption of the principles of the
Alma Ata declaration of 1978 on primary health care to people everywhere,
Sida urged the Vietnamese side to include PHC in the Cooperation. This deci-
sion was also motivated by the criticism in Swedish media of the hospital
projects, and growing insights into the shortcomings of the Vietnamese primary
health care system. In 1983 the Yen Hung Rural Health Project was started,
aiming at improving preventive care and the referral system in the catchment

area of the Uong Bi hospital.

This was a time of changing international aid paradigms, and not only on as-
pects of primary health care and drug supply. Sweden generally took a broader
interest in living conditions and economic reform. In many respects, Vietnam
was now in a weaker position, and the pressure for reform had already started
from below (in Vietnam referred to as “fence breaking”). In health cooperation,
this gradually led to a move away from an emphasis on “hardware” — i.e. the
supply of equipment and materials — to the transfer of knowledge in the form of
institutional development.

While Vietnam continued keeping the Swedish aid in isolated project environ-
ments, the system slowly started opening up. All projects of the Cooperation —
the two ongoing hospital projects, the rural health project in Quang Ninh Prov-
ince (started in 1983 and reorganised in 1986), the provision of drugs projects
(from 1983), and a medical equipment project (from 1986) — not only progres-
sively expanded their “software” components but also gradually moved their
activities closer to the mainstream activities of the Ministry.

2.3 The 1990s: economic growth and public health sector crisis

The “renovation” reforms — doimor — were approved by the Party Congress in
1986, but it was not until 1990 that the new policies started having a real effect.
The major economic crisis of 1989 had forced the government to remove re-
maining legal and institutional barriers. This started in 1990 the transition to a
so-called socialist-oriented market economy, which radically transformed eco-
nomic life in Vietnam. The liberalisation of the market, removal of restrictions
on foreign trade and demise of agricultural co-operatives led to double-digit
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economic growth rates, and major improvements in living standards for the
majority of the population.

The effects on the public health system, however, were devastating. The opening
up of household-based agriculture, allowing farmers to manage private hold-
ings on long-term leases, resulted in the collapse of agricultural co-operatives.
Since they had been the main revenue base for the community health stations,
the consequence was that drugs were not available and brigade nurses and vil-
lage health workers did not receive their salaries, in cash or kind. Many had to
look for other income opportunities. The number of community health workers
declined from 58,700 in 1985 to 37,700 ten years later."” State finances were ex-
tremely constrained, and with little priority given to health. There were not the
resources to keep to the promulgated political aim of free health services for all.
In 1989 hospitals were authorised to charge patients a partial hospital fee. A
weakened Ministry of Health realised that the new Vietnam emerging required
new approaches in health, and slowly opened the door for Sida, which was ea-
ger to help on broad-based institutional development and, with the five-year
VSHC agreement in 1994, also on policy work.

The combination of progressively deteriorating public services, improvement in
personal incomes, and the growing availability of drugs in the market, led to a
marked shift in health secking behaviour towards self-medication and the pur-
chase of “private” medical treatment. The demand for the latter was mainly
met by public practitioners taking additional payments from patients willing to
pay for better service, and increasingly also starting more regular private prac-
tice, which had been legalised in 1989. This development spurred inequity in
health, greatly favouring groups benefiting from the economic growth, leaving
the marginalised and the poor further behind.

An uncontrolled establishment of private pharmacies took place at a point of
time when trade with foreign producers of drugs was opened up. While positive
consequences could be distinguished in the area of drug costs, very negative and
potentially dangerous consequences followed with a rapid increase in antibiotic
resistant bacteria due to the uncontrolled use of prescription drugs.

The three-year programme agreement of 1990 marked the first shift in develop-
ment terminology as it was broadened also to include “policy dialogue’."" Two
new projects were created to support central functions of the Ministry (the Cen-
tral Level Integration Project and the Training System Support Project), bring-
ing the VSHC one step closer to the higher circles of decision-making. This
trend was to be further reinforced with the agreement in 1994, which took the
next step conceptually and made ‘policy development’ one of its cornerstones.
The approach was a broad-based strengthening of the capacity of the Ministry
of Health, mainly at central level, involving most of its departments.

The prolongation of the cooperation with the running out of the 1990-1993
agreement period was not without a number of teething problems. Many within

1" Nguyen Van Tuong et al. ’Changes in the health sector during renovation in Vietnam (1987-1998)°. In
Pham Manh Hung ct al. (eds.). Efficient, Equity-Oriented Strategies for Health. International Perspectives — Focus on
Vietnam. Centre for International Mental Health. Melbourne, 2000.

