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Fi theare in-the els wblic of Chinas
I_Lng' lications of Some Recent D‘evélome.nts

Introduction

The great strides made by China in the field of health since
Liberation (1949) are by now widely acknowledged. By the early eighties,
the infant mortality rate (45 per 1000 live births) and crude death rate
(7 per 1000) have reached probably the lowest among all developing countries;
the 1ife expectancy at birth (70 years) ia fairly close to that in high
income industrial market econo@ies. These achievements should appear more
impressive when viewed in juxtaposition with China's low level of economic
dwelo;;mént, with a per capita GIP of barley § 300. Control of infectious
diseases By laying greé.ter accent on preventive measures (Wa.r against four
pests) through community participation (patriotic health campaigns), exten-
ding the medical care facilities through s mlti-tiered delivery network
(from production brigade health centres through commme clinics to couniy and
provincial hospitgls) and adoption of appropriate technology (barefoot doctors,
integrating the Western and Chinese traditional medicine or "walking on two
1088") are examples of the major innovations introduced in the health policy

which yielded such impressive results.

However, some recent trence such as fhe emergence of chronic disease
1ik§ high blood pressure, heart disease and cancer side by side with the pe_r.ai-
stence of infectious diseases, and uneven progress between prcvinées and rural
and urban areas are eausing some concern., The economic read,justment pelicies
which are currently being implemented, like the production responsibility
system, have sericus implications for financing healthcare and its accessibi-
lity to aifferent sections of the population. The purpose of the present
paper is to review these recent developments and their implications-for
sustaining the momentum of health improwvement,

How the Chinese achieved “the first heulth care revolution® is

reviewed -first. Next we proceed to give a simoptic view of-the emexrging health



profile. In the finzl section, t.e implications oi' the ideological and
institutional changes currently underwsay are examined., In the review of

the different fsucetg the Chinese health care s;stem has been passiag tirrough,
our attention ic focussed on the {inancial aspects,

nwalthcare Strategy Under Pressure of Crushing Provlems and-

Inadequate Resources

1. Putting Prevention first

(i) At the time of Liberation in 1949, China used to be cescribed
as “the sickman of Asia". For the first half of this century the sverage
cruce deatil: rate is estima.ted at about 20 per 1000 population, apart from
periodic i‘aniines, epldemics and wars. Infant mortality rate was around 160
per 1000 live births, (de Hass and de Hass Posthuma, 1973, p.279; See also
Liang, p.102) The dominant discase groups in the pre-Liveration period in
China conformed te the pzitern typical in a developing country. Ther includefl
intestinal - wasitic and infectious iarrhoeal diseases (transmitted by human|
. foeces) polimyelitis, typhoid and cholera {water-horne), tuberculosis,
rreumonia, diphtheriz, bronchiti‘s, vhooping couzh, neningitis, influvenza,
measles and smallpox (air-borne), malaria, schistosomiasis, kalaazar, hookwo:uz'u
and filariasis (vector-borne). According to one source, cholera claimed 3400‘
lives in a typical year and tuberculosis accounted for 10% of all deatis.
(Smith, 1974, p.492) |

(i1) As against these crushing health problems, health resources’
at the command of the Peple's Republic of China were quite meagre ard wncvenly
distributed, In 1949, China had ome of the world's poorest healthcarc ilclivemfy
systems. At that time, the totzl number of doctors trained in Western medicine
was estimated at 40,000. For an estimated populzation of 540 million, this
would give a ratio of 1 physiciaa fou every 13000 population. Similarly, the

number of beds availaole in Western-style hospitils in this period came to
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90,000, thz% is one hospital~bed f - every 6000 poteniial pat.'ients. Obviously,
those were grossly inadequate given the level of mortality and mdrbidity.

ind, the problem was aggravated by the fact that the mediéai ce.fe facilities
vere concentrated in a few large cities. (Victor Sidel, 1972, p.102; See also

Victor Sidel and Ruth Sidel, 1974, p.17)

(iii) Given the genesis of .the core health problems and the mounting
pressure on the limited healthcare resources, one feasible option hefore the
‘ Gﬁnese authorities was to focus on preventive measures and resort to redi=-
stribution of the available manpower resources. "Prior to the Cu.'Lturai Revo-
lution, the most significant innovation in China's health strategy oécuréd in
the area of preventive health. There are two element.s which were central to
this policy. First, the Chinese were able to mobilize additional resources
for its preventive health program, in 'w_ha,t might be termed 'sﬁrplus labour
absorption' strategy. Second, the mofe c‘entra,l,'_ these resources were 'a.ble:to
be directly translated into effective preventive health inputs. This ﬁrevented
any bottlenecks to a le.rge scale preventive health progfams arising f_rom' éhor-
tages of trained public health personnel. (Heller, 1972, p¢17) Redist:cibu‘bion
of resources involved.mobilisa,tion of urban n"xedical personnel.‘ ‘Patriot'ic health
campaigns, following the “mass line", led to commnity involvement in pre\‘rentive
work. In addition, curative care facilities were expanded by building hospitals
and health centres in rural areas and training of additional manpower, espééia.lly
the "barefoot doctors". By and large, the different policies pursued ih
kesping with the broad priorities emphasised by Chairman Ma.o"“f['se Tung from

i/
the early fifties were the more cost effective.

