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Abstract China’s rural health care system has undergone major changes since the early 1980s, when the country
began privatising rural health services. Following fiscal devolution, the rural primary health service was transformed
into a fee-for-service system, dependent on the availability of local resources. This article reports some of the results
of a study undertaken in 1994–96 to examine the impact of privatization on financing, provision and use of repro-
ductive health services by women in two rural counties in Yunnan Province, China. The most common self-reported
symptoms of reproductive morbidity were abnormal vaginal discharge and vaginal tears during home delivery, which
went mostly untreated. Hospital-based delivery and use of antenatal care was very low, adversely affected by costs
and perceived low quality. Service quality was affected by low investment in training, maintenance and supervision
of workers. Most of the burden for maternal and child health care fell on local health workers, yet resources for these
services had declined from 1985 to 1995. Only support for family planning services, which were funded and provided
separately, had increased. Rural women’s reproductive health needs were inadequately attended to by rural health
services following reforms. Our data has helped to increase attention to those needs within planned reform efforts.
� 2002 Reproductive Health Matters. Published by Elsevier Science Ltd. All rights reserved.
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M
ANY countries worldwide are undergoing
structural adjustment programmes in
which public health systems are being re-

formed and privatised, in some cases encouraged
and catalyzed by international donors and multi-
lateral institutions [1]. A driving force has been
pressure on government budgets, often exacerbated
or caused by the pressure of international debt
repayments. Other countries are undergoing self-
imposed fiscal devolution and privatization of
health service delivery. While the causes of health
sector reform in countries may differ, the manifesta-
tions are very much the same: fiscal devolution and
decreasing state subsidy for public sector health ser-
vices, decentralization of budgets and decision-
making, efforts at cost recovery and more reliance
on fees-for-service. The role of the public and pri-

vate sectors are also changing as increasing numbers
of people seek health care from private sources.

Prior to 1980 all health services in China, includ-
ing family planning, were the responsibility of the
Ministry of Health and its network of health bureaus
and institutions at provincial, county, township and
village levels. Although not driven by external
forces, China’s health system has undergone a
major transformation since the era of community-
based primary health care in the 1960s–70s, sym-
bolized by the barefoot doctor and touted as a
model in the 1978 Alma Ata Conference (whose slo-
gan was ‘‘Health for All by the Year 2000’’).

China’s rural health system has lost much of its
guaranteed public funding, with little left of its
earlier public health orientation [2]. Over 70% of
China’s population resides in rural areas. Prior to
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1978, public health services were paid for by a rural
health insurance system called the Cooperative
Medical Scheme (CMS) and delivered through a
three-tiered system at county, township and village
level. The CMS covered 90% of the rural population
in 1976 [3], and was funded by a combination of
subsidies from higher levels, commune welfare
funds generated from yearly mandatory contribu-
tions by the population (0.5–2% of annual income),
and small co-payments at the point of service. CMS
funds were managed locally by the village and
township.

When rural economic reforms were introduced in
1978, collective funds used to support the CMS all
but disappeared, especially in poorer areas. By the
late 1990s, only about 12% of the rural population
were still covered by the CMS [4]. It was replaced
by a fee-for-service system, with people paying for
medical care out-of-pocket. Doctors at the village
level now operate entirely as private practitioners
for fees and township hospital doctors supplement
their public salaries through private practice.

At the same time, fiscal decentralization severely
limited financial subsidies for social services, in-
cluding health care [4]. Prior to the 1980s the central
government had used surpluses from state enter-
prises as revenue to fund these services. In the
economic reforms beginning in the late 1970s,
state-owned enterprises were allowed to keep some
of their profits and these revenues declined. Central
government revenues dropped from 36% to 14.2%
of GDP between 1978 and 1999 [2]. Local officials
gained the power to set health budgets but had to
rely on locally collected taxes to finance services
and meet recurrent costs. The problem of dealing
with financial constraints in poor areas was thus
transferred to lower levels of government. Some
better-off areas established non-agricultural rural
enterprises which have been able to generate surplus
funds to finance the provision of public services, but
this is not the norm. Wherever resources are tight,
health spending has become a low priority.

