
International Journal of Academic Health and Medical Research (IJAHMR) 

ISSN: 2643-9824 

Vol. 10 Issue 9 September - 2026, Pages: 170-181 

www.ijeais.org/ijahmr 

170 

School health service delivery and workforce capacity in four 

northern provinces of Viet Nam: a cross-sectional study of 46 

schools, 2024–2025 
Nguyen Thi Thao Ngan1*, Nguyen Thi Bich Thuy1, Nguyen Anh Huy2 

1National Institute of Occupational and Environmental Health, Hanoi, Viet Nam 

2SNA Marianapolis International School, Dong Nai, Vietnam. Email: huynguyen041209@gmail.com 

*Corresponding author. E-mail: nguyenthaongannoeh@gmail.com 

ABSTRACT: School health services are the operational core of health-promoting schools, yet in many low- and middle-income 

countries their delivery is constrained less by missing structures than by an under-qualified workforce. This cross-sectional study 

assessed the enabling conditions, workforce and delivery of school health services in 46 schools in four northern provinces of Viet 

Nam (Lang Son, Bac Giang, Hung Yen, Thai Binh) during the 2024–2025 school year. Data were obtained from document review, 

structured interviews with a school board representative and with the staff member responsible for school health at each school (n 

= 44), and on-site inspection of health rooms, classrooms, water and sanitation facilities and kitchens. Each school was scored and 

graded against Joint Circular No. 13/2016/TTLT-BYT-BGDDT; analyses were descriptive (SPSS 20.0). Organisational 

prerequisites were near-universal: 97.8% of schools had a Student Health Care Board, 100% issued an annual plan with an 

allocated budget, and 89.1% had a dedicated health room, although only 78.3% held the complete equipment set. Workforce capacity 

was the weakest domain: 58.7% of schools employed a dedicated health worker, 37.0% relied on a dual-role staff member and 4.3% 

had none; only 61.4% of the 44 staff held a health-professional qualification; and although 93.2% had attended in-service training 

within five years, knowledge was adequate in just 54.5% for the eight mandated content areas and 63.6% for the five mandated 

tasks. Delivery was nevertheless strong, with 93.5% of schools conducting annual health checks and 100% providing first aid and 

coordinating with commune health stations. Overall, 56.5% of schools were graded Good and 43.5% Fair, with none rated lower. 

Keywords: school health services; health workforce; health-promoting schools; primary health care; cross-sectional studies; Viet 
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1. INTRODUCTION 

Schools reach children daily, over more than a decade of development, and remain the single most cost-effective platform for 

delivering preventive health interventions to school-aged children and adolescents [1]. Systematic evidence assembled around the 

World Health Organization (WHO) Health Promoting School framework shows that whole-school approaches improve nutritional 

status, physical activity, tobacco use and bullying outcomes, although effects are conditional on the fidelity and completeness of 

implementation rather than on the existence of a policy [2,3]. In 2021, WHO and UNESCO consolidated this evidence into eight 

global standards for health-promoting schools and issued a companion guideline that, for the first time, recommends comprehensive 

school health services (SHS) as a distinct, provider-delivered component of the school system [4,5]. A systematic review of 

systematic reviews found that services delivered by a qualified health provider — rather than by teachers alone — produced the most 

consistent gains in immunisation coverage, screening uptake and adolescent health outcomes [6]. 

The global picture of that provider workforce is uneven. School health services are reported in more than 100 countries, but staffing 

models, professional qualifications and scope of practice differ enormously, and in most European systems the service is delivered 

by nurses or physicians employed by the health sector [7,8]. Recent commentary describes a global shortage of school nurses driven 

by weak system integration, discriminatory salary scales and an absence of outcome data with which to argue for investment [9]; 

integrative reviews of school nursing similarly conclude that the evidence base linking staffing to student outcomes remains thin 

[10]. Where a qualified provider is absent, the school health function tends to default to teachers or administrative staff, and the 

clinical components of the mandate — screening, chronic disease follow-up, referral and emergency care — are the first to erode. 

