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Abstract 
Background. Since the late 2000s, universal health coverage (UHC) has been 

identified as an important goal, which is to ensure people’s access to needed health 

services without suffering from financial hardships. Many countries have adopted 

health insurance reform as an important approach to meet the goal of UHC. China and 

Vietnam are two countries that have made great progress through this approach. China 

covered more than 97% of entire population in 2011, while Vietnam just reached 80% in 

2017. Compared with the universal service package in Vietnam, the health insurance in 

China has been criticized for its limited benefit package and failure to protect patients 

from financial risks. To compare the development of health insurance and its influence 

on the attainment of UHC, a mix-method study was conducted in China and Vietnam. 

Methods. A policy review was included to compare the important health 

insurance policies in these two countries. Guided by the WHO UHC model, national-

level data on health financing, population coverage, health service use and financial 

protection were quantitatively analyzed. The quantitative result was present with 

qualitative data extracted from 16 interviews with UHC scholars, policymakers, and 

local government agency officers to provide a comprehensive comparison of the health 

insurance development in China and Vietnam. 

Result. Along with the great political efforts to develop the health insurance, a 

large amount of financial resource for health and health insurance has also been devoted 
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to health insurance. A trend toward health financing through social security fund has 

been observed in both countries. Regarding the health insurance policy development, 

China has prioritized the population coverage rate at an early stage. Through extensive 

subsidies for enrollees of the New Rural Medical Insurance Scheme (NCMS) and Urban 

Resident Medical Insurance Scheme (URBMI), 97% of China’s total population has been 

covered since 2011. However, the insurance benefit design is very shallow and has a 

clear focus on inpatient services. As a result, although an increased use of inpatient 

services was observed, the real financial burden actually rose. The government has 

started to increase the benefits package since 2009. A greatly increased government 

budget and improved benefit package have been observed with a decrease of the 

financial burden. Meanwhile, there are still gaps between the policy and real 

implementation, the disparities between benefit packages, health services use and, 

financial risks still exist among different schemes.  

The development of health insurance in Vietnam depends on the expansion of 

the compulsory scheme. Since 2003, the Vietnamese government has started to increase 

the number of compulsory groups and gradually introduce a government subsidy for 

the vulnerable people, including the poor, children, the old and the near poor.  A high 

population coverage rate has been achieved among all the subsidized groups. The 

service coverage is wide in scope and the reimbursement rate has a pro-poor design. 

Compared with China, there is no obvious trend on service use. The health insurance in 
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Vietnam also provides better financial protection and has achieved a better equity with 

protecting the vulnerable groups than in China. 

Several important lessons were learned from this comparison between China and 

Vietnam. The government political and financial input are essential drivers for health 

insurance development. Government subsidy for premium is a common approach to 

financing the health insurance and encourage enrollment, which is also proved to be 

effective in both two countries. The service package design has a strong influence on the 

health service use pattern and the financial burden. The design of the insurance needs to 

focus more on equity. The vulnerable groups, especially the poor are still 

disproportionately suffering from the financial risk caused by using health services and 

this is still a common challenge facing both China and Vietnam. 
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1 Introduction 
Under the resolution made by the 58th World Health Assembly in 2005, all the 

participant countries agreed to build the health financing system to achieve the goal of 

universal health coverage (UHC), which means that all citizens can receive quality 

health services when needed without suffering from financial hardship (WHO, 2007). 

The concept of UHC has gained increasing global interest in the past decade. In 2015, the 

United Nations announced its new round of global development goals --- the 

Sustainable Development Goal (SDGs). Within 17 SDGs, SDG 3.8 is the target of the 

global achievement of UHC (Tangcharoensathien, Mills, & Palu, 2015). 

More than 100 countries are taking actions to build or reform their health 

systems and move towards UHC (Summers, 2015). Two motivations are behind 

countries’ striving to achieve UHC: 1. each individual has the right to stay healthy, 

which means everyone should have the same right to health services based on his or her 

need instead of their ability to pay, and 2. the benefits each country as a whole could 

receive from the improvement of its people’s health (Sachs, 2012). The improved health 

of the population health can bring huge financial benefit to the whole country. As 

estimated by economists, between 2000-2011, 24% of the growth of full income in low 

and middle-income countries comes from the improvements in health, if calculated as 

the value of life-years gained (Jamison et al., 2013). 
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In 2010, the World Health Organization proposed that countries should consider 

of moving towards UHC through reforming the health financing system with a prepaid 

fund pooling mechanism, which prevents people from direct payment when using 

health services. (WHO, 2010). The direct payment made by households is also called out-

of-pocket payment health expenditure (OOP) and it is also the most common payment 

method in most health financing systems (O’donnell et al., 2008). However, the OOP 

deters people from using the needed health services, especially for the poor. It also hurts 

the household when people who seek for health care service have to pay a large amount 

of money that may push the family into poverty(WHO, 2010). Research has shown that 

through prepaid health spending, broader health coverage generally leads to better 

access to necessary health service. The increased accesses would further increase the 

health service use and improves the overall health of the population(Moreno-Serra & 

Smith, 2012). Thus, many countries have included health financing reform as one 

important component of moving the health system towards UHC (Lagomarsino, 

Garabrant, Adyas, Muga, & Otoo, 2012). 
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The core of health financing towards UHC is a pre-paid pooling mechanism and 

a lot of countries have adopted health insurance reform as the way of building this 

prepaid mechanism. The Seguro Popular in Mexico is a scheme designed for the 

unemployed population. The successful implementation of this program has covered 

more than 50 million Mexicans and substantially decreased the percentage of household 

facing catastrophic health expenditure substantially at the same time (Knaul et al., 2012). 

Thailand is another successful case. With just one-third of the health expenditure of 

Mexico, the Thailand government introduced a universal scheme to substitute the 

schemes for welfare group and voluntary group. It also provides the coverage for the 

previous uninsured population. This scheme has also led to increased use of health 

services and better financial protection (C. Li, Yu, Butler, Yiengprugsawan, & Yu, 2011; 

Patcharanarumol et al., 2011; Tangcharoensathien et al., 2013).  

China and Vietnam have also adopted health insurance reform as an important 

way towards UHC. Although there are huge differences in the size of territory, the size 

of population, and the scale of economy, China and Vietnam have all made huge 

progress on reforming its health insurance system. China has performed outstandingly 

on extending coverage to the entire population. In 2011, the Chinese government has 

announced its success on achieving universal insurance coverage (Yu, 2015). With a 

coverage of more than 97%, it has accomplished the largest expansion of insurance 

coverage in the human history. However, early stage research doesn’t find much 
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decreased financial burden (Wagstaff, Lindelow, Jun, Ling, & Juncheng, 2009) and the 

increase on health service use also seems limited(Lei & Lin, 2009). Initiated at nearly the 

same time, Vietnam’s insurance has also made its own progress. Unlike China, there are 

still 20% of the total population uninsured by 2017. The service package of health 

insurance in Vietnam is commonly recognized as wide in scope and studies have shown 

a reduction in out-of-pocket expenditure as insurance coverage has expanded (Axelson, 

Bales, Minh, Ekman, & Gerdtham, 2009; Van Minh et al., 2014). A world bank report 

praises the health insurance in Vietnam as a ‘’good practice examples in making 

equitable progress toward UHC’’ (Somanathan, Tandon, Dao, Hurt, & Fuenzalida-

Puelma, 2014). So, it is reasonable to make the hypothesis that the progress of health 

insurance development is different in these two countries and the strategies adopted are 

also different.  
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Source: (WHO, 2010) 

Figure 1.Three dimensions of UHC 

The WHO proposes a three-dimension model for evaluating policy decisions on 

UHC (WHO, 2010), as depicted in Figure 1. This model implies that UHC could be 

evaluated from the following three dimensions: the proportion of people being covered, 

the scope of service to be provided, and the percentage of total expenditure being 

covered. In the context of health insurance development, increased population coverage 

indicates expansion of coverage to parts of the population that haven’t previously been 

insured. This could be realized through introducing new schemes that are designed to 

cover the target population or extending existing schemes to new groups. Service 

coverage refers to the service package that provided to the enrollees of the insurance 
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schemes. Some countries provide a universal package for the whole population, while 

others specify services based on entitlements of different schemes. Financial protection 

refers to the percentage of occurred health expenditure that does not result in financial 

hardships over all the cases. Given the limited resources, countries can adopt different 

strategies to move towards UHC. Studies have been done with the cube model to 

evaluate UHC progress in different countries (Lagomarsino et al., 2012; Meng & Xu, 

2014). There are comprehensive studies done concerning the UHC and health insurance 

in China(Meng & Xu, 2014; Saksena, Hsu, & Evans, 2014; Tang, Tao, & Bekedam, 2012; 

Yu, 2015), and some English literature and publicly open reports are also available about 

health insurance and UHC in Vietnam(Lagomarsino et al., 2012; Reich et al., 2016; 

Somanathan et al., 2014). However, there aren’t any published studies that compares the 

development of health insurance or UHC in China and Vietnam. This thesis is proposed 

to fill this research gap using the WHO’s three dimensions and health insurance 

financing in China and Vietnam.  

The main study aim is to compare the development of health insurance and its 

influence on UHC in China and Vietnam. In order to reach this aim, a set of research 

questions were developed following the UHC cube model:  

 1. What are the key policies implemented in developing the health insurance in 

China and Vietnam? (insurance policy) 
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2. What are the financing trends in terms of health insurance in China and 

Vietnam? (sources of funding for health insurance schemes) 

3. How does health insurance policy and its implementation affect the percentage 

of population covered in China and Vietnam? (population coverage) 

4. How does health insurance policy and its implementation affect the health 

service use? (service coverage) 

5. How does health insurance policy and its implementation affect the financial 

protection? (financial protection)   
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2 Methods 
2.1 Study setting 

China and Vietnam were chosen as the main study sites. Both of these two 

countries have made achievements in improving their population’s health. According to 

data from the World Bank, life expectancy at birth in China and Vietnam in the 1980s 

was around 66 years old, and all increased to about 75 years old in 2015. It is well-

known that China has a larger scale of territory, population and, economy than Vietnam. 

However, considering the development of health insurance policies, these two countries 

are sharing many important similarities especially the political environment and 

economic development. Vietnam used to have a long relationship with China in the 

history and are all governed by a communist party. The political environment has been 

stable for several decades. In economy, these two countries have all experienced a 

significant economic rise since the replacement of the planned economy by the market 

economy in the last century. These important similarities are the premise of this 

comparison on health insurance in China and Vietnam.  

2.1.1 China  

Located in East Asia, China has the largest population (1.38 billion) and the 

second-largest land area (9.60 million km2) in the world. Governed by the Communist 

Party of China, there are 33 provincial-level administration divisions in total, including 

22 provinces, five autonomous regions, four direct-controlled municipalities, and two 
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Special Administrative Regions. After the economic reforms in the late 80s, China has 

become the world’s second largest economic entity. The GDP per capita rose from 1,000 

USD to 16,000 USD between 1990 to 2016. The living standard has also improved as the 

urbanization rate also increased. Now, more than half of the total population are living 

in urban areas. However, the inequality has become much of a concern. There are huge 

differences caused by gender, region, income, urban versus rural, ethnicity, and other 

sociodemographic factors.  

2.1.2 Vietnam 

As one of China’s neighboring country in southeast Asia, Vietnam is bordered by 

China to its south. According to the latest population survey, Vietnam has more than 90 

million people, which makes it the 14th most populous country in the world and the 9th 

in Asia. Compared with China, Vietnam is much smaller in size. It has an area of 331,230 

km2, which is equally large as a middle-sized province in China. The administrative unit 

in Vietnam is divided into 58 provinces plus five municipalities.  

Like China, the Communist Party in Vietnam introduced the ‘Doi moi’ reform in 

the late 1980s. The economy was stimulated and boomed in the following decade. 

