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ABSTRACT 

The development of community health services (CHS), characterised in particular 

by the emergence of general practitioners and the establishment of community health 

centres, is one of the top priorities on the policy agenda for urban health reform in China. 

The primary and secondary levels of hospitals are being urged to change functions, 

shifting from traditional hospital services to CHS. 

This study aimed to contribute to the development of training strategies for CHS 

through documenting the policy, administrative and institutional arrangements of the 

CHS programs, identifying performance problems, and analysing relevant determinants 

that underpin the practice and performance of CHS. Document analysis, indepth 

interview and questionnaire survey were adopted as main methodological approaches. 

The study was undertaken in Chengdu and Panzhihua, which included observation of 14 

community health centres, interview with 23 general practitioners and managers, and a 

random sample survey among 1041 residents. 

This study revealed that the top priority of the CHS programs was to try to stay 

alive through competing with other health institutions for consumers who could afford 

medical charges and to provide clinical services that would generate good revenues. The 

accessibility to medical care for the community residents had not been improved 

significantly. Poor response to local population health issues, inefficient use of resources 

and poor quality of services were amongst the key performance problems. There was 

little prospect of the CHS institutions achieving sustainable development. 

There was a widespread agreement among the CHS managers and practitioners that 

training is an essential strategy in improving the CHS performance. However, when 

policy, system, and cultural barriers are not properly addressed, training means little. 

There were evident organisational failings and lack of inter-governmental collaborations 

and leaderships in developing CHS. The lack of policy coherence with respect to 

organisational incentives impeded the achievement of the goals of CHS. There was also 

a lack of consumer participation and support. 

These findings have implications for both policy development and training 

arrangements. The development of CHS needs to be considered as a system change 

rather than in terms of isolated institutional developments. Training arrangements for 
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CHS need to offer competencies for a wide range of organisations and professionals to 

enable them to improve their daily works and also to contribute to solving some of the 

system problems. The training programs developed for governmental officials, hospital 

and CHS managers, general practitioners, community nurses, public health workers, 

pharmacists and other CHS practitioners need to be aligned with a unified goal and 

facilitate the development of the supportive environments and inter-organisational 

collaborations (partnerships). 
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Chapter One 

1. INTRODUCTION 

This research seeks to identify the training needs for community health services 

(CHS) in urban China through an analysis of the current performance and challenges 

facing CHS. Although China has a long tradition of strongly emphasising primary health 

care (PHC), the more recent urban CHS initiatives adopt a new approach characterised 

by the emergence of general practitioners (GPs). Through a case study in Chengdu and 

Panzhihua, I outline the current situation in CHS development, and delineate the theory 

and concepts that are guiding the implementations of the CHS programs, as well as the 

determinants that shape the practice of CHS. Both qualitative and quantitative research 

methods have been used, based on the needs of different research questions. 

Emergence of research questions 

The research questions emerged from my experiences in teaching and researching 

CHS. They address problems being faced by practitioners on the ground and 

uncertainties being faced by policy makers in the context of designing and 

implementing health sector reform in China.  

Personal experiences 

I graduated from a six-year degree program in the West China University of 

Medical Sciences (WCUMS) and got my medical degree in 1988. After a further three-

year study in the same university, I was awarded the Master of Public Health. 

In 1991, I was employed by the WCUMS. As a teacher and researcher in the 

Department of Social Medicine, I became extremely interested in the social approach to 

health, in particular, the policy and management issues associated with PHC. I was 

actively involved in a broad range of research projects including policy analysis, health 

insurance, regional planning, disease control and medical outcome studies. Since 1994, 

the inequitable access to health services by the urban population, especially the 

disadvantaged population, has attracted my attention. I participated in a gerontology 
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project aiming to develop a community based health care model for the elderly. The 

strategies to achieve the goal included the development of an educational network and a 

health care network for elderly people in Sichuan province. This project trained about 

400 physicians and more than 150 nurses and expected the trainees to provide 

continuing and coordinated comprehensive health care for the elderly using a social 

approach. Later, however, the project members noticed that the training had not been 

very effective in changing the patterns of practice of the trainees because of the 

restraints of the organisational and cultural environments. Therefore, the project’s 

attention began to shift to creating appropriate environments that could facilitate the 

community based social approach in aged care, rather than merely on training. 

Since late 1996, developing CHS has come onto the government agenda (Central 

Committee of Communist Party and State Council, 1997). The WCUMS was invited to 

offer training courses for CHS managers and practitioners. I became a principal planner 

and teacher for these training programs.  

In designing the curricula, the planners encountered considerable controversy. The 

main issues in dispute included: 

1) What themes should be included in the training programs? 

2) What curriculum content and teaching methods are appropriate for the different 

classes of managers from local health authorities, hospitals, and community 

health centres (CHCs)? 

3) What is the proper balance between clinical components and public health 

components? 

4) What are the most appropriate methods for upgrading clinical skills? 

5) How can the training program encourage the social approach in organising CHS? 

and 

6) How can the training program contribute to changing the practice patterns of 

trainees who have been used to working in hospitals? 

Despite these uncertainties, the planners all agreed that it would be necessary to 

conduct a well-designed study for better understanding of the pattern and performance 

of CHS as an input to the planning of appropriate training programs. The planners also 

agreed that improved training should not only play an important role in improving the 

 2
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delivery of services but also contribute to improving the wider social environment that 

interacts with CHS. 

Health sector reform 

According to the 2000 census, China has a population of 1.3 billion people, 

comprising about 21% of the world population (China Population Information Network, 

2001). It is a great challenge to provide health care for such a large population, 

especially in the context of a relatively undeveloped industrial base and an increasing 

income gap between the highest and lowest income groups (Gao et al., 2001). 

There are marked social and economic disparities between rural and urban 

populations and between eastern and western regions in China. Providing basic health 

care for the rural population has always been a priority in China health policy. In the 

1950s and 1960s, China implemented a primary health approach, resulting in dramatic 

reductions in mortality and increasing life expectancy (Rao, Yin and Liu, 2000). 

Although some researchers have argued that social and economic development may 

have been the main determinant of these improved health indicators (Jewell, 1996), the 

Chinese PHC model was nevertheless regarded as a leading model around the world 

(Chetley, 1995, para. 1; Johnstone and McConnan, 1995; Bloom, 1997, p. 3; Chen, C. 

C., 1997; Dong, W. Z., 2001a; Pang, Wong and Ho, 2002; Taylor and Taylor, 2002; 

Wyon and Rohde, 2002; Hall and Taylor, 2003). 

From 1978, China commenced a far-reaching program of economic reform. The 

rural collective production system was replaced by a household-based production 

system. Market and competition mechanisms were introduced to encourage the 

productivity of urban industrial enterprises (Bloom, 1997, p. 8; Pei, 1998, pp. 13-17). 

These measures led to a rapid economic increase and urbanisation process. The rural 

proportion of the population dropped from about 80% to 64% in two decades. In many 

large municipalities the mobile population (internal migrants, most coming from rural 

areas) comprise over 15-20% of the population (China Population Information Network, 

2001). 

However, in the mean time, the reform of the social insurance system fell behind. 

The state-owned enterprises (SOEs) had to continue to take the responsibility of 

providing housing, education, medical care, aged care, and other supports for employees 

and their dependents. These burdens placed them at a serious competitive disadvantage 
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in competing with businesses without such responsibilities. Because the private- and 

foreign-invested enterprises had no responsibility to provide such supports, they could 

offer higher salaries for their employees (Wong, V. C. and Chiu, 1998), which had the 

effect of attracting many experienced technicians and workers from the SOEs (Liu, C. J. 

et al., 1995a). Under these pressures, in combination with outdated production 

techniques and managerial methods, many SOEs struggled to survive. A lot of workers 

lost their jobs. A growing stratum of poor people emerged within the urban population 

(Wei, J.S., 2002). 

Although the reform of the health industry lagged behind, similar reforms were 

being instituted within the health sector with a considerable degree of managerial 

responsibility devolved from governmental bureaux to hospital executives (Wong, V. C. 

and Chiu, 1998). The pace of economic liberalisation of public institutions was 

accelerated after the 15th Communist Party Congress in 1997, which endorsed an 

economic efficiency oriented program of reform (Gao et al., 2001). Budget funding was 

further reduced requiring hospitals to earn an increasing proportion of revenues through 

user charges. An increasingly competitive health care market was emerging, with a far-

reaching privatisation process foreshadowed. The private sector comprised about 3.9% 

of the health professionals in the period up to 1999 (MOH, 1999b). The reform of health 

insurance was also implemented, in conjunction with other social insurance reforms 

with a view to reducing the economic burden being carried by the SOEs and controlling 

the rapid increase of medical expenditure (Hindle, 2000; Dong, W. Z., 2001a). 

Meanwhile, the health delivery system was undergoing continuing restructuring as 

it adapted to the changing social and economic environment and disease pattern. Among 

the more prominent consequences of the health industry reforms of the 1980s and 1990s 

were the rapid development of hospitals and pharmaceutical companies. Hospitals were 

forced to compete for patients as budget funding was reduced. Hospital developments 

were increasingly driven by the revenue opportunities of pharmaceuticals and high 

technology investigations (which were less tightly regulated than basic medical services) 

and by community expectations regarding high technology investigations, intravenous 

fluids and the extensive use of pharmaceuticals (Hsiao, 1995). Under these conditions 

hospitals invested heavily in modern equipment in order to enhance their competitive 

position (Pei, 1998, p. 141). Pharmaceutical companies developed rapidly over the same 

period competing to produce and sell drugs that would yield greater revenues and profits. 

 4
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During the late 1990s, expenditure on outpatient visits and in-patient services increased 

rapidly (average annual increases of 10.2% and 13.8%, respectively (Gao et al., 2001)); 

much more rapidly than average per capita income (6.5%). The maldistribution of health 

resources and increasing cost of medical services constituted an increasing barrier to 

access to health services for the poverty population. More and more people who 

reported illness sought self-treatment rather than attending doctors (Gao et al., 2001). 

The demographic structure and disease patterns of the urban population were 

changing during the same period. Many urban areas were becoming aged communities. 

Leading causes of death were moving from infectious and communicable diseases to 

chronic conditions. Cancer, cerebrovascular disease and cardiovascular diseases became 

the top three leading causes of death. Infectious and communicable diseases have 

dropped out of the top ten leading causes of death (MOH, 2000b; 2001a). Policy makers 

were starting to wonder whether the traditional hospital-dominated health care system 

was still appropriate in this changing environment. 

In late 1996, the central government decided on a raft of new policies to reshape the 

hospital system including the development of community based health services. The 

hospitals that were rated at the primary and secondary levels were encouraged to change 

roles and to reinvent themselves as CHCs. GPs emerged as new health professionals. 

There was a recognition of the substantial retraining that would be urgently needed to 

help the hospitals and staff to adapt to the new environment and approach. However, 

medical educational institutions were not well prepared to provide this sort of training. 

Studies on the training needs for CHS development were rare. Several studies used 

questionnaire surveys to investigate the knowledge and skills of community health 

practitioners and revealed a big gap between the perceived demands and academic 

expectations (Wu, X.Y., 1999b; Xie, J. and Chen, 2002). This coincided with my 

experience in a training needs assessment project. We used a questionnaire survey to 

assess perceived training needs in relation to preventive medicine among clinicians and 

found that many clinicians could not make judgments about the importance of some 

aspects of preventive medicine because they had no idea about what these aspects meant. 

It is necessary to interpret the perceived training needs in the context of the reality of 

practice and the theory and concepts that guide such practice. 

Thus, I commenced the research described in this thesis with a concern about the 

performance problems in CHS in relation to the general theory and concepts that may 
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guide the practice of CHS, as well as the social, political, structural and cultural 

environments that shape the practice of CHS. The aim of my study was to provide the 

policy-makers and educators with information to initiate and improve training for CHS 

in China. 

Overview of research design 

Both qualitative and quantitative methods have been used in this research to answer 

different questions. Indepth interviews and observations were conducted to explore how 

the CHS were organised and delivered to meet the health needs of community residents. 

Government documents and other publications were also collected to assist in better 

understanding of the theory and concepts that guide the practice of CHS. A 

questionnaire survey of community residents was conducted to provide information 

about the performance of the CHS from the perspective of community residents, and to 

assess the health needs of community residents and the attitudes of community residents 

towards CHS. 

Two municipalities in Sichuan province were chosen as the research settings. These 

were Chengdu, the capital city of Sichuan province and one of the large municipalities 

in China, and Panzhihua, typical in many ways of the medium-sized municipalities. 

Fourteen CHCs (six in Chengdu, eight in Panzhihua) were selected. The general 

operations of the centres were observed. Meanwhile, 23 GPs and administrators were 

interviewed. In Chengdu, a questionnaire survey was conducted among 1041 

community residents. The respondents were randomly selected in three communities 

which were serviced by somewhat different CHS, in order to correlate the residents’ 

perceptions with the styles of practice of the CHS. 

The results of the qualitative and quantitative research were analysed with a view to 

identifying performance problems, in particular, problems which appeared to reflect lack 

of understanding, knowledge or skills and which therefore might be addressed through 

more appropriate educational programs. The performance problems of CHS were 

identified by comparing the current operations of the CHS and the practices of the GPs 

with the guidelines issued by the China Ministry of Health (MOH); and through 

reference to the experiences of other countries, especially Australia. I also compared 

what the community residents said they needed and wanted with what the community 
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health professionals thought they should provide and what they were providing to 

examine whether the CHS were oriented to meet the residents’ health needs. 

Structure of thesis 

This thesis contains eight chapters. 

Chapter Two is entitled “Primary health care in China”. In this chapter, I introduce 

the concept of PHC and CHS. The history and structure of the PHC delivery system in 

China is reviewed. Some of the key issues concerning contemporary changes in PHC are 

discussed, in particular, the recent development of CHS and associated driving factors. I 

also discuss the CHS workforce development and relevant educational system for the 

training of PHC workers. 

In Chapter Three, I describe in detail the objectives and methods of this research. 

This includes the development of the research strategy which has shaped the direction of 

the study and guided the collection and analysis of data; the purposive sampling steps; 

the implementation of the indepth interview and questionnaire surveys; the data entry 

and analysis methods, and the integration of qualitative and quantitative results. Some 

key issues related to the research design, such as the performance and quality 

assessment of PHC and CHS, and health needs and training needs assessment are also 

discussed.  

The main findings are presented in Chapters Four to Seven.  These chapters are 

structured around the key themes of this research (description, evaluation and analysis 

of the current operations of community health services), rather than different types of 

data (quantitative, qualitative) or different sources (GPs, community residents, etc).  

These chapters also include some reference to the literature and some preliminary 

discussion which lays the ground for Chapter Eight, in which the main findings from all 

of Chapters 4-7 are brought together. The key issues and policy implications are 

summarised and strategies to overcome the obstacles are explored.  

In Chapter Four, the current situation of CHS programs in Chengdu and Panzhihua 

is described. A typical scenario describing the organisational arrangement of CHS and 

practice of CHS providers is given. A more systematic description of the procedures 

involved in delivering CHS, the managerial arrangement of CHS and the characteristics 

of CHS users follows. 
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Chapter Five tackles the performance issues of CHS. The attributes of the CHS 

programs around the themes population health, efficiency, quality and integration are 

discussed. The quality of CHS is analysed by comparing the services provided by 

different providers, and by documenting the patients’ experiences. The organisational 

development of CHS is also addressed. 

Chapter Six explores the determinants that shape the patterns and performance of 

CHS. I identify and discuss factors associated with consumers, providers, purchasers 

and policy makers which are shaping the operations and development of CHS.  

In Chapter Seven, I present the training arrangements which presently support the 

CHS workforce and the perceived training needs of community health practitioners, 

including both administrators and medical practitioners. None of the interviewees had 

received systematic education in health service management or general practice. Their 

views reflect clearly the difficulties encountered in their practices. The relevant contexts 

of these perceived training needs are also presented to assist in understanding the 

meanings of the interviewees’ views.  

In Chapter Eight I present my conclusions. I consider all of the findings presented 

in the preceding chapters and discuss the implications of these findings for policy and 

training although it is difficult to define clearly the boundary between policy and 

training implications. Consideration of the interaction between policy, structure, culture, 

training, and behaviour can help us to identify approaches to training which may 

improve both the performance of individuals and organisations and contribute to the 

policy reform in the wider environment. It is clear that there is an urgent need to train 

community health practitioners. The training should include not only community 

medical practitioners but also policy makers, local authorities and other health 

professionals. Lack of qualified trainers is also an important barrier in developing 

community health services. Further studies needed to address these problems are 

suggested in this chapter. 
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Chapter Two 

2. COMMUNITY HEALTH SERVICES IN CHINA 

This chapter explains the concept of PHC and introduces the history of PHC reform 

in China. The managerial models and driving factors in the development of the current 

urban CHS programs are reviewed. The health sciences educational system in China is 

also outlined in this chapter to provide a context for the analysis of the data in the 

following chapters. 

Primary health care and community health services 

Primary health care: a global activity to achieve “Health For All” 

The concept of PHC was inspired by a number of successful programs delivering 

basic and comprehensive health care services to poor rural populations. The Chinese 

experience provided one of these leading program models (Hall and Taylor, 2003). 

Based on those programs, the World Health Organisation (WHO) and the United 

Nations Children’s Emergency Fund (UNICEF) synthesised the concept of PHC at a 

conference held in Alma-Ata (in 1978) as: 

…Essential health care based on practical, scientifically sound, and socially 

acceptable methods and technology made universally accessible to individuals and 

families in the community by means acceptable to them and at a cost that the 

community and the country can afford to maintain at every stage of their 

development in a spirit of self-reliance and self-determination. It forms an integral 

part of both the country’s health system of which it is the central function and the 

main focus of the overall social and economic development of the community with 

the national health system, bringing health care as close as possible to where 

people live and work and constitutes the first element of a continuing health care 

process. (WHO and UNICEF, 1978, Declaration VI) 

This definition of PHC encompasses a broad range of principles to be embodied in 

both public health and medical services. The core components of PHC identified by the 
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Alma-Ata Declaration include health education; promotion of food security and proper 

nutrition; environmental sanitation; maternal and child health (MCH, including family 

planning); prevention of local endemic diseases; vaccination; appropriate treatment of 

common diseases and injuries; provision of essential drugs; and traditional medicine. At 

the thirtieth annual meeting of the World Health Assembly in 1977, PHC was 

enunciated as essential to achieve the goal of “Health for All by the Year 2000” (WHO 

and UNICEF, 1978). 

Differences in social economic situation, disease patterns, institutional traditions, 

and historical and cultural contexts have led different countries to develop different 

models and different approaches to achieving “Health for All” through PHC. In 

developing countries where communicable diseases are leading threats to people’s 

health, PHC focuses more on the infrastructure development including environmental 

sanitation and providing resources for PHC and safe food and drinking water supply 

(Hall and Taylor, 2003).  

By contrast, in the industrialised countries, the PHC sector was already well 

resourced. Most such industrialised countries could claim to have achieved what the 

developing countries were trying to develop (Starfield, 1998, p. 10). As a result, these 

countries paid more attention to the organisational arrangements (such as community 

involvement) and to the principles of practice (Legge, 1996, p. 1). Starfield (1998, p. 11) 

argued that the WHO concept of PHC is equally applicable as a goal in industrialised 

nations only when it is viewed as a strategy for integrating all aspects of health services.  

It is clear that, in the industrialised nations, people are talking more about primary 

care rather than PHC (Starfield, 1979; 1986; 1991; Gorman et al., 1992; Barkun et al., 

1993; Starfield, 1993; 1994a; b; c; Gerbert et al., 1996; Starfield, 1996; 1997; Milio, 

1998; Starfield, 1998, p. 9; Cassady, C. et al., 2000a; Shi, L. et al., 2002). In this context, 

primary care refers to a narrower concept than PHC and is viewed as a level of care 

which is distinguished from short-term consultative care (secondary care) and long-term 

disease management (tertiary care) (Starfield, 1998, p. 9). The Institute of Medicine 

(IOM, 1996, p. 31) defines primary care as an “integrated and accessible health care” 

provided “by clinicians who are accountable for addressing a large majority of 

personal health care needs, developing sustained partnership with patients, and 

practising in the context of community and family.”  

 10
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Many researchers believed that greater emphasis on primary care produces better 

outcomes of health with lower cost than health systems which focus on specialty 

services (Starfield, 1991; Starfield and Simpson, 1993a; Forrest and Starfield, 1996; 

Forrest et al., 1999a; Cassady, C. E. et al., 2000b; Shi, L. and Starfield, 2001). 

The cardinal features of primary care have been affirmed by many professional 

committees and experts as: first contact, longitudinality, comprehensiveness, and 

coordination (Axelrod et al., 1994; Starfield, 1994a; Franks et al., 1997; Starfield, 1998, 

pp. 283-4; Cassady, C. E. et al., 2000b). GPs are often cited as the main primary care 

providers. But Starfield (1994a) has argued that primary care could be more usefully 

thought about as a model for organising health care rather than being defined by the type 

of providers or by specific services. The major task of primary care is to make a 

decision about the most appropriate diagnostic and management approach for a patient 

through elucidating all types of health problems, not just a specific disease over time. 

Primary care targets a wide range of conditions, along with coordination and integration 

of care provided elsewhere or by others (Starfield, 1998, p. 24). 

Community health services: a cost effective way of providing health care services 

Community indicates a group of people with common characteristics and interests 

within certain parameters. It may be defined by the geographic location, or by cultural, 

socioeconomic, religious, racial and political parameters (Yan, 2000). CHS refer to a 

field of practice “encompassing and coordinating at the local level the overlapping 

aspects of both public health and personal health practices of individuals and families, 

with an aim of identifying and finding solutions to health problems of a specific 

community” (Reagan and J., 1997, p. 5). Each community may have unique health 

problems and the solutions suitable to each specific community may be unique 

(Deuschle and Bosch, 1981). This definition embodies two essential elements. First, 

CHS focus on a goal of making communities, as entities, healthier; and second, CHS 

present a full range of activities within the communities, including the coordination and 

integration of institutional services. 

In reality, CHS are often represented as an alternative to institutional services and 

an effective tool to contain medical costs. CHS development has been driven by several 

factors, including the logic of the PHC policy, rapidly increasing health care costs, 

changing patterns of illness, the demographic transition, and the availability of more 

 11
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medical technologies in community settings (Kirk and Glendinning, 1998). They are 

used for providing primary care for poor and disadvantaged people (Singh, Haqq and 

Mustapha, 1999); in substituting for expensive hospital services (Kirk and Glendinning, 

1998; Bao et al., 2000a); and in reducing the demand for nursing home beds (Stuart and 

Weinrich, 2001). In the past decades, some developed nations have attempted to shift 

their priority of funding from institutional services to community- and home-based 

services (Vertrees, Manton and Adler, 1989; Wiener and Cuellar, 1999; Stuart and 

Weinrich, 2001). It is also recognised that acute and chronic services need to be better 

integrated, with balance and coordination between institutional services and community-

based services (Wholey, Burns and Lavizzo Mourey, 1998).  

CHS may cover three stages of health care: first contact and primary care; hospitals 

at home; and post acute and long term care (Wiener and Cuellar, 1999). Such CHS 

programs deliver a wide range of services along the continuum of health care, from 

preventing illness, managing ongoing health problems, managing the use of hospital 

resources, rehabilitation, to terminal care. There is an international trend to increase 

community-based health services while holding down the institutional services for both 

efficiency and quality reasons (Wiener and Cuellar, 1999; Wiener, Tilly and Alexcxih, 

2002). 

Community oriented primary care: integrating public health and individual 

services 

Public health addresses population health rather than individuals. It places emphasis 

on interventions to address health problems that affect populations ranging from 

identified groups to the entire society. “Public health is what we, as a society, do 

collectively to assure the conditions in which people can be healthy” (IOM, 1988, p. 1). 

The original concept of public health focused on environmental problems, such as 

sanitary conditions, food and drinking water safety, and occupational safety, but the 

modern concept of public health has expanded from prevention of disease to promotion 

of health (IOM, 1988, p. 40). 

The WHO definition of PHC is strongly oriented around the concept of community. 

Starfield (1998, p285) saw community orientation as one of the derivative features of 

primary care. Community orientation implies the use of both epidemiological and 

clinical skills to identify community health problems and to guide, organise, and 
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coordinate practices in order to solve those problems. However, primary care services 

can address individual health needs without being necessarily oriented around the needs 

of the community (Starfield, 1998, pp. 315-7). 

When primary care is presented as part of community health care, both are more 

likely to succeed (Chi, B. and Huang, 1999; Hai and Chuong, 1999; Inthirat and 

Thonglith, 1999; Mitchell, 1999; Zhuo, D. and Kun, 1999; Dong, Y., 2001b). 

Accordingly, community oriented primary care (COPC) is an important concept in 

developing CHS. As defined by Starfield (1998, pp. 315-6), COPC is “an approach to 

primary care that uses epidemiological and clinical skills in a complementary fashion to 

tailor programs to meet the particular health needs of a defined population”.  The 

public health services and individual services are integrated through COPC, with a 

consistent aim of meeting the community needs. 

History of primary health care in China 

Development of public health 

The first academic department of public health in China was set up in 1921 in the 

Peking Union Medical College (PUMC), a pioneer that provided the framework for 

educating the new elite of western medicine (Lee, L. M. et al., 2003). In 1929, Dr. C. C. 

Chen, a graduate from the PUMC, conducted a Rural Health Demonstration Program in 

Xiaozhuang. In mid 1930s, Grant, Yan and Chen developed the “Dingxian Model”. The 

“Dingxian Model” put strong emphasis on the involvement of community residents, lay 

workers and preventive measures to meet the residents’ health needs as assessed by 

epidemiological surveys (Taylor and Taylor, 2002; Wyon and Rohde, 2002). This model 

combined the public health approach and individual-based health services and was 

demonstrated to be a simple, inexpensive and effective approach in improving the health 

of rural residents in China (Chen, C. C., 1997). 

Since 1949, and the founding of the People’s Republic of China, the Chinese 

government has introduced an organisational framework for the delivery of public 
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health services which was borrowed in large part from the Soviet Union1. This included 

an independent public health system consisting of epidemic prevention stations (EPS) 

and maternal and child health (MCH) stations. Later, some agencies focusing on the 

control of specific diseases such as tuberculosis (TB), leprosy, and schistosomiasis were 

added to the system. Corresponding to these organisational structures, an educational 

system was developed in parallel with the medical education system to train public 

health workers (PHWs), involving a complete separation of public health services from 

medical services. Nonetheless, the breakthrough concept of the “Dingxian model” was 

eventually embraced throughout China in the barefoot doctor movement and the 

patriotic health campaigns (Wyon and Rohde, 2002; CMA, 2003). During this period 

communicable diseases were the greatest threats to the health of Chinese people, and the 

Chinese government adopted a strategy of “combining health work with mass 

movement” to try to improve the living environments and to cut the chain of 

transmission of pathogens. It is widely believed that the combination of mass campaigns 

and the rapid expansion of health services infrastructure provided the key to the control 

of epidemic and endemic diseases (Horn, 1969). 

Three-tier health networks and insurance schemes  

In the late 1950s, as a way of improving access to health care, a three-tier network 

for health delivery was developed (Pei, 1998, p. 27), which provided infrastructure for 

the integration of medical and public health services at the community level despite the 

parallel hierarchies of the public health and medical systems. 

In rural areas, the three-tier network extended from the village, to the township, and 

then to the county level (Liu, X. Z. and Wang, 1991). This system emphasised 

accessible PHC provided by “barefoot” doctors or village doctors, who were supported 

by the collective agricultural commune and were offered up to two years of vocational 

training (Gong and Chao, 1982; Gong, Wilkes and Bloom, 1997; Wong, V. C. and Chiu, 

1998). The Co-operative Medical Scheme (CMS) was developed in late 1950s to 

minimise the financial barriers to PHC in the countryside (Feng, X. et al., 1995; Tang, 

                                                 
1 From 1938 to 1948, the development of public health stagnated because of the anti-Japanese war 

and the civil war. 
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1997a; Pei, 1998, p. 50; Lang and Li, 2002). The CMS was an integral part of the 

collective agricultural commune, where all commune members shared the working 

process and enjoyed an equitable distribution of wealth and access to health and welfare 

(Dong, Y., 2001b). Farmers could access very basic PHC services and programs through 

the village clinics (Yang, H., 2002). Although the organisations at the three levels were 

administratively separated from each other (Mu and Zhang, 2002; Xu, H. G., Xu and 

Wei, 2002; Anon, 1987), an effective referral mechanism was built into the system 

(Dong, Y., 2001b)2. Furthermore, the county hospitals gave technical guidance to the 

township health centres, which in turn, supervised the village clinics. The three-tier 

network also formulated a channel for the delivery of public health services and 

preventive care. 

The urban health network was also designed originally as a vertical structure but 

the links and roles of the three level organisations were not as clearly defined as the 

rural network. While the China Medical Association (CMA, 2003) identifies 

neighbourhood health stations, street health centres, and district hospitals to echo the 

parallel rural structure, many researchers view street, district and municipality as three 

levels of the urban network3 (Pei, 1998, p. 27; Dong, W. Z., 2001a). The establishment 

of hospitals and clinics in economic entities (enterprises) and governmental agencies 

added more complications to this system (Liu, D. P. et al., 2002b). In fact, primary care 

services were provided by all levels of health organisations. This was of particular 

importance for ensuring full coverage with respect to public health programs such as 

immunisations and MCH care management (Wang, M. et al., 2000b), since urban 

primary health organisations did not cover all communities.  

From the early 1950s to the late 1990s, there existed two main insurance schemes 

in the urban areas. Both were employment-based and self-insured without horizontal 

                                                 
2 The CMS focused mainly on village level services. Village clinics shared about 60-70% of the total 

rural outpatient encounters (Wong, V. C. and Chiu, S. W. 1998). Township health centres could be either 
collective-owned or state-owned while the county hospitals were generally state-owned. 

3 The three-tier hospitals are defined by their administrative relationships with the governments (not 
by accreditation). A city hospital could be accreditated as a secondary hospital while a work-unit hospital 
could be accreditated as a tertiary hospital. Each level of government finances the health facilities of its 
own (Bloom, G. 1997). Health departments provide very little funding for health facilities at lower levels. 
As a result, village clinics get almost no money from the governments (Bloom, G. 1997). 
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risk pooling across enterprises or government work-units (Dong, W. Z., 2001a). Civil 

servants, college teachers and students, and workers in political parties and non-profit 

organisations (not including dependents) enjoyed free health services guaranteed by the 

Government Insurance Scheme (GIS, introduced in 1952), which was funded through 

state appropriations (Dong, W. Z., 2001a; Lee, P. N., 2002; CMA, 2003). Employees 

working in SOEs and some large collectively-owned enterprises were usually insured by 

the Labour Insurance Schemes (LIS, introduced in 1951), with the financial support of 

their employers (Pei, 1998, p. 49; Hindle, 2000; Dong, W. Z., 2001a). The LIS not only 

entitled the employees to free health services, but also offered partial coverage for 

dependents (Hindle, 2000). Many enterprises established their own clinics or hospitals 

to serve their employees. First contact care was restricted by the GIS and LIS to 

identified health institutions. However, those primary care providers were not 

necessarily primary tier institutions. Patients visiting the non-assigned health institutions 

had to get approval and be referred by staff working in the assigned health institutions 

(CMA, 2003). 

From 1950 to 1978, all health institutions in China were owned either by 

governments or collective entities. The governments gave financial subsidies to help 

hospitals to balance their budgets (Pei, 1998, pp. 43-8; Hindle, 2000; Lee, P. N., 2002) 

and patients only paid nominal charges (Davis, D. and Chapman, 2002). 

Primary health care in a time of economic reform 

China’s economic reform agenda was announced at the Third Plenum of Eleventh 

Central Committee Meeting of the Communist Party in 1978 (Pei, 1998, p. 12; Wong, V. 

C. and Chiu, 1998). It started with agricultural reform, shifting from a collective 

production system to a household responsibility system (Liu, Y. et al., 1995b; Pei, 1998, 

p. 12; Carrin et al., 1999; Xu, H. G., Xu and Wei, 2002).  

In 1982, the Chinese government initiated the “Socialist Market Economy” reform 

(Hindle, 2000). The most salient changes to the health system associated with this 

reform included the devolution of public sector finance to various levels of governments, 

the decentralisation of administrative responsibilities to individual cost centres, and the 

increased role of private medical practice (Aldis, 1989; Bloom, 1997, p12; Pei, 1998, p. 
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36; CMA, 2003). Health organisations bear more financial responsibilities than ever 

before (Pei, 1998, p. 45; Liu, X. and Mills, 2002)4. 

The unintended consequences of this reform have included the decline of 

accessibility of health care, the widening inequality between rural and urban areas, the 

bias of the health delivery system to more profitable services such as secondary and 

tertiary care, and the absence of any significant constraints on supply (Pei, 1998, p. 46; 

AusAID, 2000, p. 7; Hindle, 2000). China confronts complex challenges in seeking to 

resolve these issues. 

Meanwhile, private medical practice has been growing rapidly. Before 1982 private 

practice was almost absent. It is now estimated that the private health organisations 

comprise around 44% of the total health organisations. Most of these are community-

based clinics. Less than 1% of hospitals are privately owned, accounting for only 1.4% 

of the total number of hospital beds (Zhang, W. K., 2002). 

Rural health reform 

Although the rural economic reforms were very successful in stimulating 

agricultural production and improving efficiency (Liu, Y. et al., 1995b), the 

arrangements for health financing in the rural areas moved into a period of extreme 

difficulty. The decollectivisation of agricultural production resulted in the loss of basic 

financial support to the CMS (Bloom and Gu, 1997; Pei, 1998, p. 50; Zhu, L., 2002a) 

and CMS coverage levels were dramatically reduced (Gu, X. et al., 1993; Feng, X. et al., 

1995; Liu, Y. et al., 1995b). Meanwhile, many village clinics were either closed or 

privatised (Dong, Y., 2001b; Xu, H. G. et al., 2002; CMA, 2003). The township health 

centres also faced great challenges associated with inadequate equipment and lack of 

resources (Tang, 1997b; Zhu, L., 2002a). In 1996, 520 township health centres were lost 

while 285 new hospitals at county or above levels were established (Liu, X. C. and Zhou, 

1998). The disintegration of the three-tier network, the lack of resources, perverse 

incentives and dysfunctional managerial mechanisms constitute some of the central 

                                                 
4  A study in three poor counties showed that the share of governmental grants in hospital 

expenditure decreased from one half in 1981 to less than one quarter in 1992 (Bloom and Gu, 1997). 
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issues confronting rural health development in the present period (Mu and Zhang, 2002; 

Xu, H. G. et al., 2002).  

In the 1980s, some PHC demonstration programs were developed in selected rural 

communities as part of China’s response to the WHO Alma-Ata declaration. Given the 

background described above, most of the demonstration programs focused on financing 

and re-construction of the three-tier network (He, S. B., Wang and Yang, 2002; Mu and 

Zhang, 2002).  

Re-development of the cooperative medical system 

In the 1980s and 1990s, many attempts were made to re-establish the CMS, based 

on voluntary contributions by households with additional financial assistance from 

collective and government funds. However, without ongoing financial and policy 

support from the government, many of these attempts have failed to sustain. For 

example, the Rand Rural Health Insurance Experiment conducted in Sichuan province 

demonstrated the feasibility of developing CMS through levying a small amount of 

premiums on members (Cretin et al., 1990). But it was eventually forced to end in the 

mid 1990s because of the national policy of “alleviating financial burden of rural 

residents”5. One of the adverse consequences of the interruption of the CMS program 

was that many rural residents lost their confidence and trust in the CMS programs (Zhao, 

H., 1999; Cook, 2001, p. 25). Currently fewer than 10% of villages have a CMS6 (Dong, 

Y., 2001b; Zhang, W. K., 2002). 

                                                 
5 With the move to a market economy local government faced reduced revenue sources and a wide 

range of new fees and charges were levied by various authorities on farmers. This led to protests from the 
farmers and a national policy to the effect that total fees and charges could not exceed 5% of farmers’ 
incomes. One of the consequences of this policy was that local health authorities were prevented from 
requiring contributions to the CMS. More recently, the central government has promulgated a policy that 
requires all of the fees and charges to be cancelled or be changed and regulated as tax (Chinese Central 
Television, 2001).  

6 The 1998 National Health Survey showed that 2-22% of rural residents were covered by CMS 
depending on the economic situation of the regions (Health Information Centre, 1999). 
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Rural primary health care accreditation  

In 1986, the MOH launched an accreditation project for rural PHC after 

summarising the experiences of several demonstration programs (MOH, 1986). The 

regions with different economic status (poor, sustainable, well-off, wealthy) were given 

different criteria for accreditation. This accreditation programs placed a strong emphasis 

on environmental sanitation, resource inputs, and the control of infectious and 

communicable diseases (MOH, 1986; Zhu, L., 2002a). 

In 1989, a national conference on rural PHC was held in Tianjing by the MOH. The 

MOH decided to continue and extend the pilot studies and demonstration projects into 

more rural communities and to aim for 10% of counties achieving accreditation 

standards. Since 1991, all rural counties have been instructed to implement PHC 

programs, with a goal of 50% and 100% counties passing the accreditation by 1995 and 

2000, respectively (Liu, C. J., 1997).  

The achievements of the rural PHC programs have not been satisfactory, especially 

for the goals in relation to CMS. Consequently, the MOH adjusted some of its 

objectives for the plan for 2001 to 2010 (MOH, 2002e). The main changes included: (1) 

categorising the regions into eastern, central and western; (2) authorising provincial 

governments to determine some targets, for example the coverage rate of CMS; (3) 

providing for the evaluation of the quality of village clinics to be based on the 

registration of practitioners rather than the accreditation of the clinics; (4) adding some 

indicators associated with the use of traditional Chinese practice, the systematic 

management of chronic illness, and the control of TB; (5) updating some targets 

particularly with respect to outcome indicators such as maternal and child mortality 

rates7. 

Strengthening three-tier health network 

Many attempts have been made in recent years to rescue the three-tier health 

network and ease the financial difficulties of the township health centres and village 

                                                 
7 As mortality rates fall it becomes harder to achieve proportionate reductions (eg 20% reduction in 

maternal mortality).  Accordingly the targets need to be updated in recognition of previous gains and the 
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clinics. Prominent among these attempts have been changes in ownership and 

innovations with respect to managerial arrangements8 (Xu, H. G. et al., 2002). 

Like the urban hospitals, the township health centres are increasingly dependent on 

income generating activities. For example, in a district in Shandong province, the 

governmental budget9 covered only 22% of the salaries of township health workers (Mu 

and Zhang, 2002). As a response to this, the managerial responsibility for township 

health centres has in many regions been transferred from the county to the township 

governments or shared between the county health bureau and township governments. 

Some township health centres have been privatised, incorporated as either state-owned 

or share-holding entities, or contracted to private businesses (Mu and Zhang, 2002). 

The integration of village clinics and township health centres is another strategy 

which has been widely used with a view to rebuilding the three-tier health care network. 

It is believed to be necessary for regaining control over the village medical practitioners 

and improving the quality of services (Ningbo Health Bureau, 1999; Qiu, R. M. and Lu, 

1999; Xie, Y. J. and He, 1999; Chen, H. J., Xu and Zhang, 2001a; Mu and Zhang, 2002; 

Xu, H. G. et al., 2002). According to the “Guidelines for rural health reform and 

development (2001)” issued by the central government, the rural township health centres 

were encouraged to develop as CHCs (Li, L., 2002). 

Urban health reform 

There has been a long-standing problem of maldistribution of health resources. The 

urban areas have attracted more health care resources than the rural areas. Although the 

urban population comprises only 30% of the total population (20% before 1980), about 

80% of health resources are allocated to urban areas (Chen, M. T., 2002; Zhang, W. K., 

2002; Zhu, Q. S., 2002b). The urban population (one quarter of the total) consumes 

more than three quarters of the total health expenditures (Zhu, Q. S., 2002b). The rapid 

escalation of medical expenditures and unbalanced distribution of resources among 

                                                                                                                                                
new baseline year. 

8 There exist four main types of changes in ownership and management arrangement: share-holding 
cooperative; transferring by auction (privatised); managed by means of leasing; and state-owned but 
operated as a corporation. 

9 The authors did not describe the source of budget. 
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primary, secondary and tertiary health sectors are major concerns in the urban health 

reform. 

The reform of the GIS and LIS and the development of CHS were identified in 

1997 as priorities in the National Government’s health agenda. The main objectives 

were to address the issue of unbalanced resource allocation, to curb increasing medical 

expenditures, and to limit the role of hospitals to the diagnosis and treatment of acute, 

serious and difficult diseases (Central Committee of Communist Party and State Council, 

1997; State Council, 1998; MOH et al., 1999; AusAID, 2000, p. 9). 

Health insurance reform 

 Rapidly increasing medical expenditures caused considerable policy concern in the 

1980s and 1990s. Various models for reforming the GIS and LIS system were explored, 

most of which included increasing the proportion of funds generated through user 

charges (Dong, W. Z., 2001a; Lee, P. N., 2002; CMA, 2003). The share of user-pay as a 

proportion of total health revenue increased from 23% to 54% between 1980 and 1996 

(Hindle, 2000). Meanwhile, the proportion of urban population covered by the GIS and 

LIS declined from 52% in 1993 to 39% in 1998 (Gao et al., 2001). In 1994, the MOH, in 

collaboration with other three ministries: State Institutional Reform Committee, 

Ministry of Finance, and Ministry of Labor and Social Security (MOLSS), began a 

national pilot in Zhenjiang and Jiujiang to integrate the GIS and LIS into one unified 

scheme to address the issue of inadequate risk pooling and to facilitate labour flexibility 

through changing the self-insurance to a municipality-wide insurance and expanding 

coverage to all employees (Lee, P. N., 2002). The pilot trial provided a blueprint for the 

national medical insurance reform announced in December 1998 (Hindle, 2000; Dong, 

W. Z., 2001a; CMA, 2003). 

The new insurance scheme is managed by the MOLSS. The essential elements of 

the design involve allocating the collected insurance premiums into two accounts: 

individual health saving account  (IHSA) and social pooling fund (SPF). In principle, 

individual employees contribute 2% of salary into the IHSA, while the employers 

deposit an additional 1.8% of salary. The SPF is mainly financed by each employer by 

contributing 4.2% of its employees’ salaries. The IHSA is supposed to cover 

expenditure on outpatient visits and community pharmacy services. Consumers can also 

use their IHSA to pay the front-end deductibles, proportional copayments for inpatient 
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services and fees in excess of capped benefit. The SPF usually covers inpatient services 

only, but some severe illnesses that involve frequent and expensive outpatient services 

are also included. The national government has suggested the level of front-end 

deductibles be set at 10% of the average annual salary (in that municipality) and the 

ceiling of total benefits payable per year be set at four times of the average annual salary. 

The proportional copayments are recommended to be set at 10% of the insurance 

liability (MOLSS, 1998).  

Management responsibility for the new insurance schemes was assigned to the 

municipal government level. Prior to the new insurance schemes, only 16% of urban 

insurance arrangements covered CHS (Yang, H. et al., 1999b). Now, some municipal 

governments have begun to develop policies in favour of the CHS (Beijing Municipal 

Government, 2001; Chengdu Municipal Government, 2001; Shanghai Municipal 

Government, 2001). For example, the Shanghai insurance arrangements pay more 

attention to outpatient care and CHS, encouraging patients to seek medical help from 

primary care providers through lower copayment arrangements10. Hospital-in-the-home 

schemes are also covered by the SPF11. In contrast, the insurance arrangements in 

Chengdu and Beijing put priority on the funding of inpatient services. Patients are 

encouraged to visit primary tier hospitals through designating lower front-end 

deductibles or lower proportional copayment rates. Outpatient services are less 

controlled, although the CHS are covered by the IHSA and the members in Beijing are 

limited to five designated providers (Table 2-1). 

                                                 
10 In settings ere IHSA is used to cover outpatient services or CHS, it would not make sense to 

speak in terms of differential co-payment rates since the IHSA is used to cover both the standard benefit 
plus any gap payment. However, the Shanghai municipality also runs a supplementary insurance plan to 
cover spending when the IHSA is used up. Benefits payable under this scheme are subject to differential 
copayment rates to encourage use of PHC services (see 

11 Hospitals or CHCs sent physicians and nurses to patients’ homes to provide inpatients-alike 
services mostly are intravenous drips and other nursing services. 

 wh

Table 2-1). 
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Insurance 
arrangement 

Chengdu Beijing Shanghai 

Employer’s total 
contribution 

7.5% of employee’s 
salary 

9% of employee’s salary 10% and 2% of employee’s 
salary for basic and 
supplementary insurance 
respectively 

Employee 
contribution (to 
IHSA only) 

2% of individual 
salary 

2% of individual salary  2% of individual salary 

Money allocated to 
IHSA from 
employer’s 
contribution 

0.02% (<50 years 
old) or 0.035% 
(>=50 years old) of 
each employee’s 
salary multiplied by 
age 

0.8%-4.8% of each 
employee’s salary 
according to age 

0.5%-4.5% of annual average 
salary according to age 

Members’ freedom 
in choosing 
providers 

Any designated 
providers 

Five designated (or 
contracted) providers 

Any designated providers 

Outpatient spending 
when IHSA is used 
up 

No reimbursement No reimbursement 45%-90% of reimbursements 
from supplementary insurance 
for those employed before 2001 
(with front end deductibles of 
2% (retired) to 10% of annual 
average salary). 

Front-end 
deductibles for 
inpatient services 

5% of annual 
average salary (in 
Chengdu) for 
primary hospitals, 
8% for secondary 
hospitals and 12% 
for tertiary 
hospitals. 

10% of annual average 
salary (in Beijing) for all 
hospitals 

5-10% (according to age) of 
annual average (in Shanghai) 
for all hospitals 

Reimbursement for 
inpatient charges 
beyond front-end 
deductible levels 

(75+age×0.2)% 
of insurance 
liability12

The expenditure is 
divided into various 
segments and is required 
by different copayment 
rates (1.8-20%). For 
services in higher tiers 
hospitals, 2-3% more 
copayment rates are 
required. 

85-92% of insurance liability 
according to age 

Spending above 
capped benefit 

No reimbursement No reimbursement 80% of reimbursement from 
supplementary insurance 

Table 2-1.  Comparison of health insurance arrangement in Chengdu, Beijing and Shanghai 
The data are based on the policy documents of the three municipalities (Beijing 

Municipal Government, 2001; Chengdu Municipal Government, 2001; Shanghai 
Municipal Government, 2001) 

                                                 
12 The insurance liability is the total charges minus front-end deductibles and uncovered charges. 
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Development of community health services 

Following the agricultural reform, the SOEs in the urban areas became the focus of 

economic reform. This reform involved changing the relationships between state and 

enterprise. The SOEs were granted many powers for their decision-making, with 

increasing market exposure and financial responsibilities (Pei, 1998, p. 36). Meanwhile, 

the development of private enterprise was encouraged. Influenced by the industrial 

reform, the MOH proposed similar strategies for the health sector reform, including 

returning the revenues to the hospitals and departments and concomitant withdrawal of 

budget funding. Since early 1980s, the governmental financial support for the recurrent 

costs of hospitals has been greatly reduced and for many hospitals virtually eliminated 

(Pei, 1998, p. 45). The continued reductions in government budget support appear to 

have been rationalised at the policy level on the grounds that many hospitals had 

demonstrated the scope for increasing their revenues significantly through a number of 

strategies, including: high volume low margin services (large outpatient departments); 

the selective development of more profitable services (high technology radiology); and 

the provision of high margin services to moderate and high income customers. During 

this time there was very significant growth in incomes at the upper end of the spectrum 

and the emergence of significant numbers of people in the cities with increasing 

discretionary expenditure. Increasing incomes and the expansion of the urban middle 

class provided the hospitals with new revenue opportunities including the provision of 

facilities with high levels of amenity (in VIP wards) and the provision of excessive and 

inappropriate services (including diagnostic tests), and the over-prescribing of medicines. 

