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1.  Introduction

In 2009, the Opinions of the CPC Central Committee 
and the State Council on deepening the health care 
system reform proposed that the Government of 
China improve the country’s health-care system and 
provide secure, efficient, convenient and affordable 
health care to the entire population by 2020.1 To date, 
however, health-care development has focused more 
on building infrastructure and acquiring equipment, 
and less on advancing human resources. Lower 
service competency has resulted, failing to meet the 
increasing demands of the goal to improve health care. 
Since 1978, China has made remarkable achievements 
in human resources for health (HRH) development, as 
HRH stock, quantity, quality and distribution have 
continuously improved. Personnel performance has 
also developed significantly. However, faced with the 
new task to deepen health-care system reform, China’s 
overall HRH remains inadequate. 

This profile reviews the current HRH situation in China, 
including the quantity and quality of HRH; distribution 
of HRH by category; and HRH education, evaluation, 
regulation and deployment.

1.1 Purpose

The purpose of this profile is to: 

1. provide a comprehensive picture of the 
health-care workforce in China, and 
present HRH policies and management 
structures to monitor the HRH stock and  
trends in China; 

2. establish communication with and between 
policy-makers and stakeholders in China  
on HRH;

3. strengthen the HRH information system 
by establishing evidence for baselines and  
trends in China; and

4. facilitate information-sharing and cross-
country comparisons on HRH in the Western 
Pacific Region.

1.2 Methodology

Data sources were mainly current statistical databases, 
including the China Statistical Yearbook, National 
Economic Census and National Population Census. 
Information was also collected from various studies 
and investigations, such as the monitoring and 
evaluation of HRH development guidelines from 2011 
to 2020.
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2. Country situation

2.1 Geography and demography

China is situated in eastern Asia on the western shore 
of the Pacific Ocean, with an area of 9.6 million square 
kilometres. Its continental coastline extends for about 
18 000 kilometres, and its vast sea surface is studded 
with more than 5000 islands, of which Taiwan and 
Hainan are the largest. Its rivers total 220 000 
kilometres in length and include the Changjiang 
(Yangtze) and the Huanghe (Yellow). The highlands 
and hill regions account for 65% of the country’s total 
land mass, and lakes number more than 2000. The 
highest mountain peak is Qomolangma (Everest), the 
highest in the world, measuring 8848 metres above 
sea level; the lowest point is the Turpan Basin, 154 
metres below sea level. China is characterized by a 
continental climate. Most of the country is situated in 
the Temperate Zone, its southern part in the Tropical 
and Subtropical Zones, and its northern part near the 

Frigid Zone. Thus, temperatures differ rather strikingly 
across the country. In 2011, the total population 
reached 1 347 350 000 people, increasing by  
6 282 000 since 2002. The growth rate was 4.89%, and 
the average annual growth rate was 0.48%. Compared 
with an average annual growth rate of 1.07% from 
1990 to 2000, it decreased 0.60%. Among the total 
population in 2011, males accounted for 51.27% and 
females 48.73%. The sex ratio changed from 106.1 
males per 100 females in 2002 to 105.2 in 2011  
(Table 2.1). The population aged 0–14 years accounted 
for 16.5% of the total population in 2011, 5.9% lower 
than that in 2002 (22.4%). The population aged 
65 years and over accounted for 9.1% of the total 
population in 2011, 1.8% higher than that in 2002 
(7.3%) (Table 2.2). The changes in the age structure 
indicate that with the rapid development of the 
economy, living standards and health care, the fertility 
rate remained low, and the population is ageing.

Table 2.1: Population distribution by sex, 2002–2011

YEAR TOTAL
(in 10 thousands)

MALE
(in 10 thousands)

FEMALE
(in 10 thousands)

SEX RATIO
(Males per 100 

Females)

POPULATION 
GROWTH RATE 

(%)

2002 128 453 66 115 62 338 106.1

2003 129 227 66 556 62 671 106.2 0.60

2004 129 988 66 976 63 012 106.3 0.59

2005 130 756 67 375 63 381 106.3 0.59

2006 131 448 67 728 63 720 106.3 0.53

2007 132 129 68 048 64 081 106.2 0.52

2008 132 802 68 357 64 445 106.1 0.51

2009 133 450 68 647 64 803 105.9 0.49

2010 134 091 68 748 65 343 105.2 0.48

2011 134 735 69 068 65 667 105.2 0.48

Source: National health and family planning statistical yearbook 2013. Beijing: Government of China, National Health and Family Planning  
 Commission; 2013.

Table 2.2: Population distribution by age group (%), 2002–2011

AGE GROUP 2002 2003 2004 2005 2006 2007 2008 2009 2010 2011

0–14 years 22.4 22.1 21.5 20.3 19.8 19.4 19.0 18.5 16.6 16.5 

15–64 years 70.3 70.4 70.9 72.0 72.3 72.5 72.7 73.0 74.5 74.4 

65+ years 7.3 7.5 7.6 7.7 7.9 8.1 8.3 8.5 8.9 9.1 

Total population (100 000) 128 453 129 227 129 988 130 756 131 448 132 129 132 802 133 450 134 091 134 735

Source: National health and family planning statistical yearbook 2013. Beijing: Government of China, National Health and Family Planning  
 Commission; 2013.
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2.2 Economic situation

China is now the world’s second-largest economy. 
In 2011, its gross domestic product (GDP) reached 
47 310 400 000 000 Yuan (¥), which accounted for 
over 10% of global GDP. From 2005 to 2008, the GDP 
growth rate was 69.8%, and the average annual growth 
rate was 19.3%. Due to tightening macroeconomic 
policy and a slowdown in external demand, from 
2008 to 2011, the GDP growth rate fell to 49.2%, and 
the average annual growth rate decreased to 14.3%. In 
recent years, China’s gross national income per capita 
ranked nearly 100 out of more than 200 countries. 
Meanwhile, income per capita between urban and 

rural areas was imbalanced. In 2011, the urban income 
per capita was ¥ 21 809.80, more than  three times of 
that in rural areas (¥ 6977.30) (Table 2.3). The average 
annual growth rate of gross national income in rural 
areas from 2005 to 2008 was 14.6%, falling to 11.4% 
between 2008 and 2011. In urban areas, however, it 
remained constant from 2005 to 2011 at 13.5%. From 
about 1982 to 2012, China maintained a high growth 
rate of nearly 10.0%. Even since the European debt 
crisis in 2012, this has remained slightly above 7.5%, 
not only significantly higher than developed countries’ 
economic growth rates but also higher than in those 
of other emerging economies such as Brazil, India and 
the Russian Federation. 