Vietnam has a total GDP of 215.829 billion and 6,000 USD GDP per capita in 2016. The 

urban population now takes 34% of Vietnam’s total population.  
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2.2 Study design  

A mixed- methods design was adopted in this research, utilizing a combination 

of both qualitative and quantitative study. This design allows researchers to take 

advantage of both quantitative and qualitative design to generate a better understanding 

of the research topic. Pluye and Hong (2014),  summarizes three types of integration 

methods commonly used on combining qualitative and, quantitative design, including 

sequential exploratory design, sequential explanatory design and convergent design. 

The convergent method is used in this study, meaning the qualitative part and the 

quantitative part are complementary during both data collection and analysis. In this 

study, the qualitative data are extracted from the policy review and in-depth interviews. 

The quantitative data on health insurance related indicators were collected analyzed 

with the quantitative part.  

Two provinces in east and central China were chosen to represent different 

socioeconomic features in different areas. On top of that, one city was also chosen from 

each province. Zhenjiang in Jiangsu province was chosen to illustrate the situation in the 

east coast, where the economy is more developed, and Jinmen in Hu Bei China is used to 

represent the central area.  

In Vietnam, provinces selected for interview and data collection are the Bac Ninh 

province and the Ha Nam province. Both of these two provinces are located in the Red 

River Delta area, which is in the north part of Vietnam. Ha Nam province has a national 
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average level of economic development. Bac Ninh, with 5.86 billion US$ GDP in 2016, is 

ranked as the 4th of all provinces in Vietnam and chosen to be a representative of better 

off provinces.  

2.3 Data source and collection  

2.3.1 Collection of qualitative data  

2.3.1.1 In-depth interview  

Semi-structured in-depth interviews were conducted to collect qualitative data in 

both countries. In total, 16 interviews were conducted with key informants to 

understand the development and implementation of health insurance policies. All the 

key informants selected fall into either one of the following categories: 1. UHC or health 

insurance scholars, 2. policymakers and, 3. policy executors. Scholars and policymakers 

were interviewed with the purpose to understand the development and transition of 

health insurance policies. Questions asked were focused on the history of health 

insurance policies, important policy reforms and the rationale behind the health 

insurance design. In China, two scholars interviewed from Nanjing Medical University, 

Duke Kunshan University. The policymakers interviewed were the officers of the health 

insurance from Human Resources and Social Security Department in Hubei province 

and Zhenjiang in Jiangsu province. In Vietnam, three scholars interviewed are coming 

from Hanoi School of Public Health and Health Strategy and Policy Institute. The 
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policymakers interviewed are from Ministry of Health and Vietnam Social Security 

(VSS).  

The policy executors are also included to understand the implementation of 

health insurance policies and explore the gaps between policy design and real execution. 

Main questions covered are about the implementation result of the health insurance 

policies, challenges and experience learned. In China, one fund manager of NCMS and 

two officers of UEBMI were interviewed in Zhenjiang, Jiangsu province; One fund 

manager of URRBMI and another one of UEBMI were interviewed in Jingmen, Hubei 

province. In Vietnam, 4 interviews were conducted among the fund managers from the 

provincial social security bureau and officers from the  provincial health department in 

Ha nam province and Bac ninh province.  

All the in-depth interviews are guided by a pre-designed guideline, constructed 

through a literature review on previous studies and policies. Investigators were 

encouraged to ask follow-up questions based on their insights. If permitted, the 

interviews would be audio recorded and data was extracted from both the interview 

transcripts as well as the interview notes. Considering the language issue, all the 

interviews in Vietnam were conducted with at least two local research assistants at 

present to help the translation and notes taking. In China, interviews were conducted in 

Chinese and researchers then the summary were transcribed into English.  
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2.3.1.2 Policy review  

A policy review was conducted on health insurance laws and policies in these 

two countries to track the development of health insurance policies. Important policies 

were identified through the in-depth interview as well as the review of relevant 

documents, such as:  

1. Reports issued by the government or government-affiliated agencies  

2. Consultancy/collaborative reports from international organizations (ie, World 

Health Organization, World Bank)  

3. Peer review Journals on UHC, health insurance in China and Vietnam.  

For all the policies that have been identified, the original policy documents were then 

extracted. In China, all of the policy documents were gathered from Chinese 

government websites. In Vietnam, some original policy documents that come with 

English version were provided by the local partner (Vietnam Health Strategy and Policy 

Institute). If there is no original English version available, the documents in Vietnamese 

would be translated into English through google translation.    

2.3.2 Collection of quantitative data 

Quantitative indicators were extracted from different sources to compare the 

transition of health insurance development in China and Vietnam. All the indicators are 

designed based on the research questions and were collected from the following source:   
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1. Annual reports and statistic yearbook from National Statistical Bureau, Ministry 

of Health, and its affiliated institutions for the population coverage data in China 

2. Publicly opened national survey reports (National Health Service Survey in 

China and Vietnam Household Living Standard Survey) for the disaggregated 

data on population coverage; the utilization rate of health services, personal level 

income and health expenditure and CHE, IHE data in China and Vietnam  

3. Government policy documents for the data on insurance design (level of 

premium, number of drugs included, the reimbursement rate and etc.) in China 

and Vietnam 

4. Publicly opened database (WHO national health account data, World Bank data) 

for THE, GDP and, social security expenditure data in China and Vietnam. 

5. Consultancy/collaborative reports (The Joint Annual Health Review series) from 

Health Strategy and Policy Institute in Vietnam for disaggregated data on 

population coverage in Vietnam 

6. Peer review Journals on UHC, health financing, health insurance for the 

provincial level health service survey data in China  

7. Grey literature retrieved through the key informants for national health account 

data in China  

8. Secondary data reported from the interview for the actual reimbursement rate in 

China 
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The search engines and databases used included: Medline, PubMed, Google, 

Science Direct, and Duke Libraries. The keywords for searching are designed to find 

literature that fit the three requirements: 1. within the scope of UHC 2. Limited to health 

financing, health insurance and 3. in Vietnam, China or other low and middle-income 

countries. Keywords included were: universal health coverage, universal insurance 

coverage, financial protection, health financing, health insurance, catastrophic health 

expenditure, and health service utilization.  

2.4 Data analysis  

2.4.1 Qualitative data analysis 

Interviews were recorded, transcribed, and analyzed. In addition, notes were 

also taken during the interview process. The content of interviews from two countries 

was separately labeled based on different topics, including institution design, health 

financing, population coverage, service coverage, financial protection, implementation, 

challenges, and solutions. Based on the emerging results, the findings within same 

categories from two countries were further summarized and analyzed with the result of 

the quantitative result.  

The important UHC policies were identified through the in-depth interview as 

well as the literature review. A summary of key policies was then produced based on 

the original policy documents. Then the result presented with the description from the 

informants to form a review of the UHC policy transition in China and Vietnam.  
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2.4.2 Quantitative data analysis 

Guided under the cube theory of UHC all the indicators collected were grouped 

into four categories and analyzed separately within the group.  

Group 1. Health financing and insurance financing. This set of indicators were 

used to show the trends of health financing and health insurance financing. THE data 

were presented with the GDP data to show the trend of THE growth. Data on public 

expenditure on health were presented to compare the government input in health. And 

the percentage of total health expenditure from social security fund was presented to see 

the trend of fund pooling.  

Group 2. Population coverage. This group includes the indicators for the 

population coverage rate as well as the data disaggregated by insurance groups, rural 

and urban and geographic locations. The purpose is to show the trends of population 

coverage among different groups. The tables and figures are presented with qualitative 

data to explore the influence of policy on these trends.  

Group 3. Service coverage. The service coverage is hard to be quantified with 

unified indicators. Thus, two sets of data were presented together. First, the policy 

reimbursement rate, actual reimbursement rate, number of services covered, and 

number of drugs covered were presented to show the scope of benefits. Second, the 

indicators for health service utilization rate were used as a proxy, which including the 

outpatient services use rate and inpatient service use rate. The hypothesis behind is that 
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the improved UHC benefit would increase the health service use and narrow the 

utilization gaps among the different population.  

Group 4. Financial protection. As most commonly used, the incidence of 

catastrophic health expenditure and incidence of impoverishment due to health 

expenditure were included. The household level data on the percentage of health 

expenditure and the percentage of inpatient expenditure over personal income were also 

calculated to explore the changing trend of the real financial burden on household level.   

To ensure the completeness and accuracy of all the variables included and 

presented in this research. Cross-validation was used to compare the indicators from 

different data sources such as government reports and the World Health Organization 

reports. The reliability and comparability were the major selection criteria for 

contradictive data.  

2.5 Ethical approval  

To address the potential ethical issues, the institutional ethical approval was 

granted by Duke Kunshan University Institutional Review Board on March 30th, 2017 

(2017TANG005). Partnered with the Health Strategy and Policy Institute in Vietnam, this 

research was also endorsed by our local partner and approved by the Vietnam MOH. 

All the interviewee was informed about the purpose of this study and their right to 

voluntary participation. To record the interview, a separate oral permission was sought 
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at the beginning. There was no trackable information collected considering the privacy 

of all the participants. 
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3 Policy development  
3.1 Development of basic health insurance in China  

The history of health insurance in China starts from the 1960s. In the early stage, 

all the hospitals in the urban area and large townships were owned by the states and run 

under the state budget, while in the rural area, small clinics and personal practice under 

the communes provided most of the health services.  

3.1.1 Establishment (1960-1980) 

Under the planned economy, three simple and crude schemes co-existed at this 

time. In the Urban area, under the Labor Insurance Scheme (LIS), people working in the 

state-owned enterprises and their relatives were allowed to reimburse most of the health 

care expenditure from their working site. For the civil servants and their relatives, the 

Government Insurance Scheme (GIS) reimbursed their health care cost (Wagstaff, Yip, 

Lindelow, & Hsiao, 2009). These two schemes provided extensive health service and 

covered most of the urban medical costs. In the rural area, medical resources were 

limited and had little financial support from the government. Rooted in the commune 

economy, cooperative medical schemes (CMS) were piloted and promoted in the 50s 

and 60s. The CMS was mostly designed, financed, and managed by the local commune. 

With the explicit support from Chairman Mao, the CMS reached its peak in the 1970s. In 

1976, 92.9% of the communes had provided CMS for its members (Xueshan, Shenglan, 

Bloom, Segall, & Xingyuan, 1995).  
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3.1.2 Collapse (1981-1993) 

The reform and open policies in the 1980s had brought great changes to the 

economic and political environment. The dominant ideal at that time was voluntary 

community financing scheme, which grew in prominence with the development of the 

market economy. Actually, the insurance system was crushed in a very short time. In the 

rural area, without financial support from the local commune, the CMS failed within a 

short time due to dismissal of the commune based agricultural union system. The 

population coverage rate sharply decreased. In 1986, there were only 4.7% of the villages 

still had CMS (Xueshan et al., 1995). Village clinics were forced to be privatized, which 

means people who lived in the rural area had to pay for the health service out-of-pocket. 

In the urban area, the government decided to let the public hospitals and the state-

owned enterprises to go to market. According to the Guofa [1989] No.10, the medical 

facilities were allowed to generate revenue through the user fee. Later, the state council 

stressed that the hospital should rely on their own revenue for daily operation and the 

government would give support for construction. One tremendous consequence of 

privatization was the escalating health services expenditure. As private enterprises 

becoming more and more popular, the coverage rate of the LIS plummeted in the 90s. A 

lot of state-owned enterprises failed to survive in the market and could no longer 

maintain the LIS fund pool within the enterprise. Nationally, only 23.6% people still 

have health insurance in 1998. It is believed that the health insurance system established 
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in the 1960s was totally crushed in 1980 (Y. Liu, 2002). In 1980, the rate of OOP as a share 

of total health expenditure was around 20%, while it rose to 46% in 1994.  

