Ean

The Strategy of
Health-Sector Planning

L]

€
PETER 5. HELLER™

In no ether country has the role of health as bots a means and un
end of econamic developient been trumpeted so badiv ang con-
sistently as in the People’s Republic of China. Yeu e wih programs
in other countries of the underdeveloped world bave vaided o effec-
tively deliver health services 1o a large proportion ol thie dopulation
or to conitrol many infectious and parasitie discaxes oo which well-
devcloped preventive measures exist.!

Two questions emerge immediately, First, winn wia tie strategy
underlying China's health programs, and its rofe within the cone
text of China’s overall development program? Sceond. what has
been the impact of these programs on the health 20 the Clinese
people? Our {ocus shall be primarily on the (st quest, o

Between 1949 and 1965 China’s heaith policy .aratleled tha. of
many less-deveioped countries (LDCs) in rerrns of its bias o aio-
cating botn medical manpower and financiat resources .« the uroan
sector, rather than to the rurai areas where he buk o) the
Chinese population is concentrated, as Iv ¢ vuse 10 many other
LDCs. Shortages of both financial: and meawcal ruanpower re-
sources in these areas has created critical barriers o the develop-
ment of a rural health network in most LD{  How have ine
Chinese attacked this problem?

The Policy Environment of {lea.ti:
The Rationale and Resource Constraints fo an

Emphasis on Health in the Chinese Decelopment Strafegy
The Chincse cmoham on health reflected hoth an-awareness of

its polincal blgmﬁcanm toc the maintenance and devercoment of
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popular support for the regime, and a beliel in its crucial role in
facilitating and expanding the productivity of the economy. Better
health is an end of development in and of itself. Reduction in child
and maternal mortality, expansion of available heaith delivery
services, and control of mass infectious discases were important
benefits to be expected from a revolutionary government. These
benefits are “consumption goods™ that must receive some attention,
regardless of whether they also have some developmental impact,

The Chinese have placed equal siress on the importance of health
as a component of their economic policies. Repeatedly in the state-
ments of China’s leadership one hears that **the firm guide of
health work is to proceed from production, coordinate closely with
production, and serve production.”* Similarly, in the context of a

‘China with a high dependent population under the age of fifteen, a

. policy of health first is connected with our long range national
interest and our national health. A student begins school at age seven
and graduates after age twenty. If, during such a long period of time,
attention iz not given to his health it will affect the physical condmon
of the entire nation.?

Indeed one often finds a castigation of the so-called “‘dangerous
bourgeois” view that health should be supplied only for heaith’s
sake.* '

Yet the implications for policy of the linkages between health
and economic development are vague. Should one divert investible
resources from industry or agriculture to health? One may assert
that investments in health lead to an expansion in an individual’s
lifetime productive capacity, or ultimately have positive effects on
slowing the rate of population growth through reductions in child
mortality, or reduce the consumption losses implied by early
deaths. Nutritional programs may prevent irreversible brain dam-
age and losses in individual productivity. Since the validity of these
assertions and the magnitude of the purported linkages are still
unproved for both health and economic planners, it is difficult 1o
assert that the Chinese have explicitly or implicitly allocated re-
sources to health strictly on a cost-benefit basis. ®

Similarly, should the public sector at the provincial or cenwal
governmental Jevel financially ensure an adequate level of heatth
services to the population? In most LDCs virtually all rural health
services, and a substantial proportion of urban services, are de-
livered within the public sector. This mix of private and public
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sector responsibilities is not based on any {irm theoretical delinea-
tion of the “public” and “private” components of health as a
“commodity.” Health has bath investment ard consumption char-
acteristics and is of importance both to individuals and society.

It is a “public good™ in the sense that man is in the transmission
cycle of many infectious and parasitic-borne discases. 'Thus an
individual’s actions and his personal health may affect the health
and the utility of others. Likewise, society may derive social bene-
fits, or prevent social losses, from the provision of better health
for its members. Yet health is also a private good in that it is “con-
sumed” by the individual, yields in large part its utility to the con-
sumer, and is to a high degree not shared jointly with others. This
justifies the individual’s absorption of a certain proportion of the
costs of providing better health. Society collectively absorbs a share
of the costs in order to insure a socially adequate level of con-
sumption ol health services.

In most LDCs the commitment by the government to assure a
minimal level of health facilities to the population becomes trans-
formed into a financial commitment to bear the costs of these
services. The effect is to placé a substantial financial burden on the
government’s recurrent budget, and to ensure that the budgetary
constraint limits the possibility for an expansion of such health
services.

A problem confronting any policymaker is the determinration of
what constitutes “delivery®” of this consumption good, “health.”’
Is it ‘manifested through popular leeling that immediate health
néeds have been satisfied? Is it manilested by a perception that
the health of onesell and one’s children is improved? Is the eco-
nomic payoff to increments in the quality or quantity of health
services greater where economic change is more apparent, viz, the
urban-industrial centers? In the agricultural sector, where there
may be a surplus of labor, does it really matier in teems of economic
development whether an individual peasant’s productive capacity
is improved? Given the massive relative size of China’s peasanury,
and the limited financial and health rescurces available, would not
a rural-oriented, egalitarian strategy spread these resources so
thin as to vitiate any economic impact, while prejudicing high
quality care for urban centeri? - '

Should one emphasize the provision of maternal-child health
care and nutrition programs, or the elimination of parasitic dis-
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eases and curative services w reduce losses in work activity among
active workers? What rofe should the commune or production team
play relative to the central guvernment in the financing and im-
plementation of health programs?

The answers to some of these questions hinge on several critical
assumptions about the role of health in the production of human
capital that are not readily verifiable. Moreover the political
weights attached to each group and, perbaps as important, the
way in which the peasants and workers perceive the utility of
health, crucially determine the relative alfocative privrities of ihe
political decision maker. If the mass of peasantry attach a high
utility to the consumption of health, that is, to the availability of
basic services, whether or not they receive sophisticated services,
then regardless of the economic impact this may provide support
for an ‘‘egalitarian’ health policy.

Since 1949 one can observe a conflict, stll not Tully resolved,
within Chinese policy-making circles as o the relative ey Bhdslﬂ
to be placed on the urban versus rural sectors, the proletariat versus
the peasantry. The empliasis can be seen to vary over. the last
twenty years, parallelmor the aclame balance between agriculture
and industry in natienal economic policy. ‘Ihe position of the
pendulum has decisively affected the observed policics, primarily
through its effect on the allocation of limited budgetary and man-
power resources between the two sectors. Indeed the cvelical recur-
rence of tightness of budgetary constraints upon agriculture cru-
cially shaped the feasible range of lealth policies in that sector.

Since the Cultural Revolution the stated emphasis of policy has
been oriented towards the rural peasantry. Mao has stated that
the goal of health policy should be

to satisfy the medical neéd of the broad peasant masses and to change

the public health appearance of the rural areas, as wéll as to provide

material conditions for building the new socialist countryside.

The peasant i3 the forerunner of the Chinese worker, the main factor

of China's industrial market, the source of the Chinese army, the back-

bone force of China’s democratic politics, and 2 major target of Chinese
~cultural movement.® ‘

Policy Scttmg 1949

In 1949 one facet of China's underdcvelopment was the range
and severity of the diseases thai afflicted its population. Com-
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municable diseases such as smallpox, tuberculosis, typhoid fever,
shigellosis, kala-azar, schistosomiasis, and many others decimated
the population.

The Japanese occupation and the civil war had disrupted agri-
cultural and industrial production, causing extensive food short-
ages and consequent malnutrition beyond previous levels. China’s
infant mortality rate in 1949 ranged upwards of 200:1,000; even
in Peking it was 117.6:1,000.7 The crude mortality rate was at
25-30:1,000. Worth has estimated that 30 per cent of Chinese
children died before the age of five.? The maternal mortality rate
was at 2-3 per cent.

At the time of the revolution China’s medical resources were
meager in contrast to the medical needs of the population. Health
facilities were staggeringly few: T'here were only 2,580 hospitals,
with 84,000 beds, approximately 30 per cent of which were either
privately or foreign owned. At least 70 per cent of these { acilitics
were said to be in urban areas. Nationally there were approxi-
mately 6,550 persons per hospital bed; in the rural areas the rativ
rose to 19,600.° LUhe average hsien, comprising about 300,000 peo-
ple, had only seven health “institutes,” each averaging 7.8 beds.
There were fewer than 400 health centers in rural Chipa. C. Y.
Cheng’s paper on heaith manpower in this volume (p. 139 )
indicates that by any Western standards there were tremendous
shortages of personnel at all levels, particularly in the rural areas.
It is clear that there was negligible capacity to rapidly attack
China’s health problems with any substantive impact. To add to
these constraints, China was heavily dependent on imports for the
bulk of its modern pharmaceutical needs.

Policy Constraints ‘

Despite the emphasis attached to an expanded health program
by Chinese leaders, the magnitude of any effort in the health sector
was severely constrained by two factors that are similar to those
found in other LDCs. First, China was not a wealthy country: its
per capita income in 1950 was. approximately U.S. 530, and by
1966 it was no more than $130.1" Second, the character of China's
health efort was constrained by the limited priority attached to
health relative to other competing sectors in the central govern-
ment’s development program, and by the allocation of this health
budget between the urban and rural sectors.
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Since there are no published statistics on the level of government
expenditures in the health sector, one must fail hback on secondary
estimates (Table 1) During the period prior to 1966 not more than
16 per cent of central governnent resOUrces were spent on “cul-
ture, education, science, social welfare; and public health.” It is
reasonable to assume that the fust three accuunted for the largest
proportion~certainly above 75 per cent—because this sector in-
cluded ever-mounting expenditures on nuclear research.

