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EvolutionandNuancesofUrban-RuralDisparityinChina'sHealthCare,1991-2011

1.INTRODUCTION

Urban-ruraldisparityinhealthcarehasbeenamongtopprioritiesinhealthpolicyreform in
Chinaoverthelasttwodecades.Althoughsystematicurban-ruraldisparityhadlongpersisted
beforetheeconomicreform thatbeganattheendofthe1970s(Naughton,2007),thegapwas
wideningconsiderablyfollowingthereform asbothhealthcarefinancingandserviceprovision
inruralareashadbeendeteriorated(Walder,1988;Liu,2004;Cheng,2007).Theschemeof
CooperativeMedicalSystem (CMS)whichhadprovidedbasichealthcarecoverageforvast
majorityofruralpopulationcollapsedduetothedismantlingofcollectivefarms(Yip,2010).At
theendofthe1970s,90%oftheruralpopulationhadaccesstoreasonablequalitycareand
someprotectionagainstcatastrophicexpenses(Ooi,2005),butwithinadecadetheproportion
hadshrunkto5%.Thesituationisdifferentinurbanareas.Whilethecoverageofhealth
insurancehadbeendecreasedsince1980’s,thecoverageofhealthinsuranceforurban

residentswasstillover60%in19931.

Moreimportant,withthedeepeningofthemarketizationreform,physical,financialand
humanresourcesweredrawntourbanpublichospitalsattheexpenseofreducedaccessibility
tohealthcareinruralareas.Forexample,between1985and2000,thenumberofbedsper
1,000populationintownshiphealthcentersdecreasedfrom 0.86to0.80,incomparisontothe
increaseinthenumberofbedsinallserviceprovidersfrom 2.14to2.38,andandthenumberof
ruralvillagedoctorsper1,000populationdecreasedfrom 1.55to1.44,whilethenumberof

doctorsper1,000populationincreasedfrom 1.38to1.68inthesameperiod
2
.

Sinceearly1990s,thegovernmenthasintroducedseveralpolicyinitiativesto

addressurban-ruraldisparityinhealthcare(e.g.MinistryofHealth,1992;CPCCentral

CommitteeandStateCouncil,1997)Thenew cooperativemedicalschemeforrural

residentswaslaunchedadecadelaterin2003. Duringthe6thPlenum ofthe16thCPC

Congressin2006,thecentralleadershipalsopledgedtoincreasehealthcaretransfers

toruralareasaswellaspoorregionstofinancetheprovisionofhealthcaretoensure

equalprovisionofbasicpublicservices(People’sdailyonline20073).Since2009,health

reform hasbeenimplementedtobuildupnetworksofprimarycareclinicsinbothurban

andruralareastoimprovetheaccessibilityofhealthcare(Author2014a;Bhattacharyya,

etal.2011).Inparticular,thegovernmenthadplannedtoinvestedinupgrading29,000

townshiphealthclinicsand5,000townshiphealthcentresinruralareasby20114.

[citations]

1NationalSurveyonHealthServicein1993.
2SeeChinaHealthStatisticalYearbook,variousyears.
3downloadablefrom:http://theory.people.com.cn/GB/49154/49156/5347540.html;accessedFeb27,
2017.
4http://www.sda.gov.cn/WS01/CL0056/41295_3.html,accessedonFeb20,2016.
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Despitethereform initiativesoverthetwodecades,therehasbeensofarno

consensusontheireffectivenessinreducingurban-ruraldisparity.Forexample,Meng

etal.,(2012)useddatafrom threeroundsofNationalHealthServicesSurvey(NHSS

2003,2008and2011)toshowthatmeandifferencebetweenruralandurbanresidents

onsevenindicators,includingratesofoutpatientcareusage,hospitaladmissionand

inpatientreimbursementrates,hasdecreasedcontinuallyfrom 2003to2008andthen

2011.5 Thistrendalsoseemstobeinlinewiththeofficialclaim that96%ofChinese

ruralresidentshadbeencoveredbyruralhealthinsurancesbytheendof2011.In

contrast,Longet.al(2013)observedthroughofficialdatathatwhereasshareofoopin

totalhealthexpenditureforurbanpopulationdeclinedfrom 53%in2005to36%in2011,

decreaseforruralpopulationwaslessimpressive(53% to50% forthesameperiod).

Otherstudiesalsofounddiscrepancyinaccessingtohealthcarebetweenurbanand

ruralresidentstobesignificant(Gaoetal.,2002;ZhangandKanpur,2005;Erikssonet

al.,2014).Jianetal.,(2010)foundthatbetween1993and2003asperNHSSdata

despitetheoverallreductionofurban-ruralgapinutilizationofinpatientservices,rural

residentsaremorethantwiceaslikelytodropoutoftreatmentasurbanresidents.

Usingthesamedataset,Yip(2010)showedthatpercapitaoopaspercentageof

incomehasrisenbymorepercentagepointsforruralresidentsthanfortheirurban

counterpartsbetweenthedecade(2.5versus1.2),whoseincomewereconstantlylower

tobeginwith.Xu&Short(2011),usingfourwavesoftheChinaHealthandNutrition

Survey(CHNS)data(tobedescribedindetaillater),alsofoundawideningdifference

betweencitiesandvillagesintermsofinpatientreimbursementrates,suggestingthat

theurbaninsuredcontinuetohaveanadvantageovertheruralinsured

Amajorsourceofdisagreementstemsfrom thefactthatmanystudiesemploy

datawhichwerecollectedindifferentcontextsandwithdifferentquestionnairedesign,

samplingmethodologiesaswellasmeasurementofkeyindicators.Inaddition,many

studieshavebeenbasedonanalysisofcross-sectionaldatacollectedfrom aparticular

pointintime,oroncomparisonoftwoorthreeroundsofdatagatheredfrom arelatively

shorttimeperiod.Lastbutnotleast,withlimitationsonmoredetailedsocioeconomic

data,fewresearchessofarhavegonebeyondthebroadcategorizationofurbanversus

ruralandsystematicallyinquiredintoitsnuancesfrom theperspectiveofregions,

workplace,employmentstatusoroccupation.

