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Abstract

Introduction: Health care financing reforms in both China and Vietnam have resulted in greater financial
difficulties in accessing health care, especially for the rural poor. Both countries have been developing rural health
insurance for decades. This study aims to evaluate and compare equity in access to health care in rural health
insurance system in the two countries.

Methods: Household survey and qualitative study were conducted in 6 counties in China and 4 districts in
Vietnam. Health insurance policy and its impact on utilization of outpatient and inpatient service were analyzed
and compared to measure equity in access to health care.

Results: In China, Health insurance membership had no significant impact on outpatient service utilization, while
was associated with higher utilization of inpatient services, especially for the higher income group. Health
insurance members in Vietnam had higher utilization rates of both outpatient and inpatient services than the non-
members, with higher use among the lower than higher income groups. Qualitative results show that bureaucratic
obstacles, low reimbursement rates, and poor service quality were the main barriers for members to use health
insurance.

Conclusions: China has achieved high population coverage rate over a short time period, starting with a limited
benefit package. However, poor people have less benefit from NCMS in terms of health service utilization.
Compared to China, Vietnam health insurance system is doing better in equity in health service utilization within
the health insurance members. However with low population coverage, a large proportion of population cannot
enjoy the health insurance benefit. Mutual learning would help China and Vietnam address these challenges, and
improve their policy design to promote equitable and sustainable health insurance.
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Introduction
Many developing countries are trying to find ways to
achieve universal healthcare coverage, and reduce the
reliance on out-of-pocket payment and provide financial
protection against high medical expenses [1,2]. Tax-
based health financing and social health insurance are
most frequently used mechanisms for achieving the
goal. Both China and Vietnam have experienced rapid

economic development and dramatic social changes
over the past three decades. Health sector reforms in
the two countries have led health facilities to rely
increasingly on user charges. This has resulted in great
financial difficulties in accessing health care, especially
for the rural poor [3,4]. The central governments of
both countries have promoted the development of social
health insurance for many years to address these pro-
blems. However, different historical and political trajec-
tories have led to the development of very different
rural health insurance policies and systems.

* Correspondence: xliu@bjmu.edu.cn
1China Center for Health Development Studies, Peking University, PO box
505, 38 Xue Yuan Road, Hai Dian District, Beijing 100191, P. R. China
Full list of author information is available at the end of the article

Liu et al. International Journal for Equity in Health 2012, 11:10
http://www.equityhealthj.com/content/11/1/10

© 2012 Liu et al; licensee BioMed Central Ltd. This is an Open Access article distributed under the terms of the Creative Commons
Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in
any medium, provided the original work is properly cited.

mailto:xliu@bjmu.edu.cn
http://creativecommons.org/licenses/by/2.0


Vietnamese health insurance system
Vietnam’s national health insurance system is divided
into compulsory health insurance (CHI) and voluntary
health insurance (VHI). Both CHI and VHI are designed
and managed by the central government, and have been
experiencing rapid policy changes in the recent years
[5]. The CHI system was initiated in 1992 and now cov-
ers mainly employees in the formal sector, civil servants,
and some social protection groups. Since 2005, the poor
and ethnic minorities have also been covered by the
CHI. The eligibility of the poor for CHI is authorized by
local government. The premium for the CHI is 3% of
employees’ salary, of which 2% is paid by employers,
and 1% by employees. CHI premiums for the poor are
paid by central government budget, and have increased
from 50,000 VND (about 2.8 USD) per capita in 2005 to
180,000 VND (10 USD) in 2008. CHI has a clearly
defined benefit package. Patients needed to co-pay 20%
of their medical cost before 2005. This co-payment was
cancelled after 2005 with the exception of high technol-
ogy health services, for which CHI only covered a lim-
ited part of the cost. A new health insurance law (being
effective on 1st January 2010) again regulated a co-pay-
ment level at 5-20%.
VHI in Vietnam was originally designed to cover spe-

cific occupational and age groups such as school chil-
dren, farmers, professional groups. A minimum
enrollment rate of 10% was set for each group. In 2007,
VHI scheme was made available to all citizens and the
10% minimum rate of enrollment was canceled. Pre-
miums for VHI varied across groups and urban/rural
residence: 25,000 to 70,000 VND (1.4 to 3.9 US dollars)
for school children and 60,000 to 140,000 VND (3.3 to
7.8 US dollars) for other residents. Since 2007, VHI pre-
mium has increased sharply (from 60,000 to 120,000
VND for school children, and from 120,000 VND to
320,000 VND for all others). Government did not have
subsidy for VHI. VHI had a same benefit package as
CHI, but co-payment for high technology health services
was 40%.
The Vietnam Social Security agency (VSS), established

in 2003, is the government agency responsible for the
administration of social insurance programmes including
the CHI and VHI. VSS is responsible for collecting pre-
mium, pooling the fund, issuing health insurance cards
and reimbursing service providers [5].