On the other hand, this may be an underestimate of the total
social resources allocated to health. First, while a certain number of
military or agricultural projects with health components may have
been financed by the central government, they were probably not
significant. Second, we have omitted expenditures made at the
non-central-government level; we can obtain a crude estimate of
the importance of this omission by examining the level of capital
investments in health in the total economy (lable 1). Even if we
were to assume that the ratio of capital investinents to recurrent
outlays was 10 per cent, which seems extremely low, in 1958 the
Jevel of total outlays on health would have been no more than
1,210 million yuan. If the level had risen at the same rate as total
state outlays in the “health and other™ sector, total health éxpendi-
tures in 1966 would still have been less than 1,810 million yuan.
As a proportion of the GNP in 1966 this would have been no move
than 1.2 per cent;!! as a proportion of state expenditures, health
accounted for no more than 4 per cent. Table 2 lists comparabie
statistics for a set of other L.DCs.

Assuming the above statistics are not severety underestimated,
China’s health allocations are not significantly above average—
China has not supported its policy emphasis with unusually high
expenditure per capita. Indeed it has been argued that one impor-
tant motive for the decentralization of rural health services arising
during the Cultural Revolution was to shift the cost of providing
services from the central government to the comimunes.*H

The gross inequalities between urban and rural areas in most
LDGCs were similarly observed in China prior to 1966. The formal
structure of curative health facilities resembled a pyramid, with
local dispensaries and health éénters feeding into larger hospitals,
Yet the distribution of these health institutions and the level and
quality of their equipment, facilities, and personnel were highly
ckewed towards the urban areas, the apex of the pyramid. In the

/"w\.
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rural areas accessibility to curative services was more a lunction of
proximity and individual financial capacity than degree of medical
need. Prior to 1938 only in the maternal-child healch area can one
find any modern medical curative programs geared to the rural
areas. ot until 1965 do we find any blossoming of the commune
curative health systems that began in 1938.

In some provinces upwards of 80 per cent of total government
health expenditures were allocaled to urban hospitals and clinies.
‘I'his is further shown by the nature ol the central government's
budgetary responsibilities in the health sector, which encompass
the financing of: (1} hospitals at the county fevel and, in large and
medium cities, at the district level; (2) medical educational facili-
ties; and (3) the manufacture and distribution of medical equip-
ment, drugs, and supplies.!?

Omitted are the costs for the bulk of preventive health cam-
paigns, and for basic medical units in urban and rural areas. In
the rural areas these were financed, if at all, at the commune or
district level, and were obtained from “after-state tax™ disposable
income. This probably means that the financing of health was at
best proportional, if not regressive.

‘I'his differential is further substantiated by C. Y. Cheng’s study
on medical manpower in this volume. From his statistics we have
estimated the number of doctors per capita in the urban and rurai
arcas, using the oft-quoted assertion that 60 to 80 per cent of China’s
medical manpower is located in the urban arcas, ‘the resulting
ratios of doctors to population range from 1:7,640 to 1:15,400 in
the rural areas, to 1:680 to 1:890 in the urban areas; in Kwantung
Province the ratios range from 1:600 in Canton o £:10.000 in the
rural sector.!® S o

In the [ormal structure of China’s health policies we therelore
find that the level of state resowrces allocated o healthy and its
distribution between urban and rural areas, would not appear
favorable for the implementation of anything mmore than a skeletal
rural health program. Yet throughout the postrevolution period.
and increasingly after 1938, one observes a set of signilicant adapta-
tions to this formal structure; based on the government’s ability to
mobilize and allocate effectively additional resources for health
purposes. Prior to 1958 these adaptations occurred primarily on
the preventive level; thereafter, an alternative strategy for curative
health care began to emerge, which began tosnowball only after 1965.
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Preventive Health Strategy: 1919-1965

Prior to the Cultural Revolution the most significant innovaiions
in China’s health strategy occurred in the area of preventive
health. There were two central elements 10 their policies. First,
the Chinese were able to mobilize additional human resources for
their preventive health program in what might be termed a *sur-
plus labor absorption™ strategy. Second, and more central, these
resources were used directly in effective preventive health measures.
‘I'his prevented any bottlenecks to a large-scale preventive health
program arising from shortages of trained public health personnel.

'To carry out this policy only minimal allocations were needed
from the state budget; the chief burden could be transferred to
the commune and individual levels. On the other hand, adapta-
tions were needed among a much wider target group than would
be true for organizationai changes in institutions that {all more tra-
ditionally within the health sector. A mechanism capable of induc-
ing an adequate level of individual and communal participation in
‘health programs, often termmed “moral” as opposed to “material”
incentives, needed to be developed. '

There were four specific components ol China’s preventive heaith
program. First, the Chinese began to develop a basic preventive
health infrastructure throughout the country, although It was more
elaborate in the urban areas. 'The basic underpinning for this
policy was provided by the state’s investment in facilities to train
a core of professional public health workers, and in a network of
epidemic prevention centers located principally in the urban areas.
These centers disseminated information on the means of containing
the spread of infectious diseases, and managed mass immunization
campaigns. With the elaboration of decentralized curative health
networks in municipal areas—hospitals, work clinics, dispensaries—
virtually all urban children were routinely immunized against
smallpox, tuberculosis, and diphtheria.!™ In the rural areas, par-
ticularly in the principal villages, comparable institutions were far
more skeletal and only childhood immunizations veceived the
degree of financing from the state necessary 10 make the program
moderately successful; the fural immunization rate was probably
half that of the urban areas. ' ' :

In certain cities there was evidence of active maternal and child
health programsab the district level that sought out children and
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mothers rather than let the provision of health be dependent on
parental initiative. Some centers were said to combine curative and
preventive work, svstematically providing check-ups to children
under age seven, and offering health education and {amily planning
guidance to mothers. Whether these district and street health cen-
ters were available in all urban areas is not clear.'®

“T'his institutional infrastructure was complémented by extensive
state investment in urban sewage systems and water supplics.
Sewage treatment plants were set up, tapwater avallability was
expanded, and regular garbage collections were instituted. This
engendered rural medical problems in that urban human waste
was often transported for use in agriculture, which resulted in the
transmission of various infectious diseases.’”® Such state-financed
investment was not made in the rural areas, where it occurred far
more gradually, il at all, and was dependent upon local and eventu-
ally communal financing.

Second, one observes the use ol continuous social pressure to
induce changes in individual behavior and attitudes toward per-
sonal hygiene, environmental sanitation. and nutrition.?® Whether
these behavioral changes occurred in the rural areas prior to 1965
is more uncertain. The relative difference in the success at the
urban and rural levels was likely to be a function of the differential
quality of curative health networks that existed prior to 1965, These
provided a vehicle for health education that was particularly nec-
essary among refatively uneducated workers or peasantry to insure
that the linkage between a given set of individual actions and its
effect on personal health was clearly understood.

Third, mass mobilizations of the labor force in short intensive
campaign periods and the use of peasant public health teams pro-
vided both the resources and inputs critical to the program's suc-
cess. In both rural and urban areas, however, prior to 1965 this
preventive wark through mass mobilization distinguished the Chi-
nese experience from other LDCs. Throughout the period there
were reports of short bursts of frenzied activity, lasting anywhere
from a week to a month, against the various “yillains’ of health.
Initially this invoived mass immunization campaigns against small-
pox and cholera. The patriotic campaigns against the purported
American chemical-biclogical warfare during the Korean war in-
volved mass extermination campaigns against the four pests—bed-
bugs, flies, mosquitoes, and rats—with extensive publicity given to
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the numbers killed. In virtaally all areas of China mass sanitation
campaigns to dispose of garbage and manure and to clean the
streets and homes appear to have been regular occurrences.”" "
These action campaigns were cxtended to the repairing of water
channels and road surfaces in ovder to destroy the breeding grounds
of mosquitoes and flies.**%? :

‘I'ne campaigns also involved the use of what Salaff calls “com-
munity action and sell-help” in mass curative services designed to
attack one point in the wransimission cycle of certain infectious and
parasitic diseases.*® At various times, medical teams were sent from
the urban areas to train corps of medical workers drawn from the
peasantry and proletariat in simple diagnostic and treatment
methods and control procedures for a timited munber of diseases.
“I'his approach was initally developed for an antisyphilis program,
but such techniques have more recenily been used in campaigns
against schistosomiasis.**-*%

A byproduct of these campaigns was the transmission of health
information to the Chinese population. Salaff states that this ap-
proach had an “unknown, but undoubtedly great, influence on
depressing the incidence of all diseases.”?? 'T'his is a critical pre-
requisite for any attempt (o induce changes in individual behavior
and attitudes toward disease problems.

‘There is both a political and an economic rationale to the use of
mass action campaigns on so large a scale as was manifest in China.
Mass campaigns for health purposes are politically safe vehicles for
engendering popular support for coilective social action and united
effort, T'he same medical teams that lead the population in health
campaigns or provide mass immunizations are in a crucial position
to stress and disserninate the ideological message of the regime

“because they already havé the trust of the people.

The Chinese consciously attempted to integrate the realization
of health and agficultural objectives in the hope of economizing on
the resources devoted to both sectors. For example, one aspect of
the antischistosomiasis campaign was rnass action work in develop-
ing irrigation nétworks and expanding cultivable farm acreage.’?
In the process of digging new {rrigation canals and filling existing
cnail-infested canals, the snails that serve as the intermediate hosts
could be uprooted and buried. Throughout the entire farming sea-
son, repeated emphasis was placed on increasing the consciousness
of the peasantry to eliminate the snails. Similarly,
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various localities have mobilized haif’ a million laboring people and
some 200 tractors; thirty-one conservancy projects for elimination of
snails have been started successfully.?