In res_spect of prevent:fve work, a key element was the resort to
the'mass line", “which ig built on the prémise "that the mass of ordinary
pecple are able, given the reqﬁisi’ce powers,. knowledge and motivation, to
tackle successfully highly compléx problems¥, '(Horn, 1972, p.378_) The success

“of the patriotlc health campaighs aeems to exemplify the validity of the premise
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underlyi. 7 the "mass line'. Ini. ated during the Kurean War (1950-53) to
activatc the masses to take measurcs against ~crm warfare allegedly used by
tho Americans, it soon devecloped into a war against itnhe four pests (rats,
flies, mosquitoes and bed bugs), and finally emcrped as a comprehensive pre-
ventive programme involving sanitation; personal hiygiene and health educatie
The campairns were aimed at directing mass activity against specific diseas
by gaining the participation of the ¢ntirc population. These led to the
reduction of the incidence of vcctor-boirne discases and establishment of
intensive health cducation programmcs for mass innoculation. "“Campaigns ha
not only boosted environmental sanitation and raiscd the oonsciousness of ti
people about the importancc of good health but also aided the creation of 2
concept of community health ..... Among the other benefits of mass mobili=-
zation is the muilti-utilization of manpower for such economic enterpriscs a:
sanitary cngincering work and irrigation proj.cts®. (Rifkin, 1973, p-252)
The campaigns against schistosomiasis 1s an example. "One aspect of tne
schistosomniasis campaign was mass adtion work in deyveloping irrigation netwt
and expanding cultivable farm acrecace. In the process of digging new irri-
gation canals (and filling cxisting snail-infested canals), the snails whicl
serve as the schistosome hostas zould be ﬁp:ooted and burried .... To the

extent that tiese efforts are focussed in periods wiaen there is a slackenin

in the level of asricultural work, it proves a relatively ccgtless mcans of
taking such preventive action., To the extent it is combined with agricultw

efforts, its cost is further reduced, thus effcctively providing a producti

outlet for surplus labour”. (Heller, p.22) Morcover, the cmphasis on self-

rcliance and social mobilization as key ethics of socialist public hcalth

policy implies an alternative resource allocational strategy different from
that commonly observed in the prevontive health policies of most decveloring
countries. This emphasis implies that the primary burden of financing prov

tive health mcasures must be borne by those directly benefitting from the



meagures, viz., the rural corrmne.; preduvetion bhrigacdes and production teams.
This mede of resource :.obilization is a classical 'stra.te-g;,." invelving the mobi-
lizatien of suxr_ lus labour. Purther, this stratesy of resource allocation
circumvent.s the snortage of specia.ised manpower constraint ‘o;‘,' rationing

their use to areas vhere they are more productive, indispensable and non-

sisstitutable. (Toid, pp. 23 -« 26)

2. Manpower traininz and deplorment

(i) In narrowing the rural -« urban ditferences in health care
reseurces, the Chinese government adopted a two-pronged strategy, viz., redi=-
stributing the medical personnel and enla.rgih,g their sup»ly by training addi-
tienal manpower. Redistribution was achieved mainly in two ways: Pirst, an
appeal was macde to Western—style doctors working in urban hospitals to leave
the cities and settle permanently with their families in rural areas. Apparently,
v sizificant numb:r of modern~type doctors moved into the rural areas without
either any material incentive or ar - element of coerizion., "The incentive was
the conviction that ther were doing the right thing, that they were responding
te the needs of their dzy and are 2nd in doing co *they were w'im'.-in{t the appro-
Yation ef, and were uniting with, t wir i‘ellomcn; it was a2 desire to be at
ont vith saciety, to be part -of the incihuustible dynanic which was moving it
forvard de visi‘rgljr ang purposefully”. (iloxn, 1971, p.79) e second method
of redistribution involved the despatci of nobile medical teams froa the urban
hespitals to the rural areas on a rotation basis. It was envisaged that one-
third of the staff of all major city hospitals will be working in the rural
sreas on a rotation basis. The mobile teams consist of docvors and nurses of
ali grades, different specialists, dieticianz, laboratoz;j workers, cloaners,
ceeks, and adminigtrators. The work of the teams included both curative and
preventive activitizs., Part of the team psuall}; staffs a clinic of one of the

mere cenirally locatod communes; the rest of the team splits up into groups
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who go and live in selected villages where they set up dispensaries and conduet
by-weekly family visits to render essential curative services. Preventive
work formed an equa;ly important part of their dutieg; this included immuni=-
zation a.ga.inst ordinhary infectious diseases (such as smallpt;x, diphtheria,
typhoid; polimyelitis, etc.), health education for the peasants, protecting
the water supplies, ensuring sanitary disposal of lman wastes, etc. (Horn,
1972, pp. 380 - 381) The doctors in the mobile medical teams also partici-

‘pated in the training of a new class of rural doctors.