3.1.3 Reestablishment (1994-2008) 

The Chinese government decided to rebuild the basic health insurance system in 

1994. Urban Employee Basic Medical Insurance (UEBMI) was introduced and piloted in 

two cities then promulgated in 1998 by the central government, according to the Guofa 

[1998] No. 44. Administrated by the Ministry of Labor and Social Security (MOLSS), 

which was later renamed the Ministry of Human Resources and Social Security 

(MHRSS), the UEBMI was designed to replace the LIS and GIS in order to cover 

government employees as well as employees in the growing private sector. The 

premium was collected from both employers and employees. The fund is managed at 

the city or district level. It includes both personal accounts for small expenditures and 

risk pooling for inpatient costs.  

In the rural area, the government issued the Guoban fa No. 3 in 2003 to start the 

pilot of the New Cooperative Medical Scheme (NCMS) for the rural population and 

planned to achieve national coverage by 2010. The NCMS was piloted in 304 counties in 

2003. It then expanded to 40% and 60% of the rural area in 2004 and 2007, respectively. 

Nationally, the coverage was achieved in 2008. Unlike the UEBMI, the NCMS was 

managed by the Ministry of Health at the township level. Rural residents can choose to 

enroll voluntarily and the government will subsidize the premium for all enrollees. The 
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benefit package of NCMS was also set differently from UEBMI. There is no personal 

account for NCSM enrollees and the coverage of NCMS was primarily set just for 

impatient costs. In 2007, both the NCMS and the UEBMI have made great progress on 

providing population coverage. In order to close the policy gap and cover the uninsured 

in the urban area (mostly children, students, and people working in the informal 

sectors), the Urban Resident Basic Medical Insurance program (URBMI) was introduced 

in 2007 under the guidance of Guofa [2007] No. 20. The UEBMI shares many similarities 

with the NCMS, such as the same government subsidy rate and similar design for 

covering inpatient costs. The government set the goal of covering 50% of all cities in 2008 

and covering 100% by 2010.  

So far, the new basic medical insurance system has been established. The policy 

coverage for all people was achieved by a system that has three insurance schemes. 

Among these three schemes, the level of premium, scope of coverage, and 

administrative institution are all designed differently. Although the population coverage 

increased because of government financial input, the benefit package was too shallow 

and could not provide enough financial protection (Wagstaff, Yip, et al., 2009), especially 

for the enrollees of NCMS. The health system as a whole is suffering from rising 

complaints from the public on the problem of “difficulty and expense in seeking health 

care” (Yip et al., 2012).  
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3.1.4 Reform (2009 – Now) 

In 2009, the Chinese government announced its plan to reform the whole health 

system. The goal is to build a universal health coverage system for basic health care by 

2020 (Zhongfa [2009] No. 6). This reform has three stages, and the priorities at each stage 

have been issued accordingly at different times. For the first stage (2009-2011), the policy 

focus was set as 1. increasing the population coverage to 90% through the expansion of 

URBMI, 2. increasing the level of premiums as well as the scope of benefits, 3. increasing 

financial aid to poor families, and 4. increasing the flexibility on reimbursing the services 

used outside provinces. In the second stage (2012-2015), the government required to 

further increase the reimbursement rate to 75% for inpatient services and 50% for 

outpatient services. For poor and disabled people, the benefit should be further 

increased by removing deductibles and ceilings and increasing the reimbursement rate. 

Another important policy at this stage is to establish the supplementary insurance 

system to cover serious disease and high health expenditures. In 2016, the government 

issued another important policy (Guofa No. 78) and announced it would combine the 

NCMS and URBMI into one single scheme called Urban and Rural Resident Basic 

Medical Insurance (URRBMI). The Chinese government requires the URRBMI to be 

managed by the MHRSS and provide the same benefits for all its enrollees at the same 

premium level, regardless of rural or urban residence.  
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Year Document title Document serial
number Key contents Year Document title Document serial

number Key contents 

1985
Report on Some
Policy Issues Related
to Health Reform

Guofa (1985) No.62

Adjusting the fee for health
service, increasing the
hospital's autonomy; allowing
the revenue to stay at the
hospital

2007

Opinions on Guiding
the Urban Resident
Basic Medical
Insurance

Guofa (2007) No.20

Piloting the URBMI in 2007
and promote it nationally in
2010; Establishing the URBMI
with government subsidy and
mainly covering the
catastrophic diseases

1992
Some Opinions on
Deepening Health
System Reform

Stressing the hospital needs
to run by its own revenue 2009

Opinions on
Deepening Health
System Reofrm

Zhongfa (2009) No.6

Reforming the health system
to build the universal basic
health care system with focus
on building four systems and
implementing eight strategies

1997
Decision on Health
Reform and
Development

zhongfa (2009) No.6

Reforming the medical
insurance for the urban
employees; developing the
rural coorperaive;  scheme;
planning the primary health
care service and increasing
the government expenditure

2009

Implementation Plan
of Main Areas of
Health System
Reofrm in the Near
Future (2009-2011)

Zhongfa (2009) No.6

Five manjor reform area
between 2009-2011 including:
basic health insurance system;
national essential drug;
primary health delivery
system; equalization of the
basic public health care
service; public hospital reform

1998

Decision on
Establishing Urban
Employee Basic
Medical Insurance

Guofa (1998) No.44

Establishing the UEBMI with a
combine of personal account
and risk pooling; the premium
is contributed by both
employees and employers and
the fund is managed at city or
provincial level

2012

Planning and
Implementation Plan
of Deepening Health
System Reform
during 'the Twelfth
Five-year Plan'

Guofa (2012) No.11
Announcing the target of
reform before 2015 for the
five target area

2003

Opinions on
Establishing New
Rural Cooperative
Medical Scheme

Guoban fa (2003) No.3

Piloting the new rural
cooperative medical scheme
with government subsidy and
personal contribution; to
achive the universal coverage
by 2010

2016

Opinions on
Consolidating the
Basic Health
Insurance for Rural
and Urban Residents

Guofa (2016) No.3

Combining the URBMI and
NCMS into the URRBMI with
the same premium rate, same
coverage, same list and same
management institution

2006

Announcement on
Speeding up Piloting
for New Rural
Cooperative Medical
Scheme

Guofa (2006) No.10

Expanding the scale of NCMS;
increasing the population
coverage to 60% and
promoting in national scale;
increasing the government
subsidy

2016

Planning and
Implementation Plan
of Deepening Health
System Reform
during 'the Thirteenth
Five-year Plan'

Guofa (2016) No.78

Announcing the new target of
reform including: hieratical
medical system; hospital
reform; unversal health
insurance; durg supply and
comprehensive regulation

Table 1. Policy development of basic health insurance China 
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3.2 Development of health insurance in Vietnam  

Before the 1980s, the Vietnamese government funded all health care services and 

provided it free of charge. However, the cut of foreign assistant aid from the socialist 

system in the Soviet Union and other countries resulted in substantial economic and 

social turmoil in Vietnam (Ensor, 1995). In 1986, the economic reform plan Doi Moi was 

launched. The government revenue from state-owned enterprises decreased, which led 

to cuts to the government budget in the health sector. Health facilities at the commune 

and district level were also facing many challenges at that time. There was a shortage of 

both medical supplies and budget for human resources. As an informant from VSS 

recalled,  

 ‘’In the 80s, we have a very shortage of funding for health care system. I lived at that 

time and it was so difficult. The hospitals cannot get money from the government even the salary 

for the workers, doctors, and nurses were not paid in the 80s. And then when patients came to the 

hospitals, there was no drug for the patients it was a dark age. ‘’ 

In order to deal with the financial difficulties, the Vietnamese government issued 

a series of policies about health financing, which include Decision No. 45 in 1989 on 

charging partial user fees at the state-owned health facilities. As a result, people were 

asked to pay for health services by themselves. Without any other public insurance 

schemes available, the out-of-pocket payment (OOP) rose to 70% of THE in the early 

1990s. 
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3.2.1 Establishment (1992-1997) 

Since 1987, the government of Vietnam started to pilot health insurance as an 

innovation of health financing in some provinces. Health insurance in Vietnam was 

formally initiated in 1992 according to Decree No. 299. Under the management of the 

MOH, which comprises compulsory health insurance (CHI) and voluntary health 

insurance (VHI). The scope of CHI was mostly limited to those working in the formal 

sector, those receiving salary from the state budget, pensioners, and people entitled with 

disability benefits. The scheme for the workers in the formal sector was also referred to 

as social health insurance (SHI). As a supplement of CHI, VHI was designed to let the 

reset group join voluntarily, including school children, dependents of CHI members, 

self-employed people, and farmers. The Vietnamese government decided to prioritize 

the development of the compulsory scheme at first. According to one interviewee, the 

government chose these groups to cover because it is easy to enforce: “The government 

chose this group (SHI) to cover because it is the easiest to cover.”  

It turned out to be true that the coverage rate for government employees and 

pensioners soon reached almost 100%. However, the coverage rate for workers in the 

private sector remained low. Due to the policy mainly targeting group enrollees, 

students who insured through school or kindergarten constituted over 99% of the VHI 

enrollees (H. Nguyen & Knowles, 2010). The insurance funds were also established at 

the provincial level during this time. There were 58 insurance funds in total, which were 
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managed separately at the local level. Decree No. 95 was introduced in 1994. It stipulates 

a fee exemption policy for those who have rendered meritorious service to the nation, 

the poor, and poor regions. However, because there was a lack of financial support for 

local financing, this policy wasn’t well implemented. 

3.2.2 Expansion (1998-2007) 

After years of implementation and exploration, health insurance in Vietnam 

started to develop quickly while the insurance fund in different provinces showed 

different financial statuses. The health insurance fund in some provinces could maintain 

itself and have a surplus, while others suffered from deficits. Thus, all the provincial 

funds were merged into one central insurance fund under Decree No. 58 in 1998. The 

Vietnam Social Security program was established in 1998 to take over all the insurance 

schemes. The responsibility of fund management was moved to VSS and the MOH was 

left to design the insurance policy.  

Several new insurance groups were introduced later with government subsidies. 

Enacted in 2002, Decree No. 30 enables senior citizens over 100 years in age to be 

provided with free health services. The Health Care Fund for the Poor (HCFP) was 

established under Decision No. 139 in 2003. The provincial HCFP was established to 

either purchase health insurance cards or provide direct reimbursement for the poor, 

with more than 70% of funding coming from the central government,  
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A shift of health financing policy was stipulated by the Vietnamese government 

in subsequent years. In 2005, government resolution No. 05/2005 asks for the 

government budget for health care to “steadily shift from provision of recurrent 

financing to health providers to direct state financing for beneficiaries of health services 

in the form of health insurance.” Later, Decree No. 63 in 2005 stipulates that, instead of 

providing direct reimbursement, the poor have to be enrolled in the CHI as insured with 

the budget from HCFP. Decree No. 36/2005 was introduced to provide free health care 

for all children aged under six. The eligible age of the elderly for government subsidy 

was also decreased to 85 in 2007 according to Decision No. 67. Regarding the VHI, the 

joint circular 06/2007 removes the condition of 10% of the minimum enrollment rate for 

the commune or school to be eligible for enrollment.  

3.2.3 Integration and legalization (2008-Now) 

In 2008, the first Law on Health Insurance (LHI) was approved and officially 

promulgated in 2009. The law stipulates 25 insurance groups that should be enrolled 

compulsorily. After LHI, the CHI now is being made up by the following groups: 1. 

workers in the formal sectors, 2. pensioners and people in merit groups, 3. the poor and 

near poor, 4. children under age six, and 5. pupils and students. The rest of the people 

should be covered by the VHI temporarily and gradually shift to CHI according to the 

roadmap for universal insurance coverage (Figure 2). In order to meet the goal of 

universal insurance coverage, the government stated it would provide 50% of the 



 

 29 

subsidy for the near poor in 2009, and Decree No. 797 further increases the subsidy to 

70% in 2012. The arrangement of benefit design was also changed by the LHI. It re-

introduces the co-payment for several groups. For different insurance groups, the co-

payment rates were set differently from 0%-20%.  