‘I'o the extent that this effort was focused on periods when there
was a slackening in the level of agricultural work, it proved a rela-
tively costless means of taking such preventive health action. To
the extent it was combined with agricultural efforts, its cost was
further reduced, thus effectively providing a productive outlet for
surplus labor. The use of mass campaigns and comnmunity effort
provided a model for the latter reforms implemented after 1965,
both in preventive and curative health measures.

Furthermore, the emphasis on self-reliance and social mobiliza-
tion as key ethics of socialist public health policy implies a strategy
of resource allocation different from that commonly observed in
the health policies of most LDCs. First, the Chinese government
has emphasized that the primary burden of financing health meas-
ures must be borne out of the disposable incomes of those directly
benefiting from them: the rural communes, production brigades,
and productlon teamns. Although the central government CieaIIy
subsidizes elements of the health program, this is not the budgetary
constraint that fixes the level of the program. Both an ability at
the local level to mobilize resources and the availability of resource
allocational options are required to show the people enough health
output to assure continued popular support for the resource burden.
If the cost of public health programs proves high to the peasantry
they will be less willing to pay the price. .

This mode of resource mobilization is a classic 5t1atcrry involv-
ing the mobilization of “surplus” labor. What is crucial in the
Chmcse strategy is less the fact that it is heavily labor intensive,
which it obviously is, than that: (1) it implies a transfer of the bur-
den ‘of health activities to those whom it directly affects; and. (2)
the Chinese have found the institutional and organizational keys
that allow them to use a labor-intensive strategy where so many
other LDCs have rried and failed.?®

The extent to which “surplus” is an appr oprlatc term is unclear
since either the individual or the society will uqual?y bear some of
the cost of this activity. Three examples may be cited: (1) If the
peasant’s marginal productivity is not scro during the period in
which he is mobilized for health purposes, the commune clearly
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faces a trade-off between present agricultural output and the output
of health improvement, even though’ the latter may have dynamic
implications for the former; (2) in slack scasons it involves a trade-
off by the individual of the utility derived from leisuretime and
that derived from his own improved health and that of his family
and the community because of his actions; this may require the
individual to recognize that his peers are similarly engaged; and
(3) when the health input is realized by an individual’s reorganiza-
tion of the way he meets certain basic physiological needs, such as
cooking fish rather than eating it raw, and defecating in a latrine
rather than in a feld. The cost is the lost utility arising from the
period of adjustment to.new habits. Of the three possible sources of ~
surplus, only the first involves an explicit trade-off in output; the
Jatter two clearly add to output. ' -

In all three cases the resources are nof only mobilized but directly
used for health purposss. An alternative option might be to utilize
these resources to generate a marketable output, the revenues from
which could then be used to purchase specidlized health sector
inputs. In most LDCs the latter option is often adopted because the
possibility of thé former has not been recognized.

The Chinese strategy of self-reliance rests on the assumption that
there are a range of health actions that can be taken by individuals
or by rudimentarily trained personnel whose primary occupational
focus lies outside the health sector, As can be seen in Table 3, many
of the fundamental actions required to bring about a dramatic im-
provement in the health status of a rural peasant population re-
quire only a small input from advanced health sector personnel.
Many of the major causes of mortality and morbidity at the time
of the revolution could be dealt with on a preventive level, with
only a minimal level of curative health infrastructure—health cen-
ters, hospitals, laboratories, and pharmaceutical supplies. They
require improved environmental sanitation, changes in individual
behavior with respéct to personal hygiene and nutrition, control of
certain disease-bearing insects or animals such as dogs, rats, fleas,
bedbugs, and mosquitoes, a supply of simptle drugs, and the mini-
mal competence necessary to give mass inoculations. As a resource
allocational strategy, concentration on mass preventive measures
circumvents specialized manpower constraints by rationing their
use to managerial and pedagogical purposes.

There is no intention to minimize the role played by the organ-
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Tuble 3. Sclected Major Discases in China in 1949,
and Chief Means of Auack

Smallpox : Vaccination

Diphtheria Immunization

Tetanus ) Immunization; matcronal hygicne

Tuberculosis Immunization; social improvement;
casc finding; and chemotherapy

Venereal disease Social improvement; chemotherapy

Cholera Eavironmental sanitation and personal
hygiene

Typhoid fever “

Shigellosis "

Intestinal parasitism o

Schistosomiasis «

Typhus ‘ ¢

Malaria Eliminate breeding; Kill infected
masquitoes; chemoprophylaxis and
therapy

Some Other Problems: : .
Malnutrition 1 ) :
I;IIaler:l?.I and mfant mortality | Social improvement; education; trained
eart diseascs personnel; and professional facilities
Cancer
Mental diseases ;

ized health sector, for it provides the critical input of an informa-
tional transmission mechanism to the peasantry. Most individuals
in any society are ignorant of the “technology’ ol personal health,
particularly if it involves the prezence of parasitic organisms, This
ignorance may inhibit an individual from allocating individual
labor and financial resources in a manner that would rationally be
in his and his family’s self-interest. The individual’s behavior must
be predicated on his maintaining confidence that such activities are
socially and personally significant. Over the long run the organized
health sector must convince the peaple, through v131bIe results, that
the technology has tangible henefits.

“Promotion of this type of “self-reliance” str ategy is pr cdlca[ed on
the ability to induce basic changes in an individual's allocation of
labor, leisure, and financial resources. A factor of obviously critical
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importance s the mechanism by which the Chinese were able 1o
mobilize these campaigns (see Robert Chin's paper in this volume,
p. 113). Winckler and Skinner noted a cycle in the choice of instru-
ments used for inducing social action.®* At various points in the
cycle there was coercion, mass exhortation and propaganda, and
remuneration. The relative emphasis on cach of these in the health
sector was critically determined by the target group involved. For
example, one might have expected that a high degree of coercive
pressure was required to achieve the resettlement of large numbers
of medical professionals in the rural areas in the late 1960s, as well
as for mass agricultural actions.

[n concluding this section it shouid be noted that this type of
preventive health stratezy is inherently /imifed in its potential im-
pact on the critical disease probtems of a community. As one,con-
trols the major infectious diseases, the importance of wained per-
sonnel, sophisticated drugs, and proper facilities becomes more
important—and more costly. Indeed the basic success of these pre-
ventive health programs will shift the central health problems to
those for which these health sector inputs do become critical. One
must point out, however, that success of the preventive health
strategy may itself be limited by the degree of development of the
curative health infrastructure.

Structural Changes in the Rural Curative Health Strategy

Despite the apparent inequality’ in allocation of state health
funds between the urban and rural areas, the Chinese were never-
theless able to mount a substantial rural preventive health program.
The budgetary inequality became most evident with respect to
curative health services. Both in terms of manpower and budgetary
resources, substantial inequalitics on a per capita basis existed
prior to 1965, and were not offset by any subsiantial, sustained
effort by the commune to mobilize resources for these services.
Indeed such an effort was not likely to have had a major impact
given the high cost of curative serviees prior to the Cultural Revo-
lution. What marks the Cultural Revolution is its impact on lower-
ing this cost and increasing the financial feasibility of such services
in rural areas.

‘The inadequacy of rural health services became apparent during

the Cultural Revolution. As mobile medical teams from the urban
areas returned from brief stints in the countryside, forums were

e
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held to evaluate their experiences. 'These meetings were peppered
with descriptions of the neglect of curative health services for the
peasantry. 1hey indicated extreme shortages of funds, equipment,
personnel, facilities, and, equally important, an ignorance of the
appropriate technology of medical care for use under such con-
strained circumstances.

For example, the average Jsien of 300,000 people usually had
no more than one major hospital with 100 to 200 beds. Further-
more, even though many communes constructed health centers
during the Great Leap Forward, the level and quality of care was
often extremely poor, and medical equipment to perform routine
examinations was often lacking. Many examinations necessitated
long journeys to the Asien hospital, journeys often rewarded by
possible exacerbations of a patient’s illness, loss of working time,
and lengthy delays in obtaining both treatment and drugs. Such
rewards often proved inadequate to induce people to seck them.?®
Most health centers had inadequate inpatient facilities; chronic
understaffing and low quality personncl were common; and many
had no doctors. Although most medical graduates were obligated
to spend several years in the rural areas, this had only minor impact
because of the magnitude of the need and the inlrequency of any
mobile medical work within the /sien. Moreover the most skilled
medical graduates were usually sent to the urban areas, and the
needs of the urban haspitals were sufficient to attract doctors after
their stints in the rural areas. :

Medical and pharmaceutical supplies were often unavailable,
and even Chinese herhal drugs were frequently in short supply.®*
Many production brigades and teams were not readily accessible
even to the commune health center, and this could not ke offset,
given the limited number of personnel;"” home visits were infre-
quent and usually limited to maternity cases. o

Perhaps as important as the shortage of funds and services was a
basic ignorance of the most efficient and inexpensive means of or-
ganizing and treating the heaith needs of the rural population. An
expansion in the level of budgetary support by the government was
not likely. The high cost of modern forms.of medical technology
and medical care organization, in terms of budgetary costs and
specialized manpower, was brought home to Chine:e health plan-
ners after the initial forays of the mobile medical teams.

“I'he modern or “Western” medical educational systern transmits
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a “decision process” for doctors that emphasizes the importance of

incréasing the probability of the correct diagnosis of a patient’s
illness by requiring complementary inputs to attain an ever-in-
creasing degree of certainty. Although the normal medical doctor’s
experience and degree of perception allows for shoricuts and ra-
tionalizations of diagnostic and therapeutic procedures, there exists
a basic hesitation to synthesize this ability in a way that can be
used by lesser-trained personnel. Hence the hasic specialization of
medical function with low potential for substitutability remains.