""" Valdelin, Jan ct al. Doi Mot and Health. Evaluation of the Health Sector Co-operation Programme belween Viel Nam
and Sweden. SIDA Evaluation Report 1992/3. Stockholm, 1992
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the Ministry of Health were not yet prepared to invite Sida to take a more direct
and active role in the reform process. The combination of the old tradition of
keeping foreigners away from departmental corridors, and the general bewil-
derment about how to respond to the country’s new health problems, led to a
stalemate. The existing agreement had to be extended twice, before under heavy
political and bureaucratic pressure a new agreement was signed in October
1994." Sida drafted the text almost exclusively, and the Planning Document
completed about the same time was the product of a substantial involvement of
Swedish consultants. The ownership by Ministry of Health of the main content
could be seriously questioned. In 1994 the majority of the Ministry’s depart-
mental heads and managers seemed still to hold the view that Swedish aid was
primarily a financial resource for helping business as usual. They did not sub-
scribe to Sida’s idea of using Swedish funds and technical assistance to spear-
head institutional and policy reform. In general, the Ministry at the time had no
organisational culture for experimenting and learning. It was geared towards
the executions of instructions from above.

But there were also reformers in the organisation. To them, VSHC was an im-
portant asset, not only the money, but its historical legacy as well. Swedish ad-
vice was politically acceptable. Many within the Ministry had had the opportu-
nity visiting Sweden during the previous 20 years of cooperation and saw the
Swedish health care system as a model to follow. A step of some symbolic im-
portance had been the final acquiescence of the Government, in the late 1980s,
in allowing the Swedish consultancy firm involved in the programme to operate
from within the premises of the Ministry of Health. In 1994, steps were taken to
move the consultants even closer to their ministerial counterpart — the Coopera-
tion Management Office (CMO). It took until 1999 before the consultants be-
came an integral part of the CMO set-up.

Though at the higher level a consensus had emerged that Swedish support
needed also to include health policy work and to reinforce the capacity building
work already going on, the translation of these somewhat abstract ambitions
into concrete and realistic plans turned out to be more difficult than anticipated.
It was not made easier by a number of associated requirements put on the table

by Sida.

Sida wanted to see a distinct move away from the project approach of the past
to a more integrated programme, both in the way it would function as an inte-
gral part of the Ministry’s regular work, and the way different components
would reinforce and support each other. The concept of “areas” was introduced
to facilitate this change, which functioned as a compromise between Sida’s con-
cern for better integration of the aid and Vietnam’s decision to continue sepa-
rate management of aid. Hence, “areas” within VSHC are more than simply
areas of investment within a broader range of activities of a department. An
“area” 1s de facto a project organisation with its own temporary management set-
up, including Head of Area and a team of implementers. The fact that areas are
functionally linked to Departments within the Ministry, and the Head in most

12 Socialist Republic of Vietnam. ‘Specific Agreement between the Government of Sweden and the
Government of the Socialist Republic of Vietnam on Health Cooperation October 1, 1994 — December
31, 1999. Hanoi, 1994
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cases 1s also the head of the department, was nevertheless an important step to-
wards better integration of Swedish aid into the Ministry’s regular activities.

The 1994 agreement defined the following areas:

* Opverall health policies, through the support primarily of a new Health
Policy Unit established within the Ministry, today forming part of the
Department of Planning.

= Drug policy and drug control, with the Drug Administration of Vietnam
as the main agency involved, under the supervision of the Department of
Pharmacy.

=  Primary health care policy, through the support of a separate Primary
Heath Care Unit.

= Support to primary health care services in remote mountainous areas
of five provinces in the North — the home of several ethnic minorities.

= Training systems support through the Department of Science and
Training.

= Mother and child health and family planning (MCH/FP), by supporting
the department of the same name.

=  Phasing out the support to the two hospital projects, in cooperation with
the Department of Therapy.

= Health insurance.

It is worth noting that all key departments of the Ministry in this way got a share
and a stake in the programme. As it turned out later, not all areas moved accord-
ing to plan and the expectations of Sida. Two areas were closed prematurely —
i.e. primary health care and MCH/FP. In the case of health insurance — an is-
sue that had been pushed by Sida — the time for moving ahead, apparently, was
not yet ripe. The area never started, but the issue is now resurfacing through the
work of the Health Policy Unit on health financing.

In 1994 Sida also wanted to change the role of consultants towards becoming
more advisory, as well as to reduce the overall level of technical assistance. In
periods during the 1980s there had been more than 30 long-term consultants.
Now Sida aimed for only one or two, but ended up with some more. Sida tried
to insist that the Ministry took charge of drafting plans, but as it turned out the
Ministry was not capable of presenting plans of the standard wanted by Sida.
To prevent further delays, therefore, short-term consultants were brought in to
assist the process.

While Sida on the one hand insisted on national ownership of the planning
process, on the other hand it also created its own stumbling blocks by insisting
that planning had to follow the new standard requirements Sida adopted about
the same time, namely logical framework analysis (Result Oriented Project
Planning). Ironically, this requirement in the case of the 1994 agreement was
introduced after Sida had already announced the total amount it was prepared
to spend — 250 million SEK. Not surprisingly, therefore, plans were created in
response to this level of spending, rather than to realistic assessments of needs
and capacity. What came out of the planning process was a complex and loosely
defined programme for addressing a set of very ambitious objectives:
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* Contributing to an improvement in the health status of the people of
Vietnam, especially in disadvantaged areas.