The increasing pressure of competition during this period has resulted in an unbalanced 

distribution of health care resources and has weakened the provision of PHC as local 

PHC providers have been forced to compete with the large tertiary hospitals in the 

primary care market (Liu, X. C. and Zhou, 1998). It has been estimated that at least 65% 

of outpatient services provided by the tertiary hospitals can be provided by primary 

health institutions, and 77% of inpatients with chronic conditions in the tertiary hospitals 

can be taken care of in community-based facilities or at homes (Chinese Labourer 

Insurance Newspaper, 1999). Meanwhile, the rapid escalation of medical service prices 

and increasing of out-of-pocket payment create very significant barriers to lower income 

people’s access to health care. 
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In early 1990s, some urban communities initiated PHC projects. For example, 

Tianjing began to implement a CHC system in 1993 (Dong, Y., 2001b). Panzhihua in 

Sichuan province began to develop PHC stations in 1995. In addition, several pilot 

organisations delivering community based mental health care and community based 

rehabilitation achieved particular success (Ran et al., 1992; Luo, K. and Yu, 1994; Wang, 

Q., Gong and Niu, 1994; Wang, X., 1994; Zhang, M., Yan and Phillips, 1994; Zhang, 

M., Ji and Yan, 1997; Chi, B. and Huang, 1999; Zhuo, D. and Kun, 1999). These 

projects emphasised strongly the roles of lay workers and the utilisation of the existing 

health infrastructure and human resources. However, these mental health and 

rehabilitation projects were developed in parallel with, not an outcome of, the CHC 

system. During the same period, there were many discussions and trials directed towards 

the development of a new CHS system; one in which GPs would take a leading role (Liu, 

Y. and Hao, 1999; Dong, Y., 2001b; Xue and Chen, 2002). 

The development of CHS was not a national policy until 1997 when the State 

Council issued “Resolution of health reform and development” (Central Committee of 

Communist Party and State Council, 1997). A set of new objectives and principles for 

health system development were articulated in this policy document, with a strong 

emphasis on PHC. Several policies relevant to CHS were promulgated, including 

“Developing community based health services in urban China” (MOH et al., 1999), 

“Developing basic medical insurance for employees in urban China”(State Council, 

1998), “Developing the educational system for GPs”(MOH, 2000a), and “Enhancing the 

development of CHS in urban China” (MOH et al., 2002). The essential framework 

defined in those policies included: 

 the reallocation of resources from hospital care into CHCs; 

 new limits on the role of hospitals so as to restrict them to the diagnosis and 

treatment of acute, serious and difficult diseases (MOH et al., 1999; MOH et 

al., 2002); 
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 stipulation that CHCs are to provide comprehensive services, including six 

designated functions: prevention, care, disease treatment, rehabilitation, health 

education, and family planning13 (MOH et al., 1999); 

 development of the GP role and transformation of some hospital specialists 

into GPs to provide the core staffing of CHCs and address community health 

issues through a long term relationship between GPs and communities (MOH 

et al., 1999; MOH, 2000a; MOH et al., 2002); 

 encouragement for consumers to seek medical help in the CHCs, especially for 

the primary care (MOH et al., 1999; MOH et al., 2002); this provision included 

an indicative target of more than 50% of patients (all care contacts) visiting 

CHCs by 2005 (MOH, 2001c); 

The CHS are supposed to provide a structural basis for implementing the new 

insurance policy of “wide coverage at the primary care level” (MOH et al., 1999). The 

MOH encourages competition in CHS in the expectation of improving efficiency of 

services and attracting non-government resources (MOH et al., 1999; MOH et al., 2002). 

The policy documents also indicate that support from the street administrative offices14 

(SAOs) and strong consumer participation will be essential in developing CHS (MOH et 

al., 1999; MOH et al., 2002). Initially, only non-profit organisations were allowed to be 

involved in CHS. But this policy has been changed recently, with recognition of the role 

of for-profit organisations in providing CHS (MOH et al., 2002). 

By the end of 2001, a total of 358 municipalities had developed CHS programs15, 

and there were 12,000 CHCs nationwide (Zhang, W. K., 2002; Ministry of Civil Affairs, 

                                                 
13 Prevention: preventing the occur of diseases (first tier prevention) and early detection and 

management of illness (secondary tier prevention); Care: MCH care and aged care; Disease treatment: 
diagnosis and treatment of acute diseases; Rehabilitation: improving functions and quality of life of 
disabled; Health Education: personal directives about health risk reductions and community education; 
Family Planning: medical technical services and advice about family planning issues. 

14 China has five levels of governments: central, provincial, municipality, county (district), and 
township (street). In urban areas, SAOs are the first level governments, which also set outreach 
administrative offices in the communities (neighbourhood committees). 

15 China had four municipalities at central level, 227 municipalities at prefectural level, and 437 
cities at county levels by the end of 1998 (China Population Information Network, 2001). 
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2003). In Sichuan, 243 CHCs were established, covering an estimated 42% of urban 

populations (Wang, T. G. et al., 2002b). 

Driving factors in the development of urban community health services 

CHS are not new to China. Many hospitals have been engaged in community-based 

activities before the launch of the CHS initiatives (although not always including the 

core concepts of CHS such as comprehensiveness, continuity and coordination) (Wang, 

M. et al., 2000b). However, since the withdrawal of budget funding and the rise of user 

charges as the main revenue source for most health care institutions, hospitals began to 

depend more and more on the revenues produced by services including high volume low 

margin services such as primary care. The entire health care delivery system was 

moving away from the principles of PHC and towards one based heavily on secondary 

and tertiary care institutions. The re-birth of CHS may be attributed to the following 

factors. 

Changing morbidity and mortality patterns and aging 

Over the past 50 years, China has made great achievements in public health. The 

crude mortality rate decreased dramatically from around 2% in 1949 to 0.64% in 2000 

(MOH, 2001a), resulting in unprecedented increase of population in this period. Despite 

the one-child policy launched in late 1970s (Hindle, 2000), the population continues to 

expand. Meanwhile, the rapid increase of life expectancy from 36 years in 1950 to 71 

years in 1998 (MOH, 2001a), together with the effective control of the birth rate, has led 

to a rapid increase of the proportion of elderly people. Within only 20 years, China 

completed the transition from a “young adult” society to an “aged” one; a transition 

which in many western developed countries took between 40 and 150 years. The 

population over age 60 has reached 132 million and exceeds 10% of the total 

population16 (Chen, M. T., 2002). The care of the frail elderly and the management of 

chronic diseases associated with aging have become a big challenge. It is estimated that 

the population aged 60 and over will reach 15% of the total population by the year of 

                                                 
16 Over 60 years old is considered as aged in China (Zuo, H. C. 2001). 
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201517. By 2026, one quarter of the elderly people in the world will live in China (Chen, 

M. T., 2002). 

After decades of success in controlling communicable diseases, there has been a 

resurgence of some previously well-controlled communicable diseases in China 

including tuberculosis and sexually transmitted diseases. Meanwhile, new 

communicable diseases such as AIDS are emerging (UNAIDS, 2001). UNAIDS18 

estimates that there were more than one million HIV-positive individuals in China by 

the end of 2000. If no effective interventions take place, the figure will reach 10 million 

by the year 2010 (UNAIDS, 2001). Those re-emerging and emerging diseases pose great 

threats to the health of Chinese people. The long term significance of severe acute 

respiratory syndrome (SARS) remains to be seen. However, at the time of writing it 

appears to be presenting a major challenge to the health care system, to public health 

and to the policy making structures. 

While communicable diseases remain a continuing challenge, the burden of non-

communicable diseases (NCDs) has been increasing continuously, leading to a situation 

where it now accounts for more deaths than any other causes. The deaths caused by 

cerebrovascular disease, heart disease, respiratory disease and cancer comprise more 

than 70% of total deaths (MOH, 2000b; Alberti, 2001; Chen, M. T., 2002). NCDs were 

estimated to account for about 60% of the burden of disease in China in the early 1990s 

(estimated in Disability Adjusted Life Years or DALYS) (Murray, C. L. and Lopez, 

1996, p. 257; Rand's Labour & Population Program, 1999). 

The prevention of the new communicable diseases and the rising tide of NCDs is 

more complex than simply relying on immunisation. Most of these diseases are 

associated with human behaviours (such as smoking, dietary choices and drug misuse) 

and changing environments (including air and water pollution and changing social 

environments). For example, China’s cigarette production and consumption is the 

largest in the world. More than 63% of Chinese men are current smokers (Chinese 

Academy of Preventive Medicine, Ministry of Health and State Committee of Patriotic 

                                                 
17 In some developed regions of China such as Shanghai, elderly people (60 years and over) 

comprised nearly 20% of the total population (Yin, Z. Z., Zhang, Q. L., Ma, Y. P. et al., 1999). 
18 UNAIDS refers to joint United Nations programmes on HIV/AIDS. 

 28



COMMUNITY HEALTH SERVICES IN CHINA 

Health Movement, 1997, p. 22; Yang, G. et al., 1999a). Tobacco smoking accounted for 

3.9% of the burden of disease in 1990 (AusAID, 2000, p. 6) and resulted in half a 

million premature deaths annually (Peto et al., 1996). Meanwhile, the dietary patterns of 

Chinese people have changed rapidly and malnutrition and obesity coexist due to the 

unbalanced economic development between different regions and between urban and 

rural communities (Lee, L. M. et al., 2003). 

It is apparent that aged care, local level health promotion, rehabilitation, and 

management of chronic conditions do not fit easily into the existing fragmented health 

structures. These challenges call for collective and collaborative efforts from all 

stakeholders of the communities, taking into account differing social, cultural and 

economic circumstances (WHO, 1986).  

Poverty and inequality in healthcare access 

Poverty is the greatest threat to health (WHO, 1997). Poverty can be defined either 

as an absolute or a comparative concept19 (Wei, J.S., 2002). Absolute poverty in rural 

China has long been a priority in the government’s poverty alleviation agenda. During 

the last decades, China has achieved great progress in reducing absolute poverty in the 

rural areas due to the success of rural economic reform. Rural residents living in 

absolute poverty has been decreased from 31% in 1978 to 6% in 1997 (Cook, 2001, p. 4; 

Wei, J.S., 2002).  

However, the number of people living in poverty in urban areas has been increasing. 

In the planned economy (before 1978), almost every urban citizen could be assured of a 

job, which would be arranged by government. During this period residential movements 

from rural to urban areas were rigidly controlled through a residential permit system. 

Urban citizens could not only get a stable income through employment but also enjoy 

some social welfare including free medical services. The few urban people who had no 

income resources, no ability of working, and no family supports (the “Three Nos”) 

would be supported by the Departments of Civil Affairs (DOCA). But since the 1980s, 

                                                 
19 There are three categories of poverty population: people who are not able to survive (absolute 

poverty); people whose basic needs can not be met (basic poverty); and people who live in a condition of 
relatively low income compared with the average of the whole community (comparative poverty). 
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especially since the 1990s, the economy, including employment have been regulated 

through market mechanisms in contrast to the earlier planned system. Under this regime, 

employment can no longer be guaranteed. In the mean time, many SOEs have 

encountered major difficulties in adapting to the market. These enterprises have been 

forced to improve efficiency and reduce costs, which have resulted in large numbers of 

people being “laid off” with the growing problem of urban unemployment. 

Unemployment has become the most common cause of poverty (Cook, 2001, pp. 5-6; 

Wei, J.S., 2002).  

 Estimates of the urban poverty rate range from 4% to16% (Cook, 2001, p. 6; Wun, 

P. L. et al., 2001; Wei, J.S., 2002) although these figures do not include the large 

number of migrant workers coming from rural areas. The proportion of urban residents 

receiving welfare support through governments is very small (only 0.43% of people 

living in the urban areas and clearly a small proportion also of those living in poverty) 

(Wei, J.S., 2002). The fifth national census showed that more than 121 million people 

were currently on the move. About 74% of the total floating populations were moving 

from rural to urban areas (China Statistics Bureau, 2002)20. Many of the floating 

population are living in very poor conditions and are exposed to higher health risks than 

the urban residents (Zhang, H. Q., 2001a) but are not entitled to the state benefits the 

urban residents enjoy (Wong, V. C. and Chiu, 1998; Dong, W. Z., 2001a). The delivery 

of public health services to the floating people is complicated by their limbo status in 

relation to the residential permit system (Jiang, X. P. et al., 1999; Zhang, B. Y. et al., 

1999). 

The escalation of medical expenditures and the reduction of insurance coverage has 

had a serious impact on the access of poor and disadvantaged people to health care 

(Chen, J. Y. et al., 2001b). People who can not afford medical care usually do not seek 

medical help. About 30% of destitute people are reported to become impoverished 

through costs incurred by serious illness (AusAID, 2000, p. 8). 

                                                 
20 China is still maintaining a residential permit system, but people are quite free to move around. 

There are no restraints in purchasing consumable goods. 
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Great financial pressure on governments and insurance reform 

Cost containment was one of the major concerns driving health reform in China. It 

was also the stated reason for the reduction in budgetary support and increased 

dependence on user charges (for both public health institutions (PHIs) and hospitals) 

(Liu, X. and Mills, 2002; Mu and Zhang, 2002). Despite the introduction of user charges, 

which clearly depressed the demands of low income consumers (with only half of help 

seeking episodes involving doctors) (MOH, 2000c), health expenditures were not as 

well controlled as had been hoped (Hsiao, 1995). During the 1990s, medical care costs 

escalated at around 11-12% per annum (Lee, L. M. et al., 2003). Average per capita 

health expenditure increased from 77 yuan in 1991 to 332 yuan in 1999 (MOH, 2000b). 

Resource development and patient care were concentrated in the large hospitals with 

intense competition in high margin services such as high-technology equipment and the 

sale of new drugs (Bloom, 1997, p. 14; Wong, V. C. and Chiu, 1998)21. These dynamics 

have made it much more difficult for governments to cut down or even just contain 

medical care expenditures (Chen, J. et al., 1998; Dong, H. J. et al., 1998; Qian and Lin, 

1998; Zhao, H. Z., Li and Zhou, 2000). China is estimated to have about 4,500 

computerised tomography (CT) scanners22 and 150 magnetic resonance image machines. 

By 1995, thirteen γ knifes were allocated in China, comprising 23% of the 

international total (Chen, J. et al., 1998). Gross revenues from the sale of 

pharmaceuticals in hospitals corresponded to 50-70% of hospital revenues (Chen, J. et 

al., 1998; Liu, X. C. and Zhou, 1998; Wong, V. C. and Chiu, 1998). Part of the 

government’s intention in introducing CHS was to reallocate resources away from these 

kinds of applications and to reshape patient flow (MOH et al., 1999). 

Although the total health expenditures in China comprised only 5% of GDP in 1999 

(MOH, 2000b), lower than many Western developed countries (Musgrove, Zeramdini 

and Carrin, 2002) and the government share of expenditure is also decreasing 

                                                 
21 As a consequence of decreased government share of health funding, health facilities have been 

allowed to compensate by producing and keeping profits from services such as selling drugs and offering 
high-technology investigations (Bloom, G. 1997). 

22 More than 50% of hospitals at county level and above had a CT (Bloom, G., Lu, Y. and Chen, J. 
2002). 
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continuously, the share of GIS payments (in premiums) as a proportion of total 

government expenditure has actually increased (Figure 2-1). Therefore, the control of 

GIS expenditure has also been a top priority in urban health reforms (Central Committee 

of Communist Party and State Council, 1997; State Council, 1998; Hindle, 2000). 

According to the government, China is trying to develop a universal health insurance 

scheme with wide coverage of basic services. CHS are supposed to provide part of the 

infrastructure to support this objective (MOH et al., 1999). 
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Figure 2-1. Government health budget in the 1990s23 (MOH, 2001a) 

Difficulties of primary health care institutions 

The development of health care organisations over the past two decades in China 

has been uneven, with more rapid and steady development of hospitals at the county 

(district) level and above. Although the number of township/street health centres24 

increased abruptly in the 1960s and 1970s, the increasing trend suddenly levelled off 

and even dropped during the 1980s (Figure 2-2). In urban areas, some street health 

centres were upgraded and became district hospitals or amalgamated into hospital 

                                                 
23 Government health expenditure comprised 28% and 37% of total health expenditure in 1978 and 

1980 respectively (Bloom, G. 1997; Hindle, D. 2000). 
24 In English, township (or street) health centres are frequently translated as township (or street) 

hospitals or primary hospitals. 
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groups25. By 2001, only 553 street health centres remained (MOH, 2001a). Meanwhile, 

the number of public clinics was also declining. The number of public outpatient clinics 

had grown to 102,262 in 1957 and reached a peak of 170,430 in 1965. But in 1995 and 

2000, only 104,406 and 107,725 public clinics remained (MOH, 2000b). On the other 

hand, the number of private clinics increased rapidly during this period. According to 

the Chinese Health Statistical Digest 2000 (MOH, 2000b), there were 133,209 private 

clinics, comprising more than half (55%) of the total number of clinics. Notwithstanding 

the development of private clinics, China’s medical system has become a hospital 

dominated one, with 59% of medical workers (54% of all health workers including 

PHWs) working in hospitals of county levels and above (MOH, 2000b).  
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Figure 2-2. Increase in numbers of hospitals and public health institutions (MOH, 2000b) 

With the rapid development of secondary and tertiary hospitals, patients are 

increasingly attending the secondary and tertiary hospitals to receive primary care, 

leaving many primary care resources underutilised (Bloom, 1997, p. 16; Wu, R. R., 

1999a; Zhang, J. Q., 1999b; Zhu, H. M., 1999). For example, the number of outpatient 

visits in hospitals of county and above reached 1.24 billion in 2000, comprising 58% of 

the total outpatient visits in that year (MOH, 2000b). Seventy percent of medical 

services (measured in terms of contacts) are provided in urban large hospitals (Zhao, H. 

                                                 
25 Based on my personal observation in Chengdu. 
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Z. et al., 2000). The intensive competition between the health organisations at different 

levels has become one of the major concerns of managers of primary level hospitals 

(Luo, L. et al., 1999a; Cui, G., 2000). A survey in 56 urban primary hospitals in 

Shanghai found that only 18% of the medical service programs of those hospitals were 

financially sustainable (Luo, L. et al., 1999a). More than half of the primary hospitals 

were also facing difficulties (or even collapse) in providing services such as prevention 

and control of communicable diseases, MCH care and family planning (Jiang, X. P. et 

al., 1999; Zhang, B. Y. et al., 1999). These are mandated services for the primary 

hospitals but the funding flows through the PHIs. However, in many cases, only a very 

small proportion of public health budgets and revenues generated from the payable 

services (eg. physical examination) went to the primary hospitals (Hao et al., 1999; 

Jiang, X. P. et al., 1999; Zhang, B. Y. et al., 1999).  

Another aspect of the declining role of primary care organisations is the decline in 

the use of medical facilities sponsored by economic enterprises. Medical facilities 

sponsored by economic enterprises comprise about half of the medical resources (44% 

and 72% for hospitals and public outpatient clinics respectively) (MOH, 2000b). Those 

medical facilities were responsible for the primary care of employees despite the fact 

that some were categorised as secondary or tertiary hospitals. Before the new insurance 

scheme was introduced, some of them also played a primary care gatekeeping role. 

However, these medical organisations have not been exempt from the influences of the 

wide health policy environment. They have also faced the need to generate revenue from 

user charges to cover costs since the economic reforms because of the pressure that 

enterprises (SOEs in particular) have been under to reduce their role as welfare 

providers. As a consequence, most of these medical organisations have extended their 

services to the non-employees living around their communities, with the hope of 

attracting more patients. Despite these efforts, the volume of services delivered by these 

medical facilities are still declining. Compared to 1990, the outpatient visits to 

enterprise-owned medical facilities dropped by 28% (Chen, H. Y., 2000b). Enterprise-

owned health facilities are facing great challenges to survive in the new health market. 

A sample survey in Sichuan showed that 75% of enterprise-owned health facilities were 

running at a deficit (Liu, D. P. et al., 2002b). 
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Restructuring of the preventive service structure 

The pre-reform hierarchy of PHIs in China included four levels. At the top level, 

there was a national institution – the Academy of Preventive Medicine – which was 

responsible for research and technical support to the PHIs at lower administrative levels. 

The public health services were delivered mainly by three levels of local PHIs 

corresponding to each level of governments: provincial, municipal, and district (or 

county).  

Although there are a large number of PHIs (for example in 2000 there were 5,904 

EPS with a total of 283,868 staff), the delivery of many preventive services still depends 

on medical institutions, especially for those services delivered to individuals such as 

immunisation. Accordingly, many hospitals set up departments of preventive care to 

implement preventive services delegated from the PHIs of various types. 

From the early 1980s the PHIs were no longer being seen as pure welfare entities in 

accordance with the ideological transformation of the Chinese government (Liu, X. and 

Mills, 2002). The government moved from full budget funding to fixed grant budget 

funding. The share of the total health budget allocated to public health services 

decreased from 12.4% in 1980 to 10.6% in 1995 (Liu, X. and Mills, 2002). However, 

this does not mean that individual hospitals got more government funding. Actually, 

both hospitals and PHIs complain about the declining level of government funding26 

(Liu, X. C. and Zhou, 1998; Liu, X. and Mills, 2002; Meng, Q. Y. et al., 2002, p. 4). The 

reason was obvious; the numbers of both PHIs and hospitals are increasing (with the 

hospitals and other medical institutions developing much more rapidly than PHIs), 

resulting in a reduction in government budget funding for all individual institutions. The 

gap between government budgets and actual operational expenditures has had to be 

filled by the institutions themselves. A study showed that the county EPS and MCH 

stations had to raise more than half of their budgets themselves (Shu and Yao, 1997). 

This situation encouraged the PHIs to focus on the delivery of services that could 

generate more revenue. Meanwhile, user charges had been introduced for public health 

                                                 
26 The share of government budget allocated to hospitals dropped from 21% in 1980 to 8.7% in 2000 

(Meng, Q. Y., Zheng, Z. Y., Bian, Y. et al., 2002). 
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services (Bloom, 1997, p.11) and staff income (through the bonus system) was 

increasingly determined by the revenue generated and therefore by the services 

performed (Liu, X. and Mills, 2002). 

These policies thus increased the financial autonomy of PHIs; improved the 

productivity of PHIs with an expansion of services; and successfully reduced the 

government financial burden (Liu, X. and Mills, 2002). However, Liu (2002) has argued 

that the requirement to mobilise additional resources through user charges has distorted 

the provision of public health inspections. User charges have also reduced the demand 

by consumers for preventive services. This has caused serious consequences, such as 

increasing incidence rates of vaccine-preventable diseases; delay and failure of 

diagnosis and treatment of communicable diseases; and increase in infant mortality (Liu, 

X. and Mills, 2002). 

Recently, the Chinese government has made further attempts to reform the public 

health system. The roles of public health inspection and service delivery have been 

completely separated by setting up two independent organisations. Public health 

inspection becomes a role of local governments while the EPS have been restructured as 

Centres of Disease Control and Prevention (CDCs) as part of adapting to the changing 

social and demographic environments and disease patterns and enhancing the capacity 

of PHIs to deal with emerging health problems (Chen, M. T., 2002). The functions of 

the new CDCs are defined as: carrying out epidemiological surveillance; providing 

public health information; developing policy and strategic plans for disease control and 

prevention; assisting and guiding local activities in dealing with serious infectious 

diseases and public health emergencies; conducting applied scientific research to 

support actions targeting various diseases; organising health promotion programs; and 

supporting the development of CHS (China CDC, 2002; Lee, L. M. et al., 2003). These 

documented functions pay particular attention to the emerging infectious diseases, 

NCDs, and injuries and accidents. 

The principle underpinning the reform of PHIs is similar to that of the development 

of CHS, that is, “mobilising existing resources instead of introducing new resources” 

(MOH et al., 1999; Chen, M. T., 2002). Developing public health partnerships among 

various health organisations is thought to be critical in implementing public health 

strategies (Chen, M. T., 2002). Obviously, the Chinese government has been aware of 

the disadvantages of the separation of medical and public health services and is 
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attempting to integrate those two (Office of System Reform of State Council et al., 

2000). The development of CHS was described as an important step in reforming the 

public health system as well as the hospital system. The CHCs were seen as not only 

primary care providers in the medical service network but also part of the public health 

system delivering prevention, care, health education and counselling (Office of System 

Reform of State Council et al., 2000). The CHCs were to be more prevention oriented 

than their former organisations (usually primary and secondary hospitals). Nevertheless, 

as Lee and colleagues (2003) have argued, the CDCs need to work out their roles in 

relation to CHS, which depend, in part, on adequate financing and appropriate 

accountability links. There is a need for a budgetary framework that supports a 

coordinated approach to public health activities. 

Ownership and managerial models for urban community health programs 

Outreach centres of hospitals 

The setting up of CHCs (or stations) has been tightly controlled by local health 

authorities and has been required to be aligned with the re-invigorated regional health 

planning arrangements (MOH, 1998; Liu, S.N. et al., 1999b). According to the 

government’s policy guidelines, appropriate numbers of CHCs should be allocated to 

geographic catchments, defined in terms of the jurisdictions of SAOs, with the objective 

of ensuring close geographic access to health care (MOH, 1998; 2001c). One CHC is 

supposed to cover a population of 30,000 – 50,000 (MOH, 2000d).  

As part of the CHS policy most primary and some secondary and tertiary hospitals 

have been encouraged to establish outreach centres in the communities (Beijing Xi 

Cheng Qu, 1999; Changchun Health Bureau, 1999; Chongqing Health Bureau, 1999; 

Yang, H. et al., 1999b; Chen, S. X. et al., 2002a). Some additional investment in real 

estate would be required for such centres, which has formed an obstacle to the 

widespread adoption of this model (Zhong, Y.X. and Liu, 1999).  

Community service team within hospitals 

Some hospitals have chosen not to set up outreach CHCs. Instead, they have 

reorganised the structures of their hospitals to adapt to the change of functions. A 
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common strategy is to establish a department within the hospital with several full time 

staff with responsibility for coordinating CHS. Many of these departments are based on 

pre-existing home service programs or preventive care programs (Wu, X.Y., 1999b; Xin 

et al., 1999). One survey in Shandong showed that 15.8% and 7.9% of CHCs were 

originated from home service programs and preventive care programs respectively (Li, S. 

X., Dong and Wang, 1999a). 

Although some hospitals are reported to have transformed as a whole into CHCs (in 

most cases previously designated as primary hospitals), they still maintain all of their 

existing services and programs, including inpatient services (Luo, L. et al., 1999a). 

Many of these hospitals are actually widening their range of community activities, some 

even including public health inspections (Xin et al., 1999). 

Health care contract model 

The CHCs and hospitals are encouraged to invite local consumers to enter into 

health care agreements (HCA) with the organisation involving assurance of free or 

discounted care in return for an annual per capita payment (members’ fees). These 

agreements or contracts are either individual based or family based (Zhang, X.P., 1999c; 

Wang, W. J. et al., 2002c). Membership can be limited to or extend beyond the 

jurisdiction of SAOs. The benefits available to members usually include free health care 

services which do not consume materials such as consultations, health education, home 

visiting, and regular physical examinations, and discounted fees for other services 

(Wang, W. J. et al., 2002c). By 1999, about 60% of municipalities had developed the 

family or individual based HCA programs (Yang, H. et al., 1999b). 

Community participation model 

Some CHS programs are sponsored directly by the SAOs (a multi-purpose political 

facility representing the community at large) rather than through the formal health care 

system. Typically in such cases the SAOs organise retired medical practitioners and 

community volunteers or offer short-term vocational training for some community 

residents to deliver primary care for their residents (Wu, X.Y., 1999b; Dong, Y., 2001b). 

Elderly people are usually both the main providers and clients in this model. The 

community participation model is different from the above three models, which are 

owned and sponsored by the health care system, although the SAOs are also required to 
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play a role in coordinating the CHS (MOH et al., 1999; Yang, T., 1999a; MOH et al., 

2002).  

Community health service resources 

Community health service organisations 

The primary and secondary tier health organisations are assumed to be the main 

CHS providers (Changchun Health Bureau, 1999; Liu, S.N. et al., 1999b). But actually, 

many secondary and tertiary hospitals provide both primary care and non-primary 

specialised services.  

After two decades of social and economic reform, the urban three-tier network has 

been seriously damaged. The primary tier health organisations are not well preserved, 

except for some municipalities such as Beijing, Shanghai, and Tianjing (Cao, B., 1999; 

Zhuo, K. X. et al., 2000; Dong, Y., 2001b; Lang and Li, 2002). In 1999, there were 1265 

primary hospitals and 50,300 primary health centres27 (urban 563; rural 49,700). By 

contrast, the secondary and tertiary hospitals had reached 15,413 (Health Information 

Centre, 2000). 

Although there were 226,541 clinics all over China, only 12% of these clinics 

provided CHS. According to a national survey in 1999, 40% of primary hospitals 

delivered CHS. Meanwhile, 51% of secondary hospitals and 25% of tertiary hospitals 

had developed CHS programs (Yang, H. et al., 1999b). It does not appear that the policy 

objective of the primary hospitals taking principal responsibility for CHS is being 

realised. 

Financial resources of community health services 

The costs of CHS are supposed to be shared by governments, collectives and 

individuals (MOH, 1998; 1999a). By 1999, about 50% of provincial or municipal 

governments were providing financial support to CHS (Yang, H. et al., 1999b). The 

financing levels and approaches from the governments varied considerably, depending 

                                                 
27 In Chinese, the primary health centres are called Wei Sheng Yuan. 
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generally on their “financial capacities”. The funding could be calculated according to 

the community populations (5.6%), the number of CHCs (16.7%), or the number of staff 

in CHS (11.1%) (Yang, H. et al., 1999b). The MOH (1998) has suggested that 

government funding be used to deliver public health services, to train health 

professionals, to develop information systems, to pay pensions for retired employees, to 

purchase necessary equipment, and to pay for medical insurance for employees. 

Workforce development for community health services 

The health workforce development in China has experienced three stages. The first 

stage occurred from 1950s to 1970s with a shortage of health manpower as the main 

issue. During this period, primary care workers and community practitioners (‘barefoot 

doctors’) played a core role in the three-tier health system. The development of medical 

specialties was impeded due to the Cultural Revolution (Gong et al., 1997; Pang et al., 

2002). The second stage went from late 1970s to 1990s: with the end of the Cultural 

Revolution, the economic reform, and the opening up to the outside world, medical 

education in China grew unprecedentedly. The main focus of this period was to develop 

various medical specialties and subspecialties and to provide high quality hospital 

specialists. Hospitals dominated health service delivery. The third stage began from late 

1990s, when the Chinese government decided to reorient the health service system, 

changing from being hospital-based to being community-based (Central Committee of 

Communist Party and State Council, 1997). At this stage, the medical workforce is 

believed to be oversupplied with an average of 2.5 doctors per 1000 urban residents, not 

low compared to many other developing countries (Gong, Wilkes and Bloom, 1997; Lu, 

Z. X. and Jin, 2001, p. 179). During this period the maldistribution of specialties and the 

quality of the health workforce became the major concerns (Gong et al., 1997) and GPs 

emerged as a new health professional stream. According to the 2001-2015 plan for 

workforce development, adjusting the specialty structure and enhancing degree 

education and postgraduate training were identified as key strategies for improving the 

quality of the health workforce (MOH, 2002d). Medical subspecialties have been 

reduced (Pang et al., 2002). 
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General practitioners: a new health professional stream 

GPs play a leading role in CHS (MOH et al., 1999; Wu, X.Y., 1999b; Li, H. J., 

2000; Wang, J. Y. et al., 2000a; Ye, X. P. and Zhao, 2000). A national survey showed 

that 29.5% of CHS workers were physicians, while nurses and PHWs comprised 22.8% 

and 16.6% of the total CHS workforce respectively (Yang, H. et al., 1999b). In recent 

years, China has begun a process of converting many of the existing primary care staff 

into GPs (Wun, Y. et al., 2000). The converting process includes restructuring the 

primary care system and re-training for the primary care physicians. 

Health sciences educational system in China 

Medical education 

China has developed a multi-level medical educational system, characterised by 

different education providers producing physicians at different levels.  

Higher medical education 

The higher medical education produces two levels of physicians through degree 

programs (≥ 5 years) and diploma programs (3 years) offered by medical universities 

or colleges (Gong et al., 1997; Pang et al., 2002). The students graduating from the two 

programs are designated as doctors and assistant doctors respectively28. There were 177 

medical universities and colleges in 2000, providing medical education for 714,000 

students each year (MOH, 2001b).  

Secondary medical education 

The secondary medical education is a certificate training program offered by 

secondary medical schools, which can be managed by the local governments, hospitals, 

or medical universities or colleges. It is usually a two-year program29 (Gong et al., 1997). 

                                                 

28 Doctors are called Yi Sh i (医师); Assistant doctors are called Zhu Li Yi Sh i (助理医师). 
29 Some schools offer three-year programs for enrolees graduating from junior high schools (Year 9). 
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The students graduating from those programs are titled doctor’s assistants30. There were 

489 secondary medical schools in 2000 (MOH, 2001b). 

Primary medical education 

The primary medical education involves a less than two-year vocational training 

program offered by the secondary medical school, adult educational school and local 

health organisations. It is designed for medical technicians and PHC workers, which 

enrol both part time and full time students. 

In 1999, the higher medical educational programs recruited 38% of the total 

medical students, while the secondary medical schools shared 62%. It is anticipated that 

the share of secondary medical education will be cut down to 40% by the year of 2005 

and further down to 28% by 2015 (MOH, 2001b).  

In recent years, residency training for doctors has attracted much attention. In 1993, 

the MOH promulgated a “provisional standardised requirement for residency training”31 

(MOH, 1993a). GPs were included in the residency training programs in 1999 (MOH, 

1999c). In 2002, a workshop was held in Beijing to discuss the strategies and planning 

for further research about the minimal requirements for 20 clinical specialties (MOH, 

2002a; b). 

Nursing education 

Unlike the multi-level medical education system, nursing education has been 

mainly offered in the secondary medical schools as a two-year certificate program. The 

baccalaureate nursing program was introduced after 1983 and occupied a small 

proportion in nurse training. Until 1997, there were fewer than 20 universities providing 

baccalaureate nursing programs and involving much lower intake of students than 

medicine (Edwards et al., 1999). In recent years, baccalaureate nursing education has 

developed rapidly. By 2001, there were 67 baccalaureate nursing programs across China. 

                                                 
30 Doctor’s assistants are called Yi Sh 医士). They are not qualified doctors. 
31 The requirement includes subjects, training settings and durations. There were no such training 

requirements previously. Doctors could commence practice immediately after graduation from the 
universities. 

ì  (
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In 1999, three-year college programs for senior high school entrants commenced by 

upgrading secondary nursing school programs (Pang et al., 2002). 

Allied health education 

Allied health practice is still a new concept in China. There have been no 

systematic training programs available for physical therapy, occupational therapy, 

speech pathology, podiatry, optometry, dietician and social work as in Australia and 

other western countries (Duckett, 2000, pp. 52-6).  Recently a few medical universities 

have begun trials in developing allied health training. One example is the allied health 

program in Sichuan University supported by the China Medical Board of New York 

Corporation, producing no more than 50 allied health workers each year.  

Training for general practitioners 

The development of general practice medicine in China began in the late 1980s. In 

1989, the first training centre for GPs was set up in the Capital Medical University 

(CMU, 2001). At the same year, Beijing hosted the first international workshop on 

general practice. Professional associations for GPs were established in Beijing and 

Guangzhou. In 1993, a national professional association for GPs was developed (Feng, 

W. D. et al., 2000). In 1995, there were about 30 educational organisations providing 

diploma and certificate training programs for GPs (Li, W., Yin and Xie, 1999b). By 

2000, about ten medical universities and colleges had developed degree programs for 

GPs (Feng, W. D. et al., 2000). By 2002, a national training centre and 16 provincial 

training centres for GPs had been established (MOH, 2002c).  

The most urgent need is to provide in-service training, targeting the current 

shortfalls of the CHS workforces. There are active debates ongoing about the most 

appropriate arrangements of such training (Li, W. et al., 1999b; Beijing Health Bureau, 

2000; Xian, 2000). Some trainers advocate a community approach. They believe that 

although the GP candidates need to upgrade their clinical knowledge and skills and that 

this is a continuing and long-term process. The initial stage of training should focus on 

the change of thinking and patterns of working of GPs and include a strong emphasis on 

a population and social approach to health (Shi, Y.X. and Pang, 1999; Xian, 2000). The 

opponents argued that primary care of individuals should be the most important 

component of CHS. Accordingly, the training programs should give priority to clinical 
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knowledge and skills (Beijing Health Bureau, 2000; Bao and Gong, 2001). They believe 

that this is the only way of attracting patients and ensuring the sustainable development 

of the CHS programs. 

Conclusions 

China is trying to develop a new urban CHS system characterised in particular by 

the emergence of GPs and the establishment of CHCs. The CHS initiative is expected to 

lead to a fundamental change to the existing hospital dominated health delivery system 

through reorganising the functions and roles of different levels of hospitals. The primary 

and secondary levels of hospitals are being urged to change functions, shifting from 

traditional hospital services to CHS, while large (or tertiary) hospitals are expected to 

concentrate on providing specialist care and services for referred patients. In-service 

training has been adopted as a main strategy for the CHS workforce development, 

aiming at transforming part of the hospital physicians into GPs. 

Different models for managing and delivering CHS have been adopted throughout 

China. While a large number of community health centres have been established, the 

CHS workforce has not been well prepared. Although GPs are supposed to be a key 

player in CHS, their roles and functions in relation to a population based CHS approach 

have not been clearly defined. 

This research seeks to examine how well the current CHS arrangements meet the 

original intention of the CHS initiative and to identify the best ways of using GPs in 

CHCs. It is also directed at elucidating the training needs for CHS and the appropriate 

strategies for CHS workforce development. 
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Chapter Three 

3. OBJECTIVES AND METHODS 

This chapter describes the objectives and research questions driving my study and 

explains the approach and procedures used in the study in addressing the research 

questions.  

Both qualitative and quantitative methodologies were employed. The reasons for 

selecting the various methods are provided in this chapter. Details about the 

development of the research strategies and the implementation of the fieldwork as well 

as the data analysis are also described. The data collection instruments including theme 

lists for the interviews and the questionnaire can be found among the attachments at the 

end of this thesis. 

Objectives 

I introduced the emergence of my interest in training curricula for CHS in Chapter 

One. This interest is closely associated with my role as a trainer of CHS staff. During 

the period when I worked as a teacher of CHS staff in China, I had many discussions 

about this issue with my Chinese colleagues. Despite a thorough literature search and 

review, I have found that published research casts little light on the training needs of 

CHS practitioners and how a training program might be effective within the specific 

environments that these practitioners work. Although there is a general agreement in 

China that the training of CHS practitioners is extremely urgent and the demand for 

such training is huge, no training program has been designed which is properly tailored 

to the specific needs of these practitioners. The national curriculum for the training of 

GPs remains unimplemented despite, or perhaps because of, its comprehensiveness and 

(unrealistically) high standards. A few researchers have commented on the difficulties of 

implementing the national curriculum requirements and published the results of 

questionnaire surveys of the perceived training needs of CHS practitioners in the hope 

that a realistic training program could be developed. Most of these researchers have 

revealed contradictions between the perceived needs of practitioners and academic and 

government expectations but have failed to explain the reasons for this phenomenon (Li, 
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M. C. et al., 1997b; Wu, X.Y. et al., 2000a). In some cases researchers have argued that 

the training programs should continue to follow the academic and government standards 

disregarding the disagreement from the trainees (Beijing Health Bureau, 2000; Xian, 

2000). It seems apparent that a clearer understanding of the contradictions between 

practitioners’ experience and academic / government expectations should contribute to 

more realistic policy goals and more useful training programs.   

In the research described in this thesis I have sought to: 

 identify the performance problems in CHS; 

 understand the determinants that shape the performance of CHS; 

 explore the mechanisms of these determinants in influencing the attitudes, 

beliefs, and behaviours of both individual practitioners and organisations 

regarding CHS; 

 and finally, identify the priority training needs for CHS practitioners. 

My intention was to explore the gaps between the performance of health providers 

and the expectations of the academics, the community residents, and the policy makers 

and, based on an understanding of how the performance of health providers is shaped, to 

develop appropriate training plans to target these issues, so that our training could be 

more tailored towards needs and more cost effective. 

Methodology 

Training needs assessment 

The general aim of my research was to identify the CHS related training needs. The 

concept of needs implies a judgement that there is a discrepancy between what is 

currently occurring and what is expected to happen (Moore, 1999; Desimone, Werner 

and Harris, 2002, p. 129). The identification of performance problems (or gaps) has 

been described by many researchers as a core element in training needs assessment 

(Chiu et al., 1999; Moore, 1999; Holton, Bates and Naquin, 2000) although clearly not 

all performance problems can be addressed through improved training. Some 

researchers have also argued that focusing only on deficiencies in performance is too 
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restrictive and reactive. Needs could also reflect employee preferences; or anticipate 

future problems and challenges (Delahaye, 2000, pp. 113-4; Brown, 2002; Desimone et 

al., 2002, p. 129). Although a comprehensive training needs assessment may consider 

various types of needs, it is important to be aware that training is not the “cure all” for 

organisational problems (Kaufman, 1997; Brown, 2002).  

Training needs analysis can be conducted at three levels: organisational, operational 

and individual (Al-Khayyat, 1998; Smith, A., 1998, pp. 115-7; Moore, 1999; Holton et 

al., 2000; Brown, 2002; Desimone et al., 2002, p. 131). Organisational analysis 

identifies organisational goals, organisational resources, organisational climate and 

environmental constraints (Goldstein, 1993, p. 36). It can be used to determine where 

training is needed and under what conditions training can produce best outcomes 

(Brown, 2002; Desimone et al., 2002, p. 132-3). Operational analysis focuses on how 

tasks should be performed and what knowledge and skills employees need to meet 

appropriate standards of performance (Desimone et al., 2002, p. 137). Individual 

analysis targets individual employees, with a focus on how to improve the performance 

of individual employees in their jobs (Brown, 2002). 

In recent years, macro-level (organisational) analysis has been increasingly 

incorporated into training needs assessment (Chiu et al., 1999). Desimone (2002, p. 130) 

has argued that training should be proactive and future oriented. Appropriate training 

can be and should be arranged with a view to facilitating future changes (Andersen, G., 

1994; Winter, 1995). There has been a consensus among researchers that an effective 

training program could not be designed until the strategic direction and elements of the 

targeted practice of training have been clearly defined (Hicks and Hennessy, 1998; 

Potter et al., 2000). In my present research, this means that I have to bear in mind a clear 

idea for the future development of CHS and the roles and competencies required for 

different practitioners in CHS before I can work out appropriate approaches for training. 

Given the above consideration, I began my research with a view to proposing a 

CHS model that would be suitable to the specific Chinese environment. I see CHS as a 

system reform that is transforming the hospital-dominated health delivery system into a 

community-based PHC-led one. I hypothesised that performance problems existed in 

CHS; that there were discrepancies between current performance and the expectations of 

academics, governments and community residents. I hypothesised that these problems 
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were shaped by policy, structure, culture, and educational environments and that 

appropriate training programs, in association with interventions directed towards other 

determinants of performance, could contribute to the resolution of these problems. 

Although training by itself will not remedy all of the shortfalls in CHS practice, more 

appropriate training programs could contribute to wider system change or at least make 

such changes easier to put in place. The quality of CHS could be improved through 

“organisational learning” (Durch, Bailey and Stoto, 1997, p. 16). Obviously, my 

analysis focused mainly on the organisational and operational levels. 

Kubr (1991, pp. 59-74) has described three strategies for assessing training needs: 

problem analysis, comparison, and expert opinion. 

For a newly emerging field such as CHS in China, many issues remain unknown 

and unpredictable. This situation precludes identifying the most appropriate training 

through comparison between different programs, because all of the CHS programs in 

China are still in their initial developing stages.  

Many of the educational experts are also just beginning to understand the field and 

there are many debates and arguments among the experts with regard to the most 

appropriate curricula for CHS practitioners. Most of the current training programs 

introduced over recent years are simply imitations of those operating in other countries 

including the USA, UK, Canada and Australia32. The national government has 

announced a series of policies regarding the training of GPs, which assume a very high 

standard of professional preparation (MOH, 1999c; 2000a).  

It seems more sensible to make the training program suitable to the specific 

conditions of the practitioners rather than to push them to reach an ideal goal without 

consideration of their realities. We need to understand whom we are trying to train, what 

their problems are and where they come from, and what standards we could reasonably 

expect of them before we can finalise a practical curriculum. Training programs will not 

be successful if we ignore the specificities of our training targets. Other countries’ 

                                                 
32 Based on an analysis of literature and a personal collection of training curricula from three 

universities.  
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experience could only be useful if they are properly adapted to the new environment, 

appropriately contextualised in relation to the local culture, policies and structures 

(Holton et al., 2000; Brown, 2002).  

I decided that the best way to assess the training needs of CHS in China was to 

make a clear and comprehensive description of the current situation with respect to CHS 

first, then to compare the situation so described with policy requirements, expert 

opinions, employee preferences for training and other countries’ experiences, and finally 

draw conclusions based on the above analysis. This is not to say that the policy 

requirements and expert opinions are to be regarded as absolute standards (Andersen, G., 

1994). Shortfalls might also exist in policies and expert opinions because of the lack of 

experience in the development of CHS in a new environment. In this sense, the 

identification of the performance problems and the understanding of the determinants of 

these problems is extremely important. It also provides a firmer basis for learning from 

other countries.  

In summary, I planned to identify CHS performance problems at individual, 

organisation, and system levels (see later for further discussion); to investigate employee 

(managers and health practitioners) preferences for training; and to analyse policy, 

administrative, cultural, and educational environments that underpinned the performance 

problems. The CHS performance and appropriateness of the arrangement of services are 

examined according to whether and to what degree consumer’s health needs were 

properly addressed. Training should serve for maintaining effective performance of the 

CHS programs that could maximise the health outcomes of community residents 

(Andersen, G., 1994). 