The revision of the LHE was approved by the government in 2014 and has been 

in effect since 2015. According to the new law, health insurance should be compulsory 

for all people in Vietnam. It means that VHI would be merged into CHI. Several other 

new laws were also made to promote the enrollment and increase the benefits for 

enrollees. This involves rearranging the insurance group, changing individual 

participation into household participation, increasing the reimbursement rate for several 

groups, and providing more flexibility for patients to choose service providers. 

 

Data source: Joint Annual Health Review 2011 

Figure 2. Roadmap for universal insurance coverage in Vietnam 
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Table 2. Policy development of health insurance in Vietnam 

 

 

Year Document serial number Key contents

1989 Decision No.45
Charging partial user fees at the state
facilities

1992 Decree No.299
Introducing the compulsory and
voluntary insuracne schemes

1994 Decree No.95
Fee exemption and reduction policy
for the mertorious group, the poor
and poor regions

1998 Decree No.58

Establishing the Vietnam Social
Security to manage the insurance
fund at central level; introduce 20%
co-payment except for the
meritorious group

2002 Decision No.139
Establishing the Health Care Fund for
the Poor

2005 Decree No.36

Expanding the compulsory scheme to
short-term employee; expanding the
voluntary scheme to the farmers,
households and asscociations;
removing the co-payment for cost
lower than VND 7 million

2006 Decree No.63

Expanding the compulsory scheme to
employees at non-state owned
enterprises having less than ten
workers, cooperatives, and legal
entities, the poor and veterans

2008 Law on Health Insurance

Combining all the scheme within the
same scope and  announcing the
roadmap to universal insurance
coverage; redefining the co-payment
rate

2012 Decree No.797
Increasing the subsidy for the near
poor to 70%

2014 Law No.46

Compulsory enrollment for all the
population; Increasing the coverage
for Increasing the coverage for non-
referal patients;
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4 Health financing for UHC 
4.1 Health and insurance financing 

Table 3. Health expenditure in China and Vietnam 

  

      Data Source: National Health Account data and Joint Annual Health Review 2008 (Ministry of Health, 2008 ) 

Along with the development of health insurance policy, China and Vietnam have 

all largely increased its expenditure on health. In general, China has a much larger scale 

of population and economy than Vietnam (Table 3). In 2014, the GDP per capita in 

China is about 7,683 US$, which is 3.7 times the number in Vietnam. The total health 

expenditure (THE) per capita is 419 USD in China and 142 USD in Vietnam. However, 

Vietnam relatively spends more of its GDP on health. In 2014, more than 7% of the total 

GDP had been spent on health in Vietnam while only 5.5% in China. At the same year, 

Vietnamese government also spent a higher percentage of government budget on health 

than Chinese government did.  

4.1.1 Total health expenditure   

In history, two countries have a same level of THE in early 2000 (Figure 3). While 

during the past 15 years, the health expenditure in Vietnam keeps increasing at a faster 

Indicators China Vietnam 
Year 2000 2010 2014 2000 2010 2014
GDP (billion, current US$) 1,211 6,101 8,333 31 116 164
GDP Per Capita (current US$) 959 4,560 7,683 433 1,333 2,052
THE (million, current US$) 55,706 295,120 456,860 2,991 7,374 10,235
THE Per Capita (current US$) 44 220 419 21 83 142
THE as a share of GDP 4.6% 4.8% 5.5% 4.9% 6.4% 7.1%
GGHE (million, US$) 39,134 160,282 254,867 926 3,433 5,533
Government health
expenditure as a share of
government budget 4.58% 6.38% 6.98% <5% 7.70% 8.20%
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speed than in China. In Vietnam, the share of GDP spent on health has reached the 

average level in East Asia and Pacific. In China, the growth speed of THE before 2007 

couldn’t keep up with the growth speed of GDP. There is actually a decrease of the share 

of GDP spent on health between 2003 and 2007. In 2008, the health expenditure starts to 

increase.  

 

                 Data Source: WHO health expenditure data base 

Figure 3. THE as a share of GDP 
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         Data Source: World Bank Database  

Figure 4. Growth rate of GDP and THE in China 

The data on the growth rate of GDP and THE in China show that the past 15 

years could be divided into two stages (Figure 4). Between 2007 and 2000, the growth 

rate of THE is lower than the growth rate of GDP except for the year of 2002, which is 

the year of the initiation of NCMS. After 2008, THE increases much faster than in 

previous years. The growth rate of THE reaches 17% in 2008 and 21% in 2009. It keeps 

growing more than 10% annually in the following years. This fast-increasing stage 

coincides with the expansion of the UEBMI in 2007 as well as the health system reform 

in 2009.  
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Data Source: World Bank Database  

Figure 5. Growth rate of GDP and THE in Vietnam 

Unlike in China, the growth of THE in Vietnam surpasses the growth rate of 

GDP in most years between 2000 to 2014 (Figure 5). The negative growth rate was 

observed in 2002 and 2008, which may be explained by the unstable economy 

environment (Joint Annual Health Review 2013, 2013). The stable growth between 2003 to 

2007 was accompanied with the fast expansion of CHI. As aforementioned, the poor, 

Children under 6 and the elderly were provided with a full government subsidy for the 

premium during this time. The comparison of THE growth in these two countries shows 

that the development of health insurance may incur the increase in total health 

expenditure. 
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4.1.2 Health insurance financing 

 
Data Source: National Health Account Data  

Figure 6. Social Security Fund expenditure over THE 

China and Vietnam are experiencing a health financing transition towards an 

increasing share of health expenditure from government managed social security 

funding pool (Figure 6). This transition in both two countries is likely to be triggered by 

the changing insurance and financing policy. The health insurance financing 

mechanisms in China and Vietnam are very similar. For workers in the formal sector, 

both employers and employees are required to the contribute to the premium. For the 

other schemes, the premium is either to be paid by the enrollees or subsidized by the 

government. In China, the central government sets a universal rate for premium for the 

NCMS, URBMI and, URRBMI (Table 4). In the implementation, this premium rate is 

considered as the lowest rate. In some rich area, the real premium could be set higher by 
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the local government. In Vietnam, according to the Law on Health Insurance, the 

government provides a fixed rate of subsidy for different insurance groups. The subsidy 

schedule is shown in Table 5.  

Table 4. Government subsidy for NCMS, URBMI and URRBMI (in RMB) 

 
              Data Source: government policy documents  

Due to the collapse of the original health system (NCMS, LIS, and GIS) in China, 

the health expenditure financed by social security fund drops rapidly during the 90s and 

early 2000s. Even though NCMS started to pilot in 2003, there is no clear increase on the 

percentage of THE used by social security fund before 2007. One important reason is the 

slow increase of premium level. In 2003, when the NCMS started to pilot, the total 

premium is just 30 RMB (4 USD) per person per year. This rate doesn’t change much 

before 2009. The health system reform is a turning point. Since 2009, the premium rate 

has increased largely. Between 2003 to 2009, the total premium increased by 2.3 times in 

6 years, while between 2009 to 2016 the total premium increased by 4.7 times in 7 years. 

Year Personal
contribution Subsidy Total

premium
The subsidy

rate
2003 10 20 30 66.7%
2006 10 40 50 80.0%
2009 20 80 100 80.0%
2011 30 120 150 80.0%
2012 60 240 300 80.0%
2014 90 320 410 78.0%
2016 150 420 570 73.7%
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This trend could also be seen from the composition of government expenditure on 

health (Figure 7). In the early 2000s, the government spent much more budget on 

subsidizing the health providers instead of subsidizing the social security. Around 60% 

of the government budget was spent on subsidizing health services in 2000. This rate 

keeps decreasing in 2008 the government subsidy for social security has surpassed the 

expenditure for health services. This is a clear transition from provider-subsidization to 

user subsidization.  

 
Figure 7. Percentage of government expenditure on health services and social 

security in China 

The similar trend could also been fund in Vietnam. As aforementioned, the 

Vietnamese government started to increase the insurance groups of the compulsory 

schemes since the early 2000s (Table 5).  
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Table 5. Government subsidy rate in Vietnam 

 
                Data Source: government policy documents  

One important policy landmark for this expansion is the resolution No. 05/2005, 

which indicates the government’s decision to shift towards health insurance financing 

instead of direct health services financing. According to national health account data, the 

government subsidy for health insurance increased largely after 2006 and has taken 

more than 40% of the total insurance revenue in 2010 (Figure 8).   

Members Subsidy 
Year of
Starting
subsidy

Pensioners 100% 1992
Retirees 100% 1992
Meriterious
group 100% 1998

The poor and
people living
in poor area

100% 2003

Children
under six 100% 2005

Near poor 70% 2010
Students 30% 2010

Households
members

No subsidy for the first one, 30%/40%/50%/
60% of subsidy was applied to the subsequent
member in the household

2014
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Data Source: (Talampas, 2014) 

Figure 8. Revenue source of health insurance in Vietnam 

The key informants from the VSS also recognized this important transition. She said 

that, ‘’Once the hospital can gain the full cost from the user fee, the subsidy will decrease 

(for the hospitals). We will move from the provider subsidy to the user subsidy. The main 

health financing resources will be from the health insurance. ‘’  

4.1.3 Insurance fund pooling 

Both China and Vietnam have adopted a decentralized fund-pooling mechanism. 

According to the law on health insurance in Vietnam, all the insurance fund pools were 

managed at the provincial level and the revenue pooled from different insurance groups 

were managed together by the provincial social security bureau. There are 63 provinces 

and 63 provincial insurance fund pools with one central fund managed at the national 

level. The central fund is funded by the revenue generated from the provincial fund and 

functioning for cross-subsidization between different fund pools. According to the law, 
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10% of the total revenue of all local fund pools should be channeled to the central fund 

pool and money pooled will be used to cover any deficit of the local fund.   

In China, the situation is more complicated, and the fund pooling is more 

fragmented. Based on the policy, the insurance fund could be either managed at city or 

county level depends on the decision made by local authority. According to the case 

studies, the insurance fund pool in the two cities studied are all managed at the county 

level. However, one UHC scholar interviewed mentioned that in some western 

provinces, it is more common to see the insurance managed at the city level. Before the 

combination of URBMI and NCMS, there are different insurance fund pools for different 

insurance schemes. URBMI and UEBMI are two schemes that managed by the social 

security departments. While NCMS is the sole scheme managed by the local health 

department.  

Unlike in Vietnam, there is no direct mechanism for the cross-subsidization 

between different fund pools. It is very likely that the three different insurance funds 

run in very different financing status. For example, according to the policymaker from 

HRSS in Hubei, the fund pool for UEBMI is facing deficit while the other schemes are 

running with a surplus. However, in Zhenjiang, the NCMS and URBMI are running 

under financial pressure while for UEBMI the financing is still sustainable. One 

important step to solve the fragmented insurance pooling is to combine different 

schemes. In 2016, the Chinese government announced the plan of combining NCMS and 
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URBMI into URRBMI. The combination of these two schemes is also undergoing right 

now. Within the two provinces interviewed, all policymakers mentioned that this 

combination should have been finished by 2017 in their province. However, its 

aftereffect on fund pooling is still unclear. One UHC scholar in China hold doubts about 

the subsequent result. Based on his understanding, the level of fund pooling should be 

determined by many factors such as the size of the population and the capacity of the 

local authority.  