Thispaperusesdatafrom theChinaHealthandNutritionSurvey(CHNS)1991-

2011tosystematicallyexaminethetrendofurban-ruraldisparityinhealthcarewith

multipleandnuancedperspectivesofregion,employmentstatus,occupation,workunit,

5Forexample,Table5inthatpaperreportsthatrural-urbanratioonphysicalaccesstoafacilityhasrisen
from 0.84in2003to0.91in2011.Similarly,inpatientreimbursementrationisincreasedfrom 0.17in
2003to0.80in2011.
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and income level.,The CHNS datasetprovides a series ofrich,consistentand

compatible variables on various urban and ruralidentifications as wellas health

outcomes.Spanningninewavesovertwodecades,itcangiveusaconsistentand

comprehensivelong-term picturethatishardlyavailablefrom analysingdatasetsthat

onlycoversashortperiod.AsthehealthsectorinChinahasundergonesubstantial

changes since the 1990s,the long-term trends maybe quite differentfrom the

snapshotscapturedbyshort-term studies.TheCHNSdatawouldprovideameaningful

lensthroughwhichwecanrevisitthevariousandhighlydebatedshort-term trendsand

seewhichaspectsofurban-ruraldisparityhavegotreinforced,whichgotmitigated,and

whichgotreversed.

Itisthereforeconsideredsuitableforthepurposeofansweringthekeyresearch

questions:twodecadesintothereform,hasurban-ruraldisparityinChina’shealthcare

changed?Ifso,howandtowhatextent?

Thecurrentstudyis,toourknowledge,thefirsttoemploymicro-levelpaneldata

systematicallytoassesstheevolutionandnuancesofspatialinequalitiesinChina’s

healthcareoverthetwodecades1991-2011.Ourresultshighlightedthatwhileurban-

ruraldisparityinhealthcarehasgenerallybeenreducedinsomeaspects,itisalso

contingentupondeterminantssuchasoccupation,region,income,etc.Whilethewaves

ofreformsappeartohavebeeneffectiveinsomeaspects,achievingahighlevelof

equalitiesinhealthinsurancecoverage,othermeasuressuchasutilizationofhealth

servicesandcontrolofhealthexpendituressuggestthaturban-ruralgaphaspersisted

orevenworsenedinsomecircumstances.Ourfindingsleadtoseveralcriticalinsights

intothedesignofhealthpolicyreformsaimedatachievinguniversalhealthcare.

2.DATAANDMETHODOLOGY

2.1Dataset

Thedataanalyzedhere,unlessotherwisementioned,comefrom theeightwavesof

CHNSbeginningin1989whoseresultswerereportedfrom 1991to2011.Thedatasetis

acollaborativeprojectbetweentheCarolinaPopulationCenterattheUniversityofNorth

CarolinaatChapelHillandtheNationalInstituteofNutritionandFoodSafetyatthe

ChineseCenterforDiseaseControlandPrevention(Popkinetal.,2009).CHNSusesa

multi-stagerandom clusteringprocesstodrawasampleofabout4,400householdsin

nineprovinces.

Thisdatasetiswellsuitedfortheresearch.Tobeginwith,from 1991to2011,eight

wavesofCHNShavebeenconducted,spanningmorethantwodecadesduringwhich

key health policy reforms were introduced.While only 14% oftotalindividual
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respondentsand 7% ofhouseholdshaveparticipated entireninewavesofsurvey

(authors’calculation)whoaresubjectedtoageing,drop-outandotherissues,itstill

offersagreatopportunitytostudythechangesininequalitiesoveralongperiodof

time.Survey questionnaires and sampling methodologies have also remained

unchanged throughout that period,providing a high levelof consistency and

compatibilityacrossdata collected in differentyears.CHNS also used thesame

localitiesthroughallitswavesofdatacollection.

WhileCHNSdatahavealreadybeenusedinmanyotherstudies,6ourusageofthedata

isdifferentinthefollowingsense.First,unlikeotherstudieswhichfocusonaspecific

typeofpopulation(e.g.Liuetal.,2013onchildren;Liangetal.,2011onchildrenand

adolescents;Fengetal.,2015ontheelderlyetc.),ourfocusisonthegeneraladult

population.Wehavethusexcludedchildren,studentsandtheelderly(respondentsaged

65yearsandabove)from theoriginalCHNSdatasets,becausetheirpatternsofhealth-

carefinancingandutilization-aspectsthatwefocusoninthispaper-arequitedifferent

from thatofadults.7

Second,ouroutcomevariablesishighlycomprehensivethatcoversmostmajoraspects

ofuniversalhealthcoveragespecifiedbytheWHO(e.g.WHO,2010).Thisgivesusa

uniqueopportunitytolookbeyondinsuranceandscrutinizehow urban-ruraldisparity

hasevolvedinotherkeyoutcomedimensions.Focusingoninsurancecoverage,health

careutilizationandhealthexpenditure,ratherthanself-ratedoutcomes(e.g.Baetenet

al.,2013)orchronicdiseases,isalsomorerelevanttohealthreform,astheformermay

beinfluencedbyaspectssuchaslifestyleandindividualperceptionswhichislessprone

tohealthpolicyintervention.

Finally,ourindependentvariablesalsogobeyondtraditionalinvestigationsongender,

ethnicityoreducation.Withrichinformationaboutrespondents’othersocioeconomic

characteristics,thedatasetenablesustodelveintotheless-exploredyetsignificant

nuancesofurban-ruraldisparityinChina’shealthcare,includingemploymentstatus,

workplace,occupationandincome.

2.2SubcategoriesofUrbanandRuralRespondents

6ThelatestexampleofwhichisMiao&Wu(2016)onurbanizationandhealthdisparityinChina.
7 Whetherstudentsenrollinaninsurancepackageisoftendecidedbyschoolsratherthanstudents.In
thiscase,socioeconomicconditionsforstudentsarenotveryusefulinunderstandingtheirhealth
financingconditions.Asfortheelderly,theirproportiontothepopulationrosefrom 1991to2011.This
trendcreatesdifferencesacrossdatafrom succeedingwavesoftheCHNSsurveysandmayintroducea
potentialbias,astheelderlyincursignificantlyhigherhealthcareexpendituresthanotheragegroups
(Caseyetal,2003).Respondentsfrom thethreeprovinces(Beijing,Shanghai,andChongqing)addedto
thesampleinthe2011wavewerealsoexcludedduetolimitedobservations.Overall,75.9% ofthe
observationsfrom theoriginaldatasetareretainedinourreconstructeddataset.
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OursampleofCHNSsurveyrespondentsisorganizedasfollows.Firstandforemost,

consistentwithotherstudiesusingthesamedataset(e.g.Fengetal.,2015),we

categorizerespondentsasurbanandruralaccordingtowheretheywerelocatedatthe

timetheyparticipatedinaCHNSsurvey.

