
WORKIlOC P m  NO. 211 

Financing Healthcare in the People% 

Republio af China t 

Implioatione of &me Reoent Development8 

Centre for Drrpelopent S 

rnloar, Trivandnrm - 



Introduction 

The great s t r ides  made by China in the f i e l d  of h e a t h  since 

Liberation. '(1 949) axe by' now widely acknowledged. By t3e early ei&ties, 

the i d a n t  mortality r a t e  (45 per 1000 l i v e  ?&the ) and crude death rate 

(7 per 1000) have reached probably the lowest anon9 all developing countries; 

the l i f e  expectancy at birth (70 years) 13 f&ly close to  t h a t  in h%@ 

inaonhe industrial market economies. These achievements ehouZ6 appem more 

impressive when viewed i n  juxtaposition with Ckiinats low level of eoonamic 

dwelopment, w i t h  a per capita GiV of barley 8 300. Control of in fec t i  aua 

disaaaea by laying greater accent on preventive measures (w= agaiqet four 

pests) thm& oonnm;mity participation (patriotic health cnmpaiepe), erten- 

diag the m d i c a 3  care f acUi t i e s  through a multi-tiere& delivery network 

(2- production b r j p d e  health cent'ree through coppauze c l M c s  t o  county and 

prwincial hospitals) and &option of appropriate t ethnology (barefoot doctom, 

integmting the Western and Ckinese t r a d i t i o w  medicine or  "walking on two 

legln) are examples of the major innwations Lntrod~ced in the health policy 

whiah yielded m h  inpressive reszzlts. 

Rowever, some recent trenb such as €he emergence of chronic disease 

like high blood pressure, heazt disease and cancer side by side with the  persi- 

utenoe of infectious diseases, and uneven progress between ~ r o v i m e s  k i d  

and urban &em are  aausing some concern. The eoonmic read&stment pcliciee 

wSich are currently being implemented, l i ke  the production responsibility 

system, have aericnxs implications f o r  f inanchg healthcam 'and its accessibi-, 

lity to different sections of f i e  goplation. The purpose of the present 

papar is to review these recent developments and thei r  apllcatbrn - for  

U h h i n g  the momentum of health hprwement. 

Bow the Chinese achieved " t h e ' f i r ~ t  health care rwolutionri is 

reviewed .fizst. Next we proceed, t b  @-re a s:moptic view 



i n ~ t i t u t i o d  chaqes.currently unilerwqy m e  examined. In the review of 

the diffeze~t facets  the Chinese health care sj stem has been passiag thrOu& 

our attentior, j.c focussed on the financinl aspects. 

1 . & - t i ~  Prevention first 

(i) A t  the time of Liberation i n  1949, Chim used to  be bscribcd 

as '%he sicktun of Asiar1. Pox the first half of th i s  century the tirerage 

cruZo deatkh ra te  is estimated at about 20 per 1000 apart from 

periodic famines, epidemics and urns. Infant mortality rate was ajcound 160 

per 1000 l ivc births. (3e Ha38 and d o  Eass Ponthuna, 1973, p.273; See also 

L h g ,  p.102) The doninant fisoase g~oups in the pre-Lfleration period in 

China conformer? t o  the pzff  ern kypical in a develo~ing country. includ* 

foecers) polimye1itis, fyphoid ~1116 cholera (wate~borne), tuberculosis, 

yrmunonia, dip!ith~ria, bronchitic, whooping cou$~, neningitis , influenza, 
measles and smallpox (&-borne), malaria, tschistosomizsis, M w ,  h o o ~ w o ~  
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and f ilitriasis (vector-borne). A c c ~ ~ d i r -  t o  one saurce, cholera claimed 3400) 

lives in a typical year and tuborcd.osis accounted f o r  10% of d l  dzatils. 

(hi*, 1974, p.492) 

(ii) AB against these crushing health problems, health resourccr;' 

a t  the camund of the Peple Republic of China wem quite meagre a d  u?cvenly 

liatributed. In 1949, Chin& id one of the worldgs poorest healthcare 4c l ive l '  

ayrtaa18. At that time, the t o w  number of doctozs twined in Vestern medicine 

m a  entimated at 40,000. For an elrtimated popuLstion of w0 million, this 

would give a =tie of 1 phOrsiciru f o r  every 13000 po;lulation. Simila2%;, the 

number of beds available 3n Western-mtyle hos~itrc2.s in this period cam to 



9,000, the+ i n  one hospital-bed f.::: every 6000 poten.:irrl patients. Obviously, 

those were grossly inadequate given the level  of mortality and morbidity. 
. . 

ha, the problem was aggravated by the i'aqt tha t  the medical c m e  f a c i l i t i e s  

were concentrated fn a few la rge  c i t i e s .  (victor Sidel, 1972, p. 702: Bee also  

victor Sidel an6 Ruth Sidel, a?9740 p.17) 

( i i i )  Given the genesis of the core health problems and the mounting 

pressure on the limited healthcare resources, one feasible  option hefore the 

Qinese authori t ies  was t o  foc;us on preventive measures and resor t  t o  redi- 

ltribution of the available manpower resources. tlPrior t o  the Cultural Revo- 

lution:, the most significant hova.tion i n  China's health strategy occured i n  

the area of preventive health. There are two elements which were centzal t o  
. . 

this policy. F i rs t ,  the Chinese were able .t;o mobilize additional resources 

f o r  i ts preventive kealth progTam, i n  .what might be termed 'surplus labour 
? 

