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FOREWORD
When the World Health Organization (WHO) and the United Nations Children’s
Fund (UNICEF) jointly issued the historic Declaration of Alma-Ata in 1978, the concept of
primary health care (PHC) was introduced into health systems that had, until then, been
designed to provide only basic and episodic health care and to fight diseases. Since AlmaAta, the primary health care approach has become a key building block for global public
health systems and health care systems development, as well as a strategic process towards
achievement of good health as a goal for all.
In 2003, a review of the 25 years of primary health care since Alma-Ata showed that
its approach has been successful, not only in improving health care worldwide, but also,
particularly, in meeting the health-related challenges of a rapidly growing global ageing
population. These challenges include age-related rising risks of noncommunicable diseases
and disabilities, as well as soaring expenditures for health and social care costs. To address
these pressures on health systems and health care systems, and to provide the continuum of
care required for the growing numbers of older persons, primary health care principles have
led to both the strengthening of health services geared to the needs of ageing and older
populations and to the integration of those services more effectively with other provisions
and levels of care.
This strengthening and continuous integration of health care services for the aged has
improved many aspects of health systems, but at the same time it has highlighted new issues.
The existing primary health care approach, with its principles of equity, universal access,
community participation and intersectoral cooperation, is still valid and effective. Optimally,
in some countries, particularly at the subnational level, the policies, research and practices
resulting from this approach have extended the scope of primary health care for older persons
and their families. However, the changing needs of today’s health systems, beset with both
economic and demographic complexities, remain an enormous challenge.
In response to these critical needs, WHO presented a policy initiative at the Fifty-sixth
World Health Assembly in May 2003, through resolution WHA56.6, requesting Member
States to take a range of actions to reinforce primary health care. This resolution also
requested the WHO Secretariat to identify future strategic directions for primary health care
and to continue to incorporate the principles of such care into WHO’s activities and
programmes. As an integral part of the Secretariat of the World Health Organization, the
WHO Centre for Health Development in Kobe, Japan, advocates innovative integration of
community health care development into primary health care development, as an advanced
option for and an added value to WHO global health care programmes. Based on a
community health care conceptual framework, the preparation of case studies of “good
practice models” in community health care, in collaboration with WKC partner cities, is an
aspect of the Ageing and Health Programme’s research activities that aims at the sharing of
experiences and the improvement of policy-making processes.
One example of such collaboration is with the city of Shanghai, whose Municipal
Health Bureau has prepared this Technical Report, the fourth in the WKC Ageing and Health
Technical Report Series. The Report provides insights into the evolution of primary health
care in Shanghai, and describes the recent innovative development of community health
services based on primary health care principles and approaches in this city of 13 million
people, of whom 11.5% are over 65 years of age. The most valuable experience of
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community health care development and reform in Shanghai is the incorporation of primary
health care principles through community participation.
The WHO Kobe Centre is pleased to add these important research results to the body
of research that aims to enhance WHO's capability in addressing priority health issues. Such
research is an important and effective input into the policy-making process. The information
and experiences obtained from this “good practices model” offer solid evidence which
contributes to a global review and extension of the primary health care approach to
community health care in ageing and older populations in the 21st century.
Dr Wilfried Kreisel
Director
WHO Centre for Health Development
Kobe, Japan
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PREFACE
Population ageing is a common issue for all countries of the world. Both developed
and developing countries are moving from being “ageing societies” (where 7% of the
population is over 65 years of age) to becoming “aged societies”, defined as a society in
which 14% or more of the population is over 65 years of age. The increase in the proportion
of the ageing population has accelerated in recent years, with only differences in speed and
degree between countries. The transition from an “ageing society” to an “aged society”, took
85 years in Sweden and 115 years in France, but only 22 years in the city of Shanghai, from
1979 to 2001.
The ageing trends and process in Shanghai can be considered representative of most
developing countries where population ageing has appeared at an early stage, when the
economy is still very weak and unprepared for such rapid demographic change. As a result,
population ageing has posed an enormous challenge for sustainable socioeconomic
development. How to tackle the problems associated with population ageing on the one hand,
and the need for socioeconomic development on the other, has become of immense concern
for the city, as for all countries.
In order to meet the challenges of population ageing and rapid socioeconomic
transformation, the Shanghai Municipal Government has, since 1995, undertaken community
health care development as an integral part of overall community development. All 95
community hospitals in the urban area of Shanghai have been changed into community health
centres. These centres and their extended service facilities, including nursing institutions for
the aged, form a complete service network for the older population. Such a network
guarantees the provision of health care within easy distance of those needing it, thus making
it more convenient and accessible, particularly for the older persons. Concurrently with these
developments, the policy-making process has been oriented towards the needs of the older
persons and their families. For example, all their health expenses incurred in the nursing
institutions are covered by health insurance, which greatly eases the economic burden on the
older people and their families. Implementation of these measures has gone far in addressing
the health and social problems of the older population, but their long-term effects will need to
be evaluated.
The World Health Organization plays an important role in addressing many health
issues common to countries. All Member States experienced in tackling the issues specific to
population ageing should share their experiences and contribute to solving the myriad
problems involved. Shanghai has endeavoured to participate in such experience sharing and
problem-solving. At an international meeting held in Bangkok, Thailand, the Shanghai
authorities stated their aim to make a concrete contribution. To this end, and inspired by the
WHO Kobe Centre’s research initiative on identification of good practice models, the
Shanghai Municipal Government invited experts from Fudan University and other research
institutes in Shanghai to provide details of their experiences in the development of
community health care. Their research results, which demonstrate the efforts and innovations
made by health workers and administrative staff in Shanghai, are presented here in this
Technical Report.
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In spite of the limitations of these experiences, due to their being at only the initial
stages of community health care practice, we offer this report as an example of a good
practice model in the ongoing efforts to address the challenges of meeting the health needs of
an ageing population and achieving sustainable socioeconomic development.
Professor PENG Jing
Deputy Director-General
Shanghai Municipal Health Bureau
Shanghai, People’s Republic of China
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1.

INTRODUCTION AND BACKGROUND

1.1

Shanghai, a megalopolis

Shanghai, situated at the mouth of the Yangtze River is one of the most bustling
metropolitan cities in China. To its west are the provinces of Jiangsu and Zhejiang, to its
south is Hangzhou Bay, and its east coast is washed by the East China Sea. Its advantageous
central geographic location along China's coastline has enabled Shanghai to become an
excellent sea and river port that offers easy access to a vast hinterland. With a total area of
6341 km² and a population of more than 13 million, Shanghai is among the world's largest
and most booming urban areas.
Sustained rapid development has markedly increased the city's economic strength,
leading to a constantly rising average per capita gross domestic product (GDP). In 1993, for
the first time, Shanghai's per capita GDP exceeded US$ 2000 (according to the exchange rate
for that year), increasing to US$ 3000 in 1997 and to US$ 4000 in 2000. In 2002, the per
capita GDP reached US$ 4912, the highest among all Chinese provinces, municipalities and
autonomous regions, except Hong Kong, Macao and Taiwan.

1.2

Demographic and epidemiological transition in Shanghai

1.2.1 Demographic transition
As the largest city in China, Shanghai has experienced the most rapid economic
development in the country, but it also has the relatively largest ageing population. By the
end of the 1970s, people over 60 years of age accounted for 10% of the total population,
signifying the city’s entry into the category of an ageing society. In 1982, this proportion had
increased to 11.52%, in 1990 it reached 13.96%, and by 2000 it was 18%.
Figure 1. Rate of natural growth of the population of Shangahi,
1950-1990
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1.2.2 Epidemiological transition
According to a survey in 1993, the rate of prevalence of chronic diseases and the twoweek prevalence rate were 54% and 25% respectively. All the indices for older people were
higher than the average for the population as a whole. In 1999, a survey showed the top main
causes of death of urban older people in Shanghai were malignancy, cardiovascular disease,
respiratory disease and accidents.
Table 1. The 10 leading causes of death in the urban areas of Shanghai (per 100 000),
1950–2000
Rank