Apartfrom GeographicLocations(GL),respondentswerealsogivenadesignationby

regionofresidence(GeographicRegions,GR).Coastalprovinces(CS)includethosein

Liaoning,Jiangsu,and Shandong,whereas inland provinces (IN)include those in

Heilongjiang,Henan,Hubei,Hunan,Guangxi,andGuizhou;

RespondentslocatedinurbanareaswerefurthercategorizedalongUrbanWorkUnits

and Urban EmploymentStatus.In theformer,employeesofstate-related entities
includethoseworkingingovernment,stateorgansandinstitutions.Theyarealso

referredtoas“governmentemployees”.Employeesofstate-ownedenterprises(SOEs)

arereferredtoas“SOEemployees”.Employeesofnon–stateentities,includingbigand

smallcollectives and private enterprises and foreign-invested or -collaborated

companies(sanziqiye),arereferredtoas“non-stateemployees.”

Inthelatter,respondentsarecategorizedasurbanemployed,urbaninformalsectors
(including the self-employed,temporary workers,and household workers) and

unemployed/urbanretired.Wealsoidentifiedasmigrantworkersthosewhoanswered

thattheywereworkinginurbanareasbuthadruralhukou.(Thehukoudataisonly

availablesince1993.Sothesubcategoryofmigrantworkersisaccordinglyonlyrelevant

sincethatwave.)

Lastbutnotleast,respondentswereaskedtheirmajoroccupationinthesurvey,for

whichthefarmersub-category(includingfarmers,fishermenandhunters)isusedhere

to compare with those urban work-related subcategories.Respondents were also

divided into five groups (first/bottom,second,third,fourth and fifth/top quintiles

respectively)on the basis ofhousehold percapita income (“household income”

hereinafter),forwhichthedataisconstructedintheoriginaldatasetbythedataset

provider.

SubcategorycompositioninthesampleissummarizedbelowinTableI.

Table1.SubcategoryCompositionofCHNSrespondentssampled,1991–2011

1991 1993 1997 2000 2004 2006 2009 2011

TotalNo.of

Respondents 9892 9531 10270

1143

0 11222 13744 14023

1366

8

GeoLocations
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Urban(%) 31.1 29.3 30.4 30.2 30.0 27.8 26.9 25.2

-UrbanCoastal 10.2 9.2 6.9 9.4 8.9 7.9 7.5 6.7

-UrbanInland 21.0 20.1 23.5 20.7 21.1 19.9 19.5 18.5

Rural(%) 68.9 70.7 69.6 69.8 70.0 72.2 73.1 74.8

-RuralCoastal 23.6 23.7 16.6 22.6 21.8 22.5 21.9 22.5

-RuralInland 45.2 47.0 53.0 47.3 48.2 49.7 51.1 52.3

UrbanWorkingUnit

Gov(%) 55.2 55.3 44.4 43.2 28.6 28.2 30.3 28.6

SOE(%) 12.6 11.5 9.0 8.9 20.0 16.5 14.6 13.2

Non-state(%) 32.2 33.2 46.6 47.9 51.4 55.3 55.1 58.2

UrbanEmployment

Status

Urbanemployed(%) 78.1 59.3 55.1 51.9 43.9 43.2 42.1 42.6

Urbaninformalsector

andunemployed(%) 13.0 11.0 15.7 18.8 30.3 31.1 32.2 30.2

Urbanretired(%) 9.0 7.0 6.6 9.1 11.5 10.5 11.1 12.0

Migrantworker(%) - 22.8 22.7 20.2 14.3 15.2 14.6 15.1

Farmers(%) 57.1 55.5 56.2 54.9 49.3 47.8 46.0 40.9

Source:Authors’AnalysisofCHNSdata,1991-2011

2.3OutcomeVariables:HealthInsuranceandBeyond

Apartfrom healthinsurancecoverage,wearealsointerestedinexaminingtheurban-
ruraland regionalgaps through otheroutcome variables,namely health-seeking
behavior,healthcareexpenditureforoutpatienttreatment,andout-of-pocket(OOP)
paymentsforoutpatienttreatment.

Healthinsurancecoveragewasmeasuredbythepercentageoftherespondentswho
reportedbeingenrolledinhealthinsuranceofanykind.

Health-seekingbehaviorwasbasedonrespondents’answerstoaquestionintheCHNS
survey:“Whatdidyoudowhenyoufellill?”Thechoicesgiveninthesurveywerenon-
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treatment,self-treatment,visitinglocalhealthworkers,andvisitingdoctors.Asthe
distinctionbetweenthelasttwowasnotentirelyclear-cutinthesurvey,wecombined
them intoonecategory,“visitinghealthworkers/doctors”.Thisgivesusamoregeneral
depiction ofhealth utilization thatminimizesthebiasfrom thesituation thatthe
respondentsconfusebetweenlocalhealthworkersanddoctors.Note,however,that
positiveresponsestothisquestionareassociatedwithbothoutpatientandinpatient
treatment.

Overalloutpatientexpenditurewascalculatedfrom healthexpenditureperepisodeof
outpatienttreatment.RespondentstotheadultCHNSquestionnairewereaskedifthey
hadexperiencedanyparticulartype(s)ofillness“duringthelastfourweeks[beforethe
survey].”Ifyes,andiftheyreceivedoutpatienttreatmentfortheillness,theywerethen
askedhow muchtheyhadspent“duringthistreatment”or“sofar.”(Inadifferent
question,respondentswhohaddisease/illnessduringtheepisodewereasked“How
muchmoneydidyouspendfortheillnessorinjury?”Butthiscouldincludeself-
treatmentaswell,andthusdoesnotfitourscopehere.)

Out-of-the-pocket(OOP)paymentwastheamountthateachrespondentwhoreceived
medicaltreatmentpaidpersonallyforeachepisodeofoutpatienttreatment,calculated
bysubtractingtheamountofreportedreimbursementfrom healthinsurancefrom the
overalloutpatientexpenditure.

Notethatonlyoutpatienttreatmentwasincludedforthelattertwooutcomes.While
manysocialinsuranceplansinChina(e.g.NCMS)attempttoprotectpeoplefrom
catastrophichealthexpenditure,whichmainlyisassociatedwithinpatienthealthcare,
wewerenotableto getsufficientobservationsforinpatientcarewhileinpatient
expenditurealso variesgreatly.However,aswillbeshown,even justconsidering
outpatientOOP payment,itsproportion in individualincomeisalreadyquitehigh
especiallyamonglow-incomegroups.