Application of this technology under severe budgetary con-
straints and shortages of these personnel inputs is inherendy limited
‘n extent. Mudern medical technology would be described by econo-
mists as a “fixed-coefficient” technology. For a given output of
inpatient and outpatient services it conventionally requires capital,
as well as pharmaceutical and specialized personnel 1nputs organ-
ized in a fairly determinate structure.”® Any substantive improve-
ment in rural health care would thus require technological and
organizational adaptations so that these input requirements might
be drastically lowered, with as small a loss in the quality of health
service as possible. In December 1965 Chinese Minister of Health
Ch'in Hsin Chung stated that *‘we know very little about . . . the
way to find medicines and apparatuses which are economical and
convenient to use and yield good results.”?’

The absence of curative services engendered both political and
economic problems while presenting obstacles to the successful im-
plementation of preventive health policies. As they began to prove
successful, the changes in the characteristics of China’s disease
problems made the absence of curative services more critically
apparent. Many childhood diseases went untreated, and the drop
in infant mortality allowed more to survive with one or another
illness. - A critical factor was that unavailability of basic curative
services was politically detrimental to the continuing support of the
regime by the peasantry. The economic objectives attributed to
health policies, whether real or fictitious, were similarly unlikely
to be realized in the absence of available medical care.

We define “curative” services in terms of petsonnel with a basic
level of specialization iri medical science. This does not imply that
their health activities are wholly restricted to treatment, for indeed
many preventive health measures, particularly for childhood dis-
eases, must be delivered within the {ramework of curative insti-
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tutions or by their personnel. T'his not only relates 1o their capacity
to deliver curative services, but to their ability to work with the
target group to help them becoime receptive to health education:

It is essential to combine therapeutic and prophylactic measures to
emphasize early diagnosis and carly trearment at the nearest clinics.
Either prevention without treatment or treatiment without prevention
would be an tmperfect method of practice. The chief concern of the
parents is the cure of their children’s diseases. Once this is obtained,
they would be glad to accept suggestions on prophylactic measures and
to propagate them consciously among the inhabitants.4?

The deficiency in the quality of the medical network in China
‘meant that continuous health pressures could not be maintained.
Reports during the Cultural Revolution that family health workers
and barefoot doctors were fighting ““the habit of paying no attention
to health work” indicates that a spotlessly clean rural society did
not yet exist:

In the countryside, it has become a new fashion to pay atiention to
public health, eliminate diseases, do away with all fetishes and super-
stitions, and change old customs and habits.®

The post-1965 relorms in rural curative health care were aimed at
remedying this defliciency in curative services. - '

The Cultural Revolution and its altermath were {rontal attacks
on two primary causes of the dyslunctionality of modern medical
science in the rural curaiive health system: (1} The unwillingness
of the practitioners of modern medical technology to adapt and
compromise this technology, and the organizations within which it
is delivered, to the reality of curative services in inadequately
equipped and staffed rural health institutions; and (2} the bias in
medical and organizational research toward new modes of treat-
ment of more advanced medical problems in a well-equipped set-
ting. The effect of the first was to constrain health planners to a
narrow range of optiens as to the form and substance of the health
delivery system. The lag In organizational research on rural health
problems retarded the development of those alternative options
that could have rejieved the inflexibilities of the existing system.
The primary characteristic, or potential effect,: of the Chinese
adaptations since the mid-1960s has been to increase the number
of viable policy options open to health planners.
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The Rationalization of Medical Technology in China:
The Role of Traditional Medicine and Its Practitioners

‘[hus far little attention has been paid to the role of the tradi-
tional Chinese medical system, a key element in rural curative
health services, particularly before 1965, Very quickly alter Libera-
tion the critical policy decision was made to support chung-i, traci-
tional medicine, as an integral part of the health prograni. As carly
as 1944 the Communists had abandoned their previous rejection
of traditional medicine as “‘pre-modern.”’*?# The shortage of
Western medical personnel, coupled with the deep-rooted confi-
dence of the peasantry in the efficacy of Chinese medicine, made
this decision inevitable:

Chinese medicine is still the principal strengih on which the great
masses of our people dcpend in overcoming disease and maintaining

health.*

and:
If traditional Chinese medicine were to be prominently held up by the
party as being equal to Western medicine, and used as part of the
government medical services, the already existing faith in it should
serve as a powerful {orce to the political advantage of the party and a
step forward in healing the cultural wounds of the Chinese people.®®

An equally important factor was that this was not merely a
transitional decision; it would be accompanied by an expansion in
the stock of Chinese medical practitioners through the establish-
ment of separate colleges of Chinese medicine. This may have been
related to logistical- difficulties in training enough Western doc-
tors within ten or twenty years. - -

The scientific merits of Chinese medmme thus received a political
legitimacy that was further reinforced by the establishment of
several research institutes in Chinese medicine. Yet throughout the
period only partial rapprochement occurred between the two sys-
tems, government attempts at integration notwithstanding. As of
1966, Western. medical doctors were enrolled in programs of
Chinese medicine in order to provide a core of researchers familiar
with both systems and capable of providing 2 firm scientific ground
for the yet inexplicable efficacy of acupuncture and of many Chi-
nese herbal cures. The success of this early integrative effort is
unclear. The vice-minister of health reported that:
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There are some voung ones who study Chinese medicine but there are
few specialists and prolessors who do so: there are some practitioners
who study it, but there are few among theoreticians; there are péopic
who make a cursory enquiry, but there are few who make a prolonged
and systematic study. #-48

Although traditional medical practitioners were increasingly
“integrated” within the institutional apparatus, this proved to be
more of a bureaucratic than a scientilic merger. Patients were
theoretically given freedom of choice as to which door of the health
center they could enter, but this choice was often moot, particu-
larly in rural areas. Moreover, as long as a screen existed between
the two technologies neither would benefit from the other, and the
result would be an inefficient two-track system of health. ‘

An evaluation of Chinese government policy prior to the Cul-
tural Revolution would therelore have to conclude that traditional
medicine’s role was more a reflection of its poiitical inviolability
and of the lack of any alternative in the rural areas than a com-
ponent of an evolving unified health system. As put by Ho Cheng,
former minister of health, traditional medicine’s importance in
many eyes

originated from a temporary viewpoint and [or the sake of meeting
the present emergency [in ‘the belief] that Western medicine would
ultimately replace Chinese medicine. ®?

Although the stock of waditionai practitioners in the rural areas
was large relative to that of modern doctors, both were primarily
concentrated in the major villages. As with the commune health
centers, inaccessibility often limited their cutreach 1o the com-
munity. Moreover, the price of their services often outstripped the
capacity of most peasants’ incomes.

Likewise, Chineze medicine as practiced was not sufficient to
treat the entire range of rural disease problems. It is quite clear that
despite the shakiness of their theoretical underpinnings there were
many illnesses for which the use of acupuncrure, moxibustion, and
traditional herbs could be quite ellicacious.® Yet the cffectiveness
of different medical practitioners and the herbs and treatments
they prescribed were undoubtedly subject 1o considerable variation,
which was not reduced by the secrecy of individual practitioners
that inhibited any free flow of medical information to the body of
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practitioners at large. ‘l'o assert that the varal areas were served by
a stock of such practitioners does not therefore relate to the breadth
and character of the medical services offered. ' ’

The Cultural Revolution appears to have accelerated markedly
the evolution of an integrative process between the two systems.
One observes greater interaction between the two types of medical
practitioners at the mabile medical team and health center level.
Short training courses in certain areas of modern medicine are
offered to rural practitioners by visiting mobile medical teams. At
the health centers emphasis is placed on joint diagnosis and treat-
ment, and this effectively offers ‘the traditional doctor further on-
the-job training in modern medical procedures, One purported
reason for the increased consultative arrangements devives from
the political insecurity of both types of practitioners. Because of the
ability of patients to file complaints with local party secretaries,
onc way of spreading the risk is through consultation. **

One would expect this increased interaction to have an impact
on the quality of medical manpower in the rural arcas, and on the
suitability of the technology chosen for particular health probiems.
Encouraging greater cxamination and research into Chinese medi-
cine and increasing the interaction between the two types of prac-
titioners should lead to the identification of those elements of tradi-
tional medicine that can be substituted for comparable modern
treatment, with substantial savings in costs. 'T'he recognized cffect
of acupuncture as an anesthetic and for the treatment of certain
diseases is an obvious example of a technology that is more practical
in a rural setting. . _

Similarly, a wide range of traditional herbs may have an impact
on certain diseases; to the extent that these may be easily cultivated
and prepared by commune members, this may be a less expensive
and more accessible form of treatment than modern pharmaceuti-
cals.®* % Emphasis is placed on Mao’s dictumn to “inherit and de-
velop the motherland’s medical legacy,” which is interpreted to
mean discarding what proves useless and developing what is effec-
tive, regardless of whether the mechanism that explains the
effectiveness is known. By encouraging the private and communal
cultivation and collection of herbs, the health centers’ external
financing requirements and dependence on subsidies are effectively
lowered, while their capacity to afford other health services is
potentially increased.®® At the brigade level, 85 per cent of pre-
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scriptions are for herbal drugs; at the production team level virtu-
ally all prcbcnptxons are {or t:admonal herbs.