(ii) Faced with acute shortage of manpower, the government intensi-
fied ihs efforts in thg trainihg of medical personnel. The training programme
initially followed was largely based on the Western models. During the same
period, the a.uthoritieEJ introduced a new category, the "secondary" or "niddle
lavel" personnel following the Soviet feldster model. Apparently the newly
trained pemsonnel, of both doctor~ of Western type 2~d Assistant doctors of
the Soviet type, were concentrated in the urban areas, From the late fifties,
efforts were initiated to train 'indigezious personnel in the rural a.rea.s, the
peasant doctors or the so-called barefoot doctors, 6ngaged in agricul tural
production as well as involved in health wor-lg;:{ This new experiment suffered a
set back during the first half of the sixties, but picked up momentum during
the Cultural Revolutioh. It is estimated that by the early seventies, the

nunmbher of barefoot doctors exceeded one million.

Of all the Chinese innovations in the field of health care, it is
the training and deploymant of peasant doctors or barefoot dbctors which is
perhaps the most unique and which has attracted the widest attention. In the
selection of the barefoot dootors, their training, work schedule, etc, the
stragegy displayed remarkable ingenuity. "The candidates selected for training
as barefoot doctors are gemerally young peasants, chosen by their fellow
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villagers. They werc chosen for their intelligence, their educotional level,
their keeness to be trained as peasant doctors and above all for their overall
attitude to ;the collective of which they {ormed a part. What counted moat was
that they shoul:! be vnselfish and responsible®. (J.S. Hoxn, 1971, p.82).
The train'ing prograrme of the barefoot doctors gencrally ccnsists of "a basic
three months course usually given at cith-.:'r the commune or couaty hospital,
fellowed be periods of frrther training of one to three months in succceding
years, and au;_a;;nenl-.ed by teaching from mobile health teams®., (A.J. Smith, 1974,
1.429). The barefoot doctors' first puriod of training was intended to
rrovide the minimum threshold of skills required to effectively perform cura-
tive responsibilities. "The cost of this training progromme was minimised
¥y scheduling the training period during the slack season in agriculture,
thereby not impinging on the gsize of the brigades' agricultural workforce, -
The cost of the teaching personnel was lowcred by combinins; the teaching and
curative responsibilities of the mobilc medical tcams as much as possible',
(loll&r, 1972, p.55). The responsinilitics of the barefoot doctor comprise:
_savironmental sanitation (proper collection, trecatment, storage ond use of
hunan foeces as ma.nure), health education, iusmnizations: he zlso gave first
2id and curative service to comuion illnessess like colds, bronchitis,
castrointestina.l disorders, mcasles, c¢tc. As for the barefoot doctor's income,
it may be rocalled that he is primeorily a pcasant and spends atlcast half the
time in agricultural work., f‘or his work in health related matfers, he carned
work points in the same manner as in his primary occupation. He receives the
usual income of any ugricultural workoer though he spends about half his time
oimg medical work; thereby ensuring that he does not distancc himself from his
fellow villagers., The development of the barefoot doctor, it may be noted,
did not involve much additional cost as their healthwork was dovetailed v‘qith
agricultural production and did not cause any dislocation of production éi.rising

frem labour sliortage. "Worker doctors', a factory worker with training sifinila.r
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to the barrfoot doctor, provides rolical services at his place of work; and. the
"Red Guard Doctor', usually a housewife witih shorter formal training than the
barefoot doctor, wn;?s as a physician's assistant in nci:hbourhood health
centres in the citicé. However, the main thrust of the new training of

medical personncl was on the peasant loctor ox barefoot doctor.

3, Decentralisation of Medical Care

To redress the unevenness in the distribution of scarce medical caze
facilities, the delivery system was rcorganised with a greater degree of decen-
tralisation. The delivery of medical carc in China of late begins at the lowes
possible level both in the city (urban lanz) and the country side (site of
rural work). In rural China, the health care system operates on three levels,
¥is., the brigade cooferative'medical centre, the commne health centre and
the county general.hoépital. Urban health services are also organised on a
three~tier basis. Corresponding to the brisade and commune health facilities
are ‘strect’ and 'lane' health sta* ins;. referrals frca these stations go to
the district, provincial or specialized hospitals (Jamison, etal, 1982, pp 40-43
"The rationale of *hin should be apparent. By adding an additional base of
medical services, a preliminary screening and treatment mechanism was created.
The bulk of curative problams would for the first time be'diagnosed and treated.
Simultaneously, scarcc medical resources were in a pesition to be rationed to
fhose medicgl problems for which no lower cost or lower skill substitute

exigted". (Homm, p.53) The accent on locating 'the cxpanded medical care faci-
| lities at the grass roots level is exemplified by the trends in the growth of
rural medical care units. Thus, for instance, the number of commune health
centres increaged from 28,656 in 1962 to 36,965 in 1965 and 55,500 in 1981; as
against this, jhe mmber of couhty hosPitais registered oniy a marginal increase
during this period, from 2123 in 1952 to 2276 in 1965 and 2367 in”1981.
(Jamison, etal, p.149) Decentralisation of health services has also meant

emphasising local financial support for these programmes.