Allfiguresstatedhereareinflation-adjustedusingCPIdataextractedfrom Statistical
YearbookofChinaforrespectivewavesofCHNS.Theyareallreportedin2011prices.

3.ANALYTICALRESULTS

3.1HealthInsurance:NuancesbehindNear-UniversalCoverage

TABLE 2 presents health insurance coverage rates fordifferentpopulation sub-
categories.Mostsub-categories,urbanandruralalike,haveseenadeclineofinsurance
coveragefrom 1991to 2000,whenithitthelowestpoint.Since2004,insurance
coveragestartedtoexpandagain.Yetsubstantialleapoccurredonlyfrom thewave
2009onwards.By2011,allsubcategoriesexcepturbanunemployedandthoseinurban
informalsectorshaveacoveragerateofmorethan90%.

Inthemostgeneralsense,itcanbesaidthaturban-ruralgaphasindeedbeenclosedin
termsofhealthinsurancecoverage.Backin1991,insurancerateforurbanrespondents
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usedtobemorethantripletheratefortheirruralcounterparts.Evenwhenbothfigures
wentdowntothelowestin2000,thetriplegapstillexisted.Nevertheless,therural
coveragenearlycaughtupin2006.Inthelasttwowaves,itbecomesthesub-category
ofruralrespondents thatenjoys a higherinsurance coverage.In a similarvein,
insurancerateforfarmersusedtobethelowestamongstallsub-categoriesformore
thanadecade(from thewave1991to2004).Yetbythewaveof2011,theirinsurance
coveragehasbecomethehighestamongstallsub-categorieslistedhere.

Zoomingintotheregionalaspects,whereascoastal-inlandcoveragedifferencehas
beenclosedforurbanresidentsthroughoutthewaves,suchdifferencenearlydoubled
forruralresidentsbetween1991and2006.Andespeciallytowardsthelaterwaves(i.e.
after2004),coverageofruralresidentsincoastalareasisevenhigherthantheirurban-
inlandcounterparts,suggestingalocalvariationofpolicyimplementationforhealth
insurance,thebenefitandcoverageofwhichdependonlocalfiscalandeconomic
conditions.

Withinthoseworkinginurbanareas,abiastowardsgovernmentemployeesisstillquite
visible:theirinsuranceratein2011isstillamongthehighest.Incontrast,notonlyhad
urbanunemployedandthoseinurbaninformalsectorsalowestinsurancecoverageto
beginwith(onlyslightlybetterthanfarmersandnon-stateemployeesinthewaves1991
to2000).Evenasof2011,theyaretheonlyonewhoseinsurancerateiswellbelow90%
(only83.9%,infact).Migrantworkershadasimilarlylow insurancecoveragetillthe
wave2006,whichhasnonethelesscaughtupinthelasttwowaves.

ThoseworkinginurbanSOEspresentadifferentlyinterestingcase.Thisusedtobeone
ofthemostprivilegedgroupinthebeginning,astheir86.8%ofinsuranceratein1991
wasonlylowerthan governmentemployees(bymerely1 percentagepoint).This
privilegecarriedevenwhentheinsuranceratewasthelowestingeneralin2004.Yetas
thecoverageforothersub-categoriesstartedtocatchupsince2009,aninsurancerate
of93.7%in2011makesSOEemployeesmuchlessoutstandingastheyusedtobe.In
contrastwaschangefornon-stateworkers,whoseinsurancecoveragewasthesecond
lowestbefore2000,evenlowerthanthatforinlandruralresidentsandmigrantworkers.
Theirinsuranceratehasneverthelessalsocaughtupinthelastwave.

TABLE2.OverallInsuranceCoverageforDifferentPopulationSubcategories

Year

Geographic

Locations:Urban

Geographic

Locations:Rural

UrbanWorkUnit UrbanEmploymentStatus

Farm

-er

Total CS IN Total CS IN Gov SOE

s

Non

-

stat

e

Emp

Informal

&

Unemp

Retired

Migrant

Worker

1991 58.9
83.4 46.8

18.8
30.3 12.5

87.

8

86.8 8.1 59.5 18.6 85.9 - 4.9
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1993 53.7
80 41.2

14.3
24.2 9.1

83.

1

72.6 8.7 54.7 12.5 87.6 20.9 2.2

1997 41.3
63.8 34.7

18.0
41.8 10.2

73.

7

53.3 9.5 42.6 15.4 68.9 12.5 8.9

2000 38.8
51.6 32.8

12.6
27.2 5.7

69.

3

52.0 11.1 40.9 12.7 65.4 11.1 6.0

2004 38.9
51.9 32.8

19.4
38.4 10.3

77.

0

73.0 32.3 43.9 16.0 68.4 13.4 12.9

2006 49.8
64.7 43.2

48.8
72 37

88.

0

81.1 45.7 53.7 32.4 77.2 30.3 46.1

2009 86.3
84.2 87.2

93.1
94.4 92.4

96.

8

93.4 80.9 88.2 77.3 95.1 92.8 96.7

2011 90.6
91 90.4

96.8
97 96.7

98.

0

93.7 90.6 93.2 83.9 96.2 95.0 98.1

Source:Authors’analysisofCHNSdata,1991-2011

3.2Health-seekingPatterns:DecliningServiceUtilization

Theimpressiveprogressmadeinhealthinsurancecoverage,however,hasnotledto

proportionateimprovementinaccesstohealthservices(TABLE3),althoughinother

studiesthatdistinguishbetweenoutpatientandinpatientserviceutilization,somedo

findincreaseinthelattertype(Jianetal.,2010)and/orcorrelationbetweeninsurance

andutilization(Liuetal.,2002;Liuetal.,2012;Mengetal.,2014).

Inoursample,theevolutionofhealth-seekingpatternsdoessharesomesimilarities

between urban and ruralrespondents.Yetunlike the gaps manifested in health

insurancecoverage,whichsaw substantialimprovementonlyafterthewaveof2006,

thepictureismoremixedforhealth-seekingpatterns.

Toillustrate,thepercentageofrespondentswhosaw doctorswhenfallingillwas

decliningforbothsub-categoriestill2004.Evenwhenthefiguresaw someslight

upwardtrendsinsubsequentwaves,health-seekingrateinthewaveof2011isstill

lowerthanthatin1993forbothsub-categories,withthedeclineforurbanrespondents

muchsharper(29.4percentagepoints)thanforruralrespondents(8.7percentage

points).