"T'his interaction contributes to an upgrading of the qualttv and
versatility of traditional practitioners, and to an increase in the
efficiency with which they interact with modern rural health
services. As their diagnostic capacity and their awareness of the
limitations of traditional medicines improve, they will operate
more effectively as curative agents and channel the more compli-
cated discase problems to the communal health center:

The correct auitude toward Chinese doctors should be to ascertain
that the unificadon of Chinesc doctors is a long-term policy . . . because
it is a powerful force in the public health enterprise of our country
In fact, more than haif of the urban populace and practlcally the
entire peasantry of our coundry is still dependent on the existing several
hundreds of thousands of Chinese doctors for treatment, "

By joint treatment, the traditional doctor also becomes a vehicle -
for the introduction of modern curative techniques and health edu-
cation against which there are often many superstitions and taboos.
Indeed one could argue that even if partial reliance on traditional
medicine is at the expense of better health for a given bundle of
resources, its value lies in: crucially facilitating the dissemination
of modern forms of medical care.

Implementation of this policy has not been _without certain
strains. The intensified use of herbs was olten excessive and not
based on scientific tests of effectiveness. When combined with the
hasty expansion in the nwmber of barcloot doctors and People’s
Liberation Army corpsmen, and with quick “cookbook™ courses
in acupuncture and herbal medicine, there was unquestonable
resistance to these curative services in many areas. Chinese medi-
cine is not applicable in all instances, and the experimentation
with -new herbs often proved unsuccessful. Reports of herbs in-
sufficiently baked or processed, and incorrect applmauons of acu-
puncture treatments, have not been uncommon, *7 33

The “barefoot doctors” usually treat their ‘patients with medicinal
herbs. However, reportedly the patients do not always trust them and
have doubts about the efficacy of wild herbs in the treaunent of iliness. **

Conversely, many groups, particularly in urban areas, still reject
all traditional medical practices as “‘unscientific” and “pre-mod-
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ern.” ¢0.8 Hence it is clear that there are limits to the rate at which
integration of the two systems of medicine can be paced to gain
general acceptance by some social groups.

Motivating Technological Change:

Medical Technology and Income Distribution
At present, the set of methods ol examination and treauneat in hos-
pitals is basically unsuitable for the countryside. The method of training
doctors is also for the cities. But China has over 300 million people
who are peasants, ™

A second policy development emerging from the Cultural Revo-
Jution was a focusing of medical research and the medical school
curriculum on the problems of effective delivery of mass health
services. On the one hand this represented an attempt to reorient
the direction of technological change in both medical science and
medical care organization.

In the terminology of cconomists this argues for technological
research and for new criteria that embody: (1) change in output
objectives, viz., the prevention and treatment of ¢ommon rural
diseases as opposed to urban illnesses; and (2) a new set of factor
price criteria reflecting the high cost of capital and skilled labor
inputs, Such adaptations refer not only to new medical science
developments that are strictly technological, but to what might be
considered organizational adaptations.

On the other hand this development was an attempt to move
toward a reallocation of health inputs, within the framework of
existing medical knowledge, and toward a new output mix as be-
tween the urban and rural sectors. Beyond the néed for a realloca-
tion of medical inputs as beiween the rural and urban sectors, it
required innovations in existing medical care technology organi-
zation and education that involved: {1} rationalization of existing
medical knowledge and the priorities in its transmission; (2) a
reconsideration of the basis for the functional delineation of re-
sponsibilities as between different levels of medical personnel; and
(3) a reorganization of the process of health delivery within exist-
ing rural health institutions. o S

The first policy was manifested in an attempt to pressure urban
physicians into focusing their research efforts on the probiems of the
rural areas and to ensure that medical students were oriented to
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service in these areas. These policies were an attempt to remedy
what the Maoists view as the dysfunctional perspectives engendered
by the modern medical educational system.

The modern doctor undergoés a rigorous period of training in
the most advanced areas of medical knowledge, utilizing the
sophisticated medical equipment available in most medical schools.
In the absence of complementary capital inputs, these technologies
become inapplicable. Hence the doctor immediately has a basic
professional resistance to practicing in areas where there are inade-
quate medical facilities. Adaptation to the rural environment re-
quires a compromise with the standards of quality with which a
Western-trained physician is professionally imbued. The character
of training required for service without sophisticated resources also
differs, in that the doctor must be capable of making quick diag-
noses without the benefit of a battery of Iaboratory tests or d:afr-
nostic equipment. :

Deep-seated resistance to any delegation of re.-:ponsibitity to
nonprofessional practitioners, whether or not traditional doctors, is
inherent in the training process. Reliance on Western-trained doc-
tors as the core of a yural medical programn can thus immediately
narrow the range of allocative options, for they cannot render
quality service in suflicient quantity. "Uhe policy wrade-ofl is be-
tween the benelit from expanded coverage, that is, a greater num-
ber of patients treated, as against a lower probability of correct
diagnosis and treatrnent for any given patient.

Similarly, the medical education process induces motivations

- that are inconsistent with a mass perspective. The technical exper-

tise inherent in the prolession, the long periods of schooling, and
explicit specialization of [unctions leud to an elite approach that
makes it difficult to communicate easily with the uneducated. As in
Western societies, this impels the urban-trained physicians not 1o
settle in rural areas. An outgrowth of the urban-oriented perspec-
tive is a paucity of research on the ways in which Western medical
techniques can be applied OLIEaldC the context of well- equipped
urban hospltals :

A primary motive for urging doctors to settle in the rural areas
of China was to force them to develop a greater awareness of both
the character of the disease problems found there and the primitive
condition under which such diseases must inevitablv be treated.
'T'his might be considered an expansion of their awareness of factor
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price ratios and budget constraints. Mobile medical teams from
the urban areas were ol necessity forced to devise new technigues
based on their rural experiences. Often this involved no more than
an exploration into the areas of medical procedure that could be
meodified without substantial damage to the success of the treat-
ment. Examples of *“‘alternative’ technologies included: substitut-
ing grass sheds for sterilized roomns; simple tables for operating
tables; willow tree branches for swab sticks; kerosene lamps and
flashlights where electricity was unavailable; and distilling spring
water,

Similarly, research was focused on ascertaining the pathogenic

characteristics of the common rural discases. Ideological factors
also motivated greater-contact' with the peasants and their life
styles as a way to weaken the doctors’ narrow, elitist class orien-
tation. : :
A second set of policies attempted to prevent the present genera-
tion of medical students from developing the types of dysfunctional
medical compeicnce that had characterized their elders. A restruc-
turing of the medical curriculum appears to have occurred, with
increased emphasis un clinical work and a shortening of the length
of formal courses. The policy statement of the June 26th Com-
mune of Shantung Medical College best exemplifies the reformers’
arguments, It invelved: {1} the integration of the medical school
and teaching hospitals with nearby nursing schools; (2) the estab-
lishment of rural branches; {3) the merger of preventive, modern,
and traditional medicine; {4} a change in the class composition of
the student body, with increased emphasis on peasant youtl re-
cruitment and theic return to rural areas; and (5) reduction in
training from five to three years.® Medical and pharmaceutical
courses were shortened by half, and an expanded part of the train-
ing was to be taken with mobile medical units. Whether these
reforms have been instituted in all the country’s medical schoots
is not clear.

Implicit in Chinese policy is a theoretical perspective on the way
technology and class interest interact. For example, one could view
these policies narrowly, as an attempt to expand available tech-
nologies in a labor-intensive direction, and to increase the capacity
of the medical educational plant to produce physicians who are
able and willing to use different techniques at existing wage rates.
The goal appears to be to expand the capacity of the health sys-

-
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tem, at a given budgetary Ievel, to handle the magnitude of rural
healtly problems by reducing the average cost of treatment, 4. 6%

Yet this policy shilt is not without cost. If there is a reduction
in the quality of medi¢al education or of the student body, many
advanced modern technologies will be néglected and the profes-
sional competence of Chinese medical personnel weakened. "This
would presumably be reflected in a deterioration in the quality
of available medical care. Similarly, the reorientation of rescarch
will retard the development of Chinese rescarch relative to that of
the West.®® Whether it is necessary to bear this cost depends on
whether it is possible to continue to train modern-style physicians
at past levels of quality and still ensure that they make the adapta-
tions necessarv to deliver the desired quality of medical services.
Recent Chinese policies suggest a rejection of this possibility. Al-
though more rigorous and better quality. training wi// allow a
physician to make the adaptations to rural conditions with a
smaller loss ol quality, the training will also instili in him a value
system that substantially resists making such compromises or set-
tling in rural areas under present condttions of poverty. The tech-
nology implicit in the medical education process cannot be sepa-
rated from the range of incorne distributional outcomes that this
technology renders probable. If one rejects the distributional effects
of high quality training, one rmust accept a less rigorous, more prac-
tical educational process. The best that can be hoped for of the
curreni stock of urban physicians is some resettlement and a more
detaiied focus on developing new cures for-the health problems
of the rural areas. On the other hand, an emphasis on seeking
medical students with peasant roots reflects an attempt to ensure
that their perspective will be correctly focused.

To make health work strike root in rural areas, greatest attention must
be paid to the training of rural medicine workers not detached from
agricultural production . . . of desifable familv background, ideo-
logically sound, having certain culiural levels . . . nos detached from
production, {they] live among masses, can easily perform mass ‘work.

Future medical giaduatf:a will thus Le able to deal better with
rural medical problens.

‘What remains to be evaluated is the ndwa.\lnhu ol racing off
quantity for quality in the training of modern doctors. This was
only one aspect of a larger trade-off between quality and quantity
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in the delivery of health services implicit in the entire range of
technological and organizational changes proposed alter the Cul-
tural Revolution. Yet the issue of optimization of resource utiliza-
tion must be separated [rom optimization of output. Given the
status quo it is extremely difficult to judge scientificaily whether a
greater quantity of lower quality medical services will have a posi-
tive or negative impact on either the Chinese economy or the
health status of the bulk of the population.® The policy chosen also
reflects income distributional Issues subject to the broader man-
datcs of political and ideological policy. Given a decision on this
larger issue we must then judge aliernative organizational strategies
in terms of their relative impact on policy ohjectives.