Chinese health insurance system
China has developed separate health insurance systems
for urban and rural areas. Urban residents are covered
by an employment-based basic medical insurance
scheme and an urban resident scheme [6]. In rural
areas, the central government of China launched the
New Medical Cooperative Scheme (NCMS) in 2003.

This is a voluntary health insurance scheme. All NCMS
members pay a flat rate premium of 10 Yuan (1.25 US
dollar), which has increased to 20 Yuan since 2008.
Central and local governments heavily subsidize NCMS
to varying degrees in different regions and provinces.
NCMS benefit package focuses on inpatient services,
aiming to reduce financial burden due to high medical
cost [7]. The responsibility of collecting and managing
the NCMS fund are undertaken at county level. This,
together with local governments’ varying financial and
management capacity, has resulted in great variations in
local NCMS funding envelopes and policy designs [8].
Fee-For-Service was the most common provider pay-

ment method in both countries. Along with the health
insurance programmes, both countries piloted other
methods of provider payment such as capitation and
diagnosis related group (DRG).

Health insurance and equity in healthcare
Equity in healthcare, as one important component of the
broad concept of health equity, is a multidimensional
concept, which includes equal access to available care
for equal need, and equal quality of care for all [9,10].
Many countries have been developing social health
insurance as a main health financing mechanism to
secure access to adequate health care for all at an
affordable price [1]. However, there is evidence that the
specific design of health insurance schemes within parti-
cular contexts influences their impact on equity in
access to and utilization of health services [11-13]. One
of the major concerns from an equity perspective is
whether disadvantaged groups can benefit from health
insurance in terms of improved access to services [14].
Using data collected as part of a research project aim-

ing to contribute towards the development of equitable
and sustainable rural health insurance in China and
Vietnam (RHINCAV), this paper will focus on the
access aspect of the “equity” concept. Access to health-
care is a complex concept, encompassing a number of
different dimensions [9]. Two important indicators of
access when analysing the impact of health insurance
are utilisation of services and financial protection (which
can be seen as a measure of affordability). In this paper
we focus on utilisation as the major measure of access
but we also explore some of the difficulties experienced
by health insurance members in utilising services,
including the degree of financial protection. The impact
of rural health insurance on other aspects of health ser-
vices will be addressed in other papers. This paper first
presents health insurance coverage in the two countries
and compare perceived health needs between health
insurance members and non-members. Health care utili-
zation between members and non-members in different
income groups is compared. Experiences and views of
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the health insurance schemes by members and other
relevant stakeholders are then presented to offer expla-
nations and add depth to the quantitative findings.
Finally, the implications for future policy and scheme
development are discussed, with a consideration of what
the two countries may learn from each other and the
potential resonance of their experiences for other coun-
tries in economic transition.

Methods
Study design and sampling
China and Vietnam were chosen as study countries
because they have similar social economic background
and are facing similar challenges in financing their
health system. Interestingly, they have however chosen
different health insurance systems which may have dif-
ferent implications on equity in health care.
Two provinces from each country (Shandong and

Ningxia from China, Hai Duong and Bac Giang from
Vietnam) were selected for this study. The selection of
provinces was based on three criteria: 1) one province
represented relatively developed areas within the coun-
try (Shangdong and Hai Duong), and the other one
represented less developed areas (Ningxia and Bac
Giang); 2) all study sites had established a rural health
insurance system; 3) local governments were capable
and willing to cooperate with the study. In each pro-
vince, 2 districts from Vietnam and 3 counties from
China were selected for the study using similar selection
criteria as those of provinces.
The study used a survey and qualitative methods to

collect and analyze data. Data from the household sur-
vey was used to analyze and compare the utilization of
health services between health insurance members and
non-members in different income groups. This was then
triangulated and explained through focus group discus-
sions (FGD) with health insurance members and in-
depth interviews with health insurance managers, local
government leaders and administrators.
Sample size for household survey was calculated based

on estimation and comparison of utilization rate of inpati-
ent services between different economic groups. In China,
a sample size of 22,008 individuals (11,004 per province)
was estimated based on inpatient utilization rate in low
income group (3.3%) and high income group (4.2%) from
2003 National Health Service Survey. In Vietnam, a smal-
ler sample size of 7518 individuals was estimated based on
an expected inpatient utilization rate of 5.2%, also with its
smaller population size in consideration.
Multistage sampling processes were used in household

survey. In China, we selected 3 townships from each
county, 3 villages from each township, and then a sys-
tematic random sample of 100 households in each vil-
lage were selected based on the household registration.

Similar processes were used in Vietnam: 4 communes
from each district, 3 villages from each commune, and a
systematic random sample of 50 households from each
village were selected from a village household registra-
tion list. In total, 6,147 households (22,636 individuals)
in China and 2,397 households (8,983 individuals) in
Vietnam were interviewed.
Purposive samples were selected for FGDs and in-

depth interviews. Gender, health insurance membership,
and location were taken into consideration when select-
ing the respondents to capture a wide range of experi-
ences and views. In total, in China 26 FGDs were held
with male and female NCMS members and non-mem-
bers, 89 in-depth interviews with patients with cata-
strophic medical expenditure, health providers, health
insurance policy makers and managers. In Vietnam, 26
FGDs were convened with members of different health
insurance schemes and non-members. Sixteen in-depth
interviews were conducted with health managers and
health insurance managers.