Asia illustrates this tension. A regional policy mapping across eight Asian countries found a broad shift towards the health-promoting 

school framework at policy level but persistent implementation gaps, particularly for mental health and for services requiring clinical 

competence [11]. A systematic review of school health programmes in South-East Asia reached similar conclusions, and the WHO 

South-East Asia Region has since adopted a roadmap to revitalise health-promoting schools [12,13]. Country-level studies reinforce 

the pattern: in Thailand, policy implementation depended on district-level supervision and staff capability rather than on the policy 
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text [14]; in Indonesia, principal leadership determined whether the school health unit functioned [15]; and in India, school health 

services remain fragmented across ministries with limited dedicated staffing [16]. 

Viet Nam has an unusually explicit regulatory framework. Joint Circular No. 13/2016/TTLT-BYT-BGDDT specifies the 

infrastructure, equipment, environmental, food-safety and service requirements for school health and provides a scoring instrument 

for annual grading [17], and the School Health Programme for 2021–2025 (Decision No. 1660/QD-TTg) sets national targets, 

including 80% of schools meeting school health conditions and 85% conducting start-of-year health checks [18]. Implementation, 

however, has repeatedly been reported as constrained by the number and qualification of school health staff, by funding and by 

facilities [19–22]. A provincial survey in Quang Tri identified infectious disease control as the highest training priority of school 

health staff and health promotion as among the lowest, indicating a workforce oriented to reactive rather than preventive tasks [23]. 

A more recent assessment in Quang Ninh found that 82.7% of schools had a dedicated health worker [24], a figure that may not 

generalise across regions. These constraints matter because the conditions this workforce is meant to detect are common: pooled 

prevalence of refractive error among Vietnamese schoolchildren is 37.6% [25], idiopathic scoliosis confirmed radiographically 

affects 3.6% of children screened in school settings [26], and one in seven schools worldwide still lacks a basic drinking-water 

service [27]. 

What is missing is a multi-province, standard-referenced description that separates whether the structures exist from whether the 

people staffing them are qualified. This study therefore assessed the enabling conditions, human resources and delivery of school 

health services in 46 schools across four northern provinces of Viet Nam during the 2024–2025 school year, and graded each school 

against the national instrument. 

2. METHODS 

2.1 Study design and setting 

A descriptive cross-sectional study was conducted from September 2024 to May 2025 in 46 schools in four northern provinces of 

Viet Nam. Provinces were selected to represent the two dominant geographical and socio-economic settings of the region: Lang Son 

and Bac Giang for the northern midland and mountainous area, and Hung Yen and Thai Binh for the Red River Delta. 

2.2 Sampling 

A two-stage convenience sampling procedure was used (Figure 1). In stage one, 8–14 schools per province were selected with the 

Provincial Departments of Health so as to cover the three school levels — primary, lower secondary, and upper secondary or 

continuing education; 46 schools consented and were surveyed (Lang Son n = 14; Bac Giang n = 12; Hung Yen n = 8; Thai Binh n 

= 12). In stage two, the staff member responsible for school health at each school, whether in a dedicated or a concurrent (dual-role) 

post, was purposively selected. Eligible staff were salaried or contracted, had been in post for at least one year and consented to 

participate; staff who were medically unfit or absent on full-time training were excluded. Two schools in Hung Yen had no school 

health staff member, giving 44 individual respondents. 
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Figure 1. Flow of school and participant selection, four northern provinces of Viet Nam, September 2024 – May 2025. 

2.3 Variables 

Three groups of variables were collected. Enabling conditions comprised organisational arrangements (Student Health Care Board, 

board meetings, annual plan and budget, annual reporting), health-room infrastructure, medical equipment, essential medicines, first-

aid supplies and health-education materials, together with the staffing model, professional qualification, in-service training and 

knowledge of school health staff. Implementation conditions followed Joint Circular No. 13/2016/TTLT-BYT-BGDDT [17] and 

comprised classroom standards (floor area, desk and chair dimensions, blackboard size, front-row-to-board distance, natural and 

artificial lighting), water and environmental sanitation, and food-safety conditions for schools operating boarding meals, with 

reference where applicable to Decision No. 1221/2008/QD-BYT on school hygiene standards [28]. Service delivery comprised 

health management and care (periodic health examination, health records, first aid and initial care, referral, coordination with local 

health facilities, parental notification) and health education and communication, together with the school's annual grade. 

