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Abstract: The strategy for developing socio-economics in the period 2011 - 2020 appreciates sustainable growth and development, namely: “economic growth must harmonically cooperate with cultural development, implement social progress and fairness, continually improve quality of people’s life” (CPV 2011: 98). Healthcare is a basic need and right of all citizens, and this is also one of social functions that a government is supposed to carry out. Social equality in public healthcare is one of criteria assessing population health of a nation. Determining social equality in public healthcare may provide theoretical and practical foundation for building and implementing healthcare policies. Furthermore, social equality is targeted one of the core of national development policies.  
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1. The concept of social equality in public healthcare

There have been different definitions of social equality in public healthcare due to different approaches and goals. Within each country and in different periods of development, the concept of social equality in general and healthcare equality in particular is not the same. Vietnam is one of low income countries with limited resources. In order to implement social equality in public healthcare service, we should pay more attention to the vulnerable besides supplying healthcare to all citizens. 

Social equality in public healthcare means those who need more will be served more, those who are more vulnerable (in terms of socio-economic) must get more attention, and fairness is not a simple calculation or manipulated leveler (Dam Viet Cuong, 2005: 32, 33, 188). For different economic, social, cultural and geographical communities, social equality in public healthcare means which services are provided and who pay the bills.   

There are two types of social equality in public healthcare, vertical and horizontal ones. Vertical equality trend provides similar healthcare premium packages for any group or individuals concerned. Horizontal equality trend gives more advanced services to those who pay more premium than the rest – usually the poorer community.(*)
Simply speaking, fairness in public healthcare is the equality in distributing resources for healthcare and contacting, using healthcare on demand of one’s need; accordingly, regardless of property or class everyone will receive their own desired packages; however, those who are poorer or live in more difficult areas should receive more subsidy and support from government (MOF, 2004: 6-9). The article just mentions the reality of people’s assessing and using healthcare.  

2. Reality of social equality in public healthcare

2.1. Healthcare coverage

Healthcare insurance is a pillar of social security. According to World Health Organization, healthcare insurance is an important tool to bring healthcare to all corners of society. Insurance plays an important role in increasing revenue for healthcare centers, collecting money and guarantee managing risks among policy holders of healthcare insurance.

In Vietnam, healthcare insurance is seen as the people’s right to access healthcare service. This is also a tool making social equality in providing healthcare to citizens. The money collected from healthcare insurance is state finance and plays a crucial part in contributing money to healthcare system through risk management system. 

Healthcare insurance may cover all in-patient and out-patient bills in state health centers, except for services belong to other subsidy program, out of the list of Ministry of Health, dental service, beauty operation, or drug treatment etc. Today, some groups expenses can be covered up to 80% by healthcare insurance and the policy holders pay the rest. Groups receiving 100% healthcare insurance subsidy include army officials, revolution nurturers, and the poor. In the coming time, the proposed groups to earn similar privilege are ethnic people living in difficult socio-economic zones, direct descendants of revolution nurturers such as father, mother, wife, husbands and children of martyrs and/or martyrs’ nurturers (NA, 2014). The nearly poor and those who receive monthly subsidy get 95% paid by healthcare insurance. 

In the five-year plan (2011-2015), Ministry of Health proposed to cover 75% healthcare insurance of population and up to 80% in 2015. The healthcare insurance coverage is an important indicator to assess range and financial coverage of healthcare services.

According to the Report 525/BC-UBTVQH13 dated 14 October, 2013 of National Assembly Standing Committee 13th about results of supervise implementation of policies relating healthcare insurance in the period 2009 – 2012, the proportion of people participating healthcare insurance in 2012 are 66.8% (Table 1). Some provinces got high percentage record (Bắc Kạn nearly 100%, Lai Châu 99%, Hà Giang 96%, Lào Cai 95%, Hòa Bình 93%, Sơn La 92%, Tuyên Quang 88%, Lạng Sơn 85%, Thái Nguyên 80%, Kon Tum 85%). However, there are some provinces having low healthcare insurance coverage, 18 provinces having less than 60%, and four below 50% (Nam Định 49%, Tây Ninh 49%, Kiên Giang 48% và Bình Phước 46%). 