1950
Cause

Rate

1960
Cause

Rate

1970
Cause

Rate

1980
Cause

Rate

1990
Cause

Rate

2000
Cause

Rate

1

Contagious
diseases

Diseases of the
695.8 circulatory
system

2

Diseases of the
circulatory
system

71.4

Contagious
diseases

86.0

Tumours

125.3 Tumours

3

Injury and
poisoning

68.9

Tumours

65.4

Respiratory
diseases

46.5

Respiratory
disease

75.4

Respiratory
diseases

115.7

Respiratory
diseases

101.6

4

Respiratory
diseases

62.0

Respiratory
diseases

60.5

Injury and
poisoning

40.9

Injury and
poisoning

40.4

Injury and
poisoning

47.6

Injury and
poisoning

46.8

5

Diseases of the
digestive system

53.3

Diseases of the
digestive system

60.5

Contagious
diseases

38.5

Diseases of the
digestive system

25.6

Disease of
digestive system

26.0

Diseases of the
digestive system

20.8

6

Diseases of
endocrine,
nutrition,
metabolism and
immune system

25.2

Injury and
poisoning

35.7

Diseases of the
digestive system

30.0

Contagious
diseases

23.4

Contagious
diseases

17.8

Diseases of
endocrine,
nutrition,
metabolism and
immune system

19.2

23.6

Diseases of
endocrine,
nutrition,
metabolism and
immune system

17.3

Diseases of the
urological
system

8.0

Diseases of the
urological
system

11.4

Lunacy

16.9

Contagious and
parasitic
diseases

15.9

7.6

Diseases of
endocrine,
nutrition,
metabolism and
immune system

9.1

Diseases of
endocrine,
nutrition,
metabolism and
immune system

7.6

Lunacy

15.4

9.0

Urological
diseases

8.9

Diseases of the
reproductive and
urological
systems

8.0

5.2

Congenital
abnormality

7.1

Diseases of the
nervous system

5.2

7

Tumours

8

Congenital
diseases

529.5

9

Diseases
originating in
the pregnancy
and prenatal
periods

Diseases of the
275.6 urological
system

10

Diseases of the
urological
system

8.3

Congenital
diseases

Diseases of the
nervous system

Diseases of the
102.8 circulatory
system

Diseases of the
160.4 circulatory
system

Diseases of the
245.6 circulatory
system

Diseases of the
216.1 circulatory
system

234.2

179.5 Tumours

188.3 Tumours

203.9

598.7

Diseases of the
nervous system

10.6

Lunacy

3.4

Diseases of the
nervous system

7.0

Diseases of
endocrine,
nutrition,
metabolism and
immune system

2.4

Lunacy

Sources: Data for 1951–1990: Shanghai Academy of Social Sciences, Shanghai Health Record, pp. 472–473;
data for 2000: Shanghai Municipal Health Bureau, Shanghai Health Yearbook, p. 953.
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Development of health care in Shanghai
The development of the urban health care system dates back to the 1950s, soon after
the founding of the People’s Republic of China. It played a very important role in providing
basic health care to Shanghai residents in the conditions prevailing at that time. Although
there were some ups and downs, overall, Shanghai’s health care was among the best in China
and represented the development pattern of the country.
Shanghai’s grassroots health care has experienced four stages of development:
(i) Initial phase (1949–1950)
An embryonic form of public health care, the united clinics, a form of private
partnership practice which provided basic health care to residents, were established
and developed.
(ii) Establishment phase (1951–1956)
This phase saw the first reform of health care, when the united clinics were
remodelled into collective community hospitals. A three-level structure (at municipal,
district and community levels) of medical services was created to provide health care
needs, with community hospitals forming the foundation of the three levels. They
provided preventive and public health services to residents.
Table 2. Development of united clinics in Shanghai
Year of establishment
1951
1952
1953
1954
1955
1956
1957
Total

Number of clinics
4
27
34
27
24
48
22
186

(iii) Adjustment and redevelopment phase (1957–1995)
At this stage including period of the Cultural Revolution, in the community hospital, as
the foundation of the three levels of the health network, the department of outpatient
services was reorganized, with specialized services being transferred to the inpatients
department. The outpatients department was restricted to providing general services.
(iv) Improvement phase (1995– ongoing)
During this stage, reform of community health care has been strengthened and efforts
have been made to construct a system for providing comprehensive services. In
community health care, the general services at the level of the community health centre
have been changed into general practitioner groups that provide residents with basic,
continuous and comprehensive care based on the pattern of “six functions as a one whole
(six-in-one)”. The six functions are: medical treatment, preventive care, health protection,
rehabilitation, health education and technical support for family planning. Care is given
3

on the basis of each resident’s health record. This improvement phase has sought to
secure the sustainable development of community health care and provide an economical
health care system, appropriate to the Chinese context, to meet the needs of Shanghai’s
ageing society.
The community hospitals have been reorganized into community health centres and their
construction standardized. The community health centres have expanded their health care
services. They create health records for residents, carry out chronic-disease-control
programmes, promote preventive service management at the community level and
implement the “six-in-one” pattern described above. The centres thus provide
comprehensive basic medical and preventive services.
Table 3. Mortality rates in Shanghai, 1951–1960

1.4

Year

Crude death rate
(%)

Standardized death rate
(%)

1951

19.5

20.5

1952

12.4

13.7

1953

9.9

11.9

1954

7.7

8.9

1955

8.1

9.7

1956

6.7

8.8

1957

5.9

7.5

1958

5.9

7.6

1959

6.6

8.3

1960

6.1

7.2

Evolution and principles of primary health care in Shanghai

1.4.1 The birth of urban primary health care
At the International Conference on Primary Health Care, jointly organized by WHO
and UNICEF at Alma-Ata, former USSR, from 6 to 12 September 1978, the concept of
primary health care was defined for the first time. Based on an exchange of experiences
between participants, the conference formally established the principles and implementing
procedures of primary health care as a practical guide to tackle defined health problems.
Primary health care gained recognition at the United Nations with the passage of the
United Nations General Assembly Resolution A/RES/34/58 on Health as an Integral Part of
Development, in November 1979. This resolution called upon “the relevant bodies of the
United Nations system to coordinate with and support the efforts of WHO by appropriate
actions within their respective spheres of competence”. As a result, primary health care came
to be accepted as an important part of the new strategies of world development in the last 20
years of the 20th century.

4

In the early 1980s, the concept of primary health care was formally introduced to
China. The government promised to implement the goal of Health for All, and made it an
essential part of the general goal of socioeconomic development. The Shanghai Municipal
Government, also, according to its own socioeconomic development, demographic
characteristics and demands for health care services, acknowledged that setting up an urban
primary health care system would be an effective way of utilizing health resources to meet
the health needs of its population. It, therefore, decided to introduce primary health care in
Shanghai, with the aim of providing convenient and proper health care services to the people
at the grassroots level.

1.4.2 Health demands and major health problems
Great changes have been taking place in health care demands as a result of economic
development and demographic change.
Trend 1: Changes in the pattern of disease
The incidence rate of and death rate from communicable diseases have been declining
every year since the end of the 1960s. The disease pattern has changed from a
predominance of contagious diseases to cardiovascular diseases and cancer of various
noncommunicable diseases.
Trend 2: Growing number of old people and their increasing demands for health
and social care
The growth of the ageing population has resulted in an increase in demand for health
care for old people. According to a survey carried out in 1996 by the Shanghai
Municipal Committee on Ageing, the average incidence rate of illness among the
older people and the average number of days confined to bed due to illness were
higher than for the population as a whole. The two-week disease prevalence rate of
the older persons was 540 per 1000, compared with 305.8 per 1000 for the population
as a whole. The days confined to bed by diseases related to older persons were 245
days per 100 people per week. Therefore, the health demands of the older are high.
The older suffer most from chronic diseases, cardiovascular and cranial vascular
diseases, which are of a long duration and, therefore, require extended health and
social care. According to a survey carried out in 1992, the proportion of older people
who could take care of themselves in daily life was 7%, while 3% completely relied
on others. It also found that 11.2% of old people needed consultations for health
problems, 2.08% for psychological problems, and almost 66% regularly visited the
health facilities near their residences.
Trend 3: Unsatisfied health demands of residents
Inpatient services are provided mainly at the municipal, district or county hospitals,
but they have not been able to keep up with the growing demand. The gap between
the demand for and the provision of health care services stems from two factors:
inadequate provision of such services and high costs of the services.
Trend 4: Increase in some public health problems
Public health problems in areas such as environmental pollution, occupational hazards,
lack of food security, low nutrition and poor maternal and child health are on the
increase.
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1.4.3 Principles of primary health care
The fundamental task of primary health care is to provide and solve the basic health
needs of the population and make the health of the people as good as possible, in fulfilment
of the goal of Health for All. This means that every country should adopt appropriate
strategies to improve health according to its social and economic development. Primary
health care is seen as an important means of achieving this goal. In China it consists of the
following essential elements:
•
•
•
•
•
•
•
•

1.5

Essential nutrition and sufficient, safe drinking water;
Basic, clean health and environmental conditions;
Maternal and child health care, including technical support for family planning and a
lowering of the infant mortality rate;
Immunization against the main contagious diseases;
Prevention and control of endemic diseases;
Health education;
Treatment of common diseases and injury; and
Provision of essential drugs.

Accomplishments of primary health care in Shanghai

Health care provision works well in Shanghai through the primary health care system.
The achievements are best illustrated using the example of Hong Kou district, one of the 9
districts in the central Shanghai.
Table 4. Evaluation indices and results of primary health care in Hong Kou District
Evaluation index
National
Self(In percentage, except where indicated otherwise)
reference
evaluation
1.
Health policy support
1.1 Integrated into government planning
100
100
1.2 Management system accomplishments
100
100
2.
Health resources used for implementing primary health care
2.1 Health funds/government finance
6
6.38
2.2 Anti-epidemic expenses per capita (RMB)
4
3.61
2.3 Coverage of social health insurance
80
91.1
2.4 Coverage of emergency health network
95
100
2.5 Coverage of community health care
95
100
3.
Health education
3.1 Coverage of health education in middle schools
100
100
3.2 Coverage of health education among residents
90
100
4.
Community health care
4.1 Coverage of ophthalmological care for pupils
80
100
4.2 Coverage of dental fillings for pupils
80
75.4
4.3 Coverage of health visits to the old
80
100
4.4 Percentage of mental health management
80
97.3
4.5 Percentage of hypertension management
80
90.4
6

Municipal
certification
Approved
Approved
Approved
Approved
Approved
Approved
Approved
Approved
Approved
Approved
59.82
Approved
Approved
Approved

5.
Health supervision
5.1 Supervision of public places
90
5.2 Refuse disposal
70
5.3 Percentage of clean public lavatories
95
5.4 Faeces disposal
70
6.
Supervision and monitoring of drinking water and food
6.1 Up-to-standard drinking water
90
6.2 Food security
90
6.3 Up-to-standard drinking water and food
95
manufacturing
7.
Supervision of industrial toxic emissions

98.4
100
100
100

Approved
Approved
Approved
Approved

99.9
90.6

Approved
Approved

89.1

Approved

7.1 Dust monitoring

80

92.1

Approved

7.2 Up-to-standard health at operation point

90

81.9

Approved

7.3 Occupational health management

95

100

Approved

7.4 Check-ups for workers

80

98.9

Approved

8.1 Children’s health management

90

99.8

Approved

8.2 Children’s planned immunization

95

98.8

Approved

8.3 Infant mortality rate (per 1000)

<12

7.84

Approved

8.4 Death rate of under 5-year-olds (per 1000)

<15

8.47

Approved

9.1 Maternal health management

90

87.34

Approved

9.2 Maternal mortality ratio (per 100 000)

<20

31.4

Approved

<2

0

Approved

<300

226

Approved

10.3 Reported TB-positive rate

70

137

Approved

App. 1.1 Quality of drinking water

95

-

-

App. 1.2 Quality of atmosphere (1)

Grade 2

Grade 2

Approved

App. 1.3 Noise (decibels)

55–60

59.6

Approved

App. 2 Adult literacy rate

95

95.2

Approved

App. 3 Public green area per capita

7

0.94

Approved

8–9
>72

6.45
75.85

6.24
Approved

8.