Community health service performance assessment 

A key research objective was to assess CHS performance. My intention was to 

identify performance problems and to examine whether the CHS programs were 

oriented to meeting the residents’ health needs. This involved first, a comparison of the 

current situation of CHS and the practices of the GPs with the guidelines issued by the 

China MOH and with the norms and experiences of other countries, especially the 

experiences of Australia; and second, a comparison between what the community 
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residents needed and wanted and what the community health practitioners thought they 

should provide and what they were providing. 

I adopted the WHO definition of performance as  “the execution of activities and 

the attainment of results through them” (WHO District Health System Division of 

Strengthening of Health Services, 1994, p. 4). Performance assessment involves various 

principles, dimensions and indicators. A careful choice of the available elements in 

identifying the CHS performance problems was very important.  

Quality was the core component of the performance assessment in my research, but 

I also paid attention to the balance of costs and benefits. Health service resources are 

limited and the quality issue had to be discussed with consideration of the constraints on 

available resources, especially for the community-based PHC.  

Although the term “quality” is widely used in the literature, the definition of quality 

remains elusive (Kazandjian and Sternberg, 1995, p. 4). In the Merriam-Webster 

dictionary, quality is interpreted as “degree of excellence”.  The “degree of excellence” 

of health care can be measured either by the indicators of outcomes of health care, such 

as mortality, function, satisfaction and cost, or by the indicators of the process of health 

services which have a known relationship with the outcomes of health care, such as 

appropriateness, accessibility, effectiveness and safety of services. However, most 

outcome indicators are not merely the results of health care; other factors, such as food, 

housing, economy and education also play profound roles in contributing to these 

outcomes. Therefore, in identifying professional training needs of health care providers, 

the outcome indicators are of limited use. In contrast, performance indicators which 

focus more on the activities of health care providers can directly probe activity problems 

related to the outcomes for consumers, which in turn, give hints regarding the needs for 

professional training.   

The following criteria were used to determine appropriate elements and indicators 

in assessing CHS performance: 

1. The indicators should be attributable to PHC (McColl et al., 1998); 

2. The indicators should include a variety of dimensions of PHC (McColl et al., 

1998), including biological, psychological, and social aspects and different 
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kinds of services: prevention, care, rehabilitation, disease treatment, family 

planning and health education (MOH et al., 1999; MOH, 2000a);  

3. The indicators should reflect important clinical areas (Cox and White, 1982, p. 

25; McColl et al., 1998) and be related to people’s health needs; 

4. The indicators should be sensitive to changes in determinants of quality 

(McColl et al., 1998) and should predict the future performance of the same 

task or function (Cox and White, 1982, p. 25); 

5. The indicators (both quantitative and qualitative) should be reliable and valid 

(Cox and White, 1982, p. 25; McColl et al., 1998).  

The WHO suggests that the assessment of performance can be considered at three 

levels: individual, health organisation (hospital or CHC), and community (WHO District 

Health System Division of Strengthening of Health Services, 1994, p. 4). Community-

level performance is based on the performance of all of the hospitals and other 

organisations serving a particular community. Organisational-level performance (the 

performance of an individual organisation) is based on the performance of all of the 

professionals working in that organisation. Because my study focused on the training 

needs of CHS, and community-level performance is the aggregate result for the whole 

system, which does not necessarily reflect the performance of the PHC sectors, the 

research was directed mainly at assessing the performance of the CHCs (organisations) 

and GPs rather than community-level performance at large. However, according to the 

WHO framework, data about community health needs and the degree of satisfaction of 

community residents towards the health services in meeting these needs would be 

categorised primarily as community-level indicators. The analysis of the performance 

problems of GPs and CHCs was also undertaken within the context of the whole system 

constraints. 

Primary health care related organisational performance 

Various methods can be used to assess the PHC related organisational performance, 

such as record review or audit, interviews with health care providers, interviews and 

focus groups with patients, direct observation of the delivery of services, and 

retrospective review of adverse outcomes (Hermida, Nicholas and Blumenfeld, 1999). 

Unfortunately, the medical records in China for ambulatory services are usually 
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incomplete or even non-existent, which makes record review unavailable. Hermida 

(1999) compared the validity of three methods for assessment of the quality of PHC: 

checklist-based observation, interview with clients, and review of clinical record and 

found that direct observation showed the best overall balance of sensitivity and 

specificity. Client interview demonstrated good sensitivity and better specificity than 

record review. These findings pointed towards an appropriate strategy for assessing 

PHC related organisational performance in a situation where systematic direct 

observation of performance was not feasible (as in my research) due to lack of resources. 

Therefore, I decided to assess PHC related organisational performance by interviewing 

GPs and health administrators, complemented by the review of policy and 

administrative documents and the results of the community resident survey.  

I reviewed the dimensions of PHC performance examined by various evaluation 

programs, both domestically and internationally, with particular attention to the WHO 

hospital performance review (WHO District Health System Division of Strengthening of 

Health Services, 1994), the Australian PHC accreditation program (Renhard and 

Dickens, 2000), the US performance monitoring program for improving health in the 

community (Durch et al., 1997, pp. 126-65), and the British NHS performance 

indicators (NHS Executive, 2000). The dimensions of PHC-related organisational 

performance usually cover: equity; appropriateness; accessibility; acceptability; 

efficiency; effectiveness; and continuity (Husein et al., 1993; WHO District Health 

System Division of Strengthening of Health Services, 1994, p. 5; Cleak et al., 2000;).  

However, some of these dimensions go well beyond the organisational level, such 

as equity and appropriateness. We cannot usefully discuss the equity and 

appropriateness of the services provided by one particular organisation except in relation 

to the roles played by other similar and complementary organisations within the health 

industry and the wider system factors. It is the whole system that determines the equity 

of health care. Likewise, the appropriateness of services provided by the PHC sector can 

only be considered within the context of the whole health care system. The Chinese 

MOH defined six kinds of service that CHS should include (MOH et al., 1999; MOH, 

2000a) and each of these needs to be properly considered in the context of the full range 

of services provided by various accountable entities (Durch, Bailey and Stoto, 1997, p. 

2). Therefore, in this research I have considered the role of CHCs and the relationships 
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between CHCs and other accountable entities as essential elements of organisational 

performance in PHC, and have tried to use performance indicators which correspond to 

the most common and important tasks that the CHCs undertake.  

There have been a number of reports of quality evaluation in community based 

PHC in China (Shi, Y.X. and Pang, 1999; Zhong, T.L., Huang and Fang, 1999). 

However, most indicators used seem to measure “quantity” rather than “quality” (see 

Table 4-1 in Chapter Four). Although the indicators are generally scored and ranked as 

“good”, “fairly” and “poor”, most of the scores and ranks are based on “rates”, which 

means that the “quality” of CHS was evaluated according to whether the CHCs 

conducted required services and the proportion of the target population that was covered. 

Outcome indicators were rarely included in the evaluation (Shi, Y.X. and Pang, 1999; 

Zhong, T.L. et al., 1999).  

General practitioners’ practice performance 

The quality of general practice can be evaluated at four levels (Cox and White, 

1982, p. 12):  

1. pre-requisite knowledge and skills including the personal attributes which 

underpin clinical abilities; 

2. clinical abilities: the application of knowledge and skills to the various 

elements of the health care task; 

3. composite clinical performance in the management of whole patients (and 

families); 

4. competent clinical practice: the management of a series of patients in 

collaboration with other professionals. 

The first level of performance can be evaluated through examinations with paper 

and pencil or oral presentation. In this research I have used GPs’ formal qualifications 

and training backgrounds as indicators of this level of performance33. Assessment of the 

                                                 
33 China has a multi-level medical training system (see Chapter Two) with different kinds of doctors 

being produced by courses of different lengths (2 years to 7 years) and by institutions of different levels of 

 

 53



OBJECTIVES AND METHODS 

next three levels of performance, however, involves assessing the actual behaviours of 

GPs, which requires the observation and evaluation of GPs’ practice. As discussed 

earlier, I did not use direct observation or medical record audit to evaluate GPs’ 

performance in these dimensions. Instead, I collected data regarding the kinds of 

services provided to community residents through the questionnaire survey of 

community residents and interviews with GPs and compared the practices of GPs with 

those of other health professionals such as hospital doctors and private physicians. I 

adopted a concept of “relative performance”. I judged that it would be less useful to 

assess GPs’ behaviour without consideration of the culture of the whole professional 

stream. Nonetheless, I still used the clinical practice guidelines and the governmental 

and academic requirements as a benchmark to evaluate the stories told by the GPs 

themselves about the services they provided and by the community residents about the 

services they received. I chose to draw upon data from both patients and GPs to assess 

the quality of health care because of the differences which exist between the perceptions 

of health care providers and consumers regarding quality (Kazandjian and Sternberg, 

1995, p. 4). The satisfaction of consumers does not necessarily indicate technical 

effectiveness.   

I realised that it would be impossible to assess all dimensions of GPs’ performance 

in my study. Medical practice is very complex and difficult to assess. Physicians’ 

behaviours are not only determined by their knowledge, skills and attitudes, but are also 

driven by the type, severity and complexity of the conditions of their patients. As a 

consequence, case mix adjustment is necessary to judge the appropriateness of physician 

practice. However, the conditions which might have allowed me to make such case mix 

adjusted comparisons were not there. The necessary information and systems were not 

available in China. Because of this, I used an alternate strategy to simplify the 

comparison of practice between different health providers. I defined a couple of specific 

conditions and some common procedures associated with these conditions as a basis for 

comparison, in the hope that these conditions and procedures could serve as indicators 

                                                                                                                                                
status (from vocational school through college to university).  Some currently practising ‘doctors’ do not 
have any formal qualifications.  Clinical abilities can be, in some degree, inferred from training 
background.  
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of the wider patterns of GPs’ activities. This strategy is also recommended by some 

experts (Majeed and Voss, 1995; Durch, Bailey and Stoto, 1997, p. 4).  

GPs deal with both physical and mental problems. A recent survey in two cities in 

China showed that the most frequent problems that GPs deal with were mainly chronic 

illness in elderly, including hypertension-related problems, upper respiratory tract 

infection (URI) and dizziness (Wun, Y. et al., 2000).  The help-seeking pattern of 

psychiatric outpatients was investigated in Shanghai. The patients were of relatively 

higher educational levels. The main problems included sleep disturbance, somatic 

symptoms and paranoid ideation (Boey, 1998). My assessment of the performance of 

GPs focused therefore on the health problems associated with hypertension, URI, and 

mental problems. The key elements which I sought to document, with a view to 

assessing GPs’ practice, included consulting and communicating with patients, physical 

examination practice especially the measuring of blood pressure, and prescribing 

activities with a focus on the antibiotic prescribing. 

Although I tried to identify the clinical performance problems of GPs, I realised 

that the knowledge and skills among the GPs varied considerably because of their 

different backgrounds and previous experiences. They might have been trained in the 

western medical tradition or as traditional Chinese medical practitioners. Some had been 

general internalists in hospitals; some had been specialists or even surgeons. Obviously, 

the training needs of practitioners with such different backgrounds and experience 

would also be different. However, my focus is not on the training needs of individuals. 

Rather my interest was in the roles and functions of GPs in managing cases and 

coordinating services and in improving the health of their communities. I was seeking to 

draw conclusions from the condition-specific activities which were the focus of my 

questions and observations regarding the performance of this professional stream as a 

whole. In identifying the case management problems, I followed the concept and 

principles of three levels of preventive services, primary, secondary and tertiary. 

Relevant practice guidelines were also employed to guide the assessment (Institute For 

Clinical Systems Improvement, 1999; VHA/DOD, 1999; AAFP, 2001). 
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Research tools 

The appropriate choice of research tools depends on the nature of the research 

questions and the data to be collected. The questions determine the choice of research 

approaches (Strauss and Corbin, 1990, p. 19; Darlington and Scott., 2002, pp. 6-8) 

although the research setting will also limit the kinds of questions that can be asked. 

I formed the view that the contribution of previous research to curriculum 

development for CHS staff had been limited by the methodologies employed. 

Quantitative methods, including close-ended question questionnaires, are particularly 

appropriate when the researcher has a clear understanding of the field and is seeking to 

quantify known concepts (Richardson, 1996, p. 27; Darlington and Scott., 2002, p. 6). 

However, in a field where the concepts and the realities are not so clearly defined there 

is a risk, with quantitative methodologies, of failing to reveal important features, 

including the underlying dynamics (McGrath and Johnson, 2003, p. 32). When results 

emerge which are not consistent with the assumptions underpinning the questionnaire, 

the lack of more complex and unstructured data may make it more difficult to 

understand what is going on (Brown, 2002). In contrast, the qualitative approach is more 

flexible (can be easily changed in the progress of study) and its ability to manage 

unstructured data enables the researcher to adjust research strategies following the 

emergence of new themes so that the dynamics of the situation can be described without 

being forced into predetermined categories (Maanen, 1998, p. xi; Minichiello, 1999, p. 

39; Darlington and Scott., 2002, p. 49; Patton, Michael Quinn., 2002, p. 14). 

I have used qualitative methods to draft a complex picture of CHS including the 

culture and administrative environments in which it operates. My questions were not 

only about the individual personal experiences of GPs but also about the organisations 

in which they worked. Information like this is unlikely to be provided by responses to a 

standard questionnaire (Andersen, G., 1994). By contrast, document analysis, interview 

and observation serve well for those purposes  (Darlington and Scott., 2002, pp. 6-8). 

They have the advantage of yielding data in a complementary way to reveal “how 

humans arrange themselves and their settings” (Berg, 2001, p. 7). While interview is a 

good tool for gathering data in depth particularly with regard to attitudes and reflection, 

observation can generate real-life data (Delahaye, 2000, p. 123; Wengraf, 2001, p. 6; 

Brown, 2002; Mason, 2002, p. 86) and is particularly valuable for getting to know a 
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phenomenon and for validating interview data (Seale, 1999, p. 55; Denzin and Lincoln, 

2000, p. 674; Darlington and Scott., 2002, p. 76). Interviewing is also good for 

identifying the context of phenomena where a questionnaire survey may be of more 

limited utility (Goldstein, 1993, p.48; Minichiello, 1999, p. 39; Moore, 1999; Delahaye, 

2000, p. 123). In this research, data regarding the performance of CHS and GPs, policy 

and funding arrangements, organisational culture and managerial structure, incentive 

structures, and professional and management training related to CHS were obtained 

mainly through the above approaches. 

I searched the CHS policy documents promulgated by the central government, 

Sichuan provincial government, and Chengdu and Panzhihua municipal governments. 

Curricula and subject guidelines of the CHS training programs implemented in Chengdu 

and Panzhihua were also collected to provide a context in understanding the 

interviewees comments and perceived training needs. 

I interviewed both GPs and health administrators working in the health authorities 

and CHCs, with additional information derived from observation and government 

documents. Data regarding the performance of CHS and GPs, policy and funding 

arrangements, organisational culture and managerial structure, incentive structures, and 

professional and management training related to CHS were obtained mainly through this 

approach. I designed a set of open-ended questions to guide my inquiry. However, I 

tried to maintain an open mind at all times and the questions were continually modified 

to make them more suitable and relevant to the interviewees. 

Besides drawing on the provider’s perspective, I sought to hear about the 

experiences of community residents regarding the contents and quality of CHS and their 

attitudes towards CHS. I also asked them about their health needs. Because of the lack 

of comprehensive and reliable documents recording the experiences of CHS clients, I 

had to collect such data myself. In this case I chose to conduct a sample survey among 

the community residents associated with the CHS programs I studied. Although a 

qualitative approach could be useful in collecting information about the health needs and 

attitudes of community residents towards CHS, it could not provide exact data about the 

choice of health providers of the community residents, which was essential in 

determining the role and performance of CHS within the whole health system. The 

survey was also expected to provide me with the opportunity of comparing the attitudes, 
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beliefs and behaviours of the residents towards different health providers. I could also 

get a sense of the quality of CHS from the point of view of consumers through the 

survey. 

In the course of analysing the data, the findings of the document analysis, and both 

the qualitative and quantitative data collected have been brought together with a view to 

shedding light on the priority training needs for CHS staff. The triangulation paradigm 

helps validate the data (Clifford, 1997, p. 36; Minichiello, 1999, p. 45; Seale, 1999, p. 

54; Brown, 2002; Patton, 2002, p.66) and was recommended by Patton (2002) as the 

best approach to training needs assessment. Since every method involves tradeoffs 

between strengths and limitations (Darlington and Scott, 2002, p. 75), the weaknesses 

could be overcome by combining various data sources and methods of analysis (Kelle, 

1995, p. 152; Berg, 2001, pp. 4-6). 

Research questions 

The research questions were derived from the objectives of the research and guided 

by the broad research strategy. I raised different questions for the community residents, 

the GPs, and the health administrators. 

Community residents  

1. What are the community health needs? 

• What are the main health problems (diseases, health risks)? 

• What are the determinants of health (social environment, physical 

environment, individual response, health care)?  

• What are the main services that community residents think GPs can 

provide? 

• Can GPs meet their PHC needs? 

• What is their experience of the services provided by the GPs? 

2. What are the patterns of services received by community residents from the 

different tiers of health institutions? 
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• What kinds of PHC services have they received? Who provides each 

service? 

• Where are the health institutions that they contact first to meet their 

PHC needs? Why do they select these particular health institutions 

as their first contact providers? 

• Are they willing to receive PHC services from the GPs in their 

communities? If so why; if not why not? 

• What proportion of primary care patients go directly to the tertiary 

hospitals without referral from the physicians from the primary and 

secondary providers? 

• Do they think that they will change their providers of first contact if 

they are required to pay out of pocket contributions as provided for 

under the new insurance system? 

3. What is the quality of PHC services? 

• Performance of different PHC providers? 

• Satisfaction of community residents with the PHC received? 

GPs 

1. How do GPs deliver community based health services and why do they work in 

this way? 

• What are the main services that GPs provide? 

• How do clients make contact with GPs (self request, referral, or 

others)? 

• What are their relationships with patients (one contact or continuing)? 

• How do they deal with patients’ requests? 

• What are the determinants that shape their behaviour (GPs’ opinion)? 
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• What are their perceptions regarding the appropriateness of the kinds 

of services being offered? 

2. Do their ways of working and attitudes correspond to the health priorities of 

their communities? 

• What are their attitudes and beliefs regarding CHS? 

• What do they believe are the most pressing community health needs? 

How do they know? 

• What are the main issues that they worry about during the day and 

why? 

3. What is the financial and organisational context of community based health 

service delivery? 

• How are they selected to be GPs? 

• How are they encouraged to do community-based health care? 

• How do the hospitals manage their performance? 

• What are the working styles and clinical protocols required by their 

hospitals (ie. how to manage patients)? 

4. What are the GPs’ perceptions of their own training needs? 

• What do GPs think of their competency in community based health 

services? 

• What kinds of knowledge and skills do they think most important for 

them to provide CHS? 

• How do they think that they can transfer what they learned into 

practice?  

Health administrators 

1. What are their attitudes toward the community health needs? 
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• What do they think that their hospitals can contribute in terms of the 

provision of CHS? 

• What are the priorities that they think their hospitals should address in 

CHS? 

2. What are the organisational and incentive structures operating within the 

community health care system (institutional, district, and municipal level)? 

• How do they organise CHS? 

• How do they manage, analyse and use community health information? 

• What are the relationships between the CHS and other services 

delivered in the hospitals? 

• What are the influences of CHS on hospital performance? 

• What are the relationships between community hospitals and other 

health care providers? 

• How many patients see GPs or other health professionals as their first 

contact? 

• How many patients are referred to community health by the higher 

tier hospitals?   

3. How are the GPs selected? What are their judgments about GPs? 

• What are the criteria for selecting staff to serve as GPs in their 

institutions? 

• What do they think about the competence of GPs? 

• How do they assess GPs’ performance? 

• How do they train their selected GPs? 

4. What are the policies related to CHS (both broad environment and hospital 

policy)? 
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• What is happening to the CHS? 

• How do they encourage the CHS? 

• How do they manage CHS? 

• What are the models of delivering CHS? 

• What are their expectations on CHS? 

Research settings and sampling 

Research settings 

I chose Chengdu and Panzhihua as my research settings. Both of these two 

municipalities are located in Sichuan province, in the south west of China. Chengdu is 

the capital city of Sichuan province. As in most of the other provinces in China, the 

CHS programs initiated in the capital cities exert tremendous influence on the other 

parts of the provinces. They serve as both pilot projects and role models in shaping the 

delivery models for CHS in the rest of the province. Therefore, my research was mainly 

conducted in Chengdu, where I have worked for more than ten years as a teacher in a 

medical university. However, I was aware by the time I was ready to collect the data, 

that no enterprise-owned health institutions had been involved in the CHS programs in 

Chengdu. Enterprise-owned medical institutions had been delivering PHC for their staff 

for a long time in the past, and had faced great challenges since the CHS programs and 

the new insurance scheme were introduced. Given the important roles of these 

enterprise-owned medical institutions in PHC, I judged that it would be useful to 

investigate the changes happening to these institutions under the new environments. 

Following discussions with the provincial health authority and my Chinese colleagues, I 

decided to add Panzhihua as my second research setting, where a large number of 

hospitals were owned and managed by the industrial companies and had long been 

involved in PHC and CHS programs. However, owing to resource constraints, I only 

conducted qualitative research (indepth interviews) in Panzhihua while in Chengdu both 

indepth interviews and a questionnaire survey of community residents were conducted.  
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Sichuan 

Sichuan occupies 485,000 square kilometres, comprising 5.1% of the total area of 

China. It is the third most populous province in China, with more than 84 million people. 

Like most parts of China, the majority of Sichuan people hold rural household 

registration (see discussion of the household registration system in Chapter Two). Less 

than 18% of the total population of Sichuan were permanent urban residents in 2000 

(Sichuan Statistics Bureau, 2001). Sichuan has 21 municipalities and autonomous 

prefectures and a total of 179 counties (or districts) under the administration of these 

municipalities and autonomous prefectures. 

Sichuan is situated in a basin, although 79% of its land is mountainous. Geographic 

conditions present serious challenges to the economic development of Sichuan. In 2000, 

the GDP of Sichuan reached 401 billion yuan, representing an increase of 9.0% 

compared to 1999 (Sichuan Statistics Bureau, 2001). Industry contributed to 48.4% of 

the total economic development. However, due to the large population, the average GDP 

per capita ranks fairly low in China, well behind the provinces located in the eastern 

coastal areas and the capital area. The average individual disposable income per person 

in Sichuan was ¥ 5,894 in 2000 (Sichuan Statistics Bureau, 2001). While most CHS 

research has focused on the relatively developed eastern parts of China, such as Beijing, 

Shanghai, Tianjin, Shandong and Guangdong, one of the significant features of my 

research is my focus on one of the relatively less developed parts of China. It may be 

that the lessons and experiences extracted from the less developed parts of China would 

apply more appropriately to the rest of China than those of the developed areas. As some 

interviewees in my research observed: “we can’t afford what the eastern coastal 

provinces invest in CHS, so we have to develop CHS with our own characteristics”.  

Sichuan has a workforce of around 54 million, comprising 6.6% of the total number 

in China. Among them, 44.5 millions were employed in Sichuan (Sichuan Statistics 

Bureau, 2001). As in other parts of China, unemployment (or being laid off) has become 

a big challenge for government in recent years. In 2000, the number of employed people 

in urban areas of Sichuan declined by 5.0% compared to 1999, a total of 272,000 fewer 
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jobs. Registered unemployment in the urban areas reached 316,000.34 Given this 

pressure, the provision of community services has moved up the agenda of government 

at various levels. By the end of 2000, 6,818 urban community service facilities had been 

developed, providing 44,872 staff positions. Meanwhile, 18,016 laid off workers were 

re-employed. In addition, volunteer community services to help neighbours are 

encouraged, with an estimated 48,003 volunteers involved in those activities (Sichuan 

Statistics Bureau, 2001). 

 Sichuan is the biggest source of the ‘floating population’ both provincially and 

nationally (China Statistics Bureau, 2002). A total of 16.4% (6.96 millions) of internal 

migrants living in the provinces other than their home provinces came from Sichuan 

(China Statistics Bureau, 2002). As estimated by the Chinese Statistics Bureau (2002), 

the majority (65%) of migrants move within their home province, mainly from the rural 

areas to the capital city. Based on this assumption, I estimate that at least 13 million 

rural people moved from the rural areas to Chengdu and other major cities, constituting 

one of the most important target populations for CHS. In terms of understanding the 

service delivery needs of unemployed and rural migrants, Sichuan is an appropriate 

research setting for CHS. 

Sichuan had 33,351 health institutions in 2000 (Sichuan Statistics Bureau, 2001), 

with 2.03 hospital beds (MOH, 2000b) and 3.01 health professionals (physician 1.55, 

nurse 0.71) per thousand population (Table 3-1). For every 100 health professionals, 

8.81 were traditional Chinese medical practitioners, 27.15 were Western doctors, 0.27 

were practitioners of integrated western and traditional medicine, 14.59 were assistant 

doctors, 15.50 were nurses, 8.05 were assistant nurses, 4.68 were pharmacists, 2.63 were 

assistant pharmacists, 2.46 were laboratory technicians, 1.04 were assistant laboratory 

technicians, 1.12 were midwives, 7.62 were PHC workers. The remaining 6.08% either 

held lower certificates in the above listed professions or worked as other health 

professionals.  

                                                 
34 The unemployment rate in reality is greater than this estimation because many are not registered. 
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Type of 
institution 

Number of 
institutions 

Hospital 
beds 

People 
working in 
health 
institutions 

Health 
professionals 

Health 
Administrators 

Public health 218 83 11,646 9,143 1,098 
Drug 
administration 

97  1,140 839 150 

Research 
institute 

19 458 1,749 931 453 

Hospital 888 111,090 143,449 111,907 13,794 
Specialised 
centre for 
disease control 

64 948 2,170 1,724 195 

Total (Sichuan) 33,351 191025 310,035 253,331 25,470 
China 324,771 3,170,000 5,591,000 4,490,800 Nil 

Table 3-1.  Health resources in Sichuan (Sichuan Statistics Bureau, 2001) 

In terms of the adequacy of health resources, Sichuan province ranks in the middle 

(average) among the 34 provinces, municipalities and autonomous regions in China 

(Figure 3-1 and Figure 3-2). 

 

 

Map not included 

 

 

Figure 3-1. Distribution of hospital/medical centre beds per thousand population 
(adapted from the Chinese Health Statistical Digest, 2000)(MOH, 2000b) 
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Figure 3-2. Distribution of physicians per thousand population 
(adapted from the Chinese Health Statistical Digest, 2000)(MOH, 2000b) 

Chengdu 

Chengdu is located in the centre of Sichuan province. It covers an area of 12,300 

square kilometres, with a population of over 10 million (Sichuan Statistics Bureau, 

2001). Chengdu comprises seven districts, four county-level cities, and eight counties. 

Chengdu has long been an important centre of agricultural production. The gross 

output of agricultural production was valued at ¥ 19.77 billion in 2000, which 

contributed 13.3% of the total agricultural production in Sichuan province. Despite the 

importance of agriculture in Chengdu’s economy, Chengdu is also a highly urbanised 

municipality. In the plains area, the central districts of Chengdu, the population density 

is over 1000 per square kilometre. About 53% of its total population lived in the urban 

areas in the year 2000 (Rural identification holders comprised approximately 20% of the 

total urban residents35) (Chengdu Statistics Bureau, 2001). Meanwhile, industrial 

manufacturing and construction are becoming more and more important in Chengdu’s 

economy. In 2000, the values of the industrial production and construction were 3.27 

                                                 
35 The rural residents working in urban areas are referred as migrant workers. The proportion of the 

migrant workers is estimated based on the statistical data for the selected districts in my research. 
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and 1.73 times that of the agricultural production respectively (Chengdu Municipal 

Government, 2002). 

As the capital city, Chengdu is one of the main political, economic, transport, 

trading and educational centres of Sichuan province. It is also one of the 16 

municipalities that enjoy the status of associate provincial administration in China. The 

comprehensive capacity of Chengdu was ranked 11 (1992) among all of the 

municipalities in China, which was the top in the southwest and northwest parts of 

China (Chengdu Municipal Government, 2002). 

Unbalanced distribution of health resources between urban and rural areas is a 

major problem in China and to redress this maldistribution is one of the main aims of 

the recent health reforms. The scarcity of health resources in the rural areas contrasts 

sharply with the relatively rich provision of health resources in the urban areas. The high 

utilisation of specialised medical services and of high technology in hospitals and the 

weakening of PHC are considered to be major contributors to the rapid increase of 

medical costs in the urban areas, which in turn, constitute barriers to access for many 

urban residents. For these reasons, the inappropriate arrangements in the structures, 

functions and distributions of health organisations and the low efficiency of health 

services has been one of the main targets of the current urban health reforms, in 

particular, the CHS initiatives (MOH et al., 1999). However, the development of CHS 

programs has usually begun in the more urbanised or industrialised districts, which were 

already rich in health resources. Like the other capital cities in China, Chengdu has a 

relatively high level of health resources (see Table 3-3). Not only are there many 

municipal and local level health institutions, but also health institutions and teaching 

hospitals of provincial level and above.  

Panzhihua 

Panzhihua is situated on the border of Sichuan and Yunnan, 749 kilometres away 

from Chengdu. It covers an area of 7,434 square kilometres, with a total population of 

just over one million (Sichuan Statistics Bureau, 2001). Panzhihua consists of three 

districts and two counties.  

Panzhihua was established in 1965 as an industrial city. Most of its citizens were 

migrants coming from all parts of China for participating in the development of iron-
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steel and vanadium-titanium industries. Panzhihua has now become an important 

industrial centre of Sichuan province. The industries account for ¥ 23.4 billions of fixed 

assets and ¥ 7,384 billions of gross output values (1996) (Panzhihua Municipal 

Government, 2002). Panzhihua Iron-Steel Complex is one of the super iron-steel 

combines in China. It not only contributes a lot to the economic development of 

Panzhihua, but also puts resources into public services, including the health care system.  

Panzhihua is a high-urbanised municipality. The non-agricultural population in 

Panzhihua comprises as high as 53.3% of its total population. The total GDP in 

Panzhihua was ¥ 11.452 billions in 2000, which ranked 16 among the 21 municipalities 

and autonomous prefectures in Sichuan (Panzhihua Statistics Bureau, 2001). However, 

because of its higher urban population proportion and lower population density, the 

average GDP per capita was slightly less than that of Chengdu (Table 3-2).  

Table 3-2. Comparison of key economic indicators between Chengdu and Panzhihua 
The data are extracted from the statistical report of 2000 of Sichuan (Sichuan Statistics 

Bureau, 2001). 

Because of the high urbanisation and high level of industrialisation, Panzhihua has 

more health resources than many of the other municipalities which include vast rural 

areas (Table 3-3). It was also one of the reasons for its being chosen by the provincial 

authority as a pilot site for conducting the urban PHC trial in 1995.  

Municipality Population 
(million) 

Non-
agricultural 
population 
(million) 

Average 
GDP 
per 

capita 
(Yuan) 

Agricultural 
production 
(¥  billion) 

Industrial 
production 
(¥  billion) 

Construction 
(¥  billion) 

Chengdu 10.13 3.46 13,020 19.77 64.59 34.20 

Panzhihua 1.03 0.55 11,184 1.26 15.64 2.35 

Sichuan 84.08 15.65 4,77036 148.35 207.70 71.38 

                                                 
36 The total GDP per capita in Sichuan is markedly less than that of Chengdu and Panzhihua because 

of the vast rural population and the low GDP of some remote areas. 
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Municipality Hospitals 
and 

medical 
centres 

EPS MCH 
station 

Hospital 
beds per 

1000 
population 

Doctors and 
assistant 

doctors per 
1000 

population 

Nurses and 
assistant 

nurses per 
1000 

population 

Chengdu 568 25 18 3.93 2.59 1.54 

Panzhihua 108 10 9 5.36 2.96 2.20 

Sichuan 7665 218 188 2.27 1.55 0.71 

China (city) 16,732 4,065 2,598 3.49 2.31 1.64 

Table 3-3.  Comparison of health resources between Chengdu and Panzhihua 
Data sources: Chinese Health Statistical Digest 2000 (MOH, 2000b), Sichuan Statistical 

Report 2000 (Sichuan Statistics Bureau, 2001) and Panzhihua Statistical Yearbook 2000 
(Panzhihua Statistics Bureau, 2001). 

Sampling 

A multi-stage stratified sampling method was used to recruit the interviewees and 

the community residents for the questionnaire survey. 

Stage one: selecting CHCs 

First, I visited the provincial health authority to consult with the officials who were 

in charge of PHC about the appropriateness of choosing Chengdu and Panzhihua as my 

research settings. Once I had the recognition and support of the provincial officials, I 

visited the municipal health bureaux of Chengdu and Panzhihua and interviewed the 

directors who were responsible for the CHS programs. After collecting general 

information on the CHS programs, I asked the directors to classify the CHCs in their 

jurisdictions into three groups according to their perceived performance levels (good, 

fair, poor, Table 3-4). This classification was purely based on the officials’ individual 

judgements and was only used to inform the sampling process. It was not used in 

evaluating the performance of my selected CHCs. Then, the CHCs with less than one 

year of history and far away from the central districts of the municipalities where 

transportations were difficult were excluded from my sampling. After balancing 

between the three performance groups, the geographic locations, the operation models 

and the relationship of the CHCs with hospitals, I selected 14 CHCs (six in Chengdu, 
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eight in Panzhihua) as my research targets, in consultation with the municipal officials. I 

expected that this sample would have sufficient diversity to provide a reasonably 

representative picture of CHS in Chengdu and Panzhihua.  

Table 3-4.  Characteristics of community health centres included in my research 

Stage two: Selecting interviewees of CHCs 

I sought first to interview the director of each CHC. If the directors were not 

available, they were asked to arrange for their associates or assistants or senior staff to 

be interviewed to respond to the questions for the managers. All of the interviewees 

answering the management related questions were actively involved in the design, 

planning and construction of their CHCs. One person for each CHC was interviewed 

following the interview guidelines for managers. Among the management interviewees, 

four were governmental officials, nine were CHC directors, two were assistant directors, 

and three were senior GPs.  

At the end of the interview with the CHC managers, I requested each of them to 

suggest one GP to respond to the questions for GPs. Because six of the interviewed 

managers identified themselves as GPs, they also responded to the questions designed 

for GPs. Afterwards, eight additional GPs who did not take the role of managers were 

selected and interviewed based on the suggestions from those managers (Table 3-5). No 

specific requirements were set for the choosing of GPs, except for their working history 

 Chengdu Panzhihua 
Performance Well: 3 

Fairly: 2 
Poor: 1 

Well: 3 
Fairly: 3 
Poor: 2 

Geographic 
location 

Wuhou: 3 
Jinjiang: 2 
Chenghua: 1 

East:  4 
West:  4 

Ownership Hospital: 5 
District government: 1 

Municipal hospital: 2 
MCH: 1 
Industrial company (hospitals): 5 

Operation model Attached to hospital: 2 (located in 
communities) 
Department within hospital: 2 
Independent: 2 

Attached to hospitals but geographically 
separated (including MCH): 8 

 70



OBJECTIVES AND METHODS 

in the CHCs. All of them had been involved in the CHS since the establishment of the 

CHCs. 

Table 3-5. Characteristics of the interviewees 

Stage 3: Selecting community residents for questionnaire survey 

The questionnaire survey was only undertaken in Chengdu because of resource 

constraints. 

Given the situation that most CHS programs in Chengdu were distributed around 

the central city area, I purposely selected three districts: Jinjiang, Wuhou, and Jinniu, as 

my sampling frame. Then, one residential area with a medium distance (within the 

service circles) to each district hospital was selected. Advice from the municipal health 

bureau regarding the appropriateness and representativeness of these communities was 

sought. In accordance with suggestions from the municipal health bureau, the three 

selected communities were deliberately chosen for their different characteristics. The 

community located in Wuhou district had been assigned to an independent CHC which 

had been transformed from a previous MCH station and where the CHC was thought to 

Characteristics  Chengdu Panzhihua Total 

Job: Officer 2 2 4 

 Manager 1 4 5 

 GP 2 6 8 

 Both manager and GP37 4 2 6 

Sex: Male 4 4 8 

 Female 5 10 15 

Age: 25- 2 2 4 

 35- 5 6 11 

 45- 2 5 7 

 55- 0 1 1 

Overall  9 14 23 

                                                 
37 In China, managers are rarely full time based. Most of them maintain their professional activities. 

For this group of interviewees who are both mangers and GPs, both the questions for managers and for 
GPs applied. 
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be a competitive rival of the district hospital. The municipal health officials rated the 

performance of this CHC as ‘good’38. The community in Jinjiang district was located in 

an area within the catchment area of both the district hospital and one of it’s affiliated 

satellite CHCs, where the boundary was not clearly defined and the services overlapped. 

The CHS performance in this community was rated as ‘fair to poor’ by the municipal 

health officials. The community in Jinniu, in contrast, was not covered by any 

independent or hospital affiliated satellite CHCs. The three communities are about five 

kilometres apart from each other (Figure 3-3). 

 

 

 

 Map not included 

 

 

 

 

Figure 3-3. Three residential areas in Chengdu for questionnaire survey 

Because the CHS attendance rate was believed to be very low in the community of 

Jinjiang (the CHS was rated by the municipal health officials as ‘fair to poor’), and in 

view of the fact that the CHS were delivered by a hospital and its attached CHC, 

representing a very common arrangement and situation of the vast majority of CHS 

programs in Chengdu, I decided to double the sample size in the community of Jinjiang 

so that more patients attending the CHS program could be captured in my sample which 

would as a consequence be more representative of community health service users. 

                                                 
38 The rating was based on the official’s individual judgment. 

 72



OBJECTIVES AND METHODS 

For each selected community, I randomly selected 80 households from the house 

records39 of the neighbourhood residential committee, except the community of Jinjiang 

in which the sample size was doubled. Only the address details of these selected 

households were recorded (no personal information). All of the people living or working 

in the selected households were surveyed.  

The sample was not designed to be representative of the whole population of 

Chengdu. Rather, the sampling frames were purposely chosen to reflect the current 

status of the existing CHS programs within their proximate communities; recognising 

that the CHS were still in the initial stages and not evenly distributed. Obviously, these 

sampling frames were biased in terms of the representativeness of the whole population. 

Firstly, there was no stratification in terms of demographic and socio-economic status 

although in China as elsewhere there is an uneven distribution of residents in terms of 

demographic and socio-economic status (Jiang, Y. M. and Qing, 2000). Selecting three 

communities from the hundreds of communities with various situations can hardly 

represent the average situation of the total population. Secondly, the CHS programs 

were still in the initial stages. In Chengdu, there were only about 30 community 

hospitals (primary hospitals excluding enterprise-owned hospitals) and 27 CHCs, while 

the number of communities based on the community government areas (SAOs) had 

reached 79 (data provided by Chengdu Health Bureau), with hundreds (or thousands) of 

residential committees. At this stage in Chengdu, the enterprise-owned hospitals were 

rarely involved in CHS programs, leaving their residential areas40 scarcely provided 

with CHS programs. In contrast, the residential areas where CHS programs had been 

established were usually deliberately chosen to focus on communities with relatively 

more elderly populations and relatively higher incomes in order to provide a favorable 

commercial environment for the CHCs, which rely heavily on user charges. The 

community sample selected for this study was based upon existing CHS programs; it 

was not designed to represent the Chengdu community as a whole. 

                                                 
39 a recording of houses and buildings and their locations without family details.  
40 There are two types of residential communities:  Jia Wei Hui, residential area provided by some 

big workplace units for their staff, commonly including SOEs and government agencies; and Ju Wei Hui, 
a mixture of residents and managed by local government assigned community representatives. 

 73



OBJECTIVES AND METHODS 

My intention was to describe and evaluate existing CHS programs and it was more 

important to capture the opinions and attitudes of actual users of the CHS rather than the 

views of the overall Chengdu population with respect to CHS. Furthermore, since the 

CHS programs were developing rapidly, it was not very helpful to depend on 

quantitative figures about the overall average number of users of CHS programs because 

it was changing all the time as a new emerging thing. Therefore, the sample was 

deliberately structured to result in a higher proportion of CHC patrons than would be 

average for Chengdu. However, this bias was not an obstacle to achieving my goals, 

because the purposes of my survey in the selected communities were not to make 

accurate estimates of the CHS attending rate in Chengdu at large; I was more interested 

in the attitudes and help-seeking behaviours of the community residents living in 

different CHS related environments, which in turn reflected the situation and quality (in 

particular, patient satisfaction) of the CHS41. As a consequence, I would be in a position 

to draw general conclusions about the situation and performance problems of the CHS 

programs42. 

I planned to include a total of 320 households and more than 1000 residents in the 

survey. The sample size was determined according to the “hypothesis tests for two 

population proportions” (Lemeshow et al., 1990; Lwanga and Lemeshow, 1991; 

Baumgartner and Strong, 1997), although the comparison between different groups of 

populations was not my main interest. The stratification of the survey population 

ensured that my survey would reflect the heterogeneity of the community residents. 

However, more than one topic was included in the questionnaire and the communities 

involved in the survey also exceeded two. Obviously the sample size estimation was 

only a rough guide. 

I selected the CHC attendance rate as the principal index for the sample size 

calculation. The following parameters were used in the estimation of sample size: 

morbidity rate 20% (in two weeks); proportion of people who seek medical help among 

                                                 
41 As a matter of fact, the CHCs were growing rapidly. I was told by the municipal health officials 

that another 20 CHCs were going to be set up by the end of the year when I did my research (2002). 
42 Although the broad sample frame was biased, it was still necessary to get a random household 

sample to estimate the share of medical market of the CHCs (in the CHS covered communities only). 
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those with morbidities 50% (MOH, 2000c); CHC attending ratio among those who seek 

medical help less than 5% in Jinjiang and Jinniu and 25% in Wuhou (estimated by the 

directors of the selected CHCs). Because of the limit of research resources, I extended 

the recall period of the survey to six months (rather than two weeks) and investigated 

the most recent contacts of the residents with the health system, with a hope that people 

with morbidities captured in the survey could be doubled. Based on this assumption, the 

patients attending the CHCs were estimated to constitute 1% (p1) and 5% (p2) of the 

total residents in the two communities respectively. Using the following expression:  
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the standard normal distribution (Selvin, 1996). 
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To demonstrate a difference in the CHS attendance rates between the two 

populations, with a level of significance of 5%  (α) and a power of test of 80% (1-β), I 

needed to survey at least 197 people in each group (Lemeshow et al., 1990; Lwanga and 

Lemeshow, 1991). Given the consideration of a response rate of 90%, 220 residents in 

each group should be pre-selected for the questionnaire survey. As mentioned 

previously, the sample size of one community would be doubled. That would lead to a 

total of 880 people in sample size. To ensure the reliabilities of other statistical analyses, 

especially for the multivariable regression analysis, I decided to increase my sample size 

to 1000. With an average household size of 3.2 people (China Population Information 

Network, 2001), it meant that 313 households should be involved for survey. Eventually, 

I decided to select 320 households. 

Data collection 

Development of data collection instruments 

The data collection instruments were designed around the research questions and 

guided by the research strategy. This study employed a questionnaire and a semi-

structured interview for health managers and a semi-structured interview with GPs 

(Table 3-6). The questionnaire was designed to collect data in relation to the health 

needs and help seeking behavior of community residents and their attitudes towards 
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CHS. The interview with managers was aimed at collecting data about the arrangement 

of CHS and the policy, administrative and cultural environments of CHS. The 

interviews with GPs focused mainly on their practice in CHS and their perceived 

challenges and training needs in CHS. 

Data collection instruments Target group Dimensions being measured 

Questionnaire Community 
residents 

Health needs, use of health services, 
attitudes towards CHS, perceived quality 
of PHC services 

Interview guidelines for 
managers 

Health officials, 
CHS managers 

Training needs for managers and CHS 
staff, perceived clients needs, 
organisational and incentive structure, 
CHS policy and funding, managerial 
structure, recuit of GPs 

Interview guidelines for GPs GPs Perceived training needs, GP’s practice in 
CHS, attitudes towards CHS, financial 
and organisational context of CHS 

Table 3-6. Data collection instruments 

Development of questionnaire 

The questionnaire was primarily developed in English so that I could discuss it with 

my Australian colleagues. Several well-developed questionnaires were consulted in the 

design of my questionnaire including the “National Health Service Survey” in both 

Australia and China (Castles, 1992; McLennan, 1996; MOH, 2000c). The 

recommendations and suggestions of my two Chinese colleagues who were studying in 

Australia were also taken into consideration. Nevertheless, the English language version 

of the questionnaire was not the final version. The appropriateness of this questionnaire 

to my Chinese respondents was the core focus in the design of the questionnaire. So, I 

translated the English questionnaire into Chinese at this stage and conducted a pilot 

study (20 respondents) in Chengdu before the fieldwork to make sure that all questions 

were relevant and non-vague and double-barrelled, ambiguous, obscure, biased and 

leading questions were avoided (Polgar and Thomas, 2000, p. 111). This pilot study was 

carried out by the ten trained interviewers simulating the real situation of the survey. 

Afterwards, I organised a group discussion with these interviewers to listen to their 

comments and experiences in the survey. The questionnaire was then carefully revised. 

The revisions targeted both design problems and translation problems. The attached 
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questionnaire in this thesis is actually a back translation of the final Chinese 

questionnaire (Appendix A). 

In arranging the questions in the questionnaire, I was aware that preventive services 

were assumed to be a very important part of the role of CHS and GPs. If I put the 

domain of “health problems” first in the questionnaire and followed by the “use of 

health services”, I would risk the loss of information regarding preventive services, 

because those who received preventive services did not necessarily have health 

problems, at least from the point of views of the service users. Therefore, I adopted the 

following sequence of questions. The use of all sorts of health services were inquired for 

first, regardless whether they thought they had health problems or not. It is customary 

for all health providers including physicians, public health providers, and even nurses in 

certain circumstances (eg. nurses who give examinations ahead of physicians) to be 

given the respectful title of “doctor”. That made the question design easier. Instead of 

asking the respondents “Have you ever received any kinds of health services”, which 

would have been unclear and jargon-sounding, I could directly ask the respondents 

“Have you ever visited a doctor”. The latter was much clearer, more direct, and easier to 

understand. 

Development of theme lists and prompts for interviews 

As with the questionnaire, the theme lists and prompts for the interviews were also 

primarily developed in English after intensive discussions with my colleagues in 

Australia. As I mentioned previously, these questions were also derived and shaped by 

the research questions and the research strategy. Two sets of open-ended questions were 

developed for the administrators and GPs respectively (Appendix B). However, some of 

these questions appeared in both guides. With the translated version of the interview 

guides, I interviewed two GPs and one manager coming from two CHCs in Chengdu. 

After this pilot study, I concluded that my interviews should be more flexible to 

encourage the interviewees to provide details about the issues they were familiar with. 

Therefore, I decided to begin my interview with a focus on questions in which the 

interviewees were likely to be particularly interested. The priority questions I asked 

during the interviews were thus carefully selected and virtually depended on the 

knowledge and backgrounds of the interviewees. However, the theme lists prepared for 
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the interviews were still used to make sure I could cover as many domains as possible in 

the interview.  