absorption' strategy. Second, the more central ,  these resources were able t o  

be directly translated in to  effective preventive health inputs. This prevented 

arwbottlenecks t o  a large scale preventive health programs arising from shor- 

tages of trained pub1 i c  h e d t h  p&omelw, ( ~ e l l e r ,  197'2, I 7) Redistribution 

8f resources involved mobilisation of urban medical personnel. Pa t r io t ic  health 

campaigns, following the %ass l inew, lec? t o  cdmmunity involvement i n  preventive 

work. In addition, curative care f a c i l i t i e s  were cxqaniied by building hoapital~l 

tna health centres i n  rural areas and t ra ining of additional manpower9 especially 

the t'barefoot doctorst1. By and lmge, the different  pol icies  pussued ih 

keeping with the broad p r i o r i t i e s  emphasised by Chairman Mao' bne Tung from 
J /  

the early f i f t i e s  were the more cost effective. 

In  respect of preventive work, a key element was the resort  t o  

the 'hss  line", 'which is b u i l t  on the  premkse "that the mass of ordinary 

people are able;given the  requisi te  powers, knowledge and motivation, .to 

tackle successful&y~ M@ly c ornplex probl ems it. '(~orn, 1 972, p 0370) The success 

o f  t he  patrZotfC health c; r r . i>~iW~ acew to* exemplify the va l id i ty  of the premise 
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underlyi:.: the %ass line':. h i . , - a t e d  during the Korean War (1950-53) to  

ac t iva tc  the masses t o  takc measures against -c?m warfare a l l c ~ d l y  used by 

the Americans, it soon devclqed i n t o  a war  a&nst ';he four pests  (rats, 

f l i e s ,  mosquitoes and bed bugs), ,and f i n a l l j  ernmgcd as a comprehensive prc- 

vcntivc p r o q a m e  involving sarritation, personal hj-gienc and health cducatic 

The campai;ns wcrc aimed a t  direct ing mass ac t iv i ty  agahst spccif ic  diseer 

by ,pinin3 the part ic ipat ion of the ont i rc  population. Those l e d  t o  thc 

roduction of the incidence of v c c t o ~ b o m c  Ziscascs and establishment of 

intensive health education propananes f o r  mass innoculation. "Campaigns ha 

not only boosted environmental sani tat ion and miscd  the aonsciousness of t i  

Hop le  about the islportancc of good health but a l so  aided the creation of a 

concept of comnunity health ..... Among thc other benefi ts  of masa mobili- 

zation i s  the multi-utilization of manpower f o r  such economic cntorprisss 

sanitary engineering work and i r r iga t ion  pro jLctsfr  . ( U k i n ,  1973, 252) 

Tho campaigns against schistoeomiasis i s  an example. "One aspect of the 

schistoeoiniasin c a q a i g n  w a s  mass zction work in dcyaloping i r r iga t ion  netw 

and expansng cul t ivable  f m  acreage. In the procces of digging new irri- 

gation canals (and f i l l i n g  exis t ing snail-infcstcd canals), the sna i l s  whicl 

serve as thc schiatosornc hooto 30ul.d be d F m t e d  and b u r i e d  . . . . To thc 

extent tha t  these e f fo r t s  are  focussed in periods whon there is a slackcniq 

i n  the  leve l  of a n i c u l t u r a l  work, it proves a re l a t ive ly  cce t l sss  means of 

t* such ~rcvcnt iv t .  action. _To the extent it is  combined with affr iculh~ 

effor tc ,  its cost i s  f u r t h m  reducod, thus effcctively vrovidbw a vmducti' 

ou t l e t  f o r  surplus labourrt. (Hellcr, p.22) Morowcr, the cmphasis on self- 

re l iance and socia3 mobilization as key ethics  of soc ia l i s t  public health, 

poliay implies an al ternat ive resource a3locational etratqg different f* 

thst commonly observed i n  t h o  preventive health pol ic ies  of most developing 

countries. I h i s  emphaeia h p l i e e  that the .primmy burden of financing p m  

t i v e  health rntxmwes must be borne by W e  diroct4 b e n a f i w  fran tho  



!his W e  of resource ~ ~ o b i l i z a t i o n  is a s l a s s i ca l  strategy invclving the mobi-• 

lizatian of suA.lus labow. Further, thir;  stz2.te.p~ or" resource al locat ion 

c i m e n t ; s  the shortwe of specizcisec? mnpower constraint ration* 

thek use t o  areas there they are more prod~:ct.ive, hdis~ensa31e and non- 

r~istitutable. (Ibid, pp. 23 2G) 

2. m e r  train.in;T a,nd deploZe1?1; 

( i )  In narrowing the md *- urban differences .h heal th caze 

resaurcer, the Chinese governnent adopted a two-pronge2 s f rc~tecr ,  vj-a,, redi- 

stributing the medical personnel and enfargin3 t h e i r  SUF&' by trainin& addi- 

ti@nal rupowr .  Redistribution vas achieved mainly tvo uaym? Pirs t ,  an 

appeal was mace t o  Western-style doctors working in h o q i t a l s  t o  leave 

f'ne cities and se t t le  pemanently with t h e i r  Zgmilies i n  rural areas. Apparently, 

r s iwicant  mab?r. of nodern-tvpe doc to;.^ rnoved into the rural axeas without 

either any materid incentive or  CV. eleaent cf coeric ion. "The incentive was 

the cmriction that ';hey were doing the r i g h t  thin(;, that t h y  weye responding 

tr the needs of their  +q* 2-4 IF --.;il i n  .loing co thLy .:ex wim~in:: the appro- , 

htian of, and were uniting with, t' c;ir fello~mcx; it was e desire  t o  be a t  

an? with saciev,  t o  be past .of the incx!!zust2%le Q~~lrulic which was moving it 