One potential challenge as this UHC scholar mentioned is the cross-

subsidization, of which Vietnam is actually facing with now. According to the 

policymaker from VSS, there is a prominent problem of cross subsidization from the 

poor provinces to the better off provinces in Vietnam. 

‘’ … So, the province with better health facilities, will use more of the health services and 

spend more money. If there is a deficit, they will ask for the central fund. Where does the money 

from? The poor provinces. So, in this case, the poor provinces will help the rich provinces. ‘’ 

 In the case of China, the majority of enrollees of URBMI are urban residents and for 

NCMS the enrollees are all rural residents. Given the disparity on income level, health 

resources between rural and urban area, the risk of cross-subsidization cannot be 

neglected.   
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5 Population coverage  

 

Data Source: Joint Annual Health Review 2011-2015; Chine Health Statistic Year Book 2003-2016 

Figure 9. Population Coverage Rate in China and Vietnam 

The population coverage rate has largely increased in both China and Vietnam 

(Figure 9). However, the growing trends are very different in these two countries. The 

population coverage rises more quickly in China than in Vietnam, especially between 

2004 to 2007.  
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5.1 Population coverage rate in China  

 
         Data Source: Chine Health Statistic Year Book and annual report from HRSS and HFPC 

Figure 10. The total number of insured in China (million) 

The successful implementation of two voluntary schemes --- NCMS and URBMI 

are the main drivers for China’s quick coverage of the whole population. 

In 2003, the percentage of people has insurance in China is just around 10%, and 

the number of enrollees also increased slowly. As NCMS start to pilot and expand 

nationally, the population coverage rate starts to fast increase. The number of NCMS 

enrollees largely increased between 2003 to 2008(Figure 10). In 2003, when the NCMS 

was just pilot, the coverage was around 50% in the urban area, while only 10% in the 

rural area. However, this trend reversed in 2008. The coverage rate for rural population 

reaches 90% and surpasses the coverage in the urban area (Figure 11). After 2008, as the 

majority of rural people have been covered, most of the new enrollees are from URBMI. 
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The implementation of URBMI was also successful and in 2011 the population coverage 

rate reaches 97%. The Chinese government also announced the attainment of universal 

insurance coverage this year.  

 

      Data Source: 3rd, 4th and 5th National Health Services Survey 

Figure 11. Population coverage rate in different area in China 

5.2 The population coverage in Vietnam  

Although the population coverage doesn’t increase as fast as in China, Vietnam 

has achieved a good progress on covering the vulnerable groups and the main increase 

are also from these groups.   

As discussed in policy review, the HCFP was introduced in 2002. As a result, the 

number of the poor people covered largely increased between 2003 to 2006. During this 

period, there was almost no increase in the number of enrollees of other groups (Figure 

12).  



 

 45 

 

Data Source: Joint Annual Health Review 2008 

Figure 12. Number of insured by Insurance Group in Vietnam between 2005 to 2008 

Another important driver for the increase of population coverage is the Law on 

health insurance in 2008. The Law on health insurance rearranges the insurance groups 

and the coverage rate of different groups are shown in Figure 13 and provides the 

government subsidy for the near poor and students. According to the data after 2011 

(Figure 12), several groups have achieved a high coverage rate by 2014, including the 

government pensioners, the poor, children under six, students and pupils. The coverage 

rate for the near poor is also increasing fast. All of these groups are either have their 

premium paid by the government or have a high subsidy.  

 Compared with the high coverage of the compulsory groups with government 

subsidy, the groups with no government subsidy are still facing with struggles of being 
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covered. For people working in private sector, its coverage rate stays at 50% and there is 

no sign of increasing. The enrollment rate for the voluntary group is the lowest among 

all groups and only 30% of voluntary enrollees are covered.  

 

Note: The enrollee cannot be enrolled in more than one group and will be enrolled in the group with better benefits. 

Data Source: Joint Annual Health Review 2015  

Figure 13. Population coverage rate of different insurance groups in Vietnam between 
2011 to 2014 

5.3 Experience on increasing the population coverage  

Many important experiences in promoting the health insurance in China and 

Vietnam have been extracted through the in-depth interview.  

First, the government subsidy for premium is a common and successful 

approach in these two countries. The Chinese government took a strategy on setting 

low-level premium and providing an extensive subsidy to attract the enrollment of 

voluntary schemes (NCMS, URBMI). When the NCMS piloted in 2003, the policy goal 
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was set on increasing the population coverage rate. The NCMS in most areas only 

provide coverage for inpatient cost and have many limitations, which would be further 

talked about in the services section. Thus, the level of individual contribution can be set 

at a very low level. In 2003, the premium for NCMS enrollee was just 30 RMB (3 USD), 

which is contributed by 10 RMB (1 USD) from individual and 20 RMB (2 USD) from the 

government.  

In Vietnam, the government took a strategy on extending the compulsory groups 

with high government subsidy. The subsidy wasn’t available for the general population, 

instead, the vulnerable groups such as the poor, near poor, children under six were 

heavily subsidized by government budget. As summarized by one formal policymaker 

in VSS, “We think we successes in covering the most vulnerable population. Aside the civil 

servants, we are focusing on the vulnerable population, most of them are covered by the health 

insurance. The 50 million of the poor, ethnic minority, children under 6, all these groups are 

covered and also elderly people. So, I think it is quite good. Even we are not covering everyone. 

The most needed groups are covered by health insurance.” 

Given the fact that, except for the group of pupils and students, all the other 

groups with high coverage rate are either receiving a high subsidy or having the salary 

paid by the government. The subsidy should have an important influence on the 

population coverage.  
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One policymaker from VSS recognized the importance of government subsidy 

and provided her insights on the reasons for the low coverage rate of the voluntary 

group, ‘’There are two possible reasons, they are the better off but in the informal sector and not 

eligible for the subsidy. They can afford the premium but, in their perception, they don’t want to 

join the health insurance. They have the money and they can use their money to go for the service 

and pay the service out of pocket.’’ 

Another common approach mentioned in both countries to increase the 

enrollment rate is to increase the risk awareness of the general population. In China, 

people’s attitude towards health insurance was largely changed and it makes the 

collection of premium much easier. One NCMS manager compared the people’s 

awareness in the past and now. He said that,  

“We started the NCMS in 2004 and the premium rate was low as well as the 

reimbursement rate. At that time, I am a manager in the commune hospital and took the 

responsibility of collecting the premium. Whenever we went to the local household to collect the 

premium, local people say that we are coming again to steal money.”  

 “… Now people are becoming more and more aware of the disease risk. Every year we 

just advertise on the TV channel and people will come to pay the premium. It is quite often that 

people will ask me about the time for paying premium and afraid of missing the time. it’s a prof of 

raised awareness.”  
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In Vietnam， several insurance fund managers and policymakers contributed the 

success of increasing population coverage to the adoption “IEC” (information, 

education ,and communication) as approaches to increase people’s awareness.‘’ In fact, 

although we define it as compulsory, given the situation in Vietnam, the IEC, education, 

information and advocacy, is the main solution to enroll people to increase their awareness.” 

Although both Chinese and Vietnamese government have shown great political 

determination on devoting to promote the health insurance, the political will needs to be 

with the clear responsibility of execution. This is an important experience that Vietnam 

can learn from China as many key informants in Vietnam mentioned. In China, when 

the government decides to prioritize the population coverage, the population coverage 

rate was set as an important indicator to evaluate the performance of local government. 

This mechanism creates a strong incentive for promoting insurance. Even one 

policymaker in Vietnam has praised the Chinese government. She said that, “The 

government will be the one who decide how much country will support the HI. And the support 

from the local authority to implement the policy. In this point I think we can also learn from 

China. I remember that one lady in China told me that she has to committed to the health 

insurance because it is linked to their political career.”   

In Vietnam, the responsibility of promoting health insurance is somewhat 

unclear and there is lack of accountability at ministry level. Another formal VSS officer 

said that, “Because VSS is in the government level and at the same level as the MOH. The VSS 
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is also supervised by ministry of health, ministry of financing, ministry of labor by the officer of 

government and also the ministry of internal affairs regarding to the human resources and so on. 

So, there are so many organizations participate in the management. So, it is not clear that its 

who’s responsibility of VSS. If the coverage of the population is not 80%, we plan let’s say in 

2018 is 85%. Let’s say in next year, it’s still 80%. It’s who’s responsibility? It’s no one.”  

The Chinese government also shows a strong power of execution on channeling 

financial resources to health insurance. According to the policy, the subsidy for NCMS 

and UEBMI is supported by both central and local budget. For the poor provinces and 

poor area, the central government will provide special financial support. According to 

the fund manager in Zhenjiang, “We have four level financial support, the central level, 

provincial level, city level and also district level support for health insurance fund. Due to one 

special district in our country, we also have special financial support from provincial government 

… and each year we can get these support on time” 

While Vietnamese government found trouble of financing the HCFP when it was 

just established. The central government couldn’t provide enough support to the local 

fund. At last, VSS agreed to provide the insurance for the poor if their premium is 

covered. One policymaker from VSS describes the situation as, “This is difficult because 

the hospitals they say ok we can exempt those group from charging the user fee. But the 

government should pay or fund the health expenditure for these groups. It fails because 
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government didn’t have money. So as health insurance agency at that time we say, ok we can 

cover it by health insurance and the government should contribute them the premium. “  



 

 52 

6 Service coverage  
6.1 Design of service coverage in China and Vietnam  

There are many differences on the design of services packages that covered by 

the health insurance in China and Vietnam.  

Table 6. Policy design of benefit package in China 

 

    Sources: (Yip et al., 2012) with information summarized by the author  

    Note: the number of drugs covered are collected from Jiangsu province 

One important feature of the service package design in China is its focus on 

inpatient services. For the enrollees of both NCMS and URBMI, there is almost no 

coverage for outpatient services before 2009 (Table 6). Even the government has set the 

goal to cover 50% of the outpatient services after 2009, there are still gaps between the 

Year 2008 2012 2016 2008 2012 2016 2008 2012 2016

Enrollee

Premium
-Government
subsidy (RMB)

80 240 420 80 240 420 NA NA NA

-Individual
contribution
(RMB)

20 60 150 20 60 150
2%-3% of

annual
salary

2%-3% of
annual
salary

2%-3% of
annual
salary

-Employer
contribution
(RMB)

NA NA NA NA NA NA
6-8% of
annual
salary

6-8% of
annual
salary

6-8% of
annual
salary

Coverage within
policy
-Inpatient
reimbursement
rate

38% 60% 75% 44% 60% 75% 67% 75% 75%

-Out-patient
reimbursement
rate

NA NA 50% NA NA 50%
Personal
account

Personal
account

Personal
account

-Cellings NA

8 times of
the total

income of
local farmer

8 times of
the total

income of
local farmer

NA

6 times
average

disposable
income of

urban
resident

6 times
average

disposable
income of

urban
resident

4 times
average

wage urban
employee

6 times
average
wage of

urban
employee

6 times
average
wage of

urban
employee

Number of drugs
covered

630 894 2535 NA 2127 2535 1860 2127 2535

Rural residents 
Children, students, elderly without

previous employment, informal sector
urban workers and some migrants

Workers in the formal sector

NCMS URBMI UEBMI
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policy and implementation. For example, though the reimbursement rate is set as 50% 

for outpatient services in Hubei province, it can only be reimbursed at the primary level 

with a ceiling of just 20 RMB (3 USD) per day and 200 RMB (31 USD) a year. For UEBMI, 

the outpatient cost can only be reimbursed by the personal account, which means the 

cost is still paid by employees but in an indirect way. However, the coverage for 

inpatient services keeps growing. Both the reimbursement rate and the ceilings are 

largely increased, especially after 2009.   