Interviews and observations 

All of the interviews were conducted by myself. I interviewed a total of 23 people, 

including eight GPs, six GPs who took the role of managers, and nine administrators. 

This figure included the three people involved in the pilot study who were all re-

interviewed.  

The interviews were undertaken in the offices of the interviewees so that I could 

observe the practices of the GPs and their working environments. I believed that these 

observations would help me interpret my interview results. To avoid intervening the 

routine work of the GPs, I was always ready to suspend my interviews when they were 

consulting43. Some of my interviewees actively invited me to accompany them during 

their community practice; some showed me pictures regarding the CHS programs they 

offered. These materials and experiences enriched my data tremendously.  

The duration of the interviews varied from two hours to one whole day depending 

on the availability of the interviewees to provide relevant information and the frequency 

and duration of interruptions occurring during the interviews. 

With the consent of the interviewees, I tape recorded the interviews (the tape 

recorder was turned off when the interviewees were providing services or doing routine 

work). I did not take notes during the interviews so that I could focus on the interviews 

and achieve better communication with the interviewees. I was always prepared to raise 

questions pertaining to previous answers to ensure that the conversation flowed fluently. 

I also encouraged the interviewees to provide stories and vignettes from their experience 

during my interviews. 

                                                 
43 Actually, there was not much interruption, because in most circumstances, the GPs were not busy 

and the patients could be referred to other GPs during my interview unless the patients nominated these 
particular providers. 
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Administration of questionnaire 

The questionnaire survey was coordinated by the residential committees of the 

three selected communities44. As described previously, my sample was selected from the 

household records provided by the committee. Although we had informed the selected 

households before the survey, it was still necessary to let the members of the residential 

committees to direct our interviewers to the selected households. Otherwise, many 

people would worry about the security issues. However, these committee members were 

not directly involved in the survey. In other words, they were not allowed to administer 

the questionnaires. Furthermore, they were not present during the interviews in order to 

make the respondents feel comfortable45 and to maintain confidentiality of the collected 

data.  

The questionnaire survey was conducted from 19 March to 26 April 2001 through 

face-to-face interviews, with more than one week for each selected community. I trained 

nine undergraduate students who were in their fifth year of bachelor program in public 

health to conduct the interviews headed by a master’s level student in health service 

management. To avoid the influences between the members in the same households, the 

respondents were interviewed simultaneously and separately by different interviewers. 

The interviewers were divided into groups, with three members in each group to ensure 

that in most circumstances each respondent would have a matched interviewer. 

People aged 18 and above who were working or living in the selected households 

were asked to respond to the questionnaire. For those who were younger than 18 and 

who were unable to answer questions such as some elderly with intellectual disabilities 

and some members whom the interviewers failed to catch during the survey period, 

family members who made the help-seeking decisions and knew details about the 

medical care of the relevant people were sought as proxy answerers.  

                                                 
44 The residential committee is a group of representatives of the residents who are responsible for the 

security, environments and public services of their community. It would not be proper to undertake an 
interview survey such as this without the permission of the residential committee. 

45 Although these representatives are not governmental officials, they keep close contacts with the 
local governments.  
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The response rate was very high. Although we did not know exactly the total 

number of people working or living in the selected households, data from more than 

90% (290/320) of the households were collected. In total, 71% of the returned 

questionnaires were answered by either the selected people themselves or their 

guardians or carers (in cases where the selected people were unable to respond on their 

own behalf). Among the returned questionnaires, 57% were self-respondents; 13% were 

completed by parents or grandparents or other carers on behalf of children under 18; and 

1.0% were answered by the carers because of the inability of the selected people (elderly) 

to respond appropriately. The remaining 29% were answered by other than the nominal 

respondent mostly because of their physical absence but occasionally because they (the 

proxy answers) insisted on doing so (Table 3-7).  

Table 3-7.  Distribution of proxy answerers 
The data are expressed as a proportion of the total of 1041 respondents (%) 

A total of 290 households with 1041 people were visited and interviewed. It was 

not surprising that more than 3.2 people per household (estimated number of people per 

family in Chengdu) were included and interviewed in the survey (3.59). We deliberately 

interviewed all people who had been living and working in the selected households for 

more than six months. Some of them were babysitters or care providers of elderly 

patients. Some were security staff46. Some were workers working in households that 

 Age  
Answerer 0~ 18~ 80~ Total 

 Self 1.6 52.5 2.9 57.0 

 Parent 7.7 14.2   21.9 

 Grandparent 4.7 0.2   4.9 

 Children   3.6 0.8 4.4 

 Wife   7.2 0.1 7.3 

 Husband   2.7   2.7 

 Others 0.7 1.0 0.1 1.8 

                                                 
46 The residential committee employs some rural migrants to provide round-clock security services 

and usually offers accommodations for their families at the entrance of the community. 
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were also used as grocery shops or as hairdressing saloons. Most of those people were 

rural migrants and are supposed to be important users of CHS. 

Characteristics of the sample population included in the questionnaire survey 

The three selected communities differed in their demographic characteristics in 

accordance with the comments of the participants in the interview study. As one CHC 

manager said, “We focus more on the care of the elderly, especially those with chronic 

conditions”, the residents of the communities covered by the CHS programs were 

currently older than others (see Table 3-8 below). It might be a result of the fact that the 

pilot CHS programs paid more attention to the aged populations during their initial 

stages.  

Community 
Sex Age 

With hospital 
attached CHC

With independent 
CHC 

Without CHC Total 

Male  (%, n=237) (%, n=108) (%, n=121) (%, n=466) 

 0-14  12.7 13.9 12.5 12.9 

  15-29  12.2 19.4 25.0 17.2 

  30-44  30.0 20.4 25.0 26.5 

  45-59  20.3 17.6 21.7 20.0 

  60+  24.9 28.7 15.8 23.4 

Female  (%, n=290) (%, n=108) (%, n=177) (%, n=575) 

 0-14  10.1 8.4 11.9 10.3 

  15-29 14.2 16.8 38.1 22.1 

  30-44 25.7 21.5 23.3 24.2 

  45-59 16.7 27.1 15.3 18.2 

   60+ 33.3 26.2 11.4 25.2 

Total number of 
respondents 

 527 216 298 1041 

Table 3-8.  Age and sex distribution of questionnaire respondents in the three communities 
 The age distribution of the three communities were different both for males (χ2=15.71, 

p=0.047) and for females (χ2=58.02, p<0.001). 

As I have discussed previously, the sample selected for the questionnaire survey 

was deliberately biased in favour of including CHS users and at some cost in terms of its 

representativeness of the whole population in Chengdu. Nevertheless, I still present here 

some comparisons of the characteristics of the respondents of the questionnaire survey 

 81



OBJECTIVES AND METHODS 

with the average population of large cities. This information was useful in interpreting 

and understanding the results. 

The sex distribution of the sample population was also biased, with more female 

respondents (Table 3-9, χ2=11.41, p=0.001). This could be explained by the inclusion of 

the rural migrant workers in this survey. Rural migrants who worked in the communities 

usually provided home services, personal care, child care, grocery retail or hair dressing. 

Most of these jobs were done by women. In contrast, the male rural migrants inclined to 

work in the construction industry, which was not included in my survey. When the rural 

migrants were excluded, the sex distribution of the respondents was the same as that of 

large cities generally (χ2=1.719, p=0.190). 

Resident with urban 
identification 

 Resident with rural 
identification 

 Total 
Sex 

Number %  Number %  Number % 

Male 401 47.7  65 32.3  466 44.8 

Female 439 52.3  136 67.7  575 55.2 

Total 840 100  201 100  1041 100 

Table 3-9.  Sex distribution of respondents by residential identification 

Similarly, when the rural migrants were excluded, the age distribution of the 

respondents was also more consistent with the national population structure of large 

cities (Table 3-10). The goodness-of-fit test showed that the age structure of Wuhou 

sample with urban identification fitted in with the previous data of this community 

(χ2=7.35, p=0.29) (Daniel, 1990; Chen, B. W., 2000a)47. 

                                                 
47 The demographic data of the other two communities were not available. 
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% of respondents 
Age 

group With urban 
identification (n=840) 

With rural 
identification (n=201) 

Overall 
(n=1041) 

Large cities 
average (%) 

0-4 2.7 4.0 3.0 2.98 

5-14 10.4 .5 8.5 11.1 

15-24 11.9 13.6 12.3 10.62 

25-34 14.8 22.2 16.2 14.74 

35-44 16.7 16.2 16.6 20.13 

45-54 15.5 15.7 15.5 12.84 

55-64 9.1 6.1 8.5 11.51 

65+ 18.9 21.7 19.4 16.07 

Table 3-10.  Age distribution of respondents with and without urban identification 

Data analysis 

The focus of the data analysis has been on the identification of, first, the 

determinants of performance of CHS and the ways in which the determinants interact to 

shape performance; and second, of key problems in the delivery of services and 

programs and the ways in which shortfalls in staff knowledge and skills shape those 

weaknesses and finally, the priority training needs for CHS staff. 

Qualitative research 

I transcribed all of the tape recordings of the interviews in Chinese, the language 

used in the interviewees. Although the transcribing involved tremendous workloads, I 

considered it as an initial step of data analysis, which helped me get an overall view of 

the CHS story and develop the coding structure (Wengraf, 2001, 208-30).  

I used NUDIST48 to code my interview data and report results (Kelle, 1995, p. 206). 

Fortunately, NUDIST can recognise the Chinese characters in text format. That made it 

                                                 
48 NUDIST is a software program developed originally by academics associated with La Trobe 

University for the analysis of qualitative data. 
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feasible to code the raw data without translation, which avoided the loss of information 

and change of meaning of the raw data caused by the translation problems.  

Five headings were used to categorise most of the data in an understandable and 

logical way to facilitate the presentation and writing of results. The first section of 

coding was descriptive with a heading “CHS practice”, followed by an evaluative 

section with heading “Performance problems”. Afterwards, an analytic section was 

generated with a heading “administrative structure”. All types of factors related to 

management issues that shaped the performance of CHS were put together under this 

heading, including funding, managerial structure and incentive mechanism. Two 

additional headings were arranged separately to reflect the cultural environment (namely 

attitudes) and the self-perceptions of training needs of the interviewees (training 

perception). 

Further extensions of the coding tree (sub-headings) were derived from the 

emerging themes of the data under each heading (Wengraf, 2001, pp. 251-5). I always 

tried to keep my mind open to data which did not fit my preconceptions. New categories 

that could not fit into any of the above headings was placed as free coding categories 

(see attachment).  

Data coded under the same themes (appearing as headings or sub-headings) were 

compared and summarised. If different ideas or perceptions expressed by the 

interviewees were found, cross-checking between headings (or sub-headings) was 

conducted to find the contexts of the differences (Denzin and Lincoln, 2000, p. 823; 

Mason, 2002, pp. 173-204), with particular attention to the interviewees’ backgrounds 

such as age, sex, training, previous specialty, job role and working environment. 

The qualitative data were not translated into English until they were put into the 

thesis. 

The coding was intensively reviewed several times during the data analysis, 

translation and writing processes, continually checking the story that was emerging from 

the texts against the theory, the purposes of the research and the constraints of method. 

When uncertainties were encountered in the analysis (including problems in the coding), 

discussions among the researchers were held to seek a final solution (change or stay). In 

fact, very few of the original codes were changed due to these reviews. It seemed that 
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most of the coding was quite obvious and straightforward because it followed the 

interview guidelines which were reflected in the transcripts. However, it is important to 

be aware that the review process is diffent from the concept of inter-rater and intra-rater 

reliability of coding, usually associated with a blind design (Pei, 1998, p. 99). In this 

study, most of the texts were intentionally coded around a fairly large block of text 

rather than sentence by sentence so that the entire story and underlined context could be 

easily recognised (overlap in coding was allowed), which made blind repeat of coding 

very difficult.   

There have been important debates in the past 15 yeares with respect to what 

constitutes rigor in this kind of qualitative research. Despite the ongoing debates, a trend 

of moving away from a reliance on quantitative criteria for evaluating reliability is clear. 

While many researchers have agreed that the quantitative checking of reliability and 

validity are inappropriate for this kind of interpretive research, some have argured that 

the same founamental principles need to be translated in qualitative research but need to 

be treated in different ways  (Emden and Sandelowski, 1998, 1999; Horsburgh, 2002). 

Triangulation is probably the most commonly recommended approach for verifying the 

“goodness” of qualitative research data. Triangulation (cross-cheking by use of different 

sources, different methods, different investigators, or across times and instances) is 

generally considered to be a useful approach to validating the data (Clifford, 1997, p. 36; 

Minichiello, 1999, p. 45; Seale, 1999, p. 54; Brown, 2002; Patton, 2002, p.66). It has 

also been suggested by Clifford (1997, p. 36) as a way of testing reliability. In this study, 

the results of document analysis, observation, interview and questionnaire survey were 

pooled together to get a more ‘reliable’ picuture of what was going on. 

Questionnaire survey 

SPSS49 software was employed to analyse the data collected from the questionnaire 

survey. Since all of the dependent variables included in the analysis were nominal 

variables, they were described by indicators of rate or proportion and the Chi-square test 

was used to test differences in these indicators between various comparable groups 

(Norusis, 1988; Hinton, 1995). The independent variables (group categories) that 
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showed significant influences on the dependent variables at the statistical level of 0.05 

in the Chi-square tests were entered into the multi-variable logistic regression (Agresti, 

1996; Andersen, E. B., 1997) to detect potential confounding influences among these 

independent variables (Selvin, 1996)50.  

Dependent variables 

 Choice of health provider 

These variables were designed to reflect the pattern of use of CHS and other health 

services. The distribution of patients among different health providers was estimated. 

The reasons for these visits were analysed and compared. Assuming that a patient’s 

choice of health providers is a discrete decision, which depends on the characteristics of 

alternative providers, the characteristics of patients themselves, and the influence of 

policy and insurance, I adopted the multinomial logistic regression method (Yip, Wang 

and Liu, 1998) to investigate the determinants of the choice of health providers (main 

effects model, no-interaction). 

 Quality of health services 

The services provided by different health providers were compared. Best practice 

guidelines were used as benchmarks to evaluate performance. Meanwhile, the degree of 

satisfaction of consumers in terms of the quality of services and service manners were 

evaluated and compared between different health providers. 

 Accessibility of medical services and reason for not attending 

The proportion of people with health problems who had not attended medical 

facilities was estimated. The reasons for non-attending were explored, based on the self-

reports of the interviewees. 

 Attitudes of respondents towards CHS 

                                                                                                                                                
49 SPSS indicates Statistical Package of Social Sciences. 
50 Due to sample size limitation, I did not include all dependent variables in the logistic regression. 
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I was concerned that the attitudes-related questions were likely to be biased by the 

proxy answerers. Therefore, I have analysed and presented the results of attitudes 

derived from the self respondents only.  

The age structure of the respondents with proxy answerers (excluding the people 

who were appropriately responded for by proxy answerers due to low age or disabilities) 

showed that higher proportions of respondents fell into the age from 25 to 44 (Table 

3-11). This phenomenon was not beyond my expectations. It could partly be explained 

by the relatively higher proportion of this group of people in the overall sample 

population. However, I could not exclude the possibility that the people aged from 25 to 

44 were quite independent and active with fewer health problems. As a result, they were 

less interested in medical care issues and more likely to be absent when the interviewers 

paid home visits. Although the respondents with proxy answerers did not exceed 30% of 

the total respondents, the possibility of the proxy respondents holding attitudes towards 

CHS which were different from those of their principals could not be ignored. 

Men  Women  Total 
Age 

Number % Number % Number % 

18-24 20 11.2  15 12.3  35 11.7 

25-34 40 22.5  46 37.7  86 28.7 

35-44 44 24.7  23 18.8  67 22.3 

45-54 35 19.7  22 18.0  57 19.0 

55-64 22 12.4  8 6.6  30 10.0 

65+ 17 9.6  8 6.6  25 8.3 

 Total 178 100  122 100  300 100 

Table 3-11.  Age and sex distribution of respondents with proxy answerers 

 Contract making 

A unique feature of the CHS programs in China is the existence of different forms 

of relationship between health providers and consumers, in particular, term contracts or 

episode based services. The CHCs were keen to develop contracts or HCAs with their 

community residents in order to maintain long-term continuing relationships. I presented 

the contract rate as one of the indicators to reflect the role of CHCs. Chi-square test and 

binary logistic regression were used to detect the determinants of contract making. 
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Independent variables 

 Demographic characteristics 

Community: Residents living or working in the three communities were randomly 

surveyed, with 527, 216, and 298 completed questionnaires being collected in Jinjiang, 

Wuhou, and Jinniu, respectively. Given the demographic and CHS performance 

differences of the three selected communities, most results were presented by 

communities. However, my main interest was not to compare the results between the 

three selected communities. Instead, this variable was considered as an important 

confounding variable in exploring the effects of other independent variables on the 

results. 

Age and sex: Age and sex are common factors that could influence both people’s 

health and their knowledge, attitudes, beliefs and behaviours with regard to health care. 

The age and sex structure of the sample population in my research is presented in Table 

3-8. These variables were used to elucidate the responses of my research subjects to 

various questions, and help interpret the results, especially when trying to extrapolate 

the results of the survey to the whole population. 

Employment and occupation: Occupation is an important indicator reflecting the 

social class of a particular person, which could have some impacts on all of the above 

dependent variables. The occupation classification used in my research was slightly 

different from the one that is commonly used by the Statistics Bureau. I was more 

concerned about the social classes rather than the occupation categorised by jobs. The 

questionnaire respondents were grouped into six categories: retired, laid off or 

unemployed, workers, rural migrant, cadre professional and manager, and children and 

students. 

(1) Retired. This was a group of residents who retired at a defined age (usually 60). 

A certain amount of pension was provided by either the governments or the SOEs51, 

depending on the amount of salary and years of employment. Although retired people 

                                                 
51 Currently, the Chinese governments are trying to put the various pension schemes into a uniform 

social security pool. 
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were thought to be low income earners, they usually lived in a condition beyond the 

social aid criteria (Wei, J.S., 2002). (2) Laid off workers and unemployed. This was a 

rapidly increasing group of urban residents living in poverty, especially those who were 

lacking the knowledge and skills needed to find jobs. Among them, some were provided 

with very basic living succor by the governments or workplace units. (3) Workers. This 

was a group of employed residents with urban identification who fell into the “Blue-

Collar” category. They usually did not have tertiary education, except for some 

vocational training. (4) Rural migrant. I separated this group of people from other 

occupations because they usually took the jobs that the residents with urban 

identification were not willing to do. They were actually a marginal population isolated 

from the main stream of the urban residents, occupying the jobs which were thought to 

be dirty and/or risky and of low skill and low respect. They were paid less than the 

residents with urban identification and were usually not covered by insurance schemes. 

(5) Cadre, professional and manager. This was a group of people with higher 

educational degrees. They usually worked for government agencies or other workplaces 

in jobs that needed specialised skills and knowledge. Their incomes were higher than the 

average. They also enjoyed greater social security benefits and social status. (6) 

Children and students. Although children and students were dependents of families, they 

attracted more attention from both medical institutions and family members than others, 

except for the elderly. Many CHS providers identified elderly and children as equally 

important target clients of CHS. 

The impact of economic reform has included a widening of the differences between 

workplaces in terms of income, social security and welfares. Many large workplace 

units provide their employees not only with jobs but also accommodation, child care, 

school education and health care. They establish their own communities somewhat 

isolated from others. In Chengdu, they were not the primary targets of the CHS 

programs. Instead, the CHS programs paid more attention to the mixed residential 

communities. The workplace was classified into four categories in my research: ‘SOEs’, 

‘non-state-owned enterprises’, ‘government agencies’, and ‘no employers’.  

Educational degree: Education is likely to exert some influence on people’s health 

and their acceptance of changes in the ways health services are delivered. People were 

grouped into four levels of education in my research: children less than six years; people 
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who had received no more than primary school education; people who had received 

secondary education; and people who had received tertiary education. 

Marital status: Marital status was also perceived as one of the key social 

determinants on health. I created a dummy variable to describe the marital status: single 

and married. 

Medical insurance status: At the time I conducted my fieldwork, China had just 

launched a new insurance scheme for urban employees (2001), which amalgamated the 

two major existing insurance schemes: GIS and LIS. Since the 1980s, the Chinese 

government had sought through many strategies to cut the expenditures associated with 

these two insurance schemes. The major strategies included the introduction of 

copayment, assigning contract providers, and setting up floor and ceiling levels for 

reimbursement. These strategies exerted considerable impact on the choices of the 

insured consumers regarding which medical provider to visit. Although the new 

insurance scheme was believed to give more freedom to consumers in choosing medical 

providers (from among the health organisations recognised by the social insurance 

authorities) and was expected to benefit the CHCs, these impacts were still too early to 

be detected in my research. Meanwhile, commercial health insurance was being 

introduced during the same period and a small proportion of urban residents were 

buying private insurance. In my data analysis, I divided the respondents into two groups 

in terms of their medical insurance status: insured and uninsured. 

Average income: Income reflects people’s ability to pay. I collected data regarding 

average monthly income per capita at the family level. During the survey, I found that 

people inclined to underestimate their incomes. Consequently, I created dummy 

variables to indicate income bands. Under this circumstance, the underestimation, as a 

system information bias, would not affect the reliability of my results. In setting up the 

dividing criteria of income levels, I took the basic social security standard of Chengdu 

150 yuan as my reference and classified people into low (≤150 yuan), middle (151-299 

yuan), and high (≥300 yuan) income groups. However, because of the under-estimation 

issue not all people categorised in the low income group should be judged as living in 

poverty. 

 Life style and behavioural health risk factors 
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Life style and behavioural risk factors are important causes of many chronic 

conditions but may have different influences on the medical help seeking behaviours. 

These factors were not used in cross tabulation and regression analysis. However, in 

view of the official role of CHS in addressing chronic conditions, I used these health 

risk data to examine the appropriateness of services provided by the CHCs with regard 

to the control and management of chronic conditions. 

The life style and behavioural risk factors covered in this research included 

smoking, alcohol drinking, overweight and obesity, and physical activity. In 

determining the degree of these risk behaviours, the tools and definitions used in 

Australian behaviour and risk factor surveillance were referred to (McLennan, 1996). 

The Body Mass Index (BMI) was calculated (weight(kg)/height(m)2) to estimate the 

degree of overweight and obesity. I used the most recent cut off points for Chinese in 

judging the overweight (BMI over 23) and obesity (BMI over 25) (Xing, 2001). 

 Illness and disease pattern 

Illness and disease are essential indicators of community health needs and also of 

health care outcomes. However, because the purpose of health needs assessment in this 

research was mainly to provide a context (a frame of reference) for judging the 

performance and quality of health services, I put this group of variable in the heading of 

independent variables. Both acute and chronic problems were identified based on the 

codes of International Classification of Disease (9th edition). Acute problems referred to 

the occurrence of any health problems that needed immediate treatment either by self or 

by health professionals. The respondents were not only requested to recall the diagnoses 

or symptoms of these acute problems but also to give a judgment about the severity of 

these problems. In terms of chronic conditions, I adopted the definition of the National 

Health Survey in China as “conditions diagnosed by physicians in the hospital of 

township level or above at least six months ago and the symptoms still exist or relevant 

medical treatments have been received during the recent six months” (Health 

Information Centre, 1999). 

Table 3-12 describes the independent variables and their summary statistics for the 

three community samples. 
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% of respondents in community Independent 
variables 

 
Category With hospital 

attached CHC
With independent 

CHC 
Without 

CHC 
Total

Age* 0-14 11.2 11.2 12.2 11.5
 15-59 59.2 61.4 74.7 64.1
 60+ 29.5 27.4 13.2 24.4

Sex Male 45.0 50.0 40.6 44.8
 Female 55.0 50.0 59.4 55.2

Occupation*  Retired 21.8 18.6 13.1 18.6
   Unemployed 9.8 7.4 2.0 7.0
   Worker 21.2 17.2 22.1 20.7
   Rural migrant 14.5 24.2 22.8 18.9
   Cadre/professional/manager 14.1 10.7 20.5 15.3
   Children and students 18.5 21.9 19.5 19.5

Workplace*  No employer 49.3 50.0 41.4 47.2
   State enterprises 28.1 26.9 19.5 25.4
   Governmental agency 5.7 9.3 6.1 6.5
   Non state enterprises 16.9 13.9 33.0 20.9

Education*  Children younger than six 3.2 5.6 3.7 3.8
   Primary 37.6 36.6 25.6 33.9
   Secondary 52.2 51.4 59.3 54.0
   Tertiary 7.0 6.5 11.4 8.2

Marital status*  Single 37.0 29.6 44.0 37.5
   Married 63.0 70.4 56.0 62.5

Insurance status  Uninsured 30.6 29.2 27.5 29.4
   Insured 69.4 70.8 72.5 70.6

Family average   <=150 26.9 31.9 13.8 24.2
income*  151-299 35.3 42.6 32.2 35.9
   >=300 37.8 25.5 54.0 39.9

Smoking**  No 67.6 69.4 77.2 70.7
   Yes 32.4 30.6 22.8 29.3

Alcohol drinking  No 73.2 76.9 79.9 75.9
  Yes 26.8 23.1 20.1 24.1

Physical exercise  No 61.5 56.9 53.9 58.4
   Yes 38.5 43.1 46.1 41.6

BMI  Normal 78.4 76.7 84.1 79.7
   Overweight 21.6 23.3 15.9 20.3

Acute   No 61.5 54.4 70.4 62.5
problem**  Yes 38.5 45.6 29.6 37.5

Chronic   No 71.4 73.1 81.8 74.7
condition**  Yes 28.6 26.9 18.2 25.3

Total Number of respondents 527 216 298 1041

Table 3-12.  Description of independent variables 
*  p<0.01; **p<0.05 by Chi-square test, indicating a difference of the three communities in 

the percentage distribution of relevant variables. 
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Overview of research approach 

Both qualitative and quantitative research methods were employed in my research. 

I visited 14 CHCs and interviewed a total of 23 managers and GPs. A household survey 

in three selected communities was undertaken, with 1041 completed questionnaires 

collected. The procedure of the project is depicted as Figure 3-4. The qualitative and 

quantitative data were put together under the guidance of the research strategy to 

elaborate a description and evaluation of current CHS programs. Finally, based on the 

problems identified through the data analysis, suggestions and recommendations about  

policy development, program design and implementation, program management, and 

training were developed, with particular attention to the training needs and appropriate 

training components and approaches within the broader context. 

Interview with  
administrators  
from the municipal  
health bureau 

 

 

Interview with  

administrators from  

CHCs  

 

 

Interview with  

administrators 

in CHCs 

 

 

Interview with  

GPs   

 

 

 

 
 

Select CHCs 

General information on GPs 
and CHCs

Managerial structure and 
incentive structure of 

community health services

Identify main health 
problems and use 
patterns of health 

Performance of CHS 

General information and policy on CHS in 
Chengdu and Panzhihua 

Select communities 

Questionnaire 
survey of 
clients 

Problems in 
Performance 

Analysis, conclusions and recommendations

 

Figure 3-4. Project procedure 
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Chapter Four 

4. SERVICES AND INSTITUTIONAL ARRANGEMENTS 

This chapter gives an overview of the current situation of the CHS programs in 

Chengdu and Panzhihua with detailed descriptions of the institutional arrangements, 

workforce and financing; the delivery pattern of CHS and the utilisation of CHS by 

consumers. A typical scenario of a CHC and its GPs’ activities is given to provide a 

broad framework within which the different characteristics of different CHS programs 

can be understood. These descriptions will provide the context for the evaluation of 

performance and the factors that shape performance. 

Infrastructure development for community health services 

In talking about CHS, the interviewees all mentioned the six functions, described 

the establishment of CHCs and the transformation of hospital doctors to GPs. Obviously, 

these three elements have been common and prominent features of the development of 

CHS in China, as might be predicted from the government policy documents (MOH, 

1998; 1999c; MOH et al., 1999) and narrative descriptions in the literature (Changchun 

Health Bureau, 1999; Chongqing Health Bureau, 1999; Du, X. P., Zhang and Liu, 1999; 

Liu, S.N. et al., 1999b; Shi, Y.X. and Pang, 1999; Wang, L. D., 1999; Wu, X.Y., 1999b; 

Yang, T., 1999a; Chen, J. B. and Hong, 2000; Dong, Y., 2001b), representing three key 

strategies shaping the development of CHS programs in China. 

Community health centre: a typical story 

Along a busy street, many buildings are crowding in from both sides. Most of 

these buildings are less than seven stories. Between the buildings is a three metres 

high brick wall that isolates the busy street from a group of buildings. Residents 

living in these buildings can only access their houses through an entrance located 

at a driveway that connects two busy streets. Through the entrance, approximately 

20 buildings are neatly aligned inside, each with four stairways to lead to the 

apartments. 
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Although serving mainly as residential apartments, the first and sometimes the 

second floors of those buildings facing the busy streets open directly to the streets 

and are rented out for use as shops. All sorts of businesses with all manner of 

striking signs proclaiming their business are located in these shops, including 

grocery, catering, office supplies and others. Several retail pharmacies and clinics 

run by either private doctors or public health institutions, as well as one community 

health centre are scattered among those shops. 

The community health centre occupies two stories of one building, with a name 

indicating both the location and the host institution (Figure 4-1). At the corner of 

the building, a small bicycle parking area has been excised from the footpath. 

  

Figure 4-1.  Entrance of a community health centre 

Early in the morning, when people are rushing to their workplaces, the doctors 

and rs 

 

“outpatient service”. The only difference between the services under these two titles 

is the one yuan gap in the consulting fee. Patients come to see doctors at irregular 

intervals. The first staff the patients meet is the receptionist working behind a round 

nurses who work at the CHC are also immersed in the stream of bicycle ride

and public transport riders on their way to work. There are a total of 20 employees 

working in the CHC, including eight doctors and eight nurses. After the new 

arrivals settle down in the office, the doctor and nurse who were on duty last night 

give a short handover on the important cases that need further attention from their

colleagues and then go back home. Their community tasks are also passed on to 

their colleagues. 

At 8:00 am, the “emergency service” is cancelled and turned into ordinary 

Title of CHC, with 

introduction to services: 

GPs, prevention, hospital 

at home, management of 

chronic conditions and 

others 

Title of hospital 
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desk. One telephone sits on the desk, which is the only telephone that can receive 

consumers’ calls. Beside the telephone is a box of business cards for offerin

consumers, with contact details and a description of services provided in the CHC.

The receptionist asks some basic information of the patients first, and decides th

rate of consulting fees depending on whether or not the patient has a contract with 

the CHC. Once the patients pay the consulting fee, a medical record file is 

generated with a sequential number

g to the 

 

e 

help of the staff working in 

the store (Figure 4-2). All sorts of medicines can be purchased in this way without 

prescription, including antibiotics, except for a few under the control of the national 

legislation such as addictive drugs. None of the pharmacy staff has any training in 

pharmacy. They are nurses and laboratory technicians. 

52. Not all patients have come to see a doctor. 

There is a pharmaceutical store just beside the reception desk and patients can 

purchase medicines directly from the pharmacy with the 

 

Figure 4-2.  Pharmaceutical store in a community health centre 

If the patient wants to see a doctor, he/she takes the medical record file and 

proceeds to the doctor’s office directly. The doctor may be chosen by the patient or 

assigned by the receptionist. There is no waiting room in the CHC but there are 

some chairs in the corridor beside each doctor’s office. The doctors’ offices are all 

                                                 
52 A new record is generated each time, except where the patients bring in the one from their last 

visit  (see details later and more in Chapter Five). 
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on the ground floor aligned in a row with numbers shown at the top of doors. T

are five offices in total, named as “diagno

here 

stic rooms”. The door of doctor’s office is 

always open. Patients can easily see whether or not the office has already been 

occupied by another patient (Figure 4-3). No matter what the situation is, the 

patient can directly enter into the office. 

 

Figure 4-3.  Diagnostic rooms in a community health centre 

There is one desk and one bed in each doctor’s office. However, the bed

rarely used. Patients usually sit on the opposite side of doctor’s desk. When 

necessary, the doctor can stand up and move to the side of patients to give the

physical examinations. Occasionally, when the doctor feels it necessary for the 

privacy of the patient, he/she will close the door temporarily. 

Seeing a patient coming into the office, the doctor says hello to the patient 

takes over the medical record file from the patient. The demographic information 

about the patient is immediately copied to the working diary. Then the doctor asks 

the patient the reason of visit, the history of the condition, and about any k

help already provided by a medical professional or self-care undertaken at home. 

After a quick judgment, th

 is 

m 

and 

ind of 

e doctor decides the next step of the service for the patient, 

which might be either some form of imaging or laboratory test or both. The 

laboratory is actually a small office located behind the reception area, with one 

staff in charge undertaking common tests of blood, urine and faeces samples 

(Figure 4-4). Once the diagnosis is finally determined, the diagnosis will be added 

to the working diary and always followed by a prescription. Finally, the results of 
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clinical assessment and laboratory tests are briefly summarised in the medical 

record including the prescription. Usually, there are not many patients waiting for 

services, and the doctor has enough time to explain all details of patient’s condition 

and answer questions. “Do you understand?” or “Do you have any more 

questions?” are frequently asked by the doctor at the end of the episode of service 

to encourage questions.  

 

Figure 4-4.  Laboratory in a community health centre 

At the time when the doctor gives the patient the prescription, the medical 

record file is also handed back to the patient. The patient is asked to bring 

medical recor

the 

d file next time when he/she visits the CHC, or else, the patient has to 

pay for another medical record file. This

s 

 record is institution specific and is 

generally not recognised by other health institutions, although the patient may show 

this record to doctors working in other institutions for reference.  

The patients may purchase the prescribed medicines from the pharmacy within 

the CHC although they are not required to and most do so, for reasons of 

convenience. 

The patients warmly appreciate the existence of nursing services. The first 

room in the area of doctors’ offices is arranged as a nursing station. Patients 

receive injections here. Blood samples are also taken in this station.  

The second floor is a busy area with several patients receiving intravenou

drips (Figure 4-5). Giving medicine via intravenous drips is common in China. Both 

doctors and consumers believe that it is a way of shortening the duration of illness. 
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It is quite common to see elderly patients walking upstairs for their infusions, often 

with great difficulties. There are 12 beds installed in four rooms, which are mainly 

used to give intravenous drips for patients. Each patient usually has one family 

member or other care giver sitting beside the bed to take care of the drip as 

instructed by the nurses. At the far end of the corridor is a toilet shared by both the 

of the corridor. Beside it are rooms for ultrasonic B and electrocardiogram, and a 

 

staff and patients. The administrative office of the CHC is located at the other end 

somewhat bigger room for conference and health education. The conference room

is also used to give immunisations at particular times, designated by the EPS. 

 

Figure 4-5.  One patient received an intravenous infusion in a community health centre 

                                                

This foregoing description is typical of many CHCs. The establishment of CHCs 

was an initial step in developing CHS. In Sichuan, most CHCs were developed by 

hospitals, as in other regions of China (Changchun Health Bureau, 1999; Chongqing 

Health Bureau, 1999; Liu, S.N. et al., 1999b; Shi, Y.X. and Pang, 1999; Wu, X.Y., 

1999b; Yang, T., 1999a; Chen, J. B. and Hong, 2000). According to recent statistics, 

30% of CHCs in Sichuan were outreach centres of hospitals, while 16% adopted the 

community service team model in hospitals and 33% were reported to be transformed 

from hospitals as a whole53 (Wang, T. G. et al., 2002b).  

 
53 The CHS models are described in Chapter Two. 
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CHC  no less 

than

prov ion 

may ched 

by the centre. All CHCs have to be registered

e 

 

nities. The poor 

econom

es such 

 

ns. (GP, enterprise-sponsored CHC) 

54. 

 

t for 

ecal samples and a few are able to test blood glucose and hepatic function. 

The most common medical equipment owned by the CHCs were electrocardiogram and 

                                                

s are categorised into two levels, one is called “centre”, which provides

 400 square metres of use space for practice; the other is called “station”, which 

ides at least 60 square metres of use space for practice (MOH, 2000d). The stat

 stand alone or be affiliated to a centre when the population can hardly be rea

 with the health authorities as a medical 

facility. 

As indicated by the story, CHCs tend to be established with a close regard to th

needs of healthcare market. Geographic location is a top consideration among both

hospital and CHC managers. In order to compete with other medical institutions for 

patients, most (13/14) CHCs were situated in the business streets. One hospital president 

expressed caution about setting up CHCs in their designated commu

ic situation of the community residents was one of their main concerns. Another 

interviewee complained about the ignorance of consumers regarding the existence of the 

CHC and attributed the reason to their location in a community residential building. 

Although we have a ten-year history, many people still don’t know the 

existence of the outpatient clinic. It’s impossible for them to know our servic

as our gyn/obs. It’s related to the environment. We are located in a residents’

building. That may be one of the reaso

A minimum standard has been established for facilities and equipment by the 

Sichuan Provincial Health Bureau, which must be of a standard “necessary for the 

purposes of physical examination, diagnosis, treatment and emergency services”

However, this minimum requirement is not mandatory and was used only for the 

purpose of accreditation and evaluation, not for registration. Interestingly, one telephone

and one pager were included along with other medical equipment in the requiremen

judging the eligibility of a station (Sichuan Health Bureau, 2001).  

In reality, however, the capabilities of CHCs to conduct pathology tests and 

imaging vary considerably. Many CHCs are able to undertake common tests on blood, 

urine and fa

 
54 There is no detailed list of the equipment. 
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ultrasoun

Pan

com

 

Imp 1998), China allowed the CHCs to set up or retain hospital beds. 

“The  

 

 

 than 

e 

es were 

ary, the CHCs are arranged and regulated as a medical facility, similar to 

hospitals and clinics. Clinical and pharmaceutical services comprised the most important 

CHC activities. Patients followed the procedure illustrated in Figure 4-6 to get clinical 

services, which was identical to most community hospitals and outpatient clinics. The 

medical consultations, diagnostic services, pharmaceutical services and nursing services 

inter-related with each other to provide a holistic range of services for patients. 

Occasionally, the patients might bypass the doctors and go directly to the pharmacies to 

d B. Relatively large equipment such as X-ray machines were rare. In 

zhihua, every CHC was offered a package of GP diagnostic instrument and a 

puter by the municipal health bureau. 

Unlike the CHCs in many western industrial countries (Filinson, 1997; Quality

rovement Council, 

 CHCs can set up appropriate types and numbers of beds according to the

functioning of the CHS, consumer’s demands and available community resources” 

(MOH, 2000d). Although the meaning of the above statement is open to interpretation, 

the majority of CHCs mainly used these beds to offer same day hospitalisation for 

curative services, in particular for intravenous drips. The hospital beds in the CHCs

varied from several to seventeen, similar to CHCs in other provinces (Chen, S. X. et al., 

2002a). Some interviewees perceived these beds as a substitute for hospital-in-the-home 

programs. 

 The beds are for the purpose of monitoring patients for change in their 

condition. We do not set up family beds to avoid medical risk, because family beds 

services usually include intravenous drips of anti-biotic. It’s dangerous if accidents

occurred at home. So, we do not encourage family beds. (director, enterprise-

sponsored CHC)  

Pharmacy was another important component of CHC services. It was the 

responsibility of the health and pharmaceutical authorities at the provincial levels to set 

rules with regard to the pharmaceutical services (MOH, 2000d). In Sichuan, no less

120 kinds of common and first-aid drugs were required to be ready for use in any of th

CHCs (Sichuan Health Bureau, 2001), the same as in Shenzhen (Shenzhen Health 

Bureau, 1998), the most developed municipality in China. Actually, all CHCs were very 

enthusiastic in their dispensing and selling of drugs, since pharmaceutical servic

very profitable. 

In summ
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purchase drugs or end a service without a prescription. Despite the strong medical 

orientation of the CHCs, additional functions had been added to their brief. As I will 

discuss later in this chapter, community planning represented a key feature of the new 

CHS programs. Changes in the environment, including more direct competition and less 

equipment reliance, also had led to changes in the behaviours of GPs and other 

providers. These will be elaborated later and further discussed in Chapter Five and 

Chapter Six. 

 

Patients 

Pharmacy
GPs or other 

Reception doctors End of services 

Pathology test and diagnostic imaging Nursing (eg, intravenous drips)
 

Figure 4-6.  Procedure for clinical service delivery in CHCs 

Gen

al 

a 

 

 

-

n 

n 

 program (some of the patients who wanted to see that doctor would 

be r lished 

 

back to her office and sat down to wait for patients. About 15 minutes later, the first 

eral practitioners: the backbone of the community health workforce 

Dr X was around 35 years old. She had just been trained in a one-month full-

time training program as a GP. Although she had ten years experience as a gener

internalist in a hospital, she had to pass the training program to be recognised as 

GP and be eligible to work in the CHC. 

Like every morning, she came to her office by bicycle before 8:00 am. The first 

thing she did was to put on her white “working suit” and check her schedule, with

special focus on the arrangement of home visits or other community activities. This

was an unusual busy day with several community jobs. She was supposed to visit an 

older woman who had had a stroke and to participate in a community lecture co

organised by the CHC and the residential committee. Furthermore, she had bee

told to share part of the responsibilities of another doctor who was participating i

a MCH training

eferred to her). After a short conversation with other doctors, she estab

that the doctor on duty last night had not left any unfinished work. Then she came
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patient stepped in. She spent the whole morning sitting in her office and seeing

patients. A total of ten patients visited her. Most of them were either elderly or 

 

children. A

e sure that she was available. Then, she 

prescribed some medicine that needed

 the 

f 

nce in 

 

nto a three-bedroom apartment. The house was not well 

decorated w

watching TV sitting in a corner. Another 60-year-old woman was working in the 

hous

travenous drips.  

 

The patient stood up silently and went to the toilet, with very slow movement. 

and suggested, “I’m afraid that I can’t 

stay too long on sofa, may we change to my bed?” 

bedroom. The bottle stand was removed when Dr X found there was a coat stand 

that 

id re-inserting the 

need

t lunchtime, she went out and purchased a lunch box and finished her 

lunch quickly. 

At 14:00 pm, she decided to visit the old woman with a stroke. Before 

departure, she called the woman to mak

 to be given intravenously and gave the 

prescription to a nurse and told her to prepare necessary materials and equipment. 

Making sure everything was ready, she carried a stand and walked along

footpath towards the woman’s house accompanied by a nurse who carried a box o

medicine and materials. After a ten minutes walk, they arrived in an entra

which the patient’s house was located. 

Dr X said hello to the entrance security person of the residential community

and then entered i

ith only some old furniture. An 80-year-old woman (patient) was 

e to take care of the patient.  Dr X briefly introduced herself and the 

accompanying nurse and then suggested to begin in

“Can I take the drips on the sofa?” asked the patient. “Yes”, Dr X and the

nurse answered.  

A moment later, the patient came out 

Dr X and the nurse agreed and the equipment was moved to the patient’s 

was ideal for hanging the bottle of medicine. 

“Do you want us to leave the needle in your vein to avo

le every day?” asked Dr X. 
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Instead of answering this question, the patient asked “How many days shall I 

take the drips?” 

Dr X: “Seven days for the first phase of treatment.” 

Patient: “It’s too long, can we shorten the duration?” 

GP: “I’m afraid not, if we want to achieve the ideal effectiveness.” 

r willingness to leave the needle in her vein and 

expl

for one week if looked after 

appr

o the patient: “The 

medicines we will use are Energic Mixture, Coenzyme A, and Dansheng55; all are 

for the treatment of thro

“It’s not thrombosis, it’s cerebrovascular occlusion. It’s diagnosed by the 

univers atient argued. 

said

The patient turned to the care giver: “bring my cordless phone here.” 

                                                

Without answer, the patient went to her bed. 

Then Dr X asked again for he

ained details about the purpose of the needle and the cost of 28 yuan. 

The nurse added that the needle could be used 

opriately. Finally, the patient agreed to take the advice of the doctor and the 

nurse. 

Before inserting the intravenous drips, Dr X explained t

mbosis.” 

ity hospital specialist”, the p

“All right, these medicines are also effective to treat the occlusion problem”, 

 Dr X. 

Patient: “How much shall I pay for these medicines?” 

Dr X: “Some medicines are borrowed, I don’t know exactly about the price. 

It’s approximately several tens of yuans.” 

Patient: “Several?” 

GP: “I can check it and call you later.” 

 
55 Name of a Chinese herb 

 104



SERVICES AND INSTITUTIONAL ARRANGEMENTS 

A while later, the nurse began to give the intravenous drip to the patient. 

Seeing all had been done by the nurse, Dr X asked the nurse to explain to the 

patient how to control the drips. 

wing until there is about ten ml left in the 

bottle, then put up the second bottle of medicine, and call me when there is 50 ml 

liqui  come to finish the rest”, explained the nurse. 

ent 

t remember.” 

Dr X ith a 

d to 

ry 

r, the 

“Keep the first bottle of medicine flo

d left in the bottle. I will

There was no response from the patient or the care giver. Suddenly, the pati

asked “What’s your number?” 

Dr X: “555……” 

Patient: “I can’

Dr X: “write it down” 

Worrying about the possibility of misunderstanding by the caregiver, Dr X 

asked the nurse to stay in the patient’s home, but got no answer. After a short pause, 

 turned to the caregiver and asked her repeat what the nurse had said. W

correct answer, Dr X and the nurse completed the home services and returne

the centre at 14:30. 

Immediately after returning to the CHC, Dr X told the receptionist that she was 

ready to see patients again. However, the patient visits were fewer than there had 

been in the morning. Only a few patients came to the CHC.  

At 15:30, Dr X went by bicycle to a residential community specifically 

designed for the senior officers of a SOE. As part of the requirements of the 

contract between the CHC and the community, she was coming to deliver a lecture 

regarding the self-care of diabetes, one of the common health problems in the 

community. After a 30 minute lecture, the GP answered some questions asked by 

those attending and ended her work for the day and headed back home by bicycle. 

This story is obviously a very condensed one and not all activities happened eve

day. For example, the workload associated with home visits varied considerably from 

centre to centre, ranging from an average per doctor of less than one visit in one month 

to one visit every three or four days and outreach services every afternoon. Howeve
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GPs were organised in basically same way across all of the CHCs I visited. Outpatient 

clinics, home visits and community education represented three major services offered

by GPs. 

There was a strong feeling among the interviewees that GP was a new concept 

despite the fact that many of them had been working as non-specialists for many year

As stated by some CHC managers, “All of our CHC doctors will be transformed into 

GPs sooner or later”. The crucial difference was that the newly defined GPs were 

expected to organise CHS. They were bound to the CHCs, not hospitals. The GPs were

seen as the most important component of the workforce in providing CHS. However, 

GP services were not seen as equivalent to CHS. One C

 

s. 

