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ABSTRACT: This report examines household out-of-pocket (OOP) health spending in Viet Nam 

from 2010 to 2022. Despite high health insurance coverage (91percent in 2022) and reduced 

catastrophic health expenditure, OOP spending remains high—about 40 percent of current health 

expenditure, well above WHO’s recommended 15–20 percent. Per capita OOP spending has risen, 

especially for inpatient care, and the COVID-19 pandemic shifted spending toward retail 

pharmaceuticals. Large disparities exist by income, age, ethnicity, and region, with wealthier 

groups spending much more and vulnerable populations facing higher burdens. Pharmaceutical 

OOP spending is especially high (75 percent in 2022), indicating a need for better prescription 

enforcement and medication quality. The report recommends policy reforms to improve financial 

protection and service access for vulnerable groups, strengthen primary care, and enhance 

monitoring of OOP spending. 
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INTRODUCTION 

Viet Nam has been consistent in its intention to use public funding to ensure financial access to 

healthcare services and financial protection. In the 1990s, soon after user fees and unfunded fee 

exemptions had been introduced, Viet Nam introduced a social health insurance (SHI) scheme. 

The state budget subsidizes the insurance contributions of vulnerable groups to ensure coverage. 

The Communist Party resolution on healthcare (No. 20-NQ/TW of October 25, 2017) calls for 

concrete goals for health insurance coverage and reductions in the out-of-pocket (OOP) share of 

health spending (Box 1). The latest national health strategy also aims for public health spending 

to increase and allocations to be prioritized to vulnerable groups. State budget allocations are 

prioritized for preventive medicine and grassroots healthcare, the types of services that the 

vulnerable tend to rely on more heavily. Recently, the Vietnamese Communist Party Secretary 

called for the development of a policy exempting the Vietnamese people from medical fees by 

2030 (Minh 2025). 

Box 1: Health Financing Goals in Viet Nam’s High-Level Policies 

Communist Party Central Committee Resolution 20/NQ-TW (2017) 

• 2025 Goal: Health insurance coverage should increase to 95 percent of the population 

and household out-of-pocket health spending should be reduced to 35 percent. 

• 2030 Goal: Health insurance coverage should increase to over 95 percent of the 

population and household out-of-pocket health spending should be reduced to 30 

percent. 

National Health Strategy Issued in Prime Ministerial Decision 89/TTg (2024) 

• Concrete Goal: Increase the public share of health spending, increase effectiveness in 

allocation, and use of the state budget and other health funding sources to achieve the 

goal of universal health coverage. Prioritize the state budget on preventive medicine, 

grassroots health care (primary care level), ethnic minorities, mountainous and border 

regions, marine and coastal areas, and other areas facing difficulties . 

Sources: Communist Party of Viet Nam (2017); Office of the Prime Minister (2024). 

 

Expansion of SHI coverage is expected to reduce the OOP spending share; however, this effect has 

not been observed in Viet Nam. Since 2006, health insurance coverage has expanded from 44 

percent1 (MoH 2011) to 94 percent in 2024 (VSS 2025). From 2006 to 2011, the OOP spending share 

remained at around 35 percent, followed by an increase to over 40 percent consistently sustained 

since 2012 (WHO 2024a). Does this reflect shortcomings of the financial protection strategy for the 

general population, resulting in inadequate use of services and high financial burden, particularly 

as Viet Nam faces rapid population aging and the rise of non-communicable diseases? Or does 

this reflect greater OOP spending by wealthier groups who avail of providers and healthcare 

services with greater amenities, more expensive inputs to care, or more advanced technologies, 

 
1  Estimated coverage was 36.866 million people. The National Statistics Office “Statistical Yearbook of Viet Nam 2010” 

estimates the total population is 83.311 million people (NSO 2011). 
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while still providing protection for vulnerable groups? Are the trends in healthcare utilization and 

OOP health spending in line with government health and financial protection goals? 

Monitoring household utilization and spending on healthcare services and goods is an important 

stewardship function to keep the health system on track to achieve universal health coverage 

(UHC). The National Statistics Office (NSO) of Viet Nam implements the Viet Nam Household Living 

Standards Survey (VHLSS) every two years. The sample is nationally representative and the data 

provide a rich source of information about healthcare service utilization, health insurance 

coverage, OOP health spending, and household and individual characteristics. The standardization 

of the sample design and questionnaire allow for robust comparisons over time and across 

household characteristics. Details about the VHLSS survey data and analytical methodology can 

be found in the Appendix of this report. The VHLSS, along with national health accounts and SHI 

data, provide rich data for analyzing Viet Nam’s achievements and remaining challenges toward 

achieving UHC. 

Background on Health Financing Policy Reforms Affecting Out of Pocket 

Spending 

The Đổi Mới reforms, starting in 1986, initiated a shift away from state budget for curative care 

services toward collection of user fees and acceptance of private sector health care provision. 

Since 1987, private providers have been allowed to operate in the market. Private pharmacies 

(Bich 2025) and outpatient clinics now account for a high share of facilities, but private hospitals 

are still a minor player, accounting for 7 percent of all hospital beds (MoH 2021). In 1989, partial 

user fees were introduced to supplement state budget subsidies paid to providers for curative 

care to cover a growing number of services, medications, and devices. The fees have been 

increasing toward full cost-recovery (Table 1) by incorporating the costs of payroll, utilities, and 

other components into the prices. As these policies were being initiated, policymakers were 

concerned about their impacts on the people’s ability to access services without financial hardship. 

However, the national imperative to reduce the state budget burden of providing healthcare 

services has maintained pressure toward hospital financial autonomy. By the end of 2023, 28.6 

percent of state healthcare facilities had achieved financial autonomy for all recurrent costs, of 

which a small share also had achieved financial autonomy for capital costs. Another 59.4 percent 

cover part of recurrent costs from revenues, with the remaining 12 percent fully subsidized by the 

state budget (MoH 2024). 

The government facilitated public hospitals to supplement their budgets. Public hospitals can 

mobilize private funding, reinvest surplus in the purchase of equipment, and organize (including 

comingling private capital) on-request services with full cost-recovery. Resolution 90 and Decree 

69 create the legal basis for hospitals to mobilize private capital in public hospitals and led to rapid 

growth in technical capacity for imaging, laboratory, and surgical services. These new services 

facilitated the public sector to compete with the private sector for patients and to attract patients 

away from primary healthcare that lacked these technical services. The new services generate 

revenue surplus, creating an important source of funding to supplement health worker civil 

servant salaries. However, SHI pays only the administratively set prices for these services; patients 

or private health insurance pay any additional charges. 
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Table 1: Key Health Financing Reform Milestones in Viet Nam 

1987 Private health sector allowed to operate (Resolution 90) 

1989 Charge user fees in public facilities, including exemption for disadvantaged groups 

(Decision 45) 

1992 National social health insurance system in the Ministry of Health (MoH) (Decision 958) 

1997 Social mobilization in the health and other sectors, paving the way for private 

investments in public hospitals (Resolution 90) 

2002 Financial autonomy (Decree 10) 

Health care fund for the poor (Decision 139) 

2005 Guiding competitive tendering for pharmaceuticals (Circular 20) 

Healthcare for children under age 6 (Decree 36) 

2006 User fees (Circular 03) 

Greater financial autonomy (Decree 43) 

2008 Policy encouraging “social mobilization” in the health sector (Decree 69) 

First Health Insurance Law 

2012 User fee increase (Circular 04) 

Regulations on public healthcare service providers and user fees (Decree 85) 

2014 Health Insurance Law Revision 

2015–

2018 

User fee increases to cover more components of costs and reduce subsidies [Circulars 

37 (2015), 15 (2018), and 39 (2018)] 

2021 Financial regulations on financially autonomous public entities (Decree 60) 

2023 User fee increase to cover civil servant pay increase (Circulars 21 and 22) 

2024 Policy setting guidelines for provinces and central hospitals to set their own user fees 

(Circular 21) 

Health Insurance Law Revision 

 

In 1992, Viet Nam introduced SHI to pay user fees for curative care services. The government 

identified SHI as a key instrument for achieving UHC. Initially, SHI only covered civil servants and 

formal sector workers, since there was an unfunded mandate to exempt vulnerable groups from 

paying the partial user fees. Policies gradually expanded coverage by subsidizing contributions for 

various groups like children under age six, recipients of social welfare, and poorer members of the 

population (Le et al. 2020). Contributions of other groups were partially subsidized, including 

school pupils, university students, the near poor, and middle-income farmers (Government of Viet 

Nam 2024). As of 2024, Viet Nam Social Security (VSS) reports coverage of 94 percent of the 

Vietnamese population (VSS 2025). 

The SHI package is comprehensive, covering inpatient and outpatient care and pharmaceuticals. 

As of 2025, the SHI pharmaceutical package includes 1,037 active ingredients, 59 

radiopharmaceuticals or tracers (Circular 20), and 578 herbal medicines (Circulars 05/2015, 

50/2017, 27/2020). In addition, the package covers 337 types of consumables and devices 

(04/2017/TT-BYT), 9,190 technical services (such as lab tests, surgeries, and imaging), inpatient bed 
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days, and general and specialist consultations (Decision 7603). Access to the most complex 

services is limited to large cities and a few tertiary hospitals due to the high level of specialization 

required. Yet, the diffusion of technologies and training to the provinces and the development of 

transportation infrastructure has improved geographic access to health care facilities, including 

with more advanced technologies. 