Decrease in child mortality rate

9.

Decline in maternal mortality ratio

10.

Decline in incidence rate of reported contagious diseases

10.1 Underreporting rate of contagious diseases
10.2 Incidence rate of general contagious diseases
(per 100 000)

App. 4 Living area per capita
App. 5 Life expectancy at birth
(1)

Measured by the national standards for atmospheric quality
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Issues and challenges relating to primary health care

With the change in the medical approach from a biomedical to a bio-psycho-social
one, lifestyle and behaviour are viewed as playing increasingly important roles in health. The
challenge for the health care services is that the first health revolution (which was aimed
mainly at combating acute contagious diseases) had hardly finished when the second health
revolution (which aims mainly at combating chronic non-contagious diseases) occurred ahead
of time. Because of socioeconomic development, and changes in the population structure and
disease pattern, the demands on health care have been growing and diversifying. Therefore,
the health care system has been expected to deal with contagious diseases and non-contagious
diseases at the same time. This represents an ongoing challenge.
The change in population structure is mainly the result of the increase in life
expectancy and the decrease of birth rate, which has led to a rapid increase in the proportion
of the urban ageing population. In Shanghai, the life expectancy in 1952 was 42.0 years for
males and 45.6 years for females. By the end of the 1970s, the city had entered the category
of an ageing society, and by 1990 the process of ageing of the population had accelerated,
with life expectancy rising to 73.8 years for males and 77.8 years for females (Lu Huihua,
2000). The consequent increase in the proportion of older people has put new demands on
the health care system.
Table 5. Life expectancy at birth of the urban residents of Shanghai
Year
1951
1960
1970
1980
1990
2004

Male
42.0
65.1
70.2
72.0
73.8
77.8

Female
45.6
67.5
73.9
75.3
77.8
81.8

The change in the disease pattern has shifted from primarily contagious diseases to
mainly chronic diseases of the vascular system and cancer. While the incidence of and death
rates from contagious diseases have been declining every year since the 1960s (Figure 2),
vascular diseases, especially cranial vascular diseases and coronary heart diseases, have
become the second leading causes of death since the 1970s. Thus the growing demands for
health care present a huge challenge for the health care services.
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Figure 2. Incidence rate of and mortality rate from contagious
diseases, 1950-1990
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At present, there is no nationwide health care network geared specifically to the needs
of the elderly in China, and the existing health care facilities cannot meet their growing needs.
Nevertheless, some measures have been taken to facilitate medical care for older residents.
Elderly people are given priority in medical registration, treatment and prescriptions.
Medical professionals visit older patients regularly in their homes to give them treatment,
which effectively solves the problem of their having to visit a hospital or be hospitalized.
Hospitals specializing in geriatric consultations and treatment have been set up for the
purpose to offer health check-ups and consultations and archiving their health conditions. A
combination of health care for the elderly community, family health care and self-care, such
as developing rehabilitation treatment, is in the process of being established
In recent years, community health care services have been gaining in importance as
the result of social development, and have become a priority in health system reforms. At
present, a community health system based on first-level hospitals has been established and is
quite effective, but some problems have come to light in the process of its ongoing
development.
First, the lack of adequately qualified health professionals limits the development of
community health care. The available manpower cannot meet all the health care needs. Most
of the primary health care providers graduated from technical schools or junior colleges,
where they were trained in traditional methods and were mostly engaged in specialized
medical practices. They have little knowledge about general medical practice and, therefore,
lack the competence to manage community health care services.
Second, the present functions of community health organizations do not respond to
the requirements of community health care services. The new standards set for these services
require them to perform six functions, the two leading ones being preventive health care and
health education. However, most of the community health professionals are clinical doctors
and they, therefore, lay particular emphasis on clinical medical services. Very few of them
have knowledge or experience in social medicine, preventive medicine or rehabilitation work.
Third, a lack of objective and systematic indicators to evaluate community health care
services caused these services to develop without any guidelines. Thus, when basic
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community health care was guaranteed, it was difficult to gradually develop multi-level
community health care services in response to citizens’ different levels of need.
Fourth, supporting policies, such as funding for community health care services,
which is a part of the government’s fiscal budget, are still not in place. And the government
policy has not treat community health care services as a priority for funding.
In order to improve community health care services and enable them to meet the
growing needs that accompany economic development and the ageing process of the country,
a new community health care system needs to be established.
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2.

DRIVING FORCES BEHIND PRIMARY HEALTH CARE:
TOWARDS COMMUNITY HEALTH CARE IN SHANGHAI

The community hospital, as the basis of the three-tiered health care and anti-epidemic
network, was formerly the major source of primary health care provision in the urban area of
Shanghai. It played an important role in improving the health conditions and well-being of
the city’s residents.
After 1978, economic reforms and an open policy brought about great changes in
every aspect in China. The planned economic system began to be replaced by a marketoriented one. However, reform of the health care system lagged behind economic reform,
and the community hospitals were struggling for survival throughout the 1980s.
In the mid-1990s, the municipal government decided to reshape all community
hospitals into community health care centres as a response to new policies, and the
development of primary health care entered a new phase. As a result, by 2000, there were 95
community health care centres to serve all the urban areas of Shanghai.
There were both pushing and pulling forces behind the integration of primary health
care into community health care. Initially, the pushing forces, which mainly refer to changes
in the goal of community development, such as economic transformation, played a more
important role. Subsequently, in order to provide better services, the primary health care
facilities were integrated into community health care to meet the changing needs resulting
from compelling factors like changes in disease patterns and consequent changes in health
needs. These required the primary health care facilities to become more adaptable. This
chapter attempts to explain why primary health care was driven to integrate into community
health care.

