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1. OVERVIEW

In general, the focus of the health information system in Viet Nam has until now been on collecting and transmitting data. Analysing and using data has not been done in a systematic way. The data are produced at all basic health institutions and are usually entered into standardized registers. Vertical programmes register their data in commune health stations in a separate way.

Recently, the Ministry of Health (MOH) issued new regulations on health information and on the promulgation of health statistic records and reporting forms. A decision was taken concerning the basic indicators to be used at the peripheral level (97 indicators) and at the district level (121 indicators). These decisions cover the system for primary record books for the basic health care network, and tables and models for reporting. The Ministry of Health is attempting to unify and standardize the collection of data at the peripheral level.

Information is transmitted within the health system by reporting through standardized forms. There are 7 health-statistic forms used at the commune level, 15 at the district level, and 16 at the provincial level. Much emphasis is placed on reporting indicators to the higher levels, with not enough emphasis placed on the use of information.

To address these and other issues, possible activities for the MOH include:

· Setting up a coordination mechanism to ensure that new requests for information (and the introduction of new data-collection forms) are all channelled and cleared by ministerial order.

· Strengthening its capacity to establish an effective HIS, providing appropriate feedback mechanisms, including information sharing, data analysis, and use of information, and increasing the skill of staff at various level of the system.  

· Continuing to train staff at various levels in data analysis and information use, mostly health-system managers and information-system managers. It would also be important to upgrade the skills of health-information staff in data management and analysis, information quality control, report generation and presentation, and computer system maintenance skills.

In support of this, WHO could lead and coordinate the HIS work in collaboration with other United Nations agencies and donors, and the MOH, to ensure the harmonization of the data-collection system, consolidate various resources and efforts to avoid duplication, and facilitate exchange of information between the stakeholders. Possible support from HMN could concentrate on expanding the pilot HIS project to other provinces, and on facilitating the exchange of experience and information at international level.

2. Mapping of essential health-related information

	
	Vital registration /census
	Household surveys
	Health service statistics
	Disease surveillance
	Facility and district surveys
	Modelling and estimates
	National health accounts

	Mortality
	Vital registration system

Census

	
	Routine health information system


	
	
	
	

	Causes of death
	Vital registration system 

	
	Routine health information system 

	
	
	
	

	Morbidity
	
	
	Routine health information system,


	
	Surveys: H/tension and diabetes, Rheum fever and RHD, Heart failure
	HIV modelling
	

	Disease outbreaks
	
	
	
	Epidemiological surveillance system

	
	
	

	Health services coverage
	
	
	Routine health information system,


	
	
	
	

	Health service quality
	
	
	Routine health information system 

	
	
	
	

	Determinants of health
	
	
	
	
	Survey on risk factors for hypertension and CVDs

	
	

	Cost of services
	
	
	
	
	Various types of surveys

	
	

	Health expenditure
	
	Household income and expenditure survey

	Routine health information system 

	
	
	
	NHA reports



3. Inventory of measurement tools and methods

3.1: Vital registration

Data available

It is estimated that under-reporting of vital registration is around 10% for births and 20% for deaths.

3.2: Census

Periodicity and application of tool

Periodicity of 10 years – the first census of an independent Viet Nam was held in 1979, the most recent in 1999.

Data available 

A sample survey of the census covers about 3% of the population and records births, deaths and population growth rates.

Use of technology

The main strategy for data entry is to use optical scanning of questionnaires followed by computer processing.

Level of data disaggregation possible

Census data are available by sex and urban/rural setting.

Users of data

There are a wide variety of users at subnational, national and international level.

Data dissemination

Publications include: 1999 Census of Viet Nam at a Glance, and 1999 Population and Housing Census: Sample Results.

3.3: Household surveys

Periodicity and application of tool

The Annual Population Survey provides data on crude birth rate, crude death rate, and infant-mortality rate. It is based on 5000 households per province, and serves in adjusting the vital-registration figures.