Staff knowledge was assessed against the eight mandated school health content areas and the five mandated school health tasks 

defined in the Joint Circular; a respondent was classified as having adequate knowledge for a domain when the required items in 

that domain were answered correctly. 

2.4 Data collection 

Data were collected through three complementary techniques. First, secondary records were reviewed at each school: establishment 

decisions for the Student Health Care Board, annual plans, budget allocations, activity reports, inspection and supervision records, 

cooperation contracts with health facilities, and health certificates of school kitchen staff. Second, a school board representative and 

the school health staff member were interviewed using pre-designed structured questionnaires derived from the Joint Circular [17]: 

the school board instrument covered organisation, human resources, financing, implemented activities, and enabling and constraining 

factors, while the staff instrument covered service implementation, health-education modalities, training received, and perceived 

difficulties. Third, health rooms, classrooms, water and sanitation facilities and kitchens were inspected on site. 
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Field work proceeded in four steps, jointly coordinated by the National Institute of Occupational and Environmental Health and the 

Provincial Departments of Health: (i) an official letter setting out the purpose, content and plan of the study was sent to each 

Provincial Department of Health; (ii) the department identified eligible schools, notified them and introduced the investigators; (iii) 

each school selected eligible staff against the inclusion criteria and returned the participant list; and (iv) interviews and inspections 

were conducted. 

2.5 Scoring and grading 

Each school's overall school health performance for the 2024–2025 school year was scored and graded using the standard scoring 

instrument stipulated in Joint Circular No. 13/2016/TTLT-BYT-BGDDT [17], which classifies schools as Good, Fair, Average or 

Not achieved. 

2.6 Data analysis 

Data were entered and managed in Microsoft Excel and analysed in SPSS version 20.0 (IBM Corp., Armonk, NY, USA). Categorical 

variables are presented as frequencies and percentages, disaggregated by province where relevant. Denominators differ across tables: 

school-level indicators use n = 46, staff-level indicators use n = 44 (two schools had no health staff member), and food-safety 

indicators use n = 12 (schools operating boarding meals). 

2.7 Ethical considerations 

All participants received a full explanation of the purpose and significance of the study and provided written informed consent. 

Participation was voluntary and participants could withdraw at any stage. All information was kept confidential, used solely for 

research purposes, and accessible only to the investigators. 

3. RESULTS 

3.1 Schools surveyed and school health workforce 

The 46 participating schools comprised 14 in Lang Son, 12 in Bac Giang, 8 in Hung Yen and 12 in Thai Binh, spanning the primary, 

lower-secondary and upper-secondary or continuing-education levels; one responsible staff member was interviewed at each of the 

44 schools that had one (Table 1, Figure 1). 

Human resources emerged as the weakest domain (Table 2). Just over half of the schools (58.7%; 27/46) employed a dedicated 

school health worker, 37.0% (17/46) relied on a staff member holding the role concurrently with other duties, and 4.3% (2/46) had 

no school health staff at all. Among the 44 staff interviewed, 61.4% held a health-professional qualification — 34.1% general 

assistant doctors, 25.0% nurses and 2.3% obstetric–paediatric assistant doctors — while 38.6% held a qualification outside the health 

field. In-service training was almost universal: 93.2% had attended at least one school health training course in the preceding five 

years. Knowledge, however, lagged well behind training coverage: only 54.5% of staff demonstrated adequate knowledge of the 

eight mandated school health content areas, and 63.6% of the five mandated school health tasks. 