Table 2.3: Economic indicators

INDICATOR 2005 2008 2011

GDP (¥ 100 000 000) 184 937.37 314 045.43 473 104.0

National debt as % of GDP ND 17.0 15.3

Proportion of budget spent on health as % of GDP 4.68 4.63 5.15

Urban income per capita (¥) 10 493.00 15 780.80 21 809.80

Rural income per capita (¥) 3254.90 4760.60 6977.30

Unemployment rate in urban areas (%) 4.2 4.2 4.1

GDP = gross domestic product. 
Source: National Bureau of Statistics of China (http://data.stats.gov.cn workspaceindex;jsessionid= 
B5EC229582D1C10C52B17D4B1BE8627E?m=hgnd).
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Source: National Bureau of Statistics of China 
(http://data.stats.gov.cn/workspace/index;jsessionid=B5EC229582D1C10C52B17D4B1BE8627E?m=hgnd).

Figure 2.1: Trends of population and economic growth, 2007–2011
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2.3 Political situation

China possesses a multiparty, consultative system of 
government that operates under the leadership of the 
Communist Party of China, the current ruling party. 
According to the Constitution of the People’s Republic 
of China, all citizens aged 18 years and over have the 
right to vote and to run for office. 

The National People’s Congress, the central 
legislative body, is the highest political organ, with 
the authority to propose and approve legislation. 
The State Council, also known as the Central 
People’s Government, constitutes the heads of each 
governmental department and agency and oversees 
the various provincial governments, autonomous 
regions and municipalities. People’s congresses and 
people’s governments also exist at the various levels 
of government: province, prefecture, county and 
township.

China possesses 23 provinces, five autonomous 
regions, four municipalities directly under the 
control of the central government and two special 

administrative regions. China can also be divided 
roughly into three economic zones: western, central 
and eastern. The eastern zone is generally more 
developed and contains large cities such as Beijing 
and Shanghai, while the central and eastern zones are 
more rural and have more remote communities.

2.4 Country health status

Over 50 years ago,  China ’s  populat ion of  
500 000 000 skewed young (36% were aged 15 years 
or under) and rural (80%), and many were living in 
absolute poverty. About 33% were illiterate. In 2010, 
China’s Sixth National Population Census, the largest 
social survey ever conducted, revealed a population 
of 1 339 700 000 that was fundamentally different: 
ageing (13.3% aged 60 years or over and only 16.6% 
aged 15 years or under); much more urban (49.7%); 
and literate (96.0%), with 23.0% attaining a secondary 
school or university diploma, and life expectancy 
increased from less than 40.0 years in 1949 to 72.5 
years for men and 76.8 years for women in 2010.

Table 2.4: Health indicators

INDICATOR BOTH SEXES MALE FEMALE YEAR

Life expectancy (years) 74.83 72.38 77.37 2010

Under-5 mortality rate (%) 18 17 22 2009

Maternal mortality rate (per 10 000) 26.1 2011

% with access to safe water 91 2010

% with access to sanitation 64 2010

Source: National health and family planning statistical yearbook 2013. Beijing: Government of China, National Health and Family Planning  
 Commission; 2013. 
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3. Health system

3.1 Governance

The health-care system in China includes health 
administration system, health service system and 
other health institutions (NGOs). 

3.1.1 Health administrative system

According to the Government Organization Act,2 
various levels of government (i.e. central, provincial, 
county and township) are responsible for health 
administration. For example, the provincial health 
department implements health activities of the 
central government and supervises the work 
of subordinate departments. The county health 
department administers the primary health-care 
system, implements disease-prevention planning and 
conducts health inspections.

In addition to these health departments at all 
levels of government, health-related administrative 
departments include food and drugs supervision, 
labour and social security (e.g. urban health 
insurance), civil affairs (e.g. medical assistance) and 
safety supervision departments (e.g. occupational 
disease prevention). 

3.1.2 Health service system

The health service system consists of (1) the public 
health system, responsible for disease prevention 
and control, health education, maternal and child 
health, mental health, public health emergencies, 
blood collection and supply, health supervision and 
family-planning institutions, as well as primary health 
institutions (community health centres, township 
health centres, and village clinics); (2) the medical 
service system, including the rural medical system 
(i.e. county hospitals, township hospitals and village 
clinics), urban cooperation of hospitals (which are 
responsible for clinical diagnosis and treatment of 
critical diseases, medical education and research, 
guidance and training of primary health personnel in 
urban areas) and community health centres (which are 
responsible for disease prevention and control and 
other public health services, primary clinical treatment 
for common diseases, chronic disease management 
and rehabilitation services in urban areas; (3) the 
medical insurance system, which is based on basic 

medical insurance (including urban resident medical 
insurance and the new Rural Cooperative Medical 
Scheme); and (4) the drugs supply security system, 
which includes drug production, distribution, price 
management, procurement, distribution and use. 
The  services of the public health system and medical 
service system can be provided by public or private 
health institutions.

3.1.3 Other 

There are also many NGOs dealing with health in 
China, including those derived from associations 
and research institutions. For example, the Chinese 
Hospital Association, a national, trade-oriented and 
non-profit organization, was formed by various types 
and levels of health-care institutions (excluding rural 
health-care stations, clinics and infirmaries) that have 
legally obtained their business licences in health care.3

3.2 Service provision

Health services can generally divided into two major 
categories: (1) public health services, and (2) medical 
services. 

Public health services are provided by public, non-
profit service providers. Basic public health services 
(e.g. child, maternal and elderly health care; chronic 
disease management; health education; health 
inspections; health records; immunizations; mental 
health management; and treatment for infectious 
diseases and emergency public health events) are 
undertaken by primary health institutions such as 
township health centres, village clinics and community 
health centres.

Other public health institutions include blood donation 
centres, the Chinese Center for Disease Control and 
Prevention, Chinese Center for Health Education, 
Emergency Medical Center, family-planning service 
stations, maternal and child health-care centres, 
National Center of Health Inspection and Supervision, 
and various specialized disease prevention and 
treatment institutions. These public health institutions 
generally have subagencies; for example, the Chinese 
Center for Disease Control and Prevention has central, 
provincial, and county centres that cooperate and 
have different responsibilities. The county centres 
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collect infectious disease information, and the central 
and provincial centres establish monitoring points for 
infectious diseases. 