 

HC manager explained, "It's the 

CHC tha

focu s 

com  effort led by GPs. Despite the important 

role of GPs documented in the governmental policy, some GPs were not comfortable 

with this title. They worried ab  thinking GPs as “barefoot 

doctors” and the use of the title of GPs by private doctors. Some GPs preferred to be 

calle

grams 

Services and activities were initiated in th erent ways as shown in the three boxes 

above the horizontal line in Figure 4-7 indicating the three main initiation points: 

linical services initiated by clients; public health services arranged by 

the public health agencies; and planned community activities focusing on the local 

prob

t carries the whole six functions, while the GPs play a core role and mainly 

s on clinical issues”. In other words, the CHS program of activities was seen a

prising the six functions through a team

out the possibility of people

d family doctors and be seen as quality providers. 

We prefer to be called family doctors rather than GPs. It sounds more friendly 

to the resident and also can possibly avoid confusion with bare foot doctors.  

(assistant director, independent CHC) 

Services and pro

The CHCs all adopted a similar framework in delivering CHS (Figure 4-7). 

ree diff

individual-based c

lems identified through community surveys. 
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Clients Survey District Public 

Health Agencies

Outpatient 
clinic 

Health Files 

Contract? 

Target Groups 

Community 
Diagnosis 

Organised 
Activities 

Evaluation 

 

Figu rban 

Pati

cont

HCA

med

chap ir 

fam  

com s 

depi st, the outpatient services provided for the 

non-

es, 

 drips, physical examination, urinary catheter, nursing, 

and sometimes prescription [……]. The other group is the elderly who are too frail 

to move and who want our home services. (GP, hospital-sponsored CHC) 

re 4-7 Initiation and progression of community health services and programs in u
China 

Clinical services 

ents visiting the outpatient clinics comprised two groups: those covered by a 

ract and those not so covered. The contract patients were those who had signed 

s with the CHCs. They were offered some special services such as continuous 

ical records, regular home visits and free consultation (see details later in this 

ter) as well as discounts in user charges. In many cases contract patients and the

ilies were also identified as one of the special target groups around which

munity level health programs were planned (the community health planning cycle i

cted as a circle in Figure 4-7). In contra

contract patients were usually episode based, more expensive, and less likely to be 

integrated into the planned community level activities. If a patient had difficulties in 

attending the outpatient clinic, the CHC staff could deliver medical services at the 

patient’s home when requested, with an extra fee being charged.  

 We usually pay home visits to patients who can not move, with severe diseas

such as fractures, cancer, some without much hope to recover, and paralysed. The 

services include intravenous
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Clin l 

CHC than 

60-7 rvice delivery was almost identical 

to hospitals, except for more hom

in 

patients’ homes. In addition, 

we pay home visits to community residents, especially for women with newborn 

 

, and the treatment of common diseases. The director of one CHC 

said, “Frankly speaking, the CHC is a reta

injections. C

by the hospital, patients are referred to th In 

some CHCs where one or more of the doctors had a surgical background, minor surgical 

vided. 

We have the capacity to deal with common diseases. We provide drugs, 

surgical procedures which do not involve entering body cavities, such as removal of 

C) 

ents, 

 

ng and Ye, 2000b). There has 

ical service programs comprised the major service program for almost al

s. As estimated by some interviewees, the clinical component comprised more 

0% of the entire CHS activities. The pattern of se

e visits. 

Our activities focus on, firstly, outpatient clinics, which is currently our ma

activity. We also have some affiliated clinics distributed in factories and mines 

[……]. Sometimes we also provide clinical services in 

babies and the elderly. We visit them periodically. We also offer home nursing,

which is relatively rare, but we do. Sometimes, we also do massage and 

acupuncture, and give intravenous drips to women with newborn babies at home. 

(director, enterprise-sponsored CHC) 

In general, the majority of CHCs focused their activities on prescription, injection 

and intravenous drips

il pharmacy plus a nurse who can give 

ommon diseases can be recognised. All the examinations and tests are done 

e hospital, of course our own hospital.” 

procedures were also pro

injections and intravenous drips in general. In terms of surgery, we can suture 

small wounds. (GP, enterprise-sponsored CHC) 

We also do surgery, such as foreskin circumcision, the suturing of wounds, and 

removal of small tumours. Generally, the surgery is done by me. We undertake 

small lipomas. (assistant director, independent CH

Some CHCs had set up hospital–in-the-home programs. But others were very 

cautious about providing this sort of service due to “the high risk of medical accid

since a large proportion of home bed patients received intravenous drips of antibiotics.”

(Two GPs)  Hospital-in-the-home programs were developed rapidly by hospitals in the 

1980s and 1990s (Liu, X. N. and Chen, 1999; Bao, Go
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been . 

e 

 

s 

PHIs. Common programs included immunisation and 

MCH care. Only a few CHCs were not commissioned to deliver those kinds of public 

ich case such services were delivered by the departments of 

preventive care within hospitals, by the local PHIs or by other institutions. 

e 

s 

the most

 

to th  

two, identify the high-risk populations (target groups); step three, organise services 

targeting the identified problems and populations; step four, evaluate the outcomes of 

thes . 

t

 

ealth programs. 

 a general trend of decline of hospital–in-the-home programs in recent years (Liu, X

N. and Chen, 1999). 

It’s much cheaper and more convenient to receive intravenous drips at hom

than in hospitals. Patients may feel more comfortable. Of course, we would assess

the risk of conducting these activities. (GP, independent CHC) 

Public health services 

Most public health services carried out by the CHCs were part of wider project

conceived and directed by the 

health services in wh

Planned community health programs and activities 

Planned community health programs and activities represent the most salient featur

which differentiates CHS from others. It was conceived as the major strategy for 

addressing local community health issues and was defined by the governments as a key 

component of CHS (Sichuan Health Bureau, 2001). Many interviewees identified it a

 difficult and frustrating component of CHS. 

According to policy planned community health programs are expected to conform

e following sequence: step one, conduct a community survey and assessment; step

e activities; and then go back to the circle for the next wave of activities (Figure 4-7)

Health files stand at the centre of this circle. Health files are supposed to record the 

health related problems of all (or most or at least some) of he people in the catchment 

area of the CHC (not to be confused with records of outpatient visits referred to as

medical records) and are supposed to provide the information base for the planned 

community h
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Community survey 

In Chengdu and Panzhihua, all CHCs were instructed by the health authorities to 

conduct a baseline survey in their designated communities. At least 30% of households 

had to be surveyed according to the provincial accreditation indicators (Sichuan Healt

Bureau, 2001). In Chengdu, 70% of the community population was required to be 

covered in the survey. There was no uniform requirement for the survey instruments. 

Although the provincial health bureau offered a recommended questionnaire format for 

the survey, most CHCs or their parent hospitals designed instruments of their owns.  

The baseline survey covers demographic information, health related behavio

the main health problems, and needs for health services. It can be a census or a 

sampling survey with more than 30% of families being involved. (Sichuan Health 

Bureau, 2001) 

By the time I did my interviews almost all CHCs I visited had begun their baseline 

surveys. It was a substantial workload for the CHCs, with 20,000-40,000 people 

surveyed for each CHC if covering 70% of the population

h 

ur, 

to be 

elected 

population. 

Com

56. In fact, most of the CHCs 

had not completed the baseline survey. In general they had collected only several 

hundreds or a few thousands returned questionnaires from a non-randomly s

munity diagnosis  

The requirement for community surveys to be undertaken was seen by the policy 

mak m 

 

 and 

nces 

, 

ers as a necessary basis for the next stage, community diagnosis. In China, the ter

‘community diagnosis’ is commonly used to refer to a concept similar to community 

assessment or community needs assessment as they are used in the English literature

(Aday et al., 1994; Billings and Cowley, 1995; Filinson, 1997; Baldwin, Marvin

Rodine, 1998). Although Liang (2000) has argued that there are theoretical differe

between “situation diagnosis of community health” and “needs assessment of clients”

the practice of community diagnosis is generally taken as including both. Community 

                                                 
56 One CHC is usually responsible for several communities. Population covered by the CHC 

vary. The data presented here are from the CHCs I visited. 
may 
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diagnosis has been promoted as a key strategy for changing a predominantly service-le

health care system to a needs-led one (Billings and Cowley, 1995; Filinson, 1997). The 

results of the diagnostic process could be the determination of the priority problems in a 

community (Chongqing Health Bureau, 1999), the identification of the populations 

particular health problems (Shi, Y.X. and Pang, 1999), the estimation of the prevalence 

rates of health problems (Aday et al., 1994), or the analysis of the difficulties of 

community residents in using a certain range of services. No m

d 

with 

atter how the results are 

pres t 

 

d work 

baseline 

exam

info

gov

enco RI (or 

com alth 

prob  

inte

prob

dem

cent rience, anecdotal information or simply filling 

in the blanks in forms designed by the health authorities. While they are all valuable and 

urces of data, community diagnosis based solely on top down priority 

setti of 

nd consumers’ demands, a strategy 

encouraged by the western nursing educators (Edwards et al., 1999). This was the only 

ented, they are expected to serve as a means of determining the provision and exten

of health care, including prevention (Li, L. M., 1999; Liang, W. N., 2000). 

Based on the community survey and the analysis of the family files and the files

of target populations, identify one or more community health problems, an

out a yearly plan addressing these problems (Sichuan Health Bureau, 2001) 

As a matter of fact, almost none of the CHCs were capable of doing community 

diagnosis. Only a few interviewees stated that they analysed the data collected from the 

surveys and provided evidence supporting their community diagnosis. The 

ples illustrated by these interviewees were usually accurate demographic 

rmation about the residents with various illness conditions predefined by the 

ernment policies. Some interviewees identified the most common problems they 

untered in their clinical practices as the main community problems, such as U

mon colds) and digestive disorders. Their estimation of the main community he

lems was based largely on their own clinical experience. For example, one

rviewee from a CHC located in a mine reported silicosis as a key community 

lem, while another interviewee thought that health education was the most urgent 

and of their communities. However, all of these (and similar) estimations in other 

res were either based on clinical expe

important so

ng or individual clinical experience or circulating anecdotes of need run the risk 

overestimating the significance of some problems and underestimating others that might 

be particularly prevalent amongst the locals.  

One CHC employed qualitative methodologies such as focus group discussions to 

identify the community problems and to understa
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case in this study where consumers were actively involved in the processes of 

com

 

ators.  

seline data by the chronic conditions of hypertension, 

 we 

 

re during the baseline survey. We wanted to know their opinion, their 

understanding of the community, and their demands on community services, so that 

we could work out plans t

munity diagnosis. Interestingly, the director of this CHC was a nurse (the other 

CHC directors were all doctors) who had just attended a training program about

community nursing in Shanghai, with contributions by some western nursing educ

We have sorted our ba

diabetes and coronary heart diseases, and screened the elderly people. Then

organised workshops for the people aged 60 years and over. Because there are too 

many elderly in our community, we had to divide them into several groups and held

several workshops. Our purpose was to enhance their understandings of our 

services and get feedback from them, although we had already introduced our 

cent

hat took their comments into consideration. We focus on 

two target groups in community, one is the elderly and the other is the children. 

(director, hospital-sponsored CHC) 

Health files 

According to the intentions of the policy makers the health file would form the 

foundation for community diagnosis and program design and would provide an essentia

resource for program evaluation as well. It was also seen as an essential instrument to

ensure the continuity of care. Two types of health files were required by th

l 

 

e provincial 

health authority (Sichuan Health Bureau, 2001). 

fam

educ

s 

 Family health file 

Family health files are supposed to document the demographic information of 

ily members, relationships between family members, birth and disabilities, 

ation and economic conditions, and health and illnesses of family members. 

 Individual health file 

Individual health files (IHFs) are supposed to document basic demographic 

information, health problems and relevant risk factors, episode of care information, and 

follow-up services planned for and provided to members of various target populations 

including children, elderly, gravidas and maternity, and patients with chronic condition
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(eg. hypertension, cancer, diabetes, and psychiatric diseases) (Sichuan Health Bureau, 

2001).  

The health files must have the functions of searching, adding, modifying, a

saving in order to manage the change of conditions and ensure the continui

information. (Sichuan Health Bureau, 2001) 

nd 

ty of 

As stated by the interviewees, most health files were created during the baseline 

ation involving laboratory tests was 

identified during the baseline surveys according to the needs of each individual. Clearly, 

this 

o be 

o frequently offered as a benefit for the contract clients. 

 

 

to create the health files during the 

target 

populatio uan 

Hea ith 

tens act 

cons

proj enerally managed by 

PHWs, n

peri

clin

integrated into these records. This is fundamentally different from a person centred 

(recognising multiple needs) and episode based record. 

surveys. But in many cases the need for more inform

information was not able to be collected during the baseline surveys. Many 

residents might need to attend at the clinic for particular tests which were judged t

necessary. Consequently, IHFs were usually created for only a certain defined target 

groups. It was als

We have created several hundred of health files [……]. Why did we go so slow

last year? Because we need to include some information in the files about the 

laboratory tests and we were not able to do the tests during our home visits. We did

the baseline survey in 1996. If we couldn’t add the laboratory tests afterwards, the 

home visits would be worthless. So, we decided 

outpatient visits. It’s really slow. (director, enterprise-sponsored CHC) 

As required by the provincial health authority, the IHFs should cover four 

ns: the elderly, children, mothers, and patients with chronic illnesses (Sich

lth Bureau, 2001). But in reality, the CHCs focused mainly on contract clients, w

 to hundreds IHFs being developed. Little attention was given to the non-contr

umers, except for the target populations (eg. mothers and children) of public health 

ects. The IHFs in relation to the public health projects were g

ot GPs, focusing on special needs of some target populations across a certain 

od such as physical development of children. The information associated with 

ical services provided by GPs or other clinical service providers was rarely 
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Organised activities oriented to the local problems  

As mentioned earlier, the community residents were usually divided into groups, 

giving pr

patie rred to 

as ta

e groups classified. The healthy group will be coloured in 

red.

the target groups of populations (Sichua

Children under seven years old: Developmental examinations have to be 

offer r 

ls 

Maternity group: Pay periodic visits to women from 12 weeks after pregnancy 

to si o 

of 

Elderly: Classify the elderly into three groups. Provide health consulting 

l 

iorities to the elderly, children, maternity, people with mental disorders, 

nts with chronic conditions, and contract clients. These populations were refe

rget groups. 

We intend to create health files and then classify the files into several groups 

according the category of diseases and age. We prepare to provide different sorts of 

services according to th

 The high-risk group will be coloured in blue. The patients will be coloured in 

yellow. (director, enterprise-sponsored CHC)  

The provincial health bureau has developed some directives for the management of 

n Health Bureau, 2001). For example: 

ed four times to infants within one year after birth, two times each year fo

children between one year old and two years old, and one time each year for 

children between three years old and six years old. Planned immunisation protoco

for seven vaccine preventable diseases has to be followed57. 

x weeks after giving birth and offer necessary care and treatment according t

the “National rules for ante- and post-natal care for urban areas”, with a total 

eight physical examinations in the period of pregnancy and three home visits after 

giving birth. 

services to the first group comprising the ordinary elderly, periodic physica

examination and intervention to the second group comprising the elderly with 

chronic conditions, and the same services as the first and second groups as well as 

                                                 
57 The seven vaccine preventable diseases are: tuberculosis, pertusis, diphtheria, tetanus, 

poliomyelitis, measles and hepatitis B. 
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nursing services to the third group comprising the elderly aged 85 and over or with 

disabilities. 

Patients with mental disorders: Provide community rehabilitation services to 

the psychiatric patients; Set up home beds or organise home visit groups to offer 

care and curing services to psychiatric patients; Carry out community education 

programs for the retarded children; or Conduct health education to the psychiatric 

patients and their family members. 

lies; 

mon items, and blood pressure. Test blood sugar, cholesterol, and 

h

 were 

ally. The population-based activity that 

was most frequently mentioned by the interviewees was health education. In most cases 

it meant posters displayed locally or lectures organised in the communities. Only one 

interviewee (director) stated (proudly) that their baseline data had been used to help plan 

their community activities. One interviewee (assistant director) showed me the baseline 

results and stated that priorities were being given to the most prominent health problems, 

such as hypertension (6.3% in the community). However, neither the results of the 

baseline survey nor the work plan targeting the population with hypertension was a 

production of the CHC, instead, both were worked out by a scientific researcher who 

was undertaking a separate pilot study in this community. 

Patients with chronic conditions: Create records and health files for the 

patients with the prevalent chronic conditions; Give periodic physical examination 

and treatment; Offer counselling on control of specific conditions for the patients 

and family members; Carry out health education and community interventions 

focusing on specific risk behaviours. 

Contract clients: Develop health files for contract individuals and fami

Provide annual medical examinations including general physical examination, 

blood test for com

triglyceride and give X-ray examination once every two years. Pay home visits 

periodically and distribute health education pamphlets. 

In reality, the CHCs rarely organised planned community health programs 

addressing the local health problems identified as a result of t eir own community 

diagnosis, except for the contract clients. Most of the planned community activities

arranged either by the PHIs or by the health authorities, which aimed at a district or 

municipal level rather than being initiated loc
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Evaluation 

It is the responsibility e editation or 

evaluation standards. But the eva t th 

authorities. Although the indi

an res of these acc ti o similar 

fra was a s em  process of 

e in t

(S alth Bureau, ; , ng, T.L. et al., 1999; 

Guo, Q. et al., 2002). 

In 1999, the Sichuan Provinc   for 

urban CHS programs (Table 4-1)  a framework for quality 

assurance and program ev on

to evaluate the performance of ea C stead, they encouraged 

frequent self-monitoring and self- a

qu ere also prom ; 

Do 0b; G . e

                                                

 of th provincial health authority to develop accr

lua ion is usually implemented by the municipal heal

cators vary between different provinces, the philosophy 

d structu redita on r evaluation programs follow a broadly 

mework. There trong phasis on the infrastructure building and

services (Table 4-1). Outcom dica ors were rarely included in the evaluation 

henzhen He  1998 Shi  Y.X. and Pang, 1999; Zho

ial Health Bureau promulgated quality standards

. It was intended to serve as

aluati . However, the provincial government did not intend 

ch HC against the criteria58. In

ev luation to assure the quality of CHS. Similar 

ality standards w ulgated in other provinces in China (Bao and Gong, 1998

ng, Y. M. et al., 200 uo, Q t al., 2002). 

 

 58 These quality standards are designed for the evaluation of CHS programs at municipal or district
level. However, the detailed requirements for CHCs and CHS practice can also be used by individual 
CHC to guide its management and delivery of services. 
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Table 4-1.  Indicators for evaluating the quality of community health services in Sichuan 

Referral  

Developing a two-way referral system was identified by the government as a key 

step to enable the continuity and coordination of health care (MOH et al., 1999; Sichuan 

Health Bureau, 2001). Theoretically, referral could involve a transferring of patients to 

Category Weight Indicators 
Structure    

Policy support 0.07 1. Well-developed administrative system (%) 
2. CHS as part of governmental plan (%) 

Fi

H
M
h

er 

ge of systematic management of maternal 
population, including antenatal and postnatal care (%) 

Aged c
Chro
P
C
Comm
d
C

Out
S

residents; 
Coverage of health behaviour (%) 

Long term 0.12 1. Improvement of Activity of Daily Life (ADL) of patients 

3. CHS as part of performance objectives of officials (%) 
nancial Resources 0.08 1. Health investment in governmental financial output (%) 

2. Community health funds per capita (Yuan) 
Facility 0.07 1. Coverage of community stations (%) 

2. Coverage of eligible community stations (%) 
Human resources 0.06 1. Implementation of GP training plan (%) 

2. Coverage of GP training for potential candidate (%) 
Process   

Information 
management 

0.10 1. Conduct baseline survey (%) 
2. Conduct community diagnosis (%) 
3. Coverage of family health files (%) 
4. Coverage of health files for target population (%) 
5. Scientific management of health files (%) 

ealth promotion 0.03 Conduct health education (%) 
aternal and child 

ealth 
0.13 1. Coverage of systematic management for Children und

seven years old (%) 
2. Coverage of immunisation (%) 
3. Covera

are  0.05 Coverage of grouped care for elderly (%) 
nic diseases 0.08 Coverage of systematic management of chronic diseases (%) 

sychiatric diseases 0.03 Coverage of systematic management of psychiatric diseases 
linical services 0.05 Meet basic needs and develop two-way referral system 

unicable 
iseases 

0.06 Rate of timely report of communicable diseases (%) 

ontract 0.04 Coverage of health care agreements (%) 
comes    
hort term 0.03 1. Understanding of health related knowledge by community 

2. 

with chronic conditions; 
2. Improvement of ADL of elderly 
3. Mortality rate of children under five 
4. Degree of satisfaction of residents 
5. Degree of satisfaction of patients 
6. Degree of satisfaction of governments 
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other providers, or merely requesting consultation and advice without transferring 

ongoing responsibility for patient management (Franks and Clancy, 1997; Forrest et al., 

1999a; Forrest et al., 2002). China adopted the former definition. 

The most common referral channel was the transferring of patients from CHCs to 

hospitals or from hospitals at lower levels to hospitals at higher levels59. In a samp

survey of secondary and tertiary hospitals in Sichuan, we found that 83% of referring 

patients went to hospitals at higher levels, compared to 14% going downwards. 

Meanwhile, 91% of referred patients came from health organisations at lower levels

while only 3% came from hospitals at higher levels (Liu, D. P., Li and Liu, 2001

Our centre has signed a contract with W district hospital. We referred

20 patients to W in the past, but none was referred back. Therefore, we have 

stopped referring patients to the district hospital. We are now looking for other

le 

 

). 

 about 

 

contractors in expectin at may benefit both. 

(assistant director, independent CHC) 

e city hospitals, provincial hospitals 

and the university hospitals, but they won’t refer patients back to us.  (president and 

 the 

                                                

g a real two-way referral system th

We have no contracts with other hospitals. If we encountered difficulties, we 

could refer our patients to the 1st city hospital or to others. We are considering the 

development of referral system. It’s not well developed yet. The so-called “two-

way” referral system is actually one-way referral. No patient is referred back. 

Many hospitals want our patients, including th

CHC director, district hospital) 

My questionnaire survey revealed that among the most recent encounters of

patients who saw doctors during the past six months, 4.1% (5.3% of those who attended 

public sector services at the district level and below) were advised by their doctors to 

seek help from other providers and 6.6% had been actually referred to other health 

providers for the visits. Excluding private clinics and pharmacies, where no patient was 

referred, the referred patients comprised 9.4% of the total patient visits. It seems that the 

referral rate reported here was comparable with that reported from primary care 

 
59 Referral activities within one organisation are not discussed here. For details about this type of 

referral, please see Chapter Six under the heading “Intra-organisational referral”. 
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providers of other countries. In the USA, between two and five per cent of office vi

to family physicians lead to referrals (Forrest et al., 1999a; Forrest et al., 1999b; Forrest 

et al., 2002). Forrest and colleagues (2003) found that the UK GPs are less likely to refe

their patients to specialists than their counterparts in the US. In Africa, 0.7% to 3% of 

sits 

r 

ary care clinics are referred (Franks and Clancy, 1997; Franks, 

ooney and S ; Fisher, 2002; Chan and Austin, 2003; Macintyre, Lochigan 

er, on at r

must be cautious. The definition and scope of ti cu

method (encounter based or per patient) employed in various studies were often 

est et 1999a; For t al., 1999 rrest et al., ). The 

graphic charac tics and pa  and severity of illnesses of the study population 

pose different referral needs (O'Donnell, 2000; Forrest and Reid, 2001). 

Patterns of service utilisation 

majority of these visits were first contacts of the episodes (91.8%) and without referral 

Distribution of clients60 in health organisations 

gly 

e 

Cs 

but who did not differentiate them from the hospitals. However, the share of the ‘health 

marketplace’ currently occupied by the CHCs was unlikely to exceed one quarter. Even 

in the community that was believed to be well served by an independent CHC, the share 

                                                

outpatients in prim

M orbero, 2000

003). Howevand Letipila, 2  the comparis  and interpret

 referral activi

ion of the refe

es and the cal

ral rates 

lation 

different (Forr al., rest e b; Fo  2002

demo

might also 

teris ttern

Of the 1041 questionnaire respondents, 18.9% (197) had ever seen doctors during 

the past six months. I investigated the details of their most recent episodes of care. The 

from other care providers (93.4%). 

The most recent contacts of residents with health institutions were overwhelmin

with hospitals (64.5%), with the remainder shared by private clinics, pharmacies and 

CHCs. CHCs occupied only a small part of the ‘health marketplace’. The CHCs 

accounted for 6.6% of the total contacts, even less than those visiting private clinics 

(17.2%) and pharmacies (12.2%). The actual share of client contacts by CHCs might b

greater taking into consideration the patients who visited the hospital affiliated CH

 
60 Here I use the term “clients”, not patients, because some residents saw doctors for preventive 

purposes. 
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of client contacts by the CHC (20.3%) did not exceed those visiting private clinics

(27.1%). The distribution of patient contacts across the health organisations showed that 

patients tended to use hospitals at the municipal and provincial levels or private clinics 

or pharmacies, although there were minor differences between communities (Table 4-2). 

 

ents 
.25, 

they 

Table 4-2.  Distribution of clients among different health institutions by communities61

The proportional distribution of clients (based on the most recent encounters of the pati
who saw doctors during the past six months) of the three communities were different (χ2 =16
p=0.012). 

Characteristics of clients attending community health centres 

In Chengdu, most clients attending CHCs were elderly and uninsured (according to 

the interviewees) but the characteristics of clients attending CHCs was significantly 

affected by the different circumstances of the different communities. The majority of 

CHCs in Chengdu did not cover the communities based on “work units”, since “

had already developed agreements with other care providers or established their own 

health institutions” (director, hospital sponsored CHC)62. But in Panzhihua, a highly 

industrialised city, most residential communities were managed by the industrial 

                                                 
61 Share of CHCs in patient contacts has been reported earlier. In this table, I do not report the CHCs 

separately from other health institutions because the vast majority of CHCs were attached to hospitals 
which could be at various administrative levels (although most or many may be at district and lower (eg. 
organisational) levels). 

62 Work units (Gong Zuo Dan Wei) indicate the organisations for which people work, including 
factories, companies, governmental agencies, schools and others. They usually offer a range of welfare 

 

Distribution of clients (%)  
 

 

Communities 
Number of 

respondents 
Public 

and lower 
level 

Public 

level 

Public 
organisation 
at provincial 
level 

Private 
clinics and 
pharmacies 

organisation 
at district 

organisation 
at municipal 

With hospital 97 
sponsored CHC 

14.4 47.4 15.5 22.7 

With 59 25.4 20.3 16.9 37.3 

Without CHC 41 24.4 22.0 19.5 34.1 
Total 29.4 

independent 
CHC 

 197 19.8 34.0 16.8 
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com

As 

ere 

of CHC clients were 

unin

panies and the majority of CHCs were also sponsored by company hospitals. 

Therefore, the company employees and dependents were the major clients of CHCs. 

estimated by the interviewees, some 50% to 90% of clients attending these clinics w

insured. But in the non-company based communities, uninsured clients still comprised a 

large proportion. In one CHC, for example, more than 90% 

sured. 

Managerial arrangements 

Staffing and staff relationship 

Staffing mix 

The number of staff working in the CHCs involved in this study varied 

considerably, ranging from three to 40, with an average of 21. However, this was not an 

accurate estimation, since many CHCs were built into the hospitals, which made th

identification of CHC staff very difficult.  

An average of eight GPs (1-18) and eight nurses (2-18) were working in each CHC

accounting for 73% of the total CHC staff. This might be an overestimate because 

PHWs were not included in some CHCs. According to the provincial policy of Sichuan

GPs were required to be allocated in proportion to the populations covered by the C

with one GP being responsible for 2,000 to 2,500 community residents (Sichuan Health 

Bureau, 2001). This represented a greater dem

e 

, 

, 

HCs, 

and for GPs than the national policy norm 

(1:5

 ratio 

urrent situation of human resources, 

keeping 

                                                                                                                                               

000) (MOH, 2000d). There is a big debate regarding the role of nurses and 

appropriate ratio between doctors and nurses in CHS63. Some experts recommended a 

ratio of as low as 1:8 to 1:12 (Lang and Li, 2002). But in reality the doctor nurse ratio 

was usually greater than 1:1. A survey in four municipalities found a doctor nurse

of 1:0.4. Lang and Li (2002) argued that given the c

a ratio of 1:1 to 1:2 is appropriate and practicable. 

 
benefits for their employees, covering accommodation, medical care, child education and superannuation. 

63  Nurses were required to be allocated in an appropriate ratio against GPs, usually ranging from 2:1 
to 1:2 (Shenzhen Health Bureau, 1998; Sichuan Health Bureau, 2001).  
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PHWs64 were the third biggest group of CHC staff. Managers held different

udes towards the PHWs. Many managers saw PHWs as part of their CHC staff, 

use “prevention is the priority for CHS” (MOH et al., 1999). In contrast, a few

itals retained an independent department to accommodate the PHWs, resulting 

ration of public health activities from CHC activities.  

 

attit

beca  

hosp in a 

sepa

 the employment of staff specialised in 

rehabilitation. In m

provided, w

doctors. None of the CHCs e

Staf

Other CHS staff usually included medical technicians and administrative staff. 

Among the interviewees, only one mentioned

ost CHCs, rehabilitation services and dietetic consulting, if ever 

ere offered by either nurses following the advice of doctors or directly by 

mployed social workers. 

f relationships 

GPs have been seen as the key staff responsible for CHS from the beginning of it

arance in China (MOH, 1998; MOH et al., 1999; MOH, 2000a). GPs were assumed

rganise and coordinate a wide range of comprehensive services addressing the 

munity health issues (Sichuan Health Bureau, 2001). However, in 

s 

appe  

to o

com the CHS included 

in this study, GPs focused mainly on clinical services at an individual level. Most GPs 

adop

e CHCs 

ke contracts with them. 

ted a pattern of working, similar to that in hospitals, putting a strong emphasis on 

physical diagnosis and prescription. My questionnaire survey revealed that about two 

thirds of consumers who had seen doctors in the last six months received services 

associated with the above activities, showing no difference between organisations 

except for the private settings. 

Nevertheless, as reported by the interviewees, some GPs were working more 

actively in their communities than their hospital counterparts. For instance, som

assigned community responsibilities to individual GPs, requiring them to organise and 

direct community activities. Some GPs advertised themselves in order to attract 

community residents to ma

The communities are assigned to each GP. The GPs arrange community 

activities by themselves. We require them to work in clinics in the morning and go 

                                                 
64 Public health workers include a whole range of full time workers engaged in public health 

activities. They can be public health doctors, nurses, or other health professionals. 
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to communities in the afternoon. For example, if I am in charge of the 10th  

residential committee, I will collect information about the community and record all 

 

w born babies. I think it’s a waste of human 

es. I complained to the management 

committee. I said that I did not play a role in organising activities. I spent most of 

ng 

e GP does not enjoy the position it deserves, in 

ld 

activ

es directly. Nurses worked as a group, sharing 

nurs

in deciding their own activities, provided that they 

followed the GPs’ advice. 

If a doctor can not come to work, I may take his/her contract patients [……]. 

Nurses are not completely involved in family management. They still focus on 

outpatient clinics. Sometimes, we will suggest some community activities to them. 

(GP, independent CHC) 

sorts of clients, such as patients with hypertension, disabilities, diabetes, and 

mental illness, and women in pregnancy or with new born babies. Then, I will 

arrange home visits to them. (assistant director, independent CHC) 

However, GPs did not always have the authority to organise and arrange necessary

resources for planned community activities. 

We do not organise activities in communities. The prevention and child care 

activities are independent from ours [……]. We have to do surveys and pay home 

visits, including visiting mothers with ne

resources. A lot of things can be done by nurs

my time in details. The nurses actually can take the responsibilities of managi

contracted communities [… …]. Th

terms of incomes and roles. The GPs should play core roles in CHCs. They shou

plan and organise community activities. (GP, independent CHC) 

Nurses played a similar role to that in hospitals, working with individual doctors. 

They followed doctor’s advice and gave treatments to patients. However, the individual 

ities of nurses were administratively managed by the charge nurse. Doctors were 

not authorised to arrange nursing activiti

ing responsibilities. One nurse might take advice from all doctors in relation to a 

particular activity, such as giving intravenous drips. In fact, the nurses were too busy in 

giving medicines (in particular managing intravenous drips) to pay attention to other 

activities. If a GP needed a nurse to accompany them for home visits or other 

community activities, they usually negotiated with the charge nurses. In this sense, the 

nurses were relatively independent 
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PHWs usually did not rely on GPs’ advice. They implemented tasks delegate

the PHIs. GPs rarely participated in the public health services. 

Diagnostic and pharmacy services were important components of CHC operations. 

However, the CHCs rarely employed pharmacists. The dispensing of drugs was usually 

done by clerks, nurses, technicians or even GPs. In one CHC, for example, one staff 

member was appointed to be in charge of both laboratory tests and pharmacy servic

With regard to the diagnostic services, as explained by some managers, because the 

demands for those services were not so high, some CHCs let the doctors or nurses to 

take over these jobs. This i

d from 

es. 

ndicated that GPs were less reliant on medical equipment 

than

urban employed, the outpatient services were 
65 that needed regular and 

expe ninsured). 

 

 

 their counterparts in hospitals. 

Financing (paying) community health services 

There were three main financing mechanisms through which the costs of the 

various CHS activities were covered:  

1. Fee-for-service for clinical components: User payment was the main source 

covering clinical services. For the insured 

covered by the IHSA. Meanwhile several defined diseases

nsive outpatient services were covered by the SPF (or user payment for u

2. Project funding: The public health services were usually funded through the PHIs, 

depending on the populations serviced. 

3. Mixed funding sources for planned community activities: Per capita government 

funding (eg. ¥ 0.5 yuan in Panzhihua and Tianjin (Yang, W. X., 1999b)) or fixed budget

could be used to compensate the costs of planned community activities. Most CHCs also 

sought for financial supports from hospitals. Other sources included contract fees and 

sometimes user payments. Obviously, there was no single funding source to fully cover

the planned community activities. 

                                                 
65 The outpatient services covered by the SPF include: radiative or chemical therapy for cancers, 

dialysis for renal failure, anti-rejection therapy for renal transplant, chronic leukaemia, aplastic anaemia, 
Parkinson’s disease, systemic lupus erythematosus, hepatocirrhosis, schizophrenia and other outpatient 
services for the diseases t
three months (Chengdu Bur

hat may cost more than 15% of the annual average salary (in Chengdu) within 
eau of Labour and Social Insurance, 2001). 
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The

gove

arra y showed that in most cities 

(68.9%), hospitals provided sa

cities also paid salaries of the commun

(Yang, H. et al., 1999b). Hospital inv

resources. E

financial supports to C

(Wu, G. Y. et al., 1999b). 

ith a set of GP 

diagnostic instruments and a computer, as well as 0.5 yuan per capita budget funding to 

tivities. In Chengdu, a fixed amount of funding from 

three-levels of health authority was expected. A few CHCs had got 20,000 yuan budget 

supp

 

ss common financing sources included private investments and 

inter

re 

ctly 

at CHS could make profits). 

Som  

 

d 

t 

 CHS staff were usually salaried by hospitals or CHCs themselves with 

rnmental subsidies or by the enterprises for enterprise-attached CHC staff. This 

ngement was obviously a national wide model. A surve

laries for their community health workers. About 16% of 

ity health workers from governmental funding 

estment accounted for a majority of financial 

ven in Shanghai, where governments were believed to provide profound 

HS (eight yuan per capita), 63% of funding came from hospitals 

In Panzhihua, the municipal health authority provided every CHC w

support the planned community ac

ort from the municipal health authority and co-investment of 10,000 and 10,000-

20,000 yuan from the provincial and district health authorities, respectively. However, 

these were not regular yearly budgets, not every CHC being able to get the same

supports. 

Other le

national funding projects. Private investment in CHS took various forms. For 

example, a real estate company provided a building for one CHC (perhaps as a way of 

marketing to attract purchasers). One community pharmacy spared three offices for a 

CHC (which would of course make it more likely that prescriptions from that CHC we

dispensed in that pharmacy). There was also a private investor who put money dire

in the development of CHC (apparently in the expectation th

e international funding resources also expressed interests in CHS. In Chengdu, a

CHC got Canadian investment to purchase medical equipment, to decorate offices and 

patient wards, and to install computers (Dobie, 2001). The China Medical Board of New

York Corporation supported two urban community based health projects in Sichuan an

Heilongjiang respectively. In 2001, the UK Department For International Developmen

initiated an urban poverty program focusing on improving the access by urban poverty 

residents to health care. AusAID was also involved in policy development for CHS at 

the provincial level. 
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 A private boss invests some money in our centre. He is interested in the name 

of CHS. He is also a medical practitioner and he finds that we can balance our 

mes, the 

ore, 

There was a strong feeling among the interviewees that CHS were responsibilities 

 the central government had been aware of the complexity 

and difficulties of CHS, and hence incl

h 

ation authorities. It is a governmental behaviour. The governments know that 

CHS have no financia

There exist three parallel hierarchical structures within the health system in the 

delivery of services associated with CHS functions: hospitals, EPS (or CDC), and MCH. 

They are governed by the Department of Medical Affairs (DOMA), the Department of 

Disease Prevention and Controls (DODPC), and the Department of MCH (DOMCH) 

respectively. Due to the hospital origin of CHCs, the CHS had been governed by the 

DOMA until recently when the DOMCH took over the responsibility and was renamed 

as “Department of Basic Health Services and Maternal/Child Health” (I will maintain 

the abbreviation DOMCH to represent the new department). Besides the health system, 

the Family Planning Committee is responsible for birth control and the Ministry of Civil 

budget. (assistant director, hospital-sponsored CHC) 

Our offices are provided by the pharmacy next door. After prescriptions, 

patients can buy drugs at the pharmaceutical retail in the next door. Someti

patients may go to other retail pharmacies to buy drugs, such as the drug 

warehouse, at a cheaper price. We don’t instruct the patients, however, most 

patients would prefer to buy drugs in the next door, because the drugs we 

prescribed are usually not expensive, the volumes are not big either. Furtherm

our priority is home based services. (GP, hospital-sponsored CHC) 

Relationship with governments 

of the governments. Although

uded other governmental departments in 

developing relevant policies, CHS were still often seen as exclusive to the health 

authorities.  

Community health, people think, we think, that it’s a governmental behaviour 

[……]. However, the governments don’t really take this seriously, except for the healt

and educ

l revenue. For the businesses with good financial revenue, they 

will pay extra attention. For the business without financial revenue, no one cares. 

(president and CHC director, district hospital) 
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Affa , 

om 

u and 

. 

 

able autonomy in deciding what 

CHS to d

the d

dece

gain 98, PP. 

200-8). 

hosp lish 
67.  

irs takes charge of community development and social support and care for elderly

poor, and disabled. 

While hospitals are increasingly dependent on user payments (MOH, 2000b), 

governments are paying more attention to ‘steering’ health service development rather 

than ‘rowing’ the activities. However, CHS were more tightly regulated by the 

governments than other hospital activities. For example, there was a CHC which was 

directly managed by the health authorities. A board of directors including members fr

the provincial health bureau, the municipal health bureau, the district health burea

the SAOs was established, focusing on the issues of service delivery model, fiscal 

management, and preventing the CHCs from becoming small hospitals. As described 

before, the scope and procedures in delivering CHS were well defined by government

The health authorities were directly involved in financing and evaluating CHS and

training the CHS workforce. 

Relationship with hospitals 

Hospitals (or independent CHCs) enjoyed consider

eliver and how as long as they followed governmental regulations, including 

efined range of services66. This represents a general trend of devolution and 

ntralisation in the health delivery system. In the past two decades, hospitals have 

ed greatly increased autonomy in deciding professional activities (Pei, 19

In Panzhihua, all hospitals were encouraged to develop CHS including the tertiary 

itals. Although the tertiary hospitals in Chengdu were not encouraged to estab

CHCs, some had already done so without explicit rejection from the health authorities

                                                 
66 Sometimes,

more freedom in ar
 the governments could encounter struggles from the health organisations to demand 
ranging services. For example, one CHC which had been originated from a MCH 

instit beyond the range of CHS 
activities defined by the municipal health authority) despite the fact that the nature of this institution had 
been chan

Refo

ution tried very hard to maintain the right to perform abortions (which was 

ged. 
67 The new CHS policy allows all health providers to be involved in CHS (MOH, Office of System 
rm of State Council, State Planning and Development Committee et al., 2002). 
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The hospitals invested, planned and directed CHS and ensured a certain standard

and quality of CHS activities, such as uniform requirements for health contracts or 

baseline surveys. In most cases, the CHC was con

 

sidered as one department of the 

hospital.

Som

clos are, 

a few

Care

hosp s the head of the Hospital Administrative 

Office; another CHC director was the hospital president. Theoretically, the CHCs could 

arran e 

 

 of all 

rs 

and CHC director, district hospital) 

Relation

desi

Con

The ers, 

supp

Bure

 Contracts with individuals or families 

This was the biggest group of contracts. The HCAs could be based on individuals 

or families depending on the policy of each CHC. The negotiation was usually made 

 Usually, one of the hospital presidents was appointed to be in charge of CHS. 

e hospitals set up a CHS office to provide guidelines for the CHCs. Because of the 

e relationship and overlap of CHS functions with the Department of Preventive C

 hospitals put the CHCs under the supervision of the Department of Preventive 

. Occasionally, the CHC directors also took senior management positions in 

itals. For example, one CHC director wa

ge their own CHS activities given the condition that these activities fell into th

scope defined by the local health authorities and hospitals. But actually the CHC 

development was constrained by the resources available through the hospital.  

As owners and supervisors of CHCs, hospitals also played the roles of coordinators 

to facilitate collaborations between various departments within hospitals and to 

negotiate with other stakeholders outside the hospitals. 

We adopt a strategy of teamwork in providing CHS. It’s hard to tell who are

community health staff and who are not. The hospital arranges the activities

doctors and balances the hospital activities and community activities. The docto

pay home visits by turns. (president 

ship with communities: contracts 

Each CHC was designated as servicing a certain geographic catchment. This 

gnation applied only for public health projects and planned community activities. 

sumers were not restrained in seeking medical help or first contact help from CHCs. 

 HCA was developed as a means of keeping long term relationships with consum

orting GPs’ first contact role, and ensuring the continuity of care (Sichuan Health 

au, 2001). 

My interview revealed three approaches and forms of HCA. 
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betw

services or health education lectures. Consumers were free to choose whether or not and 

with whom

sfied with the current contract doctors. 

(assistant director, independent CHC)  

exam

mat

rate

exam

whi ics. 

For 

requ

only entitled to free consulting services. They had to pay full fees for the drugs, 

materials, equipment investigation and laboratory tests for which the 60 yuan HCA 

members could enjoy a discounted fee. 

with us, 

he could get telephone counselling to assist him keeping healthy. We had explained 

that it is impossible for us to pay home visit or deliver any services at his home, but 

he could enjoy other services as a contract client, including health education. I 

think he intended to make friends with us and wished us to help him in building self-

care capacity. If he prepares some medicine at home, when his family member is ill 

at midnight, he will not necessarily visit any health institutions. Instead, he can call 

een GPs and consumers during the home visits in baseline surveys or outpatient 

 they would like to sign the contracts. 

We assign several communities to each doctor so that the doctors can organise 

activities in their responsible communities. However, the patients do not necessarily 

sign contracts with the doctors who are in charge of their communities. It is the 

patients who choose whom they would like to sign contracts with. They can even 

change contracts to others if they are not sati

Contracting community members could enjoy free consultation, free physical 

inations, free home visits (or discounted fees), and discounts in the prices for 

erials and medical services. The frequency of these free services and the discount 

s depended on the levels of the contract fee and the policy of each CHC. For 

ple, in one centre, a 40 yuan contract covered the cost of monthly home visits, 

le the 60 yuan contract included additional free physical examinations in the clin

the 80 yuan contract, there was a promise of instant home delivery of services when 

ested. In another centre, the patients who had only signed a ten yuan HCA were 

Most of our contract clients live nearby, except one who lives very far away. 

This is a man working nearby. He saw doctors in our centre for one or two times. 

He thought that we offered good quality services, and if he signed a contract 
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us for suggestions. The problems may possibly be solved at home. (GP, independen

CHC)

t 

 

t 

nuary, when they 

were preparing to set up a clinic, we di e issue with them (expressing our 

rve thi y). They thought we gave a good idea, because of 

outreach services. At that time, there were a total of 80 fami ; all c from

yang Sci  Town, and were re  cadres. We vi  com ty t a 

quired, we can pay home visi  any time. They also p t  

centre. (assistant director, independent CHC) 

 Contract 

Some CHCs were contracted by the SAOs to take care of the old elderly (aged 80 

a  el erty an thout family supports who were eligible 

to enjoy the social ed to e responsibilities of the DOCA. 

                                                

68

 Contract with communities 

Occasionally, the HCAs were made between the CHCs and the communities, 

especially for the communities exclusively designed for the dwelling of elderly. Most of

these communities were built by military authorities or industrial enterprises to provide 

accommodations for their retired senior officials or cadres, and were named as “gan xiu 

suo”. 

We signed the contract with a gan xiu suo, it’s a contract with a community. 

We provide outreach clinical services for the residents in that community. If they se

up a clinic by themselves, that would cost a lot. Therefore, in Ja

scussed th

intention to se s communit

the low distance to our centre, good equipment in our centre, and moreover, our 

lies ame  

Mian entific tired sit the muni wice 

week. If re ts at can pop u o our

with SAOs 

nd over) or the derly living in pov d wi

 welfare69, which us  be th

 
68 The story refle lanced developme  CHCs, in terms of distrib y 

of provided; ( rom residents not l met; (3) potential for rther d pment
c

69 Those elderly me resources ility of working, a o fami port  
three nos) are called  “ o Hu” (Five Guarantee Households), which mean at the DOCA prov
supp  
regulations for assistance to rural “Wu Bao Hu” d in 1994 (State Council, 1994). Since 1999, 
the u s 

cts: (1) unba
ands f

nt of  both ution and qualit
 services 

ontracts. 
2) dem  wel  fu evelo  of 

who hav
Wu Ba

e no inco , no ab nd n
s th

ly sup s (the
ides 

orts to these elderly in five aspects: food, clothing, accommodation, medical care, and funeral. The
 were revise

rban areas have adopted a minimal living allowance policy for the residents with the characteristic
of “the three nos” (State Council, 1999). 
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For most CHCs, the contracts did not exceed 1000, which comprised less than 5% 

of the total community population. My questionnaire survey revealed that 3.5% of 

community residents made HCAs with health organisations (2.8% were signed with 

distr ree 

o 

y 

 
gnificant associations with contract rate 

ict hospitals and CHCs). The contract rates varied considerably between the th

communities. As viewed by some interviewees, it was associated with the efforts of 

health providers. The χ2 test showed that the elderly, retired, well educated, families 

with pre-school children, government employees and core families were more likely t

sign HCAs. However, when I controlled the confounding factors using the binary 

logistic regression analysis, only families with pre-school children, people with tertiar

education and core families remained as main factors that significantly impact the HCA 

rates (Table 4-3). Surprisingly, it seemed that the current health status such as chronic 

conditions and income levels did not correlate with the HCA rates. 