= Increasing the efficiency and effectiveness of the Ministry of Health in
providing health services.

* (Contributing to a reduction of inequity with regard to gender, geographical
location and ethnic origin in the provision of health care.

* Increasing the capacity of the Ministry of Health to address the issue of
financing health care and to maintain the provision of services.

The plans provided limited guidance on practical strategies for how to go about
it. From day one of the 1994 agreement, a gradual process of finding and rede-
fining approaches started, and, probably the most difficult part for both Minis-
try of Health and Sida, developing a new system of aid management. Many
things were to be changed in the process of slowly bringing VSHC “under the
skin” of Ministry. It is to the credit of Sida and the Government of Vietnam
that this process was greatly facilitated by a flexible planning procedure, based
on annual reviews and plans of operation.

An evaluation of VSHC in 2000 observed that the programme, compared with
the situation in 1994, had succeeded in becoming an important element of sev-
eral learning and reform processes of the Ministry of Health — which indeed
was a major implicit objective.”” While it is too early to judge the outcome of
these processes on the health system, not to mention the health status of the
population, there are other dimensions of effectiveness worth noting:

= Ownership by the Ministry of Health has steadily increased over time. This
can be seen in the annual planning process, where consultants no longer
play a dominating role.

* There has been a continued building of trust, and transparency with
respect to intra-Ministerial operations has improved, although corruption
and the old political culture of secrecy continue to smokescreen many
activities of the Ministry.

* The quality of the policy-making process has improved significantly. This
applies to the quality of the research inputs and the utilisation of these
inputs, as well as to consultation with other stakeholders. The development
of the National Drug Policy, supported by VSHC, also demonstrated that
policy-making is a difficult process of “muddling through” rather than a
“logical” exercise, and that it takes time.

= The management of the aid has become more integrated within the
Ministry, greatly facilitated by the decision to merge the office of the
Swedish programme management consultant with the counterpart set-up
in the Ministry.

* Improvements in the professional dialogue and the use of international

" Jerve, Alf Morten ct al. Tackling Turmoil of “Iransition. An evaluation of lessons_from the Vietnam-Sweden Health
Cooperation 1994 to 2000. Sida Evaluation 01/03. Department for Democracy and Social Development.
Sida. Stockholm, 2001
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advisers can be observed. The “advice-receiving” capacity of Ministry has
significantly improved.

The management of the aid has gradually improved. VSHC represents
today probably the best managed aid programme in the Ministry. Substan-
tial investments have been made in standardising procedures on tasks such
as contracting local consultants, training abroad, recruiting staff, and
commissioning studies.

In the following we shall look at the effectiveness of some of the main approach-
es of VSHC during the last six years.

20
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3 Stimulating health system reform:
The effectiveness of particular approaches
of Swedish DAH

In the previous section we have seen how Swedish DAH gradually evolved from
“hardware” to “software”, from Sida believing in Vietnam’s health system to
pushing the system towards reform, and from Swedish technical assistance being
on the fringes to becoming trusted advisors to the Ministry. The reform agenda
that gradually took form in the mid-1990s contained four basic strategies:

= To improve the individual skills of staff’ of the Ministry.
= To improve the institutional capacity of key entities of the Ministry.
= To assist in the development of new policies.

= To build partnership and enhance Vietnam’s ownership of the programme.

3.1 Investing in people: the building of competence

Human resources development has probably been the most important direct
outcome of aid globally, creating opportunities and arenas for learning that oth-
erwise would not come. The aggregate effect of all these new individual skills
and experiences is impossible to measure, and depends largely on political and
institutional conditions over which the aid has little influence. VSHC is no ex-
ception, but it is evident that at a critical juncture in the political reform process
of Vietnam Swedish aid offered a unique window of opportunity for learning,
namely to countries outside the socialist block. It is in the area of individual
competence development where the impacts of Swedish aid can most clearly be
observed. This is widely recognised.

Different forms of competence building have taken place within VSHG. We can
distinguish between (a) training abroad, (b) formal training in Vietnam and (c)
on-the-job training involving long-term consultants.

Competence 1s not only a question of formal skills. Of major importance in the
context of VSHC has been the international exposure it could offer. Very many offi-
cials of the Ministry of Health have had their first visit abroad financed by
Swedish taxpayers. When Vietnam opened up to the world outside the family of
countries influenced by the former Soviet Union, few established networks were
available. The relative generosity within VSHC towards facilitating contacts
with countries such as Japan, China, Thailand, Philippines and Malaysia was a
valuable contribution.

The training abroad activities of VSHC (since 1994) were evaluated in 1999.'
The programme spent 6.3 million SEK (70% of planned) on study trips, partic-
ipation in conferences and attending formal training courses. Formal training
consumed less, only 30% of the costs. In total, 342 health sector staff benefited
from these activities, of whom as many as 241 participated in management re-

" Ministry of Health. Assessment on the implementation of training abroad activities within the Vietham-
Sweden Health Cooperation 1994-1999°. Hanoi
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lated training. The value of the many short visits abroad in terms of acquiring
new skills has been questioned, but it undoubtedly contributed greatly to the
capacity of the Ministry for making use of foreign consultants, dealing with do-
nors and harmonising its own policy and planning “vocabulary” to that of the
international community.