CmrarJ. Y. v i s i b l y  an$ p u r p o ~ e f u l l ~ ~ ; .  (Xccn, 1971, p.79) The second method 

@f redistributior. iqvolved tne despatch of n:obilo medical teams fmd the urban 

4aspiIAs t e  the muzil axeas on a rotat ion basis. It was emisat;ed tha.. One- 

W @f the skff of all . , m j o r  c i t y  hospi tals  w i l l  be working in the d 

sras en 2 rotation basis. The mobile teams consist  of doctors and nurses of 

2I.i - lee ,  different specialists,  dietician6 , laborator! worliers , c l  >anern, 

C W h ,  an(t zdkniniutrators. m e  work of the teams ihcluded both crzativo and . 

prcwentive actFvitFss.. Faxt of the tean usually stzffs a c l i n i c  of one of the 

more cenirally locatch comnunes; the r e s t  of the tean sl~li.tt; up in to  p u p s  



who gb end l i v e  in salected v-e where thw' s e t  up dispemazies and c o r n  

by4mekly family v i s i t s  t o  render essential curative services. h e n t i v e  

work  farmed an equally importsnt part of thefr  duties; this included imm;mi- 

zation &st ordinary Mect ious  diseases (mch as mtllpox, diphthenda, 

tgphoid, pollmyelitis, etc.), health ducation fo r  the peasante, protecting 

the water suppliee, ensuring sanitary diopoesl of lnmran wantes, etc. (&rn, 

1972, pp. 380 - 381 ) me doctors i n  the mobile medical teams ale0 partioi- , 

. . 

$ate& in the training of a new claae of rural ddctom. 

(ii) Faced with acute ahortage of &ower, tho government inten& 

f ied iha effor ts  i n  the training of medical personnel. The trrtining pro- 

initially followed was largely based on the Western models. m~ 

period, the authorities introduced a new category, the fl~econdargw or k d d l e  

level* pmonnel  folluwine t h e  hiet  fe lds ter  model. Apparently the newly 

trained pe~eonnel, of both doc to r  of,'Western type a?d Assiatant doohre  of 

the SaPiet type, were concentrated in the urban am8s. Frb  the l a t e  f i f t i ee ,  

efforts were-XiiiTDtteil t'o--hkin 'kdigenous pereonnel in the nrrsl areria, the 

, b o d  doctors or the so-called barefoot doctors, e=ed in a&rmlhtw;l 
2/ 

production as well as inttolved in hectlth work. This new experiment suffered s 

se t  back during the f i r o t  half of the sixt ies,  but picked up momentum during 

the Cultural Revolutioh. It is eat irnated t,Sat by the eaxly ewenties, the 

-.of basefoot cioctora exceedea one million. 

Of a1 the Chineee iruxmrrtioas in the f i e ld  of health care, it is 

the training and doplaymant of p e s a ~ t  doctow o r  barefoot doctors whbh ia 
3l 

perhaps the most unique and Aich  ha8 attracted the widest attention. Irr the 

eelmtian of' the barefoot dootare, theheir tmhing, work schedule, etc. the 

stragegp diepleyed remarkable hgenuity. "!he cmdidatets selected for tmining 

b-f oot doctom 'are 'generally young p ~ a e ~ p t a ,  choren by their fellow 



villagers. They were chosen f o r  the i r  intellie;ence, t h e i r  e&ucntional level, 

their kernrsa t o  be trained as peasant doctors and above a11 f i r  t h s i r  overall  

attitude to  the collsctive of which they Sam-ed a pmt.  What counted most was 

tw t h y  shou l  be vnselfish and respozsiblez. (3.55. l ion,  1971, p.82). 

The t r a G g  progmme of the barefoot doctors generally coneists of "a basic  

three months course usually eiven at c i t k r  thc cormntnc or  county hoepitel, 

fmllowed be periods of f m t h e r  t ra ining ~f one t o  three months in succeeding 

year, and aqpentcd by teaching from mobile h e a t h  terns;'. (LJ. Smith, 1974, 

p429). The barefoot doctors1 f i r s t  pmiod of t ra ining was intended t o  

rruvide tho m i n i m u m  threshold of skills roquizcd t o  cffcctivcly perform cura- 

tive responsibilities. "The cost of t h i s  t ra in ing  iyrograme ms minimised 

by rcheduling thc training period d ~ i . n &  the slack season in ag icu lbxre ,  

thereby not impingiw on the nize of the b r i g d e s  ' ctgriculkmd. workforce. 

The cost of the teaching pcrsonnel vrao lovcrcd by combinirv-; tho  teaching and 

curative responsibil i t ies of the nobilc medical tcarns as much as possiblofl. 