Binary logistic regression 

Table 4-3.  Respondent’ characteristics associated with contract making behaviour 
(n=1041) 

Chi-square analyses were performed first to determine which respondent characteristics 
were associated with differences in the contract rates (* p<0.05; ** p<0.01; *** p<0.001). Only
those respondent characteristics that showed si

Characteristic of 
respondents 

Categories 
Contract 

rates 
(%)  βCoefficient  Odds Ratio p 

 Community*** With independent CHC 15.3 4.08 59.35 .000 
 Others 0.36 — 1.00 — 
 Family* Core 4.7 1.17 3.21 .010 
 
 Oc 27 
  
  
  
  
 
 Em
  
  
 
 Ed six 18.4 2.64 13.97 .014 
  Primary or less 4.3 .90 2.46 .100 

 1.77 5.89 .018 
— 1.00 — 

 Age*** 0-14 7.7 .85 2.35 .419 
  

 

Others 2.3 — 1.00 — 
cupation** Retired 6.7 .62 1.85 .5

Unemployed 2.7 .62 1.86 .559 
Worker 0.5 -1.28 .28 .370 
Rural immigrant 4.1 .11 1.11 .890 
Manager and cadre 1.9 -.68 .51 .560 
Children and student 4.5 — 1.00 — 

ployment** State-own enterprise 3.4 .45 1.57 .551 
Governmental agency 10.3 .98 2.66 .220 
Other enterprise 0.5 -.54 .59 .659 
No employer 3.9 — 1.00 — 

ucation*** Children under age of 

  Tertiary 7.1
 Secondary 1.4 

60 and over 6.3 .47 1.61 .378 
 15-59 1.6 — 1.00 —
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diffe

A was more likely to be associated with the 

awarenes ty 

of th re 

more likely to care about their own health. Financial difficulties were at least not the 

only reason for the low HCA rate. Actually, most interviewees believed that the member 

fee for HCA was quite low compared services defined in the contracts 

and the average income of the community residents. Most CHCs charged 40 or 60 yuan 

for a

come 

ay of making profits; instead, it was 

cons

t. 

nstant home services 

 

rged. 

 home 

ing. (president and 

underpinning MCH care were similar to those of CHS (Xiong et al., 1996). Another 

reason for the MCH institutions to sponsor CHS was that they had appropriate clinical 

capacities. Actually, some MCH institutions have been categorised as hospitals in the 

national health statistics reports (MOH, 2000b). By contrast, the EPS (or CDC) rarely 

set up CHCs. 

rences were included in the regression analysis. (Thus sex, marital status, insurance income 
and the presence of a chronic condition were all omitted at this point.). The overall predictive 
model was statistically significant (model χ2 =137.8, p<0.001). 

Obviously, the signing of the HC

s of consumers of their health. For example, children were usually top priori

e core family under the “one-child-per-family” policy. Well-educated people we

 to the binding 

 one-year contract, with a few exceptions of lower (5 or 20 yuan) or higher (80 or 

90 yuan) charges. According to the recent statistical report, the average annual in

of urban residents in Sichuan was 5,894 yuan (Sichuan Statistics Bureau, 2001). The 

interviewees rarely saw the contract itself as a w

idered as an important strategy to attract or keep patients and contribute to the 

revenue produced through clinical services.  

We used to charge 60 yuan for one contract, but it’s too low to meet the cos

We have so many works to do, such as home visits and i

required by phone call without extra charges. Therefore, we increased the charge to

90 now, with the same policy. Only the costs of medicine and treatment are cha

It’s better than the 60 yuan contracts in some other centres, they will charge

visits. Actually, the patients pay more than our 90 contracts. Once they charge one 

more fee, it will over 90 yuan. We are based on the not-for-profit price policy, it’s 

not expensive [……]. We can’t afford long term deficit financ

CHC director, district hospital) 

Relationship with public health institutions 

Many MCH institutions had established CHCs. The philosophy and principles 
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Most CHCs employed PHWs to deliver public health services70. They implem

the tasks des

ented 

igned and planned by the PHIs. The PHIs organised and coordinated the 

publ

g certain designated communities. 

 

 led 

ning the CHS 

prog

ic health services and were responsible for ensuring an appropriate coverage and 

quality of these preventive services. 

In terms of connection with EPS, we have to report communicable cases to 

them and accept their examination on the reporting cards. (director, enterprise-

sponsored CHC)  

Conclusions 

This chapter has examined the strategies and approaches adopted in Chengdu and 

Panzhihua in developing CHS. These strategies have also been commonly used 

elsewhere in China, representing an attempt of changing the hospital-dominant health 

system into a PHC-led one (Wu, X.Y., 1999b). 

Governments at different levels are trying to re-instate and strengthen the roles of 

primary (and secondary) hospitals in delivering community-based PHC and weaken 

their functions in delivering specialised services. Those hospitals are encouraged to 

establish CHCs, servicin

The community health issues are supposed to be addressed through comprehensive 

CHS programs covering six functions including the planned community activities. 

Despite the comprehensiveness of CHS, a single hierarchical structure had been 

developed to manage the delivery of CHS. The DOMCH within the MOH is responsible

for managing CHS. As I will discuss later in Chapter Five and Chapter Six, this has

to difficulties in coordinating services across different providers. 

Since the CHS are heavily dependent on the highly autonomous hospitals, 

government authorities have been more directly involved in gover

rams in order to steer the direction of CHS. Most of the governmental efforts have 

focused on the planned community activities. The common instruments used by the 

health authorities in guiding and directing the CHS activities have included funding 

                                                 
70 Payment mechanism for the public health workers in hospitals is usually different from other 

hospital staff. They are generally fully paid by governments while the hospitals paid a large part of the 
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projects, CHC licensing, training and registration of GPs, and accreditation and 

evaluation. 

Through the tight control by government, a universal mode of CHS (as shown in 

Figure 4-7), had been developed throughout China (Dong, Y., 2001b). This universal 

mode might reduce the variance of CHS practice and prevent the CHS programs from 

going into the undesirable orbits (such as small hospitals). However, it could be counte

productive. The local health issues might not be appropriately responded to (see details 

in Chapter Five). 

r-

The CHS are highly professionalised, with GPs playing a dominant role. From the 

very beginning, the CHS have put a very strong emphasis on clinical functions. The GPs 

were supposed to provide easy access and financially affordable medical services to the 

community residents. A two-way referral system was to be developed between CHCs 

and hospitals (Chinese People's Political Consultative Conference, 1998; MOH et al., 

1999). Although the governments had realised that the comprehensive functions of CHS 

could only be completed through teamwork, only GPs and community nurses were cited 

as core CHS staff (MOH et al., 1999; Sichuan Health Bureau, 2001). Meanwhile, nurses 

and other CHC members (not including the PHWs) are heavily dependent on the GPs in 

determining their work. 

CHS comprise a very small share of the primary health care market. My finding in 

this respect is consistent with the results of the national health surveys. The two surveys 

conducted in 1993 and 1998 showed that 62-63% of urban outpatient services were 

provided by hospitals at district (or county) level and above. Meanwhile, the share met 

by private clinics increased from 6.2% in 1992 to 10.1% in 1997. While the CHCs 

(street health centres) maintained an unchanged market share of outpatient services (6.4-

6.5%) in large cities, the share of community based health stations dropped down from 

11.0% to 8.4% (Health Information Centre, 2000; MOH, 2000c). 

HCAs have gained high appraisal from academia because of its encouragement of 

preventive services and continuity of medical care (Wu, G.Y. et al., 1999a; Wang, W. J. 

et al., 2002c). It was also thought to be a feasible channel for financing the planned 

community activities and a medium for encouraging medical practitioners to step out of 

                                                                                                                                                
total remuneration of the others. 
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their offices and work in the commu  J. et al., 2002c). However, the 

development of HCAs has been impeded by the medical insurance policy, the quality (or 

perceived lack of quality) of community health practitioners, the lack of awareness of 

rates are common all over China. Even in the relatively developed areas, the contracts 

only covered 1.2-6.2% of families (Wu, G.Y. et al., 1999a; Wu, X. L. and Qiu, 1999) 

altho 0 

nities (Wang, W.

health of consumers, and the economic situation (Wang, W. J. et al., 2002c). Low HCA 

ugh occasionally, one CHC might have several thousand contract clients (eg. 220

in a Zhejiang CHC) (Zhang, D., Jin and Zhao, 2000; Wang, W. J. et al., 2002c). 
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Chapter Five 

RFORMANCE OF COMMUNITY HEALTH SERVICES 

The main goals of the CHS reforms are to re-emphasise PHC, to contain rapidly 

g medical costs, to improve the efficiency and quality of health s

5. PE

risin ervices, and 

eventually to improve the health of the community populations. In this chapter, I 

eval

y 

f 

ve 

ile the 

es than community activities and preventive components that would generate less 

or no profits. This finding is consistent with other studies conducted elsewhere (Xu, P. F. 

et al., 1997). Yang and colleagues (1999b) found in a national survey that the most 

frequently reported activities in CHS are outpatient services (87%), home based medical 

services (84.8%), and hospital-in-the-home services (87%). 

We can only balance our budget by selling drugs and bringing in money by 

providing treatments to patients. We can also make profit from providing preventive 

uate the performance of the CHS system against these goals. This includes both the 

performance of PHC services as local institutions and GPs’ practice performance. M

findings are organised under the following headings: orientation around population 

health needs; efficient use of resources; quality of individual medical services; 

integration of provision; and development performance. 

Orientation around population health needs 

Since population health status is determined by a broad range of factors, many o

which lie beyond the immediate reach of the health system, most of the measures I ha

used to assess the contribution of CHS to population health are “structure” and 

“process” indicators. The former refers largely to the availability of services, wh

latter includes the activities and programs organised and the actual use of services by 

consumers (Starfield, 1994a; Cassady, C. et al., 2000a). 

Priorities were revenue-led rather than need-led 

The hospitals and CHCs did not give attention to community-level activities that 

could not generate revenues. GPs were much more focused on individual clinical 

servic
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services. Child care is xamp  w 0 c n

immunisation costs for the child up to three years old. We also charge material fees 

when the child receives the immunisation. Although the p ofit eac

 not high, th e a

out polic rt in the re. We expe e clas tio or-

rofit institutions may be of benefit to us. If the policy put the 

armacies in a disadvantaged position71, that will benefit to us. We 

targets of their CHS programs, despite these being highlighted in the government 

docu

mes 

ng, 

s and more 

 of 

ang, 

 or 

 other regions in China (Xie, Y. L. et al., 2002b) (Table 

5-1). 

 an e le where e can charge 7  yuan to over pla ned 

each time r from h 

service is e total amount is not a small number [... ...].   W re 

concerned ab y suppo  futu ct th sifica n of f

profit and non-for-p

commercial ph

can only think so. (assistant director, hospital-sponsored CHC) 

Aging related health problems were cited by many interviewees as a great challenge 

to CHS, in particular, chronic conditions. While chronic conditions were seen as a 

priority, none of the interviewees identified behaviour and lifestyle problems as priority 

ments (Sichuan Health Bureau, 2001). Lifestyle risk factors such as smoking, 

alcohol intake and lack of physical exercises are widely prevalent and contribute to 

many chronic diseases and could be reduced through health promotion and community 

participation at the primary care level, leading to improvement of the health outco

(Berrios et al., 1997). My questionnaire survey showed that the lifestyle risk factors 

were common. Among the men of over 15 years old, more than 60% were smoki

while 22.6% reported drinking everyday, similar to other Chinese population

prevalent than the western countries (Berrios et al., 1997; Chinese Academy

Preventive Medicine et al., 1997, p. 22; Yang, G. et al., 1999a; Yang, Y. and Hu

2000). Moreover, 32.6% of community residents did not participate in any exercises

vigorous activities at work or during household duties; 20.3% of community residents 

were over-weight according to the recent released criteria of body mass index 

(weight(kg)/height(m)2) (Xing, 2001; Xie, Y. L. et al., 2002b), with about 3% obesity72, 

similar to the prevalence rate of

                                                 
71 Commercial community pharmacies are seen as main competitive rivals of CHCs because the 
r revenues of the CHCs come from selling pharmaceutical products. majo
72 The cut-off point used here is 24 for overweight and 28 for obesity (Chinese national criteria), 

which is different from the cut-off points of WHO’s (30 for obesity) (Berrios, X., Koponen, T., Huiguang, 
T. et al., 1997) and other studies (25) (Aday, L. A., Youssef, A., Liu, S. W. et al., 1994). 
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Ta s 

 
or tw ys a week” as “daily or often”. 
Phys uties were not presented by sex, 
because there was no significant difference in the frequency of these behaviours between males 

he 

e 

efore the implementation of the CHS programs, the dentists were rarely seen 

as a mem

, URI, 

inflammation of digestive tract. These cases account for a large proportion of our 

iseases and abortion [... ...]. URI 

                                                

ble 5-1.  Frequencies of health risk factors among community residents over 15 year
(%, n=921) 

Frequencies of drinking were classified as follows: less than once a week as “rarely”, “one
o days a week” as “occasionally” and “three or more da

ical exercises or vigorous activities at work or household d

and females.73

The interviewees reported a corresponding disease pattern among CHC clients. T

majority suffered from the common cold, digestive problems and chronic illnesses 

including hypertension, chronic obstructive pulmonary diseases (COPD), and diabetes. 

This reported pattern was slightly different from the pattern of problems that th

community residents cited as needing help for. A baseline survey conducted in one of 

my selected communities revealed that the five most prevalent conditions were: 

common cold, COPD, dental diseases, stomach and digestive disorders, and 

musculoskeletal diseases. Moreover, the patients with dental problems and 

musculoskeletal diseases were most likely to see doctors (Chen, B. W., 2000a). 

Obviously, these two problems were not main targets of the CHS programs. Many 

newly established CHCs were not equipped with dentists or dental equipment. Even in 

hospitals or hospital-affiliated outpatient clinics where dental services had been 

provided b

ber of the CHS team. 

Most of the patients attending our clinics are patients with common colds

or acute periods of chronic bronchitis; then followed by cholecystitis and acute 

patients. Others include gynaecological d

 

). 

Beh Have 

73 See appendix A for more details about the questions asked in the questionnaire survey (Q1 to Q6

aviour Sex Daily or 
often 

Occasionally Rarely Never 
quit 

Smoking Male 51.7 10.4  31.8 6.0 
                  Female 5.3 5.5  87.4 1.8 

k alcohol Male 27.0 7.4 12.7 51.6 
                        Female 4.5 0.2 4.1  91.1 0 

al exercises or 
ous activities at work 
usehold duties 

 25.1 13.2 28.7 33.0 

Drin 1.2 

Physic
vigor
or ho
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comprises about 60-70% of all the cases in the outpatient clinics. We usually 

prescribe some drugs for the patients. If the symptoms are severe, with high white

blood cell, we also give intravenous drips. The so-called URI includes patients with 

bronchitis, we have many patients with bronchitis in the outpatient clinics. If the 

patients have pneumonia, we will refer the patients to hospitals if they are willing to 

do so [……]. We also have many COPD patients who come here for intravenous 

drips. We don’t use steroids too much to improve symptoms. We have some c

to use steroids. Generally, we will control the infection first, if the patients have 

asthma, we can use some steroids, but usually doesn’t exceed three days. We don’t 

use s

 

riteria 

teroids for long periods (GP, independent CHC) 

Loc

des guidelines for planned community activities 

(see Figure 4-7 in Chapter Four), the CHS ents. 

“We do organise activities in the communities, including health education, but none is 

based on the evidence derived from the baseline surveys.” (assistant director, 

onducted 

by m

t. 

ities did not support our surveys. But once we organised 

lectures focusing on their most prevalent problems, such as cerebrovascular 

ector, hospital-sponsored CHC) 

Vuln

al issues were not adequately addressed 

Although the government provi

were rarely directed by needs assessm

independent CHC). As described in Chapter Four, community surveys were c

ost CHCs, but community diagnosis was rarely done. As a result, most community 

interventions were predefined rather than derived from the community assessmen

Without consecutive actions targeting the local needs and demands identified through 

baseline surveys and community diagnosis, those activities became almost meaningless. 

Moreover, community residents felt unhappy to be surveyed because they did not see 

any real benefit from participating in the surveys. One manager commented that giving 

attention to local needs was an effective means of getting the acceptance of community 

residents. 

 Some commun

diseases, we were welcome almost immediately. (dir

erable populations were not targeted 

Clinical services were oriented to compete for paying consumers because the 

incomes of CHC staff were directly associated with the revenues generated from the 
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clinical services (see discussions in Chapter Six). Community activities were also quite 

commonly managed as marketing strategies for attracting paying clinical customers

Therefore, some vulnerable populations such as the uninsured people with low incomes 

and rural migrants were neglected. Meanwhile, the public health projects and planned 

community activities also rarely covered rural migrant workers due to the restrictions of 

the residential permit system. The per capita-based government funding usually did not 

include provision for rural migrants. Similar situations have been reported from 

elsewhere in China, impeding improvements in access to medical care (Gan et al., 199

Jiang, X. P. et al., 1999; Wu, Y. F. et al., 1999c; Zhang, B. Y. et al., 1999; Zhang, H

2001a). 

We have surveyed more than 40,000 community residents. Almost all of the 

residents in the community were covered, except for the rural migrants. (director, 

enterprise-sponsored C

. 

9b; 

. Q., 

HC) 

ffi  o es

stment in the already over-supplied urban health system 

e over-resourced situation in urban China, the advent of the CHS policy 

estment in primary health car lities for urban communities. 

cially in the municipalities where primary hospitals  not been well preserved, 

suc s 

been well preserved, there were also some new investments being put in the 

ary hospitals 

re new venues (Yang, H. 

Q., M

hospitals, often not for the purpose of specialist services, but instead, for the purpose of 

accessing “high quality” primary care services. My questionnaire survey revealed that 

while more than 50% of the respondents who had seen doctors in the past six months 

E cient use f resourc  

Additional inve

Despite th

led to further inv e faci

Espe  tier  had

h as in Chengdu, the hospitals or local health authorities had to invest on new venue

and facilities (CHCs). Even in the few municipalities where primary tier hospitals had 

communities. For example, a survey in Shanghai showed that 71% of prim

had established more than two CHCs, among which many we

ao and Ni, 2000). 

Patients attended tertiary hospitals for primary care 

Residents frequently sought medical help from the municipal or provincial 
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had attended hospitals at municipal and provincial levels, only 21% of them ha

specialist services (Table 5-2)

d sought 

nd 

ducted 

s 

n of 

9% in 1997, while the proportion provided through tertiary 

hospitals increased from 43.3% to 47.9% (MOH, 1995; Health Information Centre, 

ing also demonstrated that among the elderly 

patie t 

Table 5-2.   stitutions 
erent specialties was based on the most 

recent encounters of those respondents who had attended doctors during the past six months. 

 

al 

                                                

74. Obviously, a large proportion of consumers were 

attending tertiary hospitals for primary care, leading to overuse of tertiary resources a

underutilisation of PHC resources. This finding is consistent with the studies con

elsewhere. Dai (2000) estimated that only 50% of patients who visited tertiary hospital

needed specialist care. National health surveys have demonstrated that the proportio

outpatient attendances provided by district hospitals in large municipalities decreased 

from 21.7% in 1992 to 13.

2000). One study conducted in Beij

nts who sought medical help, more than 50% of the patients attended hospitals a

municipal and higher levels; only 3.6% of the patients attended CHCs (Wang, H. Q., 

Zhang and Yang, 2002a). 

Distribution of patients across different specialties by health in
The calculation of share of patients (%) by diff

Low work efficiency of community health practitioners 

The small market share of the CHCs was not the consequence of the 

maldistribution of workforce. In fact, my survey sample was intentionally biased to the

communities where the CHS programs had been well-developed. Moreover, the clinic

workloads of GPs were generally much less than those doctors who were working in 

  Share of patients by different specialties (%) 
Institutions Number of General 

respondents medicine 
Internal 
medicine 

General 
pediatrics 

Sub-
specialists 

Total 

Public orga
at dist
below

100 nisation 
rict level and 
 

39 20.5 43.6 12.8 23.1 

Public
at muni
provin

0 

Privat
Total 100 

 organisation 
cipal and 

cial level 

100 7.0 65.0 7.0 21.0 10

e organisation 58 72.4 17.2 0 10.3 100 
197 28.9 46.7 6.1 18.3 

 
74 Self-report data from questionnaire survey (Q10: What’s the specialty of the doctor?). 
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hospital 

inter  

per 

som

wor

2000

prac b; 

Wu,

Inef

Panz

diag

Che

as a

e 

 

pment 

re 

(Wang, T. G. et al., 2002b). Similar activities were also reported as common in other 

provinces (Fu, C. Q., Zhou and Liu, 2000; Lu, J. L. and Fang, 2000; Zhao, R. J., 2000). 

                                                

outpatient clinics, especially in tertiary hospitals. As estimated by the 

viewees, the average number of client encounter per GP ranged from several to 20

day. This volume of services was quite low against the criteria recommended by 

e researchers and CHS experts, who have suggested an appropriate clinical 

kloads of 25-30 client encounters per day per CHS practitioner75 (Li, M. C. et al., 

b; Liu, L. H. et al., 2002e). Studies in Beijing showed that about 30% of CHS 

titioners thought that they did not have enough work to do (Li, M. C. et al., 2000

 X. Y. et al., 2000b).  

ficient use of CHS resources 

Many interviewees referred to the inefficient use of resources in their CHCs. In 

hihua, the municipal health bureau had provided a computer and a collection of 

nostic instruments for each CHC but this equipment was rarely used. One CHC in 

ngdu used the equipment for the purpose of providing extended screening services 

 benefit offered for their contract clients. 

We charge only 20 yuan for one contract, which was five yuan before. W

don’t expect to make money from the contract because we have to provide a series 

of services for our contract residents, such as health education and one physical

examination, laboratory test of three items, ECG, and Ultrasound B examination. 

We just use this equipment to keep our clients. It’s better than letting the equi

remain unused [... ...]. Once they ask for other services, we can make profits.   

(assistant director, hospital-sponsored CHC) 

As mentioned earlier, the CHCs made great efforts to collect baseline data and 

create health files, but these activities did not appear to contribute to any significant 

outputs or health outcomes. To the contrary, it formed a significant financial burden on 

the hospitals and other CHS sponsors. In Sichuan, the baseline survey had covered mo

than 1.75 million people, resulting in 717,000 health files for individuals and families 

 
75  The CHS practitioners include doctors, nurses, PHWs and allied health workers. 
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We cannot make money from our services. We have to depend on our com

and the health authority. We used up all the funding from the health authority in 

CHS, but still cannot meet costs. The year before last year, we got only 10,000 yu

but we spent 6,000 to 7,000 yuan in training ten staff members. T

pany 

an, 

he printing costed 

another two or three thousand yuan. So, the funding is much less than enough. We 

 If we implement the 

CHS according to the requirements from our company [under instruction from 

re contracts we make, 

the more difficult it is for us to make money. It may be an opportunity to make 

 

 criteria for home-based services. Even for 

a minor problem

requested by the patients. From

that the services they had had were a

dissatisfaction were m

under-served (3.0%). Other overservicing ac

details later) and unnecessary in

inappropriate use of intravenous drips were not available, the CHC nursing services 

were obv ips was 

one s 

estim

(cap

                                                

applied for an additional 2,000 yuan to cover the extra cost.

health authority], I would expect to lose more money. The mo

money when the contracts reach a certain number, say 1,000. Then I can arrange 

staff to work full time in charge of the services for the contract residents [... ...]. 

Right now, we have signed only a few contracts. We have a total of 20,000 yuan 

contract fees, which are assumed to cover six home visits per year for each client 

and other costs, such as transportation and pagers. We have not offered transport

for our staff. (director, enterprise-sponsored CHC) 

It is clear that there is an oversupply of profitable services. For example, as 

reported by some interviewees, there were no

, such as common cold, the CHC workers would pay home visits if 

 the point of view of consumers, although most thought 

ppropriate, those consumers who expressed 

ore likely to report have been over-served (5.1%) than to be 

tivities included overprescription (see 

travenous drips. Although the data with regard to the 

iously overwhelmed by giving intravenous drips. Giving intravenous dr

 of the most frequently mentioned services by the interviewees76. Liang (2002) ha

ated that only one third intravenous drips provided in one CHC in Shijiazhuang 

ital of Hebei province) are clinically necessary. 

 
76 Forty-six text units were retrieved from the interview transcriptions (13 out of the 19 interviews 

for CHC staff) talking about services associated with intravenous drips. 
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People are not accustomed to home visits. If they can easily come to an 

institution, they’d prefer to come themselves rather than ask us to visit their homes

But sometimes, people demand home services with only minor problems such a

. 

s 

cough. It seems not necessary. (GP, enterprise-sp

Lim

Community health services provided convenience to consumers

onsored CHC) 

ited achievement in ensuring accessibility of health care 

 

The

mar

gain

med  

simp  were less crowded, so the waiting 

time could be reduced. In many hospitals, patients had to queue several times to 

istinctions of functions 

between different departments and the crowded environment. By contrast, patients 

usua

nd 

nt to the community and to the residents. If someone feels sick, such as 

catches a fever, he/she can come to the centre to solve the problem, even at the cost 

of only 0.5 yuan. If he/she goes to hospital, the consulting will cost one yuan, and 

he/she has to go to three different places to complete all services. In the centre, 

                                                

 improvement of physical accessibility was identified by the interviewees as a 

ked achievement of CHS. The most frequently used word in describing the benefit 

ed by consumers was “convenient”77. Consumers were thought to be able to get 

ical care within walking distance. Moreover, the outpatient procedures were greatly

lified compared to many hospitals. The CHCs

complete a whole circle of services because of the detailed d

lly did not have to queue in the CHCs.  

The advantage of our services is convenience and in time. It is definitely 

convenient to get services in our centre. In the past, patients have to queue for 

services (in hospitals). But now, patients can come directly to doctor’s office, a

do not need to queue and take a ticket. They can also purchase drugs, take 

intravenous drips or injection, all in a short period. It was impossible in the past, 

the procedure was quite time consuming. (GP, enterprise-sponsored CHC) 

The most prominent achievement of our centre is that our services are 

convenie

 
77 Fifty-three text units retrieved from the interview transcriptions (12 out of the 19 interviews for 

CHC staff) contain the words “convenient”. 
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how

 of 

edback of our patients, that the procedure in hospitals 

is too complicated. You have to queue to get a ticket, queue to see a doctor, queue 

mmunities. According to the government, 70% of community 

residents

(MO

usua lking 

distance. It was thought to be extremely important in the communities where hospitals 

were located far away. As explained by a fe

                                                

ever, all the services can be provided in doctor’s office. We can give him/her 

drugs and injection immediately after the prescription. If people need this kind

pattern of service, OK, we can give them. (director, hospital-sponsored CHC) 

We are indeed cheaper. It is also more convenient for our clients. When 

necessary, we can also pay home visit to give intravenous drips, although this 

activity is not encouraged because of the high risk, however, for patients with 

restricted mobility, we can provide this sort of service. (assistant director, hospital 

sponsored CHC) 

They told us, from the fe

to be assessed for applicable fee charges, queue to pay money and queue to collect 

drugs. In addition, you have to pay for the doctor’s consultation, but in our CHC, 

it’s free. (director, hospital-sponsored CHC) 

More health services facilities were located in communities 

The CHS programs were clearly designed to enable the consumers to get primary 

care within their own co

 should be able to reach their CHCs within 15 minutes of walking by 2005 

H, 2001c). Although one CHC might cover 20 to 30 thousands residents, they 

lly lived within two kilometres around the CHCs, less than 20 minutes of wa

w interviewees, under such circumstances, 

some consumers might even use the CHCs as a substitute for inpatient care, since 

hospitalisation was a big event, not only for the patients but also for the family 

members78.  

 
78 Family members are usually required to assist in the care of patients living in hospitals, especially 

for catering and personal care. Although hospitals do provide catering, patients do not necessary accept it, 
except for special purposes. Moreover, the catering service is not covered by the insurance schemes and is 
commonly regarded as costly and not good for patients. Therefore, many families cook at hospitals or 
bring foods to hospitals. 

 145



PERFORMANCE OF COMMUNITY HEALTH SERVICES 

Some patients don’t want to stay in hospitals because of the long distance to go 

to hospitals. They prefer to stay here. In such cases, we can provide inpatient 

services. For example, a patient with severe asthma, I noticed that his symptoms

were very severe. He could only lie on his bed without moving. It was even difficult 

for him to turn his

 

 body or put on his clothes. He breathed 40 or 50 times per 

minute, and showed lack of oxygen. I said to him: “why don’t you go to hospital?” 

u know, our 

centre is not well equipped compared to the hospital. The patient said that he knew 

Esta

emp  

poli mon measure. Of the 14 CHCs I 

visited, two in Panzhihua had set up affiliated stations, because of geographic and 

trans  

 

covered 

residenti

 

ld have to come to the centre 

ic 

 

sed 

                                                

He answered: “It’s so far away, I’d prefer to stay here.” [……]. Yo

that. But he insisted to stay here. Unfortunately, the patient died finally. (GP, 

enterprise-sponsored CHC) 

blishing affiliated health stations is one strategy that some hospitals have 

loyed to improve geographic accessibility. However, it depended on the local

cies and available resources and was not a com

portation difficulties. By contrast, setting up affiliated stations was not allowed in

Chengdu, a flat and well-resourced municipality. However, some CHCs in Chengdu

offered regular outreach clinics, for example, once a week in the office of each 

al committee.  

We have six stations affiliated to this centre. We had to set up those stations to

facilitate the services to residents. Otherwise they wou

and that would be very inconvenient. (director, enterprise-sponsored CHC) 

Home visits and hospital-in-the-home were further steps to remove the geograph

obstacles to accessing medical care. Usually, it was not necessary for the CHCs to

purchase automobiles to deliver home services. Most GPs used their own bicycles as 

transportations or went by foot to deliver home-based services. But there were 

exceptions. In Panzhihua, a mountainous and less populated city79, one CHC expres

difficulties in delivering home services without automobiles. 

 
79 Panzhihua is a mountainous city. Bicycle is not as common a transportation tool as in Chengdu 

and many other cities in China. 
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In Panzhihua, transportation is quite inconvenient [... ...]. We used to have two

ambulances. But they have been taken over by our hospital. Without appropriate 

transp

 

ortation, it’s too difficult to pay home visit in the residential area by foot 

rise-

ents gave more responsiveness to consumers’ demands 

Of t

days

advi

an the 

 one GP, the 

arrangem

whil

resid  

was  

the p y 

over

[……]. Now, we have begun the telephone consulting services. (director, enterp

sponsored CHC) 

Time arrangem

he 14 CHCs I visited, six stated that they served patients 24 hours a day, seven 

 a week. In some CHCs, consumers could also call the doctors on duty at night for 

ce, which was rare in hospital-based service programs80. 

There are doctors on duty 24 hours a day. If patients need consulting at night, 

they can also call us. The doctors on duty will be responsible for answering 

questions. (GP, enterprise-sponsored CHC) 

However, the pattern of night work was identical to hospitals and was entitled as 

“emergency” services81, with a slightly higher consulting rate. Doctors, nurses, and 

other practitioners rotated to take responsibility for the “emergency services”.  

Emergency services are usually not different from the ordinary outpatient 

services. The only difference is that the consulting rate is 0.5 yuan higher th

ordinal rate.82 (assistant director, independent CHC) 

This rotation arrangement was appreciated by the GPs. As explained by

ent of “emergency services” could provide a release for most practitioners 

e still be able to meet the demands of after hours services of the community 

ents. “Sometimes, my patients called me at night when I was at home, although it

 rare. Because we had arranged doctors on duty in the centre at night, I would refer

atients to the doctors on duty in the centre. Honestly, GPs’ works are alread

loaded in terms of working time.” (GP, independent CHC) 

                                                 
80 In China, patients usually go directly to hospitals without appointments. 
81 The so-called “emergency service” is virtually a kind of after-hours service which provides 

ary care for the community residents. prim
82 The standard rate for consultation ranges from 0.5 to 2.5 yuan. Sometimes it is free. 
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Ano as 

that 

serv

nurs  

Und

nigh

he community which they serve. I do 

live in the community. However, some other doctors live quite far away [……]. The 

e former MCH station which was located 

ed in 

n 

 available resources. “In case of emergency, we can be attended, 

how

 

 

ncluding emergency requests. 

om 

edium 

 

ther difference between the work hour services and “emergency services” w

the doctors and nurses with night duties seldom left their offices to deliver home 

ices.  

Another issue in providing after hours care was the fact that many doctors and 

es lived at some distance from the site of their clinic and the community they served.

er such circumstances the only option was to refer the patients to the doctors on 

t duties.  

Ideally, the GPs would be better to live in t

centre has some houses inherited from th

here before. Several doctors who worked for the MCH station in the past liv

those houses. That’s a kind of welfare. Now, it’s almost impossible. Our centre ca

not provide this kind of welfare any more. (GP, independent CHC) 

The decision whether or not to set up an “emergency service” was generally based 

on the market needs and

ever, it is rare for patients to request services at night, particularly rare for home 

visits.” (assistant director, hospital-sponsored CHC) Some CHCs extended work hours.

Others took a strategy of cooperating and coordinating with their parent hospitals, and 

shared night duties with hospital staff. Some hospitals thought CHC staff were 

appropriate for communicating with consumers, and thereby arranged them to be

responsible for answering consumers’ calls, i

We have noticed that there are three peaks in services at CHCs. One is fr

9:00am to 11:00am, a small peak; the other is from 1:00pm to 3:00pm, a m

peak; the biggest peak appears from 6:40pm to 9:40pm. Those who are working 

and who can escape from their offices, will see doctors in the morning at working 

time and after seeing doctors, they will return to their offices. [……]. In the 

midnoon, the students can come to take intravenous drips, and then have a nap. In

the evening, a number of students may come to take intravenous drips. Those who 

can not escape from their offices during work time can attend to the CHCs by the 

way of walking after dinner. These form the biggest peak in the evening. After 

11:00pm, clients are usually rare, quite rare. (director, hospital-sponsored CHC) 
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At night, we arrange for staff to be on duty in the inpatient department and 

outpatient department. For other departments, such as medical laboratory, staff are 

not rostered to work 24 hours per day. We tried to arrange such services for about 

one year, but sometimes, there were only one or two demands, sometimes th

sometimes none at all. That’s

ree, 

 a problem. We cannot afford to do so. However, there 

is a nurse in the department of CHS in charge of receiving telephone calls. We have 

one number to every residential home in our community. 

(president and CHC director, district hospital) 

d 

In fa ge 

of C

Mor o cut down the waiting time of patients. For 

example, 21 hospitals in Chengdu prom

people; otherwise patients were encouraged

authorities (Chengdu Health Bureau, 2002). 

esta

mar s 

and community pharmacies, all providing primary care. As a matter of fact, many CHCs 

were built around their parent hospitals. For instance, one hospital established four 

CHC ilt 

 

f the 

petitions. The national health survey demonstrated that 

about 80

inst  was 

no l

disclosed this special ph

Little improvement in service access 

The arrangements put in place by particular agencies to ensure geographic 

accessibility and convenience with respect to time were primarily market driven and 

operated only in relation to those particular organisations. Coordination of service 

delivery across organisations was virtually non-existent. This could lead to unbalance

allocation of resources. 

ct convenience with respect to access was not always a competitive advanta

HCs, especially in relation to hospitals which were no longer crowded themselves. 

eover, many hospitals were trying hard t

ised publicly that no queues would exceed 15 

 to lodge complaints with the health 

Given the situation of over-supply of health resources in many localities, the 

blishment of new CHCs could not improve geographic accessibility except 

ginally. There were many agencies at various levels, CHCs, private clinics, hospital

s, all within two or three kilometres of the hospital. Some CHCs were even bu

within hospitals. Moreover, most CHCs were surrounded by private clinics, community

pharmacies, and other outpatient clinics. The CHCs just simply added a new rival o

market, intensifying the com

% of urban residents lived within less than one kilometre of the nearest medical 

itution (MOH, 1995; Health Information Centre, 2000), indicating that distance

onger an access barrier for most urban residents. 
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There are many private clinics around our centre, many. From the top

bottom of the hill, there are se

 to the 

ven or eight private clinics. Only in one market, there 

are three or four private clinics. All 

Reducing the cost barrier

surround us, including both traditional Chinese 

medicine and western medicine, all sorts of clinics surround us. (director, 

enterprise-sponsored CHC) 

 

 

paym 5 yuan. The average 

cost per prescription was estimated to be 20 to 30 yuan and could be as low as several 

yuan

ese 

ould 

ore free services or discount packages. One CHC also provided special 

offers fo

. I 

l difficult to make contracts with 

resid

 

 

 

offe  

belie

cons

quirement of the 

hospital. The private clinics around us charge less than we do. If they are not 

cheaper than us, no patients will visit them. They are definitely cheaper than us, 

Most CHCs I visited stated that they had undertaken some measures to reduce user

ents. Consulting services were usually free or only 0.5 to 2.

. For a two or three days of intravenous drips, the cost was only 100 to 200 yuan. 

The charge for home delivery of services ranged from four yuan to 20 yuan. All th

charges were believed to be lower than those of large hospitals. Contract clients c

even enjoy m

r laid off workers. 

We are cheaper than other hospitals. The charges are lower than others

think people can afford our rates. However, it’s stil

ents. (GP, MCH-sponsored CHC) 

We haven’t calculated and compared our prices with other hospitals. But in 

general, we are cheaper. In large hospitals, doctors prescribe imported drugs and

expensive drugs, which makes the price expensive. In contrast, we prescribe cheap

drugs. Some patients get their prescriptions in large hospitals and buy drugs in

pharmacy retails, and then come here to take intravenous drips. We provide 

services in treatment. We charge less for treatments than hospitals. (GP, hospital-

sponsored CHC) 

Meanwhile, however, many interviewees acknowledged that clinical services 

red by the CHCs cost more than those of private clinics. The reason was generally

ved to be the tighter control of purchasing and dispensing of drugs and other 

umables by hospitals. 

Our charges are the same as for our hospital; this is a re
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inclu

ril 1995. (director, enterprise-sponsored 

 

 

 give them 20% discount, that is 16 yuan. 

Therefore, many patients order this sort of service. Some may do so because they 

don’

 

. 

are all not expensive. However, for a patient with cerebral thrombosis in the late 

stage of rehabilitation, it’s enough. (GP, independent CHC) 

ding the drugs. Our drugs are distributed by our hospital. (director, 

enterprise-sponsored CHC)  

Our charges are a bit higher than those of the private clinics. We are a little bit 

cheaper than hospitals, but not too much. We charge patient according to the 

government regulation promulgated in Ap

CHC) 

The patients are satisfied with our good manners and our medical skills. 

However, they think that the drugs are too expensive, because all of our drugs are 

provided by our hospital. (GP, enterprise-sponsored CHC) 

The level of user charges of the CHS in Chengdu and Panzhihua was comparable

with other regions after taking into account of income variations between regions 

(Beijing Hai Dian Qu, 2000). Some interviewees believed that their prices were 

reasonable.  

More than 90% of our patients are satisfied with our services, in terms of our

service manners, the extent of convenience, and our fee levels. Our fees are 

reasonable. (director, enterprise-sponsored CHC) 

The patients can afford our charges. The fees charged in our centre are not 

high, really. For example, we only charge 20 yuan for services delivered at home. If 

the patients are contracted, we can also

t want to go out of their homes, some may feel too weak to move. For the 

elderly, especially for those paralysed, they only have to make one call and doctors 

will come to deliver services. The price is not high. People can afford it. You know

the patient with stroke we visited several days ago. I calculated the expenses for her

The cost of the first day was 70 yuan, because it included the cost of syringe 

installation in her vein. Without that cost in the following days, the total cost per 

day was only 50 yuan, including drugs, visiting and nursing fees. Of course, the 

drug we used in this case, such as heparin, Danshen and Energy Mixture (ATP), 
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The patients feel that our price is more reasonable than our neighbour 

institutions, such as the city second hospital [……]. Although they think our charges 

for drugs and treatments are quite high, 

f 

prov  

providers emphasised the cheaper charges com

accept these packages. It m

(2002) has dem

about 10% of that of similar services 

However, what the con

low prices. Although the Chinese consum

providers still involves a trade-off between pending on the severity 

and urgency of the condition. While the CHS providers stated that their services were 

 did not necessarily agree. Even if the price really was 

cheaper, some consumers still worried about the possibility of delays in commencing 

appr  more 

s, 

efer to 

 

f 

quite simple, just like choosing hotels. For a hotel without stars near the airport 

and a hotel with stars in the city, which one do you prefer in the case where they 

both charge the same price? I’d prefer to take a taxi to stay in the hotel with stars. 

                                                

they can afford the rates, because the 

majority of residents in this community are employed.  (GP, enterprise-sponsored 

CHC) 

Obviously, cost barriers still exist and there was a gap between the perceptions o

iders and consumers with regard to the user charges for these services. While the

pared to hospitals, patients still did not 

ight be true that CHS cost less than hospital services. Ye 

onstrated that the charges of hospital-in-the-home services were only 

provided in primary and secondary hospitals83. 

sumers are looking for is a cost effective service rather than just 

ers are very price consciousness, the choice of 

prices and quality, de

cheaper than hospitals, consumers

opriate treatments and the possibility of deteriorations in health leading to

costly hospital services in the long run. We found in another study that less than 5% of 

elderly people believed that the CHS could save money while still offering quality 

services (Sun et al., 2002).  

We are not required to charge a consulting fee. If we charged consulting fee

no one would come to visit us. If you charge one yuan, the patients would pr

visit a hospital. You are not well equipped. Why should I pay for this service? We

don’t charge a consulting fee. It looks like cuddling children to try to keep them. I

you charge a consulting fee, I will not let you provide services for me. The reason is 

 
83 The author did not explain whether or not this comparison was risk-adjusted. 
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If the price is the same, I will choose to take taxi to live in the city. (director,

hospital-sponsored CHC) 

We will provide home visit each month for the 40 yuan contract, with 

additional free physical examination i

 

n outpatient clinics for 60 yuan contract, and 

instant access to health care at any time for the 80 yuan contract, including 

arrangement for inpatient services. However, people are reluctant to sign these 

contracts although they are quite cheap. (director, enterprise-sponsored CHC) 

Chinese people are accustomed to seek help only when they are really sick. 

What’s health promotion, counselling, and rehabilitation? They don’t care about 

that [……]. They don’t understand us. Another problem is the equity of access to 

health care. The poorer a person is, the more grudging the person is to see a doctor 

when he/she is ill. They will not see doctors unless their illnesses are really severe. 

That’s a very serious  problem [... ...]. They will not see doctors for minor health 

problems. (director, hospital-sponsored CHC) 

Overall access was not improved 

he overall accessibility may well have remained unchanged. My 

community survey showed that the number of self-care patient was almost equal to the 

num

Despite great efforts at marketing, CHC attendance rates have remained 

surprisingly low. Although the CHCs might have diverted some patients from hospitals 

and other clinics, t

ber of people attending doctors (189 vs 197). The non-attendance rate might be 

higher since the people who saw doctors included those doing so for preventive 

purposes without perceived health problems84. The proportion of [self-care] / [those 

attending doctors] was similar to that reported from the national health survey, which 

found that 50% of people who reported illness (over the previous two weeks) did not see 

                                                 
84 The number of people who seek medical help is calculated based on question seven: “Have you 

attended a doctor during the last six month?”. Self-care patients refer to those who haven’t attended a 
doctor during the last six months, but indicate “yes” in answering question 21: “Have you experienced 
any symptoms or health problems during the last six months?”. This approach is different from many of 
the other studies (including the national health survey and the baseline survey with which I compare later), 
which usually ask the respondents whether they are suffering an illness first and then examine the process 
of medical treatment. 
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a doctor (χ2 =0.166, p=0.684) (MOH, 2000c)85. Moreover, no differences were 

detected for this proportion before and after the implementation of the CHS programs 

(Figure 5-1,χ2=0.117, p=0.732), although a marginal difference appeared between 

three communities (χ

the 
2=4.421, p=0.110). 
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Figure 5-1.  Proportion of self-care patients over people seeking medical help 

comm  CHS in 
 the other 

gest 

 than 35% of self-care patients 

who repo  

patie

indi

abou

that finan ; 99.5% 

Community one has hospital-sponsored CHCs; community two has an independent CHC; 
unity three has no CHC. The data for 2000 (before the implementation of

community two) are from the baseline survey. The baseline data are not available for
two communities.  

Although it would be difficult to determine a benchmark for the best achievable 

attendance rates, it is unlikely that all of these self-care cases represented the most 

appropriate arrangements. Despite the fact that the common cold comprised the lar

proportion of the self-care cases, there were still more

rted other health problems, including some severe problems (32% of self-care

nts perceived their problems severe). The reasons given for not seeking care 

cated that barriers to accessing care still existed. Of those who sought self-care, 

t 40% reported that they could not manage the illness appropriately; 38% indicated 

cial difficulty was an obstacle to seeking medical help from a doctor

                                                 
85 In large municipalities, 48.3% of those who reported illness did not see a doctor (MOH, 2000c). 
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belie ce” was 

.2% 

Fina

coul

disa

have ithout resulting in an 

improvem

accessibility

population who did not see a doctor while repo

50% in 1998 (MOH, 2000c). Ongoing surveys 

impact of CHS. 

Imp

cons

common ss, 

bette o 

this 

CHS

prov

ed CHC) 

ore 

ved that doctors could be competent in managing their illness. “Inconvenien

clearly no longer a barrier for accessing care. Of those who sought self-care, only 2

and 2.7% reported ‘long distance to health facilities’ and ‘crowded environment in 

health services’ as a reason for not seeking medical help respectively. 

ncial difficulties were one of the main obstacles of accessibility. The CHS 

d hardly improve the overall accessibility of medical care, unless focusing on the 

dvantaged people such as those living on low incomes. Otherwise, the CHS could 

 just diverted some patients from hospitals and clinics w

ent of the overall accessibility. In fact, during the 1990s the overall 

 of medical care in urban China was declining. The proportion of the 

rting illness rose from 42% in 1993 to 

are needed to monitor the long-term 

Quality of individual medical services 

rovement of provider-consumer relationships 

There was a universal response from the interviewees in terms of provider-

umer relationships, all reporting improvements to some extents. The most 

ly used words in describing the improvement included: kindliness, friendline

r, good service manner, and more conversations. The main reason contributing t

improvement was believed to be the change in the pattern of services delivery. The 

 were described as being more responsive to consumers’ demands. The CHS 

iders worked more actively in the communities. 

As doctors in hospitals before, we intended to think that it’s the patients who 

asked for our help. But now, we are changed. We pay home visits quite often. The 

residents have good feedbacks. Even when we made mistakes, the patients could 

forgive us, because of our good service manners. (GP, enterprise-sponsor

Unlike in the hospitals, where doctors are too busy to spare time in 

communication with patients, doctors who work in CHCs usually spend much m

time in communication with patients. (GP, independent CHC) 
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Some GPs spoke of having dual roles as both care providers and friends of 

community residents. They were very proud to be involved in helping commun

residents deal with difficult life events. The rate of medical dispute was believed to hav

been reduced through these improvements in provider-consumer relationships. 