An important indirect effect of VSHC has been the increasing number of staff’
able to communicate in English. Formally, participants in training abroad activities
have to pass an English test. Although this was not always strictly observed, it
has been an important incentive. The Ministry insists on conducting all official
meetings and seminars in Vietnamese, using professional translators, but there is
a growing number of the stafl’ who engage in direct dialogue with foreign advis-
ers and aid representatives without an interpreter. It also matters that govern-
ment no longer regards such contacts as a security risk.

In terms of skills development, training abroad is not considered the most effec-
tive way of spending money. Several reports indicate that transfer of knowledge,
in the Vietnamese context, most effectively takes place through on-the-job train-
ing.” The main reasons seem to be that language problems make formal teach-
ing by foreigners not very effective, and that the communication problem can
better be overcome through longer-term working relations between foreign ex-
perts and local counterparts. One reported effect of the many expatriates work-
ing at the two hospitals was a gradual change in working routines and profes-
sional roles, for instance in upgrading the role of hospital nurses.

It is the experience of VSHC that the so-called long-term advisers were the most
useful, and clearly the ones most appreciated by the staff of the Ministry. The
value of the considerable number of short-term advisers commissioned by
VSHC, about 25-30 annually, has been questioned. Most of the reports they
produced were never translated into Vietnamese, and hence played only a mar-
ginal role in policy development. An important step taken by Sida has been to
move more of the responsibility for identifying the needs for consultants and the
screening of candidates to the Ministry, which includes paying the costs for giv-
ing the Ministry the opportunity to interview alternative candidates.

Many in government today share the view that Vietnam should reduce the
number of foreign consultants. They argue that a more effective form of com-
petence building is well-prepared courses in Vietnam using high calibre interna-
tional lecturers. The general competence of higher-level personnel within the
Ministry, and its affiliated institutions, is such that formal training in Vietnam,
using foreign experts, will be more effective than in the past. The challenge re-
mains, however, not to jeopardise links between Vietnamese and international
specialists fostering processes of mutual learning. There is all the reason to be-
lieve that this will become a critical component of successful health sector re-
forms in a Vietnam becoming more and more internationally exposed. Recent
attempts within VSHC to foster more institutional collaboration between Viet-
namese and foreign sister institutions are therefore a step in the right direction.

" Jerve, Alf Morten ct al. 4 Leap of Faith. A story of Swedish aid and paper production in Vielnam — the Bai Bang
project, 1969—-1996. Sida Evaluation Report 99/4. Sida, Stockholm, 1999
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3.2 Investing in organisations: building a capacity for change

The impacts in terms of organisational development are less obvious. Clearly,
one cannot assume that investment in individuals automatically leads to better
organisations. One definition of organisational development links progress to
the ability of an organisation to gradually improve both its ability to deliver ex-
pected outputs and to carry out changes on its own, making it more responsive
to its clients and to changes in its operating environment.'® At a minimum, this
would require (a) that the organisation improves its ability to learn by sharing
experiences and coordinating activities between different levels and sections of
the system, (b) that its management becomes performance based, and (c) that its
ability to involve customers and clients in its planning improves.

As mentioned above, the scope of VSHC moved from a focus on services as the
main output to policies. There is evidence to suggest that VSHC has been in-
strumental in improving the culture of learning in the Ministry of Health, and
has contributed to an enhanced capacity to carry out policy experiments.

At the level of strategic policy, Vietnamese political and administrative institu-
tions represent a high degree of continuity, historical consciousness, and the
ability to think long term. Dealing with operational aspects of policies, however,
the learning capability of the system is weak. It suffers from a tradition of vertical
organisation and centralised decision-making, which have rendered sharing of
experiences in the system very difficult. Several studies have pointed to the prob-
lems of coordination, both horizontal (i.e., the relations between central, prov-
ince and district) and vertical (i.e., the relations between different national pro-
grammes — such as EPI, malaria control, and family planning). Institutional ri-
valry and turf battles have been commonplace. This has rendered aid coordina-
tion difficult, and the influx of aid often has had the opposite effect, of reinforc-
ing institutional barriers rather than bringing them down.

From the mid-1980s onwards, a dominant feature of primary health care has
been different vertically organised national programmes, each focusing on a sin-
gle priority health problem. There were dozens of these, each with its own man-
agement set-up headed by a national director. At lower levels these programmes
scrambled for scarce managerial and operational staff resources to meet imple-
mentation targets. This competition was reinforced when many of these pro-
grammes attracted donor finance.

The first PHC project of VSHC, in the Quang Ningh province, contributed to
focusing the Ministry’s attention on these problems. It took several years before
the Provincial Health Bureau came along, and started rationalising the manage-
ment of vertical programmes at its level. Ten years later, during the second half
of the 1990s, the Support to Disadvantaged Areas has developed special train-
ing courses on integrated management aiming at district and commune health

stafT.