Thus, the burden of financing health services has
shifted to local areas and onto individuals. There
have been a number of adverse effects of these
changes, especially in poor areas. The limited health
budget available is used mainly to subsidize salaries
of staff at the county and township levels, with little
or nothing left to fund services. Lack of funds has
resulted in salaries being only partially subsidized
for these workers, who must earn the balance of
their wages from client fees for curative care and

sales of drugs. Critical management responsibilities
such as supervision, monitoring and in-service
training are supported inconsistently by higher
levels. Preventive services such as health education
have decreased relative to curative care as local
doctors at village level earn their income from fees
and the sale of drugs. Some extra budgetary funds
may come from higher levels to fund specific pro-
grammes, such as immunization campaigns, or for
major capital costs. Quality of services at lower
levels, however, varies widely depending on availa-
bility of funds.

Only family planning among preventive services
has fared differently. Since the early 1980s, provi-
sion of contraception has been through family
planning service stations, under the direction of
the State Family Planning Commission and its net-
work at provincial, county, township and village
levels [5]. Family planning has been a national pri-
ority since the 1970s, and generously funded, espe-
cially since 1980 when the one-child policy began.
(This policy restricts urban residents to one child
and most rural couples to two, although ethnic mi-
norities are allowed more.) Because family planning
is mandated by the national government, services
must be fully subsidized. Local governments are re-
quired to fund free contraceptive services (mainly
for IUDs, sterilization and abortion), and poor coun-
ties receive financial support from provincial level
if needed. The withdrawal of family planning fund-
ing from the mainstream public health system,
however, removed a guaranteed funding stream
which helped to subsidize related services, such as
obstetric and gynaecological care and follow-up
for problems with contraceptives.

Reproductive health problems affect nearly
every Chinese family and require a broad range of
both preventive and curative services, mainly for
women. In an attempt to better understand how
privatization and other changes in financing have
affected rural Chinese women’s utilization of re-
productive health services, we conducted a study
in rural counties of Yunnan Province in 1994–96.
We hypothesized that the introduction of fees for
reproductive health services would lower utilization
of these services and result in poorer health out-
comes, especially in poorer areas.

Methodology

The data in this paper were drawn from a larger
study conducted in Yunnan Province in southwest
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China. The province as a whole is relatively poor
and below the national average. Only Tibet and
Guizhou have a lower average [6]. The province
borders Burma, Laos and Vietnam, and the moun-
tainous terrain complicates the extension of health
services to the rural poor. By the end of 1991, 71%
of counties in Yunnan had shifted to a full fee-for-
service health financing mechanism.

There are some 10–20 townships per county in
Yunnan. The data and results presented here focus
on three townships. The poorest, both in Shuangbei
County, were Ejia Township, with a per capita in-
come of around 325 yuan (US$1¼ 8.25 yuan) and
Dazhuang Township, with a per capita income of
340 yuan in 1995. Pubei Township in Yimen
County was the better-off of the three, with a per
capita income of around 905 yuan in 1995. The dis-
tance from the county centre, where the county
hospital and reasonable medical care are to be
found, is 176 kms from Ejia, 31 kms from Dazhuang
and 8 kms from Pubei.

The study utilized questionnaire surveys with
1,766 women of reproductive age, about 600 per
township, representing 10.3%, 10.8% and 16.6%
of married, reproductive age women in Ejia, Dazhu-
ang and Pubei respectively. Among the surveyed
women, 545, 423 and 550 in the three townships
had given birth in the last eight years. Although
eight years was considered too long a period for ac-
curate recall of maternity events, given China’s low
birth rate, this was the minimum amount of time
needed to obtain a reasonable sample of women
who had given birth. Within the survey townships,
stratified cluster sampling was used to select survey
villages. Within these villages, all women who gave
birth in the last eight years and some other repro-
ductive age women were interviewed using a stan-
dard, pre-tested questionnaire. The questionnaire
obtained information on symptoms of reproductive
morbidity, service utilization, and constraints to
utilization. Morbidity was measured using a de-
tailed symptom list that corresponded to symptoms
of serious problems of pregnancy, delivery, the
postpartum period, contraceptive use and RTIs.
These included abnormal vaginal discharge, vulval
itch or burning, abnormal bleeding – e.g. during
pregnancy or more than two weeks postpartum –
abdominal pain, pain during intercourse, fever,
and others. While imperfect as a method of measur-
ing morbidity, since symptoms do not always cor-
respond to actual illness (especially for RTIs), they
indicate whether women sought care for symptoms