Officials working in state sectors, ethnic minority people, the poor, the under 6 year old children, the retired, those receiving state fund or social security fund have a high rate of enjoying healthcare insurance (nearly 100%). Though, some groups must join healthcare insurance still have low proportion, namely: workers in enterprises 54.7% (in private sectors only 20 - 30%), pupils and students 80% (some private university students’ percentage of joining healthcare insurance is extremely low), around 5% children under 6 year old do not have healthcare insurance coverage, and some provinces still owe supporting healthcare insurance premium for pupils and children. Those who are nearly poor are subsided 50% of healthcare insurance premium and up to 70% from June 2012 but the rate just reached 25% in the end of 2012, and some places only 2-5%. Those belong to households working in agriculture, forestry, fishery and salt industries with normal income were supposed to be supported 30% in buying healthcare insurance, but it has been suspended due to lack of standard criteria. In reality, some 20 provinces partially or fully subsidize healthcare package premium from local fund for the nearly poor in joining healthcare insurance, the proportion of the volunteer and nearly poor people have healthcare insurance are still low, some even below 10%.

Those who receive monthly survivorship allowance from social security fund are not automatically got healthcare insurance, and there has not any regulation on who paid healthcare insurance for maternal leave women. There is also a trend of fraud: people only try to buy healthcare insurance when they are diagnosed with critical illnesses. The regulation that people having healthcare insurance ought to register and have initial treatment in their residence has limited access to healthcare insurance due to changes of residence address or job travelling. 

Today, healthcare insurance pay the healthcare service fee for clinic centers. In case these clinics are not sufficient to treat the patients, these patients may be moved to upper hospitals. However, clinics may try to treat patients beyond their capacity just to manipulate healthcare fee. In the future, there should be more suitable payment methods such as diagnosis-related group (DRG) or fixed premium. 

In case provinces have unused healthcare insurance premium, they are not eligible to use that fund but to transfer that sum to other provinces lacking healthcare operation fee, ironically the surplus often comes from difficult zones to more advanced ones. 

Table 1: People Having Healthcare Insurance in the Period 2008-2012
	Year
	Population  
(thousand)
	People having healthcare insurance (thousand)
	Percentage

	2008
	84,752
	35,595
	42.0

	2009
	85,847
	48,589
	56.6

	2010
	86,950
	52,407
	60.0

	2011
	87,840
	57,982
	64.9

	2012
	91,519
	61,135
	66.8


Source: Vietnam Household Living Standards Survey, 2012.

The results of Vietnam Household Living Standards Survey, 2012 shows that the proportion of people having healthcare insurance or access to free healthcare license in the urban - the better income group - is higher than that of the rural areas - the inferior income. This may suggest that people in the rural zones still have limited access to healthcare insurance despite being subsidized in buying healthcare insurance (See table 2).

Table 2: Percentage of Insured People Taking Health Check or Treatment 
in the Past Twelve Months
	Indicator
	Overall
	Details

	
	
	In-patient treatment
	Out-patient treatment

	
	
	Treatment

percent
	Percent of insured or equivalent license
	Treatment

percent
	Percent of insured or equivalent license

	Nationwide 
	39.2
	7.3
	4.5
	36.0
	176

	Urban - Rural

	Urban  
	40.2
	6.5
	4.2
	37.8
	19.1

	Rural 
	38.7
	7.7
	4.6
	35.2
	17.0

	Gender

	Male
	34.6
	6.0
	3.7
	31.7
	15.8

	Female
	43.6
	8.6
	5.2
	40.1
	19.4

	Income groups

	Poorest 
	35.5
	8.3
	5.4
	31.0
	20.1

	Poor 
	38.3
	7.7
	4.6
	34.8
	16.8

	Normal 
	39.5
	7.6
	4.4
	36.4
	15.9

	Rich 
	39.6
	6.6
	4.1
	37.0
	17.3

	Richest 
	42.9
	6.4
	3.9
	40.6
	18.0


Source: Vietnam Household Living Standards Survey, 2012.