Thehealth-seekingrateinoursamplewasactuallyhigherinruralareasthaninurban

areasforallsubsequentwavesafter1993.Inasimilarvein,inlandprovincessawhigher

serviceutilizationratesafter2000thandidcoastalprovincesforbothurbanandrural
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areas,althoughthelatterarewidelyperceivedasmoreadvancedandwealthier:in

termsofmeanindividualincomeofrespondents,wecalculatedfrom theCHNSdata

thatthefigureforcoastalprovincesisaround1.1to1.3timesasthatforinland

provinces,forallwavesoftheCHNSsurvey.

Whilethenon-treatmentrateswasindeedhigherforruralrespondentsuntil2000,the

sharpgapof11.2percentagepointsin1993wasneverthelessclosedto3.7percentage

pointsin2000.From 2004onwards,urbanrespondentsstartedtohavehighernon-

treatmentratesthanruralrespondents,althoughthegapinthelastthreeroundsnever

exceeds 1.5 percentage points.Overall,whereas non-treatment rate for urban

respondentsis7.3percentagepointshigherin2011thanthefigurein1993,suchrate

hasdeclinedby5.8percentagepointsforruralrespondents.Thismightbeexplainedby

theincreasinglyhigherOOPpaymentsforurbanrespondents,asweshalldiscussinthe

nextsub-section.Moreover,self-treatmentratehasbeenconsistentlyhigherforurban

respondentsthanfortheirruralcounterparts.

Takentogether,whilethereimbursementrateofaparticularinsurancetypemayhave

influencedhealth-seekingdecisions(Maetal.,2012),decliningtendencytovisitdoctors

orlocalhealthworkerswhenilldoesnotnecessarilyimplyanincreaseinnon-treatment.

Instead,anincreasingnumberofrespondents,urbanandruralalike,mayhaveresorted

toself-treatment.Despiteso,ironically,reductionandevenreversalofthetrendinurban

-ruralgapsfornon-treatmentandhealth-seekingstillseemstohavebeenrealizedvia

decliningutilizationofservicesoverall.

TABLE3.Health-seekingBehaviorforUrbanandRuralRespondents

Year 1993 1997 2000 2004 2006 2009 2011

Urban

Total

Non-treatment 3.3 4.7 5.5 14.8 10.5 11.3 10.6

Self-Treatment 14.4 27.4 36.5 45.9 45.4 41.4 36.4

Health-Seeking 82.4 67.9 57.9 39.4 44.1 47.3 53

Urban

Coasta

l

Non-Treatment 3.8 3.3 2.1 14.9 11.9 14 12.3

Self-Treatment 18.9 18 55.2 47.9 56.8 40.2 39.3

Health-Seeking 77.4 78.7 42.7 37.2 31.2 45.9 48.3

Urban

Inland

Non-Treatment 3 5.1 7.4 14.7 9.8 10.2 10.1

Self-Treatment 12 30.1 26.3 44.5 39.8 41.9 35.3

Health-Seeking 85 64.8 66.3 40.9 50.5 48 54.6

Rural Non-Treatment 14.5 5.8 9.2 11.4 9.8 9.8 8.7
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Source:Authors’AnalysisofCHNSdata,1993-2011

3.3OutpatientHealthExpenditureandOut-of-pocketPayments:ARisingBurden

Oneexplanationforthedecliningutilizationofhealthservicesinspiteofwidercoverage
ofhealthinsurancemaybethesteadyescalationofhealthexpenditure,andinparticular
OOPpayments,overthesurveywaves.AsillustratedinTable4,inlinewiththedeclined
tendencytovisitdoctorsorhealthworkers,allsubcategoriesinoursampleexperienced
significantcostescalationinhealthexpenditureandOOPpaymentsfrom 1991through
2011.EscalationinoutpatientOOP paymentswasmorepronouncedforurbanand
coastalrespondentsthanfortheirruralandinlandcounterparts.Thismayinpart
accountforthemoresteeplydecliningratesinserviceutilizationamongthesegroups
asnotedabove.

TABLE4.MeanOverallTreatmentExpenditureandMeanOut-of-pocketPaymentforUrbanandRural
Respondents

Total Self-Treatment 10 17.5 17.6 27.9 22.3 26.2 24.5

Health-Seeking 75.6 76.7 73.2 60.8 67.9 64 66.9

Rural

Coasta

l

Non-Treatment 9.5 6.8 11.2 13 14.1 7.6 8.6

Self-Treatment 11.6 15.9 16.4 33.3 27.4 35.4 31.1

Health-Seeking 79 77.3 72.4 53.7 58.5 57 60.3

Rural

Inland

Non-Treatment 16.7 5.7 8.3 10.5 7.8 11.1 8.7

Self-Treatment 9.3 17.8 18.2 24.7 19.9 20.9 20.6

Health-Seeking 74.1 76.6 73.5 64.9 72.3 68.1 70.8

Year UrbanTotal UrbanCoastal UrbanInland Coastal

OTE OOP* OTE OOP OTE OOP OTE OOP

1991
203.6

148.8

(73.1)
302.4 180.1(59.5) 165.7

130.7

(78.8)
250.2

164.0

(65.5)

1993
192.4

146.3

(76.0)
303.4 246(81.1) 170.7

121.5

(71.2)
219.1

169.3

(77.3)

1997
218.8

121.9

(55.7)
302.3 156.4(51.8) 197.1

111.8

(56.7)
326.5

231.5

(70.9)

2000 389.9 306.1 666.7 495.9(74.4) 326.4 262.5 475.1 421.8
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Source:Authors’AnalysisofCHNSdata,1991-2011

*bracketindicatesOOPaspercentageofOTE

The burden of outpatient OOP payments as percentage of overalloutpatient

expenditurerosebefore2004-2006anddeclinedonlyslightlyafterwards,remaining

above80%forallfourgeographicsubcategories.Theburdenasof2011isalsohigher

forallofthem ascomparedwithtwodecadesagoin1991.