(~d lrr ,  1972, p. 55) .  The responn!5ilitics of tho ba-.-ef oot doctor comprise- 

nvironmentdl sanitation (proper collection, treatment, sto&ge m d  use of 

b u n  foeces as manure), health education, imunizations t he aloo gave f i r s t  

d and curative service t o  cartino,-: i l lncssess  l i k e  colds, bronchitis, 

pskwintcstinal disorders, mcasles, otc. As f o r  the barefoot doctor's inconc, 

it may be recalled t,ht he is primarily a p a s a n t  and spcnda a t l c a s t  half the  

ti=@ in agricultuml work. For h i s  work i n  health related m t t e r s ,  he earned 

work points i n  the same manner as i n  his primary occupation. He receives tha 

unzll income of aqy agricul tural  workcr though hc spends about half h i s  time 

ring medical work, thereby ensuring that hc does not distancc himself from his 

fcllw vfflagera. !Chc developmmt of tho barefoot doctor, it may be noted, 

did  met i n v ~ l . ~ e  mnch &ditiomJ cost as t h e i r  JmaLthwork wan dmetai led with 

rlcicultural production and did  not dislocation of production &&sing 

from labour e l m A w .  Vorkcr doctors", n factory worker U i t h  t ra ining o&ilar 



t o  the barnfoot doctor, provides wZical services at %is place of work; mZ.'the 

'Sed Guard Doctor", usually a housewife with shorter formal training than t& 

barefoot doctor, e s  as a physician's aosictant in nci&bourhood health 

centres i n  the c i t i es ,  However, the main thrust of the new t raiaing of 

medical parsowel :was on the peasant rloctor or barefoot doctor, 

To redresa tho unevenness in the distribution of scarce mediait cam 

Cacilities,  the delivery system was r o o r w s e d  with a greater degree of dece31- 

tmlisat ion.  Thc delivery of medic,a3 c a m  in China of l a t e  begins at the lowo 

possible level both i n  the c i t y  (urban 1s.m) and the country side (cite of 

rural work). In nrral China, the health care o;-stem operates on three levels, 

xis., the brigade coopmative medica centre, . the commune he& t h  centre and 

the county general hospital. Urban h e a t h  senticeo me also orgadsed on a 

t h r e e t i e r  basiff. C o ~ e s p m f l i n ~  t o  the bri;zde and commune health fac i l i t i e s  

axe '&re& ' and 'l,anef health stal- -. ms; . referrals  f r c  3 these stations go t o  

the dis t r ic t ,  provinci&--or. specialiaed hospitals (~amiso-n, ' o t a l ,  1984, pp 4041 

"The rationale of thirt" ~hoult l  be apparent. By ad- an additional base of 

medical services? a preliminary screening and treatment mechanism was created. 

!be bulk of curative problems would for  the first time be ' w o s e d  and treated. 

S ~ t a n e o u s l y ,  scasrcc medical resources wore i n  a pesition to  be rationed to 

thoee medical problems fo r  which no lower cost or  lower skill mbstituto 

ejrlatcdu. ( ~ o r n ,  53) The accent on locating .the expanded r n e d i k  caze faci- 
. . 

l i t i e s  at the &mas mots  level is exen~l'ified by the t rends ' in  the growth of 

mdt  medical care units. Thus, f o r  instance, the number of ccmmnme health 

centres increased from 28,656 i n  1962 to 36,965 ih 1965 and 55.,500 in 1981 ; a, 

again& this, the number of county hospitais regbtered only a marginal increase 

d u r w  this pariod, from 21 23 Lz 1952 to  2276 i n  1965 and 2367 in 1981. 

 amis is on, etal,' p..149) Decentrathation of health sendces has also meant 



health programmas, In consequcnc;~, the fiscal burden of the preventive measures 

-8 arinimal. With r c s p c t  to t h e  curative grogr~mnes also resoume was 

taken t o  cast-ef f ~ c t i v e  policies such ss reiii s t r i h t i o n  of sca~cc manmanpower 

rcsormes, trainbz and deploymnt of midClc. a d  lotlrer level  medical pcrso- 

me1 , dcvelopmont oc s t 1 3  ti-t iered neaicalcare network, etc . True, all these 

pelicies led to concLtiarab2e cost savinz. Still the emerging h~nlthcare scc-bo~ 

&ailed some costs. XOW wcre they finacced ? 

Tho costa of' thc delivery system a r e  s h o d  by thc State, colloctive 

% reimbmsomnt of t he i r  medjcal, care coats, A voluntary insurance achcsno, 

cwerlnp; the employees in the  co:ranuncs and brig.& entcrprioc.:~, has also dwo- 

l q e d ;  thcsa schmcs offer only paxt i j l  zsi1;1buracmmt of tile hcdica3 q e n s c s *  

!!kcre is  no prepagmen-thvolvad on thc part of the bmaficimios. In the case 

af thase two typcs of labour insumnco, t h e  cost of hcalth insurance is added 

t e  tho onterprias vags  b i l l .  Tho .total coverage of the ~weznment hmra:?ce, 

Irbovr innmeric>, including collective cnt erprise (voluntaq-) i n m c e ,  is 

ertimted at 225 ~ f i i i o n  in 1981 of vhich 124 million arc pxi;naqrmmBe~ and 

# 
f inzrck~g is thc mzl coopertl.tiong mcGica3 ac11omo. 



Tho scheme first appeared as part :;f tho r c m s a t i o n  plrul during the 

Loap F o M  geriod, and was adopted extensively during the Cult- Rev014 
I 

Generally the achemc W e e  the form of a prepaid medical imwance plan or& 

nised at the l w o l  of production brigades. "The insurance funs fs mi- 
financod jointly by annual prepayments paA2 by individual mmbera of the 

brigade and by annual appropriations fmm .the brimde ' s wolf are fund. . . . . 
B e n ~  iciarioe enrolled in  the cooperative imimnce schcme a re  generally mu- 