Another characteristic of the insurance in China is the disparities in service 

packages of three insurance schemes. As the NCMS was administrated by MOH, it has a 

reimbursable drug list that different from UEBMI and URBMI. In 2012, according to the 

national list, only 894 kinds of drugs were covered by the NCMS. However, at the same 

time, there are over 2000 kinds of drugs could be reimbursed by the UEBMI and URBMI. 

This difference has been eliminated when NCMS and URBMI were combined in 2016. 

As a result, the insured of NCMS finally be unified and all the insurance schemes are 

now being managed by the MHRSS. The reimbursement rate for different schemes is 

also different. In 2008 the reimbursement rate for NCMS was just 38% and 44% for the 

URBMI, while for the UEBMI the reimbursement rate is over 67%. The reimbursable 

drugs were also different from schemes to schemes. After 2009, the government has 

made a lot of progress on narrowing the disparities. One important policy goal is to 
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increase the reimbursement rate for inpatient services to 75% for all the schemes, which 

led to a big improvement of the benefit for the enrollees of NCMS and URBMI.  

Table 7. Average policy and actual reimbursement rate in Jiangsu and Hubei 

 

                                             Source: summarized from interview  

Though in policy the reimbursement rate was set as 75% for all the schemes, 

there are still disparities in reality (Table 7). First of all, the difference on the policy 

reimbursement rate and actual reimbursement rate are still existing. For the services or 

drugs that not be covered by the health insurance, patients have to pay it through out-

of-pocket payment. The reimbursement rates in policy for UEBMI in two provinces can 

all reach the goal of 75%. However, both of the two cities studied fail to reach the goal of 

75% for URRBMI. It is common to have 10% difference between the URBMI and UEBMI. 

A fund manager from provincial HRSS contributes this phenomenon to the difference 

on premium and says that, “The benefit scope for NCMS has to be narrower than the UEBMI, 

although we haven’t compared. How could the reimbursement rate be the same, when people who 

have the same diseases be treated in the same way but with huge difference on the premium ……” 

He also conveys the concern over the meaning of setting the political goal for the 

Zhengjiang Jingmen
Actual Reimbursement
Rate
UEBMI 70% 68%
URRBMI 61% 63%
Reimbursement Rate
(within policy list)
UEBMI 80% 76%
URRBMI 70% 68%
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reimbursement rate. There is no national service list available and the provincial list is 

quite different from one and another. The manager says that “The goal could be 75% or 

even 95%. It is very easy to just set the goal of reimbursement rate. The easiest way is to change 

the reimbursable lists and remove the expensive items. I think this rate has no real meaning.’’   

Table 8. Benefit design of health insurance in Vietnam 

  

Compare with China, the service package in Vietnam has many different 

designs. First, according to the Law on health insurance, there is a universal service 

package for all the insurance groups and the difference for enrollees are only on the 

reimbursement rate (Table 8). The service coverage in Vietnam is wide in scope even 

when it was just initiated. According to the interview with VSS, more than 17,000 

services, as well as 1,530 kinds of drugs are covered. Unlike in China, there is no 

Members Subsidy Reimbursement
rate

Number
of
service

Number
of  drugs

Employer in the
formal sector and
civil servants

NA

Pensioners 100%
Children under six 100%
Students 30%

Households members

No subsidy for the first
one, 30%/40%/50%/
60% of subsidy was
applied to the
subsequent member in
the household

Retirees 100%
Near poor 70%
Meriterious group 100%
The poor and people
living in poor area

100%

80%

95%

100%

17000 1530
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difference between the reimbursement of inpatient and outpatient services. The service 

coverage in Vietnam is much wider than in China. The services covered is 4494 in 

Zhenjiang and 3746 in Jinmen. Though the drug list is much shorter in Vietnam, 

according to the policy in 2007, if the patient has been covered by the insurance 

continuously for 36 months or more, the VSS will reimburse 50% of the cost of some 

extra drugs that including drugs for cancer treatment and prevention of rejection 

(Ministry of Health, 2008). One former VSS policymaker pointed out the rationale 

behind this design. When initiating the health insurance, the benefit package was 

designed broadly to attract more enrollees. He said that, ‘’At the start, we want the people 

to believe that they pay contribution and they get a good health service and coverage. So, we 

provide them everything that the health system has. So, in the beginning, it was very big and 

generous. Everything that the hospitals can provide is covered.’’  

Another important feature of the service package in Vietnam is its high level of 

reimbursement rate and a pro-poor design. There is no copayment at its initiation in 

1992.  While the Law on health insurance introduces the co-payment after 2009 (Table 8). 

The rate ranges from 0%-20% for different groups. There is no ceiling on general 

expenditure, but a 40% co-payment rate was applied to technical services and a ceiling 

of 40-month minimum wage. The design of the reimbursement rate schedule has a pro-

poor design. In China, the reimbursement rate was set based on the level of premium 

and the scheme has the scheme has the highest premium (UEBMI) also has the best 
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service package. While in Vietnam, the government sets the highest reimbursement rate 

for the poor, near poor and the retirees, who have contributed much less premium than 

the workers in the formal sector.  

Although the service package in Vietnam seems comprehensive, there are still 

gaps between policies and implementation. First, the capacity of the health facilities 

varies a lot.  Many patients go to higher level facilities to seek for proper services and 

sometimes have to go to other provinces. A national survey conducted in all the 63 

provincial hospitals show that 9 of it don’t have the capacity to conduct cancer diagnosis 

as well as treatment (Van Thuan, Anh, Van Tu, & Huong, 2014). A Similar result was 

shown in the interviews. The officers from provincial health department mentioned that 

the provincial hospitals in Hanai province can only provide 70% of the services in the 

insurance list. While the provincial hospitals in Bac Ning have the capacity to provide 

almost all services.  If the patients have to be transferred to other provinces, it means 

extra costs for food, transportation, accommodation and thus, an increased financial 

burden.  

Another challenge is caused by the board scope of benefit package. There is a 

tendency for government to reevaluate the existing benefit package. The subsidy for 

some cancer drugs was reported to be largely reduced 20-50% in 2014. This is because of 

a loose assessment process on the inclusion of drugs and services. According to the one 

VSS policymaker, “It was quite difficult to say we do not allow this or allow this. Because 
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maybe the same reasons for many other countries, the technology assessment was not functioning 

in Vietnam for many years. It just comes and says this technology has been widely used in 

Europe, American so we applied here.” 

6.2 Service utilization in China and Vietnam  

Table 9. Outpatient visit rate within last 2-week and admission rate in China 

 

Source: 3rd,4th and 5th National Health Service Survey 

The design of the benefit package may also influence the trend of service use in 

China and Vietnam. In China, the increased admission rate on all three schemes was 

observed with the largely increased benefit for inpatient services (Table 9). However, the 

use of the outpatient services doesn’t change much at the same time. It could be 

explained by the limited growth of outpatient coverage. The disparities in service 

packages are also present with the disparities of service use among different schemes. 

The enrollees of UEBMI has a much higher admission rate compared to the enrollees of 

URBMI and NCMS. It may because of the better financial status of UEBMI enrollees as 

well as the better service coverage of UEBMI compared with other schemes.   

2003 2008 2013 2003 2008 2013
UEBMI 13.4% 14.5% 13.4% 5.9% 9.2% 11.2%
URBMI NA 10.5% 12.4% NA 5.1% 7.1%
NCMS 14.1% 14.6% 13.3% 3.4% 6.5% 9.0%

Outpatient visit within last 2-week Amisssion rate  Insurance
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Table 10. Average service contacts for insured in Vietnam 

* Group 1 is mainly workers in government agencies and enterprise; Group 2 is pensioners and people receiving state benefits for merit or welfare; Group 3 is the poor 

ethnic minorities and near poor; Group 4 is children under age 6; Group 5 is pupils and students; Group 6 is people voluntarily participating in health insurance.  

Source: Health Insurance Statistics 2008-2012, 2013-2014, Vietnam Social Security 

In Vietnam, service use rate was rather stable. There is no clear changes in the 

services use rate, after the introduction of Law on health insurance in 2008 (Table 10). 

Two main findings were identified from the patterns of services use in Vietnam. First, 

the group 6 (voluntary group), which mainly including the household members and 

people in the informal sector, has a higher rate of using inpatient services and outpatient 

service than most of the other groups. Unlike the voluntary schemes in China, the 

voluntary group in Vietnam has a very low enrollment rate and also receive little 

government subsidy. There is little incentive for the healthy people to enroll and those 

who have the need to use health services will be more likely to enroll, which implies a 

potential self-selection in the voluntary group. Second, as discussed above, the 

government has set a higher reimbursement for Group 3 (near poor and poor group). 

However, given this pro-poor design, the poor and near poor are still using less services 

than the others and only more services than the Group 5 (pupils and students), which is 
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mostly consisted of a much healthier population. This finding may imply that there are 

still barriers for the equal use of needed health services for the poor.  
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7 Financial protection  
7.1 Financial protection and its indicators 

The financial protection should measure the health insurance on its ability to 

protect people from suffering financial crisis that caused by using needed health 

services. According to this definition, there are three commonly used indicators: out-of-

pocket health expenditure (OOP), incidence of catastrophic health expenditure (CHE 

rate), and incidence of impoverishment due to health expenditure (IHE rate). These 

three indicators are intrinsically connected. A high level of OOP puts the individual on a 

high level of financial risk. The CHE directly measures what’s the percentage of total 

households have experienced OOP that causing huge financial burden (40% of the 

household non-subsistence spending). Then, the IHE rate tells what’s the percentage of 

total households were pushed into poverty due to the OOP.  
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7.2 Financial protection in China and Vietnam 

 

Data Source: World Bank Database  

Figure 14. OOP over THE in China and Vietnam 

Both China and Vietnam have experienced a large decrease of OOP as a 

percentage of THE (OOP rate) in the past 20 years (Figure 14) and it also coincides with 

the expansion of the health insurance. According to the data in China, the OOP rate 

starts to decrease in 2003 when is also the initiation of NCMS. In Vietnam, there is a 

large decrease of OOP rate in 2005 and following years, which happens to be the fast 

expansion of compulsory groups. In 2014, OOP rate has dropped to less than 40% in 

Vietnam and 30% in China.  
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Table 11. Percentage of households facing catastrophic health expenditure in China 
and Vietnam 

  
Data source: VHLSS 2014; 4th National Health Services Survey Report in China 

Note: Both data from China and Vietnam follows the WHO standard to calculate the CHE rate as the OOP expenditure on health exceeds 40% of the 

household capacity to pay 

Although the OOP rate in China is lower than in Vietnam, the CHE and IHE rate 

show a different trend. The CHE rate and IHE rate in China are much lower than in 

Vietnam. In 2008, the CHE rate of total population is 13% in China while just 5.5% in 

Vietnam. Between 2004 to 2014, there is a decreasing trend of CHE rate in Vietnam. 

However, there is actually an increase of CHE between 2003 to 2008 in China (Figure 15). 

Even the CHE rate starts to decrease after 2008, it still stays at a high level.  