The SHI policies are designed to offer a high degree of financial protection; however, provider and 

patient behaviors can influence the degree of financial burden. The health insurance law stipulates 

that patients using primary care-level facilities have no co-insurance obligation, even if it is not the 

facility where they are enrolled. The law also stipulates that contributing members pay 20 percent 

co-insurance, while the vulnerable pay 5 percent or have no co-insurance obligation when using 

the facility where they are enrolled or when they meet criteria for appropriate use of other facilities 

(such as a formal referral). When patients bypass primary care-level facilities to seek care at 

secondary- or tertiary-level facilities or when they use on-request services, they may incur 

additional co-insurance obligations or charges. When doctors prescribe medications or devices 

outside of the SHI covered lists, order services for which the patient does not meet clinical criteria, 

or prescribe items with prices above the caps imposed by SHI regulations, patients may also incur 

substantial OOP expenditures. 

Viet Nam’s drug policies have been developed and implemented to ensure access to a wide range 

of effective medications. Viet Nam has recently updated its Law on Pharmaceuticals and the 

National Drug Policy, with the Drug Administration of Viet Nam responsible for implementation. 

Policies have been implemented to boost trust in the quality and effectiveness of medications, 

such as good manufacturing practice and good pharmaceutical practice. Drug quality assurance 

testing and inspections, bioequivalence testing of generic pharmaceuticals, and 

pharmacovigilance systems are also in place. SHI coverage of a wide range of prescription 

medications contributes to financial access to essential medications (Nguyen et al. 2017). 

Measures to control the prices of and spending on pharmaceuticals face important barriers. Viet 

Nam allows pharmaceutical companies to set their own prices based on market forces with state 

interventions to stabilize prices. Regulations on price declaration and publication of price 

information have been ineffective due to poor monitoring and enforcement and failure to address 

the need for reasonable prices. Efforts to develop a generic medicine policy came up against 

mistrust of the quality and efficacy of generic medicine among providers and patients, slow rollout 

of bioequivalence testing, and lack of financial incentives to prescribe generics. Prescription drug 

policies at retail pharmacies are poorly enforced. The SHI drug formulary contains more than 

double the number of essential medications. Treatment guidelines are not aligned with essential 

medications nor are guidelines enforced for prescribing medicines. The marketing and promotion 

activities of pharmaceutical companies are regulated but enforcement is weak (Nguyen et al. 2017). 

The government has implemented regulations on competitive tendering for pharmaceuticals in 

an effort to use competition to contain price growth. However, disruption during the COVID-19 

pandemic led to a period of medication stockouts, which exacerbated practices of prescribing 

higher priced medications that were not covered in the SHI formulary or were procured outside 

of the competitive tendering framework. Corrupt practices still exist involving commissions paid 
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to doctors for prescribing certain items, leading to higher than necessary household 

pharmaceutical spending (Nguyen et al. 2018). 

These finance policies have made public hospitals less dependent on supply-side subsidies and 

more dependent on service revenue collection to balance their budget. Policies have eliminated 

or reduced direct government subsidies but increased health service prices paid by SHI on a fee-

for-service basis closer to cost-recovery levels. Medication and device prices are controlled 

through a policy of competitive tendering and zero margins when dispensed to insured patients. 

However, the general demand for more amenities and the aim of providers to increase revenues 

have shaped policies that allow providers to charge patients for medications and devices that are 

not on the SHI formulary or were not obtained through the official procurement processes.  

This fiscal decentralization shifted responsibility for public health and preventive medicine to the 

provinces. Vertical programs, such as Tuberculosis (TB) and HIV/AIDS control and the Expanded 

Program on Immunization, were run by and funded through provincial budgets. Commune-level 

health services and preventive services of the district health centers received budget allocations 

to cover basic operating costs and payroll, but they were encouraged to boost revenues by 

providing individual-level services for a fee, including both preventive and curative care services. 

Broad Trends in Household Health Care Service Utilization and Spending 

Viet Nam scores relatively high on the WHO Universal Health Coverage (UHC) service coverage 

index. The index is computed as the geometric mean of 14 tracer indicators of health service 

coverage for reproductive health, infectious diseases, non-communicable diseases, and service 

capacity and access. Although Viet Nam scores 68 out of 100 overall, the score flatlined between 

2015 and 2021 (Figure 1). This service coverage is lower than upper-middle-income comparator 

countries, such as China, Malaysia, and Thailand, but lower than other -middle-income comparator 

countries, such as Indonesia and the Philippines. In 2021, Viet Nam scored 80 out of 100 for 

maternal and reproductive health but only 57.5 out of 100 for non-communicable disease (WHO 

2024b). 

Figure 1: International Comparison of UHC Service Coverage Index, 2015–21 

 
Source: World Health Organization (2024b). 
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Prior to the COVID-19 pandemic, VHLSS data indicate utilization rates for inpatient care were rising 

slowly while outpatient care remained stable and low. Inpatient visits per 100 people were only 

slightly lower than the Organization for Economic Co-operation and Development (OECD) average 

of 13 hospital discharges per year (OECD 2024). Outpatient visits per 100 people were substantially 

lower than the OECD average of six in-person doctor consultations per person per year (OECD 

2024). This indicates a substantial underutilization of outpatient services, even considering the 

likelihood of some recall bias due to the 12-month reference period in the VHLSS and the younger 

age structure of the Vietnamese population. COVID-19 had a significant impact on utilization, 

reducing inpatient and outpatient curative care utilization by one-half and overall outpatient care 

by one-third between 2018 and 2022 (Figure 2). 

Figure 2: Trends in Health Service Utilization Rates, 

Viet Nam Household Living Survey Data, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. 

 

Viet Nam Social Security (VSS) data for the same period indicate similar trends for the utilization 

of health services among the insured, though higher utilization than VHLSS data (VSS 2023b). VSS 

administrative data are not affected by recall bias and reflect calendar year rather than a 12-month 

recall period spanning more than one year. They also allow examination of more recent trends, 

because there are fewer delays in compiling these estimates compared to sample surveys. 

However, they may tend to overestimate utilization because the uninsured, with presumably lower 

utilization rates, are excluded. Figure 3 indicates a slight increase in inpatient and outpatient 

curative care service utilization per 100 people from 2015 to 2019. The COVID-19 pandemic 

disrupted this trend, and as of 2023, utilization had not returned to pre-pandemic levels. 

12 10 11 12 13 11 
6 

115 

102 
97 99 103 

89 

49 

138 

125 124 128 
139 

120 

94 

0

20

40

60

80

100

120

140

160

2010 2012 2014 2016 2018 2020 2022

V
is

it
s 

p
e

r 
1

0
0

 p
e

o
p

le

Inpatient visits

Outpatient
curative care visits

Outpatient total
visits

COVID-19



7 
 

Figure 3: Trends in Health Service Utilization Rates, 

Viet Nam Social Security Data, 2010–23 

 
Source: Bales and Đào (2025). 

Note: Based on data from MoH (2014, 2015); VSS (2023b); Government of Viet Nam (2024) 

data. 

 

Current health expenditure (CHE), including public funding sources, household OOP spending, and 

other private sources of funding, reveals significant fluctuations in overall health spending. The 

left panel of Figure 4 indicates real annual growth in per capita CHE of approximately 6 percent, 

reaching nearly VND4.4 million per capita by 2022. The per capita value of CHE measured in 

purchasing power parity (PPP) dollars grew 8 percent a year, reaching about PPP$600 in 2022 

(WHO 2024a).2 In 2002, 2012, and 2019, per capita inflation-adjusted CHE saw short-term declines, 

but the overall trend was upward. By 2022, per capita CHE reached VND4.4 million, equivalent to 

PPP$611 or US$189 when converted using the market exchange rate.3  

Figure 4: Trends in per Capita Current Health Expenditure, 2000–22 

 
Source: World Health Organization (2024). 

 
2 Purchasing power parities are the rates of currency conversion that equalize the purchasing power of different currencies by 
eliminating the differences in price levels between countries. 
3 For the rest of this report, results will mainly be presented in Vietnamese dong to facilitate communication with Vietnamese 
officials. However, the figures below provide implicit exchange rates for those who want to interpret results in US$ or PPP$. 
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Pharmaceutical Spending 

Pharmaceuticals account for a high share of CHE in Viet Nam. In 2022, per capita pharmaceutical 

spending was US$75 and pharmaceutical sales (which are a measure of the pharmaceutical 

market size) were estimated to be US$7.3 billion (Kirin Capital 2023). This represents 39 percent 

of CHE in Viet Nam, substantially higher than in Malaysia (16 percent) (MIDA 2023), Indonesia (21 

percent) (EKONID 2025), Thailand (31 percent) (Tangcharoensathien 2024), and China (33 percent) 

(Li et al. 2022).4 

Among pharmaceuticals sold in Viet Nam, prescription medications account for a high share but 

over-the-counter medications dominate. In 2022, prescription medications accounted for 75.8 

percent of the pharmaceutical market value (Kirin Capital 2023). In 2023, over-the-counter 

medications accounted for 60 percent of pharmaceutical market value (Minh 2024). The 

Vietnamese insurance formulary consists mainly of prescription medications. For health insurance 

reimbursement, these medications must meet MoH quality standards implicit in the license to sell 

the product in Viet Nam and be procured either through price negotiations (when fewer than three 

vendors) or competitive tendering. When facilities cannot dispense insured medications, patients 

often have to buy their prescriptions at retail pharmacies. 

