	Summary of RTD and ACD on HEALTH


Section 1

	What evidence was presented on corruption problems in the sector

	Presentations from a range of research bodies and international organisation, including the World Bank and UNDP discussed the perceptions and impact of corruption in the health sector. Discussions on measures to promote transparency and accountability in the health sector drew on experience from the WHO, TI and Vietnamese NGOs, as well as local case studies from Vietnamese hospitals. 

The ACD Roundtable discussed a number of forms of corruption in the health sector including the exchange of informal payments from patients to health providers (one presentation outlined how over 70% of medical staff interviewed admitted that they ask or accept informal payments from patients); conflict of interest at facility and provider levels, leading to over treatment of patients; corruption in procurement, leading to higher costs for medicine; and insurance fraud, leading to the excessive use of diagnostic procedures to increase reimbursement, and referrals to  private health practices for personal gains.
Corruption in the health sector was attributable to the following key issues: 
· Increasing financial autonomy in the health sector and interaction between the private and public actors, as a result of devolution and Decree 43 (2006). This has led to hospitals seeking to increase their revenue through health insurance reimbursements and the collection of user fees, each of which has risks of fraud and abuse. For example, the Government health insurance mechanism administered through Vietnam Social Security reimburses based on services provided to patients, which creates an incentive for providers to overuse services in order to obtain higher reimbursements.
· Information asymmetry as health providers possess technical and practical knowledge which is not always shared with patients. This when combined with cases of conflict of interest can lead to both overtreatment and insurance fraud as diagnosis and treatment is based on financial interest rather than the patient’s best interest.  
· Lack of accountability including the lack of an effective regulatory structure for licensing and certifying health providers. According to some participants, the new law which has been adopted doesn’t go far enough in establishing the legal basis for a system for monitoring and investigating complaints and taking disciplinary actions. 

· Structural constraints, which create pressures and opportunities for abuse of power. These include an imbalance between demand and supply for health care services, monopolistic supply, and weak bidding processes which allow conflicts of interest to arise. 

· Low official salaries for health providers which many account for the pressure to accept and demand informal payments. However, it was noted that this is an area where more qualitative analysis is needed. 




	What recommendations and solutions were proposed? 

	RECOMMENDATIONS FOR GOVERNMENT

Firstly, legal frameworks to improve transparency in the health sector need to be strengthened. This includes enacting adequate laws to strengthen licensing and certification systems to reduce conflict of interest; strengthening disciplinary systems for clinicians; holding directors and managers accountable for the quality results of their institutions; and creating independent complaints mechanisms.

In addition, official fees for health services need to be made clearer or restructured. Interventions could include formalizing informal payments through user fees with appropriate safeguards for the poor (this is already being done in some places in Vietnam. An example from Cambodia showed a hospital which was able to reduce informal payments by making fees official and allowing fee retention at the hospital level. As a result, hospital salaries rose, inpatient utilization increased 50%, and patients paid less than they had with informal payments.
Information systems also need to be improved. Suggested measures include sharing and comparing data on provider performance, clearer communication of fee schedules and the publicly-funded package of services to which patients have access, and other efforts to communicate patient rights and promote access to their own medical information. In addition transparency in hospital procurement could be improved through external monitoring and disclosure of all bids. 

Finally, codes of conduct should be established to create guidelines on standards of care which govern interactions between doctors and patients. There is a need to change the training system to develop new attitudes of medical practitioners and the ability to use information for accountability.

RECOMMENDATIONS FOR DONORS / CSO

CSO’s and donors can play an important role in educating patients so they can assert their rights. Donors and CSO’s can employ assessment tools such as public perception surveys, national household expenditure surveys, and Citizen Report Cards to support the recommendations above, such as ensuring patients are aware of official fees and the services they are entitled to, and advocacy and publicising doctor patient codes of conduct. In addition, CSOs can support and monitor national efforts to involve stakeholders in priority-setting and the development of solutions.

RECOMMENDATIONS FOR FURTHER RESEARCH

There was a strong desire among participants for more research on the issue, in particular on evidence of informal payments (eg. the value of payments and how to address them); public perception on what constitutes corruption and adequate salary ranges for health providers. 


Section 2
	What progress has been made since the ACD in Health sector

	Presentations/reports

· MoH presentation on the prevention and combating of corruption in the health sector.

· RTCCD presentation on the envelope culture in hospitals.
New/different actions by Government/Donors

· All employees and public officials in the health sector bound by 12 rules of medical ethics. Medical inspections have uncovered unethical activities [although no information about measures taken against perpetrators].
· MoH and provincial/municipal DoHs have set out annual plans to apply anti-corruption requirements.
· MoH & DoHs have introduced declaration of assets, switching of working positions, reform of administrative procedures, financial and payroll autonomy and wages paid into bank accounts.
· Health Inspectorate carried out annually planned inspections and extraordinary examinations. 
· Systems introduced to reduce the possibility of corrupt practices, including:

· Automated patient queuing;

· Information campaigns inside hospitals;

· On-line system to track medication prescribed and administered to patients;

· Patient/practitioner info?

· 5 hospitals signed up to the “say no to the envelope” campaign.

Challenges

· Is the health sector ready for a breakthrough?
· Hospitals are still overloaded, with the situation worse in central areas where the level of treatment/care is perceived to be higher.
· Two-tier health service already exists.
· Envelope payments appear to be increasing.
· Acceptance amongst service users that it’s appropriate/acceptable to pay. Health Inspector admitted paying, but what about those who can’t afford to pay?
· Medical professionals report some patients insist on paying a “tip” as they believe it guarantees them better service. Some doctors pay it back, but how many?
· Lack of transparency in awarding of pharmaceutical contracts leaves this area prone to corruption.
· Poor pay for health sector workers. Linked to Government pay structure. Hospitals have autonomy, but no extra resources. So some workers depend on “tips” to supplement their income.
· Waste/misappropriation of resources/supplies/finances.
· Need to measure progress. Many initiatives set out in the MoH report, but what has been achieved? And what more can be done?




	What are the recommendations which emerged from the round table discussion at the 10th ACD

	Recommendations
· Need to make it clear that an envelope payment doesn’t affect the level of service – (comment: evidence suggests that service users don’t believe this and service providers are not ready or willing to promote this message).
· Need to accept that we can’t eliminate it. Some level of tolerance for the recognition of a job well done - “we tip taxi drivers”.
· Need to empower citizens to say no. Build stronger links with CSOs and support their efforts. Encourage media engagement.
· Need to recognise and accept there is a two-tier healthcare system to ensure that minimum standards can be applied for all. Those who can afford to pay more can go private.
· Have to apply the law on bidding. Need a specific Decree on bidding in the health sector and need to enforce the law when violations are identified. 