3.4: Hospital statistics

Data available

Hospital statistics are a main source of data on morbidity and mortality, and focus on medical records & ATD, OPD consultations, inpatients (312 cause group), service-utilization statistics, financial, property, equipment and materials, personnel, and pharmacy.

3.5: Epidemiological surveillance

Periodicity and application of tool

A commune health station reports every month on incidence and mortality to the district level which in turn forwards consolidated monthly reports to the provincial Center for Preventive Medicine. The Center files its report every month to the National Institute of Hygiene and Epidemiology and to the Department of Preventive Medicine of the Ministry of Health. The National Institute of Hygiene compiles a monthly summary which is distributed to Regional Hygiene Institutes, offices of special programmes, the Ministry of Health, and, as feedback, to the provincial Preventive Centers.

Data available

Information on 24 acute communicable diseases (tuberculosis, malaria and AIDS are not included).

3.6: Routine health information

Periodicity and application of tool

Primary health care includes consultations; vaccinations; prenatal care and delivery; CDC; Family planning; B & D certification; malaria; TB; mental health; leprosy; nutrition; and health promotion.

Commune health stations file quarterly and annual reports to the district health centre and to the district offices of various programmes. The district health centre reports to the Provincial Health Department quarterly but some indicators are reported biannually or yearly. The reports of the Provincial Health Department are prepared by its Statistics Bureau, and are addressed to the Statistics Division of the Planning Department of the Ministry of Health.

Data available

Records and reports from village health workers contain data on cases of disease and number of home visits.

The following registers are in use in commune health stations: consultations; vaccinations of children; prenatal consultations; births; family-planning measures; causes of death; malaria; tuberculosis; leprosy; trachoma and blindness; mental diseases; and goitre.

Quarterly reports from commune health stations to the District Health Center concern the following areas:

1. Population, birth and deaths (reported yearly).

2. Childcare.

3. Protection of mothers and family planning.

4. Curative consultations.

5. Preventive activities.

6. Communicable and other important diseases.

7. Basic material, finances and personnel.

The Statistical Unit of the District Health Center sends the report to its Provincial Health Department on the basis of the reports received from the commune health stations, the district hospital, and district-level services of specialized institutions. The report contains 15 tables, as follows:

1. Population, administration and basic health services (biannual).

2. Births and deaths (annual, by commune).

3. Receipts and expenditures: local budgets (annual, by institution).

4. Receipts and expenditures: budgets of the communes (annual, by commune).

5. Health services and beds (biannual, by commune and district service).

6. Personnel (biannual, consolidated).

7. Production and trade of drugs (biannual).

8. Equipment at district level (annual, by institution).

9. Childcare (quarterly).

10. Care of mothers (quarterly).

11. Family planning (quarterly).

12. Curative consultations and services rendered (quarterly).

13. Preventive activities (quarterly).

14. Communicable and other important diseases (quarterly).

15. Morbidity and mortality at the hospital.

The reports of the Provincial Health Department to the Ministry of Health take the same form as the reports from the district to the province.

Use of technology

Village health workers use notebooks using their own page layout. Commune health stations usually have printed standardized registers.

Level of data disaggregation possible

Hospital data on morbidity and mortality cover 312 disease-related groups, coded according to the 10th Revision of the ICD, and categorized by sex and three age- groups (under 15; 15–60; and over 60).

Users of data

Commune health workers use the data to learn about disease patterns in their commune, to follow-up patients, and to write reports. In addition, the Minister of Health, the Vice-Ministers and the Planning Department use the data for planning and management.

Data dissemination

The Health Statistics Yearbook typically contains around 175 pages which list indicators on the health services and their activities, and on morbidity and mortality in hospitals.

4. Current status of the health information system

Administratively, the country is divided into 61 Provinces and 631 Districts. There are 803 hospitals and 10 293 commune health centres (CHC).
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Basic current health information includes:

· population – 79.7 million;

· annual growth rate – 1.32%;

· crude birth rate –19;

· crude death rate – 5.8;

· infant-mortality rate – 26; and

· maternal mortality ratio – 71.