Data collection
Data collection was conducted from May to July 2006
by researchers from both countries. Standard structured
questionnaires were developed in English for discussion
and to ensure the maximum possible comparability
between the two countries, and then translated into
local languages for data collection. Questions related to
this paper included: demographic information on indivi-
duals and households, rural health insurance member-
ship, reported health service utilization (of outpatient
service by those reporting illness in the last 4 weeks,
and inpatient service in the last year). After receiving
training, school teachers in Vietnam and postgraduate
students in China acted as interviewers to visit the
selected households and conduct the interviews. Com-
pleted questionnaires were carefully checked by quality
supervisors immediately after the interview for quality
assurance.
For qualitative study, semi-structured topic guides for

FGDs and in-depth interviews were developed in a simi-
lar process as the questionnaire. Senior qualitative
researchers from partner institutions acted as facilitators
and interviewers. The interviews with health managers
were conducted to explore rural health insurance poli-
cies, design and implementation processes. Selected
rural residents were asked questions about factors
affecting their health seeking behaviour, their percep-
tions and experiences of health insurance, and the rea-
sons of choosing their health insurance membership.

Data analysis
The quantitative data analysis focuses on a comparison
of outpatient and inpatient service utilization between
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health insurance members and non-members in differ-
ent income groups. In this study, outpatient service uti-
lization rate is defined as the number of people who
used outpatient services in the last 4 weeks as a percen-
tage of total number of individual interviewees. Inpatient
service utilization rate is defined as the percentage of
total respondents who were hospitalized in the last 12
months. In calculating these two indicators, the numera-
tors were number of patients, rather than number of
service episodes, that is, even if a patient had more than
one outpatient visits or hospitalization episodes, s/he
was only counted once in the analysis. Reported house-
hold annual income per capita was used as a proxy for
socio-economic status. Income groups were defined
based on the reported household annual income per
capita. From the lowest to the highest annual income
per capita in each country, we divided the whole coun-
try sample into three equally sized groups: low income
group, middle income group and high income group.
Analysis was conducted using SPSS 14.0 and Stata 8.0.
All interviews were tape recorded with the permission

of participants and were then transcribed and word pro-
cessed and entered into MaxQDA. The ‘framework’
approach was used to analyze the qualitative data [15].
Researchers read through the transcriptions and listed
the recurring viewpoints and the common themes from
the data. This formed the basis of the thematic frame-
work. Each segment of the text was categorised and
coded using this framework. Segments relevant to each
theme were then charted to identify majority and min-
ority views, enabling interpretation and explanation.
Findings relevant to views and experiences of health
insurance and reasons for service utilization and non-
utilization were compared among different sampled
groups.

Results
Health insurance coverage
There was a large difference in health insurance cover-
age between the two countries. In China, the NCMS
coverage rate in the six counties was relatively high,
85% in Ningxia and 91.3% in Shandong, while Vietnam
had a lower coverage of around 50% including both
voluntary and compulsory schemes (Table 1).

Health needs between health insurance members and
non-members
Health insurance members had slightly higher age (35.5)
than non-members (30.8) in China while these two
groups had similar age in Vietnam. Male and female
respondents had a relatively equal share in the sample
(Table 2).
Table 2 also shows that there was no significant differ-

ence in prevalence of illness in the last 4 weeks and
chronic disease in the last 12 months between health
insurance members and non members in China. In Viet-
nam, the prevalence of chronic disease in the previous
12 months was slightly (but statistically significant)
higher among the health insurance members (20.9%)
than the non-members (17.1%), but no significant differ-
ence in the prevalence of illness in the last 4 weeks was
identified between the two groups.

Equity in utilization of health services
Table 3 presents utilisation of outpatient services
between members/non-members and income groups in
China and Vietnam. In China, there was no difference
in utilisation of outpatient services between members
and non-members regardless of their household income.
Vietnam had a similar level of outpatient service utili-

zation as in China. In the low income group, health
insurance members used more outpatient services
(17.3%) than non-members (13.8%), while in the middle
and high income groups, there were no significant dif-
ferences in outpatient service utilization between mem-
bers and non-members.
Analysis of inpatient service utilisation showed very

different patterns between the two countries (Table 4).
In China, more NCMS members from the high income
group used impatient services (4.8%) than non-members
(1.3%, P < 0.05). In the low income group, however,
though the impatient service utilization rate was slightly
higher among NCMS members than that in non-mem-
bers, the difference was not statistically significant (p =
0.078). No difference was identified in the middle
income group.
In Vietnam, the overall inpatient service utilization

rate (5.9%) was higher than that in China (4.7%). In all
three income groups in Vietnam, health insurance