The current regulations on competitive tendering for medications for insured patients have not 

prevented expensive brand-name originator medications from dominating market value. Based 

on winning tenders in 2023, 57.5 percent of the value of medications procured were brand-name 

originator medications or medications produced on production lines meeting EU-GMP (good 

manufacturing practice) standards in countries with stringent regulatory authority. These 

medications exceed the drug quality standards regulated by the Drug Administration of Viet Nam 

and are priced substantially higher than generic medications with the same active ingredient that 

meet bioequivalence standards. For example, the most common medication for the treatment of 

diabetes is metformin. The same winning bids also show that the annual cost for a standard daily 

dose (2 grams per day) of the basic formulation is VND2.8 million if the brand-name originator 

medication is used but just VND400,000 if the bioequivalent generic medication is used.5 

Although the value of pharmaceuticals covered by SHI or co-insurance payments has remained 

about the same in constant prices, the share of pharmaceutical spending paid through SHI has 

been declining. From 2018 to 2022, SHI, co-insurance, and retail purchase of pharmaceuticals 

totaled VND80 trillion in constant prices. However, the total value of purchased pharmaceuticals 

has continued to increase in real terms. From 2018 to 2022, the absolute value and share of 

pharmaceutical spending not paid by SHI, co-insurance, or retail purchases by households 

increased from VND50.8 trillion (39 percent) to VND95.6 trillion (55 percent) (Figure 5). Although 

some of this spending may be increased state budget spending on the COVID-19 response, there 

are many reasons to expect these pharmaceuticals are paid by households (that is, patients pay 

extra or balance bill for these costs). The widespread reporting of medication stockouts in hospital 

 
4 Calculated as the share of CHE where CHE is taken from the World Health Organization Global Health Expenditure Database 
of the corresponding year. 
5 Analysis using the data on winning tenders reported to the Drug Administration of Viet Nam according to Circular 15/2019/TT-
BYT available at: https://dav.gov.vn/tong-hop-bao-cao-kqtt-cua-cac-don-vi-bao-cao-cap-nhat-den-ngay-26122023-n4223.html 

https://dav.gov.vn/tong-hop-bao-cao-kqtt-cua-cac-don-vi-bao-cao-cap-nhat-den-ngay-26122023-n4223.html
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pharmaceutical departments is likely to have forced patients to pay OOP for medications that 

should have been covered by SHI. Financial pressures are also pushing hospitals to find ways to 

boost revenues to afford to pay market-level salaries to attract and retain skilled health 

professionals, such as hospital pharmacy sales of brand-name medications and supplements for 

which hospitals can charge a retail margin. 

Figure 5: Trends in Pharmaceutical Spending in Constant 2022 Prices by Source, 2018–22 

 
Source: Bales and Đào (2025). 

Note: Value of pharmaceuticals: 2018–20 (MoH 2019, 2021), 2021 (Hà 2023), and 2022 (Tú 2023); Out-of-

Pocket Spending at Pharmacies (NSO VHLSS 2018, 2020, 2022 data and linear interpolation for 2019 and 

2021); Social Health Insurance and patient co-insurance (VSS 2023b, 2023c; Other is calculated as the 

difference between total value and known components.  

 

Current medication costs as a share of OOP spending for inpatient and outpatient care are not 

known but are likely to account for a high share of the residual “other” pharmaceutical spending 

in Figure 5. The latest available data source on detailed patient pharmaceutical spending as part 

of OOP spending on inpatient and outpatient health care services is from a special in-depth health 

module in the VHLSS (2006 data). Even in that year, results indicate that pharmaceutical spending 

accounted for a high share of OOP spending at medical facilities (51 percent). The survey found 

that households spent an additional amount on medications at pharmacies outside the health 

care facility, equivalent to about one quarter of the OOP medication spending at the facility. 

Out-of-Pocket Spending in Relation to Other Sources of Funding 

For Current Health Expenditure  

Household OOP expenditures on health in Viet Nam are relatively high, estimated at about 40 

percent of CHE in 2022. This compares to estimates of the OOP share of CHE in Thailand (9 

percent), Indonesia (33 percent), China (34 percent), and Malaysia (38 percent). This share indicates 

a slight decline from the peak of 45 percent just before the COVID-19 pandemic in 2019. Per capita 

OOP spending peaked at VND1.8 million (US$77) in 2019, and after a decline during the COVID-19 

pandemic, returned to VND1.7 million (US$75) in 2022. Real growth in per capita OOP spending 

was 6.4 percent over the period from 2000 to 2022, exceeding real growth in CHE per capita of 

5.7 percent in the same period (Figure 6) (WHO 2024a). 
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Figure 6: Growth in Out-of-Pocket Expenditures and Current Health Expenditures 

per Capita in Constant 2022 Prices, 2000–22 

 
Source: World Health Organization (2024a). 

 

Public spending on health accounted for about 45 percent of CHE in 2022. Government regulations 

define the scope of public spending from SHI to be curative care and from state budgets to be 

public health, preventive medicine, regulatory functions, administration, and subsidies for 

premiums of certain insured groups (Office of the Prime Minister 2016). SHI per capita spending 

reached a peak in 2019 amounting to VND1.3 million (US$55) in current prices, declining during 

the pandemic, then recovering to VND1.1 million (US$48) by 2022. In the same period, state 

budget direct spending per capita doubled from VND329,000 (US$14) to VND830,000 (US$36) per 

capita, and external assistance increased from 1.0 to 1.6 percent of CHE (WHO 2024a). At its peak 

just before the COVID-19 pandemic, SHI spending accounted for 79 percent of public spending on 

health, but increased state budget spending and declining utilization of curative care services 

during the pandemic reduced its relative importance to just 57.6 percent of CHE by 2022 (Figure 

7). 

Other private spending grew steadily from 11 percent of CHE in 2013 to 16 percent in 2022. About 

5 percent of the 2022 amount is commercial health insurance, another 7 percent comes from 

enterprise health spending, and 3 percent from non-profits serving households. Total health 

spending from this source grew nearly three times (in current prices) between 2013 and 2022, 

including a sixfold jump in commercial health insurance (voluntary health insurance) spending 

during this period (WHO 2024a) (Figure 7). 
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Figure 7: Trends in Sources of Funding for Current Health Expenditures, 2000–22 

 
Source: World Health Organization (2024a). 

 

  



12 
 

LEVELS AND TRENDS IN OUT-OF-POCKET EXPENDITURES FOR 

HEALTH 

This report analyzes OOP expenditures using VHLSS data for the period from 2010 to 2022. 

Analysis is performed separately for household spending on outpatient and inpatient care and on 

medications purchased at retail pharmacies. The report first presents information on trends, then 

on differentials focusing on living standards quintiles and broad age groups, and the type of health 

care provider. Although we cannot determine the medication share of OOP expenditures of 

inpatient and outpatient care, the analysis still provides useful background to understand 

household OOP expenditure patterns and to identify where spending is high and targeting of 

interventions might be useful. 

General Trends 

Total real OOP expenditures increased from 2012 to 2018, but fell due to the impact of COVID-19, 

reaching 2012 levels in 2022. In most years, the largest components of OOP expenditure are 

inpatient and outpatient curative and reproductive health care, followed by retail purchase of 

medications. The pandemic led to greater reliance on retail purchase of medications and devices 

as people were less able or willing to utilize health care services. Per capita OOP spending on retail 

purchases of pharmaceuticals increased from VND372,000 to VND423,000 while per capita OOP 

expenditures on retail purchases of medical devices increased from VND46,000 to VND65,000 (all 

OOP values measured in constant 2022 prices). The substantial drop in outpatient and inpatient 

OOP expenditures and increase in retail spending on medications and devices between 2020 and 

2022 resulted in the retail purchase of medications becoming the largest component, increasing 

from 26 percent to 41 percent of OOP health spending (Figure 8). 

Figure 8: Trends in Out-of-Pocket Expenditures by Health Care Item in Constant 2022 Prices, 

2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22.Large differences do represent statistically significant differences. 

*In 2018, one extreme outlier (quintile 5 inpatient care) was removed because it heavily distorted results. 

 

Currently, household OOP spending and SHI payments are the main sources of funding for 

curative care services, with some commercial health insurance covering care for a small more 
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affluent share of the population. Figure 9 shows a general rising trend in overall spending on 

inpatient and outpatient care up until 2018, then a stagnation and decline in the period from 2020 

to 2022. SHI reported figures show that insurance spending has been maintained over this period. 

OOP expenditures for services include co-payments and extra payments from insured individuals, 

payments from uninsured people, and care provided by providers not contracted by VSS (mostly 

private outpatient providers). For both inpatient and outpatient care, the OOP share of health 

spending has been declining as overall payments rise, with a substantial drop in 2022. Retail 

purchase of pharmaceuticals increased gradually over this period. 

Figure 9: Trends in Out-of-Pocket Spending and Social Health Insurance Payments for Inpatient 

and Outpatient Care in Constant 2022 Prices, 2014–22 

 
Source: Bales and Đào (2025). 

Note: Out-of-Pocket (NSO VHLSS data, 2014–22); Social Health Insurance (VSS 2023a). Current price 

values adjusted to real values using the Consumer Price Index (CPI) (World Bank 2024). 

*In 2018, one extreme outlier (quintile 5 inpatient care) was removed because it heavily distorted results. 

 

Real aggregate OOP spending trends significantly decreased during the pandemic, but real OOP 

spending per visit has continued to rise. From 2010 to 2018, aggregate real OOP spending on 

inpatient curative and reproductive care grew on average 5 percent per year and outpatient 

spending grew 2 percent per year. Due to rapid reductions in utilization of services, by 2022, total 

OOP spending had declined to below 2010 levels. However, OOP spending per visit continued to 

rise from 2010 to 2022 (Figure 10). 
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Figure 10: Trends in Curative and Reproductive Care Out-of-Pocket Spending Total and 

per Visit Amounts in Constant 2022 Prices, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. Large differences do represent statistically significant differences. 

*In 2018, one extreme outlier (quintile 5 inpatient care) was removed because it heavily distorted results. 