Another aspect of learning relates to experimentation. Typically, a lot of aid
comes under the label “pilot projects”. The term denotes a form of designed ex-
periment, but this is not often the case in practice. There may be an element of
novelty in the project, but rarely is there a systematic attempt to collect the les-

' Andersson, G. and P. Winai. Diagnosis of Organisations in Development Cooperation. Report to Sida, Stockholm,
1997
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sons learned, and even less to compare the experiences of the many pilot
projects — supported by different donors. A pilot project typically is just a con-
venient term for what is essentially a parallel donor financing of a regular na-
tional programme, limited to specific target areas or sections of the organisa-
tion. The design and follow-up of public policy experiments remain a weak as-
pect of the Ministry and VSHC, but there are signs of improvement with better
integration of the aid and more staft’ coming into the organisation with required
professional training.

There has been a major emphasis on planning within VSHC. There are two
sides to this coin. One the one side, there is the difficult task of reforming the
strongly ingrained practice of supply and target driven planning, to one that is
sensitive to demands, needs, capacity and actual performance. While Sida has
insisted on result reporting, the results that the monitoring systems pick up are
generally in terms of deliverables and activities performed. An impressive
number of progress reports have been produced within VSHC, and a major
self-assessment was undertaken in 1997."7 Stll, it is a general complaint from
Sida that it faces difficulties in grasping the effects of the programme. The em-
phasis on result-based planning has to remain. The other side of the coin, how-
ever, 1s that a donor’s demand for frequent and sophisticated progress reports
probably is not the most effective way of enhancing the quality of monitoring.
Sida has come to realise that the initial requirements it imposed were, in this re-
spect, dysfunctional, and halfway through 1996 the parties agreed to less de-
manding routines.

Part of the problem is also the concept of planning based on Logical Framework
Analysis (LFA), imposed by Sida. While this is intuitively the most sensible —i.e.
rational — way of matching problems and ends, and ends and means, the experi-
ence is that the kind of “change agent” role envisaged for VSHC does not lend
itself easily to this kind of programming. Looking at the annual operational
plans of VSHC, it appears to be have been difficult for the Ministry to retain a
functional link between the formulation of objectives and the identification of
activities. Besides, the objectives remain very broad and the situation analysis is
often weak. We observe for instance, that there are omissions of a number of
very important trends in Vietnamese society — such as urbanisation, modernisa-
tion of values, and new trends in health seeking behaviour in the population.
We also note that there is little continuity in the overall analysis from one plan to
the other. The annual plans tend to go rather directly to the point of formulat-
ing individual projects and at that level normally give good and clear direction
for work over the coming year. It is rather difficult, however, to find the relation
to overall objectives. The problem is probably not the inability of planners at
the Ministry to grasp the LFA concepts, but that the approach itself is not well
suited to the kind of development work VSHC finances.

The alternative is to enhance the capacity for what we referred to above as iter-
ative planning, for which critical elements are the quality of information and
analysis of what happens in the health system with different kinds of interven-
tions, and the flexibility of the planners and decision-makers in responding to
this. A very important feature of VSHC has been the surprisingly high degree

7 Ministry of Health. Result Analysis Report on Vietham-Sweden Health Co-operation 10/1994 — 6/
1997. Hanoi, September 1997
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of flexibility and consideration existing in the cooperation underneath the rigid-
ity of the formal structure of planning and reporting. It can be argued that one
of the most outstanding features of VSHC since the beginning was that it in fact
continued. There have been no want of justifications for discontinuation over
the years.

The conditions for iterative planning are improving, and one testimony to this,
at the central level, is the Health Policy Unit (HPU) — a brainchild of VSHC.
The unit “...is in charge of studying and synthesising policies on development
of the public health system and constitutes a key body in studying and drafting
the above-mentioned policies to be submitted to competent authorities for ap-
proval”.'® Over the period, the capacity for studying and synthesising has stead-
ily improved, but more importantly the Unit has evolved as a dynamic initiator
of policy debates. It is important that Sida, as the main financer of HPU’s work,
continues to accept the evolving nature and unpredictability of these political
processes, allowing HPU to play a flexible and proactive role.

One of the main constraints in the building of HPU as an institution has been
insufficient manpower — particularly of senior staff. Policy development requires
highly qualified manpower, for which there is a high demand in Vietnam. It has
been difficult for the Ministry to attract the right people and retain the best of its
own “graduates”. Aid money can fill in part of the incentive gap created by low
government salaries, but Government has understandably been reluctant to al-
low project-based recruitment in the ministries using aid money. In 1995, how-
ever, the Ministry of Health was allowed to start contract recruitment of local
staff to VSHC. This was an important step towards gradually modernising the
manpower policies of the Ministry.