Table 1 Health insurance coverage in rural China and Vietnam

Compulsory HI %(n/N) Voluntary HI %(n/N) Total %(n/N)

China Shandong N/A* 91.3% (10764/11789) 91.3% (10764/11789)

Ningxia N/A* 85.0% (9217/10847) 85.0% (9217/10847)

Vietnam Hai Duong 25.7% (1098/4274) 23.7% (1012/4274) 49.4% (2110/4274)

Bac Giang 27.2% (1280/4709) 25.5% (1202/4709) 52.7% (2482/4709)

Data source: Household survey, 2006

* The study areas were in rural China where there is no compulsory health insurance.
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members were significantly more likely to utilise inpati-
ent services. The low income group had the highest
odds ratio (2.5) than the middle and high income
groups (1.6 and 1.4 respectively).

Experiences and problems of accessing and utilising
health services: qualitative findings
Limited financial protection and complicated
reimbursement procedure in China
The most frequently mentioned reason of not using
health services was the high medical cost and, for mem-
bers, the limited financial protection provided by
NCMS. Although NCMS policy states that it will cover
up to 50% of the medical expenses, members reported
that the actual reimbursement level was much lower.
Most health managers perceived it as impossible to sig-
nificantly relieve economic burdens for NCMS mem-
bers, given the low reimbursement rate and low ceilings
applied to expenditure. Members who saw themselves as
poor expressed the view that the low level of reimburse-
ment they could receive would not help their economic
situation. They also had to pre-pay all the medical
expenses before they could get a small amount of
money reimbursed. As a result, they would prefer not to
utilise health services at all if possible.
In addition, the complicated reimbursement process

acted as another main barrier to NCMS members using
their health insurance to reduce their healthcare costs.
To obtain reimbursement, they explained that they

needed to show the NCMS enrolment certificate, receipt
for all medical expenses, proof of residence status
(hukou), and sometimes a referral document. Most
members were not clear what they were supposed to
take to the NCMS office for reimbursement. Participants
also complained that they usually needed to wait a long
time or make many journeys to get reimbursement, and
sometimes the money reimbursed did not even cover
the cost of this travel (see quotes below).

“A patient who has an illness spends 20000-30000
Yuan, and will be reimbursed 2000 - 3000 Yuan.
This amount of money cannot solve his trouble. If a
patient spends 2000-3000 Yuan, he/she only can get
reimbursement of 200-300 Yuan. As the procedure
for reimbursement is complicated and the reimburse-
ment proportion is low, some patients are not willing
to go through the process.” (from Interview with
County health manager, Shandong)
“I heard from a neighbour that he visited the reim-
bursement office 3-4 times, but just got back 70 Yuan
from an expenditure of 5000.” (from FGD NCMS
member, Ningxia)

Barriers to receiving and using health insurance card in
Vietnam
Members of VHI schemes complained of a number of
barriers to both receiving and using their health insur-
ance cards. Most VHI members reported that the

Table 2 Health needs between members and non-members in China and Vietnam

China Vietnam

Member Non-members Member Non-members

Age (mean and standard deviation) 35.5 (19.8) 30.8
(20.6)*

33.4
(21.9)

33.9
(20.1)

% of Male 49.5% 54.0%* 48.2% 50.2%

% of female 50.5% 46.0% 51.8% 49.8%

Prevalence of illness in the last 4 weeks 24.3% 26.2% 20.2% 19.1%

Prevalence of chronic disease in last 12 months 17.4% 17.4% 20.9% 17.1%

Data source: Household survey, 2006

* P < 0.05, significant difference between members and non-members

Table 3 Outpatient service utilization rate in the last 4 weeks by income groups and health insurance membership in
six counties of China and 4 districts of Vietnam (2006)

China Vietnam

Income groups Member %
(n/N)

Non-Member %
(n/N)

OR Member %
(n/N)

Non-Member %
(n/N)

OR

Low 10.7%
(517/4825)

10.0%
(67/670)

1.1 17.3%
(164/950)

13.8%
(112/810)

1.3*

Middle 9.1%
(989/10843)

10.7%
(82/763)

0.8 11.8%
(261/2211)

11.2%
(282/2515)

1.1

High 8.7%
(455/5221)

9.5%
(29/306)

0.9 10.6%
(127/1202)

10.0%
(129/1295)

1.1

Data source: Household survey, 2006. 8 individuals in China had miising values in reporting their sertive utilization, therefore the total sample size is 22628.