that should be seen by a doctor. Interviews were
conducted by women teachers and second-year
medical students from Kunming Medical College
specializing in maternal and child health, who were
intensively trained by the research team in gender-
sensitive methods of interviewing and role-play.
The estimated response rate was over 80%. Data
were entered and cleaned by the students who con-
ducted the interviews. SPSS software was used for
the analysis and a significance level of 0.05% was
used for all analyses, including stepwise regression.

Three additional questionnaires were used to col-
lect community-level financial and other data for
the villages, townships and counties studied, to in-
terview all health providers providing reproduc-
tive health services to the women surveyed, and
to gather budget and financial information from
all health facilities serving the women sampled.
Community-level data were gathered on trends in
maternal mortality and infant mortality, per capita
income, health budgets, and financing of reproduc-
tive health services, especially family planning
versus maternal and child health (MCH) services.
Budgets and records of accounts were examined
and interviews conducted with local health officials
and health institution managers and providers to
obtain information on resource flows, time alloca-
tion, criteria for budget setting, and clinical data
on visits for different reproductive health problems.

Quantitative data were supplemented with infor-
mation obtained through informal interviews with
rural women, rural doctors and health personnel
in village, township and county level institutions.
Participatory rural appraisal (PRA) activities [7]
were carried out over six days in four villages of
Dazhuang Township by a team consisting of two
teachers (one of the authors, who teaches at Kun-
ming Medical College, and one from Yunnan Insti-
tute of Nationalities) and six social work students.
Four men and 34 women villagers participated in
mapping, oral histories, ranking, group interviews
and individual interviews on pregnancy and deliv-
ery experiences. These PRA activities gathered fur-
ther information on reproductive health beliefs and
behaviours and barriers to service utilization, both
actual and perceived. A complete description of
the methodologies used in this study and the larger
study from which this article is drawn can be found
in previous publications [8,9].

This paper reports on the most common symp-
toms of reproductive morbidity reported by the
women surveyed, whether they sought care for these,
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and whether or not they utilised antenatal care or
delivery with a trained attendant. It also analyses
the impact of changes in health financing and fiscal
devolution on local expenditure on family planning
vs. maternal and child health servicess and training
and maintenance of local health service providers.

Symptoms of reproductive morbidity and
health care seeking

Figures 1 and 2 present survey data on women’s
self-reported symptoms of reproductive morbidity
in the three townships and the extent of health care
seeking for these symptoms. These data show a
striking gap between reported symptoms and the
likelihood of seeking medical help.

Morbidity reported from common reproductive
health problems was substantial among women
from all three townships while health care seeking
for problems was low, especially in the poorest
township, Ejia. Many women experienced symp-
toms during pregnancy such as headache and
swelling, possible signs of hypertension of preg-
nancy (the third most important cause of maternal
mortality in rural China) [10]; only one-third of
women in Ejia sought care compared to two-thirds
of women in Pubei, the best-off township, closest to
county level facilities. The highest reported morbid-
ity in the previous six months was from abnormal
vaginal discharge, suggestive of RTI, followed by

vaginal tearing during delivery, and problems fol-
lowing IUD insertion or abortion (data not shown).
Low rates of delivery attended by a trained atten-
dant contributed to vaginal tears, and few women
(9%) had vaginal tears repaired.