Another issue raised with respect to HPU is that of its place in the organisation.
It has frequently been mentioned that HPU has insufficient absorption capacity
to follow up on the many policy studies it initiates. While this may be the case, it
needs also to be understood that the question of reformulating policy options
from studies and bringing them to relevant political bodies for final comment is
partly outside the mandate and competence of HPU. It must be accepted that a
fair share of HPU’s work may end up having little impact.

Where demands on HPU can rightfully be placed is in assuring the quality of the
research input. It remains a concern that too many studies are being commis-
sioned “in-house”. One factor causing this has been the tendency that the com-
missioning of research and consultancy work has become an important source
of personal income for high level civil servants. There is a need for the Ministry
to make increased use of independent sources of reporting and research. The
verification of information provided by the health system remains a weak point.

Studies will support efficient policy making better if they reflect independent
and professional opinions more clearly than now. Donors often use this, besides
quality, as a justification for relying primarily on foreign consultants. There has
been a positive trend within VSHC for relying less on Swedish and other foreign
consultants. A number of factors have contributed to this development, which is
not the case with all donors to the health sector. The increased ownership of the

' Ministry of Health. Decision 1023/BYT-QD 22/12/1993.
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programme within the Ministry has mattered, and so has the recognition of the
need to balance demands for quality against the need to build national capacity.
It is also a factor that the number of qualified local consultants is increasing, and
that Sida’s capacity for appreciating the relevance of their qualifications in a lo-
cal context, despite the usual English language problems, has improved.

Questions about wmstitutional sustainability are commonly raised when organisa-
tions become too dependent on development aid — short-term and insecure as
this type of financing often is. Because, by contrast, Swedish DAH to Vietnam
has been exceptionally predictable and stable, it is worrying that HPU remains
an outfit primarily for making use of Sida funds given the fact that the Unit rep-
resents today the core of policy competence within the Department of Plan-
ning. Sida is not the only donor offering support to health policy work, but this
seems not to have benefited HPU so far.

It will be a test for the sustainability of the HPU investments whether Ministry
of Health gradually makes use of this capacity in all overall policy work, irre-
spective of source of funding. In fact, in a recent EU proposal there is provision
for another “policy unit”, which is still being considered, and it remains to be
seen whether World Bank funded policy work will be managed by the “Swed-
ish” HPU or some parallel outfit.

3.3 Investing in policy-making: making policies more relevant

In the case of Vietnam, two health policy issues of principal importance came
to the fore with transition to a market economy, namely the role of the state in
the provision of health services, and the important ethical question about access
to health services. This is against the background of a dramatic drop in the uti-
lisation of public health facilities, especially at primary level, and growing dis-
parities in access to quality services. Despite its ambitious objectives, listed in
section 2 above, there is little VSHC can do to influence these trends directly.
Where the programme can play, and has played, a role is in helping the Ministry
of Health and Government to develop its own position. The relevance of
VSHC in terms of policy-making includes not only identification of the “right”
policies, in more technical terms, but equally importantly stimulating a debate
on what is “right”, in political terms. The latter was never expressed in planning
documents, but is an important indirect effect of Swedish DAH to Vietnam.

Vietnam has been going through a decade of economic liberalisation and a gen-
eral “privatisation” of economic and social life. The World Bank in 1999 esti-
mated that as much as 81% of health care financing is private, which is very
high compared to most other countries." It is of significance, therefore, that it
remains a political priority of the government to ensure that basic care can be
guaranteed also for the poor. Although government has been able to raise public
investment in health as a share of the national budget, “we are still confused on
how to finance this”, as Pham Manh Hung, Vice Minister of Health comment-
ed in a recent interview. “Our approach will have to include elements of user
fees, health insurance, and special programmes for the poor”, and as a compli-
ment to Sida he added: “Sida has helped us develop health financing policies,
and we would like to continue relying on Sida’s assistance”.” It is evident that the

19 World Bank. “Vietnam Health Sector Review’. Dralt. Hanoi, November 1999
* Interview, October 10, 2000.
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work of the Health Policy Unit has nurtured a policy shift in government from a
user fee focus towards a gradual development of rural health insurance.

The statement of Pham Manh Hung must be interpreted in the light of the
Ministry’s recent skirmishes with the World Bank over the preparation of the
Bank’s Health Sector Review for Vietnam. Part of the World Bank’s conceptu-
alisation of a “sector review” is that it should be regarded as a government doc-
ument, which in many cases is negated by the very process of writing such re-
views usually with a heavy input of World Bank related consultants. The Minis-
try of Health took issue with the process of preparing the Vietnam Health Sec-
tor Review, and refused to accept the policy recommendations formulated es-
sentially by foreign consultants. This was partly an issue of policy content, espe-
cially on health financing and the extent of privatisation, where “Swedish” ide-
ological influence is quite apparent, and partly ownership more generally. HPU
decided to prepare its own “Public Health Report” for Vietnam, with strong
support from VSHC both through a long-term advisor working at HPU and by
footing most of the bill. Ironically, Sida was a major sponsor of the World Bank
exercise through other channels. Maybe this is an example of the flexibility
needed when aiding reform.