 

Inpatient Curative and Reproductive Health Care Utilization 

and Out-of-Pocket Spending 

Inpatient care is provided mainly by provincial and district-level facilities, which reflects the size of 

their inpatient bed capacity.6  . In 2020, provincial hospitals accounted for the largest share of 

inpatient beds and inpatient admissions (41 percent). District hospitals ranked second with 28 

percent of all beds and 32 percent of all admissions. Central hospitals had a smaller share of total 

beds, just 9 percent, but accounted for 15 percent of admissions. Private inpatient beds and 

admissions accounted for 6–7 percent of the total. Commune-level facilities accounted for less 

than 4 percent of admissions, mainly for observation (Figure 11). 

 
6 We compare 2020 utilization results, because these are the latest data on bed capacity by level. 
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Figure 11: Comparison of Structure of Inpatient Beds and Inpatient Admissions 

by Type of Facility, 2020 

 
Source: Bales and Đào (2025). 

Note: Inpatient Beds (MoH 2021); Inpatient Admissions (NSO VHLSS data, 2020). 

 

The bed turnover rate (the number of admissions per bed per year) is a measure of hospital 

productivity. Central hospitals had the highest bed turnover rate with 51 admissions per bed per 

year in 2020 (latest year in which bed numbers were available). District, provincial, and private 

hospitals had bed turnover rates around 30–33 admissions per bed per year. Commune-level and 

other government facilities had very low bed turnover rates of just 8 and 15 patients per bed per 

year, which is expected since these are not intended to be inpatient facilities. 

Provincial and central hospitals account for the highest share of hospitalizations and their share 

has been increasing (Figure 12). The utilization of grassroots-level facilities for inpatient or 

overnight care has been declining; this started before the COVID-19 pandemic. The private share 

of inpatient admissions has grown minimally. 
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Figure 12: Share of Hospitalizations by Type of Facility, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. Large differences do represent statistically significant differences. 

 

The number of inpatient admissions had been increasing over time for most types of hospitals 

until the COVID-19 pandemic, which affected 2020 and 2022 results. District-level hospitals 

reached a peak in admissions in 2016 and 2018 at just over 4 million, before dropping to 3.4 in 

2020 and 1.6 million in 2022. Admissions in provincial and other government hospitals surpassed 

the district level in 2018 and continued to rise to 4.6 million in 2020; it is the dominant inpatient 

care facility in Viet Nam, even after a decline to 2.2 million admissions in 2022. Some of the shift 

toward provincial-level hospitals may be due to recategorizing district hospitals as provincial 

hospitals. At the central level, the number of admissions increased from 1 million in 2010 to a peak 

over 2 million in 2018 before falling back to 1.6 million in 2020 and to just 0.6 million in 2022. 

Private hospitals also saw an increase from 300,000 admissions in 2010 to a peak of 892,000 in 

2018 before declining back to half a million admissions in 2020 and to 2010 levels in 2022 (Figure 

13). 
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Figure 13: Trends in Inpatient Admissions by Type of Facility, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. Large differences do represent statistically significant differences. 

 

Real OOP expenditures per admission have remained relatively stable over time with annual 

fluctuations. In 2022, OOP expenditures per admission for commune-level facilities was the lowest 

at about VND1.2 million, with the main service being observation or waiting for transfer to a 

hospital. The amount per admission in private non-hospital facilities and district-level facilities was 

from 2.1 to 2.4 times higher, with a range of services including basic surgical procedures, 

laboratory testing, and imaging. Provincial, other government, and private hospitals had 

somewhat higher average OOP expenditures per admission ranging from VND7.2 to VND11.6 

million, reflecting the wider range of technical services and medications available. Central 

hospitals, with tertiary capacity in equipment and human resources able to provide ultimate 

referral services for the most complex cases, had much higher OOP expenditures per admission 

at VND16.1 million, which is 13.5 times higher than the commune level, 5.6 times higher than the 

district level, and 2.2 times higher than the provincial level (Figure 14). 
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Figure 14: Trends in Average Inpatient Out-of-Pocket Expenditures 

per Admission in Constant 2022 Prices, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. Large differences do represent statistically significant differences. 

*In 2018, one extreme outlier (quintile 5 inpatient care) was removed because it heavily distorted results. 

 

Outpatient Service Utilization and Out-of-Pocket Spending 

Most outpatient care is provided at the grassroots level (district, commune, and other private 

facilities) for both curative and reproductive health, immunizations, and health checkups. In 2020 

(just prior to the pandemic), the main outpatient curative and reproductive care providers were 

public district-level facilities (30.8 million visits accounting for 28 percent of curative care and 22 

percent of preventive care visits). Private outpatient facilities provided a total of 30.3 million visits, 

accounting for 30 percent of curative care and 13 percent of preventive care visits. In 2022, these 

facilities remained the main providers of outpatient curative care services despite substantial 

pandemic-induced declines in volume of visits. Public commune-level facilities, a main primary 

care facility, provided services for an estimated 20.8 million outpatient visits in 2020, accounting 

for 13 percent of outpatient curative care visits, but 32 percent of preventive care visits. Provincial, 

central, and other public and private hospitals together accounted for 29 percent of outpatient 

curative care and 33 percent of outpatient preventive care visits in 2020 (Figure 15). 
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Figure 15: Share of Outpatient Care Visits by Type of Care and Type of Facility, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. Large differences do represent statistically significant differences. 

 

Substantial shifts have occurred in the types of outpatient facilities used by the population over 

the past decade, even before the pandemic. At the commune level (including regional polyclinics), 

the number of curative care visits has declined steadily over time from 18.6 million in 2010 to 11.2 

million in 2020, while the volume of preventive care visits has increased slightly from 8.0 to 9.6 

million. Private outpatient facilities, however, have seen a significant drop in outpatient curative 

care visits, from 40.9 to 26.2 million in the same period. Private clinics still play a relatively minor 

role in providing preventive care services. District health facilities saw a strong increase in 

utilization of outpatient curative care services before the pandemic, as did private hospitals, with 

smaller increases seen in provincial and central hospitals. Hospitals appear to be playing an 

increasing role in preventive care, as seen in the trends in visits at district, provincial, central, and 

private hospitals (Figure 16). 
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Figure 16: Trends in Outpatient Visits by Type of Care and Facility, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. Large differences do represent statistically significant differences. 

 

As expected, average real OOP expenditures per outpatient visit are lower in primary care facilities 

and higher in facilities with more specialized levels of care and in private facilities. At the commune 

level, OOP expenditures per curative care visit were VND116,000 in 2022 and for preventive care 

were VND19,000. When compared to the commune level, average OOP expenditures per curative 

care visit at the district level are more than double and at private outpatient facilities are nearly 

triple. At the lower specialist facility level (provincial hospital, other government facilities, and 

private hospital level), OOP expenditures per outpatient visit range from 6.5 to 10.5 times higher 

than at the commune level. At the mostly highly specialized level (central hospitals), OOP 

expenditures per outpatient visit are nearly 23.6 times higher than at the commune level. For 

preventive medicine services, OOP expenditures per visit are substantially lower than for curative 

care at the commune, district, and other government facilities, but not much lower than curative 

care OOP expenditures per visit for other types of facilities. Preventive medicine services are not 

covered by health insurance. However, government grassroots facilities still receive direct state 

subsidies for provision of these services. 
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The average OOP expenditures per outpatient curative care visit (in constant 2022 prices) 

remained relatively constant for most types of facilities between 2010 and 2022. Only minor 

changes are seen in the real average cost per visit for commune, district, provincial, other 

government facilities, and private outpatient facilities (Figure 17). However, a strong upward trend 

in real average OOP expenditures per visit is seen for central hospitals, and a moderate downward 

trend is seen for private hospitals. For preventive services, OOP expenditures per visit are 

relatively stable over time, except for the large increases seen in central hospitals. 

Figure 17: Trends in Average Outpatient Out-of-Pocket Expenditures per Visit 

in Constant 2022 Prices, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data 2010–22. Large differences do represent statistically significant differences. 
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HEALTH FINANCIAL PROTECTION AND EQUITY 

Ultimately, concern about OOP health spending is about its impact on household welfare. This 

section examines indicators of health financial protection and inequalities in utilization of health 

care services and OOP spending across population groups. First, we examine the trends in 

catastrophic health spending and impoverishment due to OOP health expenditures. Second, we 

examine health insurance coverage trends and differentials. Third, we examine living standard 

differentials in health service utilization and OOP health expenditures. Fourth, we examine 

differentials across other household (region, urban/rural residence, ethnicity of household head) 

or individual (age group and sex) characteristics. This analysis provides insights to help in targeting 

policymaking focused on reducing the burden of OOP health expenditures. 

Key financial protection indicators used in this report include impoverishment due to health 

spending and catastrophic health spending (O'Donnell et al. 2008). Impoverishment occurs when 

OOP spending on health reduces household funds available for consumption of essential goods 

and services below the international poverty line for lower-middle-income countries (PPP$3.65 per 

day). Catastrophic health spending is defined as household OOP spending exceeding 10 percent 

of total consumption. Some studies use an alternative threshold of 25 percent of total 

consumption to define when OOP spending significantly burdens household finances. Living 

standards quintiles are defined in terms of per capita household consumption, ranked from 

lowest to highest, then divided into five groups representing 20 percent of the population from 1 

(poorest) to 5 (richest). 

Foregone care, such as non-use of health services among people reporting illness was also 

analyzed. However, the measure of illness in the VHLSS is vague and recall bias yields 

counterintuitive results, where the wealthier are more likely to report illness and foregone care 

than poorer people. International literature has studied differences in recall bias across living 

standards groups and results suggest that for poorer people, sickness is the normal state so they 

are less likely to report illness than the wealthy, leading to this recall bias (Das et al. 2012). 