China
2004 2008 2014 2008

Insured 4.4% 5.2% 1.6% NCMS 14.80%
Uninsured 8.0% 6.9% 2.3% UEBMI 9.40%

URBMI 8.50%
Uinsured 11.70%

Rural 6.6% 6.5% 2.6% Rural 14.7%
Urban 3.1% 3.1% 1.6% Urban 9.5%

By income 1st quintile 5.5% 7.8% 2.8% 1st quintile 15.8%
2nd quintile 6.1% 6.0% 2.6% 2nd quintile 14.3%
3rd quintile 6.4% 5.5% 2.0% 3rd quintile 12.7%
4th quintile 5.5% 4.5% 2.0% 4th quintile 11.3%
5th quintile 4.9% 3.6% 2.0% 5th quintile 10.7%

Total 5.7% 5.5% 2.3% 13.0%

By
urban/rural

Insurance
status

Vietnam
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                     Data Source: 3rd, 4th and 5th National Health Service Survey in China 

Figure 15. Percentage of households facing catastrophic health expenditure in China 

Another prominent issue is the disparity between different population. In 

Vietnam, the disparity of CHE rate is getting narrowed between rural and urban 

population as well as among different income groups. The difference between the 1st 

income quintile group (poorest) and 5th income quintile group (richest) is only 0.8% 

(Table 11). However, the disparities are still prominent in China. In 2011, compared with 

the urban people, 3% more of the rural people have encountered CHE. People live in the 

central and west area are also more likely to experience CHE (Figure 15). This difference 

is more prominent if judged from the provincial level data.  
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Table 12. Households facing catastrophic health expenditure in Hubei, Shaanxi and 
Jiangsu 

 

Data Source: 5th Health Service Survey Report in Hubei, and (Xu et al., 2015) 

In 2008 the CHE rate is 5.2% CHE in rural Jiangsu, 10.4% in rural Hubei, and 

17.2% in rural Shaanxi (Table 12). In 2013 the gap between Hubei and Jiangsu has been 

narrowed. While an extremely high level of CHE still exited in rural Shaanxi, which is a 

less developed province located in west area.  

Table 13. Households impoverished due to health expenditure in Vietnam and China 

     
      Data Source: VHLSS 2014; and  (Y. Li et al., 2012) 

     Note: the poverty line is defined as food expenditure of the household whose food expenditure share of total household expenditure is at 50%  

The IHE data shows many similar patterns with CHE data (Table 13). One 

difference is that although the CHE is low for the 1st and 2nd income quintile group in 

Vietnam, the IHE rate is still high in these two groups. It means that the poor 

households still have a high chance of suffering from financial hardship. To further 

Province Total Urban Rural Total Urban Rural
����	 11.4% 13.0% 10.4% 5.4% 5.3% 5.4%
����
	 NA NA 17.2% NA NA 15.8%
�	�
��� 4.4% 2.4% 5.2% 4.4% 3.9% 5.7%

2008 2013

China
2004 2008 2014 2008

Insured 4.1% 3.3% 1.7% Insured NA
Uninsured 5.9% 4.5% 2.1% Uninsured NA

Rural 5.2% 4.5% 2.2% Rural 9.3%
Urban 1.2% 1.1% 0.7% Urban 3.3%

By income 1st quintile 6.2% 7.5% 1.8% 1st quintile 10.2%
2nd quintile 12.1% 8.6% 6.4% 2nd quintile 19.6%
3rd quintile 2.2% 1.5% 0.3% 3rd quintile 4.2%
4th quintile 0.2% 0.1% 0.0% 4th quintile 2.2%
5th quintile 0.0% 0.0% 0.1% 5th quintile 1.6%

Total 4.1% 3.5% 1.7% 7.5%

Vietnam

By
urban/rural

Insurance
status
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illustrate the actual financial burden in China and Vietnam, the inpatient health 

expenditure and household income data were extracted to compare.  

Table 14. Inpatient health expenditure burden in China and Vietnam 

 
                           Data Source: VHLSS 2014 and National Health Account Study in China 

Table 14 shows the rate of inpatient OOP expenditure as a percentage of 

household income. Due to the limitation on the data availability, the rates in two 

countries have slightly different meaning. In China, the numerator is average OOP 

expenditure per visit, while In Vietnam the numerator is average inpatient OOP 

expenditure per patient in the last 12 months. These two indicators would share the 

same meaning, in the condition that one patient only uses inpatient service once a year 

in Vietnam. In another word, under this assumption, the financial burden for patients in 

Vietnam is actually underestimated. However, a higher financial burden caused by 

using inpatient services is still found in China, especially for the patients covered by 

URBMI and NCMS.   

2002 2004 2008 2012 2014
Urban 27.53% 22.82% 20.03% 18.44% 14.30%
Rural 37.55% 32.33% 28.20% 22.75% 20.91%

2008
UEBMI 31.8%
URBMI 38.2%
NCMS 56.0%

Vietnam

China

129.1% 33.0%

2003 2013

Average OOP inpatient expenditure per year per patient over
annual income per capita

Average OOP inpatient expenditure per visit over annual
income per capita

69.4% 16.7%
NA 30.0%
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Based on the above analysis, a somehow contradict finding is the co-occurrence 

of low OOP rate, high CHE, high IHE rate, and higher inpatient financial burden in 

China. One potential explanation is that though the OOP rate in China is lower than 

Vietnam, the real OOP expenditure actually takes a large share of household income or 

expenditure, which means the health services could be relatively more ‘expensive’ in 

China. The data on health expenditure and household income were used for analysis in 

the next step. 

 
            Data Source: 2016 Health Account Study in China and VHLSS 2014 

Figure 16. Health expenditure per capital over income per capita in China and 
Vietnam 

The percentage of health expenditure over the income per capita was shown in 

Figure 16. A divergent trend was observed in rural China. Compared with other areas, 

the financial burden caused by health expenditure is increasing in rural China. The 

growth rate of health expenditure has surpassed the growth rate of income in rural 
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China and could be the cause (Figure 17). It is likely that the increased health 

expenditure in rural China has offset the protective effect of health insurance. 

  

Data Source: VHLSS 2014 and Statistics year book in China 

Figure 17. Increase rate of health expenditure and personal income between 2004 to 
2014 in China and Vietnam 
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8 Discussion  
In the last century, a similar historical background led to important health 

system transitions in China and Vietnam. The health system as a whole, especially the 

health financing system, was intrinsically linked with the planned economy in these two 

countries. The switch from the planned economy to the market economy lead to the 

alteration of health financing mechanism. Both China and Vietnam introduced a market 

mechanism into public hospital as a new way of health financing, which causes a high 

level of OOP and escalating THE. To cope with the rising challenges, the government in 

China and Vietnam started to reform the health insurance system and move towards 

UHC.  

8.1 Health Financing 

Two important financing trends have been found coincide with the fast-

developing health insurance policies in China and Vietnam. First, there is a constant 

growth of THE. Vietnam has reached the regional average level of THE in recent years. 

In China, THE also increases fast especially after the health system reform in 2009. One 

the important driving forces behind this is the increase of government mobilized 

resources on health. China has the biggest increase of public funding to the health 

system among the BRICS countries in recent years (Marten et al., 2014). In Vietnam, the 

government has spent a higher proportion of government budget on health than in 

China. Second, an ongoing transition from government financing for service providers 



 

 70 

to government financing for service users was found. Through the increased 

government subsidy for the premium of health insurance, the government budget is 

gradually moving from subsidizing the public hospitals to subsidizing the enrollees of 

the health insurance. As a result, an increasing share of THE is channeled from the 

government managed social security fund pool.   

However, there are also many shared challenges throughout this progress. The 

sustainability of health financing and insurance financing is a prominent issue. Vietnam 

has spent 8% of tis government budget as well as 7% of the total GDP spent on health 

but 20% of the population still hasn’t been insured. The recent decrease of government 

budget for the public health program and the deficit of the central fund pool in 2016 

(Ministry of Health, 2016) are the evidence of the limited government future financial 

space. The problem in China is not as serious as in Vietnam. There is a fast increasing 

THE in the recent years and government is still increasing the budget on health. 

However, at the same time, the deficit of local insurance fund pool is also very common. 

Many fund managers have mentioned the financial pressure of insurance fund.  

Actions have been taken to control the health cost. The reform on payment 

methods and grassroots service provision are two similar approaches that have been 

used in China and Vietnam (Ministry of Health, 2016; World Health Organization, 2015). 

Promising facts are the increasing population coverage in Vietnam and the consolidation 

of UEBMI and URBMI in China. If managed properly, these two countries will be 
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benefited from an enlarged and unified fund pooling (Meng, Fang, Liu, Yuan, & Xu, 

2015). But as previously discussed, cross-subsidization is a challenge that needs to 

overcome.   

8.2 Insurance development and influence on UHC  

Different strategies for developing health insurance in China and Vietnam have 

been identified. Both China and Vietnam have chosen to develop schemes for the formal 

sector at the initiation. Then, in order to cover the informal sector, China has adopted a 

strategy on promoting voluntary schemes (NCMS, URBMI) that target on the general 

population with extensive government subsidies. The service packages vary between the 

different schemes, but both have a clear focus on inpatient services.  

Vietnam has adopted another strategy. With a comprehensive and universal 

package, Vietnamese government gradually expanded the compulsory insurance to the 

vulnerable groups by large government subsidies. One important feature of the health 

insurance in Vietnam is the HCFP that provides subsidies to the poor and near poor, 

who constitutes more than 25% of the whole insured population. Similar to the Seguro 

Popular in Mexico (Knaul et al., 2012) and the approach used in Thailand, Vietnam may 

have adopted an approach called progressive universalism. It means instead of letting 

the poor to wait and catch up to the benefit of UHC later, the insurance design ensures 

them to get as much health as possible in every step (Gwatkin & Ergo, 2011). To be more 

specific, Vietnam has adopted the second type of progressive universalism (Jamison et 
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al., 2013). This strategy is to provide a universal package of interventions that is wide in 

scope to the whole population with some copayment, but with payment exemptions for 

the poor.  

The result shows that these two different adopted strategies may have led to 

different progress on the pathway to UHC. In China, the low premium and high 

government subsidy entail a quick growth in population coverage. In Vietnam, the 

growth of population coverage is largely attributed to the expansion of compulsory 

groups thus the coverage rate for the general population is growing slowly. 

Interestingly, a reverse selection may have been found inside the voluntary group; this 

could be an important barrier for increasing population coverage in the next stage and 

deserves further study. Also, a notable difference was found between SHI in Vietnam 

and UEBMI in China. Although Vietnam has set up the compulsory scheme for workers 

in the private sector since the 90s, the coverage for this group is still just 50% in recent 

years. China, by comparison, has achieved a much higher coverage rate.  

The difference in the benefit package design may influence the rate of service 

use. In China, the design of the benefit package is closely related to the level of 

premium. There is no mechanism to cross-subsidize the insured members between 

different fund pools, which makes a universal benefit package hard to be implemented. 

For quite a long time, have been disparities in different schemes. The 2009 reform has 

narrowed the policy gap in benefits, but the goals are hard to achieve at the local level 
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and disparities still persist. In comparison, the design of the benefit package in Vietnam 

embodies the ideal of equity. Instead of being built up based on the premium level, the 

health benefit package in Vietnam has adopted a pro-poor design. The most vulnerable 

groups, such as the poor and near poor, were entitled to the highest reimbursement rate.  

The Increased services utilization may be triggered by increased insurance 

coverage. (Marten et al., 2014; C. Nguyen, 2016). In China, there is a clear difference in 

the health services utilization rate between different schemes. UEBMI enrollees are more 

likely to use the inpatient services than the enrollees of other schemes. Although many 

other studies have also found an increased service use for outpatient services (Chen, Liu, 

& Xu, 2014; Zhou, Zhou, et al., 2014; Zhou, Zhu, et al., 2014), there is no clear evidence 

based on the data from the national survey in this study. How the coverage of outpatient 

services affects the service use in China needs further study. In Vietnam, although the 

poor people are entitled to better service coverage, there are still disparities in the 

frequency of health services use between the poor and others. Other non-medical 

expenditures may be the barriers for health seeking-behaviors, such as extra 

accommodation and transportation for referrals (Van Minh, Phuong, & Saksena, 2012).  

Regarding the financial protection, a decreased OOP rate, CHE rate, and IHE rate 

were all observed in the two countries. The disparities in different income groups, rural 

and urban, still exist (Palmer, 2014). The poor and near poor are still vulnerable to OOP 

expenditure on health and experience a high risk of CHE. In Vietnam, although the 
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insurance coverage has reduced the CHE rate and household expenditure on health (K. 