2.1

Economic transformation

With economic reforms and policy, China’s economy has gradually been transformed
from a planned economy to a market-oriented one. To cope with this change, the health
sector has had to make corresponding changes, including the development of community
hospitals. It was obvious that reforms would play an important role in promoting the health
system development in accordance to a market-oriented economy. They not only led to
important changes in community hospital infrastructure environments, but also in the way
community hospitals were managed.
Community hospitals began to be run on a self-reliance and sustainable basis. For a
long time, the health sector had been designated as a non-profit and public welfare sector.
Therefore, costs had not been a major consideration, and all costs were covered by the
government budget. In other words, the hospitals’ main concerns had been how to provide
more health care services, rather than considering the costs and benefits of these services.
Such a mechanism resulted in many problems. Because development of the market-oriented
economy was an ongoing process, the health sector adapted to the market gradually; hospitals
required to keep a closer monitoring on costs and market mechanisms were introduced. This
process resulted in a strong motivation for hospitals to maximize their performance, thus
considerably changing the hospital mechanism and environment. Meanwhile, the reduction
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in government budgets accelerated changes in hospital management and functioning towards
a more market-oriented approach.
On the one hand, until the mid-1990s, the government still gave fixed subsidies to
community hospitals to cover costs of free preventive services. However, the costs for the
services and operation other than preventive services should be generated by funding from
other services provision, which meant that the more preventive services the hospital provided,
the less possible for the hospital to generate other services. Therefore, no hospital liked to
provide preventive services. The limited government subsidy mechanism meant that the
amount of the subsidy remained the same, regardless of the hospital’s efforts. At the end of
1995, the preventive care subsidy was as little as 12 000 RMB per 10 000 people per annum.
Meanwhile, related regulations required four to six preventive health staff members for every
10 000 people. According to the salary level of the early 1990s, it is estimated that only staff
salary costs for preventive care amounted to 40 000–60 000 RMB per 10 000 people, which
was far deficit from government subsidies (Ceng Jinsheng, et al., 2001).
On the other hand, there were many changes taking place in the distribution of income
for community hospital staff. Along with the rapid development of the economy, income,
including that of the health staff in community hospitals, had risen sharply. However, the
income distribution mechanism in the hospital changed significantly from a specified income
provided by the government to an income that varied depending on the revenue earned by the
hospital. The new rule encouraged and allowed hospitals to generate their own profits from
various service provisions, while the government allocated fewer funds to hospitals and paid
only a small proportion of the staff’s salaries. According to incomplete statistics, in the early
and mid-1990s, salaries paid by the government accounted for 50% of the total staff income
in community hospitals, which meant that the other 50% was paid out of the hospitals’ profitgenerated revenues. In the late 1980s and early 1990s, when China experienced severe
inflation, the community hospitals came under heavy pressure in their efforts to maintain the
income levels of their staff. This situation was exacerbated by the shrinking of government
contributions due to inflation. Owing to the direct link between hospital management and
staff interests, the “market-oriented” management approach continued to develop.
Furthermore, because of deficiencies in the financing system of the health care service, such
as low or even free of charges, in the preventive health care service, the only way to increase
revenue in community hospitals was for them to provide and improve medical services. This
was the main reason why the community hospitals began to put major efforts into developing
their medical services rather than preventive services.
It was a simple theory, accepted by most hospital managers and administrators, that
hospitals could get and accumulate more development funds to improve medical technology
and conditions by developing and increasing their medical services load. This would increase
a hospital’s revenues as well as the income of its staff. Some managers and administrators of
community hospitals firmly believed that they had found a way to develop their hospitals
when the market-oriented economy was doing well. Thus, in the 1980s, community hospitals
in Shanghai began to purchase some advanced medical equipment and introduced inpatient
services, among other changes. However, compared with large municipal and district
hospitals, community hospitals had the obvious disadvantage of fewer resources, such as
human resources, technology and equipment.
In the late 1980s and early 1990s, with the establishment and improvement of the
market economy, the income distribution policy changed considerably. The composition and
level of workers’ incomes became quite different from those that had existed before the
economic reforms; incomes were higher and the composition more diversified. Besides the
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basic wage, there were fringe benefits, performance bonus and other benefits in accordance to
workloads. Since the ratio of the basic wage in total income decreased, it was up to the
enterprises and institutions to provide the other benefits beyond the basic wage. The
workers’ wages were closely linked with the economic performance of the enterprises, and
workers’ welfare and income increasingly depended on the enterprises.
Because of rising health expenditures, enterprises began changing their medical and
health insurance benefits, adopting measures such as cancelling designated medical
institutions, and no longer paying hospital expenses and, instead, giving a specified amount
of money to the employees for their health expenditures. These reform measures changed the
character of the medical care market, from a supply-oriented to a consumer-oriented market,
which resulted in the community hospital losing its regular local patients. However, the
creation of a medical service based on supply and demand needed a competitive environment
and private consumer purchasing of medical services. In the absence of perfect information
and knowledge, the consumer’s choice of hospital was based on criteria such as its class,
scale and building standards. Obviously, community hospitals were in a difficult position in
this increasingly competitive context – the fiercer the competition, the more difficulties
community hospitals faced.
Price is a significant factor that influences the supply and demand of goods and
services. Unlike common goods, medical services have their own unique characteristics.
Consumers do not know the price of health care before seeking medical service. The doctor
decides the service and quality as well as the price. However, the consumers can anticipate
expenditure from their previous personal experience. Price is usually determined by the
function, quality and utility of goods, and this applies also to the medical services market in
that the consumer always pursues the maximum benefits, that is, the consumer seeks good
service at the lowest possible price. Comparatively speaking, secondary and tertiary hospitals
formerly had the competitive advantage over community hospitals, not only in medical
technology and service quality, but also in terms of their medical equipment and conditions.
In China, because of the imperfect market in the health sector, with three levels of facilities,
there was hardly any price differential between the different levels. Thus residents certainly
preferred to tertiary or secondary hospitals over community hospitals.
Additionally, because of the policy of low charges for labour in the health care sector,
hospitals’ revenue came mainly from fee collection for equipment use and from the price
differences between retail and wholesale pharmaceuticals. Therefore, increasing the use of
testing equipment and provision of more medicines became the most important means of
increasing hospitals’ revenue, especially that of community hospitals. However, since the
price differential between community hospitals and secondary or tertiary hospitals was not
significant, the community hospitals were unable to attract patients. Other factors that people
considered when they chose hospitals were convenience and time factors. Since the
community hospitals are spread throughout the community, they no doubt offered certain
advantages. But with improvements in city traffic conditions, they began to lose this
advantage.
As a whole, price was regarded as the major factor for residents in deciding where to
seek medical care. The community hospital offered no advantage in the price of its health
care service, which would attract residents to seek its services. To compensate for the loss
from the lower utilization of their medical services, the community hospitals had to increase
costs to patients by prescribing more drugs and unnecessary check-ups. This increase in
medical expenses resulted in further shrinkage of the service load and put the community
hospitals in a tight predicament.
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With the change in the government’s funding mechanism for the health sector, the
community health centres can now be fully compensated for providing public health services
and basic health care. These are purchased directly by the government and the health
insurance programme. Therefore, the community health centres can take full advantage of
this new mechanism and strive to develop well.

2.2

Gap between needs and services

With the progress in science and technology, medical technology in Shanghai had
also been constantly improving and standards/regulations for health care services had been
established and improved. The provision of health care had developed from a single service
to comprehensive services, and from a simple, primary service to more complex and
professional services. People were increasingly attaching more and more importance to such
preventive care aspects as medical consultation, health education and disease prevention and
there was increasing specialization and professionalism in medical services. In addition,
diagnostic and curative technologies were becoming more sophisticated and professional.
This change presented considerable challenges for the traditional three level medical
service model, which had been classified mainly by the level of medical technology and
medical equipment available in each level. The medical network was not able to meet such a
challenge, yet demand for better health care was growing as citizens became increasingly
concerned about their health and well-being. A new problem was that people, unable to
clearly identify their health problems, were increasingly seeking medical help when they felt
stressed and tired or had other minor complaints rather than serious illnesses. They needed
health professionals to help them identify their real health situation and give them advice
about keeping good health. Under the traditional health care arrangement, such services were
not available.
In the mid-1990s, a new health care structure was introduced in Shanghai to deal with
these changes and remains in place until now. It consists of two platforms with different
characteristics and functions: the primary platform is the community health care service
centre, and the advanced platform is the regional medical treatment centre. The main
service functions of the former are designed to help people identify and deal with their basic
and minor health problems through comprehensive and general health care services. The
regional medical treatment centres, on the other hand, are designed to provide people with
more advanced, specialized and professional health care services. The community health
care centres in the primary platform have close links with the regional medical centres in the
advanced platform. They help arrange for the transfer to the regional medical treatment
centres of any complicated cases they are unable to manage. The regional medical centres
return the cases to the community health centres after providing the appropriate treatment for
following-up maintenance.
As the starting point of community hospital reform, the Shanghai Municipal Health
Bureau reoriented and transformed the community hospitals into community health care
service centres, closed down the specialized clinics, cancelled specialized outpatient services,
and reorganized the wards originally in the specialized clinics and community hospitals into
community health centres.
It encouraged community health centres to provide
comprehensive services, including disease prevention, health protection, health rehabilitation,
medical treatment, health education and technical support for family planning. These reform
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measures succeeded in correcting the malfunctioning of community hospitals and helped the
community health centres to play a greater role.

2.3

Changing orientations: from disease and hospital to health and
community

The medical system that emerged reflected the public view of good health. People
equated “no disease” with being “healthy”. The first stage in screening was to establish how
patients felt about themselves. Such a health perspective was basically compatible with the
conventional biomedical pattern, which views the patient as the disease itself and ignores the
other aspects of a human being. The problem with this passive approach in diagnosing the
disease or health problem was evident. The patient sought help from a medical professional
to diagnose the disease only when he or she felt there was a problem. It was, therefore,
difficult to screen the disease in its early stage, which delayed its treatment. Moreover,
because of the limited medical technology and knowledge of the staff, it was difficult to find
the patient in time and take appropriate and timely measures.
Disease and health are two kinds of human physical state, and, as mentioned above,
they are affected by many factors, such as the environment, social attitudes and beliefs
regarding health/disease, the psychological make-up of the patient and the physical status of
the patient. The combined effects of these factors determine an individual’s health status.
Thus, health and disease is a continuous process in life. The difference between disease and
being healthy is just relative. This viewpoint represents great progress in health awareness.
WHO has defined health as a “state of complete physical, mental and social wellbeing, and not merely the absence of disease or infirmity”. Health is a fundamental human
right and the attainment of the highest possible level of health is an important social goal
worldwide. Its realization requires action on the part of many other social and economic
sectors in addition to the health sector.
Health interventions can influence health, and health promotion is a new concept
developed recently as part of the new medical approach. It emphasizes the participation of
the individual and the community. It seeks to enable the individual and the community to
control the factors influencing health, and, therefore, to improve health itself. Its aim is to
ensure the physical, psychological and social well-being of an individual, to strengthen the
ability and will of individuals to pursue their dreams, and to improve social welfare.
With constant improvements in living standards, people’s health perspectives and
health awareness and understanding are also improving. The demands on resident medical
care extend beyond the requirement for treating a disease to a requirement for good health
and a disease-free condition. This change in attitudes towards health and health care is
dynamic and calls for dynamic and continuous health care services.
Thus, “medical treatment” is only one task of community health care. The more
important task is to offer primary care and guidance to communities, to meet their extensive
and continuous demands for medical treatment, and to help people overcome bad habits as
well as promote healthy behaviour according to the principles of preventive health care. The
development goal of the community health care services in Shanghai has been to find an
effective way for the community hospital to meet these changes in health perspectives and
health demands.
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2.4