The ten major causes of morbidity are:

1. pneumonia;

2. acute pharyngities/tonsillitis;

3. acute bronchitis/bronchiolitis;

4. diarrhoea and gastroenteritis;

5. transport accidents;

6. essential hypertension;

7. influenza;

8. medical abortion;

9. gastritis and duodenitis; and

10. fracture.

The ten major causes of mortality are:

1. intracranial injury;

2. transport accidents;

3. pneumonia;

4. intracerebral haemorrhage;

5. HIV;

6. respiratory TB;

7. stroke;

8. heart failure;

9. diarrhoea and gastroenteritis; and

10. spontaneous abortion.

Currently, communicable diseases are showing a downward trend, non-communicable diseases show a rapid upward trend, and accident and injury levels are moderately increasing.

Information flow routinely follows the health service delivery system (CHC > District > Province > National) with slight variations among some vertical programmes.
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Institutional and legal framework of the national HIS

The use of simplified registers and reporting forms nationwide was made official by the Minister of Health in Decision No. 2554 of 04 July 2002.
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Figure 1: Viet Nam Community Health Management Information System * Overview.





Status of national monitoring and evaluation plan and links to programme monitoring

A task force has been established from technical programmes to coordinate recording and reporting problems at the national level.

Links between national and subnational HIS

The actual transmission of reports is not always done by mail. They are often handed over at the occasion of meetings, especially the reports emanating from the communes. Many are not filed at all, and there are no guidelines on how to handle missing reports when calculating indicators.

Harmonization mechanisms and data-quality control

The information in the General Statistical Office on causes of death is obtained from the Ministry of Health. As such, close cooperation between the Ministry of Health and the GSO is important in ensuring quality reporting.

Total human and financial resources for health information

The resources available are generally considered insufficient at all levels. Too many resources are devoted to software development.

Data dissemination practices

The most recent annual report of the Ministry of Health is the Viet Nam Health Report 2002, providing an aggregate analysis of MOH performance in recent years.
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5. Strengths and weaknesses of the current HIS

5.1: Strengths

· A ministerial order gives clear direction in terms of the list of approved indicators, data collection and reports used, who is responsible for the HIS at different levels (monitoring and data-quality checking), data flow, ways to handle survey data, and dealing with violations.

· Willingness to unify and standardize the collection, analysis and synthesizing of reports from grassroots level.

· The current health information system covers all public-health facilities in the whole country.

· Through active interactions with other technical programmes, the HSID has finalized the basic registers and reporting formats and indicators required at various levels of the Ministry of Health. This approach is more information-focused and is in line with the need to have a reliable HIS within a reasonable period of time. It can generate basic health information faster to fulfil health-planning functions, and for programme management. This is a better alternative to a system that generates more data sets, is more difficult to sustain and requires a much longer timeframe to implement.

· Consensus on the list of indicators/information to be collected by all programmes within the MOH.

· Regular meetings held with WHO and other United Nations organizations, and donor agencies for information sharing on latest HIS developments.

· Improvement in documentation of statistical reports and policy papers.

· Data dictionary developed for the health-indicators list aimed at health planning and programme management.

· Reduced the number of registers from >20 to 7 for commune HC use.

· Commune health workers claim they use registers to learn about the disease patterns in their commune, to follow-up patients, and to write reports.

· At the MOH, reports from the provinces are kept at the disposal of the Planning Department, the Minister and the Vice-Ministers for purposes of planning and management.

5.2: Weaknesses

· Under-reporting of events/cases and delays.

· Too many parallel systems being tested in different districts by different agencies.

· Health data from the private sector is lacking.

· Rapid staff turnover, and health staff lack baseline skills.

· Overemphasis on I T and software development resulting in confusion.

· Lack of effective communication system and interpretative feedback from higher to lower levels.

· Inadequate monitoring and supervision by HIS staff.

· Provincial and district health managers lack management skills and knowledge on how to use information effectively.

· IM staff lack skills in data analysis, computer system administration, and communication.

· Private physicians and clinics do not file reports, and there are no forms adapted for this purpose.

· Information feedback from higher to lower levels needs improvement.