. f 
t lod to substar.tiitlly reimbursable scrvices and drugs at the brigade health 

s tat ion and also at hieher levol rofcrmaX unito. . . .  emis is on, et al, p.70) 

The s-atem of sixiring coats varied from region to  region and fraa cammrne to 

camraune. For example, i n  the eesly seventies, i n  thc Chunhs* production 

brigade, the tor-tribution from an individual maslber was about 1 Y&, the 

prodwtion toam contributed 1,Ym.n per capita frm i t a  welfare fund, and the 

production brigade 2000 Yuan per axmum (Susan 3 Rifkin, p.150)f in the F m  

Season Green commune, each person contributed 3.5 Yuan per yeas, matchod by 

an oquivdzen-c amount from thc brigade wolfam fund (~irginia ' ~ i  Wang,  p.480), 

9. 1970,76.6$ of the bri@es are rcpoxted to  have adapted tho cooperative 

, inauranco eyetcm; and acvm years l a t e r  tho cbverage of the aystem had increased 

t o  8&f$6, In 1981, 475 million rural people, 48 perecnt. of the Chinese populk 
tion, are  ostimatcd t o  bo covered by the tooparative inswcancc soheme (Jamison, 

e t  a&, p.71). 

Private q e n d i h r e  accounts fo r  the rosfdua3 share of tho to- hoal)L 

care coat. !Phis camprises the prepayments by primary members of M coop&- 

tive immanca schtmes, and the out of pocket expenaea of the population m p 8  

not m e r e d  by any of tho insurance sclzcmos. No fina data arc available on 

private expenditure on healthcare. Eowevcr, an indirect estimate places t h i a  . 

figure a t  4-60 Yuan in 1980, accountin: f o r  3296 of tho t o t a l  q a d i *  on 

healthcare (Ibid, p. 73). The c.x- of a l l  benef iciazias under vsslaus 



m fn tho nu83 cooperative h-lcc schmc who hnd to mnkn prepwuicnte. On 

tho other band, moat of tho urban reaidonts bcn2fit from inclusion in government 

hnuaaco or labour Fnmrancc schcmzo which do not imrolvc prcpaymonts. Bnd the 

~JOrie of those without the b k c f i 2  of h&th inmzrmca in the raral 

bodlose to say, thc hbaiLth stratom adopted by.tho Chinose authorities 

ba8 mienificant finzmcisl dimonoiona. Tlnrs, the nccont on provontivo health 

R-a 8nd priorit?- to rura,l aseas, adoptin& ttic naas line. fcr o m *  

Inv~lvcment and utilising surplus labour and coordinating health work 

rith A productive octivitica in tho c0ulltz-y si* p v m d  to  IW. s h i e  

rrrt off~octioo etratogy. On the one h i d ,  the stratom hclpcd to  koep down t he  

c u t #  of hctalthcsre; on ths othrr, thc bcnsffto of thoso pr0,~u;pmo8, a8 for 

infestad irrigation canale and diggiw of new ones) cxtcndcd bcyond tho control 

d infmtiaue and vcctor-borne diaeasea. As regards curative nodicino, the 

s h -  h l v M  redistribution of scasoo rnodical persoma1 f m  urban to nural 

@f tbe pareomel and faci l i t ios  of d&ffcrcnt lamla of so$~isticstion. Thus, 

A8 observed mlior, tho dominant disoase @ n p s  in  prc-liberation . 
? b o d  in Chlsa aonfozm~d to  tho patt~rn  Ln a typical dcvolcping country. A 

a i w t  chango has taken p l u a  & the diaeaso psttern in China in tho last 

d d e ,  vir., a marked shift from acute infectious disossos to chronic 

4-tivo ailmunto. 'PLms, whit0 rospiratoq disaasas, acute infectious, 



pulmonary Ciberculosis and G.1 ( G a ~ r o  ~ ? t m t i m l )  d i c s s c  in that o&r 

t$. highest amow the tan leading causos of deat'l (16.86%: 7.936, 7.5196 and 

7.31% respcctively of t o t a l  deaths) in some c i t i e s  i n  1957, casdiovascular 

disoases, apoplcq and mali@;nancy occupied lower ranks (6.6196, 5.46% and 5.1 796 

r e ~ ~ c c t i v e l y ) .  Bj? 1975, in thc c i t i c s  thrco tapranking diseases were cercbm- 

pp. 9-10), In the subscquent period the trcnd is presumably reinforced, increa- 

sing the shzres of thi.se chronic disez~cs.  It i s  also significant.to'notethat 

by tho mid-seventies and early cightiot;, in,some of the selected counties a l so  

Eardisc disease, malignancies and cerebra-vasculas discaass have emerged ss the 

leading causes of death. Thasc three d i s ~ ~ a s c s  together accounted fo r  4896 irnd 

56% in 1975 and 1982 respectively of tstal deaths in thc counties the positim 

is more o r  loss  similar in  thc ci t ies .  On the other hand, both i n  the c i t ios  

and the countzes , ahxix of infectious diseasus had dropped dmtmticslly 

19.80 respactively t o  1.46% and 2.76% of a l l  deaths (Ibid. , pp 10-1 1 ). ! h a ,  w i t h  

the rcduction in  tho incidcncc of infectious disoases, chronic and-dogenerativa 

ailments have cmmged as the major diacaae group. Nevcrthcless, infectious 

disoases contimc t o  persist,  though on a smallar scale. Hepatitis, tuborculosi~ 

and dysentery axe still prcva.lmt i n  much of the country, while leprosy, 

schistosamiasis and malaria l inger i n  a few provinces,  amis is on, c t  al, p. 21 ). 