Medical services include basic medical services 
required for the treatment and general well-being of 
the population, and fall within the jurisdiction of non-
profit and government-owned hospitals as well as 
special medical services (i.e. provided by specialized 
and for-profit health institutions). 

The medical service system is also divided into the 
rural medical service system and urban medical 
service system. The rural medical service system has 
county-level hospitals, township health centres and 
village clinics. As intracounty health-care centres, 
county-level hospitals are responsible for basic 
health-care services, treating patients with severe 
or acute diseases, and providing professional and 
technical guidance to township health centres and 
village clinics. Township health centres provide 
public health services, treat frequently encountered 
diseases, and offer professional management of and 
technical guidance to village clinics. Village clinics 
oversee villages’ public health services, diagnosis and 
treatment of general diseases and other services. 

The urban medical service system has community 
health-care centres and hospitals. As the gatekeeper 
for urban residents’ health, community health centres 
are responsible for safeguarding residents’ health; 

providing them with public health services such as 
disease prevention and control, preliminary diagnoses 
and treatment of common diseases; managing 
chronic diseases; and providing rehabilitation 
services. Hospitals in urban areas, meanwhile, play an 
important role in diagnoses and treatment of severe 
and acute diseases, medical education, research and 
training health-care personnel. 

3.3 Health-care financing

Total health expenditure (THE) can be divided into 
three categories: (1) government health expenditure, 
including funding for health, health insurance, insurance 
administrative management and family planning;  
(2) social health expenditure, including funding for 
medical insurance, commercial health insurance, 
social capital for health, and administrative fees; and 
(3) out-of-pocket health expenditure. 

In recent years, along with the population ageing, THE 
and THE per capita have increased rapidly. In 2011, 
THE amounted to ¥ 2 434 591 000, and THE per capita 
to ¥ 1806.95, which were 220 times and 157 times 
than those, respectively, in 1978 (Table 3.1). THE as 
a percentage of GDP also rose from 3.02% in 1978 to 
5.15% in 2011. From 1978 to 2000, the proportion 
of government health expenditure and social health 
expenditure gradually decreased, and the out-of-
pocket health expenditure increased significantly. 
After 2000, the proportion of government health 

Table 3.1: Total health expenditure (in 100 000), 1978–2011

YEAR
TOTAL HEALTH  
EXPENDITURE 

¥

GOVERNMENT  
HEALTH  

EXPENDITURE
SOCIAL HEALTH 
EXPENDITURE

OUT-OF-POCKET 
HEALTH  

EXPENDITURE
THE/GDP

(%)
¥ % ¥ % ¥ %

1978 11.021 3.544 32.2 5.225 47.4 2.252 20.4 3.02

1980 14.323 5.191 36.2 6.097 42.6 3.035 21.2 3.15

1985 27.900 10.765 38.6 9.196 33.0 7.939 28.5 3.09

1990 74.739 18.728 25.1 29.310 39.2 26.701 35.7 4.00

1995 215.513 38.734 18.0 76.781 35.6 99.998 46.4 3.54

2000 458.663 70.952 15.5 117.194 25.6 270.517 59.0 4.62

2005 865.991 155.253 17.9 258.641 29.9 452.098 52.2 4.68

2006 984.334 177.886 18.1 321.092 32.6 485.356 49.3 4.55

2007 1157.397 258.158 22.3 389.372 33.6 509.866 44.1 4.35

2008 1453.540 359.394 24.7 506.560 34.9 587.586 40.4 4.63

2009 1754.192 481.626 27.5 615.449 35.1 657.116 37.5 5.15

2010 1998.039 573.249 28.7 719.661 36.0 705.129 35.3 4.98

2011 2434.591 746.418 30.7 841.645 34.6 846.528 34.8 5.15

GDP = gross domestic product, THE = total health expenditure. 
Source: China Public Health Statistical Yearbook and family-planning statistics.
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expenditure began to rise from 15.5% in 2000 to 
30.7% in 2011, and the social health expenditure rose 
from 25.6% to 34.6%. At the same time, out-of-pocket 
health expenditure declined dramatically from 59.0% 
to 34.9%.

However, THE as a percentage of GDP in China was 
much lower than that of Brazil (8.80%), South Africa 
(9.20%) and the Russian Federation (5.60%), and only 
slightly higher than that of India (4.20%) in 2009. 
According to the World Health Statistics 2013, in 2010, 
the average was 9.20% and low-income countries 
spent around 5.30%.

3.4 Health information system

3.4.1 Framework

China’s health information system (HIS) has made 
significant progress, especially after the 2003 severe 
acute respiratory syndrome (SARS) outbreak. The major 
components of the current HIS include the (1) Health 
Resources and Medical Service Statistics Information 
System, which collects information on health facilities, 
human resources, equipment and services provided 
to outpatients and inpatients, blood collection and 
supply and drugs purchase on the Internet; (2) Disease 
Surveillance System, a web-based reporting system on 
serious disease prevention and treatment, mortality, 
immunization, radiation health and health education 
information; (3) National Household Health Services 
Survey, which collects information on health status, 
access to care, satisfaction, demands and utilization,  
expenditure, and risk behaviours such as smoking 
and alcohol use; (4) Maternal and Child Health Care 
Surveillance System, which collects informationon 
maternal and child health care, family planning, 
maternal and under-5 mortality, and birth defects; (5) 

Health Supervision Information System, which collects 
information on public facilities, construction projects 
and health supervision and monitoring management; 
and (6) New Rural Cooperative Medical Scheme 
Information System, which collects data on funding, 
enrolment, HRH and administrative expenses.4

3.4.2 Institutions, human resources and 
infrastructure 

Within the central government, the National Health 
and Family Planning Commission is responsible for 
HIS development. Under the commission, the Center 
for Health Statistics and Information is responsible for 
collecting data about health facilities and summarizing 
data from other departments. The Department of 
Disease Prevention and Control oversees the Chinese 
Center for Disease Control and Prevention, which collects 
related data from subagencies in provinces, cities 
and counties. The Department of Maternal and Child 
Health collects data on maternal and child health from 
related health-care institutions, while the Department of 
Comprehensive Supervision collects data from centres 
of health inspection and supervision in provinces, cities 
and counties. The Department of Primary Level Health 
collects data from provincial health administration 
agencies. The Department of Planning and Financing 
is responsible for budgeting, and provincial, city 
and county health departments are responsible for 
organizing and reporting data. Thus, each provincial 
health department should have more than three full-time 
statisticians, the district should have two and the county 
health bureau should have one.