Percentages of male and female having healthcare insurance are not different in general, however women have less insured percentages than men in groups of self payment. The proportion of women/ men having healthcare insurance packages in nearly poor households is 0.5/2.38%; pupils/ students: 36/50%; workers of enterprises 24/50% and other volunteer insured 0/9.4%.

Law of Healthcare Insurance regulates that on 1st, January 2014 all parties have to join healthcare insurance package, however at present there are only 66.8% population having healthcare insurance. There are still a gap between healthcare insurance coverage among zones, some mandatory parties have not yet had healthcare insurance. People in the rural areas and low income groups have less percentages of healthcare insurance than those in the urban zones or high income. Besides, there are still setbacks and reversed choice in implementing healthcare insurance.
2.2. Assessing and using healthcare services  

Percentages of people in the urban zones having medical checks and treatment (mainly out-patient) are higher than those in rural areas because the high income groups often live in the urban zones where healthcare services are often good and convenient for travelling, meanwhile the low income groups mainly live in the rural areas, they go to hospitals only when finding serious diseases. The statistics also shows that the proportion of women taking medical checks and treatment (mainly out-patient) is higher than that of men.

Table 3: Percentages of People taking Medical Checks or Treatment 
in the Past Twelve Months
	Indicator
	Overall
	Treatment

	
	
	In-patient
	Out-patient

	Nationwide
	39.2
	7.3
	36.0

	Urban
	40.2
	6.5
	37.8

	Rural
	38.7
	7.7
	35.2

	Gender

	Male
	34.6
	6.0
	31.7

	Female
	43.6
	8.6
	40.1

	Five income groups

	Poorest
	35.5
	8.3
	31.0

	Poor
	38.3
	7.7
	34.8

	Normal
	39.5
	7.6
	36.4

	Rich
	39.6
	6.6
	37.0

	Richest
	42.9
	6.4
	40.6


Source: Vietnam Household Living Standards Survey, 2012.

Due to implementation of self running scheme and socializing healthcare service, state hospitals now face some more concerned issues. Some hospitals build a special zone for voluntary healthcare service, recall 5 – 10% beds for high paid service. In fact, there are two sections in one zone: three healthcare insured people share a bed, while a voluntary healthcare service user enjoys a bed with quite comfortable equipment. This contradiction and still-low ethical issues of medical staff also contributes to inequality in healthcare service. 

2.3. Healthcare payment 

According to Vietnam Household Living Standards Survey 2012, people in the urban zones – the high income group have higher rate of out-patient treatment and total expenses of one person for medical checks and treatment per month are bigger than total expenses and higher than those of people in the rural areas – the inferior income groups. This may be because people in the urban zones have more accesses to healthcare services and often opt to use modern, expensive treatment methods. It is possible to conclude that people in the urban zones use healthcare services upon their demands, and people in the rural areas use healthcare services base on their economic, money available conditions rather than their real healthcare needs.  

Table 4: Medical and Healthcare Expenses of One Person per Month on Average
Unit: 1,000 VND

	Indicator
	Medical and healthcare expenses

	
	General
	Money for medical checks and treatment
	Money for healthcare beyond medical checks and treatment