Table 1. School health staffing model and professional qualification, by province (n = 46) 

Indicator 
Lang Son 

(n = 14) 

Bac Giang 

(n = 12) 

Hung Yen 

(n = 8) 

Thai Binh 

(n = 12) 

Total 

(n = 46) 

Staffing model 

Dedicated school health staff 14 (100.0) 10 (83.3) 2 (25.0) 1 (8.3) 27 (58.7) 

Concurrent (dual-role) staff 0 (0.0) 2 (16.7) 4 (50.0) 11 (91.7) 17 (37.0) 

No school health staff 0 (0.0) 0 (0.0) 2 (25.0) 0 (0.0) 2 (4.3) 

Professional qualification of the school health staff member 

Health-professional qualification 14 (100.0) 10 (83.3) 2 (25.0) 1 (8.3) 27 (58.7) 

Qualification outside the health field 0 (0.0) 2 (16.7) 4 (50.0) 11 (91.7) 17 (37.0) 

No school health staff member 0 (0.0) 0 (0.0) 2 (25.0) 0 (0.0) 2 (4.3) 
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Values are n (%) of schools in the province. Percentages for professional qualification are computed over all 46 schools, so the two 

qualification categories and the no-staff category together account for 100%; expressed over the 44 schools that had a school health 

staff member, 61.4% of staff held a health-professional qualification and 38.6% a qualification outside the health field. 

Table 2. Human resources for school health: staffing model, professional qualification, in-service training and knowledge 

Indicator Category n % 

Schools by staffing model (n = 46) 

Staffing model Dedicated staff 27 58.7 

 Concurrent (dual-role) staff 17 37.0 

 No school health staff 2 4.3 

School health staff interviewed (n = 44) 

Professional qualification General assistant doctor 15 34.1 

 
Obstetric–paediatric assistant 

doctor 
1 2.3 

 Nurse 11 25.0 

 
Any health-professional 

qualification 
27 61.4 

 
Qualification outside the 

health field 
17 38.6 

In-service school health training in the past 5 years Yes 41 93.2 

 No 3 6.8 

Knowledge of the 8 mandated school health 

content areas 
Adequate 24 54.5 

 Inadequate 20 45.5 

Knowledge of the 5 mandated school health tasks Adequate 28 63.6 

 Inadequate 16 36.4 

The 8 mandated content areas and the 5 mandated tasks are those defined in Joint Circular No. 13/2016/TTLT-BYT-BGDDT. 

Staffing was strongly patterned by province (Table 1, Figure 2). Every school in Lang Son (14/14, 100%) had a dedicated health 

worker with a health-professional qualification, as did 83.3% (10/12) of schools in Bac Giang. The delta provinces showed the 

opposite profile: only 25.0% (2/8) of schools in Hung Yen and 8.3% (1/12) in Thai Binh had a dedicated worker, with 91.7% (11/12) 

of Thai Binh schools depending on dual-role staff, and the two schools without any school health staff were both in Hung Yen. In 

every school the person holding the post concurrently also held a non-health qualification, so the dedicated–concurrent divide and 

the qualified–unqualified divide coincided exactly across all four provinces. 
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Figure 2. Staffing model (a) and professional qualification (b) of school health workers, by province (n = 46 schools). Panel (a) 

shows the proportion of schools with a dedicated worker, a concurrent (dual-role) worker, or no school health worker; panel (b) 

shows the proportion of schools whose health worker held a health-professional qualification. 

3.2 Organisational conditions, health room, equipment and medicines 

Organisational prerequisites were close to complete (Table 3). A Student Health Care Board had been established in 97.8% of schools 

and met each semester in the same proportion; all 46 schools (100%) had issued an annual school health plan with an allocated 

budget, and 93.5% submitted an annual activity report. A dedicated health room was available in 89.1% of schools, and 97.8% held 

health-education and communication materials. Material provision was less consistent: 84.8% of schools stocked essential medicines 

appropriate to their needs, while only 78.3% had the full complement of medical equipment and the same proportion (78.3%) 

maintained a first-aid cabinet and initial emergency supplies. 