From communicable to noncommunicable diseases

2.4.1 Age and noncommunicable diseases
Besides the malfunctioning and inappropriate development of community hospitals,
the challenge presented by an ageing population in Shanghai became increasingly important
and it was leading to obvious changes in disease patterns and health demands.
Communicable diseases and parasitic diseases are not major risks to health when addressed
through preventive measures such as control of the sources of communicable diseases,
vaccinations for susceptible populations, environmental improvements and assuring the
safety of water and food. Most acute communicable diseases have been controlled or
eradicated. This stage is regarded as the first health revolution.
As mentioned earlier, statistics relating to the major causes of death in Shanghai show
that the threat of communicable diseases has been rapidly declining while chronic diseases
have risen steadily. In the early days of the Liberation, communicable diseases were the
leading cause of death in Shanghai, but by 1960 they had taken second place. The mortality
rate from communicable diseases fell sharply from 695.8 per 10 000 in 1951 to 86.0 per
100 000 in 1960. This sharp decline is attributed largely to the Patriotic public health
campaign in the early stages of the founding of the country and the application of effective
disinfectant measures. After 1970, communicable diseases fell still further in the rankings of
major causes of death, to fifth and then to seventh place, and thereafter they remained
relatively stable.
However, the rates of chronic diseases increased and became a significant factor
affecting health. Therefore, Shanghai began experiencing the transition from the first health
revolution to the second one, and necessary measures had to be taken to meet the challenges
posed by both health revolutions. The challenge of population ageing not only affected the
economy, but also put pressure on the health care system; there were large numbers of old
people who were losing their ability to work and look after themselves, and their
deteriorating physical condition required ever more medical treatment. The increase in life
expectancy meant that the period of old age was being prolonged, and the number of aged
people who lost the ability to live alone or lead active lives because of disease, disability and
ageing increased dramatically. A survey conducted by the Ministry of Public Health in 1993
showed that, among the aged, 60%–70% suffered, on average, from two or three kinds of
chronic disease simultaneously; the prevalence rate of chronic disease among 60-year-olds
and those over 60 years was 3.2 times higher than among the total population, and the rate of
those disabled was 3.6 times higher.
According to a survey in Shanghai’s Jing An district, it was found that the prevalence
rate of chronic diseases for people aged 65 years and over was 77.5%. More than half of
them suffered from at least three kinds of chronic disease at the same time, the most common
ones affecting their daily lives being hypertension, heart disease and arthritis. Similarly, a
recent survey of some communities in Shanghai showed that the prevalence rate of chronic
diseases in people aged 60 and over was 58.8%, and that for people aged 80 and over was
77.2%. The main chronic diseases were hypertension, coronary heart disease and pulmonaryrelated heart disease. Furthermore, the incidence of several diseases in aged people is now
common, and the incidence of such cases in 60-year-olds and over and 80-year-olds and over
are 45.1% and 67.8% respectively (Wu Xiuyun et al., 2002). Therefore, as the number of
aged people increases, health expenditures on treatment and care for diseases will rise further.
This will put more pressure on the economy and on society.
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2.4.2 Quality of life
There needs to be more concern for the quality of life of the aged. The deterioration
of their health is an important factor affecting their quality of life. Other related factors, such
as psychological status, food intake and social factors should not be neglected either. As
people become old, their functional capacity decreases. This needs to be addressed and
adjustments made to their nutritional intake. Research shows that about one-third of aged
people have psychological conditions, such as sense of loss, loneliness, depression and
anxiety, which need to be treated. Other research has found that aged people suffer from
obesity, up to 121% above the standard level: fat constitutes 34% of this, while trace
elements, such as calcium, are under absorbed. Some old people living in the city are
overweight, while others suffer from malnutrition.
Some research has shown a strong desire by aged people to be visited at home by
health professionals and they would like to see health posts set up near their homes. In
response to this need, various sections of the city have hospital posts offering broad health
care coverage aimed at satisfying aged people’s demands for health care and health
maintenance.
As mentioned, because of effective prevention and control of communicable diseases,
various kinds of noncommunicable chronic diseases have become the principal threats to the
health of the inhabitants of Shanghai. Noncommunicable chronic diseases mostly relate to
people's behaviour and habits. However, effective methods and medicines to deal with
chronic diseases, as well as degenerative disease, as found in acute communicable diseases,
have not yet been found. Because chronic and degenerative diseases consume a large share
of health resources, their treatment and prevention is an enormous new challenge for
Shanghai in its efforts to ensure the health of all its citizens.
An effective system of prevention and control of communicable disease in Shanghai
was the epidemic prevention system, comprising city and district (county) level anti-epidemic
stations. By the latter half of the 1990s, the system had already been restructured and
reformed. It consisted of city and district (county) level disease-control centres and
grassroots medical institutions with expanded work content. In addition, its focus of work
was transformed to include not only prevention and control of chronic diseases, but also the
control of newly emerging communicable diseases (Bao Yong et al., 2002). In early 2003,
Shanghai’s disease prevention and control system played an important role in effectively
checking the spread of severe acute respiratory syndrome (SARS) in the city.
While the gradual change in the pattern of diseases, the environment, and peoples’
behaviour and lifestyles have had an increasingly important effect on their health, the
treatments for diseases have also changed from a simple approach to a comprehensive one,
which requires corresponding reforms.

2.4.3 Changes required by the new approach
The new approach has necessitated the following changes: (1) a change from the
traditional emphasis on treatment to one that stresses a combination of prevention and
treatment, with prevention taking precedence; (2) expansion from simple services to
comprehensive community services, which requires health care professionals to offer health
instructions to the patient while providing treatment, and a strengthening of communications
with the patient; (3) expansion of the service from care in the hospital to outreach treatment
and care, requiring the hospital to reach out of its boundaries and incorporate community
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care; and (4) expansion from simple physiological services to include psychological services
that offer a more humanized service, requiring medical workers to regard patients as persons
and not diseases. This approach is a more effective way of improving the relationship
between doctors and patients. The comprehensive health care services include medical
treatment, disease prevention, health maintenance, rehabilitation, health consulataion and
health education (A Yi Xia Mu et al., 2002).
In response to the new approach, the community hospitals in each community in
Shanghai have been transformed into community health centres, as the bases for the disease
prevention and control system. In this capacity, they, not only play an important role in their
original primary health care functions, but have also developed and expanded these functions,
because they have kept in touch and maintained close ties with the community residents in
their areas. The community health centres thus play a unique role in the prevention and
control of noncommunicable chronic diseases and acute communicable diseases. By carrying
out all forms of health promotion activity, such as provision of health education to inhabitants,
the community health care centres have become an important instrument for teaching good
health and living habits to the inhabitants, and for improving their concern and awareness of
health. In tackling the double challenges of communicable disease and chronic-disease
prevention and control, the community health care centres can utilize their advantage as
grassroots health facilities, an advantage which large hospitals do not possess.
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3.

DEVELOPMENT OF THE COMMUNITY HEALTH CARE
SYSTEM IN SHANGHAI

The concept of community health care was first introduced in China in 1981 as a joint
health project in Shanghai suburb area by Chinese and US experts. However, community
health care was not implemented until 1988, and Shanghai set an example of this form of care
in 1993, ahead of the rest of China. It was not until the national health conference, held in
Shanghai in 1997, that community health care was launched as a national health strategy.
In 1999, ten Chinese central Ministries including Ministry of Health, Ministry of
Education, Ministry of Civil Affairs, Ministry of Treasury and Ministry of Personnel and
Labour, etc. joint issued a policy document entitled, “Planning and Guidelines on the
Development of the Urban Community Health Care Service.” It emphasized the importance
of the development of community health care in urban areas, and made suggestions on how to
develop community health care services in China, as well as setting out principles for their
development. It required all local governments to make efforts to build a modern urban
health care system for the 21st century. It also required that all preliminary work on
community health care be completed before the year 2000, and that the community health
care structure is fully established by 2005. The community health care service will become a
fully developed component of the national health system by 2010, enabling people to attain
the highest possible level of health.
In Shanghai, the reform and implementation of the community health care service was
carried out according to the prevailing local conditions and policy limitations. The
experience of Shanghai is summarized in the following subsection.