Catastrophic and Impoverishing Health Expenditure 

Despite a high OOP expenditure share of CHE, estimates indicate continued declines in 

catastrophic health spending (at thresholds of 10 and 25 percent of household expenditures) and 

impoverishment due to health spending since 2010. Nevertheless, with Viet Nam’s large 

population size, even low rates mean high absolute numbers of people living in households facing 

unaffordable health care costs. Viet Nam’s catastrophic spending rate (at the 10 percent threshold) 

was 8.4 percent in 2020, which is equivalent to over 8.2 million people. In Thailand, the 

catastrophic spending rate was 1.93 percent in 2020 (NHSO 2022). In Viet Nam, half a million 

people are living in households whose OOP health expenditures pushed them below the US$3.65 

a day poverty line. The strong reduction in catastrophic spending and impoverishment in 2022 is 

likely due to large numbers of people foregoing care due to the pandemic rather than any 

improvement in the financial protection mechanism (Figure 18). 
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Figure 18: Trends in Catastrophic and Impoverishing Health Expenditures, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. Large differences do represent statistically significant differences. 

Poverty lines updated using 2017 purchasing power parity to local currency unit and updated poverty 

lines for lower- and upper-middle-income countries. 

 

From 2016 to 2022, the bottom quintile experienced between 93 and 96 percent of 

impoverishment due to health spending (Figure 19, left panel). By contrast, catastrophic health 

spending (at the 25 percent threshold) mainly affects the higher end of the living standards 

distribution. From 2016 to 2022, about 25–32 percent of people affected by catastrophic health 

spending were in the bottom 40 percent of the living standards distribution (Figure 19, right panel). 

Figure 19: Distribution of Health Equity Measures across  

Living Standards Quintiles, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22.  
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Participation in Health Financial Protection Schemes 

The share of the population covered by a government health financial protection scheme rapidly 

increased from 2010 to 2022. VHLSS results indicate growth from 57 percent coverage in 2010 to 

83.7 percent in 2022, while SHI reports coverage increased from 60.2 percent to 91.6 percent. Note 

that the rates of coverage diverge from statistics reported by VSS for various reasons. The older 

VSS coverage statistics may have overestimated coverage rates because people could 

simultaneously have two cards; the unique VSS identification number means this is no longer a 

problem. VHLSS results may underestimate coverage if the respondent was uncertain of coverage 

of all household members (Figure 20). 

Figure 20: Trends in Health Insurance Coverage by Data Source, 2010–22 

 
Source: Bales and Đào (2025). 

Note: Large differences do represent statistically significant differences. Left panel: NSO VHLSS data, 

2010–22. Social Health Insurance includes all people reporting any form of health insurance coverage 

except people reporting only having private health insurance coverage. The SHI group includes some 

people who have both SHI and private insurance. Right panel: Right panel: Source data for 2010–14 (NSO 

2017); source data for 2016–18 (NSO 2021); source data for 2020–22 (NSO 2025); source data for 2024 

(Tuệ 2025). 

 

 

Analysis of the VHLSS data provides information on people who lack coverage, information that is 

not available from administrative data. Nationally, the survey indicates that in 2022, about 10.8 

percent of the population was not covered by any health insurance. The share of people without 

health insurance coverage is higher than the national average among working age people (ages 

15–59 years) and residents of the Central Highlands, Southeast, and Mekong Delta regions. 

Nationally, about 5.6 percent of people have private health insurance. SHI coverage is highest 

among the first quintile and lowest among the fourth quintile (Figure 21). Groups that previously 

had the highest coverage rates, largely due to subsidies for vulnerable groups, saw substantial 

declines in SHI coverage rates and the biggest increases in non-coverage. These include the first 

quintile, ethnic minorities, and residents of the Northern midlands and mountains and the Central 

Highlands. In addition, declines in SHI coverage have also occurred among children under age 15 

and persons age 60 and older. 
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VHLSS data also provide information on those who have chosen private health insurance rather 

than SHI. Private health insurance, as reported by households, has expanded from 2.6 percent in 

2010 to 5.6 percent in 2022. (Note that less than 2 percent of the population had dual coverage 

and they are counted, as SHI members.) Compared to 2020, private insurance coverage has 

declined as people shifted to SHI or dropped insurance coverage altogether. Groups with a higher 

tendency to have private coverage include working age people and people in the two wealthiest 

regions (the Red River Delta and Southeast) (Figure 21). 

Figure 21: Differentials in Health Insurance Coverage, 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2022. Large differences do represent statistically significant differences. 

 

High health insurance coverage can help reduce OOP spending if insured members use covered 

services and covered providers. The VHLSS data does not indicate whether patients used their 

health insurance coverage when seeking care; however, SHI rules provide information about levels 

and types of care more likely to be paid. The SHI fund uses rules to nudge patients to use 

appropriate levels of care by not covering outpatient services if obtained at the provincial or 

central-level facilities without a referral and by requiring higher co-payments for inpatient services 

if obtained at the central level without a referral. Most private hospitals are currently assigned to 

the district level for health insurance purposes, so these additional co-payments for bypassing 

lower-level facilities only apply to the 13 private hospitals designated as provincial-level facilities. 

Even when a patient uses health insurance to pay for health care services, some items are not 

covered and must be paid OOP. Only medications on the health insurance drug formulary and 

devices on the insured device list are eligible for SHI payments, and then only if those items are 

approved by the particular facility and have been obtained through the competitive tendering 
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process. Widespread stockouts in medications and devices became common starting in 2021–

2022 and are likely to have driven OOP health spending upward (Tung 2022, VNS 2022). Diagnostic 

or therapeutic services are only eligible for SHI payment if the facility and clinician have obtained 

approval for those specific services after submitting a dossier proving that the facility meets all 

required conditions (such as, training or equipment). 

Differentials in Health Service Utilization and Out-of-Pocket Expenditures by 

Living Standards 

Significant differentials in real per capita OOP health spending persist across living standards 

quintiles. In 2022, OOP health spending per capita in the richest quintile was VND2.5 million, which 

is 2.1 times higher than in the fourth quintile (VND1,185) and 7.0 times higher than in the poorest 

quintile (VND359,000). This section examines underlying components of these expenditures to 

understand these living standards differentials (Figure 22). 

Figure 22: Levels and Trends of Per Capita Out-of-Pocket Health Expenditures 

in Constant 2022 Prices by Quintile, 2010–22 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2010–22. Large differences do represent statistically significant differences. 

Expenditures adjusted to 2022 prices. 

*In 2018, one extreme outlier (quintile 5 inpatient care) was removed because it heavily distorted results. 

 

Despite the substantial differences in OOP spending across quintiles, the structure of this 

spending is relatively similar.7 The dominant component of spending for people in all five living 

standards quintiles is inpatient care, representing 34–41 percent of all spending in 2020 (from 

VND204,000 to 1.208 million). The second component is outpatient care for all quintiles except the 

poorest, accounting for 24–30 percent of all OOP spending on health (from VND214,000 to 1.270 

million). The third largest component is retail purchase of medications, accounting for 21–27 

percent of OOP spending (from VND151,000 to 645,000), exceeding outpatient spending only in 

the poorest quintile. Health checkups account for 6–9 percent of OOP spending (from VND31,000 

 
7 Results are presented for 2020, because 2022 results were strongly distorted by the COVID-19 pandemic. 
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to 280,000), while immunization and retail purchase of devices account for very small shares in all 

quintiles (Figure 23). 

Figure 23: Composition of Out-of-Pocket Spending by Quintile, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. Large differences do represent statistically significant differences. 

 

Utilization rates of both inpatient and outpatient services increase as living standards increase. 

The outpatient care utilization rate for all groups is relatively low compared to expectations, even 

when counting both curative and preventive care visits. In 2020, for the poorest quintile, the 

outpatient utilization rate was just 86 percent of the level of the near-poor quintile and 74 percent 

of the level of the richest quintile. The inpatient care utilization rate estimated from the survey 

reveals that the near-poor and middle quintiles have the lowest rate of inpatient care utilization 

per 100 people. Patterns in 2022 reveal a substantial drop in curative care visits for all quintiles, 

compensated in part by preventive care outpatient visits. However, larger relative drops are seen 

in utilization among the poorer quintiles than the richer quintiles due to the pandemic (Figure 24). 



28 
 

Figure 24: Utilization of Inpatient and Outpatient Care 

by Living Standards Quintile, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. Large differences do represent statistically significant differences. 

 

The types of facilities used for inpatient and outpatient care also vary across quintiles, with greater 

reliance on commune and district-level facilities among the lower quintiles. These patterns 

persisted during the COVID-19 pandemic. The more typical patterns of utilization in 2020 (less 

affected by the pandemic) show that among the poorest quintile, 57 percent of outpatient curative 

care visits, 82 percent of preventive outpatient visits, and 65 percent of admissions occurred at 

the commune or district level, compared to just 36 percent of outpatient curative care, 36 percent 

of outpatient preventive care, and 18 percent of inpatient visits among the richest quintile. 

Utilization of more specialized provincial and central hospitals rises with living standards. For 

outpatient curative care, 31 percent of the richest quintile used services at provincial and central 

hospitals, compared with just 10 percent from the poorest quintile. Similarly for outpatient 

preventive care, just 6 percent of the poorest and 43 percent of the richest, and for inpatient care, 

30 percent of the poorest and 72 percent of the richest used this level for care. For outpatient 

curative care, the richest and poorest had a similar share relying on private services (32 percent). 

For preventive care, the richest quintile relied more heavily on private services (17 percent) 

compared to the poorest (12 percent). Within private services, the richer quintiles had a higher 

share using private hospital care rather than outpatient clinics compared to the poorer quintiles. 