* p < 0.05, according to Chi Square test
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waiting period between paying money and receiving
health insurance cards was very long; it took 2 to 3
months in some areas. During this time, these people
were unable to use the health insurance scheme. Health
insurance managers explained this was because of a
delay in collecting money from the communes and the
administration process at province level. It was also
reported that information on the health insurance cards
was often incorrect, leading to further delays before
members could use their cards.
Even after receiving health insurance cards, people

may decide not to use the cards when using health ser-
vices. Many members reported they would use health
insurance cards for inpatient care, but not for outpatient
care. Both CHI and VHI members perceived that health
insurance members received poorer quality of services
than non-members did. Some complained they were
prescribed only limited types and amounts of medicine;
others recounted that they had to wait longer than
those without health insurance. Health insurance mem-
bers reported that these barriers negatively affected their
use of formal health services. Going to private drug sell-
ers were the most common pattern of health care ser-
vice utilization among the insured participants (see
quotes below).

“People always complain that they have given money
to the health insurance agency, but still do not
receive their health insurance cards even after 2
months” (from interview with a representative of
Commune Women’s Association)
“We have to wait for the list from every commune.
Then we combine the list, print the cards and deliver
at the same time. In communes where persons in
charge are not enthusiastic or where people have low
awareness on health insurance, it takes a longer time
to disseminate information and convince people to
buy voluntary health insurance.” (from interview
with a member of Vietnam Social Security in
province)

“We buy health insurance just in case we need to be
in hospital. For outpatient care, it will be quicker if
we pay directly. “ (from FGD with voluntary health
insurance member)
“I came to commune health station for consultation. I
have a bad cough and need to use antibiotics. But
the doctor only gave me some “normal” medicine and
some antibiotics tablets that I can take for 3 days
only, and then I have to pay for another amount of
antibiotics. “ (from FGD with member of the com-
pulsory health insurance for the poor).
“It is quite different between insured and paying
patients. For paying patients, physicians serve [them]
immediately. Therefore I buy medicine for self- treat-
ment at home. “ (from FGD with voluntary health
insurance members).
“My son had a cough, I brought him to see the doctor
in the hospital, but then he did not see my son. He
treated the paying patients first. My son was very
sick but we had to wait from early in the morning
until noon time. “ (from FGD with parents/carers of
school children with voluntary health insurance
membership)

Discussion
Limitations of the study methodology
First, rural health insurance in Vietnam includes differ-
ent fragmented schemes including CHI, VHI, the health
care fund for the poor and others, but due to sample
size limitations, this study combined them together and
did not analyze their utilization separately. Second, the
high coverage rate of NCMS in rural China resulted in a
large difference in the sample size of NCMS members
and non-members, which created difficulties in compar-
ing utilisation between members and non-members in
China. This imbalance in the sample size also means
that it is not possible to analyze the data by provinces,
districts or counties, especially for inpatient service utili-
zation. In addition, due to the observational nature of

Table 4 Inpatient service utilization rate in the last year by income groups and health insurance membership in six
counties of China and 4 districts of Vietnam (2006)

China Vietnam

Income groups Member % (n/N) Non-Member % (n/N) OR Member % (n/N) Non-Member % (n/N) OR

Low 5.2%
(249/4825)

3.6%
(24/670)

1.5 9.9%
(94/950)

4.2%
(34/810)

2.5*

Middle 4.6%
(503/10843)

4.6%
(35/763)

1.0 7.2%
(158/2211)

4.5%
(113/2515)

1.6*

High 4.8%
(253/5221)

1.3%
(4/306)

3.8* 6.2%
(75/1202)

4.6%
(60/1295)

1.4*

Data source: Household survey, 2006

* p < 0.05, according to Chi Square test
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study design, the association between health insurance
and service utilization may not be causal relationship.

Adverse selection in health insurance
NCMS in China is officially a voluntary scheme. Viet-
nam also has a component of VHI. This may raise con-
cerns about adverse selection, whereby people with
higher health needs are more likely to join the health
insurance than those with lower health needs. Adverse
selection introduces bias in comparing the health service
utilization between health insurance members and non-
members. Considering this, we have compared the
demographic background and the prevalence of disease
between health insurance members and non-members.
The results showed no significant difference in China,
which is possibly due to the very high coverage rate of
NCMS. In Vietnam there was slight but statistically sig-
nificant difference in chronic disease prevalence but no
difference in acute illness prevalence between health
insurance members and non-members. This suggests
that there is an element of adverse selection of health
insurance members in Vietnam.

Different routes towards achieving universal healthcare
coverage
China and Vietnam have chosen different routes towards
achieving the goal of universal healthcare coverage by
developing their health insurance systems. China has
prioritised general population coverage in the develop-
ment of NCMS and has been very successful in this
regard. Most counties started NCMS from scratch in 2004
or 2005 and had already achieved a high coverage of 85%
to 90% in 2006. These levels may be slightly higher than
average: another recent study of 10 counties found an
average coverage level of 82.7% in 2005 [16], whilst Minis-
try of Health statistics put the national enrolment level at
85.7% in 2007 [17]. A high level of political commitment
has been an important factor enabling this remarkable
achievement [17,18]. Although NCMS is in theory a
voluntary scheme, significant efforts have been made to
encourage the rural residents to join the scheme, which in
some cases amounted to coercive measures, in order to
reach coverage targets. Subsidies from national and local
governments have enabled a relatively low individual pre-
mium level, which contributes to the high coverage rate
[18]. Vietnam, following a more common social health
insurance model, started developing health insurance to
cover certain population groups, such as civil servants, the
poor, and school pupils. International experiences from
industrialised countries suggests that this model of social
health insurance tends to be relatively slow in reaching the
goal of universal coverage, with the shortest timeframe to
date at 26 years in South Korea and the longest at more
than 100 years in Germany [1].