Even with a quantity-oriented goal system there remain impor-
tant arguments againyt a dilution of the quality of medical gradu-
ates. The “individualistic” argument was aptly expressed at the
Canton forum of mobile medical teams that had returned from
the rural areas. They argued that

without proper medical instruments and equipmenrt, teaching and
study cannot be carried out, and at most you will zeach a level equiva-
fent to part-timé rural medical workers and you will not be counted
as university graduates when you finish your studies.®3

Moreover, to the extent that a policy of quality dilution is
adopted in all of the nation’s medical schools it will have serious
dynamic implications [or the {future quality of the Chinese medica
systern. In the same way thar the success of past preventive policies
led to their present insufficiency, the success of present curative
policies may lead to greater requirements for sophisticated medical
expertise. Hence the Chinese should be concerned with the impact
of present policies on their [uture options. In a quantity-oriented
system, with a broad base of semiskilled health workers at the first

* For those more versed in economic terminclogy, one can specity the lollowing
functionai relationships that reflect the nawre of the guality-quantizy trade-off in
political and economic terms. Yirst, let health = [ (quality of health care, xy, x,,
X1, ... X)) where xy, . . . X, are a range of possible environmental and physical factors.
Let cost = g {quality of health care, vy, ¥2, - - - Yol Let individual productivity = b
{heaith, zy, : . . . zu), Lzt us hold all vectors x, y, z fixed. K1V, £’ >0 and ", { <0,
and g' >0, g’ >0, then for a given cost it might be important, in terms of produc-
tivity, to provide a greater quantity of low quality health than vice versa. If there is
a diminishing marginal wtility to better health, this is reinforced from a political
point of view, If, however, different groups have difterent vectors of associated factors,
particularly the level of capital equipment in h{ }, the economic argument is weakened.
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level of treatment, it may be crucial to have high quality medern
doctors at the apex [or treatment, education, and management.

‘T'he significance of this trade-off also depends on the character of
the rationalizing process in medical education, Il it involves no
more than a trimming of the truly superfluous or marginal ele-
ments, then the loss in qualitative effect may be small. Further-
more, the Maoists have argued that “one must solve the problem
as to what purpose one should raise one’s skill,” and the “M.D.s
should not remain in urban areas to ‘add Jowers to embroidery’.””$?
Finally, to the extent that the previous arguments on the negative
ideological impact of a high quaiity education are correct, they
may provide further support for the “quantity” arguments.

Organizational Adaptations: Resource
Reallocation Between Urban and Rural Areas

‘There were two phases to the reallocation of urban medical per-
sonnel to the rural areas. J'he publication of Mao’s famous direc-
tive to right the urban-rural imbalance™ led initially to the forma-
tion of mobile medical teams; ideally composed. of a representative
cross section of urban medical personnel. T'hese wured the rural
areas for one to three months and were expected to remedy the
deficiencies in rural curative and preventive care while correcting
their own ideclogical perspectives, both as to class interest and
medical focus, Base camps were set up for one or two weeks in the
major villages of a county. While some team members held ciinics
and training sessions [or barefoot doctors and family medical
workers, the others traveled to outlying towns forytwo- to three-day
clinics, "The doctors were also expected to assist the health depart-
ments of each commune in the operation and development of their
“cooperative medical service.” ™

At the same time it was hoped that thie doctors would receive
ideological education from the peasants and party cadres, thus
involving them in “serious class struggle” and effecting a “revolu-
tionization” in their ranks.?? At any one time it was expected that
one-third of urban medical personnel would be moved 1o the rural
areas. Both Western-trained and traditioral doctors were presum-
ably included in these teams and training sessions involved the
interchange of basic techniques of both types of medicine {see the
next section of this paper).?™. .

For example, a reported 1,000 doctors, nurses, pharmacists, and
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chemists lelt Shantung; filty medical workers lelt Hupeh; 150 doc-
tors and nurses left Shanghai; 3,000 doclors left Szechuan. Overall,
in 1963, 165,000 city doctors and other medical personnel were re-
ported to have forimed 10,000 mabile medical teams that went 1o
the rural area.™ As a component of the strategics of aiding the
rural areas and reorienting the medical wotkers, this undoubtedly
required both ideclogical and coercive pressures, due to the rela-
tively elitist composition of most of the mobile teams.

‘I'he resistance of the medical educational system to these assign-
ments may be gleaned from the nature of the criticisms directed at
them as late as 1970 by students at various medical colleges.” The
resistance proved particularly deep, extending to the vested urban
party interests. [t became apparent that the proposed mobiliza-
tion of one-third of urban medical workers was often unrealized in
many rural areas of China. Lower-level personnel were often pro-
moted to the rank of “doctors,” the least competent doctors were
often assigned to the teamns, and the length of rural stay was olten
shortened in order to prevent the deterioration of the urban medical
corps. Moreover the eflectiveness of the tours in terms of their
various objectives was often vitiated by their short duration. In one
month “we cannot even see clearty the places; we cannot accom-
plish the rural health work . . . Three months iz hetter, but doesn’t
help us much in ideological reform,”7¢

By 1967 there had been a shift in policy geared toward the
gradual resettlement of one-third of urban medical personnel. Over
the last several years there have been many reports of large num-
bers of physicians being forced to settle permanently in rural
areas.’7.7% Although such resettlement does seem to be occurring,
a lack of statistics prevents any assertion on either the magnitude,
extensiveness, or degree of permanency of this change. The per-
manent settlement policy is undoubtedly aimed specifically at new
medical graduates, so that over time there may be a gradual con-
vergence to an optimal distribution. The major rationale for the
emphasis on admitting medical cadres from the peasantry into
medical schools is a reflection of the difficulties and resistance en-
countered in transferring urban-oriented personnel.?

Negatively, the reallocation poiicy may have affected the quality
of urban health services, depending on which health services were
reduced and on the substitutions in paramedical staffing that were
made within and between urban health institutions. In some cases
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the policy has led to urban training courses compnablc to those
in rural areas in order to replenish the stock of health workers, In
Shanghai, for example, industrial warkers were given short courses
in medicine in order to replace health workers transferred to the
communes. In 136% there were reports of shortages of urban doctors
and personnel, which led to: {1) a reduction in services and the
level of care in hospitals, sanitoria, rest homes, and special clinics;
and (2) an increased sharing of responsibility by medical personnel
—nuises doing diagnoses and giving weatment, workers perform-
ing nursing functions, etc.3?

The Reorganization of the Delivery Sysiem
of Rural Curative Health Services

Perhaps the most important set ol policy innovations that oc-
curred after 1965 related to the expansion in financing and physical
accessibility of curative services in the rural areas. They constituted
an attempt to ewcpand rapidly the supply of medical manpower to,
and the facilities in, these aveas. [or their success they had two
overcome several critical bottlenecks, First, there was a supply
bottleneck in terms of the capacity of medical manpower training
institutions to accelerate their production of medical auxiliaries.
Second, the manpower had to be effectively integrated within the
existing health system in order to assure a more effective rationing
of skilled medica!l resources. Third, additional resources were re-
quired to finance both the construction of basic-level health sta-
tions and, more important, their operating costs.

Prior to 1965 the provision of rural health services was frag-
mented among the commune health centers, the /sen hospitals,
private clinics, and traditional medicai practitioners, The /uen
hospitals were at the top of the health pyramid. In size they ranged
from thirty to 300 beds, and they usually had the equipment and
staff to handle more advanced medical problems. Their staff gen-
erally included specialists in internal medicine, obstetrics, preven-
tive medicine, pediatrics, traditional Chinese medicine, pharma-
cology, and radiology.® 32 '

Theoretically the Asien hospiial served two primary functions.
Since it was usually located in the major population center of the
hsten it provided outpatlcnt services for the community. Second,
and more important, it served as the final medical referral point
for the entire Asien population. One would therefore expect inpa-
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tient services to have been rationed to these individuals with ill-
nesses requiring the sophisticated medical skills available only at
this level. Yet this rationing could occur successfully only if there
existed a set of local curative health institutions with sufficient
capacity to absorb a large proporiion of the basic demand for
health services. Such a primary health care system was nonexistent
until 1958.

Prior to 1958 access to curaiive services was not a function of the
degree of medical nieed, but more of financial status and physical
proximity to the fsien hospital’s outpatient clinic. Hence the pool
of patients that reached the outpatient clinic was not subject to a
rationing process. T'his was compounded by the congestion at the
clinics arising from their incapacity to process the existing level of
demand. The inaccessibility problem was not affected by the pres-
ence of traditional practitioners in that they also tended to be
located in the major villages and their fces were often prohibitively
expensive. _ _ :

At the time of the Great Leap Forward the commune health
systems emerged in a flurry of capital construction and communi-
zation. Iealth centers and “medical rooms” were constructed at
the commune and production brigade levels, respectively. The
former became the focal point of most curative services for the
commune’s population, while the latter served primarily as a first-
aid clinic. The health center was usually staffed by a graduate of
a regular medical school and one or two ““middle doctors,” gradu-
ates of medical secondary schools and comparable to the medical
auxiliaries found in many LDCs, and several untrained nurses who
served effectively as apprentices to the doctors. 5

Often the commune established a cooperative medical system to
finance the health center’s activities, and it was this system that
provided the model for those adopied after 1963. Access to this
health sysiem was available to nearly all commune members. Each
individual paid annual dues of one to three yuan, and a matching
contribution of ten fen was paid by his production brigade’s collec-
tive welfare fund. In addition, a token registration fee of five fen was
often required for each visit. In most instances these fees covered
all treatment and medicine.