The case of Shanghai which is a succcss s t o r j  in health advancement will 

i l lus t ra te  this. In tutlc 25 yams from 1956 t o  1980, there has bcon a si&ficz.. 

reduction in thc o v t m ~ l  i n c i d ~ ~ ~ ~  of infectious (notifisble) diseases. For 
instance, the a ~ ~ d  ixi2eexe r a t e  cf malaria, per 100JK)O p-on, dmpped 
from 2237.2 during 1956-65 to 78.4 during 1966-80, that  of mcasles frora- 1486.3 to  

73.2. Ch .te othcr hand, the anna incidence rate of dyscntory remained almost  

at the same lev01 &mine; the two periods, viz;., 686.9 and 657.7, whi le  that of 

hepatitis increasad more than three fold fram 114.4 to  377.3 (Euang De Yu, a t  al, 

p. 45). w ' s  h e a t h  status has bocn undergoing an cpidomiologicaJ. transition, 

and the omerg* &isoz.m pattern is a combfneLtion of acute inf cctious diseases 

=d ,dogcnerativc f i a t s .  



Another djmcnaion. of tho trerlds i n  health status in China is that  

tho progress has not bum unlifoan. . There persist  s i p i f  i c m t  ruraliurbm, 

int&f:ivincial and htril-provincial vwiat ions i n  h ~ a l  t h conditions. 3'or 

primrice to 72 ysm4s in Shanghai; l i f  ;;\ aqcctancy in urban areas is on avcraga 

12 y w s  highi;r than in normal ru;.a;L aseas, a i ~ d  that ;ir~ low-income rural 

, amas iff 5 y 2 a . r ~ ~  lowor than i n  normal ones. btor-provincial and rural-urban 

difforencos i n  mortality ra tcs  a c  wicient ., Thf, crude. death r a t e  q c s  from 

4.95 - 5.54 in t'nc Northern md Eorth-castorn provincoa t o  7.33 -- 9.92. i n  t l ~  

Western and South Wcstmn provinces. h of 197'jr fllc infa& mortality ratca 

id thc r&al. mess, both f o r  males ant1 f malts, axe mcr twice those in t h e  

urban areas. Similar differences &so pers is t  ir. xcs?i.ct of morbidity pattern. 

hfcctious discanos, although a national problcm, &o moro prevalmf i n  rural 

a3a3, since a large fraction of thc mal population doas not benefit from 

8afc wstcr eupply or f ac i l i t i e s  for  sanitary disposal of human foc-cos. The 

loa& rates fron pulmonaxy tubam,iLosis and discascs of the digestive SYstc?m . 

h m r d  areas w e  moro than one and a M f  timos thorre in the urban areas. 

h u t r i t i o n  contirnrea to remain an important impcdhsnt t o  child development 

in aruly rural areas. Thus, the perccntagc of 7-year old boys s-buntcd is signi- 

'ficmtly highsr in rural than in urban households. (~rrmlaon~ ct al, Tables 2 3 ,  

3.2 and ~ . 4 )  

Needless to  eay, t h i s  emerging morbidity pattern has serious finankal 

hplications. W~FZ& infectious disrasos gunorc?S.ly arc h ~ n + b l r .  to  control 

thou& compmativoly less costly prcventlve heasurea , employing paramedical staff,  

bxcefeot doctors & even lay ppcrsonnc& (as for  examplo, under the patr iot ic  hoaltii 

Caapi@), &-em&ative ailmonts l i k e  stroke, hasst dis$aso, cancer, cte. rcquirc 

hi- ~lcii1e.d qocia l is ts ,  sophisticated c q i i p n c ~ t s ~  extended h o s p i U s a t i o n  



and'costly dmgs for  thei r  d i w o s i s  and t reahent .  The two major dlmensidu 

of rural urban differences are with respect ' to morbic3L.w pattern .and heal* 
. . 

care f a c i l i t i e s  including safe wa%cr supyly and sanitation. Given the fact 

that  morc - t b m  s"om-fii'ths of the populction l i ve  h rural areas, ' the financa 

implications of r a i s i n g  their  h&th stdxs on a par with the i r  urban countsl 

parts can bo quite formidable. 

mortality *tes, moxbidiw pattern and health caro financing, Despite 9i.gn.i- 

ficant dcclinc i n  some ini.ectious disases in response t o  tho preventive m e a q  

the problem no&inucs to  persist,  Togcthcr tdth ' this ,  chronic diaoascs Wvc 

&Is0 bogun t o  &ace. Ae against a higher rate of mortality and morbidity, 

hcajlthcaze faci l i t ic 's  k d  current aqpnditure in rurl China  aso far behind the 

same in urbm axcas. According to  o:.!.: c s t b a t c ,  avcraga healthcam eqmditure 

Ssl rural  arcas would cumc t o  10 Yuan pcr capita cmparcd t o  33 Yuan in :urban 

areas? and statc. subsidies f o r  mcdical  care work out to 3 Yuan and 26 .Yuan reB- 

pectivdy. ( a i d ,  p. 73) Thus, thcrc is a aubstmtially regressive bias 

in public expcnfii-turc on hcalthcaro. . 