Few women sought diagnosis or treatment for
RTIs either. Few village and township-level facili-
ties were equipped to diagnose and treat RTIs, and
health providers were not well trained to do so
either. In all three townships surveyed, only three
of the 57 village clinics had speculums. Docu-
mented rates of RTIs among rural women in
Yunnan are as high as 50%, including a rate of can-
dida of about 20%, trichomonas 16.2% bacterial
vaginosis 14.7%, chlamydia 5.5% and gonorrhoea
about 0.5% [11], yet most women with symptoms
in our study were never seen by the health system.
Male rural doctors expressed their unwillingness to
do this work, and local women expressed embar-
rassment and reluctance to see a male doctor for
such problems.

Antenatal and delivery care with a trained
birth attendant

Table 1 shows rates of hospital-based and
‘‘modern’’ delivery (at home attended by a trained
attendant with sterilized equipment) for the
three townships. In the poorest and most remote

Figure 2. Women’s health seeking for reproductive
health morbidity, 1995a.

a For morbidity during pregnancy, n ¼ 815; for delivery n ¼ 683;

for postpartum n ¼ 773; for morbidity in the last six months,

n ¼ 1248.

Figure 1. Women’s self-reported reproductive
morbidity (at least one symptom), 1995a.

a For morbidity during pregnancy, delivery and postpartum,

n ¼ 1518; for morbidity in the last six months, n ¼ 1766.
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township, Ejia, less than 6% of women had an in-
hospital delivery and modern delivery rates were
less than 12%. All other deliveries took place at
home attended by a relative or friend. This was
due not only to proximity to a facility but also to
cost. In Shuangbei County, delivery in a township
hospital cost approximately 200 yuan in 1995, an
amount beyond the financial capacity of the vast
majority of families. Qualitative interviews with
local women in Dazhuang Township revealed that
they perceived the quality of local services to be
poor, and the skills of village birth attendants to
be inadequate. If they could afford to do so, they
would have gone to the township or county hospital
for delivery, but as they could not, they delivered at
home, usually attended by friends or family.

Table 2 shows women’s reported reasons for not
seeking antenatal care. The two leading reasons

(over 70% of women surveyed) were ‘‘didn’t think
it was necessary’’ and ‘‘didn’t know I should have’’.
The use of antenatal care and attended delivery for
second and subsequent births was especially low
due to traditional beliefs that second births are eas-
ier than first ones and that no antenatal care is re-
quired, a belief uncorrected by health education.
Health workers have little incentive and no support
for spending their time on health education or other
preventive health activities in these townships. In
Ejia, only 2.5% of second births occurred in hospi-
tal. In all townships, local family planning regula-
tions allow second births, so this was not a likely
reason for low use of antenatal and delivery ser-
vices for second births.

Table 1. Service utilization for delivery, 1988–95, ( n = 1518)

Ejia
(n = 545)

Dazhuang
(n = 423)

Pubei
(n = 550)

X2

No. % No. % No. % p< 0:01

Delivery
in hospital

28 5.1 56 13.2 234 42.6 252.36

Modern
delivery
at homea

64 11.7 44 10.4 105 19.1 18.66

a Modern delivery: woman is lying down for delivery and the hands
of birth attendant, tools, vulva of woman and umbilical cord are
sterilized.

Table 2. Reasons women gave for not having any antenatal
care, 1995, (n = 423)

Reasons Ejia
(n = 304)

Dazhuang
(n = 74)

Pubei
(n = 45)

No. % No. % No. %

Didn’t think
it necessary

148 48.7 49 66.2 29 64.4

Didn’t know
should have

81 26.6 7 9.5 4 8.9

Far away 16 5.3 6 8.1 4 8.9
Too busy 17 5.6 8 10.8 7 15.6
Too expensive 5 1.6 0 0.0 0 0.0
Shy 21 6.9 2 2.7 0 0.0
Other 16 5.3 2 2.7 1 2.2
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Impact of health financing on family planning
vs. MCH services

Many of the problems described above are di-
rectly related to shortages of funds for local health
services. In contrast, local funds for family plan-
ning services were widely available. While the
MCH budget of local health bureaus has remained
fairly constant in the last decade, it has actually
been decreasing in real terms because of inflation,
while the family planning budget has increased.
Table 3 presents data on trends in family planning
and MCH expenditures and Table 4 income from
user fees for these services from 1985 to 1995 in
Ejia and Dazhuang. Amounts were calculated by
taking the total expenditure divided by the total
number of married women of reproductive age in
the two townships for each year.