Those in serious illness [would] stay in [the] hospital and 60 per cent
of the charge for medicine would be paid from the brigade account.
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For these who suffer from chronic ailments and frequently using
medicine, 30 per cent of the charge for medicing is 10 he paid by
themselves, 34

Thus the system was potentially sell-financing at the commune [evel,
which could imply that the government was able to shift the fiscal
burden of these costs downward. _

By 1965 the commune health systems were still inadequate 1o
deal with the basic problem of the unavailability of curative health
services in the rural areas. Many communes had either not con-
structed primary health centers or had not provided sufficient
financial support to sustain them. In 1961 Vice-Minister of Health
Hu Yun-pei noted that:

The organization of public health in tie villages is the general wish

ol all commune members, It js hoped that this system will be gradually

introduced, and that each locality will wake positive measures in this

direction, %5

Even in those communes with fully operative centers, their out-
reach was primarily localized to the immediate commune village
area. At the production brigade and team ievels, health services
were often inaccessible, Long distances proved to be sufficient de-
terrents for many peasants in the outlying areas of the commune.
Lengthy queues, inadequate equipment, and shortages of drugs
were additional obstacles to the effective diagnosis and treatment
of those who did seek out these services, 't'he lack of any [ormal
screening process at the health center level further exacerbated the
basic shortage of trained personnel,

"The resulting output of services did not therefore meet the most
important medical problems. “I'rained personnel often found their
time poorly spent in screening cases that could have heen dealt
with by less skilled personnel. The physical inaccessibility of the
system implied that many sick peasants never reached the health
center. ‘The same type of congestion and inefficiency in the alloca-
tion of skilled medical resources observed at the Asien hospital level
was also to be found at the commune level,

There were lour primary aspects o the 20st-12635 new curative
health policy: {1) further deceniralization of health institutions at
the family, production team, and production brigade levels; (2)
use of mobile medical teams to provide a linkage mechanism with
these institutions and the health center; (3) reorganization of the
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delivery process within the comumune health center: and (4). rapid
expansion in the capacity to wrain a corps of semiskilled medical
personnel--the so-called harcloot or peasant doctor—io stalf these
new facilities. Also involved were policies relating to the cultivation
of waditional herbs, the increasing integration of wraditional and
Western practitioners, and the merser of curative and preventive
activities. These changes were introduced on an cxperimental basis
in 1966, and by 1968 they had become a firmiy established policy.
As reported by Radio Yunnan in July 1969: “L'he system should
now be established in places which have not vet adopted it.”*%¢

‘I'he core of the reforms lay in the establishinent of brigade
health stations and *‘red medical” (herbal) rooms at the produc-
tion brigade and team lévels, respectively. “l'he former now became
the primary curative unit in the new rural medical system, with
the latter serving as a first-aid dispensary. Each health station was
to be staffed by at least two part-time peasant doctors and two mid-
wives: "Thus for a large proportion of the commune's popuiatian
the health center was wransformed from a primary to a secondary
referral institution. The brigade health stations were expected to
be readily available screening mechanisms to screen out cases that
could be handled quickly and easily by semiskilled medical per-
sonnel. Moreover, by locating them at the grass-roots level, peasant
doctors would be in a position both physically and socially to
actively identily those in medical need wlio were reluctant to
utilize the health service. They could also serve as instruments for
social control and education with respect to various preventive
activities, family planning, nutrition, and environmental sanita-
tion. *“*Peasant doctors,” for example, would receive training in
the insertion of intrauterine devices. '

"Lhe rationale for this should be apparent. By adding an addi-
tional base of medical services, a preliminary screening and treat-
ment mechanism was created. Simultaneously, scarce medical re-
sources could be rationed to those with medical problems for which
no Jower-cost or lesser-skilled substitute existed. 'T'he bulk uf curative
problems could for the first time be diagnosed and treated. One
could not argue that the “quality” of health care was negatively
affected by these peasant doctors, because for many peasants they
represented the first set of curative services that had ever been
effectively available. Those for whom access had not previously
been a problem were not legally bound to consult the peasant doc-
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tor first. Indeed the peasant doctor’s services were contingent on
the general support of his production brigade.

The success of this strategy hinged on: {1} whether the Chinese
could in a short period of time creale a corps of medical workers
capable of meeting a large proportion of the rurai population’s
curative needs; and (2) whether the peasant doctors could gain the
confidence of the population. 'T'hey had to be able to distinguish
those diseases that could and could not be treated at the brigade
jevel. Tor the former their weatment had to be relatively effective;
for the latter they had to assure that the referral process would
actually operate. "L'he training process had thus to provide the
peasant doctor with a basic core of skills necessary to satisly both
objectives. ‘The conlidence [actor would yield a critical momentum
that could either support or undermine the viability of the decen-
tralized program. Conversely, a narrow capacity to treat problems
would not prevent congestion at a higher referral level,

The creation of this corps of medical manpower was fundamen-
tally intertwined with many of the policies of the Cultural Revotu-
tion discussed earlier. Some urban doctors on mobile medical
teams were expected to double as medical educators. They were
to develop on-the-job training courses that would, within the span
of three or four months, provide a basic core of relevant medical
skills to a group of secondary school peasant youths chosen by
individual production brigades. Thus the process of training was
initially distinct from ongoing medical training institutes, and was
integrated as much as possibie with the actual process of rural
health deiivery. The course regimen has been aptly described by
Joshua Horn: '

For the first two wecks they studied anatomy and physiology, dis-
sected pigs, and attended lectures illustrated by medels and lantern
slides. After this introductory course they learned the elements of
bacterivlogy and pathology in the mornings and clinical medicine and
hygiene in the afternoons. They tearnt to identify germs in contami-
nated water and to recognize the eggs ol worm parasites in excreta.
They learnt how w make drinking water safe, how to treat night-
soil, how to sterilize needles and syringes, and how teo give injections.
They learnt how infectious diseases are spread and how to diagnase
them. They accompanied their teacher-doctors on their rounds, learnt
the use of the stethoscope, how to take a medical history, how to
diagnose common diseases, and how to detect the signs of serious ill-
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ness. They examined patients who came tw the clinic and discussed
their findings sith the doctor in charge. They concentrated on a few
diseases commonly seen in the neighborhood, and on the use and
dosage of some forty drugs. They memorized filty acupuncture points
and the symptom complexes which thev contrel, and they practicad
the technique of acupunciure. Each student was issued with a well
illustrated hook specially written for peasant doctors, ¥

‘The barefoot doctor’s first period of training was therefore in-
tended to provide the minimum threshold of skiils required to per-
form curative services effectively. In subsequent years he or she
would be able 1o return to these training “clinics” in order to
obtain a more thorough theoretical underpinning for his curative
skills. For example, Horn notes that

.. . last year, they studicd anatomy and physiology as a whole in a
short, concentrated, superficial course, This year, they are re-studving
it in relation to diseascs of particular organs . . . last year they studied
only commonly seen diseases, but this year they syvstematically study
all the discases of particular organs. ®8

It should be noted that the content and duration of these courses
exhibited considerable variability throughout China, particularly
in the period directly after the Cultural Revolution.*** Some re-
ports indicated that peasant doctors were being trained at medical
secandary schools or at separate joint farming-study departments
within the medical coileges.®*-# They were aided by medical hand-
books on the uses of herbs and on the symptoms and treatment of
a range of common diseases. ‘

The cost of training was minimized by scheduling the courses
during the slack season in agricuiture, thereby not impinging on
the size of the brigade’s work force. The cost of teaching personnel
was lowered by combining the teaching and curative responsibili-
ties of the mobile medical teams as much as possible. Clinical teach-
ing occurred at the commune health center. The trainces and the
community provided the labor to construct primitive dormitory
facilities. .

The risks involved in sole reliance on this corps of hastily trained
personnel were lowered through the elaboration of a linkage mech-
anism between the peasant doctor in the field, the trained profes-
sional medical personnel at the commune health center, and the
urban mobile medical teams. Brigade health stati@ were linked

: : 97.
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by telephene to the commune heaith center, ensuring both a viable
backup system for critical cases and the provision of guidance to the
peasant doctors. Mobile medical teams made regular visits to each
production brigade, thus providing an additional source of medi-
cal education to the peasant doctor.

This type of organizational structure struck at the goal of inte-
grating agricultural production and health. At the brigade level
the peasant doctor divided his time between agriculture and medi-
cine; often he was fully employed in agriculture and performed his
medical duties in his {ree time. For this reason the ‘“political”
criteria underlying the brigade’s choice of those who were to be
trained as barefoot doctors reflected their degree of sociai dedica-
tion and communal spirit. If the peasant doctor found that he
required more time for his medical duties, his brizade allocated
work points for this service. What is important is that these were
indeed peasant doctors engaged at Jeast part time in agricultural
activities. Their training periods were spaced over several years
and occurred during thc slack agricultural periods, so that the cost
to the brigade of preparing these medical personnel was not ex-
cessive, V\’hcle work points were allocated, this reflected a com-
munal decision that could be changed if it was felt that the peasant
doctor’s services were not sufﬁcmm or that he was unqualified. At
the production team level, family heaith workers were full-time
agricultural workers. Hence these reforms represented a net addi-
tion of health services at the commune level, with the financial
burden clearly thrust upon the brigade collectwciy, rather than
on the commune, Asien, or state,

The brigade health rooms were constructed with brigade funds,
although abandoned buildings were t"rcqucntly lcpaued to serve
this function. Ihe,contmue_d emphasis on the use of traditional
herbs likewise implies that only a minimal amount of health sup-
plies need be purchased externally.®® Similarly, emphasis was
placed upon treating diseases at the point where costs were mini-
mal, given the differential cost of treatment at the health center,
brigade room, and hospital. The fiscal burden for treating minor
ailments was therefore transferred to the brigade level, thus ex-
panding the level of resources the total community expended on
health. '