Table 3. Organisational arrangements, health room, equipment and essential medicines (n = 46) 

Indicator Domain 
Achieved 

(n) 
% 

Student Health Care Board established Organisation 45 97.8 

Student Health Care Board meetings held each semester Organisation 45 97.8 

Annual school health plan issued with allocated budget Organisation 46 100.0 

Annual school health activity report submitted Organisation 43 93.5 

Dedicated health room meeting requirements Facilities 41 89.1 

Complete set of medical equipment Facilities 36 78.3 

Essential medicines appropriate to the school's needs Facilities 39 84.8 

First-aid cabinet and initial emergency supplies Facilities 36 78.3 

Health-education and communication materials available Facilities 45 97.8 
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3.3 Classroom, water, sanitation and food-safety conditions 

Compliance with the physical-environment standards was high but not uniform (Table 4). All schools (100%) met the standard for 

desk and chair dimensions, 97.8% for blackboard size and 95.7% for classroom and functional-room floor area, whereas the distance 

from the front row of desks to the blackboard met the standard in 87.0% of schools and lighting — natural and artificial combined 

— in 93.5%. Water and environmental sanitation performed similarly well: 97.8% of schools ensured drinking water for students, 

97.8% ensured clean water for school operations, 100% collected and treated solid waste and 97.8% collected and treated wastewater, 

while toilets meeting the combined requirements for number, clean water, soap and cleanliness were the weakest indicator at 89.1%. 

Among the 12 schools operating boarding meals, menu diversity and regulation-compliant food-sample retention were universal 

(100% each), 91.7% had kitchen staff with health examinations and adequate personal hygiene, 83.3% met the standard for food 

storage, preparation and containment utensils, and 75.0% operated a one-way kitchen flow. 

Table 4. Compliance with classroom, water and sanitation, and food-safety standards 

Indicator Denominator 
Achieved 

(n) 
% 

Classroom conditions (n = 46) 

Floor area of classrooms and functional rooms adequate 46 44 95.7 

Desk and chair dimensions appropriate for students 46 46 100.0 

Blackboard dimensions appropriate 46 45 97.8 

Distance from the front row of desks to the blackboard adequate 46 40 87.0 

Lighting adequate (natural and artificial) 46 43 93.5 

Water supply and environmental sanitation (n = 46) 

Drinking water ensured for students 46 45 97.8 

Clean water ensured for school operations 46 45 97.8 

Toilets meeting requirements (number, clean water, soap, 

cleanliness) 
46 41 89.1 

Solid waste collected and treated 46 46 100.0 

Wastewater collected and treated 46 45 97.8 

Food safety, schools operating boarding meals (n = 12) 

One-way kitchen flow in place 12 9 75.0 

Diverse menu provided 12 12 100.0 

Food storage, preparation and containment utensils hygienic 12 10 83.3 

Food samples retained in accordance with regulations 12 12 100.0 

Kitchen staff health-examined with adequate personal hygiene 12 11 91.7 

 

3.4 Health management, care and health education 

Service delivery was the strongest performing block (Table 5). All 46 schools (100%) provided first aid and initial health care and 

coordinated with the local health facility in the care and treatment of students with chronic conditions, and 97.8% notified parents 

or guardians of their child's health status. Periodic health examination once per school year was conducted by 93.5% of schools, and 

95.7% maintained a student health monitoring and management logbook, but only 65.2% kept a medical examination book. The 

indicator on transfer of a student to a health facility for treatment was not applicable in the schools surveyed and was therefore not 

assessed. 



International Journal of Academic Health and Medical Research (IJAHMR) 

ISSN: 2643-9824 

Vol. 10 Issue 9 September - 2026, Pages: 170-181 

www.ijeais.org/ijahmr 

177 

Health education and communication had been implemented in all 46 schools (100%). Direct communication during the flag-raising 

assembly was the most widely used modality (95.7%), followed by integration into lessons and extracurricular activities (89.1%) 

and indirect channels such as loudspeakers, panels and posters (73.9%). Digital channels remained marginal: only 10.9% of schools 

used websites or social media platforms such as Facebook and Zalo for student health communication. 