T. Nguyen et al., 2012), the OOP rate is still high and the poor are still suffering from the 

financial barriers when using health services (Thanh, Löfgren, Phuc, Chuc, & Lindholm, 

2010; Tran, Nguyen, Nong, & Nguyen, 2016). China has achieved a lower OOP rate than 

Vietnam, but the CHE rate and the IHE rate are still high. As the result have shown, 

there are huge differences in the financial protection between UEBMI and other 

schemes. The vulnerable groups in the poor area are still suffering from high CHE rate. 

Many early studies have shown the failure of NCMS to provide financial protection 

before 2009 (Y. Li et al., 2014; Wagstaff & Lindelow, 2008). Decreased CHE rate have 

been found by small-scale studies in recent years but there is no updated national level 

data available (冯曾义 et al., 2017; 王晓蕊 & 王红漫, 2017). The result of this thesis still 

supports the viewpoint that the gaps between different population in China won’t be 

quickly closed (Long, Xu, Bekedam, & Tang, 2013). The protection effect from improved 

insurance benefit package may be offset by the escalating health service expenditures (X. 

Liu, Sun, Zhao, & Meng, 2016), especially for the rural population.  
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9 Conclusion and experience learned 
In the past 20 years, China and Vietnam have made great progress in moving 

toward UHC through the development of health insurance. Commonalities and 

differences regarding the policy design, financing trends, the influence on health service 

use, and the influence on financial protection have been found in this research. 

The strategy adopted in China has focus on providing the benefit package for 

just inpatient cost to the general population. It has incurred a large increase in inpatient 

service use. However, the protection from increased insurance reimbursement has been 

largely offset by the increased health expenditure. Thus, it fails to provide extra financial 

protection for the vulnerable groups before 2009. However, another strategy was 

adopted in Vietnam. With a universal benefit package, health insurance in Vietnam 

provides a well-rounded coverage for all insurance groups. With the high government 

subsidy, vulnerable groups have all achieved a high population coverage rate, and 

decreased disparities in financial risks could be found. After comparing these two 

strategies, many important experiences could be shared with other developing countries 

as models for strengthening their health system.  

Frist, the political will of the government is essential for pushing the health 

insurance reform forward. Although a substantial change to the economic environment 

was the trigger of health insurance reform in China and Vietnam, both the Chinese and 

Vietnamese governments have been constantly issuing new insurance policies. In China, 
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the introduction of NCMS, URBMI, and the health system reform in 2009 all required 

huge political momentum to involve different government departments. The 

Vietnamese government has made an important step in insurance legislation. The Law 

on health insurance along with its revision has provided an important legal base for 

developing and implementing health insurance policies.  

Second, the financial input also plays a critical role in developing the health 

insurance. Government subsidy for the insurance premium of the informal sector is a 

common approach that has been adopted. The successful coverage of NCMS and 

URBMI in a relatively short time and the high coverage rate of the vulnerable groups in 

Vietnam are both successful cases. This approach requires stable government financial 

input. Both China and Vietnam chose to shift the budget from the subsidization of 

service providers to the subsidization of health insurance.  

Third, the treatment seeking behaviors can be largely influenced by the service 

package design. In China, the focus on inpatient service of health insurance may have 

led to the increasing use of inpatient services. However, it is not economic to treat 

patients at such a late stage. People may also be lured to use more health services than 

actually needed. The service package has to be designed carefully to gain better health 

outcomes instead of covering higher health expenditure.  

Fourth, the health insurance policy has to be designed with an equity base. There 

is a rising concern about the equity issue in China. Many disparities still exist in the poor 
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and better-off. Though the pro-poor design of the health insurance in Vietnam has led to 

the decreased disparity in the CHE rate, the poor and near poor are still be 

disproportionately affected by the IHE. Other countries have to pay close attention to 

designing the coverage for the vulnerable groups.  
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Appendix A 
Interview guidelines for the UHC researchers in Vietnam  

General questions: 

1. What are the different stages in the development of the health insurance in Vietnam? 

What are the key policies in those stages?  

2. The coverage of health service in Vietnam is always being described as "wide scope". 

What’s your thoughts about this? Do people always have access to the services and 

drugs that covered by the insurance? What’s the problems of this ‘wide scope’?  

3. Why there are so many different insurance groups in Vietnam? Why not combine the 

different groups? What's the pros and cons of this design? 

4. Why there are still 20-30% of people uncovered? What's the impediments?  

Questions on specific policy:  

1. Why the government allows the partial user fee exemption and start to pilot the 

insurance in 1990s? What is the background?  

2. Why the government chose to provide the poor people with insurance that fully 

subsidized in late 90s (Decree 95) while not providing financial support until 2002 

(Decree 139)? what are the back ground of these two policies? 

3. The Decree No.58 unified all the insurance fund into a national fund, how it is 

implemented? how does it affect the insurance?  
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4. The roadmap to achieve the universal health insurance was raised in 2005 with a 

goal to achieve the universal insurance in 2010. Why it failed to meet the goal? 

What’s the challenges?  

5. Why the government issues the law on health insurance in 2008? What is the 

background of this law?  

6. The law 46 and decree 105 entitles those who under covered a different 

reimbursement rate for different level of providers, how this law implemented? Why 

changes the rate and give more flexibility for the people? 

Ending question: 

What do you think of the development of health insurance in Vietnam? what are the 

success and lessons from the development of Vietnam health insurance? 
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Appendix B 
Interview guideline for the policy makers in Vietnam  

General questions:  

1. Why there are so many different insurance groups? Why not combine the different 

groups? What's the pros and cons of this design? 

2. The premium of the insurance keeps increasing in the past few years. Does it affect 

people's willing to join the insurance? Does it give any pressure on the government 

finance?  

3. Why there are still 20-30% of people uncovered? What's the impediments?  

Questions on specific policy:  

1. Why the government allows the partial user fee exemption and start to pilot the 

insurance in 1990s? What is the background?  

2. Why the government chose to provide the poor people with insurance that fully 

subsidized in late 90s (Decree 95) while not providing financial support until 2002 

(Decree 139)? what are the back ground of these two policies? 

3. The roadmap to achieve the universal health insurance was raised in 2005 with a 

goal to achieve the universal insurance in 2010. Why it failed to meet the goal? 

What’s the challenges?  

4. Why the government issues the law on health insurance in 2008? What is the 

background of this law?  
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5. The amendment to law on health insurance requires a basic health service package 

paid by health insurance to be provided by 2018. How it is implemented? What kind 

of service are covered? How does the package affect the coverage of insurance?  

6. The Decision No.5380 and Decision No.488 require the reform on the provider’s 

payment. How it is implemented? What are the challenges to change the payment 

mechanism? 

7. The Decision No. 14 revised the Decision 139 on health care for the poor and include 

patients with severe disease to have special assistance with food, transport cost and 

co-payments. Does it give these patients a better financial or service coverage? How 

it is implemented? How many people are benefited from this policy? 

8. The law 46 and decree 105 entitles those who under covered a different 

reimbursement rate for receiving service in different level of provider. How this law 

is implemented? Why changes the rate and give more flexibility for the people later? 

9. Given the high reimbursement rate and wide scope of the insurance what are the 

main factors for the out-of-pocket expenditure?  

Ending question: 

What do you think of the development of health insurance in Vietnam? what are 

the success and lessons from the development of Vietnam health insurance? 
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Appendix C 
Interview guideline for the insurance managers in Vietnam 

1. How is the financial status of the insurance fund? Does it experience deficit in the 

past few years? What would the government do if there is a deficit?  

2. Decree No.62 states that the capitation payment should be applied to primary health 

care facilities. How does it implement? Any challenges or problems?  

3. The amendment on health law asks everyone to be enrolled in the insurance schemes 

compulsorily. How it affects the enrollment? What measures have been taken?  

4. The amendment on health insurance law requires all the citizens to be enrolled 

compulsorily and use household as a unit, how does it implement? What’s the 

challenges?  

5. The Decision No. 797 entitles the near poor to have insurance with 70% of the 

premium subsided. Does it help to include more near poor population?  

6. What are the challenges to expand the population coverage? 

7. The law 46 and decree 105 entitle those who under covered a different 

reimbursement rate for receiving treatment at different level of providers, how these 

laws implemented?  

8. What do you think are the causes of high out-of-pocket expenditure? 

9. How the basic health service package is implemented?  
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10. The Decision No. 14 revises the Decision 139 on health care for the poor and include 

patients with severe disease to have special assistance with food, transport cost and 

co-payments. Does it give these patients a better financial or service coverage? How 

it is implemented? How many people are benefited from this policy? 

Ending question: 

What do you think of the development of health insurance in Vietnam? what are 

the success and lessons? 
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Appendix D 
Interview guideline for UHC in Zhenjiang  

1. 镇江市现在的两大医保是如何统筹管理的？基金的运行情况怎么样？ 

2. 镇江市的整体保障水平和江苏省的其它城市或地区比大概是什么水平？ 

3. 镇江市的职工医保，新农合和城镇居民保险的历史大概是怎么样的？经历过哪些重

要革？在不同阶段有什么特点？ 

4. 09年开始国家要求开展门诊统筹，镇江市的开展情况如何？有哪些服务是覆盖

的？近几年有什么调整？  

5. 12年开始国家推广大病医保，镇江市的开展情况如何？有没有遇到什么困难？ 

6. 从支付方式的改革上看，镇江市或下设县的支付方式政策有过哪些改革变化和调

整？遇到过什么困难？ 

7. 镇江新农合和城镇居民保险合并是什么时候开始的？有没有遇到什么困难？如何解

决的？ 

8. 基层医疗机构的运行情况如何？服务质量和使用率如何？有哪些强基层的政策？是

否有效？家庭医生的签约和使用情况如何？ 

9. 从历史上看，有哪些较为成功的政策或改革？哪些失败了？什么是主要的影响因

素？ 

10. 镇江市现在的医保制度从政策上和实施上看主要存在哪些不足？ 
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Appendix E 
Interview guideline for UHC in Hubei 

城乡居民保险整合 

1. 湖北省的城乡居民保险整合情况如何？有多少地区已经整合完毕，有多少正在整合？ 

2. 从文献中得知，湖北省 2008年就开始在鄂州，黄石，襄阳等地开始试点整合城乡基本

医疗保险。为什么开始的这么早？过程是怎么样的？ 

3. 整合对提高医保待遇有多大影响？ 

4. 对基金运行有影响么？ 

报销目录和比例 

1. 省级目录的调整方式是什么（15%的范围内）？纳入和剔除药物的主要考虑是什么？

对于最近国家谈判的 36种药物，湖北省的报销方案是什么？ 

2. 城乡居民保险和职工医疗保险采用的是同样的目录（《湖北省基本医疗保险、工伤保

险和生育保险药品目录》、《湖北省基本医疗保险、生育保险诊疗项目、医疗服务设

施范围和支付标准目录》）各地实际情况在执行中报销的范围是一样的么？如果有差

别，主要是在哪里？如何规定的？ 

3. 就报销政策而言，居民和职工的报销政策最近 10年全省做过哪些调整？比如门诊慢

病，大病补偿 

4. 2013年左右就提出政策范围内的报销比例要达到 75%，实际补偿比例 60%，那么最近

几年的报销情况如何？政策内和实际报销比例能达到多少？职工和居民之间的差异大

概是多少？ 
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医保的使用 

1. 各地门诊慢病包含的数量和种类不太一样，当地的门诊慢病政策是怎么样的？门诊慢

病的政策各地是如何制定的？大概占基金支出的多少？ 

2. 当地的人均医保支出大概是多少？次均门诊和住院费用？ 

3. 上年的门诊使用率和住院率是多少？最近几年是否持续增长？其中有多少是在基层发

生的？ 

4. 大病保险是如何和保险公司合作的？收支情况如何？ 
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