An “antircgularization” campaign has bec,n waged to prevent
commune hospitals from becoming mirror images of the county
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and urban hospitals, refleciing more efficient allocation of staff
resources and greater responsiveness to the needs of the peasantry.$$
The campaign manifested itsell in a reduction in specialization, a
simplification of bureaucratic procedures, economies in laboratory
work, and more mobile medical activities. At the Chin Yuan /fsien
hospital, for example, the five windows [or regiswation, medical
histories, cost estimations, payments, and dispensing of medications
were merged into two; likewise the departments of internal medi-
cine, surgery, pediatrics, gynecology, and the “five organs” were
merged into internal medicine, surgery, and gynecology-obstet-
rics.?” The pressure toward rationalization may also have been
motivated by the abuses observed in the earlier system, such as
multiple visits 0 both Chinese and Western-type doctors, overuse
of drugs, etc.”®

Perspectives on Curative Health Reforms in Rural China

There is considerablé theoretical attraction to thé basic thrust
of the changes made in the rural curative health system. Given the
apparent resource bottlenecks to -providing these services within
the existing technological framework, one observes a search for ways
to expand the substitutability of less costly methods of providing a
given health output. By rationing access to 1more expensive and
better qualified personnel on the basis of relative neced, and by
creating new categories of health manpower, one may reduce the
quantity of highly qualified medical personnel from that which
has been applied to the minimum required for a particular medical
problem. Less urgent problems are caught at an earlier stage by
healih workers with a level of competence sufficient to treat them.
Congestion at the health center level is lessened, and the capacity
of the overall system is enlarged. The cost rises with the possible
“misdiagnosed case’ that is not properly channeled to the higher
level, and the increased “time” cost to the seriously ill patient who
must be reexamined several times, '

Likewise, innovations or adaptations in equipment and drugs
required may prevent them from serving as bottlenecks to the use
of lesser-skilled personnel. Again the question becomes one of ex-
panding the capacity of the health system, reducing queueing and
congestion, and economizing on skilled resources at the cost of a
loss in the quality of health care.

. The second attractive adaptation is an economical use of the
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state’s budgetary resources allocated to those health programs—
curative, preventive, and research—I/or which there is limited effec-
tive substitutability of private for public action. Hence the state
must cither be actively involved or assure that the private sector—
the communes—can adequately meet the level of demand. The
role of the staie involves: (1) provision of inputs to the lower levels
—production of Western medicines, and training of certain types
of health personnel; (2) the fostering of research in new medical
technologies; (3) Implementation ol mass preventive campaigns
{or which interregional coordination is necessary; and (4) provi-
sion of more advanced curative services. By shifting the burden of
basic health provision and financing to the private sector, the state
may allocate more of its scarce budgetary resources to those health
programs with broad national benefits.

What remains unclear is whether these substitutions are occur-
ring and whether they are technologically leasible, eflective, and
socially acceptable. Tor example, in those rural areas where physical
or financial obstacles prevanted access 1o the communal health
center for anything but major ilinesscs, the availability of the
barefoot doctor was probably a positive change. If he proved in-
effective there was minimal loss relative to the status quo. But in
areas where the health center outpatient department was acces-
sible, did one find that the barefoot doctor was ignored and inei-
fective? The reports emerging seem to indicate that this was not
a problem.?® Have the Chinese developed a mechanism to ration
access to health center personnel? What effect does a lack of con-
fidence in the barefoot doctor have on the peasants’ acceptance of
other preventive, health-related actions proposed by the political
cadres and the government?

What is the proper strategy in developing a cadre of minimally
skilled medical corpsmien who will be accepted by the rural masses?
"T'he Chinese opted {for a rapid buildup with an upnmdmﬁ accord-
ing to skill over time through on-the-job clinical experience and
two- to three-month classes annually. 'Lhe cost is that the corps of
barefoot doctors may often be insufficiently trained #nitially, which
breeds a resistance by the masses that may be difficult to over-
come at a later stage. The alternative strategy, the slow develop-
ment of cadres with a specified standard of competence, trades off
the provision of health care at the present time for a higher proba-
bility of popular acceptance.
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What is the nature of the interaction between the medical cadres
and the skilled medical personnel at the healtl center level? How
are their activities functionally delineated? Are the barefoot doe-
tors competent enough to know the [imitations of their waining
and the points at which referraf is critical? Is there adequate
potential at the apex of the system to receive the referral flow?
‘I'he lower the level of skill at the base, the less impact the decen-
tralization will have on reducing congestion at the apex. Further,
the extensive reliance on traditional medicine, primarily for budge-
tary reasons, means that there are limits to the range of disease
problems that the barefoot doctors can treat. Certain preventive
and curative actions by pecessity require Western drugs or Western
medical ‘skills. Are these nonsubstitutable inputs being supplied
through the mechanism of mobile medicat teams?

For the Western scholar these unanswered questions are at the
heart of any final evaluation of the desirability of transferring the
Chinese adaptations to other LDCs. ‘

The Chinese Cift to LDC Health Planners:
An Existence Theorent

Beyond curiosity, a major motivation for this study was to deter-
mine whether the Chinese have developed a viable, alternative
health strategy of immediate relevance to other LDCs. What fresh
insights into the problems of health delivery and disease prevention
may be gleaned from the Chinese experiment? While we do be-
lieve that the Chinese have uiilized a basically different strategy —
its uniqueness being left unsettled —its transferability is far less clear.

‘T'here are three primary characteristics of the Chinese strategy.
First, there is an extensive and successful reliance on a variety of
measures, voluntary or coercive, for inducing social and individual
behavioral actions in support of national policies, including health.
‘I'he strategy not only increases the level of social resources allo-
cated to health but provides an efficient means of striking at some
of the roots of China’s disease problems, These instruments appear
to be a fundamental aspect of the orerall process of development in

China; whether they can be applied piecemeal for health alone re- :

mains unclear.

Complementary to this is the degree of priority attached to “red”
over “expert,” and the willingness to maintain this dominance by
coercion. It scems probable that the Chinese will be able to funda-
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mentally reorient the technicians toward adapting their technology
to the “for whom” of the lLealih problem, Tn most 1.DCs the in-
sufficiency of resources for an adequate program, under the existing
technology of health delivery, is obvious. Yet the ability of the
system to compromise on this technology is thwarted by the atti-
tude of its practitioners. This is not w argue that the Chinese
alternative is wholly successful; the probability is much higher that
it will evolve rowards a more effective solution.

Second, problems have arisen in China {rom an unbalanced
strategy with respect to preventive and curative health services.
The insufficiency of resources for the latter in the rural sector
weakened the impact of the fundamentally innovative reforms on
the preventive level. The Cultural Revolution in health reflected
an attempt to remedy this imbalance, to provide the compiement
of curative services. The implication is that, in the absence of an
ability to make adaptations on the curative level, other LDCs will
find there are limits to the tmpact of preventive measures on the
health status of their populations.

On the other hand, if in 1930 the Chinese had attacked their
curative health problems with the zeal of the post-1963 period, it
is not clear whether this would have had as much of a substantive
impaet. It may have required the earlier period of preventive
health action as a precondition for the delivery of these services
with an egfective impaci. It would always have had some impact,
but whether it would have been no more than a “finger in the
dike' effect is not clear. o

Third, the Chinese were blessed with a medical egacy at a
demonstrated level of effectiveness, and a substantial stock of prac-
titioners to deliver it. Although there are limits to its applicability,
there existed a large stock of “medical” manpower in which the
masses had a high degree of confidence. "I'he “modern medicine
demonstration™ effect had not yet permeated ihe value system of
the mass of the peasantry 50 as 10 render the.e practitioners suspect
and untrustworthy. Mareover, the pharmaceurtical base of the tra-
ditional technology was relatively inexpensive and did not con-
strain the operation of the system. This is not a wholly unique
legacy, in that most LDCs are “blessed”™ with comparable groups
of practitioners. Are their technologies viable, and can they be
incorporated as instruments of an integrated health delivery sys-
tem? Il not, China's traditional technology could conceivably be
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exporied to other LDCs. [ty acceptlability by the masses and by the
Western health care system is more questionable.

The curative adaptations are no less transferable. Indced the
theoretical role of the “inedical auxtliary’ in East Africa and other
areas is remarkably similar w that of the barefoot doctor. Hand-
books on the diagnosis and treatment of the common diseases are
equally available. What often constraing these other systems is the
mode of financing the health service and the training costs of the
medical auxiliary. |hese financially constrain both the capacity
of the system to expand its stock of normmedical personnel and irs
ability to support their recurrent cost requirements. By pushing
for a cooperative, self-financing medical system that draws on part-
time agricultural effort, the financial barrier has been mitigated
in China. By emphasizing a gradual upgrading of quality and ex-
tensive on-the-job training, the cost of preparation has been
lessened.

A final reflection that emerges [rom this study is that the capacity
to introduce severe “shocks™ into the operational System is criti-
cally important. Such shocks can prevent ossification of the system
and insure that it remains responsive to the needs on which its
existence is predicated, [he post-1965 reforms in health were at-
tempts at cffecting such a jolt to a health system that was inappro-
priate to the needs of the mass of the population. This type of
periodic jolt has substantia) short-run costs and is susceptible to
substantial resistances. [t may be what is necessary, however, to
prevent the system from deviaring from the optimal path. To insist
that this is indeed a prerequisite to a structural reform of health
policies in an LDC is perhaps to be overly pessimistic. While many
adaptations of details can be wransferred without the need for a
“jolt,” to exert major structural changes in such key areas as
budgetary and skilled manpower allocations may indeed require
such “jolts™ to the system.
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