6. Recommendations on ways to strengthen the national HIS

Partnerships

· Adherence to the ministerial order and HIMC continues to ensure a coherent development of the HIS, and system harmonization among different programmes should continue to be promoted.

· A built-in mechanism to control the introduction of new forms, and the frequent dialogues between HSID and other technical programmes, would be beneficial.

· Emphasis should be placed on feasible and affordable systems as a priority.

· A coordination mechanism to ensure that new requests for information (and the introduction of new data-collection forms) are all channelled and cleared by ministerial order could be set up.

· Strengthen MOH capacity to establish an effective HIS, providing appropriate feedback mechanisms, including information sharing, data analysis, and use of information, and increasing the skills and career development of staff at various level of the system.

· Continue to train staff at various levels in data analysis and information use, mostly health-system managers and information-system managers. It is also important to upgrade the skills of health-information staff in data management and analysis, information quality control, report generation and presentation, and computer system maintenance skills.

· In support of all this, WHO could lead and coordinate the HIS work in collaboration with other United Nations agencies and donors, and the MOH, to ensure the harmonization of the data-collection system, consolidate various resources and efforts to avoid duplication, and facilitate exchange of information between the stakeholders.

· Possible support from HMN could concentrate on expanding the pilot HIS project to other provinces following evaluation, and on facilitating the exchange of experience and information at international level in various forums.

· Technical support in health business process analysis, use of information, computer system  maintenance, data-quality auditing, database management and analysis and presentation could be provided as well as I T support to expedite data processing, transmission, analysis, presentation and documentation.

· Develop ways or strategies to better manage the HIS and sustain its future enhancement and create an information culture within the MOH.

· Other partner agencies can continue to support the provision of equipment and local training to upgrade skills in information management, data analysis, information use for programme management and health planning, and computer system administration and maintenance. The HSID requires further strengthening in order to expedite the establishment of a “unified” system.

Establishment and application of data-quality criteria

· The implementation of ICD10 and improvement of medical-records management should proceed in parallel. A phased implementation plan to introduce the four-digit version of ICD10 should be developed for provincial and district hospitals.

· Translation of Volume 2 and Volume 3 of ICD10 into Vietnamese should be completed as soon as possible to facilitate further training. The revised forms (a total of 24) for hospital use in medical record folders are designed around the concept of one record per patient. The unit identification numbering system introduced for patient records should be actively pursued to promote better continuity and quality of care in general and central hospitals. This will facilitate the introduction of a good filing system for patient records in hospitals.

Simplification of health-service/facility data collection

· Despite the implementation of a proposed system with revised and simplified registers and reporting systems in the province of Bac Giang in the near future, there is still a need to improve the training manuals and to integrate the health indicators into the reports designed for district and provincial levels.

· Application software to process and generate the necessary reports should be developed simultaneously.

· The required logistics support, including forms and computers for implementation in the two provinces, should be identified.

· A training strategy should be devised to include both the number and the type of target groups at different levels to be trained, with clearly defined objectives, contents of orientation/training sessions, duration of each training session and timeframe to completion. Introducing a monitoring system during the implementation phase should be considered, and an evaluation workshop should be organized six months after implementation in these two provinces.

� Mortality reports, Population Department of the General Statistics Office (GSO). The GSO conducts annual surveys on births, deaths and migration throughout the country using a population sample of 20 000 or 5000 households per province.


� Central Census Steering Committee.


� Registers in commune health stations. Also, village health workers report cases of death to the commune authorities.


� Notification of the cause of death, Population Department of the General Statistics Office.


� Hospital records and reports, data for 312 diseases categorized by sex and three age-groups.


� Registers in commune health stations.


� Epidemiological surveillance system run by a network of preventive teams and centres directed by the National Institute of Hygiene and Epidemiology.


� Registers in commune health stations.


� Registers in commune health stations.


� National Heart Institute.


� Ministry of Health.


� General Statistical Office.


� Registers in commune health stations.


� Ministry of Health and Viet Nam Social Security Agency.
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