In the past, we sat in the office. Now, we are much more friendly with ou

patients than before. One of my patients visits me three times a

ity 

e 

r 

 day. We are very 

good e 

t 

kids. It was a big shock for her. She did not want to 

tell h

 

afternoon. I considered this 

activity as a form of emotional couns

rather than bound in a formal doctor patient relationship. Is that right? Our 

rela

 in hospital for about 20 days, with only 

around 10 days break. He didn’t make contract with me. However, he said that he’d 

like lure 

, 

especially for the contract patients. Even if you made accidental errors in charges, 

 not think that you intended to fraud them [... ...]. 

Before we pay home visits, we usually make a call first. Our clients, especially the 

 friends [... ...]. Patients also show more friendly attitudes toward us. They lik

to tell us everything. (GP, enterprise-sponsored CHC) 

We are friends of patients now, even more than that. Some patients tell us 

something that they don’t even want to tell their relatives and friends. One patien

had difficult episode with her 

er relatives and friends, because she wanted to save face. However, she asked 

me to come to her home. I was able to give her some comfort. We talked for two

hours. She lay on the bed, but got up later in the 

elling. It’s also something about public 

relations [... ...]. This morning, a patient came for a blood pressure check. She was 

very nervous about seeing doctors in white coats, until I told her that we are friends 

tionships with patients are much improved. (GP, MCH-sponsored CHC) 

There was a patient with heart failure. He was hospitalised four times from 

February to April. Each time he stayed

to die in the bed I managed. He was 70 years old, with a history of heart fai

for 15 years [... ...]. There is tremendous change of physician-patient relationships

they understood you. They would

elderly will often prepare tea, even watermelon slices for us. We are in a 

harmonious relationship. In the national day, our patients, I mean the contract 

patients, sometimes send some flowers to the physicians. They had no specific 

intentions, they might bring some flowers just when they came for a check of blood 

pressure. (assistant director, independent CHC) 
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My questionnaire survey showed that patients were generally satisfied with the 

services provided by all providers. Only 5.1% and 3.6% of patients expressed 

dissatisfactions for the technical services and service manners respectively. Several of 

nted that patients were more satisfied with the convenient 

serv

ell as 

specially for the environment and service manner. They may feel 

more satisfied with the environment than the quality. But our quality is not bad 

either; it could perhaps be scored 70 or 80 out of 100. (assistant director, 

independent CHC) 

Patients are satisfied with the convenience of services and our good manners. 

Compared to the hospitals, our doctors in the CHCs have much better service 

manners. (director, enterprise-sponsored CHC) 

Basically, more than 90% of our patients are satisfied with our services, in 

terms of, firstly, a good service manner, secondly, a relatively convenience, and in 

addition, a relatively reasonable charge rate. (director, enterprise-sponsored CHC) 

The community residents are quite satisfied with our home services. What the 

patients need to do is just a call, we will go to their homes. We have recorded their 

conditions. People like this sort of services very much. (director, enterprise-

sponsored CHC) 

The patients feel that we are well regulated, our staff members have good 

manners, and our prescriptions are reasonable. (GP, enterprise-sponsored CHC) 

Shortfalls in clinical performance 

As discussed in Chapter Three, the evaluation of the quality of clinical services 

involved a comparison of the quality of primary care provided by different providers 

(based on the fact that health institutions at all levels provided primary care). Because of 

the difficulty of consumers in differentiating CHCs from hospitals as care providers, and 

the restrictions of sample size, as well as uncertainty in the identification of GPs in the 

questionnaire, I could not directly compare GPs with hospital doctors. Instead, I 

the interviewees comme

ice, less crowded and comfortable environments, as well as the good service 

manners of the CHC staff compared to their hospital counterparts. 

Patients are satisfied with the manner and quality of our services, as w

our environment, e
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compared the quality dif vels 

with tho icipa incia d th te clinics and pharm

sum s

ferences of the health institutions at district and lower le

se at mun

ers’ criticism

l and prov l levels an e priva acies.  

Con  

A f  pro side  had been patients criticised the quality of 

clinical se  Expen ts, lack of communications, poor physical examinations, 

tor’s ine ence, and ect of patient privacy were amongst the top five 

criticisms (Table 5-3). 

 

airly large

rvices.

portion of re

ive cos

nts who

s

doc xperi  negl
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Criticism rates by residents who have been patients (%) 
p 

 
 
 

Criticisms oup Group 
2 vs 3 

Group 1: 
patients 

attending 
public 

organisations 
at district 
levels and 

lower 
(n=39) 

Group 2: 
patients 

attending 
public 

organisations 
at municipal 

level and 
above 

(n=100) 

Group 3: 
patients 

attending 
private 

organisations
(n=58) 

Total 
(n=197)

Overall Group 
1 vs 2 

Gr
1 vs 3 

Long waiting
time 

 24.3 28.6 3.7 20.6 0.001 0.442 0.017 0.002 

Impatienc
doctor 

0.846 

Not thorou
examined 

e of 8.1 20.4 20.4 18.0 0.218 0.119 0.178 

ghly 51.4 49.0 79.2 58.0 0.001 0.433 0.019 0.000 

Inexperience
of doctor 

 21.6 26.5 60.4 35.1 0.000 0.717 0.001 0.000 

Suspect 
accuracy o
diagnosis 

f 
13.5 16.5 1.9 11.8 0.028 0.511 0.099 0.034 

Difficult i
understand
doctors’ 
explanations 

.371 n 
ing 

10.8 22.7 3.8 15.0 0.006 0.060 0 0.012 

Lack of re
from doctors 

15.1 12.8 0.123 0.063 0.090 0.808 

Neglect of 
privacy 

spect 2.7 15.3 

27.0 43.3 54.7 43.3 0.033 0.127 0.01

f 

ation 
rs 

45.9 64.9 77.4 64.7 0.009 0.054 

5 0.159 

Shortage o
time in 
communic
with docto

0.008 

43.2 76.8 64.8 66.7 0.001 

0.229 

Expensive 
costs 

0.003 0.102 0.176 

Table 5-3. Criticisms of services provided by doctors in different institutions 
The data are from the survey of the most recent encounters of residents who attended 

doctors during the past six months86. Chi-square analysis (or Fisher’s exact test) was employed 
to test the overall differences of criticism rates for different providers. The comparison between 
two groups was based on the adjusted odds ratio produced by logistic regression analysis 
(adjusted by the presence of common cold and perceived severity of illness, see discussion later). 

The criticism rates differed mainly between public and private providers. More 

criticisms were directed against the private providers regarding the poor physical 

examinations, lack of communications with patients, as well as doctor’s inexperience 

                                                 
86 See appendix A for more details about the questions asked in the survey (Q20). 
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and negl ct of priva

criticised. The private providers also gave more easily understood explanations to 

patie nts se s li usp cc y of diagnosis g

private providers. i ty i

providers. Rather it fle ere tion f consumers in choosing 

providers. People were more likely to visit public sectors for the purpose of diagnosis. 

te pro s play le role ag   i , f

 the accu f diag  In ge , ab 0 th h a d 

ies were fied with the service manner and techni l t

while 88% and 84% of those who had attended public facilities were satisfied 

 mann d tech ualit ei o t 0

a

of medical cost and unic  Pr r s d r  

 relation to the above issue 

evel and above. 

 by doctors

e cy. By contrast, the waiting time in private settings was less 

nts. Patie emed les

 However, th

 might re

kely to s

is did not n

ct the diff

ect the a

ecessarily 

urac iven by 

ndicate a bette

s o

r quali  of pr vate 

nt inten

Therefore, priva vider ed litt  in di nosis, which n turn led to ewer 

criticisms of racy o nosis. neral out 7 % of ose w o had ttende

private facilit

doctors 

 satis cal qua ity of heir 

with the service er an nical q y of th r doct rs (χ  2 est, p< .05). 

The contrasts between public sector doctors at different levels were most m rked 

on the issues  comm ation. ovide s at di trict an  lowe levels

attracted fewer criticism

municipal l

s in than their counterparts at 

Services provided 87

In general, the pattern of services which had been provided to respondents by 

ict and lower levels was similar to that at municipal and provincial 

cused o ording lems, taking physical exam s a

m ons, pre ing, and onsu  s r

ocused purely on prescribing and related services. Little attention was paid 

Table ). 

physicians at distr

levels. Both fo n rec prob ination , labor tory 

tests, equipment exa

physicians f

inati scrib  c ltations. By contra t, the p ivate 

to other services ( 5-4

                                                 
87 Data of this section derive from question 15 “Did you receive any of the following services?”. The 

respondents are those who reported having ever seen doctors during the last six months.  
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Table 5-4.  Comparison of services provided by doctors in different institutions 
The data are from the survey of the most recent encounters of the patients who saw doctors 

during the past six months. Chi-square analysis (or Fisher’s exact test) was employed to test the 
diffe  

analysis 
ion later). 

 

rences of proportions of services provided by different providers. The comparison between
two groups was based on the adjusted odds ratio produced by logistic regression 
(adjusted by the presence of common cold and perceived severity of illness, see discuss

% of residents who have been patients who have received particular
services 

p 

 
 

Services Group 1: 
Public 

organisation 
at district 
level and 

below 
(n=39) 

Group 2: 
Public 

organisation 
at municipal 

level and 
above 

(n=100) 

Group 3: 
Private 

organisatio
n 

(n=58) 

 
Total

(n=197

) 

Overall Group 
1 vs 2 

Group
1 vs 3 

Gr
2 vs 3 

oup

Record problems  69.2  73.7  7.1  53.6  0.000 0.535 0.000 0.000 
Take physical 
examination 

61.5  69.7  16.1  52.6  0.000 0.398 0.000 0.000 

Measure blood 
pressure 

46.2  56.6  12.5  41.8  0.000 0.336 0.001 0.000 

Order laboratory test 48.7  57.6  5.5  40.9  0.000 0.385 0.000 0.000 
Order equipment 
examination 

53.8  54.5  10.9  42.0  0.000 0.966 0.000 0.000 

Prescribe antibiotics 66.7  58.6  42.9  55.7  0.050 0.404 0.022 0.04
Prescribe other 
medicine 

71.8  82.8  87.5  82.0  0.140 0.238 0.096 0.436 

Explain the causes 48.7  38.4  12.5  33.0  0.000 0.470 

9 

of problems 
0.001 0.001 

Give advice about 
ways to avoid illness 
and stay healthy 

43.6  37.4  19.6  33.5  0.026 0.447 0.011 0.023 

Refer me to other 
medical specialist 

5.1  4.0  3.6  4.1  0.930 0.890 0.885 0.975 

Make appoint with 
me for the next visit 

15.4  10.1  1.8  8.8  0.056 0.605 0.069 0.1

Give family 
planning service 

2.6  1.0  1.8  1.5  0.789 0.594 0.873 

Plan functional 
rehabilitation 
schedule 

5.1  1.0  0 1.5  0.177 0.209 0.876 0.

Give counselling to 
work, study, or 
family problems 

0 3.0  5.4  3.1  0.405 0.845 0.834 0.497 

Explain how to use 
the medicine 

41.0  

06 

0.497 

899 

49.5  42.9  45.9  0.578 0.372 0.860 0.432 

Explain the side 
effect of the 
medicine 

17.9  22.2  5.4  16.5  0.024 0.412 0.099 0.013 

Give vaccination 7.7  1.0  1.8  2.6  0.091 0.154 0.330 0.73
Others: physical 
therapy etc 

4.8  3.8   2.7  3.6  1.000 0.981 0.926 0.93
3 
4 
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From the patterns of service provision revealed in the survey we may form s

tentative conclusions about the quality of services provided. 

Only a small portion of clients received any kind of counselling, whether from 

public or private providers. Less than 5% of residents who had been patients reported 

discussing work, study, or family problems with their doctors. The prescribing rate, 

especially for antibiotics, was universally high across all types of providers. Patients 

were offered prescriptions, in 55.7% of cases antibiotics at 89.2% of most recent 

encounters. This result is consistent with the findings of other studies, which reported 

41%-64%  prescribing rates for antibiotics (Miao, Wang and He, 1999; Ma, Ren a

Zhao, 2002). China appears to be among the nations with the highest rates of antib

prescriptions (Bosu and Ofori-Adjei, 1997; Huovinen et al., 2000). A study conducted in 

Australia found a total prescription rate of around 77%, but only 10% for antibiotics 

(This might be underestimated since those prescriptions within the deductible range of 

reimbursement were not captured) (O'Connell, Henry and Tomlins, 1999).  

High rates of antibiotic prescribing have been widely used as an indicator of poor 

performance by medical practitioners, since it is associated with increasing antibiotic 

resistance (Magee et al., 1999; O'Connell et al., 1999; Colgan and Powers, 2001; Priest 

et al., 2001; McCaig, Besser and Hughes, 2002) and yields no or only marginal ben

for many of the infections for which it is used (Colgan and Powers, 

ome 

nd 

iotic 

efits 

2001). Various 

attem

00 

tibiotics 

 

investigation rate by GPs in Australia (O'Connell et al., 1999). Although I could not 

judge the appropriateness of these laboratory tests and equipment examinations, the 

inappropriate use of high technique equipment in China has been commented upon 

previously (Liu, C. J. et al., 1993a; b; Yin, L. and Liu, 1997; Pei, 1998, p. 142). 

Only 41.8% of patients were checked for blood pressures by doctors. Physicians 

working in the higher tier institutions were more likely to check patients’ blood 

pts had been made in western countries to reduce the prescription rate of 

antibiotics. The visit-based antibiotic prescribing rate for children and adolescents 

younger than 15 years decreased from 33% to 23% from 1989-1990 through 1999-20

in the USA (McCaig et al., 2002). In the UK, the annual prescribing rate for an

also fell from 963 prescriptions/1000 patients in 1993 to 807 prescriptions/1000 patients

in 1997 (Frischer et al., 2001).  

About half of the patients visiting public facilities were offered laboratory tests and 

equipment examinations, much more than in the private sector. It is also more than the 
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pressures than that in the lower tier. Clearly, this is unlikely to be due to lack of 

resources. Given the fact that hypertension is a prevalent health problem in China with a

standardised rate of 11% (Liu, C. J., 1999), and patients usually depend on doctors to 

check their blood pressures (Dong, S. L. et al., 2000a; Du, Y. et al., 2002), it was likely 

that some doctors, especially grassroot practitioners, were not paying enough attent

to the early detection of hypertension through regular and frequent checking of blood 

pressure. My questionnaire survey showed that only 6% of residents reported suffering

from hypertension. This rate was much lower than the national average, indicating th

some patients might have not been detected perhaps because of the less frequent 

checking of blood pressure. A community survey in Beijing revealed that a large 

proportion of community residents had never had their blood pressures checked. Among

them, 6.4% were found to have systolic readings of 160 mm Hg or higher, 11.9% wi

diastolic reading of 95 mm or greater (Aday et al., 1994). It is estimated that about half 

of the people with hypertension do not know that they have the condition (Guo, Y. and 

Li, 1999). Increasing the frequency of blood pressure checking either in hospital clinics

or in commun

 

ion 

 

at 

 

th 

 

ities is recognised as an efficient and effective approach in detecting and 

 hype  (Dong, S. , 2000a; H g and W 000; Lin t al., 

2000). Unfortunately, failure es o mon 

among primary care providers (Zhu, M. Y., Liu and Chen, 2002a). 

differe  in clinical pra  were great ween the te and publ

rs than between public facilities at different levels. The main differences concerned: 

 probl undertaking p al examinations, measurin od pressure

ory tests, equipment examinations, explaining to patients, and making 

appointments f ce of private 

s in the patterns of services provided in different sectors and at 

different levels could be due to the character

control of rtension L. et al.

to check blood pr

an, Yan

sure appears t

ang, 2

be quite com

 e

The 

secto

nces ctice er bet  priva ic 

recording

laborat

ems, hysic g blo , 

or follow-up services. It appears that the clinical performan

doctors may be poorer than that of public providers88. 

Clearly the variation

istics of patients and their illness (rather 

                                                 
88 The private doctors include the doctors who work in private clinics and community pharmacies. 

Doctors who work in pharmacies all practice as private practitioners although some may also serve in 
public hospitals simultaneously. Those respondents who reported receiving pharmacy services without 
seeing a doctor in the pharmacies are referred as self-care and are not included in the comparisons of 
clinical performance between health institutions.  

 163



PERFORMANCE OF COMMUNITY HEALTH SERVICES 

than the doctor) and did not necessarily reflect upon the quality of services. To enable 

the comparability between providers, risk adjustment is essential. Although there ex

several casemix systems for ambulatory care (Starfield et al., 1991; Weiner, J. P.

1991; Lagada and Stewart, 1992; Innes, Moss and Eagar, 1994; Weiner, J. P., 2000

severity of illness measures (Fine et al., 1995; Iezzoni et al., 1996; Iezzoni, 1997), 

relevant data necessary for making these adjustments were not available. Furtherm

most severity of illness measures focus on hospital inpatients, and are not necessarily 

valid in ambulatory care. The few available severity of illness measures suitable for 

community settings ar

ist 

 et al., 

) and 

ore, 

e usually disease specific (eg. headache, asthma) rather than 

gene

and 

ts 

 
the p th 
setti

illness do reflect a general sim

services can be drawn. The high rate of prescription of antibiotics was a common issue 

among all providers, despite a slightly lower rate amongst the private practitioners. If 

limited to the cases of common cold, the use of antibiotics reached a rate of as high as 

85% and 75% for public and private providers respectively. The data also suggest that 

the doctors did not spend a great deal of time explaining how to use these prescribed 

and below 
(%, n=39) 

and above 
(%, n=100) 

 

ric (Day, Rankin and Judson, 1993; Stewart et al., 1998; Stewart et al., 1999). 

Given these limitations, I used the distribution of types of illness and self-perception of 

severity of illness from consumers as alternative indicators of case mix. The results 

showed that there were no significant differences between public and private sectors 

between facilities at different levels in terms of the distributions of illness and perceived 

severities. In all settings, common cold comprised about 25% of the total case of visi

(Table 5-5). 

Types of 
illness 

Public 
organisations 

at district level 

Public 
organisations at 
municipal level 

Private 
organisations

(%, n=58) 

Total 
(%, n=197) p 

Table 5-5.  Distribution of types of illness by health settings 
The data are based on the most recent encounters of the patients who saw doctors during
ast six months. The distribution of types and severity of illness of the three groups of heal

ngs was not different. 

Assuming the even distribution of types of illness and self-perception of severity of 

ilarity of casemix, some conclusions about the quality of 

Common 
cold 

23.1 24.5 29.8 25.8 0.687 

Perceived 
seve
illne

re 
ss 

59.0 75.0 70.7 70.6 0.176 
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drug

prom

whic

labo

reso

usua

equi lling, 

heal  

on c

 

com e of a 

third fferences 

between our senior hospital staff and the primary care workers with only three year 

tarfield (1994a) comments that, “specialists are more efficient for 

some

d 

ry 

ic 

ts 

re 

e they 

are satisfied with the services they receive [……]. The services provided by large 

hospitals are not always of high quality. I had an experience in the first and second 

university hospitals. My kid coughed often, then I took him to the university hospital. 

                                                

s or about the side effects of these drugs89. The use of investigations was another 

inent issue for the public providers. No matter what level of organisations for 

h the doctors worked, they all made extensive use of equipment-based and 

ratory investigations. This might be attributable to the over-supply of hospital 

urces, defensive practice and revenue generating. Since private providers were 

lly poorly equipped, they were less likely to use high technology diagnostic 

pment and laboratory tests. A third issue was common in all providers. Counse

th education, and rehabilitation services were quite rare90, reflecting a primary focus

urative services. 

These problems were not exclusive to the primary care workers. Most of them were

mon across the entire health system. As said by a manager who was in charg

-tier hospital affiliated CHC: “In terms of primary care, I can’ t see any di

medical training.” S

 diseases, but by no means for all”. A study in the USA also demonstrated that 

there was no difference in quality of primary care overall between hospital clinics an

office based practice, although more technical quality problems and more access 

problems appeared for office- and hospital-based practices respectively (Starfield et al., 

1994). 

The quality of services varies among different doctors, but generally speaking, 

the quality of our centre is equivalent to that of an outpatient clinic of a seconda

hospital [……]. We do have some guidelines for the management of specific chron

conditions. For example, we are required to measure the blood pressure of patien

with hypertension at least once a month. The frequency of checking blood pressu

differs from person to person [……]. Many patients keep visiting us becaus

 
89 It is usually doctors rather than pharmacists in China who are responsible for explaining how to 

use drugs. 
90 Unlike many western industrialised countries, “allied health services” are also managed and/or 

provided by doctors. 
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A 50 year old professor and two of his students served us. The students might be 

postgraduates of the professor, I thought. I was not sure. They put the stethoscope 

bed 

nt 

le 

particula

focu

a sin

info

mor rovider is capable of meeting by 

themselves the diverse needs of each consumer (WHO, 2001). Nevertheless, it is still 

wide  of 

against my kid’s chest like this, then moved away quite quickly. I wanted to ask 

them “Did you hear clearly?” But I didn’t; I wanted to save their faces. The blood 

test showed that the white cell reached more than 18,000. The professor prescri

“Xishumei” for three days. He said that it should be OK in three days. You know, 

“Xishumei” is a bacterial suppression drug belonging to the “dahuanneizhi” 

family which costs more than 70 yuan per prescription. I suspected that they might 

be getting a kickback from prescribing this drug, which I did not buy. Later, I we

to my own hospital to seek help from our own paediatric doctor [……]. I think that 

our community doctors haven’t been well recognised by the community yet, 

although, of course, we do have some shortfalls. (GP, independent CHC) 

Continuity of care 

Cassady (2000a) reports that people with a long-term relationship with a sing

health care provider have better health outcomes, as measured by such indicators as 

lower rate of hospitalisation for ambulatory care sensitive conditions91. This is 

rly relevant to patients with chronic conditions (Dickinson, 2001). The original 

s of the idea of continuity of care was indeed related to an ongoing relationship with 

gle health provider but more recently emphasis has been put on the sharing of 

rmation and service planning, not only because consumers demand and deserve 

e freedom of choice, but also because no single p

ly believed that keeping most (not necessarily all) visits to one or one group

providers is essential in ensuring the continuity of care (Starfield, 1998, p. 24). 

                                                 
91 Ambulatory sensitive conditions are those conditions for which hospitalisations are preventable 

through im
M., Duckett, S

proved ambulatory care (Bindman, A. B., Grumach, K. J., Osmond, D. et al., 1995; Stamp, K. 
. J. and Fisher, D. A. 1998). 
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Achievement in systematic management of public health issues 

The concept of systematic management involves the deployment of a range of 

predefined services in the management of a particular health issue over a certain period

of time. The original idea derives from the MCH care management. For example, a 

health card is created once a woman is con

 

firmed to be pregnant. Then periodic physical 

examinations are offered

delive

phys

within one year old, twice a y ars old, and once a year from 

three years to seven years old (Sichuan Health Bureau, 2001). The whole package of 

services 

the n

man

fund every activity 

is pr

another.  

eep 

ust 

 

after  of two 

com ement. 

As w

hom , education and physical examinations. Usually, the services have been 

conceive

bega t 

of c

deliv  (now 

CHC

 (eight times from 12 weeks after pregnancy to six weeks after 

ry). Meanwhile, at least three postpartum home visits are required. Afterwards, the 

ical development of the child is monitored periodically, with four examinations 

ear from one year to three ye

could be delivered by one institution or shared by several institutions through 

egotiation and coordination of the MCH stations. The principles of systematic 

agement appear similar to those of case management (Filinson, 1997), but it is 

amentally different in that it is not an individualised management and 

e-scheduled and –defined. Therefore, case managers are not required. If two 

institutions share the package of services, all that continuity requires is to transfer the 

health card or send a copy of the card or just a name list from one institution to 

In terms of systematic management of maternal and children’s health, we k

cards for each client according to the requirements of the health authority. We m

give physical examinations at least eight times to women from early pregnancy to

 delivery, and monitor the physical development of children until the age

and half. (director, enterprise-sponsored CHC) 

The management of chronic illnesses was identified as one of the essential 

ponents of CHS and operationalised along the same lines as systematic manag

ith MCH management, the core activities involved creating a card and delivering 

e visits

d as addressing preventive purposes, not curative. In Panzhihua, these activities 

n from a pilot PHC project before the CHS programs. The systematic managemen

ancer and tuberculosis were mandatory. The pre-defined services were usually 

ered by doctors who worked in PHC stations or outpatient clinics of hospitals

s). 
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In recent years, this approach has been extended to other chronic illnesses, cov

rtension, diabetes, psychiatric diseases, 

ering 

hype pulmonary heart disease, and 

cerebrovascular diseases. Doctors either pay home visits to these patients or ask them to 

ditions regularly. In Chengdu, a few pilot studies 

have also been carried out targeting hypertension and COPD. One CHC was required to 

rtension. 

We also pay home visits to chronic patients other than cancers [... ...]. For 

P, 

s 

we 

to 

h 

h chronic illnesses and for contract 

consume

ther  

cond

e 

hypertension, diabetes, 

ored 

...]. 

d measure blood pressures at least two or 

thre

come to the CHCs to check their con

cover 80% of patients with hype

hypertension, diabetes, and pulmonary health disease, we usually ask the patients to 

come to our centre. If they fail to come for a long time, we will pay home visits. (G

enterprise-sponsored CHC) 

We created health files for patients with hypertension. We visited the patient

twice a year in the past. Now, we measure blood pressure for the patients when 

pay home visits. During the intervals between our visits, the patients can come 

check their blood pressure for free. (GP, enterprise-sponsored CHC) 

According to the requirements of the provincial health authority, a systematic 

management strategy was to be used in MCH care, aged care, in the care of patients wit

mental disorders, in the care of patients wit

rs (Sichuan Health Bureau, 2001). However, unlike the case of MCH care, 

e were no detailed uniform requirements stipulated for the management of these

itions or populations, perhaps because of the diverse nature of these conditions. 

We do not charge one cent from the patient when we pay home visits to 

patients with chronic illnesses as part of the systematic management project, except 

for the contract patients whom we charge some for making the contracts. Th

systematic management of chronic conditions covers 

psychiatric diseases, and cerebrovascular diseases. (director, enterprise-spons

CHC) 

We don’t charge the patients in the project of hypertension management [... 

It’s difficult to meet the requirement of systematic management, but we should at 

least keep records of the management an

e times per month for each patient. That’s all we can do [... ...].   We are 

required to pay home visits once every three months by contract [... ...], and 
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measure blood pressure for hypertension patients more than once per month. 

(director assistant, independent CHC)  

Poor continuity of clinical services 

Non-shared health information 

The health files were designed to enable continuity of care; they were an attempt to 

integ such a 

f 

usually k on 

pert

requ

prov

rds into the relevant health files [……]. 

 

hen 

et 

ces.  

We are still using the medical record books which were used in the PHC 

station. The books are kept by patients. We can’t keep all records here without 

computers. Therefore, the medical activities, excluding the records for contract 

rate all health related information into an individual based system. Having 

mechanism would be particularly important in terms of continuity and coordination o

care since there are few strong mechanisms to ensure long-term relationships between 

providers and consumers (only a very small proportion of the population served was 

covered by HCAs). However, in reality, those files were rarely used by the medical 

practitioners. The medical records, containing the records of episodes of care were 

ept separately from the health files. Obviously, pooling all health informati

aining to one individual into a life-long file is an ambitious but challenging goal. It 

ires the collective effort of the entire health industry and coordination between all 

iders, which are currently unrealistic. 

We planned for our doctors to make detailed records of the services provided 

to our community residents, especially for the elderly patients, and then, after 

analysis, we would try to merge these reco

It’s too complicated. But we have no other choice [……]. We don’t have specific 

staff to manage the files. We can’t require the doctors to retrieve the health files for

each of their patients beforehand. That would increase doctors’ workloads 

dramatically. (director, enterprise-sponsored CHC) 

Most CHCs only kept a diary list for the outpatient services, without detailed 

medical records. Some CHCs used patient-held pocket books to record the service 

details but it was difficult to ensure that patients brought the records each time w

they visited the CHCs. Consequently, in many cases, the CHCs had to use a new pock

book to record the new episode of servi
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patie  

com s 

for consum

records, even several for one provider. It wa

to bring all records with them each time when they saw a doctor. 

d a fixed population, the 

employe al 

of m

new free up to 

the m ch more difficult to maintain a proper set of medical records. 

We use medical records for our outpatient services, which are kept in our 

ory of health problems and relevant medical activities 

dical records were kept electronically by the CHCs, they were not 

always r n 

to cr  

the p episode of care was also added to the 

record. But if the patient did not pay this charge, a different record was created. This 

record w s 

achi

elec

created the electronic medical records. 

      

nts, are not continuously recorded. That’s why I suggested the development of

a computerised network. (director, hospital-sponsored CHC) 

Usually, each health institution had its own pocket books. With the increasing 

plexity of diseases and needs of multi-discipline services, along with more freedom

ers’ choices of providers, one patient could have many pocket medical 

s obviously unrealistic to expect the patients 

Occasionally, the CHCs stored the medical records of outpatient services, 

especially when the CHCs were enterprise-owned and serve

es. Having a fixed population of consumers made the maintenance and retriev

edical records easier. However, the more intensive competitive environment and 

 insurance policy have forced the enterprise-owned health institutions to 

arket, making it mu

centre. We can check the hist

related to the problems. I usually check the history of my patients when I work in 

the outpatient department. I can know, for example, whether my patient had a fever 

and what kinds of drugs were received via intravenous drips [……]. I don’t know 

exactly how long the records will be kept in the centre, but at least several years, I 

think92. (GP, enterprise-sponsored CHC) 

Even where me

etrieved at the point of patient visits. In one CHC, patients could pay ten yua

eate a medical record, which enabled the CHC to retrieve the record each time when

atient visited. The information about a new 

ould not be retrieved at the next episode of care, although technically it wa

evable. In fact, neither the patients nor the CHC gave a high priority to the 

tronic medical records. It was estimated that only 30-40% of clients in this centre 

                                           
92 The new insurance has not been implemented when I conducted this interview. 
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If the patient doesn’t make contract with us, we can suggest him/her to buy a 

card, which costs ten yuan. With the card, we can create continuous records for the

outpatient services in our centre. If the patient doesn’t buy the card, we have no 

way to track down his/her records, unless he/she brings all the receipts with 

him/her. The records can be retrieved by searching the serial number of the receipts. 

Or else, there will not be a uniform record number for the same patient. (GP, 

independent CHC) 

The share of information between practitioners was rare, even within the sam

 

e 

hosp

in 

kind ed 

patie

severe conditions. The pattern of follow-up services could be either home visits or 

telephone consultations. Sometimes, the patients would be asked to come to visit the 

doct

of 

 

, if he/she failed to visit us in one month, we will call him/her to enquire the 

reasons, and then determine whether to pay a home visit or not. (GP, enterprise-

sponsored CHC) 

We usually call the patients after their first visit to our centre [... ...]. But we 

don’t keep telephone numbers of all our patients. Only some of our patients, those 

with certain severity, whom we think that we should follow up, we ask them to give 

itals. It was even rarer between different institutions.  

The hospitals have never transferred any patients’ documents to us. But the 

patients will bring their hospital documents to us when they visit us. We will add 

these data to the patient’s file if the patient has a contract with us. (GP, 

independent CHC) 

Lack of follow-up arrangements 

As stated by the interviewees, follow up contacts would be organised for certa

s of patients after their first contacts. These included contracted patients, defin

nts in the systematic management groups (see details earlier), and patients with 

ors regularly.  

We tell the patients with hypertension to visit us each week so that we can 

check their blood pressure. We also provide some information about the control 

hypertension. (GP, MCH-sponsored CHC) 

For the patient with hypertension, for example, who has a file kept in our

centre
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their

home 

e 

ls and 

except in pa

doct

serv

at th

5-4 

inter  

not 

an’t follow up my patient without the electronic medical records [……]. The 

patients can’t keep their records appropriately. We can’t spend much time in 

either. We charge so little. It’s not worth to do so. 

t 

                                                

 phone numbers [... ...]. It’s impossible for us to treat very difficult cases. But 

for some cases with certain severity, such as pulmonary heart disease we can give 

intravenous drips to the patient. We usually don’t keep patients over night. So, we 

will keep the telephone number of this patient. When necessary, we will pay a 

visit to give some more instructions. It is similar for some other cases, for exampl

the patients with pneumonia, when the patients don’t want to stay in hospita

insist on being treated in our centre. We usually don’t keep patients over night, 

rticular circumstances. (GP, enterprise-sponsored CHC) 

My questionnaire survey revealed that only 16% of the patients who had seen a 

or at the public institutions of district and lower levels93 reported that follow-up 

ices had been arranged. The follow-up service arrangement was even less common 

e private facilities and public institutions at municipal levels and above (see Table 

for details). The lack of appropriate information systems was identified by one 

viewee as the main obstacle to organising follow-up services. But obviously, it was

the only reason (see discussions in Chapter Six). 

I c

searching patient records 

Furthermore, we have not so many staff. So, it’s a problem of hardware. (CHC 

director) 

The GPs played almost no role in the provision of hospital services. Even when the 

patients were admitted (or referred) to hospitals by the GPs, they rarely visited them in 

the hospitals. Only one interviewee mentioned community practitioners (rather than 

doctors who work in clinics) visiting their patients in hospitals. This appears to reflect 

the separation between the accountabilities of different practitioners, although there 

were no formal mechanisms prohibiting GPs from visiting patients in their paren

hospitals. 

 
93 The public institutions at district and lower levels are suppose
t the follow-up service arrangement in the CHCs are not presente

d to be turned into CHCs. Data 
abou d (3/13) because of the small 
number of patients who reported to have attended the CHCs and the difficulties of the patients in 
differentiating the CHCs from hospitals when the CHCs remained at the same locations as hospitals. 
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Our GPs hardly play the roles of coordinating different services. For example,

the stroke patient we visited several days ago saw a doctor in the university hospital,

but there is no coordination between the services provided by our two institution

It’s necessary. For example, if we have two-way referral connection with the 

university hospital, our GPs should know relevant doctors like neurologists who 

can help them in managing their patients. It should be an individual based 

 

 

s. 

conn ) 

 time 

com

all 

at our 

 

CHC) 

Inap

leve

held

from  

a me , 

the h

hosp n if 

nece

coor

d 

e 

eferred back. (president, district hospital) 

The interviewees believed that there existed strong financial disincentives in the 

current system which discouraged referrals. But paradoxically, the doctor-advised 

ection, rather than hospital mediated. (assistant director, independent CHC

If our patients are admitted to our hospital, two or three days later, we will 

arrange the community practitioners, not the outpatient clinicians, we have full

munity practitioners, to visit the patients in hospital. When the patients are 

discharged from hospital, we will expect to receive a phone call. Then we can c

the patients and arrange home visits later [... ...]. When the patients are discharged 

from the hospital, either the patients or the doctors will call us. I think th

patients are quite active. After discharged from hospitals, they will inform us, and 

we can arrange home visits a couple of days later. (director, hospital-sponsored

propriateness of referral 

The dominant direction of referrals was from providers at lower levels to higher 

ls with a marked lack of communication from higher to lower levels. Some GPs 

 a very high expectation of the reverse referral, anticipating patients being sent back 

 the consulting hospitals, but were frustrated and disappointed by the fact that even

ssage documenting the care of the referred patients was seldom sent back. In fact

ospital stays of patients were so long that many patients had been advised by the 

ital specialists that they no longer needed any further professional care. Eve

ssary, they were often offered by the referred providers. This suggests poor 

dination of care and indicates the kinds of obstacles facing continuity of care. 

We are considering the referral system. Right now, there is no well establishe

referral mechanism. I am afraid that while we can refer patients to others, no on

would be r
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referrals seemed not rare (see details in Chapter Four), perhaps because of the frequent 

use of intra-organisational referrals. Further research is needed to investigate the nature 

of an

 

 

s 

 from several doctors simultaneously. (GP, hospital-sponsored CHC) 

p a two-way referral system. The core problem is that 

the hospital resources in the cities exceed demands. If we ask the departments to 

 

 

e 

ome 

alists 

oval from community practitioners. If the 

 

istrict 

d reasons for these referral activities. The possible reasons of the inappropriate 

referral could include clinical incompetence, defensive practice, and potential financial 

benefits provided for the referring doctors by the referred consultants (Bloom, Han and

Li, 2000, p. 1). All of these causes would become obstacles to continuity of care. 

Because we are not well equipped, we have to refer severe patients to our 

general hospital. According to the hospital policy, cases where we can not make a 

clear diagnosis should also be referred. (director, enterprise-sponsored CHC) 

Because we can not provide extensive services for patients, many patients have

to be referred to hospitals. Our hospital does expect us to refer patients to our 

organisation. However, many patients prefer to go to specialised hospitals, such a

the orthopaedic hospital, or to visit their favourite doctors. Under these 

circumstances, we also refer patients to other hospitals. Sometimes, one patient may 

seek help

It’s still difficult to develo

balance their budget, no one will refer patients to others, even if the hospital orders

them to do so. It’s related to their own interests. How can you create a mechanism

to solve this problem? Furthermore, there is also an administrative shortfall. We 

have read a lot of literature and found an approach in managing this problem. Th

social insurance scheme can regulate the flow of patients. Right now the GIS and 

LIS haven’t been completely changed to social insurance scheme, we need s

time. With the agreement of the authorities of health, social insurance and price, we 

could make contracts with the specialists which would provide for medical 

expenditure to be controlled by community practitioners. The expense of speci

would only be reimbursed after the appr

specialists don’t refer patients back to the community after a rational period, the

extra expenses will not be covered by the insurance scheme. (president, d

hospital) 
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Lack of service coordination 

Glouberman and Mintzberg (2001) identified three models in coordinating health 

care services: (1) Chain model: In this model, each practitioner is assumed to have been 

educated to follow a well designed protocol in delivering services. There is no need to 

place a practitioner to coordinate services; (2) Consultative hub model: In this model, 

the physician-in-charge stands at the centre and manages and coordinates the process of 

service provision by consulting with other providers; (3) Web model: In this model, all 

providers are assumed to sit together and make mutual adjustment with each other in the 

interests of patients. Obviously, the web model is an ideal one, but in most 

circumstances, it is unachievable. By contrast, the chain model is less likely to succee

in achieving coordination because of the rap

d 

id development of new procedures and 

techniques and the interest conflicts caused by the market forces. Consequently, most 

commen

Simp

et al., 2002). 

Ability of

t in the literature has focused on the consultative hub model (Starfield and 

son, 1993a; Starfield, 1997; 1998; Forrest et al., 1999a; Forrest et al., 2000; Forrest 

 GPs to coordinate care 

The success of coordination efforts depends on the tasks that the coordinator

r providers perform (Forrest et al., 2000). Doctors are generally recognised as the 

t appropriate candidates for the coordination role because of the knowledge content

ealth care and therefore the coordination process. As Glouberman and Mintzberg 

1) point out, nurses can not substitute for the authority of physicians and sometim

t have the technical knowledge and non-clinical managers have neither the 

ledge nor the authority. While health care purchasers in managed care systems can 

inistratively determine sequ

s and 

othe

mos  

of h

(200 es 

don’

know

adm ences of service provision and sometimes coordinate 

diffe

relationships with community residents (Starfield, 1998, p. 9). However, for GPs to 

successfully exercise this role depends, to a large extent, on the insurance arrangements, 

rent types of services (Dworkin, 1997) they are unable to coordinate process 

involving more complex clinical decisions. 

Among the doctors, the primary care doctors have the strongest claim to be the 

most appropriate coordinators because of the first contact role and long-term 
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consumers’ attitudes and decisions, the cultural environment of the health industry and 

the commitment and preparation of GPs. 

Some interviewees believed that GPs were clinically competent but acknowled

at the same time that it was tru

ged 

e only within the context of the limited range of patients 

currently

high

discrepancy between the expectations for GPs (held by managers) and their actual 

performa

with and worried about their com

with only a limited range of specific diseases. It was relatively easy. But now, we have to 

deal with a wider range of diseases including problems we have never seen before.” 

(GP, ind

 

e those 

problems either. Patients know that. (director, hospital-sponsored CHC) 

I don’t think our doctors are competent in doing CHS. Why? As specialists in a 

d at their own specialty. Each 

specialty is clearly classified. But as a GP, the doctor should be one friend of the 

ms 

e 

ekeeper” nor the role of “fund 

holder”. 

5% 

                                                

 visiting the CHCs. Two CHCs that were believed to have employed relatively 

er quality staff through an open recruitment process, expressed concerns about the 

nce. Some GPs commented on the changing profile of diseases they had to deal 

petency in the new environment. “In the past, we dealt 

ependent CHC) 

You know, we have medical backgrounds and 90% of the patients suffer from

common diseases. However, we can not deal with severe medical conditions 

appropriately but many other health institutions are not able to solv

big general hospital, the doctors are only goo

community residents. Treating a specific disease does not play a dominant role in 

GP’s job. The GP should be able to give consultation of all sorts of health proble

to the residents. The specialists are not competent in this role, unless we gather 

specialists in all specialties. Who is competent in this role? I think it’s the doctors 

from the community hospitals, because they are not too specialised. (director, 

hospital-sponsored CHC) 

In the current system, the linkage and coordination between different services wer

quite poor. GPs in China played neither the role of “gat

The GPs were not thought good enough to undertake these roles. Only about 

of GPs had full medical degrees94 (Li, M. C. et al., 1997b; Li, W. et al., 1999b; 

 
94 China has developed three levels of medical education (see details in Chapter Two). Only those 
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Beij s 

in C en think coordination of care was 

particularly im

coordinate different services. 

’d like to use the GPs as gatekeepers. However, the quality of the GPs is not 

good enough to allow us to do so. We couldn’t risk people’s interests. (director of 

lity is not recognised by the society, and indeed, there are many 

ing Health Bureau, 2000; Wu, X.Y. et al., 2000a; Xie, J. and Chen, 2002)(see detail

hapter Six). Meanwhile, a few managers did not ev

portant. In such an environment, it was very difficult for the GPs to 

We

health authority) 

GPs’ qua

problems for the quality of GPs. It is the biggest obstacle for GPs to play the role of 

coordinators. (GP, independent CHC) 

I don’t think it important for our GPs to coordinate the different services 

provided by different health providers, although sometimes we also feel that our 

work is not so efficient. As you have just mentioned, some responsibilities are 

shared by several institutions. (director, hospital-sponsored CHC) 

Poor communications in referral activities 

Self-referrals and patient-mediated coordination 

Alth

amb

self-referral includes making a change of providers without notifying the first contact 

provider

For 

refe

disin

Mor

ho 

decides where to go and which hospital to visit [……]. The patients usually visit 

                                                                                                                                               

ough I could not make an accurate estimation of the self-referral rate due to the 

iguity of the concept of self-referrals, it appears to be quite high. The concept of 

s, or a decision to change providers with a request for transfer of information. 

the latter case, patients did not necessarily inform their first contact providers of the 

rred providers. Clearly, the current insurance reforms have weakened the 

centives for self-referrals. The “gatekeeper” arrangements have been abandoned. 

e freedom in choosing providers was encouraged. 

We used to refer patients to hospitals. But now, we do not. It is the patient w

 
who graduate from the degree programs (five or more years) are awarded a full medical degree. 
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their appointed hospitals so that the expenses can be reimbursed by the insurance 

schemes95. (director, enterprise-sponsored CHC) 

We do not refer our patients to hospitals, because we do not have many 

patients and severe cases are even scarcer. (assistant director, hospital-sponsored 

CHC) 

The direction of self-referral was two ways. Some patients might self refer 

themselves to hospita

cheaper s

Self-referrals present a significant barrier to continuity and coordination of care. 

Star

nds, to a 

large ext

prov

to o ack of 

com

seeking such advice were acknowledging their greater experiences, the lack of 

consulting fees, and the GPs’ consciousness of their patients’ interests. 

en at ease after visiting hospitals. They would like to 

 

e 

                                                

ls for specialist services. Others might self-refer to CHCs for 

ervices. 

field (1994a) has argued that referral made by primary care providers could lead to 

better outcomes than self referrals, although the self-referred patients might be more 

satisfied with the specialty services they received compared to those referred by doctors 

(Forrest et al., 2001). The coordination of services linked by self-referral depe

ent, on the patients (ie. patients might request communications between 

iders). Occasionally, patients might ask for comments or suggestions from the GPs 

ptimise the plans worked out in hospitals or maybe just to compensate for the l

munications with hospital doctors. As explained by some interviewees, patients 

Some patients have not be

come to our centre to get more suggestions. (director, hospital-sponsored CHC) 

As a GP, I may have thought more about the patient’s interests, including how

to improve the outcomes of their diseases, how to cut down the expenses and in th

mean time optimise their prognosis [……]. The most prominent achievement in the 

management of our centre, I think, is to require our GPs to change our attitudes 

towards patients, a change in sense of concept. In general, our GPs are more 

conscious of the patient’s interests. This is not so easy. There were some retail 

 
95 In th stitutions 

recog
e new insurance scheme, patients are free to seek medical help in any of the health in

nised by the insurance authority. 
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pharmacies and pharmaceutical company representatives who came to promis

kickbacks for prescribing their product

e us 

s. We refused to do so. A woman 

represen

 

 

ts) 

of C

serv tain 

from uld not hold a high expectation of the CHS.  

h they would have already been satisfied. (director, 

hospital-sponsored CHC) 

Intra

with  

between GPs and hospital specialists. Two interviewees mentioned their harmonious 

relationships with specialists. The hospital specialists served naturally as consultants of 

the G

al 

]. In general, we do not have too many patients to be referred to our 

hospital. The number is around 10 to 20 on average each month. Most of the 

referred cases are emergency and difficult cases. The patients either need to be 

tative of a pharmaceutical company told me that she had never 

encountered doctors and health institutions like us. I am very proud of it [……]. 

Some patients came to ask for our suggestions after visiting other health institutions.

(GP, independent CHC) 

GPs spent more time in communication with patients. In the hospital, doctors 

are too busy to explain details to patients. But in CHCs, in contrast, GPs have 

enough time to explain details to patients. (director, hospital-sponsored CHC)

Patient-mediated coordination depends on the expectations of consumers (patien

HCs. In fact, most patients did not expect GPs to organise or coordinate the health 

ices for them. As viewed by the interviewees, patients knew what they could ob

 the CHS programs and wo

If the patients visited the university hospital or the provincial hospital, and 

these hospitals had not managed to solve their problems they would not expect us to 

solve their problems. If we can improve their symptoms, such as easing their 

suffering from fever and coug

-organisational coordination 

Where CHCs were attached to hospitals, the referral activities would usually occur 

in the hospital. Theoretically, this arrangement could facilitate the communication

Ps who were working in the same organisations. As described by one interviewee, 

“We have no contact with other hospitals. Our hospital directs the centre. The hospit

is our leader.” Because of the shared interests within the same organisations, a two-way 

referral channel could be easily developed. 

Because we are part of this hospital, we don’t refer patients to external 

hospitals [……

 179



PERFORMANCE OF COMMUNITY HEALTH SERVICES 

adm

We often communicate with specialists in our hospital to make joint diagnosis. 