To improve the quality of statistical data, statisticians 
should be trained, statistical workshops and meetings 
should be held, and statistical supervision and an 
inspection system should be established. 
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4. Health workers

4.1 Stock and trends

In 2013, China had 9.79 million health workers. From 
2008 to 2013, their numbers increased rapidly, with 
an annual growth rate of 6.2%. In fact, the number of 
nurses grew 10.6%. With this rise, the national doctor–
nurse ratio grew from 1.00:0.76 to 1.00:1.00. Per 
1000 population, the number of health professionals 
grew from 3.90 in 2008 to 5.27 in 2013. 

However, the number of health workers is still 
inadequate when compared globally, especially 
regarding nurses. In 2013, the global average number 
of doctors and nurses per 1000 population was 1.39 
and 2.90, respectively. In China, the number of nurses 
per 1000 population was much lower (2.04).

Figure 4.1: Health workers by category

  

Source: World health statistics 2013. Geneva: World Health Organization; 2013.

Notes: 

* Nonmedical specialized technicians who are engaged in health research, health promotion, teaching or repair of medical equipment.  

** Laboratory technicians, clinic radiologists and other technical staff members. 

*** Graduates, inspectors and other health professionals who are in training.

Registered and 
assistant doctors

Registered nurses

Pharmacists

Health professionals

Other technical personnel*Health workers

Administrators

Supportive service workers

Village doctors and 
assistants

Others***

Laboratory 
technicians**
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4.2 Distribution and structure 

4.2.2 By category

Health professionals (i.e. physicians, nurses, 
pharmacists and laboratory workers) made up most 
health workers in China, 73.65% in 2013, rising 
from 71.13% in 2009 (Table 4.1). The percentage of 
physicians fell from 42.1% in 2009 to 38.8% in 2013, 
but nurses increased from 33.5% to 38.6% during the 
same period. The next category consists of village 
doctors and assistants. Since village doctors now 
must be registered, their numbers have fallen from 
13.5% in 2009 to 11.0% in 2013 (Table 4.1).

4.2.3 By sex

In 2013, the percentage of female health professionals 
reached 68.8%, increasing 4.5% from 2005, and the 
sex ratio of male health professionals to female 
health professionals was 1:2. The proportion of male 
physicians was much higher than female physicians 
(by 10.4%), and male physicians outnumbered females 
by 12.0%. More than 98.0% of nurses were female. 
Compared with 2005, the sex distribution within that 
category did not change (Table 4.2).

One survey found that female health workers in 
community health centres generally have fewer years 
of education, earn less, have lower qualifications and 
have more job insecurity.

Table 4.1: Distribution of health workers by category, 2009–2013

CATEGORY
2009 2010 2011 2012 2013

N % N % N % N % N %

Health workers 7 781 448 100.00 8 207 502 100.00 8 616 040 100.00 9 115 705 100.00 9 790 483 100.00 

Health professionals 5 535 124 71.13 5 876 158 71.59 6 202 858 71.99 6 675 549 73.23 7 210 578 73.65 

Village doctors and 
assistants 1 050 991 13.51 1 091 863 13.30 1 126 443 13.07 1 094 419 12.01 1 081 063 11.04 

Other health workers 275 006 3.53 290 161 3.54 305 981 3.55 319 117 3.50 359 819 3.68 

Health management 
workers 362 665 4.66 370 548 4.51 374 885 4.35 372 997 4.09 420 971 4.30 

Supportive service 
workers 557 662 7.17 578 772 7.05 605 873 7.03 653 623 7.17 718 052 7.33 

HEALTH PROFESSIONAL CATEGORIES
Physicians 2 329 206 42.08 2 413 259 41.07 2 466 094 39.76 2 616 064 39.19 2 794 754 38.76 

Nurses 1 854 818 33.51 2 048 071 34.85 2 244 020 36.18 2 496 599 37.40 2 783 121 38.60 

Pharmacists 341 910 6.18 353 916 6.02 363 993 5.87 377 398 5.65 395 578 5.49 

Laboratory workers 220 695 3.99 230 572 3.92 238 874 3.85 249 255 3.73 266 607 3.70 

Source: China Public Health Statistical Yearbook and family-planning statistics.

Table 4.2: Sex distribution by health worker category (%), 2005 and 2013

CATEGORY  
2005 2013

MALE FEMALE MALE FEMALE

Health professionals 35.7 64.3 31.2 68.8

Registered and assistant physicians 57.1 42.9 55.2 44.8

Registered physicians 58.0 42.0 56.0 44.0

Nurses 1.7 98.3 1.9 98.1

Pharmacists 39.6 60.4 36.5 63.5

Laboratory workers 37.5 62.5 43.3 56.7

Other health workers 44.7 55.3 40.3 59.7

Health management workers 49.1 50.9 48.5 51.5

Source: China Public Health Statistical Yearbook and family-planning statistics. 
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4.2.4 By age

The majority of health professionals (65.0%) were aged 
25–44 years in 2013, with this group declining by 
4.1% since 2005 (Table 4.3). In 2013, the proportion 
aged 55 years and over increased by 5.3%. There are 
two reasons for the age distribution change: (1) the 
rapidly increasing numbers of young nurses raised 
the proportion of registered nurses aged 24 years or 
less; and (2) since 2007, a statistical adjustment has 
been made in that rehired health professionals, aged 
55 years and over, have been included in the HRH 
information system, increasing this proportion.

Physicians were well distributed by age in 2013. 
Those aged 25–34 years represented 28.9%; aged 
35–44 years, 34.1%; and aged 45–54 years, 21.2% 
(Table 4.3). Compared with 2005, the proportion 
of physicians aged 35 years and under dropped by 

10.2%, and the proportion aged 55 and over increased 
by 8.5%. Reasons for these changes include the fact 
that new physicians must stay in school longer, and 
there was an increase in rehired doctors.

The proportion of nurses aged 24 years or less 
increased 4.0%, as more newly graduated nurses 
entered health institutions during this time, and those 
aged 55 years and over increased 2.6% from 2005. 
The proportion aged 35–44 years decreased by 5.4%, 
but this range still represented the majority at 44.9%.

4.2.5 By region, province and district 

From 2009 to 2013, the number of health professionals 
per 1000 population showed an upward tendency in 
different zones, increasing from 4.93 to 6.31 in the 
eastern zone, from 3.79 to 4.56 in the central zone 
and from 3.59 to 4.76 in the western zone (Table 4.4). 