4. Health Sector Financing

As observed carlicr, policics like the patriotic hcalth campaign
tucceeded in the total wobilisation of the masses to suppurt preventive
health progremmos. In consequenc., the figscal burden of the preventive measures
vags minimal, With rés;»ect to the curative prograsmmes also resourse was |
taken to cost-effective policies such as redistribution of scarce manpower
resourses, training and deployment of midéle and lower level medical porso=
mnel, develol;men’c of mul ti-tiereé medicalcare nctwork, ctec. True, all these
policies ;Led to congiderable cogt saving. Still the amerging hoealthcare sector

entailed some costs. How were they financed 7

The costs of the deliv;:ry system are shared b& the State, ecollective
cnterprises, wural sommines and private individuals uucovercd by the existing
systems, The state bhdget expenditure coversd the government insurance schem:z
which proviges free inpatient and ouvtpatient health service for 1life to
government employces, collegc teachers, ctej; healtih service delivery at state
amed hosPi_tals at national and provincial capitals; and medical education in
the n-ational and p:covinc:i.al medical colleges. Ie.bouf insurancz is a.notﬁc’r
major source of financs, Workers and staff employed in state ex'iterprises
reccive free healticare for life, while their dependents are entitled to get
56% ceimbursoment of their medical care costs. 4 voluntary insurance schems,
covering the employces in the coumuncs and brigade entor_priges, hag also deve-
leped; thesc schcemes offer only partial reimburscment of the medical expenscs.
Tacre is no prepaymentinvolved on the part of the beneficiaries. In the case
of these two typce of labour insurance, the cost of health insurance is added
te the enterprise wage bill. The total coverage of the government insuracce,
lebour insurancs, including collective cnterprise (voluntary) insurance, is
estimated at 225 »illion in 1981 of which 124 million arc p,ri:na.ry nemders and
101 million dependents, (Ibid., op. 67 - 69). Another sowscc of hoalth caxe

{inancing is tho rursl cooperationg medical scheme,
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The scheme first appeared as part -f tho rcorganisation plan during the M
Loap Forward period, and was adopted extens:.velj during the Cultural Revoluﬂ
Generally the schcme takes the form of a prepaid medical insurance plan orp-
nised at the lovel. of production brigades. "The insurance fund is typically
financed jointly by annual prepayments paid by individual members of the
brigade and by anmual appropriations from.the brigade's welfare fund.....
Beng{iciai‘ies cniolled in the t:ooperative insurance schceme are generally e:nﬂ-
tled to substantially reimbursable services and d::ugs‘at the brigade health
station and also at higher levol reforral unite....." (Jémiéon, et al, p.70) .
- The s-stem of sharing costs varied from region to region and from commune to |
commune, For cxample, in the carly seventies, in the Chunhsing production
brigade, the contribution from an individual member was about 1 Yuan, the
production tuam contributed 1, Yuan per ca.pita from its welfare fund, and the
production brigade 2000 Yuan per anmm (Susan B Rifkin, p.150)3 in the Four
Season Green commune, each person contributed 1.5 Yuan per ycer, matched by

an equivalent amount from the brigade welfarc fund (Virginia Li Wang, p.480).
By 1970,76.6% of the brigades are rcported to have adopted the cooperative

~ insurance system; and scven years later the coverage of the system had increaset
to 84,6%. In 1981, 475 million rural people, 48 percent of the Chinese pOpul.af;
tion, are estimatcd to be covered by the cooperative insurance scheme (Jamis&n,

et al, p.T1).

Private axpenditure accounts for the residual share of the total healw
care cost. This comprises the prepaymenté by primary members of rural coop"‘ora;-.
tive insurance schemes, and the out of pocket expenses of the population groups .
not covered by any of the insurance schemes. No firm data are available on
private cxpenditure on heal theare. Eowever, an indirect cstimate places this
figure at 4.60 Yuan in 1980, accountin~ for 32% of tho total expenditure on
healthcare (Ibid, p.73). The osverage of all beneficiarics under various
insurence schomes was secn to be epproximately 699 million, of ijm
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are in the rural cooperative insurz.icc scheme who had to make prepayments., On
tho other hand, most of thc urban rcsidents bencfit from inclusion in govermnment
imsuranco 61- labour insurancc schemcs whici do not involve prepayments. And the
mjority of those without the benefii of hcalth insurance are in the rural areas.
. Needless to say, the hcalth stratcgy adopted by the Chinese authoritics
has mignificant financial dimcnsions. Thus, the accent on prcventive hcalth
. meagurcs and priovity to rural areas, adopting the mass line. fcxr cnsuring
cemmunity involvement and utilising surplus labour and coordinating health work
vith normal productive activities in tho country .s:l.ﬂ_e proved to be a highly
sont effoctive strategy. IOn the one hand, the strategy holped to keep down fhe
cests of hea.ltﬁca.re; on the other, the bencfits. of these prozrammos, as for
emaple, the anti-schistosomiasis campaign(waich included £illing of sail-
infested irrigation canals and digging of new ones) cxtcnded boyond the control
of infectious and vector-borne diseascs. As regarde curative medicine, the
strategy involvod redistribution of scarcc medical personnel from urban to rural
arcas, training of noew cadres of mcdical and paramedical persomncl, and building
Xy @ network of medicalcare facilitics with a certain degree of sclf-financing:-
This introduced an offoctive built-in roferral system and an optimum ntilisation
of the personnel and facilit:l.os of diffcrent levela of sophistication. Thus,
ths ourative care programme dcveloped over time emphasiscd appropriate tcchnology,
i‘ltioning of acarcc manpowor and facilivics, kceping down costs as well as