Evidently, the work of the Health Policy Unit and the general emphasise of
VSHC on equity concerns have been an important factor revitalising, so to say,
the old egalitarian ideology. The equity perspective is a leading theme in the
Vietnam Public Health Report, and has been flagged in a number of seminars
and conferences supported by VSHC. One of the conferences resulted in a
book with several contributions from the Ministry of Health.” A top-level con-
ference in 2000 focused on how to improve services among “disadvantaged
groups” — 1.e. ethnic minorities, mostly living in mountainous areas. The Minis-
try also prepared, with VSHC assistance, a policy document outlining a “Strate-
gic orientation on health care and protection for people in mountainous and re-
mote areas in the period 2001-2010”.

From the start the Health Policy Unit was instrumental in developing strategies
for arresting further deterioration in the public health care system. One impor-
tant step was the decision by government in 1994 to provide a nominal salary to
Village Health Workers from central government’s budget. This prevented a to-
tal collapse of the network of commune health stations.

It is characteristic that these kinds of “horizontal” initiatives dealing with the
general direction of health system development came in late in the cooperation,
indicating that it has taken time for the Ministry “to open up”. As maintained
above, the 1994 agreement made policy development a core task, but ownership
of this approach was not widely shared in the Ministry. Most of the various de-
partment heads still regarded aid as a source for beefing up meagre budgets, and
not as an instrument for policy change. Six years later this attitude has changed,
not because VSHC changed it, but VSHC made some important contributions.

The relevance of VSHC is also evident in more vertical policy areas dealing with
specific diseases or causes of health problems. Some examples are initiatives relat-

% Pham Manh Hung ct al. (cds.). Efficient, Equily-Oriented Strategies for Health. International Perspectives — Focus on
Vietnam. Centre for International Mental Health. Melbourne, 2000.

HEALTH DIVISION DOCUMENT 2001:7 27



ed to new health problems in the wake of development, such as studies on acci-
dent and injury prevention, and studies leading to the formulation of a national
tobacco control policy. The work by the Vietham Drug Administration on a Na-
tional Drug Policy and the ongoing preparation of a Drug Law, are major steps in
reining in some of the negative consequences of liberalising the drug market.

3.4 Investing in partnership: how to deal with the issue of ownership

The concept of “national” ownership of development assistance is problematic,
not least in the context of reform. One cannot assume that a recipient govern-
ment represents a monolithic system, let alone a nation as a whole. There are
different and competing interest groups, and this dynamic will often be the dy-
namo driving a reform process. To assume that broad consensus exists or can be
achieved 1s naive. Thus, a critical decision for a donor secking to stimulate re-
form is the identification of the right strategic partners, which may be minis-
tries, local governments, non-governmental organisations or individuals for that
matter. This 1s a difficult assessment that requires insight in national conditions.

Partnership, as distinct from a mere negotiated contractual arrangement for aid,
defines a relationship of mutual learning shaping the cooperation. This need not
be an equal relationship, and in the case of aid never is. It works only if the part-
ners have a mutual understanding of their different powers and interests. The ex-
perience of Swedish DAH working with the Ministry of Health as the official
partner illustrates two important points on partnership. Firstly, it has taken a very
long time to build partnerships, and progress has been highly uneven depending
on how different leaders and units responded to opportunities for cooperation.
Secondly, rather than by attempting to prescribe the direction and content of pol-
icy and institutional reforms, the effectiveness of VSHC is linked to long-term and
largely unconditional support to key partners —in terms of individual training and
organisational development. One of Sida’s most important decisions, therefore,
has been when to discontinue support because a process of building partnership
does not take off. The decision by Sida in 1996 to terminate several areas of the
cooperation was a legitimate move that sent appropriate signals to the partners.

There is a delicate balance between partnership in aid and aid dependency. In
this perspective aid management is critical, since heavy doses of free-floating aid
may do more harm than good. The attempts at better integration of VSHC
into the regular work of the Ministry have exposed many of the weaknesses of
the system in terms of personal incentives, personnel management and finan-
cial management. The response to this, however, ought not to be a reversion to
aid enclaves and project islands, but to continue pushing for institutional re-
forms. The process of rebuilding peoples’ confidence in the public health sys-
tem 1s intimately linked to the general challenge of the public sector in Vietnam
to raise working morale and the level of professional commitment to the system.