Table 4.3: Age distribution by health worker category (%), 2013

CATEGORY
AGED 

LESS THAN 
25 YEARS

AGED 25–34 
YEARS

AGED 35–44 
YEARS

AGED 45–54 
YEARS

AGED 55–59 
YEARS

AGED 
MORE THAN 

60 YEARS
Health professionals 7.7 36.7 28.3 17.8 4.5 5.0

Registered and assistant physicians 0.1 28.9 34.1 21.2 6.2 9.5

Registered physicians 0.0 26.3 32.7 22.8 7.0 11.1

Nurses 14.1 44.9 23.7 14.0 2.3 1.0

Pharmacists 3.9 30.3 29.3 24.2 7.8 4.4

Laboratory workers 5.2 36.1 29.2 19.8 5.8 3.9

Other health workers 5.8 34.7 30.3 21.4 5.1 2.7

Health management workers 2.3 22.9 30.6 30.9 8.8 4.5

Source: China Public Health Statistical Yearbook and family-planning statistics.

Table 4.4: Zone distribution by health worker category, 2009–2013

CATEGORY AND ZONE 2009 2010 2011 2012 2013 2009–2013

Health professionals 4.15 4.36 4.58 4.94 5.27 1.12

Eastern 4.93 5.23 5.49 5.33 6.31 1.38

Central 3.79 3.92 4.04 4.65 4.56 0.77

 Western 3.59 3.76 4.00 4.71 4.76 1.17

Physicians 1.75 1.79 1.82 1.94 2.04 0.29

Eastern 2.04 2.13 2.18 2.10 2.48 0.44

Central 1.59 1.63 1.61 1.83 1.79 0.2

 Western 1.56 1.56 1.60 1.82 1.79 0.23

Nurses 1.39 1.52 1.66 1.85 2.04 0.65

 Eastern 1.72 1.89 2.03 2.02 2.48 0.76

Central 1.24 1.35 1.46 1.75 1.76 0.52

Western 1.14 1.26 1.40 1.71 1.78 0.64

Source: National health and family planning statistical yearbook 2013. Beijing: Government of China, National Health and Family Planning  
 Commission; 2013.



China 11

Table 4.5: Provincial distribution of health workers per 1000 population, 2013

PROVINCE HEALTH 
PROFESSIONALS PHYSICIANS NURSES

Beijing 15.46 5.85 6.36 

Shanghai 10.97 4.05 4.74 

Tianjin 8.05 3.18 2.95 

Zhejiang 7.30 2.86 2.75 

Xinjiang 6.43 2.34 2.50 

Guangdong 6.32 2.40 2.48 

Shandong 6.21 2.41 2.50 

Shaanxi 6.04 1.88 2.26 

Inner Mongolia 6.01 2.52 2.12 

Liaoning 6.01 2.44 2.44 

Shanxi 5.77 2.50 2.12 

Qinghai 5.66 2.31 2.01 

Jiangsu 5.63 2.23 2.29 

Ningxia 5.58 2.14 2.09 

Heilongjiang 5.49 2.13 1.96 

Jilin 5.45 2.31 1.97 

Fujian 5.44 2.00 2.20 

Hainan 5.29 1.84 2.30 

Hubei 5.01 1.90 2.07 

Sichuan 4.68 1.90 1.74 

Hunan 4.52 1.78 1.76 

Hebei 4.44 2.00 1.49 

Guangxi 4.44 1.54 1.75 

Gansu 4.33 1.65 1.50 

Henan 4.24 1.64 1.60 

Chongqing 4.23 1.64 1.65 

Yunnan 4.20 1.63 1.59 

Jiangxi 3.94 1.46 1.62 

Tibet 3.67 1.63 0.76 

Anhui 3.66 1.42 1.49 

Guizhou 3.64 1.31 1.37 

Source: China Public Health Statistical Yearbook and family-planning statistics.

Yet the geographical distribution was unbalanced, 
and the number of health professionals per 1000 
population in the eastern zone was significantly 
higher than those in the central and western zones. 
In Beijing and Shanghai, for example, the number of 
health professionals per 1000 population was more 
than 10 in 2013, with 15.46 and 10.97, respectively. 
Yet they numbered fewer than 4 per 1000 population 
in Anhui, Guizhou, Jiangxi and Tibet. Guizhou was the 
lowest with only 3.64 (Table 4.5).

The capacity of the health workforce in the eastern zone 
was relatively high. From 2005 to 2010, the proportion 
of health professionals with a university degree or 
higher in the eastern zone increased from 20.1% to 
33.5%; in the central zone, from 14.3% to 24.1%; and 
in the western zone, from 15.1% to 22.7%. The growth 
rate was 8.9% in the eastern zone, 7.4% in the central 
zone and 5.9% in the western zone. The growth rate 
of health professionals with senior qualifications (see 
Section 6) was 8.5% in the eastern zone, 7.6% in the 
central zone and 6.2% in the western zone.
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Table 4.6: Urban and rural distribution of health professionals per 1000 population, 2009–2013

CATEGORY 2009 2010 2011 2012 2013 2009-2013

Health professionals 4.15 4.36 4.58 4.94 5.27 1.12

Urban 7.15 7.60 7.90 8.54 9.18 2.03

Rural 2.94 3.04 3.19 3.41 3.64 0.70

Physicians 1.75 1.79 1.82 1.94 2.04 0.29

Urban 2.83 2.96 3.00 3.19 3.39 0.56

Rural 1.31 1.32 1.33 1.40 1.48 0.17

Nurses 1.39 1.52 1.66 1.85 2.04 0.65

Urban 2.82 3.09 3.29 3.65 4.00 1.18

Rural 0.81 0.89 0.98 1.09 1.22 0.41

Source: National health and family planning statistical yearbook 2013. Beijing: Government of China, National Health and Family Planning  
 Commission; 2013.

Table 4.7: Public and private sector distribution by health worker category, 2013

CATEGORY PUBLIC PRIVATE

N % N %
Health workers 8 041 374 82.22 1 739 109 17.78

 Health professionals 6 060 885 84.17 1 139 693 15.83 

Physicians 2 265 642 81.07 529 112 18.93 

Nurses 2 382 003 85.59 401 118 14.41 

Pharmacists 339 531 85.83 56 047 14.17 

Laboratory workers 340 840 87.75 47 581 12.25 

Other health professionals 732 869 87.38 105 835 12.62 

 Village doctors and assistants 702 737 65.00 378 326 35.00 

 Other health workers 316 948 88.09 42 871 11.91 

 Health management workers 357 141 84.84 63 830 15.16 

 Supportive service workers 603 663 84.07 114 389 15.93 

Source: China Public Health Statistical Yearbook and family-planning statistics.