(78.5) (80.4) (88.8)

2004
385.0

326.3

(84.7)
389.1 292.1(75.1) 402.7

338.9

(84.2)
320.3

276.6

(86.3)

2006
305.4

244.1

(79.9)
279.8 208(74.3) 315.6

258.5

(81.9)
338.9

296.6

(87.5)

2009
479.3

381.5

(79.6)
584.9 385.3(65.9) 433.6

358.0

(82.6)
484.0

349.4

(72.2)

2011
548.0

489.3

(89.3)
662.7 555(83.7) 509.4

445.2

(87.4)
529.6

461.1

(87.1)

Year RuralTotal RuralCoastal RuralInland Inland

OTE OOP OTE OOP OTE OOP OTE OOP

1991
167.7

132.4

(78.9)
226.8 152.5(67.3) 145.7 124(85.1) 151.6

127.4

(84.0)

1993
187.5

161.6

(86.2)
199.2 151.0(75.8) 182.9

165.7

(90.6)
179.0

153.2

(85.6)

1997
302.6

290.6

(96.0)
355.5 320.2(90.1) 295.4 283(95.8) 256.9

218.7

(85.1)

2000
374.2

362.9

(97.0)
428.8 392.7(91.6) 345.7

341.5

(95.8)
338.7

313.2

(92.5)

2004
284.1

273.2

(96.2)
281.2 260.3(92.6) 285.7

277.2

(97.0)
322.4

298.9

(92.7)

2006
290.8

271.5

(93.4)
361.5 330.6(91.4) 261.8

246.4

(94.1)
276.9

250.4

(90.4)

2009
351.7

273.5

(77.7)
445.3 327(73.4) 297.4

232.2

(78.1)
343.5

285.7

(83.2)

2011
398.5

333.1

(83.6)
478.7 404.9(84.6) 360.0

285.3

(79.3)
412.8

351.9

(85.2)
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The absolute figures ofoveralltreatmentexpenditure forurban/ urban-coastal

respondentsarehigherthanthoseforrural/rural-coastalrespondentsinallwaves

except1997.OTEforurbaninlandrespondentsalsostartedtogrow higherthantheir

ruralinland counterpartssince 2004.Yetso farasoutpatientOOP paymentsas

percentageofOTEareconcerned,theevolutionofurban-ruralgapismoresimilartothe

manifestationintermsofhealthinsurancecoverage.ThepercentageofOOPpayment

inOTEwashigherforruralrespondentstillthewaveof2006.Itisonlyinthelasttwo

waves thatthe trend becomes reversed.Similartrend is observed forinland

respondents.Yetincoastalregions,OOPaspercentageofOTEisconsistentlyhigher

forruralrespondentsthanfortheirurbancounterparts,althoughthegaphasbeen

remarkablyclosedinthelastwave.

Ingeneral,itcanstillbeconcludedthaturban-ruralgapisbeingclosedintermsofOOP

burdens.Butagain,thepicturewillbemoreblurredifwesupplementthebroaddivision

ofurbanversusruralwithsomeadditionallenses.

TABLE5presentsmeanOOPpaymentbothaspercentageofOTEandaspercentageof

meanhouseholdincomefordifferenturbanandruralincomequintiles.Thefirstquintile

istheonlyexceptionwherethepatternislessclear.Forallothers,paymentburden,

measuredasthepercentageofOOPtohouseholdincome,hasbeenconsistentlyhigher

forruralrespondents even tillthe lastwave. In particular,whereas the richest

consistentlyspentlessthan0.5% oftheirannualincomeonOOPpayments,forthe

poorestinruralareas,OOPpaymentdoubledasapercentageofincome(from 3.4%to

6.8%)overthetwodecades.

CalculatingtheburdendifferentastheOOPpercentagetooveralltreatmentexpenditure,

theresultismoremixed.Burdenmeasuredinthiswayisconsistentlyhigherforboth

therichestandpoorestinruralareasthanfortheirurbancounterparts.Thestoryis

largelysimilarforthefourthquintileinmostwavesaswell.Forthesecondquintile,OOP

aspercentageofOTEwashigherforruralrespondentstillthewave2006.Patternis

lessemergedforthethirdquintile.Butingeneral,picturepresentedinTABLE5does

suggestthaturban-ruralgapmaystilllingerinmorenuancedfashionseventhoughthe

overalltrendhasimprovedsubstantially.Whilestudiesusingotherdatasetshavefound

thatinpatientcostfallsasrespondentincomeincreases(Tianetal.,2015)orthat

NCMSinsurancedecreasedpatients’OOP paymentsforhigher-costhealthservices

(Babiarzetal.,2012),outpatientcareremainsasignificantportionofhealthexpenditure

forthepoor.

TABLE15.MeanOut-of-pocketPaymentforDifferentUrbanandRuralIncomeQuintiles

Urban
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Year 1stQuintile 2ndQuintile 3rdQuintile 4thQuintile 5thQuintile

OOP(%

OTE)

%inc OOP(%

OTE)

%inc OOP(%

OTE)

%inc OOP(%

OTE)

%inc OOP(%

OTE)

%inc

1991 186.2

(88.5)

4.5 171.5

(68.8)

1.7 136.2

(75.9)

1.0 108.7

(63.8)

0.6 110.2

(56.9)

0.4

1993 319.1
(100.0)

6.7 24.4

(46.6)

0.3 330.7

(94.5)

2.1 107.9

(70.8)

0.5 15.3

(11.4)

0.0

1997 74.5

(58.2)

1.6 107.0

(54.9)

1.0 163.6

(62.1)

1.0 136.0

(37.0)

0.6 152.2

(71.5)

0.4

2000 283.6
(100.0)

5.8 317.2

(97.0)

2.5 160.7

(98.6)

0.8 737.2

(92.6)

2.7 108.7

(32.0)

0.2

2004 562.1

(98.8)

9.6 107.1

(75.1)

0.7 405.8

(84.1)

1.8 295.7

(68.9)

0.8 297.9

(79.1)

0.4

2006 297.8

(97.9)

5.0 246.1

(98.1)

1.7 339.4

(98.5)

1.4 150.5

(44.1)

0.4 196.3

(67.3)

0.2

2009 474.4

(79.5)

5.8 372.1

(81.2)

1.8 399.0

(88.7)

1.1 412.2

(68.3)

0.8 298.3

(80.4)

0.3

2011 486.4

(90.6)

5.3 461.8

(94.9)

1.8 704.9

(96.9)

1.7 331.6

(80.6)

0.5 254.2

(61.7)

0.2

Year

Rural

1stQuintile 2ndQuintile 3rdQuintile 4thQuintile 5thQuintile

OOP(%

OTE)

%inc OOP(%

OTE)

%inc OOP(%

OTE)

%inc OOP(%

OTE)

%inc OOP(%

OTE)

%inc

1991 91.8

(94.3)

3.4 138.7

(95.8)

2.4 186.2

(95.7)

2.2 89.0

(39.5)

0.8 121.3

(73.0)

0.5

1993 112.9

(99.3)

4.1 47.7

(68.1)

0.8 191.6

(93.1)

2.2 253.0

(78.0)

1.8 150.5

(78.8)