About 3 percent of inpatient visits among the poorest quintile were at private facilities compared 

to 7 percent among the richest quintile (Figure 25). 
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Figure 25: Differential Patterns of Facilities Used for Inpatient and Outpatient Care 

by Living Standards Quintile, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. Large differences do represent statistically significant differences. 

 

Overall, the richer quintiles have OOP expenditures about three times higher per inpatient 

admission than the poorest quintile. At the commune and district levels, the fourth quintile has 

the highest level of spending per inpatient admission. At the provincial level, the richest quintile 

has substantially higher spending per admission than all the remaining quintiles, while at the 

central level, the poorest quintile has substantially lower spending per admission than the higher 

four quintiles. Spending per visit at private hospitals increases steadily the higher the living 

standards. For poorer patients, an inpatient admission at the central level costs 4.2 times more 

than at the district level, while for the richest, central hospital admissions cost five times more 

than a district facility admission (Figure 26). 
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Figure 26: Differentials in Out-of-Pocket Expenditures per Inpatient Admission 

by Facility Type and Living Standards Quintile, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. Large differences do represent statistically significant differences. 

 

Differentials across quintiles in the amount of OOP expenditures per outpatient curative visit are 

minimal compared to the differentials across type of facility. The general tendency is that OOP 

expenditures per visit increases as living standards increase. The differential among the quintiles 

declines the higher the level of care in the government system. At the commune level, the richest 

paid 6.0 times more per visit than the poorest, at the district level, the richest paid 2.4 times higher, 

at the provincial level 1.7 times higher, and at the central level 1.2 times higher. Even in the private 

sector, these differentials exist, with the richest paying 2.8 times more than the poorest group for 

outpatient visits in private hospitals and 2.2 times more in private outpatient clinics. These quintile 

differentials, however, are relatively small compared to differentials in the price per visit across 

types of facilities. Among the poorer groups, expenditures per outpatient visit at the central level 

is 17 times higher than at the district level, while among the rich, expenditures per outpatient visit 

at the central level is 8.6 times higher than at the district level (Figure 27). 
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Figure 27: Differentials in Out-of-Pocket Expenditures per Outpatient Curative Care Visit 

by Facility Type and Living Standards Quintile, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. Large differences do represent statistically significant differences. 

 

For outpatient preventive care, OOP expenditures per visit is not that much smaller than for 

curative care. Preventive care consists mainly of health checkups involving a substantial amount 

of paraclinical services. Preventive services obtained at the central level are relatively rare, but cost 

per visit is smaller for the richer quintile than for the poorer quintile (Figure 28). 
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Figure 28: Differentials in Out-of-Pocket Expenditures per Outpatient Preventive Care Visit 

by Facility Type and Living Standards Quintile, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. Large differences do represent statistically significant differences. 

 

 

Differentials in Health Service Utilization and OOP Expenditures 

By Other Household and Individual Characteristics 

OOP spending on health varies across individual and household characteristics (Figure 29). 

Although both 2020 and 2022 results are presented, the analysis focuses on the 2020 results 

because these are assumed to reflect the longer-term patterns that were not yet strongly affected 

by the COVID-19 pandemic. In 2022, differentials across groups are roughly the same as in 2020, 

but with a different magnitude because of the steep drop in OOP health spending in 2022. 

As expected, age differentials in OOP expenditures on health services are very large. In 2020, 

average per capita OOP spending for services adjusted to 2022 prices among persons age 60 and 

older were nearly VND2.6 million compared to only VND1.1 million among working-age people 
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and VND441,000 among children. Households with a high older age dependency ratio (fewer than 

two working age adults per person age 60 or older) also had higher per capita OOP expenditures 

of VND1.85 million compared to groups with no older person or more than two working age 

people per older person). OOP spending among women is slightly higher than among men as 

expected due to longer life expectancy and higher costs for maternity and obstetric care. 

Differentials across ethnicity are also significant. Among the Kinh majority, OOP spending per 

capita was 2.5 times higher than among ethnic minorities. Although these differentials may reflect 

differences in age structure between these two groups, it is more likely to reflect geographical 

factors due to differential access to health services. 

Regional and urban–rural differentials in OOP health spending reflect differences in access, ethnic 

composition, and age distribution. In 2020, the Red River Delta had the highest per capita OOP 

spending on health, followed by the Mekong Delta and Southeast. The Central Highlands had the 

lowest spending. There is no significant differential in OOP health spending between urban and 

rural areas. Rural areas have older populations but lower access to services compared to urban 

areas, and these effects may counteract each other. Regional patterns indicate that OOP spending 

on health in the Southeast was more adversely affected by COVID-19 (Figure 29). 

Health insurance coverage has a complicated relationship with OOP health spending. Insurance 

coverage may affect OOP health spending by reducing the amount patients pay for services. 

However, it may also increase access to a higher level and more expensive services with the patient 

OOP health spending component remaining the same (Axelson et al. 2009). Health insurance 

coverage also varies across population groups, with government subsidies ensuring that groups 

with high needs (older persons, children under age six) have social health insurance coverage. 

Privately insured groups tend to cover wealthier quintiles, who can afford to pay the premiums 

and working age people; private insurance tends to exclude older persons. Working age people 

are the main uninsured group. The uninsured had lower OOP health spending than those insured 

under SHI or private health insurance. This may reflect adverse selection when healthy working 

age people choose not to enroll in health insurance but also tend to have lower health care needs 

and expenditures (Figure 29). 
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Figure 29: Differentials in Per Capita Out-of-Pocket Health Services Spending 

in Constant 2022 Prices, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. Information on retail purchases of medications and devices is not 

available at the individual level; thus, age and sex disaggregation can only be carried out for out-of-

pocket payments on health care services provided to individuals, which includes curative and 

preventive care. Prices adjusted to constant 2022 levels using the CPI (World Bank 2024). 

 

Certain population groups spend a higher share of OOP health spending on retail purchases of 

pharmaceuticals and devices. These groups include residents of the Red River Delta (32 percent), 

urban residents (31 percent), and ethnic minorities (29 percent). In contrast, the share of OOP 

spending for these items was particularly low in the Mekong Delta region, at only 18 percent. 

Pandemic restrictions, particularly in the Southeast region, that limited access to health services 

may explain the large increase in the share of spending on retail purchases of pharmaceuticals 

and devices in this region (Figure 30). 
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Figure 30: Share of Total Out-of-Pocket Spending for Retail Purchases of Medications and 

Devices by Household Characteristics, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. 

 

The structure of health service spending among children less than 15 years of age is significantly 

different from other age groups. Spending on immunization accounts for 15 percent of OOP health 

service spending among children under age 15, a surprising finding given the large number of free 

vaccines in the national childhood immunization program. Among older persons for whom 

immunization is recommended (such as, against influenza) but for whom immunizations are not 

free, OOP spending on immunization is negligible. On the other hand, older persons and 

households with a high older person dependency ratio have a high share of OOP health spending 

on inpatient care, amounting to 57 percent among older persons and 59 percent for members of 

households with a high older person dependency ratio (Figure 31). 

Ethnic and geographic differences in OOP health spending mainly reflect differences in spending 

on inpatient and outpatient care. Ethnic minorities spend a higher share of their OOP health 

spending on inpatient care (65 percent) compared to the Kinh majority (53 percent). This may 

reflect practices of admitting patients for inpatient care due to long travel distances when follow-

up care is needed or if complications occur. It may also reflect excess bed capacity in more remote 

areas. This pattern is also reflected in the high inpatient share of OOP health spending in the 

Northern midlands and mountains region. The southern regions tend to spend a higher share on 

outpatient care and the northern regions spend a higher share on inpatient care. In particular, the 

Mekong River Delta residents spent on average 43 percent of OOP spending for inpatient care and 

50 percent for outpatient care compared to the Red River Delta with 57 percent on inpatient care 

and 29 percent for outpatient care (Figure 31). 

The population with no health insurance coverage differed in patterns of OOP spending compared 

to the two insured groups. The uninsured population spent a higher share on preventive services, 

mostly health checkups. They also spent a higher share on outpatient care compared to the 
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insured groups. It may be due to a moral hazard issue if providers are more likely to admit patients 

with a third-party payer than patients who would have to cover their costs out-of-pocket. It could 

also be due to patient moral hazard, with those whose fees are paid partially by health insurance 

more likely to request more expensive inpatient care because they do not bear the full cost of that 

care. 

Figure 31: Differentials in Composition of Out-of-Pocket Spending on Health Care Services 

by Household Characteristic, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. 

 

Strong differentials also exist in utilization patterns across patient characteristics. Figure 32 

presents estimates of visits per 100 people differentiating inpatient and outpatient curative 

(including maternity and obstetric) care and outpatient preventive care (mainly health checkups 

and some immunization visits). 
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• Age is strongly associated with high utilization of health care services, with an annual 

average of 291 visits for every 100 people age 60 and older in 2020. A high dependency 

ratio in the household is also associated with higher utilization. In both groups, inpatient 

admission rates are higher than for other age groups. Females also have higher utilization 

rates for health care services, mostly for outpatient visits. 

• Ethnic minorities have substantially lower overall utilization rates for health care services 

compared to the Kinh majority. Utilization rates for inpatient care do not differ 

substantially, but ethnic minorities have substantially fewer outpatient visits for curative 

or preventive services compared to the Kinh majority. 

• Regional differences are also strong, with much higher utilization rates in the south and 

central regions, driven mainly by outpatient curative care visits, compared to the northern 

regions. The Mekong Delta, particularly, has much higher utilization rates than any other 

region. The Northern midlands and mountains region and Red River Delta have lower 

utilization, but a greater share of visits are inpatient. 