4.2.6 By urban or rural distribution

In 2013, there were 9.18 health professionals, 3.39 
doctors, and 4.00 nurses, per 1000 population in 
urban areas and 3.64, 1.48 and 1.22, respectively, 
in rural areas (Table 4.6). The gap in their numbers 
between urban and rural areas grew; in 2009, the 
number of health professionals per 1000 population 
in urban areas was 2.43 times that in rural areas, and 
in 2013, this number expanded to 2.52 times. 

In addition, the gap in personnel quality between urban 
and rural areas was large. In 2010, the proportion 
of health professionals with senior qualifications 
measured 11.4% in urban areas, and only 3.9% in 
rural areas. Those with university degrees and above 
accounted for 35.4% in urban areas and 14.3% in rural 

areas. In 2011, villages with health professionals with 
junior college and above degrees accounted for 4.52%, 
while 75.6% possessed secondary school technical 
degrees.

4.2.7 By public and private sector 

Compared to 2009, the proportion of health workers 
in the public sector fell from 88.4% to 82.2% in 2013  
(Table 4.7). Along with the medical service market 
opening and social capital involving the development 
of health, the proportion of health workforce in the 
private sector is sure to grow in the future. In fact, 
the proportion of village doctors and assistants in 
nonpublic health institutions rose to 35.0% in 2013.
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5. Human resources for health production

5.1 Pre-service education

For several decades, the Ministry of Education was 
responsible for pre-service education and training, 
specifically health workforce supply, while the Ministry 
of Health oversaw health workforce employment and 
demand. Because of this segmented management 
system and lack of coordination, and since an 
enrolment expansion in 1998, there had been an 
imbalance between the number of medical graduates 
and entrants into the health institutions.

To balance the supply and demand, in 2005, the 
Ministry of Education and Ministry of Health set up a 
coordination mechanism for medical education reform. 
In 2008 and 2011, the ministries organized medical 
education reform meetings, and in 2010, they issued 
a policy to build 10 medical colleges in universities 
jointly. In 2014, six ministries requested that medical 
education should be based on demand, and teaching 
quality should be improved.

Today, there are two levels in medical education in 
China. The first level is higher medical education, 
conducted by schools approved by the Ministry of 
Education.5 Students are recruited from those who 
pass the Gaokao (i.e. the national college entrance 
examination), and schooling lasts 3 years for a junior 
college degree, 3–4 years for a bachelor’s degree, 
3–5 years for a master’s degree, and 3–5 years for a 
PhD. Students study medicine, nursing, stomatology, 
traditional Chinese medicine, pharmacy or traditional 
Chinese pharmacology.6

The second level is middle health professional 
education, which recruits junior secondary school 
graduates, as well as graduates from technical and 
vocational schools and adult education programmes. 
Middle health professional education is approved by 
the related ministry or a provincial government, and 
recorded by the Ministry of Education.7 The length of 
schooling is 3 years, and specialities include medical 
imaging technology, rehabilitation technology and 
nursing. 

According to the Ministry of Education and the 
Ministry of Health’s Opinions on strengthening 

medical education and enhancing quality from 2009, 
the government has been working to expand medical 
education. In 2013, there were 185 institutes for 
higher medical education, 102 universities and 83 
junior colleges. The number of full-time teachers in 
medicine, pharmacy and health care was 137 372, 
with 112 337 focusing on higher medical education 
and 25 035 on middle health professional education.8 

Since 2011, the number of entrants in higher medical 
education has exceeded those in middle health 
professional education, and the gap has gradually 
expanded. In 2011, the proportion of entrants in 
higher medical education made up 52.8% of the total, 
and the proportion from 2012 to 2013 rose from 
53.5% to 54.8%. From 2011 to 2013, the total entrants 
in medical education was 3.378 million, with 1.815 
million in higher medical education and 1.563 million 
in middle health professional education (Table 5.1).

From 2011 to 2013, the average growth rate of 
entrants and graduates in higher medical education 
was 3.09% and 5.93%, respectively, while the 
number of entrants and graduates in middle health 
professional education gradually decreased.

5.2 In-service and continuing education

In 2009, the Opinions of the CPC Central Committee 
and the State Council on deepening the health care 
system reform established standardized training 
for medical residents. In addition, in 2013, seven 
ministries jointly issued Guidance on the establishment 
of standardized training of residents system, which 
regulates the enrolment, training model, content and 
assessments. 

Standardized training states that medical education 
graduates, with bachelor’s and above degrees, or 
health service providers with no standardized training, 
enter into training bases identified by the provincial or 
central health department and undertake systematic 
training to improve clinical capacity as residents for 
3 years.9  The Ministry of Health is responsible for 
developing the training programmes, formulating 
training standards, creating examinations, and 
supervising and regulating the training process. The 
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provincial health department is responsible for the 
implementation and management of these tasks at 
the provincial level.10

Specialized training occurs for physicians who have 
completed the standardized resident training. In 
2006, the Ministry of Health issued the Notice on 
implementing the specialist training pilot, which 
includes 18 general specialties and 16 subspecialties.11 
Training for a general specialty lasts 3 years, while a 
subspecialty lasts 2–5 years. Presently, standardized 
specialist training is still in the pilot phase and does 
not yet have national policies. Continuing medical 
education seeks to adapt to new technology, theories, 
knowledge and training, and occurs after completion 
of standardized training, middle qualification or 
technical qualification. Under the continuing medical 
education credit system, health workers should 

participate in continuing medical education annually, 
gaining not less than 25 credits per year.