0.6

1997 265.7

(99.6)

8.1 393.8

(92.6)

5.2 188.5

(99.9)

1.6 292.9

(97.6)

1.8 382.4

(91.3)

1.2

2000 316.8
(100.0)

9.8 283.1
(100.0)

3.6 424.2

(97.0)

3.4 398.8

(92.3)

2.0 401.1

(96.4)

1.0

2004 307.4
(100.0)

7.8 361.3

(99.9)

4.1 191.3

(85.8)

1.3 262.0

(94.0)

1.2 214.6

(95.1)

0.5

2006 309.9

(98.2)

8.9 205.7

(93.9)

2.4 320.5

(90.4)

2.1 307.6

(91.1)

1.3 245.8

(93.6)

0.5

2009 261.1

(81.7)

4.2 305.5

(80.1)

2.1 279.8

(67.8)

1.2 244.9

(77.5)

0.7 294.2

(80.8)

0.4
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2011 440.6

(96.1)

6.8 275.8

(62.5)

1.7 290.0

(84.3)

1.0 343.7

(91.1)

0.8 369.4

(89.4)

0.4

Source:Authors’AnalysisofCHNSdata,1991-2011

%OTE:OOPasPercentageofOTE%inc:OOPasPercentageofHouseholdIncome

4.DISCUSSIONS

Ourresultsoninsurancecoverage,inparticulartheresultsreportedforwavesbefore

2009,areconsistentwithotherstudiesintheliterature(Geetal.,2007;Guetal.,2006)

aswellasthegeneralpolicydevelopmentoverthetwodecades.Forinstance,inthe

beginningof1990s,China’shealthcaresystem wasatastagewherethe“oldsupport

system wasdismantledearlyonwhileanew system emerged…muchlater”(Ringen

andNgok,2013,p,7).Reflectedininsurancecoverage,aconstantdeclinehasbeen

observedfrom 1991to2000regardlessofurbanorruralareas.Butevenduringthis

periodofdecline,urban-ruralgapstillexisted.

Near-universalinsurancecoverageinthelatestwave(2011)islesscheerfuloncewe

take into consideration thatthe figures here do notdistinguish anysubstantive

differencesbetweeninsurancesreceivedbydifferentsubcategories,whichmayinturn

haveimplicationsonreimbursementratesandaccordinglyout-of-pocketcosts.For

example,UEBMIhasgenerallymorecomprehensiveservicecoverageandfinancial

protectionsthanURBMIandNCMS(Mengetal.,2015).

And ifwe furtherzoom into differenturban workplaces oremploymentstatus,

urban/ruraldisparityoftheinsurancecoverageiscontingentuponoccupationand

workplaces.Itisclearthatgovernmentemployeesstillhaveamuchmoreprestigious

coveragethan,say,urbanunemployedandthoseinurbaninformalsectors.Inother

words,thelegacyoftheoccupation-basedsocialwelfaresystem isstillsignificant.This

finding isalso consistentwith othersin theliterature(e.g.Liu etal.,2015).The

insuranceadvantageofanotherpreviouslyprivilegedgroup,namelytheSOEemployees,

hasneverthelessdwindled.

Ontheotherhand,wefoundthattheincreasedhealthinsuranceenrollmentrateswere

accompaniedbyanoveralldeclineintheutilizationofhealthcareservicesinbothurban

andruralareas.Thisresultisalsosupportedbytheliterature.Usingadifferentdataset

(ChinaNationalHealthServicesSurvey),Liuet.al(2007)alsofoundthatphysician-

seekingratesforurbanresidentsdroppedgreatlyfrom 1993to2003.Similarstoryis

tolddifferentinBabiarzetal.,(2012)whichfoundthattheNCMSimprovedfinancesof

townshiphealthcentresbutnotthenumberofpatientsserved.

However,whethersuchdeclinewasmorepronouncedinurbanorruralareaswasless

clear-cutintheliterature.Ononehand,Liuetal(2007)usedasinglewaveNHSS2003
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to show thatself-treatmentrate washigherforruralresidents(47%)than urban

residents(32%).Jianetal(2010),usingthe1993,1998and2003wavesofthesame

survey,foundthatruralresidentscitingaffordabilityasareasonfornotseekinghealth

careortreatmentwasconsistentlyhigherthanthatofurbanresidentsinthethree

wavesofNationalHealthServicesSurvey(NHSS1993,1998and2003).

From along-term perspective,thispapercontributestotheliteraturebysuggestingthat

inlaterwavesoftheCHNS survey,declineofhealthserviceutilizationwasmore

pronouncedamongurbanandcoastalrespondentsthanamongtheirruralandinland

counterparts.However,theNCMSinitiatedintheearly2000sdoesnotseem toincrease

thelikelihoodofhealth-seekingbehavioursforruralresidentseither,althoughthehealth

reform in2009mayhaveplayedsomeroleinimprovingthehealth-seekingrateinboth

urbanandruralareasinthelastwave(2011).Moreover,inoursampleitistheurban

residentsthathaveconsistentlyhigherself-treatmentratesthroughoutthetwodecades.

Eventhough,concernsexpressedinLiuetal.,(2007)regardingpotentiallong-term

consequencesofself-treatment,suchasmisusingofmedication,delayingofoptimal

timingofeffectivetreatments,posingchallengesinmonitoringinfectiousandepidemic

diseases,remainsvalidanddeservesfurtherattention.

Ouranalysisbasedontrendsinoutpatienttreatmentexpenditure(OTE)andout-of-

pocket(OOP)paymentsmayhelpexplainthedecliningutilizationratedespitenear-

universalhealthinsurancecoverageinbothurbanandruralareas.WhereasOTEand

OOPhaveseenageneralescalation,resultspresentedinthispaperalsoshow that

urban-ruralgapinthebroadsensehasalsoseenadeclineovertime,muchlikethe

trendininsurancecoverage.

However,urban-ruralgapmaystilllingerforsomeparticularincomequintiles.This

papershowsthatthefinancialburdenwashigherforthepoornotonlyintheshareof

outpatientOOPpaymentintotaloutpatientexpenditure,butalsointheshareofOOPas

aproportionofannualincome,andthelevelofinequalitieshasworsened.Inparticular,

althoughonlyobservationsforoutpatientcarehavebeenincluded,thefinancialburden

issohighforurbanandruralbottom 20%householdsthatoutpatienthealthexpenditure

amountedtoover5%and6%oftheirincomepercapitarespectively.