Table 5. Health management, health care and health education activities (n = 46) 

Indicator Domain 
Implemented 

(n) 
% 

Periodic health examination once per school year 
Management 

and care 
43 93.5 

Medical examination book maintained 
Management 

and care 
30 65.2 

Student health monitoring and management logbook maintained 
Management 

and care 
44 95.7 

First aid and initial health care provided 
Management 

and care 
46 100.0 

Student transferred to a health facility for treatment when required 
Management 

and care 
N/A N/A 

Coordination with the local health facility for students with chronic 

disease 

Management 

and care 
46 100.0 

Parents or guardians notified of student health status 
Management 

and care 
45 97.8 

Health education and communication implemented 
Health 

education 
46 100.0 

Direct communication at the flag-raising assembly 
Health 

education 
44 95.7 

Integrated into lessons and extracurricular activities 
Health 

education 
41 89.1 

Indirect channels (loudspeakers, panels, posters) 
Health 

education 
34 73.9 

Website or social media (Facebook, Zalo) 
Health 

education 
5 10.9 

N/A, not applicable: the indicator on transfer of a student to a health facility for treatment was not applicable in the schools surveyed 

and was therefore not assessed. The four health-education rows are modalities used by schools and are not mutually exclusive. 

3.5 Overall school health performance 

Applying the national scoring instrument for the 2024–2025 school year, 56.5% of schools (26/46) were graded Good and 43.5% 

(20/46) Fair; no school was graded Average or Not achieved (Table 6). The provincial gradient mirrored the workforce gradient  

(Figure 3): Bac Giang achieved the highest proportion of Good ratings (83.3%; 10/12), followed by Lang Son (71.4%; 10/14), while 

Hung Yen (37.5%; 3/8) and Thai Binh (25.0%; 3/12) — the two provinces most dependent on dual-role staff — had the lowest. 

Table 6. Overall school health performance rating by province, 2024–2025 school year (n = 46) 

Rating 
Lang Son 

(n = 14) 

Bac Giang 

(n = 12) 

Hung Yen 

(n = 8) 

Thai Binh 

(n = 12) 

Total 

(n = 46) 

Good 10 (71.4) 10 (83.3) 3 (37.5) 3 (25.0) 26 (56.5) 
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Rating 
Lang Son 

(n = 14) 

Bac Giang 

(n = 12) 

Hung Yen 

(n = 8) 

Thai Binh 

(n = 12) 

Total 

(n = 46) 

Fair 4 (28.6) 2 (16.7) 5 (62.5) 9 (75.0) 20 (43.5) 

Average 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 

Not achieved 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 0 (0.0) 

Values are n (%). Schools were scored and graded using the instrument stipulated in Joint Circular No. 13/2016/TTLT-BYT-

BGDDT. 

 

Figure 3. Overall school health performance rating by province, 2024–2025 school year (n = 46 schools), graded with the scoring 

instrument of Joint Circular No. 13/2016/TTLT-BYT-BGDDT. No school was rated Average or Not achieved. 

4. DISCUSSION 

This multi-province assessment yields a consistent asymmetry: the structures of school health are essentially complete, while the 

capability that gives them clinical meaning is not. Governance indicators clustered at 97.8–100%, matching or exceeding earlier 

Vietnamese surveys in Can Tho and Tra Vinh [29,30], and the proportion of schools with a dedicated health room (89.1%), full 

equipment (78.3%) and essential medicines (84.8%) is markedly higher than the 51.9% health-room coverage documented in the 

2009 national assessment [19]. Two decades of regulation, most recently Decision No. 1660/QD-TTg, appear to have succeeded in 

institutionalising the school health function [18]. 

The workforce tells a different story. Only 58.7% of schools had a dedicated worker and 61.4% of staff held a health qualification 

— well below the 82.7% dedicated staffing reported in Quang Ninh [24] — and the shortfall was concentrated in the delta provinces, 

where 91.7% of Thai Binh schools relied on dual-role staff. This is the same structural problem described globally as a school nurse 

shortage sustained by weak integration into education systems and unfavourable salary scales [9], and it is consequential: reviews 

of provider-delivered school health services attribute the clearest outcome gains to services staffed by qualified health professionals 

[6,10]. The near-total training coverage (93.2%) alongside adequate knowledge in only 54.5% and 63.6% of staff indicates that in-

service training is functioning as an attendance target rather than a competency intervention — echoing the Vietnamese training-

needs analysis that found staff prioritising infectious disease control over health promotion [23], and the Asian policy mapping that 

identified capability, not policy, as the binding constraint [11,14]. 