The Ministry of Health has established the National 
Commission on Continuing Medical Education, and 
the provinces (as well as autonomous regions and 
municipalities) have set up local continuing medical 
education committees to carry out various forms of 
continuing medical education activities. The national 
commission is responsible for research and planning 
on continuing education policies; establishment of 
evaluation standards, application and accreditation 
methods; monitoring and evaluation of continuing 
education at the provincial level; evaluation of 
education base; writing and publishing training books; 
and distance learning.12

Table 5.1: Medical education entrants and graduates, 2009–2013 

YEAR
ENTRANTS

INPUT
GRADUATES

OUTPUT
HIGHER MIDDLE HIGHER MIDDLE

2009 499 582 628 765 1 128 347 428 422 420 776 849 198

2010 533 618 582 799 1 116 417 483 611 435 870 919 481

2011 593 030 530 467 1 123 497 498 184 504 644 1 002 828

2012 591 683 513 420 1 105 103 513 376 534 092 1 047 468

2013 630 203 519 612 1 149 815 559 000 500 063 1 059 063

Source: China Public Health Statistical Yearbook and family-planning statistics.
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6. Human resources for health utilization

6.1 Recruitment

Before 1978, under the planned economy, the 
government guaranteed health-care graduates’ 
job assignments (i.e. they could not choose their 
workplaces, and health-care institutions could not 
choose their employees). With the establishment of 
the socialist market economy, however, health-care 
graduates could seek jobs through head-hunters, and 
health-care institutions could select candidates for 
open jobs.13

Generally, first, the human resources department of 
a health institution posts recruitment information 
openly, and then collects resumes from candidates. 
The health institution organizes an examination, 
such as an interview, to select desirable candidates. 
Especially at the primary level, however, health 
institutions can have less autonomy, as a health 
department migth  conduct its own examination of 
candidates, allowing the health institution to be only 
nominally involved. 

From 2001 to 2005, there were 1.95 million graduates 
with medical qualifications, but the number of health 
professionals only increased 0.10 million those years. 
In 2005 alone, graduates numbered 0.52 million, but 
only 0.12 million (23%) entered health institutions.14

Medical education has lagged behind the changes in 
health-care services, resulting in the emergence of 
talent deficiency and surplus. The numbers of health 
workers in rural areas (i.e. western and central zones) 
are insufficient, but there is a surplus of health workers 
in more urban areas (i.e. eastern zone). Moreover, 
health institutions cannot dismiss ineligible health 
professionals who occupy posts and draw salaries, 
making it difficult to replace poor-quality personnel.

6.2 Deployment and distribution mechanisms

To balance the development of HRH in different 
regions, the government has announced a series of 
policies to encourage health workers to work in rural 
and remote areas. According to the recommendations 
of the World Health Organization, increasing access 
to health workers in remote and rural areas through 
improved attraction and retention policies for HRH 
will be integrated from the four aspects of “education, 

regulatory interventions, financial incentives and 
personal and professional support.15

From 2010 to 2012, the government conducted 
an education project to train general practitioners 
in township health centres. Students with rural 
backgrounds could be enrolled through separate 
standards for admission, and when they graduated, 
they had to work in rural primary health institutions 
for 6 years. When in university, they were exempted 
from tuition and boarding fees, and received living 
expenses totalling ¥ 6000 annually. 

The local health department was responsible for the 
demand, quantity and category of these medical 
students, and the local education department was 
responsible for the training.16 Similarly, in 2005, the 
Ten Thousand Doctors Supporting Rural Areas Project 
was launched, choosing 10 000 urban doctors over 3 
years to provide health services and technical training 
in county and township hospitals. Every year, the 
Ministry of Finance of the People’s Republic of China 
provides ¥ 24 000 to these doctors working in the 
central and western zones. 

Such compulsory service policies are also related 
to a system known as qualification title promotion, 
which classifies qualifications as medical, nursing, 
pharmacy and technical, and each has junior, 
middle and senior levels. The qualification title is 
used to measure the level of career development.  
For example, the medical junior qualification includes 
physicians and assistant physicians, middle qualification 
includes physicians-in-charge, and senior qualification 
comprises chief and associate chief physicians. 

The junior and middle qualifications are identified 
by a national examination. Physicians and a junior 
qualification title with a secondary technical, junior 
college, bachelor’s or master’s degree must work at 
least 7, 6, 4 and 2 years respectively, before applying 
for the middle qualification. The senior qualification title 
is obtained by a different examination and evaluation. 

In 2002, the government stipulated that urban 
doctors must serve in rural areas for 1 year before 
being promoted to physician-in-charge or associate 
chief physician.17
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6.3 Work environment

Payment is  salar ied.  Current ly,  the salary 
structure includes the post salary, rank salary and 
performance-related salary. The post salary reflects 
the responsibilities of the post. In health institutions, 
posts are divided into three categories: (1) health 
professional posts (13 levels); (2) administrative posts 
(8 levels); and (3) supportive and technical posts, 
which includes technical and manual levels.

There are also 65 ranks in health professional and 
administrative posts, and 40 in supportive and 
technical posts. Finally, the performance-related 
salary is paid according performance; excellent 
health workers with great performance and those 
working in high risk are paid the highest salaries. 18 

In health institutions, an allowance consists of (1) a 
public health allowance, which is tallied according 
to the extent of possible damage to health workers,  
¥ 3–9 per working day; (2) a nurse allowance, as 
those with seniority of 5–10 years earn ¥ 3 per month; 
15–20 years, ¥ 7 per month; and 20 years and above, 
¥ 10 per month; and (3) a hardship allowance for 
health workers in remote areas divided in four levels 
receiving ¥ 43, ¥ 86, ¥ 172 or ¥ 300 per month.

Benefits for health workers generally include social 
welfare and welfare within health-care institutions. 
Social welfare includes a provident housing 
fund, medical insurance, retirement pension and 
unemployment insurance. Internal benefits include 
short-term migrant vacation plans, disability and 
training opportunities. 



China 17

7. Human resources for health governance

7.1 Policies and plans

Every 5–10 years, the central government or Ministry 
of Health announces new HRH policies or plans, that 
guide the direction of HRH development according 
to the new socioeconomic and health developments. 
In planning recent HRH development strategies, the 
health sector has responded to increasing health-care 
needs, a changing disease spectrum and the unique 
characteristics of an ageing society through measures 
such as strengthening the capacity of nurses, public 
health professionals and rehabilitation staff members. 

The new round of health-care reform launched in 
2009 aimed to establish and improve the basic 
health-care system and provide the population with 
secure, efficient, convenient and affordable health-
care services. It also mentioned the development 
of the primary health-care workforce (e.g. general 
practitioners and rural doctors), public health-care 
workforce, nurses and “high-level talents”. 

In 2011, the Ministry of Health issued the National 
guideline for mid-long term human resources for health 
development, 2011–202019. This document highlights 
changes in the country’s health situation, such as 
rapid population ageing, infectious diseases and 
chronic noncommunicable diseases, environmental 
pollution, occupational hazards, and food and drugs 
safety, emphasizing the need to develop the health 
workforce. It focuses on the primary health workforce, 
specifically general practitioners. It aims to attract 
more health workers in rural areas and primary 
health institutions through appropriate measures: 
conduct more training programmes for primary health 
professionals funded by the government; allow urban 
hospitals to assist rural health institutions; provide 
an attractive compensation system to health workers; 
encourage rural doctors to become physicians; and 
create proper subsidies for rural doctors’ public 
service to improve their professional capacity and 
ameliorate the imbalance between urban and rural 
areas. It also urges the development of the public 
health workforce, health professionals with senior 
qualifications, traditional Chinese medicine physicians, 
nurses, paediatricians and psychiatrists.