(ii) Among the sweeping rcforms introduced by the new rogimc in People$ 

China since 1978, tho household xcsponsibiZity system and tho resultant 'dismantld 

of the collcctivc organisationdl stpcture pose serious problams fo r  f h c i a g  . .  
of healthcare In rurd areas, In. the f i r s t  place, tho,introduction of the 

responsibili-t$ *.&tom  ha^ &&mined tho f i s c a l  s ~ p o ~  t o  the Nal coopontive 

h e a t h  insurance schemes by way of cor,triButions from the brigado and commune 

w0lfa;rc h d s .  Thc erosion of this major source of finance has led t o '  a steady 

and shafp doclinc,in.the omorage of rura l  cooporatiwc hoalth insurance, Thus,. 

tho prapoeion af brigades with rwcal coopcrativo health scb- has drasticaUy 



(iii) ,With thc adoption of the homchold responsibilitg sptcm undcr 

w!Gch pcasant houecholds contmctfng f;lrm 1,-d f o r  cultivztion have considwabla 

initiative id the choice of crops an< the frcodm t o  dlspomc of output in 

excces of thc quota t o  thc state an:! tho production tmn. "In the process-of 

-ths dwclopraont of the responsibility sjston, tho form of contracting l a ~ d  t o  

houeeholds with tho houaohold as the accounting unit bmamc the main-form of 

the various oudp,zt rclatad contract ~ystcnns. By- the and of 1983, tho ~b~ 

of houscholcls contracted undor this form mado up 94.5 pcrccnt of China's to ta l  

ducts., m c z g ~ c c .  of 'scvmal s idel ino production activities l iko  dairying:, pmIb'y, 

p i g g a y ,  113.k cocoons, etc. 
Z/ 

ogslitariailimn, and linking 

opened u- ndw v i s i t s  for  tk; pcaoants. Rcj~ct ion of 

or' remuneation with v~rformanco or  output as pazt 

of tho.now policy fur thcr  strangthcn~d the inccntivca of yoasants t o  dcvoto 

thcir tima and energy to productive act iv i t ies ,  Thcs~ dcvclopcnts in  t u n  mey 

affoct tho motivatioh and inccntivoa of baccfoot doctors. Fn their hsuthcarc work 

for which uuc!cx the crstwhilo aystcm they rcrcoivsd no romunzration. Similwly, 

tho me ion  of the 'oliticaJ and adrcinistrativo authority of tho conImancs, 

brig;cdos and pi~duction toms nay also wdccn the participation of tho piwants 

in pxr;;ventivc; health pmgranrmos. If thcso ttsidc effacta" of the  production ms- 

irplications of  that option a r o  obvious. 

(iv) Iho msurgc!ncu of private mcdioinc is  anothcr recent dwc-lopmcnt. 

Tha Miniator of Public ~ c a l t l =  .-mcunccd on 26 Ootobor, 1984, the policy ~a%itting 



1 $ ~ % 6 i r n ' f i ? . i % ~ ~  p k ~ i c &  : ' ~ n  an x t i c l o '  published ia h m q p i n  the 

minister authorised, col l66tivos and hdividueils to run modiW .basinoss and 

ma& prof it frcn t k x .  ?fb .aAivd.y support collective, oconomia bodies, 

twships, n;;ighbourhoods~,. dornmratic p a t i o s  ac well as retired doctors' t o  MI 

up .medical inutitutionsw.,.: (china kily) Tho ministcz elso s d d  in-somicc 

~ b c ~ ~ s  . - . . .  and mcdic~J ..woorrkers:~coul13 prwide modical scrvicos at home in  their 
' 

o h  t b . c .  hc.ome frm.. ~ ~ : . d ~ r t r i c c s  was allowed. Scmc doctors' hamo. opcned 

thgi;E ,pwn small hospiws, b i n g  unam;,lopd youth and rotjEoa medical worhrs, 

kdiyidq&t 6octorrj also make house visits. Ono major project undW n e p t i a t i ~  

i s  ,a,$orpign--mqqliod and' f o r o i p - ~ d  private hospitsl  in the Special 
. - . - 

~ ; c o k i c  .Sono of Shonzhm. (~cwsweek, 1985)- The new hoepitale in the privak 
. . . . , ., . . . 
eMtcewci @to  to bo l o ~ a t c d  in tho aceas anti com$xa,tiveu prospcmus 

commmcs; m c 4  the7 are a l so  l ike ly  to mploy highly spccwsts a d  

b c y s c ~ o U , : i  9'ihm, the private medical scmices would bo distributed on tho 

cation of a policy c-.. t o  curtai l  t h ~  suboidy elcmont to tho urban rcsidcnte, 
1 

which might z l s o  introduce a c o r t a b  dcgrce of inequality in the accessibil ity 

In bridf, thc h d a l t h w o  scctor rcflcctcd tho offects of tho nsw 

i b k  h& bccn nar,:.foatod in  a sbarp declinc in the cwarago of the itural 

cbbpeiative bcalth insurance syeta. k probable hpact, though l e s s  v i s ib le  

as of now, is the l ike ly  wcakcnhg of voluntary h d t h  cam work on thc part 

of barcfoot doctors, 'and the participation of the gon~ral mssa pf peasants in 

p=mdldiVb:,li6alth progmmmcs. Tho mcrg~ncc of private m b d i c a l  ae&oe would 
. - 

reinforce tho widoning of  disparities in the w c ~ s s i b i l i t y  of  medical cam. 