	Nationwide 
	78,1
	58,2
	19,9

	Urban 
	101,0
	74,0
	27,0

	Rural 
	68,4
	51,5
	16,9

	Gender

	Male 
	75,8
	57,5
	18,3

	Female 
	86,0
	60,6
	25,4

	Five income groups

	Poorest 
	36,3
	27,5
	8,8

	Poor 
	59,2
	43,3
	15,9

	Normal 
	73,7
	53,9
	19,8

	Rich 
	84,8
	62,6
	22,2

	Richest 
	136,2
	103,7
	32,5


Source: Vietnam Household Living Standards Survey, 2012.
Patients also have to pay some significant expenses beyond their medical checks and treatment bill, that sum is around 19,900 VND nationwide (direct or reserved pills are 13,100 VND, medical equipment is 1,200 VND, voluntary healthcare service is 5,600 VND), accounts for 25.5% of medical checks and treatment. That proportion in the urban zones (26.7%) is higher than that of the rural areas (24.7%). The high income groups also have to pay more for expenses beyond medical checks and treatment than the low income groups because the low income groups, people in the difficult areas are subsidized in medical checks, treatment and transportation). 

The statistics also reveals that women tend to pay more medical expenses than men and higher than the national average expenses, whole men pay less medical bills and lower than nationwide average expenses. They also have to pay a large sum beyond medical expenses, women pay 29.5% and men pay 24.1% of total medical checks and healthcare service. The beyond medical expense sum contributes to making families poorer. 

2.4.  Disaster expenses and poverty due to medical expenses

The process of healthcare service has got significantly positive results such as people enjoy improving healthcare service, especially children, the poor, ethnic minority people; all have contributed to improvement of human development index, completion of millennium goals, fostering of social equality and progress.  

However, Vietnam medical system is challenging a number of issues, namely the diversification of socio-economic development level between ethnic community, region, location; even the diversification within a region, a province, among those at the same age; socio-economic position, the gap between the rich and the poor is becoming bigger; state investment is not up to expectation of medical checks and treatment reality. Quality of health protection and service is still modest; medical system and quality of medical service is not sufficient for people’s demands of healthcare check and treatment, especially the poor, ethnic people and people in the remote areas; several people still have unsuitable behavior and living styles that has had negative impacts on their health; especially, the unequally social equality and healthcare among ages, gender, region, income group that have been increasing in the recent years. Consequently, it affected the achievement of social fairness goals and efficiency of medical systems.  

Vietnam today relishes medical expenses accounts for a large amount of money in households’ bills. The results from some major nationwide survey suggest that there are not many differences between different income groups’ expenses for medical checks and treatment, but the proportion in total expenses is the core of difference. The poor and the low income groups have high proportion for medical expenses, they lack the suitable conditions to have health check, and furthermore, they always have the potentials to become poor again. 

3. Some solutions for implementing social equality in healthcare service 

In the recent years, the Communist Party and the government have always tried to regulate, manage and increase investment for healthcare service with the aim to build and develop a fair and efficient state healthcare system; however, there are still some major inequalities. In order to gain social equality in healthcare service, we should implement the following things: 

First, we should complete total healthcare service. It is supposed to reach equality in healthcare insurance packages, who pays who says, all get their equivalent bonus upon their contribution to encourage people buy more healthcare cards to meet their medical demands, shift from medical centers to healthcare service users. Therefore, we should build multi-level healthcare insurance packages with the basic ones giving revolution descendants and ordinary people fundamental rights to assess them. The law of amends of Law of Healthcare Insurance has removed the item requiring people’s residence register license, therefore it allows people to choose any medical centers nationwide to get medical checks or treatment. It is also crucial to build and have direct links and shares between districts and villages levels from January, 1st, 2016. 

Second, we must increase quality of medical checks, treatment to meet people demand of checking and treatment, especially grassroots people. There should be a close connection and bridge for the good of people health. Furthermore, there should be more diversified targets of healthcare users and services. 

Third, we should develop a financial scheme cooperating private and state investment of clinic centers to limit abusing experimental tools, high tech solution, and especially prevent direct expenses of the patients’ families.

Fourth, we should focus on program of eradicating hunger and reducing poverty, building network supporting patients in the community to reduce income gap and support fund, prevent bad factors for health and help policy makers promulgate appropriate resolutions regarding healthcare service. 
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