7.2 Professional regulations

7.2.1 Physicians

In 1998, the Licensed Doctors Law was issued, stating 
that physicians must pass qualification examinations 
to become physicians and that anyone who had been 
awarded physician qualifications must register with 
the department of health under the local people’s 
government at or above the county level. Physicians 
may, upon registration, work in institutions of medical 
treatment, prevention or health care according to the 
registered place, category and scope of business to 
engage in relevant services of medical treatment, 
prevention or health care. Anyone who fails to register 
and obtain a licence cannot practise medicine.

The qualification examination is regulated by the 
Ministry of Health. Those who receive a qualification 
certificate can apply for registration with the  local 
health department. After registration, the local health 
department is responsible for assessment and training 
of physicians periodically; physicians who do not pass 
these assessments will have their registration revoked. 

A registered physician enjoys the following rights: 
(1) within the registered scope of business, making 
medical diagnoses, conducting disease examinations, 
prescribing drugs, providing relevant medical 
certifications, and selecting reasonable plans for 
medical treatment, prevention or health care; (2) 
obtaining medical instruments and necessary 
physical conditions commensurate with his or 
her practice according to the standards set by the 
administrative department of health; (3) engaging 
in medical research and academic exchanges, and 
joining professional societies; (4) participating in 
professional training, and receiving continuing 
medical education; (5) protecting his or her personal 
dignity and personal security from encroachment in 
practising medicine; (6) earning wages, remuneration 
and subsidies, and enjoying the welfare set by 
the state; and (7) putting forward opinions and 
proposals for the work of his or her own institution 
of medical treatment, prevention or health care and 
the work of the administrative department of health, 
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and participating in the democratic management 
of his or her own institution according to law.  

When practising medicine, physicians must: (1) 
observe laws and regulations, and follow technical and 
operating rules; (2) cultivate a sense of responsibility, 
follow professional disciplines, perform physician’s 
duties and serve patients conscientiously; (3) care for 
and respect patients, and guard patient privacy; (4) 
endeavour to gain professional proficiency, update 
knowledge and increase professional and technical 
competence; and (5) disseminate hygienic and health-
care knowledge, and instruct patients accordingly.

7.2.2 Nurses

The regulations for nurses include the Nurse 
Management Act (1994) and Nurses Regulation (2008). 
Nurses must pass a qualification examination, and 
then apply to the administrative department of health 
under the local people’s government at or above the 
county level for registration. A nurse qualification 
certificate is valid for 5 years; 30 days before the 
expiration, nurses can reapply for registration. The 
provincial health department will approve this 
according to the requirements for nurse registration. 

7.2.3 Village doctors

The Regulations on the Administration of Village Doctors 
established the village doctor regulation system. The 
county health department is responsible for qualification 
and registration. After registration and obtaining a 
qualification certificate, village doctors can engage in 
prevention, health-care and general medical services at 
village clinics. A village doctor’s certificate is valid for 
5 years, after which one must reapply for registration. 
Village doctors should provide primary health services 
under the scope of certain laws, and the county health 
department is responsible for the assessment, regulation 
and training.

7.2.4 Pharmacists

Pharmacists, who engage in drugs production, 
management and distribution, must be licensed 
after taking a unified national examination system, 
usually held once a year, by the Ministry of Human 
Resources and Social Security and China Food and 

Drug Administration. After registration, they can 
practise according to the registration category and 
scope. 20 A licence is valid for 3 years, after which one 
must reapply.

7.2.5 Technicians and others

There are also qualification examinations for 
pathologists, radiological technicians, rehabilitation 
technicians and nutritionists, for example. Those 
who pass receive certificates and can be recruited by 
health institutions. 21

For health management staff members, no national 
qualification examination exists, but several provinces 
(e.g. Guizhou, Inner Mongolia, Jiangsu, Ningxia 
and Shanghai) have set junior, middle and senior 
qualification accreditation for such staff members. 
It is necessary, however, to establish a national 
qualification title system. 22

In 2012, the Ministry of Health announced the Behavior 
Regulation for Health Workers, which, for example, 
requires physicians to renew their knowledge, comply 
with clinical and technical regulations, and build good 
communication with patients. 

7.3 Human resources for health information 

In 2011, the Ministry of Health launched its HRH 
development plan, 2011–2020, as well as an 
evaluation index system. A framework was mapped 
out in accordance with the theory proposed by Avedis 
Donabedian, the founder of qualitative research in 
health-care and medical outcomes. Then, 83 indices, 
including a system index and core indicators, were 
created. The process of evaluation consists of annual 
monitoring, a midterm assessment in 2015, and a 
final assessment in 2020. 

In 2011, the first annual monitoring was conducted. 
First, data were analysed using the existing statistical 
and census system of the Ministry of Health. Second, 
questionnaires and investigation tools were used 
to explore the progress and implementation rate 
of each goal in the HRH development plan in light 
of the responses from health facilities and health 
professionals in a 10% sample of counties. 23
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Using the Human Resource Information System, a 
database of the annual health facility statistics, the 
amount, category and distribution of health workforce 
were analysed. Then, using basic information from the 
health workforce database (i.e. every health worker 
has one record in this database), distribution, training 
and trends were found. The Ministry of Health has also 
established the National Health Statistics Information 
Direct-Report System, and health institutions can log 
in and complete the related data. All health workers, 
upon starting employment, should be registered in 
the system within 1 month.

7.4 Human resources for health research

Currently, research is concentrating on the status of 
the health workforce using multistage, cluster and 
stratified sampling to understand its quantity, quality, 
distribution and characteristics. Also, HRH planning 
and forecasting are being studied. 

Most research is funded by the government, and 
conducted by medical universities or research 
institutions. The recommendations proposed in 
the research outcomes will be used for reference in 
formulating policies. For example, before the National 
guideline for mid-long term human resources for 
health development, 2011–2020 was formulated, 
the Ministry of Health listed 18 topics for medical 
universities and research institutions to study. At 
the same time, some international organizations 
are providing grants to health institutions to launch 
studies, such as the Rural Health Workers Development 
Project of the World Bank.
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