• Health insurance coverage affects utilization, with the highest rates among people with 

SHI coverage and lowest rates among people without health insurance. These patterns 

may reflect lower financial access to services among the uninsured but may also reflect 

the uninsured tend to be working age people who may be healthier and have lower need 

for services. 
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Figure 32: Rate of Health Care Service Visits per 100 People, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. 

 

The types of providers used for outpatient care, including curative, reproductive, and preventive 

services, vary significantly across population groups. Since outpatient care includes both primary 

health care and specialist care, a mix of grassroots or primary care facilities and specialist facilities 

(such as, hospitals) is expected. However, heavy reliance on hospitals for outpatient care is a 

warning sign of inefficiency in the health system. In Figure 33, desirable patterns include higher 

shares in the blue bars (grassroots health care) and in the light green toward the right and lower 

shares in the pink-red and dark green sections. 

• Older persons rely more heavily on public hospitals for outpatient care, about evenly 

divided between district and provincial-level facilities. Children, on the other hand, rarely 

rely on public hospitals for outpatient care, instead using the Commune Health Station 

(CHS) and regional polyclinic or private clinics. This pattern is similar for members of 

households with high older age dependency ratios who rely more on public hospitals than 
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households with low dependency ratios. There are almost no differences in patterns of 

utilization among men and women. 

• Members of ethnic minority groups rarely use provincial or central hospitals for outpatient 

care, instead they rely heavily on either grassroots-level facilities or private clinics. The Kinh 

majority population relies either on private clinics or district-level public facilities as the 

main source of outpatient care. 

• Regional patterns are quite distinct. In the Red River Delta, there is heavy reliance on public 

hospitals, particularly central hospitals, for outpatient care. In the Mekong Delta, there is 

heavier reliance on private clinics. Rural residents are more heavily reliant on grassroots-

level facilities while urban residents rely more on provincial-level facilities for outpatient 

care. 

Figure 33: Differential Patterns of Facilities Used for Outpatient Care (Curative and Preventive) by 

Household and Individual Characteristics, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. 

 

For most population groups, district and provincial-level public facilities are the main providers of 

inpatient care. Inpatient care provided by the CHS/regional polyclinic or private outpatient clinics 

is less appropriate because these facilities mainly provide observation, rather than diagnosis or 

treatment of cases requiring inpatient care. Groups more dependent on grassroots-level facilities 

for inpatient care include children under age 15 and ethnic minorities (Figure 34). 
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• In Viet Nam’s health system, district-level facilities are expected to provide basic secondary 

care, provincial facilities to provide more specialized inpatient care, and central facilities to 

be the final referral level. The expectation is that the district level should have more cases, 

the provincial level fewer cases, and the central level the fewest cases. For some groups, 

this pattern seems to hold, particularly for ethnic minorities, residents of the Northern 

midlands and mountains region, and children under 15 years of age. However, for most 

groups, there is excess dependence on provincial- and central-level facilities, particularly 

for people residing in the Red River Delta. 

• Private hospitals are generally more expensive for patients, because they charge higher 

fees that are not fully covered by SHI. They also tend to be concentrated in urban areas, 

particularly large cities. Private hospitals, however, account for a small share of total 

admissions. Groups with greater utilization of private hospitals include the uninsured, 

working age people, urban residents, and people residing in the southern or central 

regions. 

Figure 34: Differential Patterns of Facilities Used for Inpatient Care 

by Household and Individual Characteristics, 2020 and 2022 

 
Source: Bales and Đào (2025). 

Note: NSO VHLSS data, 2020–22. 
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CONCLUSIONS 

This analysis of trends and differentials in utilization of health care services and out-of-pocket 

health spending shows that Viet Nam has continued to progress toward universal health coverage 

(UHC) with high health insurance coverage rates and relatively low impoverishment due to health 

spending. Access to inpatient services is high, even for vulnerable groups. However, within this 

broadly positive direction, some areas of concern deserve greater attention as the government 

designs policy reforms to care for and improve the people’s health while ensuring financial 

protection. 

First, the low utilization rate for outpatient services provided at basic-level facilities is concerning 

because effective outpatient services help manage health and avoid the need for hospitalization. 

In addition, outpatient care is a safer and less expensive alternative to inpatient care for most 

cases, even many types of surgery. 

Second, the shift in utilization of outpatient services away from private and commune-level 

facilities toward hospitals with high tech specialist services does not mean better quality if these 

facilities are not able to provide integrated preventive, promotive, and curative services needed to 

maintain health. 

Third, vulnerable groups are still facing higher levels of impoverishment due to health spending 

when they do use services. However, more concerning is the lower utilization of outpatient care 

and lower access to higher-level facilities among these groups. 

Fourth, the poorer people and ethnic minorities depend more heavily on commune-level facilities 

for inpatient care and have much lower access to tertiary facilities. These differences in utilization 

are so large that they are likely to reflect high levels of foregone care for vulnerable groups who 

need clinical services. 

Fifth, pharmaceuticals account for a high share of aggregate health spending but only about one 

quarter of the value is currently paid by social health insurance. Not only does this lead to higher 

financial burden for patients, but it also means that the important patient safety mechanism 

inherent in health insurance claims review is not being exploited to ensure safe and appropriate 

use of pharmaceuticals for the population. 

Sixth, these findings highlight the importance of analyzing both OOP spending and health care 

service utilization together. The rapid decline in OOP spending for health between 2018 and 2022 

might seem like improvement in financial protection. However, analysis of utilization patterns 

reveals that declining utilization of health care services underlies this trend. 

Policy Recommendations 

Refocus policies to ensure the financial protection of and the access to health services for 

vulnerable groups, including poor households, older persons, and ethnic minorities. Currently, the 

government’s goals are focused on reducing the out-of-pocket share of spending. However, a high 

share of out-of-pocket payments is spent by the more affluent population, who have greater 

financial access to expensive specialized facilities. 
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Create an accountability mechanism. Viet Nam Social Security/Ministry of Finance should be 

assigned the function of accountability not only for sustainability of the health insurance fund, but 

also ensuring financial protection and access and quality of care for its members. The main 

strategy to reduce out-of-pocket spending is financial protection through social health insurance 

(SHI); however, this strategy only works if SHI implements strategic purchasing to ensure 

sustainable levels of health spending. It also requires the social insurance fund to have a 

mechanism to monitor which items patients are paying for out-of-pocket when they access and 

utilize services covered by health insurance. 

Improve the efficiency of the health system and strengthen primary health care. Strengthening 

primary health care facilitates managing health conditions effectively and avoiding unnecessary 

hospital admissions. By focusing on these areas, the government can enhance overall health care 

delivery and financial protection for the population. 

Develop smart measures to curtail non-formulary prescriptions and to assure quality concerns. 

Out-of-pocket spending on pharmaceuticals includes self-medication for non-prescription 

medications and supplements, but also substantial spending on medications prescribed that are 

not on the health insurance fund formulary. Stronger measures are needed to enforce 

prescriptions using the health insurance formulary to avoid excess out-of-pocket spending by 

households for non-covered medications. Quality concerns among both patients and doctors 

need to be addressed by quality assurance by the Drug Administration of Viet Nam. 
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APPENDIX: DATA AND METHODOLOGY 

Data 

This analysis uses primarily the Viet Nam Household Living Standards Survey (VHLSS), 

implemented by the National Statistics Office (NSO) of Viet Nam. When required, additional 

information sources are used including statistics from the NSO and Viet Nam Social Security (VSS). 

The VHLSS database includes a sample that represents the universe of all households in Viet Nam 

and has a consistent sampling and survey design methodology over the period from 2010 to 2022. 

The sample size is about 9,600 households and about 37,000 household members and does not 

cover institutionalized populations, such as the armed forces. The sample design is stratified by 

urban and rural areas of each province. Within each province, enumeration areas are selected 

randomly, and three households are selected in each enumeration area. Households in each 

enumeration area have a different probability of selection into the sample. The reference period 

for collecting health expenditures in the survey is the 12 months prior to the interview with 

interviews spread evenly across all 12 months of the year. This means that in any given year the 

results reflect a mix of household health services utilization and spending in the survey year and 

the previous year. 

The COVID-19 pandemic had a strong impact on service utilization and Out-of-pocket (OOP) 

expenditures on health in the period from 2020 to 2022, which strongly affects the trends 

observed from the VHLSS data. From January 2020 through April 2021, Viet Nam’s tight outbreak 

control measures limited transmission, but also hindered access to health care services. From 

April to November 2021, over 1.2 million COVID-19 cases were reported, leading to even stricter 

lockdowns in 2021, especially in Hanoi and Ho Chi Minh City. In early 2022, the Omicron variant 

brought a new wave of infections and strengthened measures to control transmission. By the 

latter half of 2022 as the population was protected through vaccination and deaths had declined, 

outbreak control measures began to be lifted and by June 2023, COVID-19 was no longer classified 

as a severe transmissible disease in Viet Nam. When interpreting results of the analysis it is 

important to keep these facts in mind, particularly the strong effects of the pandemic on the 

Southeast region in 2022. 

The VHLSS includes questions related to health care utilization and spending. First, a general 

question is asked about whether any member of the household has used health care services in 

the past year. If any member has used services, then a list of each member using services is 

enumerated. For each member using services, the survey enumerates each type of facility used. 

For each facility for each household member, questions are asked about the type of service used 

(immunization, health checkup, reproductive health, or curative care services), and for each facility, 

the number of outpatient and inpatient visits, and the amount of household spending for these 

services in the past 12 months. The question asks specifically about total spending related to the 

utilization of those health care services. The total includes spending for services, medications, 

devices, gifts for doctors, transport costs, and for inpatient care, costs of a patient caregiver and 

any medications purchased outside the inpatient care facility. The question does not ask for the 

disaggregated individual components of spending, only the total for each type of facility and for 
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inpatient and outpatient care. Besides the questions asked at the individual household member 

level, questions were also asked about overall household spending on medications and devices 

purchased outside of health care facilities (retail purchases) over the past 12 months. 