sharing of costetg, (as woll as sharing of costs wherever possible)

IT. The Mnerging Health Profilce
A Coanging Digeasc Pattern |
As observed earlicr, the dom\inant discase groups in pre-liberation
period in China conformod to the pattern in a typical devcleping country. A
significant change has taken placc in the ciscaso pattern in China in the last
three decades, viz., a marked shift from acute infcctious discases to chronic

degemarative ailments. Thus, whilo respiratory discases, acute infectious,
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pulmonory tuberculosis and G.I (Garsro Intostinal) diceases in that order rant.d
thé-highest among the ten leading causes of deat’ (16.86%, 7.93%, 7.51% and
7.31% respectively of total decaths) in some cities in 1957, cardiovascular
discases, apoplewy and malignancy occupicd lower ranks (6.61%, 5.46% and 5.17%
respectively). By 1975, in the citics three top--ranking discecases were cexrcbro-
vascular (21.61%); cardiac (19.49%) and malignancies (18.84%) (XU SU ~ EN, 1985,
PP. 9-10). In thc subsequent period the trend is presumably reinforeed, increa-
sing the shares of these chronic diseascs. It is also sigrﬁficant-to'notethat
by the mid-scventies and carly cigntics, in some of the selected counties also
Gardiac discasc, malignancies and cerebro-vascular discases have emerged as the
leading causes of death. Thesc three discases together accounted for 48% and
56% in _1975 and 1982 resfectively of total deatns in the counties the positon
is more or less similar in the cities. On the otaer hand, both in the cities
and the counties . share of infcoctious discascs had dropped dramatically by
1980 respectively to 1.46% and 2.76% of all deaths (Ibid., pp 10-11). Thus, with
the reduction in the ircidence of infecticus discases, chronic and-~degenerative
ailments have cmerged as tie majér discase group. VNeve.rthclass, infectious
discases continuc to persist, though on a smaller scalc.. Hepatitis, tuberculosie
and dyscntery are still prevalent in much of the country, while leprosy,
~ schistoson;iasis and malaria linger in a fow provinces. (Jamison, ct al, p.21).
The case of Shanghai which is a success story in health advancement will
illustrate this. In the 25 ycars from 1956 to 1980, therc has bcen a significe..
.. s €3 i es, For
o b e o e 061500 popatebion; cropped
from 2_237.2 during 1956=65 to 78.4 during 1966=80, that of mcasles from 1486.3 to
73.2. On the other hand, the annual incidence rate of dyscntqi'y remained almost
at the séme level during the two periods, viz,, 686.9 and 657.7, while that of
hepatitis increascd more than threc fold from 114.4 to 377.3 (Buang De Yu, ot al,
P. 45). China's health status has boen undergoing an cpidemiological transition,
and the omerging discese pattern is a combination of acute infoctious diseases

and againg,dogencrative ailmoents.
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2. Uneven rrosress in health condd .lons
Another dimension of the trends in health status in China is that
the progress has not bucn.unifom. There persist significant rural-urban,
intex;-privincia.l and intra-provincial variations in health conditions. For
example, life oxpoctancy at birth is scen to range, from 59 years in Guizhow
primvice to 72 years in Shanghaij; lifo uxpectancy in urban areas is on averago
12 yoars higher than in normal rural axrcas, and that in low-income rural
. areag is 5 ycars, lowor than in normal onus., Intcr=-provincial and _rm:al-«urban
differences in mortality rates are evident. The crude death rate ranges from
4.95 - 5.54 in the Northern and North~castern prowinces to 7.33 = 9.92 in the
Vestern and South Western provinces. As of 1975, thc infant mortality ratcs
in the J:ui'a.l arecas; both for ;nales and fomales, are over twice those in the
wban arcas. Similar differences also persist in respect of morbidity pattern.
Infectious discases, although a national problem, are more prevalont in rural
arcas, For imqténcc, hepatit-ia and dysentery are more \;:ides;pread in the rural
arsas, since a large fraction of the rural population docs not benefit from
safc water supply or facilities for sanitary disposal of human focces. The
tcath rates from pulmonary tubcreculosis a.nd discascs of .’che digestive syétein ,
in rural areas are more than onc and a half times thosc in the urban areas.
Malautrition contimues to remain an important impediment to child development
in many rural areas. Thus, the percentage of T-ycar old boys stunted is signi-
‘ficantly higher in rural than in urban households. (Jamison, ot al, Tables 2.5,
3.2 and B.4)
Neodless to say, this emerging morbidity pattern has serious financial
implications. While infectious discascs generally are amcnable to control
threugh comparatively less costly proventive measures, employing paramedical staff,
barefeet doctors or even lay personncl (as for example, under the patriotic hoalth
calpaign), dcggngi'ative ailments like stroke, hecart discase, cancer, cte. require