3.1

Concept and content of the community health care services

It is an important role of government to develop community health care services, and
this is considered to be in line with the socialist market-economy structure. Deepening the
reform of the health care system, with a view to improving urban health care in Shanghai,
requires developing a basic health care system for urban employees and improving social
insurance. It also serves to promote the sustainable development of Shanghai, and
demonstrates that the city has the ability to perform according to internationally accepted
practices. Furthermore, it will contribute to the goal of Health for All proposed by the World
Health Organization. This was Shanghai’s purpose in establishing the community health care
service.
The community health centre was made the focal point for the establishment of
community health care services. General practitioners in the community health centres were
specially trained as a team. They were taught to view the family as a unit and to give priority
to the aged, women, children and disabled people (Gu Huan, 2001). In order to satisfy the
communities’ health demands, full and effective use was made of the resources and
technology of the community health centres. The aim was to improve people’s health and to
provide grassroots health care services, including preventive care, health protection, medical
treatment, curative services, rehabilitation, health education and technical support for family
planning.
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The Shanghai Municipal Health Bureau issued a policy document entitled, “The Main
Content of Shanghai Urban Community Health Care Service”, which set out the details of the
six functions of health work mentioned earlier. It expanded and elaborated on the service
content in order to clarify the functions expected of the community health care service.
Every district health bureau and community health centre was required to comply.
The community preventive service consists mainly of preventing and controlling
communicable and chronic diseases. For communicable diseases, this includes preventing
and controlling sexually transmitted diseases and HIV/AIDS infections and those diseases
transmitted by insects; management of acute communicable diseases; surveillance; and
treatment and prevention of tuberculosis. Regulating chronic diseases includes identifying
and examining hypertension and cancer in patients and other groups at high risk; surveillance
of hypertension, cancer, diabetes, chronic pulmonary diseases and osteoarthritis; and offering
community education aimed at rectifying poor health behaviour. Community preventive
services also include preventive services in schools, surveillance to ensure the safety of water
and food, environmental and occupational health, collecting vital statistics, providing
psychosocial consultation, and preventing dental and ocular diseases.
In line with the guidelines contained in the document entitled, “Prevention First and
Combination of Prevention and Cure”, hospitals provide various kinds of inpatient and
outpatient health services to the community. The document stipulates the kinds of diseases
that the community health care centre may treat. These are diseases frequently encountered,
as well as diagnosed chronic diseases. The community health centre mainly assists the
patient in recovering from an illness. Diagnostic and curative services, including
rehabilitation, are provided to chronic patients, while palliative treatment is given to patients
in the terminal stage of serious disease. This medical service system uses the surveillance
network for chronic diseases. The serious cases that are difficult to treat, or where treatment
is restricted by local conditions, are transferred to senior hospitals according to the
regulations of the health authority (Jiang Yimin, 2001).
The community nursing service has been extended from the hospital to the family. It
includes provision of special nursing for the chronically ill, psychological support and care,
maternal and child care, care for the terminally ill and consulting services.
Community health care services give priority to women, children and the aged.
Maternal and child care consists of services for newlyweds, prenatal health care, women’s
care, reproductive health care and child care. The care system for the aged requires the
establishment of an outpatients department specifically for the elderly, which provides home
visits for people aged 80 years and over. It also requires completing a health record for the
elderly, the rapid processing of their health records, and provision of health education
specifically geared to the problems of the aged through lectures and courses to teach them
how to achieve a healthy life and how to take care of themselves. The community care
service system also applies a surveillance system for chronic diseases to prevent these
diseases occurring in older people.
Community rehabilitation services mainly provide services such as professional
advice for patients recovering from limb dysfunction caused by bone fractures and
cardiovascular and cranial vascular problems, as well as for patients recovering from mental
disorders. This system requires patients and their families to participate in convalescence and
recovery. It attaches importance to building efficient community recovery networks, to
educating and employing professional staff, and to providing the necessary equipment.
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Community health education involves various aspects and can take many forms. The
targeted population is the entire community, both patients and those who are healthy. It
requires community health workers to provide appropriate education according to the health
conditions prevailing in the community.
Technical support for family planning requires setting up a family planning
outpatients department, developing guidelines and services relating to contraception methods
and informing people about the choices available to them.

3.2

Strengthening the government’s leadership role

In order to stimulate the development of the community health care service, Shanghai
has proposed a management pattern to be headed by the district or county governments with
the cooperation of the health department at all levels of government. The branch offices in
various localities would be responsible for its implementation, with the participation of the
local residents and supervision by the health authorities at the various levels.
The community health care service is considered a kind of public welfare. Therefore,
the government should assume greater responsibility in supporting and promoting its
development. It is believed that “the government should function in health at the basic level”.
The lead role of the government in the community health care service cannot be substituted.
Its role is to ensure that the service evolves correctly and to this end it should seek to provide
a favourable policy environment. Shanghai has, therefore, placed the community health care
service within the overall planning of the economy, society and urban development.
Community health care has become one of the performance goals of the Shanghai
government, and has been organized and implemented as a priority component within the
context of community development and management. Planning of the community health care
service has been integrated into regional health plans, and the health facilities have been
reorganized to better meet the health demands of the inhabitants.
Departmental cooperation at all government levels is a requirement of this modern
approach. In the modern medical and health system approach, the person is considered more
important than the disease. When dealing with diseases or health problems it is, therefore,
important to understand them from multiple perspectives, such as the psychological,
sociological and biological aspects. Thus, putting the person first is one of the most
important principles and goals of community health care services. This means taking into
account both the current and future interests of human beings to realize a harmonious
development within the context of their environment, and to ensure the sustainable
development of the economy and society. However, in the past, China developed through a
socialist, planned economic structure, and different departments of the government did not
communicate with each other effectively. Neither did they share information and resources
with each other. In recent years, through the process of reform, this pattern has changed to
some extent, but not completely. Without the cooperation of all segments of the society, the
community health care service is unlikely to be able to achieve substantial progress.
In the past, the administrative functions of the sub-district offices and community
residents’ committees overlapped considerably, but they were not entirely the same. It was,
therefore, considered most efficient to utilize the existing, comparatively effective,
community resources to develop the community health services. As extensions of the
government, the branch offices led residents’ committees that were located in residential
areas. This was a powerful network system that functioned effectively in the socioeconomic
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context of the past, playing an important role in alleviating social contradictions and
resolving social disputes. The development of the community health care service has
essentially embodied the principle that “to meet the health demands of residents is most
important”. Since the community health centres bear full responsibility for the community
health care service and know the residents well, they have the advantage of serving the
residents’ preventive and health care needs.
The principle of supervision by the health authority mainly emphasizes the
professional nature of health care provision. Because organizing and implementing health
care has to do with residents’ lives and health, and the professional requirements are very
rigorous, the health department’s main tasks are as follows: to work out a rational plan for the
community health care service network, organizing and implementing it in a way that will
provide residents with conveniently located health care services (i.e. situated near them), and
to provide certificates to the service providers after ensuring that the practitioners are
qualified. The health department also plays a quality-control role in the health care service.
In addition, it is important to emphasize community participation in primary health
care. Although such participation is still relatively weak, it is necessary to introduce the
concept and encourage it. While implementing community health care, the government of
every district and county has set up a communication mechanism for the community health
care services. For example, under the leadership of the head of the district and county,
various departments such as health, planning, treasury, pricing, labour and social security,
medical insurance, civil affairs, personnel, education, sports, culture, construction and family
planning, are given different responsibilities, including leading, organizing, harmonizing and
rating the community health care service and health promotion work within their jurisdictions,
using each other's advantages mutually and sharing resources.
Every community has established a community health-promotion committee or a
similar organization. The leader of the branch office is the director, the director of the
community health care centre is the vice-director, and the relevant personnel who serve in the
community’s management, education, civil administration, sports, family planning and other
fields of the street administration are the committee members. This committee or the
corresponding organization takes charge of organizing and coordinating the community
health care service in the residential district, and is responsible for solving concrete problems,
such as the actual working place of the community health care service. The residents’
committee participates in and helps to develop community health care through health and
education campaigns and the establishment of health records.

3.3

Standardizing the organizational set-up of the community health
care centre

Most community hospitals, which were built in the 1950s and 1960s, had become
outdated and dilapidated as they lacked timely repair. The Shanghai government decided to
carry out their total reconstruction and change them into community health care centres as
part of its development of community health care services. These services were standardized
and expanded through transformation, trimming of their management systems, and regular
reform and updating of their operating mechanisms (Yao Lan, 2002).
First of all, in 1998, five community hospitals were selected from the districts of
Chang Ning, Pudong, Jing An, Zha Bei and Lu Wan as trial hospitals. Based on the
experiences gained from these five trial hospitals, reconstruction of the community hospitals
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was expanded to 20 community hospitals as model community health care centres in 2000.
Following this, another 40 standardized community health care centres were built in 2001.
Standardization of both hardware and software in all the model community health
centres has been emphasized. The software standard mainly refers to the professional
organization of the community health care centre, and the hardware standard refers to such
aspects as the equipment, facilities and buildings. By setting these standards as guidelines in
the construction of the community health care centres, great progress has been achieved. Its
aim was to offer inhabitants inexpensive, convenient health care of a high quality, encourage
the community hospital to change from a single service provider of medical care to the
provision of multiple, comprehensive services relating to convalescence and health protection,
including preventive care, medical treatment, rehabilitation, health education and technical
support for family planning, while guiding the main focus of services from the inpatient
service to the outpatient service.
During the construction of the model community health care centres, their service
contents and functions were clarified. The centres mainly treat common diseases and
diagnose chronic diseases. The inpatient service has changed from providing general
treatment to nursing and providing convalescent care to the aged. The health posts set up by
the community health centre mainly offer consultations and chronic disease management.
The disease-specific specialized departments and wards in large hospitals that cannot meet
the requirements of the community health care centre will gradually be withdrawn, and an
admissions system may be set up if needed, which meets the criteria for providing medical
care at different levels. Medical staff are encouraged to offer various community health care
services within the communities and households, which has been welcomed by the
inhabitants. The centres are required to develop a family health care contract system based
on family health records, use a “family sickbeds” service for the aged to be provided at home,
improve the quality of nursing for the aged, and adopt a two-way referral system, between the
community health centre and the regional health centres.
The creation of a standardized model for community health care centres in Shanghai
is a significant step in the development of the community health care service, and all the
centres and posts use an identical logo. As for the distribution of community health care
centres and service posts, in principle, one community health care centre set up in each street
provides services for 50 000 to 100 000 people. Where there are 3–5 residents’ committees
and the population is more than 10 000–20 000, one community health care service post will
be set up. At present, all 95 community hospitals of downtown Shanghai have been
successfully changed to community health care centres, and, by the end of 2002 there were
422 community health service posts set up for the entire city. The goal that a community
health care centre or station should be within 15 minutes’ walking distance of every resident
has almost been realized.