The combination of a donor community eager to push big money — Vietnam is
currently high on the list among development partners — and a recipient system
where “private enterprising” in the public sector becomes a dominating force
has been damaging to many countries. “Private enterprising” refers not only to
ways of securing personal benefits by corrupt means, but also the tendency of
allowing leaders of units of the system to develop donor relationships in the ab-
sence of overall coordination. As seen from the health sector, Vietnam appears
to be at a crossroads in terms of aid management.
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There is no doubt that rapid growth of donor funding has created major prob-
lems for the health sector with respect to overlapping and competing activities,
inefficiency and misuse of funds, and inconsistencies in strategies and policies.
The donors have their share of responsibility for this, and for finding ways of
reducing the problems, but the willingness and capacity of the Ministry to deal
with the issue seem to be a more critical issue. It is necessary to ask whose inter-
ests improved coordination of aid is supposed to serve. We can differentiate be-
tween four different agendas:

= (Coordination of overall policies. The concept of a sector-wide approach
(SWAP), as promoted by some key donors, e.g. the World Bank, is based on
the assumption that it is both possible and desirable to aim at a process of
consensus building between the Government of Vietnam and all major
donors to the sector. The Government appears reluctant to take on board
this concept as a matter of sovereignty in policy making. A recent study on
the feasibility of SWAP in the health sector reported: “It was made abun-
dantly clear that all policies and plans are the responsibility of the Viet-
namese government, not the donors”.”'

= (Coordination at the level of project planning, including the monitoring of
Jinancial flows. This necessitates an effective information system, including
record keeping on plans, budgets and expenditures. In order to ensure
coordination, not merely data collection, some unit in the system needs to
be empowered to intervene, if necessary, in fairly detailed processes of
activity planning and disbursement of funds between donors and sections
of the Ministry. There is, however, widespread resistance within the Minis-
try towards centralising such powers.

* (Coordination of lessons and model development coming out of the many
donor projects. This implies that the Ministry establishes capacity to
compile, analyse and disseminate lessons from the “living laboratories” of
donor projects. The Health Policy Unit may perform such a role, but there
seems to be no one in the Ministry pushing the issue of making the unit less
“Swedish”.

= Coordination of procedures for managing externally assisted activities. It 1s
only on this agenda that some progress in terms of aid coordination has
been made, through the creation of a Project Coordination Department in
1998 with assistance from VSHC. But the work of the Department is still
in the preparatory stage, and it is highly uncertain whether other donors
will accept procedures that deviate from their current practices.

Vietnam has a strong political tradition of independence in policy making, re-
sisting what is perceived as imposition by outsiders. Sida’s flexibility in adjusting
to Vietnam’s shifting polices has been important in fostering a sense of partner-
ship in health sector reform. There is an imminent danger, however, that the
current aid boom may weaken the Vietnam-Sweden partnership, as many do-
nors now attempt to trade aid money for policy influence. Vietnam is in the
driver’s seat, but how it will drive remains to be seen.

2! Community Health Training and Consulting Network. A sector-wide approach to health care support in Vietnam?
Report submitted to the embassies of the Netherlands and Sweden. Hanoi Medical University, Hanot,
2000, p.12
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4 Conclusion: Prescription or partnership
- what role for DAH?

In this paper we have emphasised that investing in reform is a high-risk form of
aid. Achievements are neither predictable nor easily measurable. General les-
sons on aid and reform have told us the limitations of donor-driven approaches.
Policy-based conditionality has not been effective, at least not in the long run.
Investing in reform means operating in an institutional and political environ-
ment where other forces than the aid relationship dictate progress. On the part
of the donor, it requires the ability to adjust to new opportunities being created
and sensitivity to domestic political matters. On the part of the recipient, it re-
quires a felt need for change and willingness to engage in partnerships for mutu-
al learning. To both parties, time is a crucial factor, and the ability to communi-
cate 1s critical. We find that individuals matter a lot — as builders of trust and
carriers of insight and empathy about the other party. On both sides there needs
to be a meeting of minds and a sense among key players that they are able to
forge a strategic alliance. Neither donors, like Sida, nor recipients, like Viet-
nam’s Ministry of Health, represent monolithic agencies. Taking the risks of
investing in reform, and succeeding, requires brokers and entrepreneurs on both
sides of the partnership.

We find that VSHC has parts of all these elements in place:

= A flexible planning process

= A long history of cooperation with building of trust

= A sense of shared values in terms of political priorities

= Individuals with a long-standing commitment to the cooperation

* An increasing number of people with relevant skills

All of this will not by itself create a successful health system reform, but it in-
creases the probability that investment in capacity building will lead to institu-
tional changes, and that investment in policy formulation will lead to effective
implementation of relevant policies. However, the glass is only half-full.

While there has been significant improvement in individual competence,
through VSHC, there is still a lot to do to improve institutional efficiency. There
is obviously a need to continue the work towards reducing the overhead costs of
the programme, much of which is related to the lack of trust on the part of Sida
in the Ministry’s own monitoring and financial control procedures. It is up to
the Ministry to take measures that will improve the level of confidence on the
part of Sida, and pave the way for more partnership and less control.

While VSHC has contributed to an impressive number of policy-relevant stud-
ies, and the enactment of concrete policies, there is still a long way to go before
this policy work makes a real impact in the field. There is a need to shift the fo-
cus towards the operationalisation of policy. How to implement the new poli-
cies? Much of this will have to deal with the future role of provinces, districts
and the private sector as health system actors independent of the Ministry of
Health. Supporting the implementation of new health polices will require new
institutional frameworks for aid cooperation, and only the future can tell wheth-
er the reform process will also take Swedish DAH in those directions.
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