The VHLSS is a household survey that relies on respondents’ recall of their health care visits and 

expenditures over a 12-month reference period and may be subject to recall bias or differences 

in how visits are counted compared to other data sources. It is expected that the survey’s long 

reference period will result in underestimation of utilization and spending, particularly for 

outpatient care where costs are low enough that they are likely to be forgotten, and for retail 

purchases of medications at pharmacies, where there is only one question asked about all 

purchases for all household members in a year. In periods of disruption, such as during the 

pandemic, it is also possible that recall is adversely affected. It is also possible, however, that 

Ministry of Health (MoH) and VSS reported figures overestimate total visits, for example, if these 

sources count consultations with multiple specialists in a single visit as multiple visits (for 

outpatient care). Underestimates of inpatient care are harder to explain, since they tend to be 

memorable due to high OOP costs and great inconvenience to the family. The reference period of 

the survey may affect these results because households are reporting for the 12 months prior to 

the interview, which may reflect visits in the previous calendar year depending on the timing of 

the interview. All sources do indicate a substantial decline in utilization of hospital services in 2021 

due to the pandemic (Table 2).  
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Table 2: Comparison of VHLSS Estimates of Health Care Service Utilization Compared to 

Estimates of Viet Nam Social Security and Ministry of Health, 2016–22 

 2016 2018* 2020 2022 

Outpatient visits 

(consultations) 
   

 

VHLSS public only 79,899,017 94,372,333 79,159,941 71,106,574 

Health Statistics Yearbook 

(public facilities only) 229,775,745 204,372,579 208,236,965 n/a 

VHLSS share of MoH total 34.8% 46.2% 38.0%  

VHLSS (for SHI members) 99,114,463 120,248,486 104,932,530 82,319,184 

VSS reports 135,478,500 160,074,900 152,075,700 134,848,000 

VHLSS share of VSS 

reported figure 73% 75% 60% 61% 

Inpatient admissions     

VHLSS public only 10,555,861 11,307,128 10,284,976 5,349,151 

Health Statistics Yearbook 

(public facilities only) 15,340,526 15,361,698 16,185,034 n/a 

VHLSS share of MoH total 68.8% 73.6% 63.5%  

VHLSS (for insured 

individuals) 9,810,921 11,297,741 10,011,635 5,473,515 

VSS reports 14,221,500 16,025,100 15,224,300 15,652,000 

VHLSS share of VSS 

reported figure 69% 71% 66% 37% 

Sources: MoH Health Statistics Yearbooks. VSS Workshop requesting feedback on draft revisions to the 

Health Insurance Law, Hanoi 28 June 2023. 

The magnitude of possible underestimation from the survey is relatively high. VHLSS estimates of 

visits to public facilities for outpatient care range from 35 percent to 46 percent of the visits to 

public facilities reported by the MoH. VHLSS estimates of visits for outpatient care among insured 

members range from 60 percent to 75 percent of total outpatient claims reported by VSS in the 

same year. For inpatient admissions to public facilities, VHLSS estimates range from 63.5 percent 

to 73.6 percent of total admissions reported by the MoH. VHLSS estimates range from 66 percent 

to 71 percent of the VSS reported inpatient claims. In 2022, VHLSS estimated admissions amount 

to only 32 percent of VSS inpatient claims, however this probably reflects the reference period for 

the survey, including months in 2021, when health service utilization was strongly adversely 

affected by the pandemic. 

 The VHLSS asks questions about respondents’ health insurance coverage. The survey 

asks each household member about whether they have any health insurance coverage, 

and if they respond yes, then they are asked about membership in up to two health 

insurance schemes. For this analysis, we classified people as having no insurance if they 

had no government or non-government coverage; we categorized people as having 

private insurance if they reported no government coverage but reported having non-
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government insurance. All others are categorized as having some form of social health 

insurance (SHI). The National Statistics Office (NSO) question does not entirely fit with the 

current definitions of insurance types available in Viet Nam and should be revised. Some 

bias may also exist in household responses to questions on health insurance, because 

they may not understand the type of insurance they have or they may have overlapping 

coverage. 

The VHLSS also contains detailed information on individual and household characteristics that are 

used for disaggregated analysis. Household consumption is measured through a range of 

questions asking about household spending, value of own production consumed by the 

household, and an estimate of the use value of fixed assets. NSO uses monthly and regional price 

indices to estimate consumption in terms of January national-level prices in the survey year for 

each round of the survey, but this information was not available for 2022. A consumption quintile 

variable was created to analyze differences across living standards through 2020. This variable is 

created by first ranking households in terms of per capita consumption, then dividing the 

population evenly into five groups containing 20 percent of the population. The lowest quintile 

represents the relatively poorer population, and the highest quintile represents the relatively 

richer population. Other variables used for disaggregation include six regions, urban/rural 

residence, ethnicity of household head (Kinh majority versus. ethnic minority people), sex, and age 

group.  
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Methodology 

The definitions of variables in this analysis are designed to understand variation in OOP spending 

for health and how this may be influenced by health insurance coverage, type of facility used and 

household characteristics. The variable definitions and categories are explained below. 

Type of services include inpatient and outpatient care, which can further be classified into curative 

care, reproductive health care, immunizations, and health checkups. Health insurance does not 

cover immunizations or health checkups, so we defined outpatient and inpatient care to include 

only curative care and reproductive health services. OOP spending on immunizations and health 

checkups were analyzed separately, without disaggregating by inpatient or outpatient care. It 

should be noted, however, that in the 2022 round of the survey, antenatal care was moved from 

reproductive healthcare services to health checkups (that is, from the curative to the preventive 

care category). Since deliveries account for a high share of total utilization of inpatient care, it is 

likely that antenatal care accounts for a high share of outpatient care, but as a share of total 

spending it is not likely to be high. 

The categories of health insurance covered in the survey do not correspond to the current policies 

on health insurance membership categories. For the purposes of this analysis, we grouped all 

categories of insurance coverage as social health insurance (SHI) except for the category of “non-

government health insurance,” which we understand to be private (or commercial) health 

insurance. If an individual has both SHI and private health insurance, we categorized the patient 

as having SHI coverage, but if they only had non-governmental insurance, we put them into the 

private health insurance category. 

The types of health care facilities used in the survey questionnaire include some groups that are 

seldom used, so we grouped them to facilitate analysis. Specifically, commune-level facilities 

include public providers consisting of village health workers, commune health stations (CHS), and 

regional (intercommunal) polyclinics. Provincial and other government facilities are combined 

because their average cost per visit are similar. District level facilities include hospitals and health 

centers. Central hospitals are given their own category. Private hospitals include facilities listed as 

private hospitals or other hospitals. Other private facilities include the categories private clinic, 

traditional medicine practitioner, individual health care services, and other types of facilities. 

The complex sample design requires special care for analysis. Probability weights indicate the 

number of households in the overall population represented by each household in the sample. In 

addition, to estimate correct standard errors and confidence intervals, the primary sampling unit 

must be specified as the enumeration area and a stratification indicator must be used. Analysis 

was performed using STATA version 16.0 and use of weights to get results representative of the 

population. 

To analyze real changes in OOP expenditures over time, the monetary figures were all adjusted to 

2022 prices using the overall consumer price index (CPI). The CPI measures the changes in prices 

for all the goods and services consumed in an economy. The CPI was obtained from the World 

Development Indicators (World Bank 2024). By using measures of real household expenditure 

rather than current price measures, we can conclude that the changes over time are not due to 
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general inflation but represent changes in the real values of goods and services. The overall CPI 

was used rather than medical CPI because we are interested in the real value of financial burden 

of health spending on households rather than on the real value of the medical services received. 

Health financial protection indicators used in this study include impoverishment due to health 

spending and catastrophic health spending. The methods used to estimate these indicators are 

found in the World Bank publication “Analyzing Health Equity Using Household Survey Data: A 

Guide to Techniques and Their Implementation” (O'Donnell et al. 2008). We summarize how we 

applied these techniques below. 

To estimate impoverishment due to health spending, we used the international poverty threshold 

of PPP$3.65 per day, which applies to lower-middle-income countries. This threshold was 

converted to an annual figure by multiplying by the number of days in the year. It was converted 

to VND using the local currency unit to PPP$ conversion ratio of 7,807.61 found in the World 

Development Indicators for 2017. This figure was adjusted to the survey year using the gross 

domestic product (GDP) price deflator. Per capita annual household consumption and household 

OOP health expenditures were estimated in current prices from the VHLSS dataset for each 

household. The poverty rate is calculated by counting the number of households whose per capita 

annual consumption falls below the annual poverty line. The poverty rate is recalculated after 

deducting OOP health expenditures and the difference between the two poverty rates is the rate 

of impoverishment due to OOP health expenditures. Note that the poverty rates are estimated in 

terms of population, even though the calculation is made by household. 

Catastrophic spending is estimated by calculating the share of OOP health spending out of total 

household consumption. The threshold of 10 percent or 25 percent used to assess when 

household OOP health spending is considered a financial burden is somewhat arbitrary and 

subjective. Thus, we calculated the indicator using both thresholds. Households whose OOP health 

spending as a share of household consumption exceeds 10 percent (or 25 percent) of total 

household consumption are classified as facing catastrophic spending. The catastrophic spending 

rate is calculated by counting the total population living in households with catastrophic spending 

and dividing by the overall population. 

Detailed tabulations of estimates analyzed in this study are available upon request. 
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