The delivery pattern is legible in this light. Tasks that any conscientious staff member can perform were universal — first aid and 

initial care (100%), coordination with commune health stations (100%), parental notification (97.8%) — whereas tasks requiring 

clinical documentation and judgement were weaker: medical examination books were maintained in only 65.2% of schools, and 

referral of students to a higher-level facility could not be assessed at all, the indicator being not applicable in the schools surveyed. 
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That the referral limb of the care pathway is not routinely captured is itself informative, because it is precisely the function on which 

school-level detection depends: 37.6% of Vietnamese schoolchildren have refractive error and 3.6% radiographically confirmed 

scoliosis [25,26], conditions identified at school but treated elsewhere. Similarly, the reliance on assembly-based communication 

(95.7%) over digital channels (10.9%) reflects a communication model built around message delivery rather than the interactive, 

skills-based approaches associated with behaviour change [3,31]. 

Environmental compliance was reassuringly high and above earlier Vietnamese findings [22], although lighting (93.5%), front-row-

to-board distance (87.0%) and toilets (89.1%) remain residual risks for refractive error, postural disorders and hygiene-related 

absence, and school toilet adequacy is a recognised global gap [27]. Food-safety performance among boarding schools was strong 

overall, but one-way kitchen flow at 75.0% is the weakest link in a domain where lapses produce outbreaks rather than gradual harm 

[32], and where food-handler capacity is a documented determinant of risk [33]. 

This has an immediate corollary for the 37.0% of schools relying on dual-role staff: studies of non-clinical school personnel show 

that objective first-aid knowledge falls well short of self-assessed confidence [34], so a defined scope of practice and periodic 

competency testing, rather than blanket delegation, should govern what these staff are expected to do. More broadly, the findings 

support reframing the school health worker from an administrative focal point into a clinical provider embedded in the primary care 

system [35]. 

Three limitations qualify these findings. Convenience sampling through provincial health departments plausibly favoured better-

performing schools, so absolute proportions are likely optimistic; a single respondent per school and reliance on self-report and 

school-held records may inflate performance on documentation-dependent indicators; and the sample of 46 schools, with as few as 

eight per province, precludes inferential comparison between provinces or school levels. The consistency of the workforce gradient 

with the grading gradient nevertheless supports the central observation. 

5. CONCLUSION 

School health services in these four northern provinces of Viet Nam perform well against the national standard: 56.5% of schools 

were graded Good and 43.5% Fair, with none rated Average or Not achieved, and organisational, infrastructural, environmental and 

food-safety conditions were met by 75–100% of schools. Core services — first aid and initial care, coordination with commune 

health facilities, periodic health examination and health education — were delivered almost universally. The binding constraint lies 

elsewhere. Only 58.7% of schools employed a dedicated school health worker, 37.0% depended on staff holding the role alongside 

other duties, and 38.6% of staff held no health-professional qualification; despite 93.2% training coverage, fewer than two-thirds 

demonstrated adequate knowledge of the mandated content areas and tasks. Because the two provinces most dependent on dual-role 

staff also recorded the lowest proportions of Good ratings, workforce composition appears to be the pivot on which overall 

performance turns. Three implications follow. First, staffing norms should shift from the presence of a designated focal point to a 

minimum health-professional qualification, supported by salary and allowance structures capable of retaining such staff. Second, in-

service training should be re-designed around competency assessment rather than attendance, with a defined scope of practice for 

dual-role staff. Third, the current regulatory instruments — Joint Circular No. 13/2016/TTLT-BYT-BGDDT and Decision No. 

1221/2008/QD-BYT — warrant revision to reflect present-day medicine, equipment and staffing realities. Larger, probability-based 

studies linking school health staffing models to measured student health outcomes are the necessary next step. 
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