highly skilled specialists, sophisticated cquipments, cxtended hospitalisation
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and costly drugs for their diagnosis and treatment. The two major dimeﬁsidn
of rural - urban differences are with respect to morbidity péttern.and healie
care facilitics including safe watcr supnly and sanifation. Given the fact
that morc than four--fifths of the population live in rural arcas, the financil
implications of raising their health status on a par with their urban countw
- parts can be quite formidable.

I1I. Implications of the Recent Reforms in Economic
Structure on Financing Health Care

(i) We noted above the considerable ruraleurben differences iﬁ :
mbrtality.rates,,morbiditj pattern and health care financing, Despite a signi-
ficant declinc in some infectious discases in responsc to the preventive measun
the problem continuds to ﬁersist, Together with this, chronic diseases have
also bogun to surface, 4As against a higher rate of mortality and morbidity,
healtheare facilitics and current oxpenditurc in rural China are far behind the
same in urban arcasg. According to o-: cstimate, avéragc heal thcare expenditure
in rural arcas would comc to 10 Yuan per capita compared to 33 Yuan in.urban
areas; and statc subsidies for medical carc work out to 3 Yuan and 26 Yuan res-
' pectrvely. (Ibld. p.73) Thus, thore is a substantially regressive ujbah bias

in public expenQ1ture on hoalthcare.

(1i) Among the sweeping reforms introduced by the new regime in Peopleh
China since 1978, the houschold responsibility system and the resultant dismantif
of the collective organisationall§t;ucture pose serious probloms for financing
of healthoare in murel azcas. In tho first place, the, introduction of the
fesponsibility systcm hag hndcrmihed the fiscal support to the rﬁral cooperative
health insurance.schemes by way of corntributions from the brigade and communc
wolfare fﬁnds. The erosion of this majof source of finance has lé&-to'a stcady
and.sha;p decline in the coverage of rural cooperatiwe hcalth insurance. Thus,:

the proporﬁion of brigades with rural coopcrative health schomes has drastically
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dropped £Z.m 84.6% in 1975 tc 68.€5 in 1960 and 58.2% in 1981. (Ibid, p.71)
That is to say, morc and more peoplce- in rural China have to pay tho full cost

of their medicel cxponditure.

(iii) With the adoption of thc houschold responsibility system undcr
which peasant nouscholds contracting farm land for cultivation have considcrable
initiative in the choice of crops an? the frecdom to disposc of output in
exccss of the quota to the state and tho productioh tecam, “In the process.of
the devclopment of the rosponsibility system, the form of contracting 1511& to
houscholds with the houschold as the accounting unit bcecamce the main-form of
the ve;.rious output rclated contract systums. By the cnd of 1983, the mszer
of houscholés contracted undor this form made up 94.5 percent of China's total
peasant houscholds”, (Zhang Becmin & Zhang Houyi, 1984, p.4) Significant
cnhancement of the state puxchasel prices of a wide range of agricultural pro-
ducts, emergenec of ‘scveral sideline production activities like dairying, poultxy,
figgcry, 1ilk t;dcoons, etc. opened v now visits for th. peasants. Rejection of
ogalitarianism, and linking of remuncration with purformance or output as peq:t
of the new policy further strongthoncd the incentives of pca.sa.hts to devote
their time and cnorgy to iyroductivo activities., Thesc developments in turn mey
affect the motivafioh and inccntives of barcfoot doctors in their hcalthcarc work
for which under the crstwhile systom they reccived no remuncration., Similaxly,
the erosion of tho political and adminiztrative authority of the comm;:ncé ’
brigados and production tcams may also wcaken the participation of the peasants
in preventive health programmes. If these "side effocts® of the production res~
ponsibility systom were to occur, then rural China may suffexr a sotback to the
progress achigved in the rocent decadcs, unluss the Government increased on a large
scale the cadre of full-tinc medical and paramedical personnel. The financial
implications of that option are obvious.