The MCH system has been losing ground and an
increasing burden of health expenditure has fallen
on pregnant women and local government. After
deflation, total government MCH expenditures per
married woman in Ejia and Dazhuang were 0.66
yuan and 1.05 yuan in 1995, down from 1.59 yuan
and 1.74 yuan respectively in 1985. Family plan-
ning expenditure per married woman, in compari-
son, was 22.22 yuan and 32.28 yuan in 1995, up
significantly from 10 yuan and 13.74 yuan respec-
tively in 1985. User fees accounted for 51% and
54% of all MCH expenditure in 1995 compared to
32% and 38% in 1985. In contrast, user fees ac-
counted for 22% and 25% of family planning ex-
penditure in 1995, up from 10% and 11% in 1985.

A comparison of trends in government and ser-
vice user burden for MCH and family planning
shows that county government budgets for family
planning were from two to ten times higher than

for MCH, and the annual increase for family plan-
ning consistently higher from 1990–95. In the two
counties where our survey was carried out, the
MCH budget in 1995 was 188,000 yuan in Shuang-
bai and 490,000 yuan in Yimen, compared to an FP
budget of 1,380,000 yuan in Shuangbai and 798,000
yuan in Yimen. The annual increase in the MCH
budget between 1990 and 1995 was minus 1.2% in
Shuangbai after deflation compared to 8.9% for
family planning, and in Yimen was minus 6.6%
for MCH compared to 1.6% for family planning.

Although family planning was better funded,
much of the real burden of reproductive health
work fell within the mandate of the MCH worker
at the local level: antenatal care, health education,
delivery, postnatal checkups, immunizations for in-
fants, statistics gathering and reporting for the rou-
tine MCH management information system, and
frequently follow-up for problems of contraception.
In theory routine screening for RTIs was included,
though not in practice. In contrast, the family plan-
ning worker’s main tasks were the provision of con-
traception, statistics gathering and reporting, and
contraceptive promotion. This disproportionate bal-
ance of work compared to financing was a funda-
mental obstacle to the improvement of the quality
and reach of basic reproductive health services for
rural women in Yunnan.

The MCH system has operated on a fairly fixed
(but actually declining if inflation is taken into ac-
count) budget for the last several decades. Staff
salary subsidies, especially at county and township
level, took up a disproportionate share of limited
resources for MCH. At the County MCH Hospital,
government funding accounted for 37–45% of total
revenue, with most of this amount going to salaries
for the MCH clinic doctors. Yet bed occupancy rates

Table 3. Family planning and MCH expenditures
per married woman, Dazhuang and Ejia Townships,
Shuangbei County, 1985–95a

Year

Dazhuang Ejia

FP MCH FP MCH

1985 13.74 1.74 10.00 1.59
1987 14.19 1.77 22.30 1.27
1989 15.09 1.11 12.03 0.84
1991 26.58 1.48 20.88 1.07
1993 31.25 1.02 22.25 0.82
1995 32.28 1.05 22.22 0.66
a Cost in yuan, deflated to 1985 levels.

Table 4. Percentage of FP and MCH expenditure
generated from user fees, Dazhuang and Ejia
Townships, Shuangbai County, 1985–95a

Year

Dazhuang Ejia

FP MCH FP MCH

1985 12.6 37.8 9.6 31.9
1987 13.8 43.3 28.3 32.5
1989 20.9 44.2 17.0 41.1
1991 25.8 53.8 19.7 51.8
1993 26.2 59.2 24.1 50.5
1995 25.2 54.6 22.0 51.3
a Cost in yuan, deflated by overall consumer price index.
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for deliveries at the hospital MCH clinic were only
13% in Shuangbai and 10% in Yimen, while the
outpatient work of MCH clinic staff was mainly
for county town residents. Funds for village-level
preventive MCH work and salaries had to be gener-
ated from user fees.