However, high population coverage doesn’t automati-
cally mean equal access to and utilization of health ser-
vices. Some of the insured may not use the health
service because of unaffordable high co-insurance pay-
ments and thus low financial protection, as is the case
in China, or because of dissatisfaction with quality of
services provided in assigned facilities, particularly for
health insurance members, as in Vietnam. Universal
coverage means not only the breadth of coverage - the
proportion of the population that enjoys social health
protection, but also the depth of coverage - the range of
benefit package, and the height of coverage - portion of
healthcare costs covered [19].

Health insurance policy and equity in health care
utilization
This study found that rural health insurance members
were more likely to utilise inpatient services but member-
ship had very limited impact on outpatient care utiliza-
tion, especially in China. The limited impact on
outpatient service utilisation is likely to be due, at least in
part, to the benefit package designs [20]. The central sta-
ted goal of developing the rural health insurance scheme
in China is to provide financial protection to individuals
and households from catastrophic expenditures due to
major illness [21]. Therefore the benefit package in the
early years of NCMS mainly focused on inpatient services
with a relatively higher reimbursement rate. Since the
costs of outpatient care are seen as less likely to reach
catastrophic level, outpatient services are hardly covered
by NCMS in most counties. Outpatients either had no
reimbursement at all, or had a much lower reimburse-
ment rate than that of inpatient services. However, as the
NCMS policy is quickly moving on with increasing gov-
ernment subsidies, most counties in China are trying to
expand NCMS benefit package to cover outpatient ser-
vices. In Vietnam, although both inpatient and outpatient
service at public facilities were covered in the health
insurance policy, our qualitative data showed that people
tended not to use their health insurance card for outpati-
ent service due in part to the limited benefit package, for
example limited choice of medicines and delayed treat-
ment for health insurance members. Another study
found that outpatient care provided to the insured in
Vietnam were of inferior quality [4].
This study also found that the low income group

benefited more from health insurance in terms of using
inpatient services than the high income group in Viet-
nam, but less in China. This finding in China is sup-
ported by a recent study of 10 counties [16]. There are
two likely explanations for this. First, high co-insurance
payments and the consequent financial burden will
make a greater contribution towards decision not to use
services for the poor, for whom even small payments for
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health care can have catastrophic consequences [14].
The escalating medical costs and high financial burdens
placed on individuals and households due to out of
pocket payments for healthcare in China have long been
discussed among academics and recognized by policy
makers [22-24]. The study found that the reimburse-
ment level offered by NCMS was perceived as too low
by all stakeholders. We have reported quantitative find-
ings on the actual reimbursement level in the study
counties, which support these views, in other papers
[25,26]. Another study of 10 counties found that the
average co-insurance rate for all types of care ranged
from 60% to 66% depending on the level of services
used, and also showed that the average cost of health
care per visit had increased as a result of NCMS [16].
Poor people are less likely than better off people to be
able afford large co-payments in the context of high
medical costs, especially where they have to pay the
whole cost before they can get a small amount of
money reimbursed. They are therefore less likely to use
services at times of need. In Vietnam, although the
same concern of escalating medical expenses has been
raised and debated in the recent years [4,27], the situa-
tion is not as serious as in China. The co-payment level
in Vietnam was much lower than in China. This may
further reduce the financial burden faced by the poor
people. The Health Care Fund for the Poor has been
found to increase utilization of health services, especially
inpatient services [28].
Second, both China and Vietnam implemented pro-

poor policies in their rural health insurance schemes,
but using different approaches. The Chinese central gov-
ernment subsidized the less developed western and cen-
tral provinces. All people living in the province,
regardless of their socio-economic status, pay the same
premium, and enjoy the same benefit package. The
increasing disparity in income and ability to pay
between households within provinces did not receive
sufficient attention when designing the NCMS policy.
However, in addition to NCMS, Chinese government
also implemented a Medical Financial Assistance (MFA)
scheme to support the poor households to afford their
catastrophic medical expenditures [29]. In Vietnam,
however, the central government subsidies were targeted
at individuals living below the poverty line, who were
identified and authorized by local government. This
study suggests that the approach adopted in Vietnam
has a greater impact on equity in health service utilisa-
tion between the poor and non-poor within the study
localities, although some caution is needed with regard
to the slight element of adverse selection. Further com-
parative monitoring of equity in access to health services
during the rapid development in health insurance policy
in both countries is needed to inform mutual learning.