(iv) The resurgence of private medicine iz another recent devclopment,

The Hinister of Public Health cuncuncced on 26 October, 1984, the policy permitting
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\PPPvANG G ieal practices. In an sroticle published ia Guangmin Deily the
minister authorised colleetives and individuals to run mcdical busincss and
make profit }.‘rom thim.  "Wo wetively support collective cconomic bodies.,
townships, nsighbourhoodsy democrafic partics as well as retired doctors to =
up medical institutions®, (China Daily) The minister elso said in=sorvice
doctops and mcdical .workenmsceould provide modical services at home in their
own time. Income from.tacme-scrvices was allowed. Scme doctors'havq. opcned
theix pwn small hospitals, hiring unemployed youth and retired medical workers.
Individual doctors also make house visits. One major projcet under negotiatism
is _._a.,t}ox:,oign—slupplied and’ foraign--ma.né,gcd private hospita.l in the Specia.l.
»ﬁqp‘npqﬁzit_;‘.,Zono of Shenzhen. {Nowsweek; 1985)- The new hospitals in ‘the private
sdgtor-ars’ apto to be located in the urban areas end comparatively prospcrous
coxmnuncs;. a.lu they are also likely to ¢mploy highly trained specialists and
spphisticatedequipients. Their clicntele would. constitute the bett'er off
housecholds,: i ..'ﬁma, the private medical services would be distributed on the
basis of "tc cach accordirng to his avility® to pay. There is also an indi- '
cation of a policy chang. to curtail tho subsidy clement to the urban residents,
which_ might also :Lntrdlduce a cortain dcgree of inequality in the accessibility

of medical carc facilitics.

In bricf, the healtheare scector roflected the effects of the new
reforms of the cconomic structpre. Tho impact of the structural readjustment
policics has been merifested in a sharp decline in the coverage of the tural
cooperative hcalth insurance system. 4 probable impa.ct-, though less visibie
as of now, is the likely weakening of voluntary hcalth carc work on t'hc part
of barc,foot doctors, .and'the pafticipation of the gencral mass of pea.sa.hts in
preventive Hcalth programmcs. - 'I'ha_ cmorg\:;ncc of private mcdical éerw;:'ice would
reinforce the widining of diépa:ritics in the accessibility of medical carc.
Ov'qp all, m,.ipcxeasing proportion of the population, cspecially in the rural
arcas, will have.to boar the full ccst 'of medicel 'care. |
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Summary &.d Conclusions

(1) In the choicc of prioritics, viz., provention first and the
stross on rural arcas, and the stratogies such aé training and deployment of
lediga.l personncl, and recourse 0 thc mass linc,the Chinesc leadership showed
an astute underetanding of the naturc of health problams and the constraint
on resourcoes., .‘I‘he.p:caventive health programmcs with the focus on control of
vectors, improving sanitation and protocting water sources, hcalth oducation
and porsonal hygienc, coordinatod with productive activities in tho rural
arsas and thc participation of thc entire community cnsured tho highust degroe
of cost offectivencss and the widest sharing of costs by the beneficiarics.
o curative programe built on a multi-tiored nctwork of medical carc facili-
tics and appropriatcly skillod medical porsonncl like the barefoot doctors,
and intog.ation of their hoalthearc functions with their normal productivo
sctivitivs contributed to minimise the costs. The rural coopcrative health
insurance system was designed to pool<g of risks and tho sharing of costa by
the boneficiaries. All thosc measurcs have combincd to kocp the costs of

Malth caro to the minimum and an ingenious way of its fingncing.

(ii) What lessons do the Chincse oxperiments in the field of health
care offer to othur dov010p.ing countrics ? Are the Chin.sc expericnccs replicable
dsovhore in the third world ? Thusc qucestions have beon raiscd by scvoral
authors baforc. Reliance upon non-poclmia.:;:y incentives to motivato the masscs
to ot involvc& in prevontive health programmes, a multi-~ticraed network of
medical carc facilitios with a built--in rcferal system, the developmont of
sotical porsonnel of appropriatc training and skill at diffcreat points, 2l}
have financial implications which arc cqually relovant o other developing
somaitrics. The cooperative health insurance systom which cnsures pool%ng of
rislks and shawing of costs by the bonuficiarics would instil greater awgroencas

of the financial implications of altcrnativo modical tochnologics. India, waich
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apparently lags bchind China in health improvemcnt has to luarn a great deal
from the Q\:anac cxpirience. This is implicitly acknowledgod in the latest
National Hzalth Policy wherein thc authoritios stross the nced for "involwving-
the comminity in the identification of their health nccds and prioritics®,

"3 well dispersed network of comprehcnsive primary health care services",
"Health Volunteers sclected by the communities and enjoying their confidence®,
“Mobilising the community resourcous, throﬁ@l its active participation in the
implementation and managoment of national hcalth and rolated programmes™, and
introduction of "Health insuranc: schomes, ..on a statcwise basis for mobilising
additional rosources for. hecalth éromotion and ensuring that the community shard]

-tho-cost—of 8crvices, in kocping with its paying capaci - Health

and Family Wolfarc, National Hcalth Policy,.Govermment of India, 1983) '