I 
aroas, .w;iU, hauq. ,M b a r  .the fUl ' ccst mf  me^^ case. 



.S-mma,m a d  Conclusions 

(i) In the choice of priori t ies ,  vie., prevention first and the 

m e  on m r a l  m, and tho stratagies m h  as training: and dcplogmcnt of 

msbical porsonnel, and recourse to  $hi. mass liha,the Chinese laaderehip showed 

m aatute understanding of the nature of hoalth problms and the constraint 

on lwmmm~ . The pravcmtive h e a t h  progranm~8 with the focus on control of 

wcbret, inkproving sanitation and protecting water sourcos, hcn3th odzcation 

urd porsona3 &gienc., coordinated with productive aotfviticis in tho rural 

and thc participation of the entire cmunity c m o d  tho hi&& dcgroc 

rf met affcctivi.n~ss and the widest sharing of costs by tho boneficiariao. 

'ihe oprative pro~pramnc bu i l t  on a multi-ti orcd network of mod1m.l carc f8cili- 

tior end apprapristdy akillod m c d f c a l  porsonncl l ike  the bazefoot doctore, 

u ~ d  intog.:ation of thei r  h a l t h m c  functions with tkir no& prOductiv0 

rctivitiija contributad to mintmise the costa. The rural coopcrativo health 

~ ~ l g n ~ o  aystan wae dcsipcd t o   pool.'.^ of risks exid t l=2 shazing of coets by 

bmafioiarios. A l l  th2sc moasurcs have combincd to kocp tho -costa of 

brlth a* to %he minimum and an ingc=nfous WEQ- of its financing, 

(ii) b t  lessons do the Chincsc qeximents i n  the f i d d  of hatl .1  

CHX offer to othor dovoloping c m t r i c s  ? Ara the Chin,sc expr?rirmccs roplicablo 

d-m in the third world ? Thmo qut.stions hrrve bccr- radacd by scvora3 

0Uths  beforo. Rollsnco upon non-pacullittry inccntivos to  motivato the msaace 

gst involvod i n  prwcntivo health programnos, rr multi-ticrod network of 

pareonno1 of appropriate training and skill at diffcrtmf points, dl 



frrrrm the eh.maac rynrcrimce. lhFs is htplkitly aclmul lw i n  the .latest 

National Haalth Policy whcrcin tho authorities atroes tho noed for "irrPolvimy= 

the aamnmitg .in the idantif icat ion ~f thoir  health nwbs end pr imi t iesN , 

t 'M6biUaiag.tho comnunity resoumos; through i ts  a c t h e  participation i n  tho 

impl~mentation and nruyrmrmcnt of nat3onal health and rclatcd propimoan, and 

introduction of CCfIdth in-cs schcmos,,on.a statcubahasis for  mobiUsbg 

additional roeources for. health promotion and 'enstar* that. the coxununity 

-Brvicca, i n  k i c p w  with its paying ca- of a a l t h  

and RmUy Wolf-,-National Bcalth ?olios, Cclamnmt of India, 1983) 

(u) Howevor, aomc xcccnt dwolopmenta l i k o  tho opitiahiologhd. 

transition, i&oological and fns t i tu t io  al chen(3os shoul2 ra i se  samc concdm 

whothsr tho pzosont h d t h  cam system can copd up with tho new and incraasing 

d m a m b  on the s y s t a ,  On tho one hand, the margoncc of chronic ailmonte 

llko blood prossurc, otrokc, h..art msoasc and cancar would makc -tor d d  

in tcrms of spocialised mcdical pasomel ,  soph i s t imt~d  oquipmunts, moro 

orpcnsive fncil i t iun,  d c n d o d  hospitalisation end costly drugs. F'urtb ,  thc 

inoidencu of a,cutto in.fcctious dis~asoa continues to  persist in m s ~ y  part.. On 

the othcr hand, thc rceriat r~forms in  the ~.cconcmic structure such as tha now 

re spo l l s ib i~ . i t y .~s tA ,  wc'aicc.nin,y of f i sca l  support t o  thC coopurative 

hckilth insurancu schcmr, cut backs on o M o  subsidies to  hcalth cam and roBurnp4 

of private modica3. practic;. w i l l  result  i n  more and moro paoplc. hav- to b m r  



the -4;y imlvancnt and part. ::iption in yrccvon~ivs p3e;rannnw and thuir 

irpct en infectious discascs, OPe-, tile cc::t of h a l t h  care is apt t o  

 ria^., and the access to thc f a c i l i t i e s  t o  bocorno marc m ~ q u a l .  

[ lho o m c n t ~  and sug~t'stions on an aarlicr draft from 
Chiranjib Sen, G i t a  Sen and CoRo Soman arc apprcciatcd. 
The author alone is rcsponoiblr for thc viws qrossod hcrs7 
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Rcpublic of C1.rkxt", .Intcmtio.naJ.o~rnaJ. of H a t h  S z m v  V01.2, N0.3, 
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and givos trcatn-nt without lzaving pruductivi. work. IIr: gcts  thc namc. 
(Chijiac  ish hen^) bccauso in thc south, pGasants work bamfootsd in r icz  
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