Thesefindingshereontherelevanceofincomedistributionarealsosupportedbythe

literature.Forinstance,Tianetal.,(2015)examinedOOPunderURBMIbydifferent

income quintiles using URBMIHousehold Surveyfrom 2007 to 2011.Theyhave

similarlyresultsreportedthatwhileooprateoftherichestgroupisnearly60%,theratio

risesto76.8%whenitcametothepoorestincomegroup..

Tosummarize,thelong-term trendsanalyzedheresuggeststhatwhileurban-rural

disparityhascertainlybeenreducedinsomeaspects,itsmanifestationnow ismore
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contingentuponvariousrelatedfactorssuchasoccupation,region,etc.Intermsof

healthinsurance,thelargestcoveragegapisfoundbetweengovernmentemployees

andurbanunemployed/thoseinurbaninformalsectors.Itshouldalsobenotedthat

increased insurance coverage is accompanied bya rising rate ofself-treatment,

especiallyamongtheurbanrespondents.Finally,withintheoverallescalationofOOPs,

closedurban-ruralgapoverallbecomesclearlymorevisiblewhenre-examinedfrom the

additionalangleofhouseholdincome.

5.CONCLUSION

Thispaperhasinvestigatedintotheevolutionandregional,occupationalandincome-

relatednuancesofurban-ruraldisparityinChina’shealthcaresince1990s.Usingthe

uniquemicro-levelpaneldatasetsfrom theChinaHealthandNutritionSurvey,itfinds

thatdespitethenearuniversalizationofinsurancecoverage,healthinequalitydidnot

improveproportionatelywhenitcomestohealthcareserviceutilizationandoutof

pocketpayment.Takentogetherwithotherstudiesonhealthoutcomes(e.g.Sunetal.,

2011;NorstrandandXu,2011;MengandChen,2014),thefindingsheresuggestthat

urban-ruraldisparitystilllingers.Moreimportantly,itisthroughinquiringintomore

nuancedaspectsofregion,incomeoremploymentstatusthattheotherwisedeclined

disparity(e.g.inhealthinsurance)becomesmoreclearlymanifested.Inparticular,the

interactionbetweenruralareaandinlandregionsorurbanareawithinformal-sector

employmentmaywellrenderthesepeopletobemorevulnerablethanthebroadurban-

ruraldivisionwouldmanifest.

Thesefindingshaveseveralpolicyimplications.First,whilerisinghealthinsurance

coverageratesinChinarepresentacriticalaspectofthefallinglevelofinequalitiesin

healthcare,variancesofbenefit(i.e.reimbursementrate)andcoverageacrossdifferent

insurancemayplayakeyroleindeterminingthelevelofinequalitiesinaccesstothe

healthcarethroughoutthepopulation.Ourresultspointtothepossibilitythatexcessive

enrollmentinhealthinsurancemaybeachievedattheexpenseoflowercoverageand

benefitlevel,whichareneverthelessthetwootherkeydimensionsofuniversalhealth

careasspecifiedbytheWHO(e.g.WHO,2010).

Ourresultsthuscallintoquestiontheoveralleffectivenessofhealthpolicyreformsin

Chinasincethe1990s.From 1991to2011,theyearscoveredbyourstudy,totalhealth

spendingpercapitasurgedfrom 77yuanto1,807yuan,amorethan20-foldincrease

(NationalBureauofStatisticsofChina,2013).Whileithasbeenargued thatthe

dramaticincreaseinhealthexpenditurehasbeenessentialinimprovingaccessto

healthcare,ouranalysis,basedontrendsoverthetwofirstdecadesofreforms(1991-

2011),suggeststhatonlylimited progresshasbeen made on thatfrontdespite

dramaticincreaseinhealthexpenditure.
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Thelatestreform since2009seemstobemoreeffectivethanpreviousreformsinearly

2000satleastjudgingfrom thedataofthelastwaveascomparedwithpreviouswaves.

However,to furtherimprovetheeffectivenessofthereform,aswellasto better

understandChina’surban-ruralgapinhealthcare,onehastolookatstructuralfactors

beyondthehealthsector,suchastypeofprofession,natureofworkunit,locationor

levelofincome.Closure ofsuch gap in health care thusmaydepend on policy

instrumentsbeyondtherealm ofthehealthsector,apointwhichisalsohighlightedby

WHO(2010).Recognizingthelimitationsoftheimpactsofhealthpolicyreformsmay

leadtothediscoveryofeffectivepolicymixeswithpolicyinstrumentsaimedattackling

multipleandmorenuancessourcesofurban-ruralgap.

Thereareseverallimitationsofthispapertobenoted,whichalsoopensspacefor

furtherinvestigations.First,forthepurposeoffiguringoutthetrendofurban-rural

disparityinChina’shealthcareoverthetwodecades,ourdataismostlydescriptive.

Basedonthefindingshere,regressionanalysiscanbeusedinthefuturetoassessthe

impactofdifferentpoliciesandidentifydeterminantsforthecoverageofdifferent

insurancetypesononehandandhealth-seekingandexpenditureontheotherrelated.

Second,ouridentificationofurbanversusruralisbasedonlocationsoftherespondents

ratherthantheirhukou.Yettotheextentthatthehukouaspectstillhasastrong

presenceinthecurrenthealthcaresystem (andthewelfaresystem ingeneral),the

nuancesofitsimpactalso deservesfurtherinquirybeyond thefocusonmigrant

workersasadoptedinthispaper.
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Appendix1Policygoalssetinthegovernmentdocumentssince1990’s

Year Nameofthe

Document

PointsAddressingUrban-rural

Disparity

1992 Severalopinionsabout

deepeninghealth

reform

Improvinghealthcareinruralandpoorregions

1997 Thedecisionforhealth

reform and

development

Developingandimprovingrural

cooperativemedicalscheme;

Upgradingruralprimarycarenetwork,

inparticularforpoorregionsand

regionswithminoritygroups

2002 Thedecisionto

improvetherural

healthsystem

Increasinggovernmentinputsforthe

ruralhealthsystem;Buildingupanew

typeofruralhealthinsurance

2009 Opinionsfordeepening

healthreform;

PlanonRecent

PrioritiesinCarrying

outtheReform of

HealthCareSystem

(2009-2011)

Improvingthenetworksofprimarycare

clinicsinbothurbanandruralareas;

Improvinghealthinsurancecoverage

forurbanandruralresidentsincluding

thosedisadvantagegroups

Incentivesforthedeploymentand

retentionofhealthworkerstorural

areasandprimarycarelevels

Source:Compiledbytheauthors