Acknowledgements
This paper is an output of a project entitled “Bringing health care to the
vulnerable- developing equitable and sustainable rural health insurance in
China and Vietnam - RHINCAV”, funded by the European Commission
(Specific Targeted Research Project) and co-ordinated by the Liverpool
School of Tropical Medicine, grant number 015305). The data used for this
paper were derived from a baseline study conducted as part of the above
project. The authors thank all partners for their involvement and
contributions to the project and the paper. We are grateful to all
participants in the 6 study counties in China and 4 districts in Vietnam,
without whose cooperation the study would not have been possible.
Support to the organisation of the study by officials from the Ministry of
Health of China and Vietnam is also greatly appreciated. We owe many
thanks to colleagues and students from Shandong and Fudan Universities in
China, Health Strategy and Policy Institute (HSPI) and Health Policy Unit
(HPU) in Vietnam for their contribution to the data collection and analysis.
We would also like to thank China Medical Board (CMB), USA for its support
to a writing workshop where the paper was developed.

Author details
1China Center for Health Development Studies, Peking University, PO box
505, 38 Xue Yuan Road, Hai Dian District, Beijing 100191, P. R. China.
2Liverpool School of Tropical Medicine, Pembroke Place, Liverpool L3 5QA,
UK. 3Special Programme for Research and Training in Tropical Diseases (TDR),
World Health Organization, Avenue Appia 20, 1211, Geneva 27, Switzerland.
4Shandong University, 44 Wenhua Xi Road, Jinan 250012, Shandong, China.
5Health Strategy and Policy Institute, 138 Giang Vo, Ha Noi, Viet Nam.
6School of Public Health, Fudan University, 138 Yi Xue Yuan Road, Shanghai,
China. 7Health Policy Unit, Ministry of Health, 138A Giang Vo, Hanoi,
Vietnam.

Authors’ contributions
All authors contributed to the design of the study. XL, BY, NKP, FY and DDT
collected and analyzed the research data. XL and RT drafted the manuscript.
ST made important contributions to the revision of the paper. All authors
read and approved the final manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 28 September 2011 Accepted: 29 February 2012
Published: 29 February 2012

References
1. Carrin G, James C: Reaching universal coverage via social health insurance:

key design features in the transition period Geneva: World Health
Organization; 2004.

2. Carrin G, James C, Evans D: Achieving universal health coverage: developing
the health financing system Geneva: World Health Organization; 2005.

3. Gao J, Qian J, Tang S, Eriksson BO, Blas E: Health equity in transition from
planned to market economy in China. Health Policy Plan 2002,
17(suppl 1):20-29.

4. Sepehri A, Chernomas R, Akram-Lodhi H: Penalizing patients and
rewarding providers: user charges and health care utilization in Vietnam.
Health Policy Plan 2005, 20(2):90-99.

5. Ekman BN, Liem T, Duc HA, Axelson H: Health insurance reform in
Vietnam: a review of recent developments and future challenges. Health
Policy Plan 2008, 23(4):252-63.

6. Hu S, Tang S, Liu Y, Zhao Y, MEscobar ML, de Ferranti D: Reform of how
health care is paid for in China: challenges and opportunities. Lancet
2008, 372(9652):1846-53.

7. CPC Central Committee, Sate Council: Decisions on further strengthening
rural health work Beijing: CPC Central Committee, Sate Council; 2002.

8. Yan F, Raven J, Wang W, Tolhurst R, Zhu K, Yu BR, Collins C: Management
capacity and health insurance: the case of the New Cooperative Medical
Scheme in six counties in rural China. Int J Heal Plan Manag 2011,
26(4):357-378.

9. Culyer AJ, Wagstaff A: Equity and equality in health and health care.
J Heal Econ 1993, 12(4):431-57.

10. Whitehead M: The concepts and principles of equity and health. Heal
Promot Int 1991, 6(3):217-28.

Liu et al. International Journal for Equity in Health 2012, 11:10
http://www.equityhealthj.com/content/11/1/10

Page 8 of 9

http://www.ncbi.nlm.nih.gov/pubmed/12477738?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12477738?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15746217?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15746217?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18424793?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18424793?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18930520?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18930520?dopt=Abstract


11. Hidayat B, Thabrany H, Dong H, Sauerborn R: The effects of mandatory
health insurance on equity in access to outpatient care in Indonesia.
Health Policy Plan 2004, 19(5):322-35.

12. Palmer N, Mueller DH, Gilson L, Mills A, Haines A: Health financing to
promote access in low income settings-how much do we know? Lancet
2004, 364(9442):1365-70.

13. Wang H, Yip W, Zhang L, Wang L, Hsiao W: Community-based health
insurance in poor rural China: the distribution of net benefits. Health
Policy Plan 2005, 20(6):366-74.

14. Whitehead M, Dahlgren G, Evans T: Equity and health sector reforms: can
low-income countries escape the medical poverty trap? The Lancet 2001,
358(9284):833-36.

15. Ritchie J, Lewis J: Qualitative research practice: a guide for social science
students and researchers London: SAGE Publications; 2003.