We depend on our hospital. We have very 

lnesses, 

 

 

ny 

al 

nt asked to be back referred when the condition was 

steady. Our hospital did the referral. The costs here were much lower. (director, 

hospital-sponsored CHC) 

ually occupied relatively lower positions than hospital specialists. 

This formed an obstacle for GPs to take the roles of coordinators. Instead of seeking 

consulta

itted to hospital or to be investigated in more depth for a clear diagnosis. 

(director, enterprise-sponsored CHC) 

We have communications with specialists in our hospital, if our patients are 

referred to the hospital. Sometimes the specialists call us to find out the condition of 

our patients, as well as the results of their medical examinations. We, of course, will 

tell them. Sometime, we even call them first. (GP, MCH-sponsored CHC) 

good relationship with our hospital. We 

have never encountered any conflict [……]. You can say, we look like one 

department of our hospital. If we have difficulties beyond our capacity, such as 

patients who may need surgery, we can either send the patients to our hospital, or 

ask the specialists to come here. What we need to do is just one call. (director, 

hospital-sponsored CHC) 

There are some back referrals from our hospitals. Such as the chronic il

once the acute symptoms are controlled, the patients will be referred to us for more

intravenous drips or taking some more medicine here or for rehabilitation. (GP,

enterprise-sponsored CHC) 

Generally, we refer our patients to our hospital. If some patients need 

rehabilitation, they will be back referred to us. In our community, there are ma

families in poverty. We have once referred a patient to our hospital. After sever

days in the hospital, the patie

However, GPs us

tions from specialists, some GPs just followed the instructions of specialists. 

Actually, both GPs and hospital specialists expected the difficult cases to be transferred 

to hospitals. Many hospital specialists disdain to argue with GPs. In such circumstances 

there should be no expectation of hospital specialists informing GPs about referring 

patients. 
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In terms of professional relationship with our hospital, the activities include 

transferring patients to the hospital and asking specialists to come here [……]. 

cult 

e 

just said “send to hospital 

immediately”. That’s all [... 

e-

Org

detr

dem

GPs to suggest the most appropriate consultants in the interests of their patients if those 

consultants worked beyond the parent hospital. 

When we encounter difficulties, we would ask the specialists to come [……]. 

Because we are directed by the specialists, the coming of specialists will not entail 

extra fees. We will definitely follow the medical orders of our specialists [……]. We 

deal with common diseases. It’s the hospital’s responsibility to deal with diffi

cases. (director, enterprise-sponsored CHC) 

There is no activity to facilitate the communication between our GPs and 

specialists in our hospitals or in other hospitals [……]. I have suggested to the 

medical association that they promote exchanges of knowledge between medical 

professionals, at least encourage communications between medial colleagues. 

However, there is still no such kind of activity [……]. If the GPs need help from 

specialists, they can only find relevant doctors within the centre [……]. We hav

tried to seek help from our hospital specialists. It happened only once during the 

past ten years. When the specialist came here, he 

...]. The general way for us to deal with difficult cases 

is to send the patient to our hospital. Our activities are limited by our hospital. 

(director, enterprise-sponsored CHC) 

We have not much connection with the specialists in our hospital. They don’t 

come to our centre either [... ...]. We usually refer our difficult patients to the 

hospital without any transfer of information, unless we prescribed drugs. (GP, 

enterprise-sponsored CHC) 

We do not have much communication with hospital specialists. Sometimes 

when the hospital organises lectures, we will attend, that’s all. (GP, enterpris

sponsored CHC) 

anisational constraints on the referral process could become a potential 

iment to consumers when the organisation was not able to meet the needs and 

ands of consumers. Patients’ choices were limited. It was sometimes difficult for 
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Inte

com y, 

GPs

a GP

cont roviders. Individual communications 

between GPs and specialists were uncommon.96 Although some CHCs had contracted 

 develop individual 

based communications with hospital specialists. The strong pattern of organisationally 

boun ng 

al., 

 

to be

et. 

 to 

 

r patients. We make two-way referral contract 

with as 

r-organisational coordination 

Inter-organisational relationships have been acknowledged as an important 

ponent of coordination of care activities (Bolland and Wilson, 1994). But in realit

 rarely talked to the health professionals outside their own organisations. Even when 

 decided to arrange a referral to external hospital specialists, he/she actually 

acted the organisations rather than individual p

with external hospitals, there was no policy to encourage GPs to

d activity differs from many western countries. In the USA, for example, referri

physicians commonly recommended a specific specialist to the patient (Forrest et 

2002). In some managed care organisations, the primary care providers might contact 

the specialists to clarify the clinical problems at the same day when they made the 

referrals (Peabody and Luck, 1998). The referral to the subspecialties were more likely

 arranged as consultation (Forrest et al., 1999a). 

We have no connection with specialists right now. Many hospitals, including 

the university hospital wish to make contracts with us, but this hasn’t developed y

We don’t call the specialists who serve our patients. Because, firstly, they would not 

answer us; secondly, we have no such kind of contract. But anyway, we do hope

develop such patterns of contact. If so, my patients will be happier. We can attract 

more patients to make contracts with us. That’s a very good pattern. But we haven’t

achieved it yet. (GP, independent CHC) 

We make contract with the central hospital. We refer our patients to the central 

hospital if we feel they are too difficult for us to deal with. The hospital also 

referred several patients back to us last year. (GP, MCH-sponsored hospital) 

W District Hospital wants us to be part of the hospital. But they don’t care 

about the CHS. They just want ou

 them. But it’s not well implemented. We referred 20 patients to them, none w

                                                 
96 Even within one hospital, referral activities are usually negotiated through departments rath
idual specialists. 

er than 
indiv
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referred back. They are pretty happy to see us refer patients to them. But the

should also refer some back, let’s say, like some patients with 

y 

cystic stone or cystic 

inflammation. After operation, they should at 

 

Lack of t

whic

refe ed 

by t  

man  involved the transfer of responsibility (Forrest et al., 1999a). 

The transfer of information for transferred responsibility is essential to enabling 

coordina re 

not well developed. In m

exte he final decisions on whether and where to be referred 

parent or contracted hospitals would always be the first choice of the GPs with respect 

to th patients 

 the 

y 

ts 

ld suggest the 

patie

referral, honestly, we have no specific criteria. It’s determined by each doctor. The 

least call us. We don’t expect them to 

transfer medical documents. But they should at least inform us about such cases 

when the patients are discharged from hospital, so that we can arrange home visits. 

We can install the catheter and inspect the situation of the patient. But no call 

comes. (assistant director, independent CHC)

ransfer of information for transferred responsibilities 

Current referral activities are focused purely on the transfer of responsibilities, 

h might have constituted only a small proportion of the patients who needed 

rral services. A study in the USA demonstrated that about 40% of referrals arrang

he primary care providers were for the purpose of consultation, 35% for shared

agement, only 25%

ted services. As described previously, the medical records in many CHCs we

ost referrals, the transfer of information depended, to a large 

nt, on the patients. Actually, t

were usually made by the patients even when it was recommended by doctors. The 

e referred provider. When referral to an external hospital was requested by 

due to barriers of cost, insurance, distance, and quality of services, the referral 

arrangements would generally be pass on to the patients. In fact, GPs rarely made 

appointments with referred providers on behalf of their patients, unless referring to

parent hospitals or/and where the patient had signed a HCA with the CHC. In a CHC 

affiliated to a university hospital, the availability of specialist services coordinated b

the CHC staff were seen as a strategy of attracting consumers and one of the benefi

that the contract clients could enjoy. 

If we encountered difficult cases, such as pneumonia, we wou

nt be admitted to hospital. However, if the patient was not willing to go to 

hospital because of the inconvenience or the high expenses, we can also give 

treatment to him/her in the centre. We do accept this sort of patient. In terms of 
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key consideration is the medical risk, the capacity of dealing with the cases 

appropriately. Yes, the medical risk. (GP, independent CHC) 

We do refer patients to hospitals. If the patients were staff of Panzhihua Steel 

Company, we would have referred the patients to our hospital, because they could 

get a discount in their expenses. Otherwise, the patients would be referred to Dukou 

Hos

to the second city hospital. It’s few in 

refer

Cro

pital, because that hospital is close to our centre. It’s just down the hill. (GP, 

enterprise-sponsored CHC) 

We have not developed a series of complicated referral networks. It’s not so 

perfect in terms of the referring system. Sometimes, for example a cancer patient, 

we couldn’t refer him to our hospital. The hospital said that all beds were occupied 

at that time. The patient was uninsured, he said he would like to be referred to the 

second city hospital, then we referred him 

ring activity. We have no close contacts with hospitals. (GP, enterprise-

sponsored CHC) 

We have no contract relationships with other hospitals. If we have difficult 

patients, we will refer the patients to the first municipal hospital (nearby) or others. 

(president, district hospital) 

ssreach arrangement in public health projects 

The coordination of public health services was shaped by the hierarchical 

organisa

resp

loca

emp y kept close connections with 

the PHIs and spent part of their time in the PHIs. Some were even administratively 

managed

acti

allo

We have specialised staff members in charge of MCH activities. They have 

some kinds of connections with MCH stations. Panzhihua Steel Company has two 

hospitals, each with an affiliated MCH station. The MCH station supervises our 

tion of public health agencies. Some medical organisations were assigned 

onsibility for delivering defined public health services by the PHIs (or through the 

l health authorities). Those medical organisations (including CHCs) generally 

loyed PHWs to implement the public health tasks. The

 by the PHIs. Usually, the components and schedules of the public health 

vities were designed and managed by the PHIs. A certain amount of money was 

cated by the PHIs to the CHCs to cover the cost of these services. 
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activities in MCH care. They give guidance. We provide services. We send our 

MCH staff members to the MCH station each Monday, Wednesday, and Friday to 

serve clients there. We also give physical examinations to pregnant women and 

women with new born babies and children, and pay home visits. (director, 

ach Friday, our doctors in gynaecology and 

n 

en, 

al 

does

 

CHC) 

es 

orks but 

 

enterprise-sponsored CHC) 

We manage the pregnant women. E

obstetrics go to the MCH station and receive assignments of MCH activities. They 

also give us some subsidies to support our services, (which were around 30-40 yuan 

per capita)97. About 30% of the subsidies will go to the pocket of the doctors who 

offer the services. The remaining will be kept by the centre. It’s the MCH station 

that charges the clients. When we pay home visits, we will not charge the clients. 

(GP, enterprise-sponsored CHC) 

The MCH station organises the MCH activities. They keep the informatio

cards, we provide services, including physical examination of pregnant wom

home visit to women with newborn babies, monitoring physical development of 

children, and inspecting the environments of kindergartens [……]. Our hospit

n’t inform us when our patients are discharged from the hospital. The only 

exception is the patients with cancer or TB. They will send a note to us so that we 

can pay home visits to these patients. For other patients, if necessary, the hospital

will tell the patients to come to our centre for further treatment or investigation. 

The hospital will not contact us directly. (director, enterprise-sponsored 

In terms of family planning and preventive care, it’s assigned by our hospital 

to Dadukou. We are not allowed to be involved in these activities, unless some cas

that are not covered by Dadukou. We applied for permission to do these w

were rejected. (director, enterprise-sponsored CHC) 

We were originally a PHC station. We did similar activities then but current 

activities are more individualised. For example, we focused more on population 

services, without too much attention on individuals. We conducted a survey in 1995,

                                                 
97  The MCH station allocated 30-40% of their user charges to the CHCs, supporting the physical 
ination and home visit services undertaken by the CHCs. exam
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but it was virtually done by the work units. Our main contact was with the work 

units. Now however, we enter into residents’ homes and we provide a wider ra

of services. (director, hospital-sponsored CHC) 

We have no connection with EPS. We are independent from each other. 

nge 

How  the EPS. 

chain model. The PHIs, hospitals, an ibilities according to a 

predefined protocol. For example, babies are usually delivered in hospitals; within the 

hosp

l 

 

ast 

e visit 

of the mother and her baby had been transferred to the MCH station. I explained 

cused them of evading their 

responsibility. I said a lot and 

s 

]. I 

asked the president. We still don’t know whether our hospital transferred the money 

ever, there are several EPS staff working in our centre. They belong to

(director, enterprise-sponsored CHC) 

Despite the crossreach arrangements, service coordination continues to follow the 

d CHCs share respons

itals, the babies might receive some vaccinations; the postpartum home visits are 

generally undertaken by the local MCH stations or CHCs (or community hospitals). The 

subsequent immunisations after discharging from hospitals were taken over by the loca

EPS or the CHCs (or community hospitals) supervised by the EPS. The physical 

development of children would be monitored by the MCH stations or CHCs (or 

community hospitals). There is some scope for overlaps and gaps in these arrangements

which perhaps could be avoided through clearer case management arrangements. 

Some activities are hard to coordinate; why? Let me give you an example. L

month, a staff member from the Television College called me. He said “My child is 

now ten days old, but still has yellow skin. You said you would make a hom

eight days after the delivery of the baby. Why haven’t you come?”.  I called the 

department of obstetrics immediately and enquired about the home visit 

arrangement, and I was told it was the responsibility of MCH station. The records 

the details of the problem of that baby and ac

then I reported it to our president. I insisted that it 

really is a problem and then again, I queried the department of obstetrics: “Why 

don’t you pay home visit if it’s your responsibility?” The answer was: “It’s not u

who refuse to pay home visit. It is the MCH station who doesn’t allow us to do so. 

They will not be happy if we pay home visit.” Later, we suspected that our hospital 

did not transfer part of the money collected from the client for the purpose of post 

delivery care. [Money is collected by the hospitals in which the baby was born
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[……]. I thought it might be easier for the client to solve the problem. Therefor

called the client [……] and suggested that they come to the hospit

e, I 

al or ask a 

 

with

 et 

al., 1  the 

integ

Com of whether a primary care provider offers a range of 

services , 

1994

of fa e 

elem d 

serv

diffe

resp

with

inef . 

Competing w

inclu

prim  

than

G.Y  

goal wou es 

have

paediatrician to answer their questions via phone [……]. Later, I was told that they

had visited the hospital. (director, hospital-sponsored CHC) 

In the past, we paid a home visit if the child was born in our hospital. 

Sometimes, I found that the MCH station also visited the same home sequentially 

out communicating with us. (director, hospital-sponsored CHC) 

Integration of provision 

Six functions have been identified as a core principle of the CHS policies (MOH

999; Sichuan Health Bureau, 2001). The governments are seeking to encourage

ration of health services through assigning comprehensive functions to the CHS. 

prehensiveness is a measure 

broad enough to meet all the common needs of a certain community (Starfield

a). Although comprehensiveness in one agency may have the potential advantage 

cilitating integration of services, it can also be achieved through linking the cor

ents of ‘comprehensiveness’ provided by each agency with similar fragmente

ices provided by others, including agencies of similar provider configuration and at 

rent levels (WHO, 2001). If the CHS could play a complementary role in 

onding to the community needs, the integration of services would be improved 

out duplication. Otherwise, it could exacerbate the problems of allocative 

ficiency. In this section, I examine the roles of CHS within the entire health industry

ith hospitals for clinical services 

As discussed earlier, medical providers at various levels provide primary care, 

ding tertiary hospitals. One of the aims of the CHS reform was to divert as many 

ary care clients as possible from the tertiary hospitals. It was believed that more

 80% of health problems could be appropriately solved in community settings (Wu, 

. et al., 1999a; Dai and Wu, 2000). However, the mechanisms for achieving this

ld depend largely on market forces and competition. Only a few municipaliti

 designed financial incentives into their insurance arrangements which would 
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encourage members to seek medical assistance in the first instance from the health 

institutions at lower levels (Shanghai Municipal Government, 2001). 

e 

ivate clinics to move away and to divert some patients from other 

community hospitals. But the impact of CHS on tertiary hospitals has been quite limited. 

ised by 

know

ital 

vices to 

 

. The MCH station had one million yuan 

incomes per year. But excluding the go

 hospital (tertiary hospital). We still 

have the same number of hospital visits. In financial respects the CHS hinders our 

hospital. (director, hospital-sponsored CHC) 

In reality, the pressure of competition operates mainly between CHCs and privat

clinics and community hospitals. As indicated by the following story, some CHCs have 

been able to force pr

Patients trust us, because we are well regulated as an institution superv

health authority. (director, enterprise-sponsored CHC) 

There is only one CHC in this community, but a lot of private clinics. At the 

time when we established the CHC, there were 61 private clinics, now, only 30 

survive [……]. We succeed in competing with the private clinics. Although we 

charge a similar rate, we have more services, and our quality is better. (assistant 

director, independent CHC) 

If a CHS program is well accepted by community residents, it will definitely 

affect the hospital performance. In general, the hospital visits will be reduced. As I 

, the number of outpatient visits at the H Hospital is even less than at our 

centre. Another example is the C Staff Hospital. I know the president of that 

hospital very well. Our CHS have had a big impact on that hospital. That hosp

has a 500,000 yuan income from the services to their own staff per year. In the past, 

they had an additional income of 800,000 yuan income per year from the ser

other community residents. But this year, this part of income dropped down to 

500,000 yuan, with a 300,000 yuan loss of income. I have talked to many residents. 

They didn’t think the MCH station (former institution of the location) had the

capacity to provide clinical services

vernmental input, they earned only 200,000 

yuan from outpatient services. We aimed at 800,000 yuan at the beginning of this 

year. The aim has already been reached now. We made at least 600,000 extra, 

which came from the patients we attracted from the hospitals and the private clinics. 

This is the effect of the medical market. (assistant director, independent CHC) 

There is no influence of the CHS on our
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Lim

struc  

only ystem (for public health 

program delivery) was that many CHCs took over these tasks from the other hospitals or 

 of the same hospitals. The range and scope of preventive services 

remained largely unchanged. There were few extensions of GPs’ roles in preventive 

serv t 

d staying 

 

igned 

r 

r 

rge of two communities before, but three more 

are tals, 

edic hospital takes the responsibility of family planning and children’s 

immunisation. (president, district hospital) 

ited roles in complementing key services 

While competing with hospitals for clinical services, other key services that the 

communities might have great needs for were not well developed in the CHCs.  

Preventive services 

As described earlier, public health services are arranged through a complex 

ture of parallel hierarchies with some cross reaching of staff and functions. The

 difference compared to the original hospital based s

other departments

ices. In my community survey only 42% of residents who had attended doctors a

the district level or below received advice about ways of avoiding illness an

healthy which was similar to those who saw doctors at municipal and provincial levels

(37%) although somewhat better than those attending private doctors (21%) (p=0.047).  

SL was classified as one of the communities of CH hospital, now, it’s ass

to our community centre. We are in charge of the preventive care of this community. 

We have four specialised staff members to do preventive activities. They were 

clinicians before, but do not get involved in clinical activities any more. The clinical 

activities and preventive activities are separated. There are lots preventive 

activities, including survey and recording of new births and deaths. The preventive 

care staff also do a lot of health education, because they have already been familia

with the community residents, they should take this responsibility. (assistant 

director, hospital-sponsored CHC) 

We are following orders from the health authority and intending to change ou

hospital into a CHC. We were in cha

added now. In the mean time, the communities assigned to specialised hospi

such as the orthopaedic hospital, are reduced from five to one, whereby the 

orthopa
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The development of HCAs and systematic management approaches represented 

e progress in the integration of preventive care. But unfortunately, these services 

red only a small portion of the populations around the CHCs. Furthermore, the 

cal services were not integrated with these approaches. The

som

cove

clini  vertical integration 

presented an obstacle for the horizontal integration. 

 CHCs, the MCH care is the responsibility of doctors in the division of 

s a national 

polic

 

the 

ptive 

bortion 

controls over these services as a whole. Some interviewees commented that tight 

the private clinics with opportunities to 

occu

 

 to do family planning surgery, because of the risk and 

polic  

In our

gynaecology and obstetrics. By contrast, the immunisation division is in charge of 

the children’s health. Our GPs do aged care, chronic illness management, and 

health education. (GP, enterprise-sponsored CHC) 

Family planning 

Family planning services are tightly controlled by the government a

y priority. The relevant policies and the marketing and distribution of 

contraceptives are usually controlled by the Family Planning Committees (FPCs). As 

with the public health system, the delivery of family planning services relies heavily on

the primary health institutions, although the FPCs generally ran a few specialised 

institutions and hospitals to deliver reproductive services. The CHCs were subject to 

authority of both the FPCs and health authorities. For example, some interviewees 

reported that they had to get approvals from the FPCs before terminating contrace

measures for their clients. Meanwhile, some CHCs were not authorised to offer a

services (by the health authority). In reality, however, the health authorities had lost 

governmental control over the CHS provided 

py the market. In recent years, family planning services have been evolved into the 

promotion of reproductive health (Wong, G. C. et al., 1995). But obviously, the CHCs

were still focusing on clinical family planning services. Other aspects of reproductive 

health have not attracted their attention. 

We are not allowed

y issues. Furthermore we have no relevant equipment. (GP, hospital-sponsored

CHC) 

We are providing some services related to family planning. But these activities 

such as installing or taking out IUDs (intra-uterine devices) or undertaking 
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abortion are virtually controlled by the Office of Family Planning. The woman who 

wants to take out of the IUD has to get our diagnosis first to state the condition and 

reason to do

Reh

 to many health institutions. Although an 

explicit definition of rehabilitation in the CHS policy documents could not be found, 

som

al 

people with disabilities to optimise 

the use o

(Wu d 

acup Many 

inte

equ alth 

syst  

doc

com

post  

Hea

ass education through 

posters and lectures. Many CHCs had organised lectures in their communities. These 

doctors rather than nurses, sometimes even by hospital 

specialists. It was rare to see any printed materials for health education in the reception 

and 

 done 

explain 

 so, then get approval from the Office of Family Planning, and finally 

take the operation. (director, enterprise-sponsored CHC) 

abilitation 

Rehabilitation was quite a new concept

e of the outcome indicators included in the accreditation programs (eg. Activity of 

Daily Life and Social Ability) expressed clearly the acceptance of the internation

definition: “Rehabilitation is a process which assists 

f their physical, mental, and social abilities.” (Mitchell, 1999). 

Rehabilitation services were sparse in CHCs, which reflected the national picture 

, Y. F. et al., 1999c). Post acute treatment, physical therapy, exercises, massage an

uncture were cited as the main rehabilitation services offered by the CHCs. 

rviewees attributed the lack of rehabilitation services to the poor training and 

ipment. However, rehabilitation services had been neglected by the entire he

em. My questionnaire survey showed that only 1.5% of the residents who saw

tors were assisted by their doctors to plan for further rehabilitation programs, 

prising 0.28% of the total population, far less than the potential demands if 

ulated according to the estimated disability rate of 1.15% (Zhuo, D. and Kun, 1999).

lth education 

Most interviewees saw health education as propaganda or m

lectures were usually given by 

waiting areas of CHCs. 

I think that we do very well in health education. Since last year, we have

a lot in health education. Health education is directed by doctors with the help of 

nurses [……]. Because of the limitations of their knowledge nurses cannot 

clearly about relevant problems. That’s why we ask doctors to give lectures to 
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community residents, even specialists from hospitals. The only exception is that w

let nurses give lectures in the kindergartens. (director, hospital-sponsored

e 

 CHC) 

GP, 

y doctors. 

(director, enterprise-sponsored CHC) 

lence 

nt clinics. We educate them according 

to th

 the 

that the individual 

based health education may be more useful [……]. Our GPs have done well in 

indiv

and 

 

Age

entified as important components of the full 

range of CHCs services (MOH et al., 1999; MOH et al., 2002) but in reality, the 

or the elderly were rare. One interviewee introduced his 

hospital’s efforts in developing an entire range of care for the elderly covering 

com

We give lectures to community residents twice a month either in the centre or 

in the community. The attendees are organised by the residential committees. (

independent CHC) 

We open four lectures per year in the community, which are done b

Although a few GPs were aware of their roles in helping to reduce the preva

of risk behaviours among their patients, no interviewees talked about any health 

promotion projects targeting the local health issues. 

We are doing health education, which includes two sorts of activities. One 

focuses on individual patients in the outpatie

eir specific condition. The other is the community based education. We go to 

the community health school each month and give lectures to the residents 

periodically. It’s not as ideal as we expected [……]. As required by the project,

resident committee should play a role of bridge to connect our centre with 

community residents. It should be the resident committee that organises the 

activities in the community, and we give lectures [……]. I think 

idual based education for both contract patients and other outpatient visitors. 

We spend a lot time talking with our patients in order to change their life habits 

help them relax. We emphasise the benefit of low fat, low salt diet repeatedly. We do

the education to all hypertension patients, including the patients who come for free 

check of blood pressure. (GP, independent CHC) 

d care and palliative care 

Aged care and palliative care were id

programs designed specifically f

munity, institutional, and hospital care. But the institutional care actually enrolled 
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elderly people from other communities, while no connections with these community 

institutions were developed yet. Clearly, these services were still fragmented. 

The elderly couldn’t always stay in hospitals. We have to meet the demands of 

residents. We set up a nursing home. In the mean time, we try hard to develop 

community-based services. We want to develop and improve our capacities 

preventive, care, and rehabilitation. We can’t be a success if we compete with o

in 

ther 

hosp

However, there were som

Chengdu showed that more than 90% of elde

the comm

seem e an alternative choice for the dying patients to 

seek palliat

There were some elderly patients whose condition was too far advanced to be 

 although 

cure the diseases. They didn’t feel sorry. I think we can do a lot of work in 

this aspect to meet people’s demands. (GP, independent CHC) 

There was an aged patient who had been a department director in the labour 

. It seemed 

 

e 

Pattern 

 widely recognised (Central Committee of 

Communist Party and State Council, 1997). The CHS are trying to integrate the services 

itals only in the clinical components. (president, district hospital) 

Palliative care was new in China. Most CHCs did not provide such services. 

e demands from the community residents. A survey in 

rly over 80 years old would like to live in 

unities (Sun et al., 2002). A few CHCs had tried to manage terminal cases. It 

ed that CHS could possibly becom

ive care with relatively lower prices. 

cured. They found hospital services were too expensive and came to us and asked 

for home services. Actually, the results were quite good. They didn’t spend too 

much money. Both the elderly patients and family members were satisfied

we didn’t 

bureau. He was diagnosed as stroke, with failure in heart, lung, and kidney, by 

Huaxi University Hospital. The hospital suggested that he came back home instead 

of wasting money in hospital. They had spent 10,000 yuan in the hospital

that he was dying. After coming back home, his family members had been ready for

the funeral, until one day, they came across the CHC. They enquired about th

possibility of home service. We accepted their request. After one month home based 

services, he was becoming better, which costed only several thousand yuan. 

(director, hospital-sponsored CHC) 

of service integration 

The fragmentation of services in China is
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to comm  

CHC

wor ctive programs but impeded 

the coordination of other im

of selectiv

continuing f

HS. There is no clear 

direction for us. There exists separate hierarchical structures for preventive care 

and s. 

ance concerns how it steers its own 

development, strategic planning, capacity building and related practices. In this final 

section, I ref

Sim l 

CHS d 

seco ensifying competition in the healthcare 

marketplace. Accordingly, CHS provided those hospitals with an alternative approach. 

Since CH

man

But 

al., 1

hosp

Right now, the CHS has no impact on hospitals. But they will in the future if 

the development of CHS follows the pathway which has been laid out. (director, 

hospital-sponsored CHC) 

unities through their comprehensive functions and the complementary roles of

s. But they have not achieved great success. The top to down arrangements 

king through hierarchical structures has facilitated sele

portant services. Although the debate between the strategies 

e PHC and comprehensive PHC is still going on (Warren, 1988), the 

ragmentation of services runs counter to the aims of the CHS reforms. 

It’s difficult to integrate all the six components of C

family planning. We are not well recognised in the practice of these activitie

For example, the planned immunisation for children is done by our hospital, they 

don’t let us do it. We only conduct survey for them. (director, hospital-sponsored 

CHC) 

Development performance of community health services 

An important aspect of organisational perform

lect upon organisational development as part of evaluating CHS 

performance. 

Try to stay alive 

ple survival was an important motivation for many hospitals in sponsoring loca

 programs. Some CHC managers believed that it was very hard for the primary an

ndary hospitals to survive the int

S were frequently used as a marketing strategy to attract patients, these 

agers strongly opposed large hospitals (or tertiary hospitals) being involved in CHS. 

in reality, one fourth of tertiary hospitals have been involved in CHS (Yang, H. et 

999b). Recent policy changes (MOH et al., 2002) will encourage more tertiary 

itals to participate in CHS. 
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There is nothing special in CHS. The main aim is to occupy the communities 

[……]. It may be an alternative approach for our hospital when the hospital is 

e 

al 

 cannot deal with severe health problems. So, we can only develop 

according to this strategy. (president, district hospital)

y 

e 

rector said that the five yuan 

charges can not meet the cost definitely, but if the patient is glad to sign contract 

 he/she will visit our centre, and then, we will make profit. 

(assistant director, hospital-sponsored CHC) 

 al., 

 

ts. We have to satisfy the patients in order to keep the patients. We will then 

have the

has a clear view. 

(GP, hospital-sponsored CHC)  

HS 

-

difficult to maintain. (GP, hospital-sponsored CHC) 

Our hospital intends to introduce a mechanism of integration of preventiv

care and rehabilitation. This hospital is too small to compete with others in clinic

components. We

 

Before March 2000, we charged only five yuan for one health contract. It’s 

increased to 20 yuan since 1 March 2000. Actually we do not expect to make mone

from this charge. We intend to let more residents know our centre and the range of 

services we provide, no matter whether they sign contracts with us or not, becaus

many residents still don’t know the centre. Our di

with us, when he/she is ill,

While many primary and secondary hospitals were struggling to survive (Hao et

1999) in the face of the competitive pressures imposed by the tertiary hospitals, the top

priority for most CHCs was also to try to stay alive. “The most important thing is to 

keep patien

 financial resources we need.” (director, enterprise-sponsored CHC) 

Large hospitals also deliver home-based services. You have to find something 

special to survive from the competition. It’s pretty hard. No one 

Our hospital heads do give attention to CHS, but they care more about the 

financial revenue, it’s a problem of surviving. How can our heads support the C

while the CHCs can not produce profits? They have no money to support the CHCs 

at all. They can only focus on financial benefit to support our staff. (GP, hospital

sponsored CHC) 
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Lac

rless. 

hospitals be

inter  of 

their organisations. 

nd 

uan 

ccording to the policy of 0.5 yuan per capita in the 

community. (director, hospital-sponsored CHC) 

Infr

The

attac

lack r 

outc

any 

nly 

nt 

. Patients expected that we would be equipped 

with

nal Chinese medicine 

in controlling diabetes in conjunction with diet control and exercises. (GP, MCH-

sponsored CHC)

k of opportunities for self-development 

Their heavy dependence on hospitals made many CHC managers feel powe

They were very concerned about the future separation of the CHCs from their parent 

cause of the little chance left for the self-development of CHCs. Some 

viewees expressed confusions and uncertainties about the future development

We can’t make decisions by ourselves. Everything has to be approved by the 

president of our hospital and reported to the president in advance. All drugs a

materials, including cotton sticks come from hospital [... ...]. The investment from 

the health authorities goes to the hospital. I still have not received the 35,000 y

yet. It should be given to us a

astructure development 

Infrastructure development was amongst the top priorities of the CHC managers. 

 CHC staff rarely saw hospital resources as their own, whether or not they were 

hed to a hospital. It was very common for the interviewees to complain about the 

 of resources. Some even associated the lack of resources directly with the poo

omes. 

We can’t compete with hospitals. We are not well equipped. We can’t do m

examinations and tests. If the patients need these tests to clarify diagnosis the o

way is to go to hospitals. (director, enterprise-sponsored CHC) 

There was a patient with diabetes. Because we had no appropriate instrument 

to detect his condition, we could hardly give him any advice. The patient was finally 

diagnosed as diabetes in a big hospital and we then lost his trust. He has never 

come back to us. We feel so sorry about that [... ...]. Diabetes is the most prevale

health problem in our community

 appropriate instruments with which we can detect diabetes at the early stage 

without blood test. They also hope that we could use traditio
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Given this belief, most CHCs tried very hard to equip themselves. Many CHC

agers hoped that these facilities and equipments could attract patients and bring 

its to the CHCs, and more importantly, keep a sustainable ability for future 

elopment in case that they would become independent from their parent hospitals. 

 

man

prof

dev

We were well equipped last year, including X-ray machine, Ultrasound B, ECG, 

ts. It’s equivalent to a small hospital. Because I have been 

be anti-hypertension drugs [……]. For the URI patients, we can give 

intra  

ill 

 mist equipment because of the lack of money. We did apply for 

this item as well as many others, such as laboratory tests, including blood glucose 

 of 

 of the 

integrate

as blood lipids and so on. (GP, enterprise-sponsored CHC) 

tory to do blood, urine, and faeces ordinary 

items tests, but our location is not good. This building will be demolished. It is said 

and laboratory tes

trained in CHS, I am trying to build up our capacity in dealing with common health 

problems, in case of fully changing from a hospital outpatient department to a CHC. 

We have already been well equipped, I think [……]. I am now contacting the 

eastern health authority and our SAOs for supporting us in rehabilitation activities. 

We have no any rehabilitation facilities. I hope they can support us. (director, 

enterprise-sponsored CHC) 

For the patients with hypertension, our role is to monitor their blood pressure 

and prescri

venous drips to patients to control infection. We also prepare to do ultrasound

mist drug giving to patients. We have been equipped with oxygen suppliers, but st

have no ultrasound

and blood lipid and so on, but we just have no money to do these items. (GP, 

hospital-sponsored CHC) 

For most CHCs, as one department attached to hospitals, they could only beg 

investments from their parent hospitals. But given their beliefs that CHS were less 

profitable or even a financial burden, hospitals were not keen to invest in CHCs. As said 

by some interviewees “we can only do our works with our two hands”. However, a few 

hospitals did put the infrastructure development of CHCs into the entire strategic plan

hospitals. In these cases the allocation and balance of resources between CHCs and 

hospitals were carefully designed. The CHS programs were considered as one

d parts of hospital services. 

If necessary, we can collect samples and send to our hospital to do tests, such 

I applied for setting up of labora
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that 

. 

) 

Workfor

infra  professionals could 

be attrac

auto s 

for f

deve

the t ved 

in th

wo nurses work in the centre. However, employing staff 

members is not difficult if we have appropriate financial supports. (GP, hospital-

sponsored CHC)  

Some interviewees believed that the low quality of workforces constituted obstacles 

h as mental 

health counselling, diet consulting and rehabilitation were not available in many CHCs. 

But unfortunately, the transform

od at 

) 

s. 

red CHC) 

it’s the turn of this building after the rebuilding of the street. Therefore, 

director Gao was worrying about the possibility of frequent moving of equipment, 

although he intended to move part of the laboratory from hospital to here [... ...]

Right now, we have nothing except for an ECG. (director, hospital-sponsored CHC

ce capacity 

Many managers did not see workforce development as important as the 

structure development. They believed that high quality health

ted, provided that they were well equipped and more importantly had the 

nomy in recruiting staff. Nevertheless, there are strong pressures from government

urther investment in training for GPs. Clearly, GPs are focus of the workforce 

lopment in this sector. In Chengdu and Panzhihua, training was a pre-requisite for 

itle of GPs. The local, municipal, and provincial health authorities were all invol

e training. 

Only one doctor and t

for the future development of CHS. The emerging demands of services suc

ation of hospital specialists into GPs has been the main 

focus of the workforce development policy. Perhaps because of perceived workforce 

problems within the hospital sector many politicians and researchers have emphasised as 

one of the principal tasks the transformation of doctors working in tertiary hospitals into 

GPs (Chinese People's Political Consultative Conference, 1998; Yu, X. H., Zhu and 

Wang, 1999; Xie, J., 2000). The roles of nurses and allied health professionals and the 

non-medical and paramedical workers have not received the same attention. 

Patients come to our centre, because they trust our skills [……]. I am go

paediatrics. So, many patients visit me for this purpose. (GP, MCH-sponsored CHC

We have no real GPs. All of the doctors working in our centre are specialist

(director, hospital-sponso
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Professional capacity is one of the most important factors that affect the 

performance of CHS. I came from the department of internal medicine. Although I 

also have some experiences in hospital at homes, I still feel that our knowledge 

structure is inappropriate. This is a key point. (director, hospital-sponsored CHC

We can meet the demands of our community residents, in terms of disease 

treatment and maternal and child health. The only problem from the feedback of 

residents is the lack of physical therapy. We will set up one soon, which should be 

able to meet the demands. (GP, enterprise-sponsored CHC ) 

Each CHC should be able to do some laboratory tests. But we have no money

to purchase the equipment. I th

) 

 

ink that we should at least be equipped with ECG, 

 

Institutional development has not b

n 

been 

ple 

 

Ultrasound B, and biochemical test machine. Our GPs should be able to do these 

tests, unless we have specialised staff members to do the job. We have no such kinds

of staff members now [……]. I need to be trained in laboratory skills. Our GPs 

should have these skills, such as ECG, Ultrasound B, and biochemical tests. (GP, 

hospital-sponsored CHC) 

Conclusions 

een linked with population health 

Despite the policy intentions the expansion of CHS programs have not resulted i

an overall improvement of accessibility to medical care. Indeed, the CHCs are less 

likely to offer high-technology services to consumers due to the less technology-intense 

environment of CHCs and the policy goal of reducing the cost of CHS. Unfortunately 

the strategy of encouraging consumers to access CHS by reducing costs may have 

compromised by a perception of lower quality of services (Luo, L. et al., 1999a). Peo

are worried about the possibility of incurring increasing costs as a consequence of more

visits per episode of illness because of delay in appropriate diagnosis and 

commencement of treatment (see details in Chapter Six). Obviously, the medical 

accessibility and cost saving effect are unlikely to be achieved by entirely depending on 

the institutional arrangements without appropriate financial arrangements (Starfield, 

1994a; Wholey et al., 1998). 
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The current CHS reforms have focused mainly on the provision of personal he

care and have not given enough attention to population health. Although new resources 

have been put into communities, the number of patients seeking medical help do

appear to have increased. The financial barriers facing low income families and rural 

immigrants have not been removed. Meanwhile, the incentives to encourage consume

to seek medical help from these community resources (as opposed to the big hospit

are almost absent. In terms of the insurance arrangements, the IHSAs are not structured 

so as to encourage CHS. People are unlikely to take CHCs or GPs as their first contacts

It appears that market pressure and competition have driven CHCs to concentrate on the 

financially secure clients and the delivery of profitable services. (These issues will be 

further discussed in Chapter Six). 

The health issues of vulnerable populations have not been appropriately add

Some researchers have recommended a means-test pricing system to solve this problem

(Meng, Q. Y. et al., 2002, p. 35). But it may be more important to enure that the needs 

of these vulnerable populations (eg. rural migrants) are addressed in the public health 

projects. CHS should include these populations in their target groups. 

Low eff

alth 

es not 

rs 

als) 

. 

ressed. 

 

iciency of community health services creates barriers to cutting down 

medical expenditures 

government wishes to hold down medical expenditures by increasing CHS 

utilisation (and decreasing utilisation of tertiary health care facilities). A few studies 

have

m 

dy 

ms. 

 cost of decreasing the 

acce  

he 

The 

 confirmed that the CHS attendance rates have been incrementally increasing in 

some municipalities (Du, X. P. et al., 1999). However, the shifting of medical costs fro

hospitals to CHS has been constrained by the limited capacity of the CHCs. One stu

in Tianjing declared that the CHS programs contributed to the levelling off of the 

increasing trend of medical expenditures (Dong, Y., 2001b). But the author failed to 

exclude the confounding effects of the concurrent impact of health insurance refor

The dramatic increase in user payments (co-payments) might have exerted more 

downwards pressure on utilisation rates, but perhaps at the

ssibility of medical care. My study suggests that many of the patients diverted to the

CHCs have come from private clinics and primary hospitals. This could compromise t

cost saving effects of CHS. Further research is needed to monitor the changes in patient 

flows and the shifts of costs. 
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The low efficiency of resource use in CHS obviously runs counter to the cost 

saving objectives. Although restructuring the health system around community-based is

an international trend it is by no means a straightforward task, even in the most 

developed countries (Bentley et al., 1994). Motivating the existing community reso

may be more important than establishing new institutions. Hospitals, private clinics, 

community pharmacies are all important elements of the PHC sector and the CHS 

workforce. Preventive services and the social approach to health are critical elem

the comprehensive PHC approach (WHO, 1986). The CHS need to be integrated with 

generic community services. Hospitals should not be encouraged to run several CHCs.

Restructuring the existing primary and secondary hospitals and changing their functio

fundamentally should be a higher priority. While emphasising comprehensiveness of 

services more attention should be paid to local needs and demands. Sometimes, 

specialist services could also be app

 

urces 

ents of 

 

ns 

ropriate in responding to the most urgent medical 

needs of communities (Gan et al., 1999a). Recently, the principle of comprehensiveness 

tegies are adopted, the integration of 

serv

th 

ree of 

owever, the 

inter e 

 

t only 

, 

s, 

argin 

of CHS has been challenged by some officials who advocate clinically focused primary 

care (Dong, Y., 2001b; Li, L., 2002). Whatever stra

ices has to be addressed. Otherwise, the allocative efficiency will suffer (WHO, 

2001). 

Poor quality of services has blocked consumers’ acceptance of community heal

services 

Patients’ satisfaction is one useful indicator of quality of services. A high deg

satisfaction with CHS has been commonly reported (Dong, Y., 2001b). H

pretation of consumer satisfaction data should be cautious, because it could b

associated with the free choice of providers. In other words, consumers who are more 

likely to be dissatisfied with the CHS are less likely to visit CHCs. The low acceptance

of the CHS among consumers may reflect a general dissatisfaction on the part of 

consumers for the CHS. In one survey of hospital outpatient visitors, we found tha

25% expressed satisfaction with CHS (Ying et al., 2001). 

Several quality issues are worthy of policy and educational attention, for example

the overprescribing, particularly for antibiotics, the frequent use of intravenous drip

and the neglect of blood pressure measuring. Obviously, the oversupply of high m

services and the undersupply of low margin services has coexisted. This finding is 
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consistent with other studies. A statistical report from a Tianjing CHC showed that 

medical and nursing services accounted for 78% of the total volume of CHC activities. 

Preventive care, rehabilitation, family planning, and health education comprised only

20.6%, 0.01%, 0.05%, and 1.5% of CHC activities, respectively (Liu, L. H. et al., 

2002e). While pharmacy services account for about half (40% in Panzhihua) of the total 

revenues (Liu, H. S. et al., 2002c; Liu, H. S. et al., 2002d; Wang, T. G. et al., 2002b), n

one could anticipate CHCs actively working to overcome the “problem” of ov

 

o 

er 

pres  different 

stematic management 

of he

 

s 

 

 the 

cribing. In some respects the gap in performance between practitioners at

levels and the significant discrepancies between private and pubic providers suggests 

that the practitioners’ performance are not purely determined by their competencies. 

System and organisational factors also play a very important role. Education itself can 

hardly bring about improvement in the quality of services unless it is combined with 

policy and organisational changes. 

Lack of an appropriate referral system results in poor continuity, coordination and 

integration of care 

CHS provide GPs with an opportunity to develop long-term relationships with 

community residents through HCAs, community education and sy

alth problems. However, both providers and consumers need to improve their 

understandings of this relationship. The continuity, coordination and integration of care

should be built on the basis of easy access to care and sharing of information regardles

of providers (Forrest and Starfield, 1998; Wholey et al., 1998). It is of particular 

importance in the management of chronic illness (Wholey et al., 1998).  

Maintaining continuity, coordination and integration of care across the intra-

organisational (hospital-CHC) connection was clearly jeopardised when consumers were 

given complete freedom in choosing their providers (MOH, 2000). Obviously, in this

intensely competitive environment, continuity of care has been broken down by the 

frequent change of providers and lack of information sharing between providers; 

comprehensiveness has been incomplete because of the restrictions of capacities of

CHCs and GPs and limitations on referrals and collaborations; coordination has been 

thwarted by the conflicts of interest and poor communications between providers. 

Accordingly, building a better coordinated, better integrated hospital-community 

interface is important for all hospitals and CHCs, since their work is so complementary 
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(Slater and Cornforth, 1996). A mutual referral system needs to be developed between 

different tiers of hospitals (Liu, S.N. et al., 1999c; Shi, Y.X. and Pang, 1999). In the UK

a proper arrangement for patients discharged from hosp

, 

itals is required by the 1990 

NHS and Community Care Act (Slater and Cornforth, 1996). In some managed care 

hosp tion at 

stitutes 

us 

multiple 

providers, and time (Forrest et al., 2000). Lack of linkage and coordination of services is 

obviously an international problem (Filinson, 1997). Glouberman and Mintzberg (2001) 

have pointed out that coordination could be achieved by mutual adjustment, direct 

supervision, or standardisation. Forrest and colleagues (2000) argue that optimal 

coordination requires the documentation of all care activities of a patient, the inter-

provider communication, and the integration of service delivery. 

Control over referrals by the primary care providers has been used to enable and 

encourage the coordinative roles of primary care providers in many western countries 

(Starfield and Simpson, 1993a; Forrest et al., 1999b; Duckett, 2000, p. 108; Lu, Z. X. 

and Jin, 2001, p. 14; Forrest et al., 2002). The managed referral is believed to reduce 

both unnecessary care and adverse events by reducing the overall use of specialist 

services (Starfield, 1994a). This can be achieved through referral authorisations, 

financial disincentives for self-referrals, performance assessment of referral patterns and 

referral guidelines (Barkun et al., 1993; Forrest et al., 2002). However, GP’s control 

over referral does not necessarily improve the coordination of care. A study conducted 

in the USA showed that patients in a gatekeeping plan were more likely to be referred 

by the “gatekeepers” (decrease of self-referrals) but less likely to be scheduled an 

appointment or opportunity to talk with the specialists compared to the indemnity plan 

(Forrest et al., 1999b). The referral process is essential in enabling coordination of care 

and should include communications between referring providers and consultants 

regardless of the forms of communication (Shanit and Greenbaum, 1997). The referring 

organizations in the USA, primary care providers are required to be consulted during the 

italisation of a patient (Peabody and Luck, 1998) although, the communica

the community-hospital interface was still poor (Slater and Cornforth, 1996). 

The current referral system has been built on the basis of organisational 

relationships, not individuals (Liu, S.N. et al., 1999c; Xu, Z.M., Qiu and Jiang, 1999). 

The lack of individual communication pathways between GPs and specialists con

a major obstacle to effective coordination. Referral is a process that requires tremendo

efforts from the primary care providers to coordinate services across settings, 
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providers play a role in determining t f the referrals (Forrest et al., 2000). 

Obviously, the reform of referral mechanisms in China needs joint efforts of insurance 

arrangement, medical education and policy incentives. 

Poor capacities in self-development of community health institutions 

he completion o

Most CHCs identified infrastructure development as the main priority for 

development and were heavily reliant on their parent hospitals or other sponsors. 

However, the difficult financial situation and larger workforce issues will present those 

CHCs with significant barriers to their future development. The sustainability of CHS 

programs should become an important governmental agenda item. International 

experience has demonstrated that re-developing a dysfunctional program can be even 

more difficult than initiating a new one (Shediac-Rizkallah and Bone, 1998). 
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