3.4

Reforming the funding and operation of the community health
care services

One of the key reasons for the difficulties faced by community hospitals has been the
inappropriate compensation mechanism. It is important to create a proper compensation
mechanism in community health care services that will ensure their sustainable development.
Thus an important aspect in the transformation process has been to try to expand the means of
raising funds and to improve the investment mechanism. The municipal government adopted
a new mechanism for financing health care by organizing the funding of basic health care
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through a health insurance programme, while the service items excluded from the health
insurance programme were to be paid by the individuals receiving them (Yin Weiqiang,
2003). To implement this idea, three main measures were implemented by the community
health care services of Shanghai.
First of all, the method of allocation of funds for prevention and health protection was
reformed, from allocating funds according to the number of people to allocating funds
according to the prevention and health care projects, tasks and quality. Project appraisal and
assessment were strengthened, and funding was related to tasks in order to improve the
efficiency of health resource utilization. According to this standard, in principle, the funds
for community prevention and health care will be guaranteed up to 80 000 RMB/10 000
persons and this figure will increase every year. Meanwhile, the government plans that the
increase in the rate of prevention and in health funds will be higher than the growth rate of
health expenditure. This will secure the funds for prevention and health protection in the
community health care centres and stimulate these centres to put more effort into preventive
services and health protection.
Second, some of the services of the community health care centre can be covered by
social medical insurance, and a higher proportion of health expenditure in the community
health care centre is reimbursed than in larger hospitals. This measure aims at encouraging
people to seek medical help at such centres and helps those centres to get enough patients.
Third, the pricing policy aims to standardize the contents of the community health
care services gradually. The aim is to establish a standard pricing system for the services
offered at all community health centres, and to differentiate between the standard charges at
these centres and those at the advanced medical institutions. The standard charges at the
health centres are lower than those at the advanced medical institutions, so that the lower
prices give the former an advantage. In this way too, community health care centres will
have an additional price advantage, which will help eradicate their previously bad reputation
of “low quality service but high charges”. Thus patients with familiar, frequently occurring
diseases or chronic diseases will prefer to seek medical help at the centres. This will allow a
rational distribution of the volume of patients, and the operation of a two-way referral
mechanism between these centres and the advanced, larger hospitals, thus helping to alleviate
the pressures of overcrowding at the large hospitals and resulting in a more rational
distribution of resources.
At the operational level, internal competition has been established in community
health care services by requiring doctors to indicate their qualifications when they provide
services, and allowing patients to choose their doctors freely. The doctors’ incomes are
directly linked to their workload. These measures have encouraged medical workers to
upgrade their professional skills, attitudes and service quality, and have improved patients’
satisfaction with the community health care services.
In brief, on the one hand changes in the compensation mechanism have helped the
community health care centres to obtain steady revenue, and on the other hand they have
helped to reduce the medical costs to society.
It should be mentioned that, at the beginning of the development of community health
care, there were no general practitioners and general nurses in Shanghai. These human
resources are a critical factor for the success of community health care development. There
are two ways to solve this problem at present. The first is to provide systematic training of
general practitioners and nurses at colleges, and the second is to train the staff in community
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Community health centres emphasize prevention and health care work and maintain
close contacts with the community, encouraging its participation and cooperation. The new
set-up of the different sections endeavours to overcome the previous drawbacks of dividing
branches too specifically, as in traditional hospitals. There is only a general section with a
general practitioner group to deal with the new disease patterns and meet the growing
demands for health care.
The duties of the community service department are to: (1) investigate the
immunization objectives of the community and establish regular contacts with the people,
helping them with regular and timely immunizations and completion of the full course of
follow-up vaccinations; (2) offer essential health care services to the women and children of
the community in a timely manner; (3) complete the work of counting and investigating
certain chronic diseases, such as diabetes, hypertension and cancer, and provide these patients
with home visits along with greater efforts towards the prevention of chronic diseases and
improvement of the patients’ quality of life; and finally, (4) strengthen inspection of the
community’s health status to enable timely detection of health problems in the community
and the strengthening of prevention and control of communicable diseases.
The duties of the medical department are to: (1) educate and leading health
professionals to move beyond their traditional working places confined to the hospital and
out into the community and the family, and to integrate clinical treatment, community health
care and medical treatment; (2) take the residents in the community as a working target, and
provide individuals and families with high-quality, convenient, low-priced basic health care
services that integrate prevention, treatment and health protection; (3) establish health records
and identify the health status of community residents, so as to have background information
for provision of appropriate medical treatment and health protection; (4) instruct patients and
their families on how to maintain good health and prevent and cure diseases, provide health
consultations and promote behaviour favouring a healthy lifestyle; (5) coordinate and
cooperate with the highest levels in hospitals, take charge of a two-way referral system where
a patient might require specialized treatment at a hospital and then return for follow-up care,
and provide disabled persons with continuous medical rehabilitation; and (6) train general
practitioners and family doctors, and enable community health workers to serve the
community through efficient application of new knowledge and skills.
The main duties of the logistics department are to provide the community and
medical services with the necessary material support, and to manage essential materials,
maintain equipment, manage vehicles and the catering service, maintain cleanliness and
disposal of sewage, and in general guarantee the smooth operation of the services that offer
preventive and medical treatment.
The adminstrative office is responsible for: (1) administration and coordination of
the community health care centres; (2) management and training of the manpower at the
centres, and for offering the essential human resources for the smooth functioning of the
services provided at the centres; and (3) strengthening communication between the
community health care centres and the communities, as well as seeking greater support from
the communities.

26

3.6

Establishing family health profile record for provision of
comprehensive health care

Each resident in community is required to have a health profile record, which is stored
together with those of other members of their family. There are two parts to the health
record: one part describes the insurance cover and basic information about the family, and the
second concerns the individual and has core, special and appended forms. The core part
applies to all individuals and forms the main part of the record; it contains demographic
characteristics, health status, utilization of health resources and the level of demand. The
special part is suitable for special groups, such as people with high-risk diseases, and
describes the management of the patients. The district and county have the right to include
more information requirements according to their particular needs.
The municipal health administration departments are responsible for establishing and
managing residents’ health records in the context of their work on prevention and control of
diseases. They are also responsible for coordinating efforts to resolve various difficulties and
problems that arise. The municipal disease prevention and control centres and relevant
disease prevention institutions are responsible for technical instructions concerning the
establishment of health records, and for training, quality control and efficiency evaluation.
The district and county disease prevention centres, and other relevant professional institutions,
are responsible for organizing and establishing health records in their particular districts or
counties, and for providing technical guidance, staff training, quality control and efficiency
evaluation.
Under the guidance of the disease control centres and relevant professional
organizations of every district or county, the community health care centres or medical
organizations are responsible for carrying out community health campaigns and household
interviewing, information gathering and checking, as well as establishing different categories
of residents with different health status.
Through the health records, the community health care centres can identify the major
health issues in the community, and undertake appropriate responsive measures. In
accordance with the information provided by the health records, they carry out
comprehensive health management in the community. By means of health promotion and
behaviour intervention, they undertake preventive measures against major diseases.
Establishment of the health records has thus strengthened the relationship between the
community residents and the community health care centres.

3.7

Home-based prevention and health care

Prevention and health care based on household registration with the community health
care services is an important task of these services. Health professionals answer house calls
and establish family health records. On the basis of the prevention and health care tasks
assigned by the government, they provide all community family members with a full range of
services such as those relating to communicable disease management; health care of women,
children and the aged; chronic disease management; and rehabilitation for disabled patients.
Thus the reorganization of the community health centres and their change from a “department
management” approach to a “region management” approach has been an important reform
that has provided the basis for comprehensive prevention and care.
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The community health care centres divide the community into several areas based on
geographic and demographic criteria. Usually, there are 2–3 residents’ committees and
2000–3000 families in each area. Full-time health professionals are organized to provide
each family with continuous, comprehensive health care services.
The main features of prevention based on household registry include: establishing and
managing the health records of all families in a given area; implementing interventions, such
as providing advice on behaviour and a family health promotion plan; and carrying out the
preventive care stipulated by the government, and in response to specific conditions of family
members. Within the standardized means at their disposal, the community health care centres
implement chronic-disease management; provide rehabilitation training to family members;
provide technical support for family planning; offer every family consulting services about
prevention, health care and rehabilitation; set up a home-based sickbed service, including
home-nursing, disease-screening and treatment for some common, frequently occurring
diseases; and establish frequent contact with the “family doctors” assigned to the families,
thereby forming a cooperative relationship.
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4.

SUSTAINABILITY AND ONGOING IMPROVEMENT OF
COMMUNITY HEALTH CARE IN SHANGHAI

4.1

Challenges to sustainability of community health care

4.1.1 Contradiction between expansion of services and limited social
medical insurance funding
In 2001, the total amount of health expenditure in Shanghai was 1.69 billion RMB,
having increased eight times since 1991 at an average rate of 23.18%, and faster than the
GDP per capita growth rate.
The rapid increase in health expenditure was due to several factors, including
population ageing, growth in demand for medical treatment, the emergence of new and
expensive medicines and the failure of health market regulation. Although the Shanghai
government tried to correct market distortions and contain unreasonable increases in health
costs by carrying out policies such as “aggregate containment and structural adjustment”,
these efforts were not very successful in curbing health expenditure.
In 2002, payments from the social security fund (including pension, health insurance,
unemployment and housing) amounted to 46% of the average income of employees and
public staff. Payments out of the social security fund have almost reached the limit of levies.
On the other hand, the increase in health awareness among residents puts pressure to expand
and diversify the health care service. Controlling increases in health expenditure has,
therefore, become a great challenge.