16. Wagstaff A, Lindelow M, Gao J, Xu L, Qian J: Extending health insurance
to the rural population: An impact evaluation of China’s new co-
operative medical scheme. J Heal Econ 2009, 28:1-19.

17. You X, Kobayashi Y: The new cooperative medical scheme in China.
Health Policy 2009, 91:1-9.

18. Wu M, Zhang Z, He M, Ruan Y, Lv C, Tao L, et al: Qualitative study on the
Implementation and Determinants of the New Cooperative Medical
System in Rural China. Study report from WB/MOH NCMS study Beijing:
Ministry of Health; 2006.

19. World Health Organization: The World Health Report 2008: Primary Health
Care Now More Than Ever Geneva: World Health Organization; 2008.

20. McIntyre D: Learning from Experience: Health care financing in low and
middle-income countries Geneva: Global Forum for Health Research; 2007.

21. China Ministry of Health: Developing New Rural Cooperative Medical Scheme
Beijing: Ministry of Health; 2003.

22. Bogg L, Dong H, Wand K, Cai W, Diwan V: The cost of coverage: rural
health insurance in China. Health Policy Plan 1996, 11(3):238-52.

23. Tang S, Meng Q, Chen L, Bekedam H, Evans T, Whitehead M: Tackling the
challenges to health equity in China. Lancet 2008, 372(9648):1493-501.

24. Wang H, Zhang L, Hsiao W: Ill: Health and its potential influence on
household consumptions in rural China. Health Policy 2006,
78(2-3):167-77.

25. Zhang L, Cheng X, Liu X, Zhu K, Tang S, Bogg L, et al: Balancing the funds
in the New Cooperative Medical Scheme in rural China: determinants
and influencing factors in two provinces. Int J Heal Plan Manag 2010,
25(2):96-118.

26. Sun Q, Liu X, Meng Q, Tang S, Yu B, Tolhurst R: Evaluating the financial
protection of patients with chronic disease by health insurance in rural
China. International Journal for Equity in Health 2009, 8(1):42.

27. Chaudhuri A, Roy K: Changes in out-of-pocket payments for healthcare in
Vietnam and its impact on equity in payments, 1992-2002. Health Policy
2008, 88(1):38-48.

28. Wagstaff A: Health Insurance for the Poor: Initial Impacts of Vietnam’s Health
Care Fund for the Poor Washington DC: The World Bank; 2007.

29. Xu Y, Zhang X, Zhu X: Medical Financial Assistance in rural China: policy
design and implementation. Studies in HSO&P 2008, 23:295-317 [http://
www.eldis.org/vfile/upload/1/document/0809/Medical%20financial%
20assistance%20in%20rural%20China%20-%20policy%20design%20and%
20implementation.pdf], .

doi:10.1186/1475-9276-11-10
Cite this article as: Liu et al.: Can rural health insurance improve equity
in health care utilization? a comparison between China and Vietnam.
International Journal for Equity in Health 2012 11:10.

Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit

Liu et al. International Journal for Equity in Health 2012, 11:10
http://www.equityhealthj.com/content/11/1/10

Page 9 of 9

http://www.ncbi.nlm.nih.gov/pubmed/15310667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15310667?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15474141?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15474141?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16143589?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16143589?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19121873?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10160371?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10160371?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18930531?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18930531?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16263191?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16263191?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20003188?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20003188?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20003188?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18423775?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18423775?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22359700?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/22359700?dopt=Abstract
http://www.eldis.org/vfile/upload/1/document/0809/Medical%20financial%20assistance%20in%20rural%20China%20-%20policy%20design%20and%20implementation.pdf
http://www.eldis.org/vfile/upload/1/document/0809/Medical%20financial%20assistance%20in%20rural%20China%20-%20policy%20design%20and%20implementation.pdf
http://www.eldis.org/vfile/upload/1/document/0809/Medical%20financial%20assistance%20in%20rural%20China%20-%20policy%20design%20and%20implementation.pdf
http://www.eldis.org/vfile/upload/1/document/0809/Medical%20financial%20assistance%20in%20rural%20China%20-%20policy%20design%20and%20implementation.pdf

	Abstract
	Introduction
	Methods
	Results
	Conclusions

	Introduction
	Vietnamese health insurance system
	Chinese health insurance system
	Health insurance and equity in healthcare

	Methods
	Study design and sampling
	Data collection
	Data analysis

	Results
	Health insurance coverage
	Health needs between health insurance members and non-members
	Equity in utilization of health services
	Experiences and problems of accessing and utilising health services: qualitative findings
	Limited financial protection and complicated reimbursement procedure in China
	Barriers to receiving and using health insurance card in Vietnam


	Discussion
	Limitations of the study methodology
	Adverse selection in health insurance
	Different routes towards achieving universal healthcare coverage
	Health insurance policy and equity in health care utilization

	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /Warning
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 500
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /Warning
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 500
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /Warning
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