As more fiscal responsibility for health service
provision devolved to local government, poor
counties were increasingly unable to provide ade-
quate subsidy to workers, maintain health facilities
and equipment or provide in-service training to
health workers. Length of training for lower-level
health workers is low (68% of rural doctors reported
having six months or less of training) and supervi-
sion by higher levels is lacking (only 43% of town-
ship-level providers reported being supervised by
county level personnel). Only 19 out of 26 township
health centre doctors reported that they supervised
village level workers. They themselves were super-
vised even less: only 8 out of 40 county hospital-
based MCH doctors and 26 out of 48 county MCH
centre doctors reported supervising township level
health personnel. This has contributed to deteriorat-
ing quality of rural delivery services.

In 1995, most local women in Ejia and Dazhuang
were unwilling to pay the 15 yuan charge for a
home delivery attended by a trained birth attendant
(plus extra costs for medicines). Yet a hospital de-
livery in those townships cost 200 yuan in that
same year. These fees have escalated to 30 yuan
at village level, 250 yuan at township level and
600–800 yuan at county level institutions for a
normal delivery in 2002.

Thus, lack of resources on the part of both town-
ship and village health services and lack of suffi-
cient income to pay user fees and other charges
on the part of individual women were the major de-
terminants of deteriorating quality of care and
low utilization of reproductive health services by
women at township and village level.

Discussion

In rural China, illness has a close correlation
with poverty. Not only has the cost of medical ser-
vices been shown to be a major factor influencing
hospital utilization by the poor, but medical costs
contribute to households falling into poverty. A
1995 survey of 60 poor families in another rural
area of China cited major medical expenses as the
most important cause of poverty [12]. A 1998 sur-
vey of health conditions in 30 impoverished coun-

ties throughout China, conducted by the Ministry of
Health, found 23% of rural households citing illness
as the main reason for poverty, second only to in-
sufficient labour power (25.7%). Cost was affecting
hospital utilization for all illnesses, not just deliver-
ies, and 65.3% of respondents cited economic hard-
ship as the reason for not staying in hospital [13]. A
1993–94 survey in three poor counties in Guangxi,
Shanxi and Guizhou Provinces found that 45% did
not receive hospital care when it was needed (com-
pared to 9% in rich counties), of whom 63% said the
reason was cost [14].

Our study paints a picture of a rural health sys-
tem in crisis, where health-seeking among women
for all reproductive health problems was very low.
While basic reproductive health services in the
two counties existed to some degree, the health sys-
tem was being pushed by market forces and the first
two decades of health sector reforms in directions
detrimental to women’s health. The devolution of
fiscal responsibility to lower levels of government
and to service users placed an increasing burden
on local governments to guarantee basic services.
Because China’s population growth reduction goals
are prioritized over health goals, the separation of
health and family planning services in the 1980s,
just as health services began to privatize, siphoned
off limited local resources in poor areas from essen-
tial primary health care delivery. The separation of
family planning from MCH and other reproductive
health services appears to have been detrimental
to women’s reproductive health. Urgent action is
needed to mitigate the worst effects of these
changes on poor rural women in communities
where local governments do not have adequate re-
sources and where women’s health needs are a low
priority in the allocation of household resources.

The findings from this study were brought to the
attention of a wide audience of health researchers
and government officials involved in policymaking
for China’s rural health reform programme in 1997
in a special issue of China’s premier public health
journal, Chinese Primary Health Care [9]. Recom-
mendations included that the rural health services
better respond to reproductive morbidity, especially
symptoms of RTIs and the lack of utilization of
delivery care; reconcile the imbalance in funding
for MCH and family planning to better correspond
to the workloads of rural health workers; spend
more of the county MCH budget on supporting
township- and village-level subsidies and training
and supervision of health workers at those levels;
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and subsidize salaries of township and village level
workers to provide more health education and other
preventive care to rural women. Furthermore, there
is a crucial need for more women doctors with
appropriate training to provide services for RTIs
to rural women in Yunnan.