(.‘L‘I.i) Howevor, somc rcceont developments likce thae cpidomioclogical
transition, idcological and institutio al cha.nges ghould raise somc concern
whethor the prescnt health carc gystom can cope up with tho new and incrcasing
danandé on thc system. On the onc hand, the omorgence of chronic ailments
like blood pressurc, atroke, h.art discasc and cancur would make greater dcma.nd.d
in terms of specialised medical pcersonnel, 80phistica:tcd' cquipmunts, moro
cxpensive facilitics, oxtondcd hospitalisation end costly drugs. Furthoer, the
incidenco of acute infcetious discascs continues to persist in many parts. On
the othecr hand, thc recopt reforms in tﬁe cconomic structﬁrc auch as the new
responsibility systoul, weakening of fiscal support to thd rural cooperative
hccé.lth insurance scheme, cut backs on stdtc subsidics to hcalth carc and res\mptﬂ
of private mecdical practicu will result in more and more pcoplc havirg to bear
the fu.u cost of their medical carc uOlqu.dthrO. The crosion of the political

and administrative authority of thc colle:tive organisations will also weakon
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the esmmuni+y involvemcnt and part. ~ipation in provenvive programmes and their
impact on infoetious discascs. Overall, tic ccot of health care is apt to

ris¢, and the access t0 the facilitics to become morc uncaual.

P.G.K. PANIKAR

[ The comments and suggestions on an carlicr draft from
Chiranjib Sen, Gita Sen and C.R. Soman arc apprecciated.
The author aloné is responsible for the vicws oxpressed hcz;'_c_z,7
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Notes

1/ The four guidclines werc: (1) put nrovention first; (2) scrve the nceds
of workcrs, peasants und soldicrs ~ whercver they happen to bej (3) combi
rural and urbair public hcalth muasures with midical practice; and (4) Urite
Chincse traditional thorapy with Westorn Scicntific knowledge"™. During
the Cultural Rovelution another giideline was added in Mao's June 26
dircctive "In hcalth and mcdical carcc, put the stress on rural arcas”,
V.W, Sidecl, "Somc Obscrvatione on thc Health Scrvices in the Pcople's
Republic of China®, Intcrnational Jouwrnal of Hcalth Scrvices, Vol.2, No.3,

g/ "A barcfoot doctor is a peasant who has had somc basic mudical training
and gives treatnont without leaving productive work, Hr: gots the namc
(Chijiac Yishcng) becausc in the south, poasants work barcfooted in rica
paddics®™, However, goencrally the pecasant doctors were niither barcfootud
nor doctors. Thoy arc primarily agricultural workcors, “The Barcfoot
Doctors of the Republic of China®, op.cit.,pp.2-3.

j/ During thoe scventics, the barcfoot doctor dominated the international 1itcz.
ture related to healti: carc. Sco for cxample: (1) Victor W.Sidel, “The
Barcfoot Dectorn of the People's Republic of China', Now England Journzal of
Mcdicine, Junc 15, 1972; (2) A.J. Smith, "Barofoot Doctors and the Medical
Pyramid", British Mcdical Journal, 25 May, 1974; (3) Victor W. Sidel and
Ruth Sidel,"Thc Delivery of Medicalcare in China™, Scicntific Amcrican,
Vol.230, No.4, 1974; (4) Peter S.Holler, The Strategy of Health Sector
Planning in the Peoplc's Republic of China (mimcographed); (5) J.S.Horn,
"Building A HealthService in the People's Republic of China%, Intormational
Journal of Health Serviecs, Vol.2, YNo.3, 1972, (6) J.S. Horn, "Experimcnts
in Expanding Rural Hcalth Service in Pecoplc's China®, Ciba Foundation
symposium on Tcamwor: for World Health, 1971; (7) Susan B, Rifkin "Hcalth
carc for Raral Arcas®, Mcdicine ar ! Public Health in the People's Republic
ef China; (8} J.H, dc Hass and H.H. dc Hass Posthuma, “Socio medical
Achicvuncnts in the People's Republic of China, Intcrnational Jcurnal of
Health Scrvices, Vol.3, No.2, 1973.

4/ Certain distinctive characteristics of %'.is Chincsc inrovation have attracted
wvidc attenticn. Sce for cxampli: uwavid M, Lampton, "Public Health and
Politics in China's Past Two Decades™, Health Service Rerorts, Vol.87,No.10
19723 (2) Virginia L. Wang, ‘'Training of the Barcfoct Loctor in the Pcople's
Republic of China', Intcrnaticnal Journal of Health Scivices, Vol.1, No.1,
1975; (3) Potor S. Heller, on.cit., (4) Susan BJRifkin, “Healthcare for
Rural Arcas*, op.cit., Jamiscn, ¢t al.,; op.cit. ]

5/ "The emergence of an uneven distribution of wealth is being now permitted. Q‘

of the major changes resulting from the econocmic refomrm of the last few years
i the trend to encourage some arcas and samc peasants to get rich first",

_ Zhang Boemin, and Zhang Houyi, "China's Agricultural Reform and -Developnent,”
On.cit..
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