In 1997, China’s Ministry of Health with support
from the World Bank and the Department for Inter-
national Development UK began a national rural
health reform demonstration project entitled ‘‘Re-
form of the Basic Health Services in China’’. The
project, in seven provinces in China (though not
Yunnan), aims to reform the financing, training,
supervision, management, equipment and clinical
service provision of China’s rural primary health
care system. A companion project, the ‘‘Reproduc-
tive Health Improvement Project (RHIP)’’, initiated
in 1998 and formulated within the framework of the
larger project, aims to incorporate basic reproduc-
tive health services into a revitalized primary health
care system in poor areas. Promotion and provision
of safe delivery services and prevention and treat-
ment of RTIs, as well as husband involvement in
both services, were identified as key priorities, fol-
lowing upon the findings and recommendations
from our research, and baseline surveys and PRA

studies undertaken early in the RHIP project. These
problems had not previously been identified by na-
tional experts for the larger project. The results of
the baseline surveys and PRA studies in the four
RHIP counties were also published as a special issue
of Chinese Primary Health Care [15] and reached a
wide audience of health planners. It is our hope
that these developments signal belated attention
to women’s reproductive health in the health sector
reform process in rural China.
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R�eesum�ee
Le syst�eeme de sant�ee en Chine rurale s’est pro-

fond�eement transform�ee quand le pays a commenc�ee
�aa privatiser les soins de sant�ee primaires au d�eebut
des ann�eees 80. Apr�ees la d�eecentralisation fiscale,
ces services sont devenus payants, d�eependant donc
des ressources locales. En 1994–95, une �eetude a
examin�ee l’impact de la privatisation sur le finance-
ment, l’offre et l’utilisation des services de sant�ee
g�een�eesique par les femmes dans deux comt�ees du
Yunnan. Les femmes se plaignaient le plus
fr�eequemment de pertes vaginales anormales et de
d�eechirures pendant les accouchements �aa domicile,
qui ne recevaient g�een�eeralement pas de traitement.
Les femmes recouraient rarement aux soins pr�eena-
tals et aux accouchements en milieu hospitalier,
on�eereux et de qualit�ee jug�eee m�eediocre. La faiblesse
des investissements dans la formation, l’entretien
et la supervision du personnel abaissait la qualit�ee
des services. Les agents de sant�ee assumaient l’essen-
tiel des soins de sant�ee maternelle et infantile, pour-
tant les ressources allou�eees �aa ces services avaient
d�eeclin�ee de 1985 �aa 1995. Seul le soutien aux services
de planification familiale, financ�ees et dispens�ees
s�eepar�eement, a augment�ee. Apr�ees les r�eeformes, les ser-
vices de sant�ee r�eepondaient mal aux besoins en sant�ee
g�een�eesique des rurales. L’�eetude a attir�ee l’attention sur
ces besoins dans le cadre d’efforts planifi�ees de
r�eeforme.

Resumen
El sistema de la salud rural en China ha cambia-

do desde los a~nnos 80 cuando se comenz�oo a priva-
tizar los servicios de salud rural. Este art�ııculo
presenta algunos resultados de un estudio realizado
en 1994–95 acerca del impacto que tuviera la priva-
tizaci�oon sobre el financiamiento, prestaci�oon y uso
de los servicios de la salud reproductiva para mu-
jeres en dos condados rurales en la Provincia de
Yunnan, China. El uso de los servicios de atenci�oon
antenatal y de parto hospitalario era muy bajo de-
bido a sus costos y una percepci�oon negativa de su
calidad que estaba afectada por la baja inversi�oon
en la capacitaci�oon, mantenci�oon y supervisi�oon de
los trabajadores. Aunque la mayor parte de la carga
de atenci�oon en salud materno-infantil reca�ııa en los
trabajadores de salud locales, entre 1985 y 1995 se
disminuyeron los recursos asignados a dichos servi-
cios. �UUnicamente el apoyo a los servicios de plani-
ficaci�oon familiar, los cuales eran financiados y
prestados aparte, fue incrementado. Despu�ees de las
reformas, las necesidades de las mujeres rurales en
cuanto a la salud reproductiva no recib�ııan una
atenci�oon adecuada de los servicios de salud rural.
Nuestros datos han ayudado a aumentar la atenci�oon
a dichas necesidades dentro del contexto de las
reformas.
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