4.1.2 Service charges and the establishment of a “gatekeeper” system
At present, health care is paid for by service charges on items. However, there are
problems related to price distortions in the health sector. The tendency for hospitals to make
profits has encouraged doctors to prescribe more drugs and unnecessary examinations, with
less care given to the patient. There is an urgent need to develop a proper compensation
mechanism adapted to the newly reformed and restructured community health care service.
China is a developing country with limited resources available for health care.
Community health care services that integrate preventive care, health protection, curative
care, rehabilitation, health education and technical support for family planning, with priority
given to prevention and greater attention to basic health care, is a more cost-effective
approach; it will result in health promotion at a lower cost. To deal with the challenge of an
ageing society, community health care is regarded as one of the best health service models,
and the family doctor is considered the “gatekeeper” of the health care system and key to a
better community health care service (Zhang Ping, 2002). However, so far the community
health care service is not functioning effectively: the “gatekeeper” system has not been
established and health costs have not been kept well under control. Therefore, the advantages
of community health care have not been fully realized.
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4.1.3 Changes in the disease pattern and insufficient treatment of
chronic diseases
Under the socialist market economy, social development relies not only on the
government’s role, but also on market forces and social participation. The most obvious
market-based mechanism for funding the development of community health care centres is
the compensation system. The compensation mechanism will inevitably guide the
development of community health care centres. Service charges have been an important
compensation channel in health care services, while revenue from the sale of pharmaceuticals
is a significant component of the hospital compensation structure, accounting for 60% of total
revenue. Almost all chargeable services concentrate on curative care, while services for
prevention, health protection, rehabilitation, and technical support for family planning and
health education are practically free of charge and require financial subsidies. Due to this
type of compensation mechanism, some community health care centres tend to give low
priority to prevention and health care and higher priority to curative care that brings them
higher revenues. Yet, in theory, the better the prevention and health protection, the less
demand there should be for curative care. Thus the current practice deviates, not only from
the “six-in-one” function of the community health care service, but also from the
government’s ultimate objective, to “strengthen prevention and health protection, promote
health and control total health expenditure”.

4.1.4 Lack of qualified general practitioners
In 2001, in Shanghai there were only 119 doctors qualified as general practitioners
(GPs) and by 2003 their number had risen to more than 300. However, according to the
standard set by the Shanghai municipal health bureau of one GP for every 8000–10 000
residents, 1600–2000 GPs are required (Dai Yuhua and Wu Zhenglai, 2000). Considering
this enormous shortage, there is an urgent need for training of GPs through courses of short
duration. As a long-term objective, in line with the goal to establish a new type of
community health care system, long-term and formal education for GPs that conforms to
international standards in training and education will need to be provided. There should also
be a GP registration system.

4.1.5 The need for long-term care
The pace of lifestyle in Shanghai has accelerated in recent years. The “empty-nest”
phenomenon, whereby children no longer live with their parents, is leading to a greater
demand for long-term care (Jing Tuiwei, 2000). Family members can no longer take care of
their old parents while coping with the demands of daily life, especially when the old suffer
from chronic diseases and need long-term care. Therefore, the community health care
services need to provide such care. In addition to inpatient hospital care, such services could
also provide care to the bedridden at home. This costs less, as it does not require special
accommodation in hospital, and the elderly feel more comfortable at home.

4.2

Continuous improvement of community health care

4.2.1 Reform of the services provided in community health care
Starting with the establishment of the family medical document, the new service
pattern, based on groups of general practitioners (GP groups), emphasizes the provision of
comprehensive services, including preventive services, health protection, curative services,
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rehabilitation, health education and technical support for family planning. The GP groups are
responsible for the health of residents through contracts. They maintain health documents for
family members and provide continuous, comprehensive and basic health care based on that
documentation. This includes personal health care, such as chronic-disease control, medical
consultations, a home-based sickbed service for the aged, and long-term health care for the
aged.

4.2.2 Reforming the management of the community health care centre
The following changes are to be undertaken:
(1)

Change from the earlier system of one office and three departments (medical and
rehabilitation department, preventive care department and logistics department) to
three systems:
• The GP group service system, to provide comprehensive services;
• The auxiliary system, comprising specialist departments and auxiliary department,
to provide support to the GP group service; and
• The supporting system, comprising the examination department and
pharmaceutical department, to help the GP group in providing health care.

(2)

Establishment of the GP department:
The departments are currently composed of a general department, a gynaecology
department, a paediatric department and other specialist departments. In order to
develop a system of comprehensive services, a GP department will be established.
The GP group/department will handle general health care services while the other
departments will offer specialized services.

4.2.3 Reforming the compensation mechanism and distribution of
community health care services
The revenue earned by the GP group for its services will be used to compensate the
GPs and other staff. This includes their wages and contributions to the social security fund.
For accounting purposes, the GP group will be considered an independent unit and its
funding will be related to its performance. Funding for the services and other income will
come mainly from two sources: the government’s contribution to preventive health care costs,
based on the number of residents and the workload of the preventive services; and the income
earned from the provision of medical services. The level of funding of the community health
centre will be determined using the following formula:
I = Si*Pi*A
Where I = labour income of the GP service; Si = the pricing standards per unit of service
(such as number of patients); Pi = the number of services; and A = the proportion of total
income that could be allocated for wages.
The staff of the GP group will include the management staff, special outpatient staff
and auxiliary outpatient staff. Their income will consist of both labour income and nonlabour income. The income of the pharmaceutical department will represent the profits from
the sale of medicines. Allocating the proportion of A is to be determined as the average of
the level of the total revenue of a community health centre, and it will have nothing to do
with the profits of the pharmaceutical department. Likewise, the income of the examination
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department will come from the revenue earned from examining patients. Allocating the
proportion of A is to be determined as the average of the level of the health care centre’s total
revenue, and will have nothing to do with the revenue of the examination department.
The profits from the sale of medicines will be used to finance the operating costs of
the pharmaceutical department (such as the staff’s salary) as well as the deficiency gap
between the operating costs and input for the preventive service. As a result of reforms, the
revenue from and expenditure on the drugs will be clearly divided. In other words, the
revenue from drug sales will be collected by the health bureau or financial bureau, then the
bureau will return the money to the centre to pay for the construction, operating costs,
management costs and salary of the health staff.
The fees charged for testing patients will be used partly to pay the salary of the
medical technician, and partly to cover the costs of the testing equipment’s repair and
maintenance.
The costs of upgrading the equipment used by the preventive service, the addition and
replacement of the equipment used by the basic health service, building maintenance,
insurance for medical accidents and provision of the basic needs and equipment will come
from profits from the sale of medicines and the fees charged for patients’ tests.

4.2.4 Reform phases and objectives
The new round of community health care service reform will be implemented in three
phases, adopting a strategy of marginal adjustment and gradual optimization.
Phase 1: Community health care service reform centred on the GP group
Given the fact that the current social medical insurance system and related policies
and circumstances are not changing, there is a need for greater attention to be given to
reforming the working of the community health care centre, as described below.
The management and service pattern of community health care should be reformed to
make it consistent with the trend towards “combining prevention and cure”, and a new-style
management and service model should be established, focusing on a combination of GP
group service and comprehensive prevention and cure. The “six-in-one” service function
should be advanced. This will require:
•
•
•
•
•

Reforming the compensation and rationalization mechanism and reducing
unnecessary expenditure;
Strengthening the training of GPs and improving their practical technical and
service skills on an ongoing basis;
Introducing market-based competition to enhance service quality and efficiency;
Using the community health care service to promote the health of communities
and individuals, while keeping a check on the very rapid increase in health
expenditure; and
Laying a firm foundation for further reform of the community health care service.
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Phase 2: Exploring the establishment of a patient referral system
On the basis of phase one, and along with a change in the social medical insurance
payment method, the establishment of a two-way patient referral system between the medical
centres and community health care centres should be explored, based on free choice.
Phase two should have the following objectives:
•

•

•
•

to reduce common and frequently occurring illnesses in communities
(Through “early discovery, early intervention and early cure”, it is possible to
promote individuals’ health and control an unreasonable increase in health
expenditure.);
to introduce preventive and primary health care interventions, which could
reduce the occurrence of diseases, and strive to continue to improve the
efficacy of such interventions (The objective should be to achieve a higher
quality of service provision while reducing the level of health expenditures.);
to promote comprehensive fulfilment of the “six-in-one” functions, thereby
providing a basic and comprehensive health care service; and
in order to improve the quality of life of the aged population, to develop a
community health care service outreach programme, such as home nursing, a
home-based family sickbed service and other home-based services.

Phase 3: Modernization of the community health care service
On completion of the first two phases, efforts should be made to modernize the
community health care service. The main objectives are:
•

•

•
•
•

Starting from family health documents, to create a new management and
service model based on market competition as the driving force behind its
operations (Provision and management of services for registered residents
should focus on the “general practitioner group service and comprehensive
prevention and cure”.);
To develop a community health care service model that is adapted to Chinese
conditions and in conformity with the characteristics of a socialist market
economy (It should be integrated into social and economic development, thus
enabling it to play an important role in health promotion.);
To change from the service model that adopts a “patient first” approach to one
that considers medical treatment for “all residents”, with priority given to
disease prevention and health intervention in the community;
To establish a high quality group of GPs who have received formal, systematic
education and training; and
To pursue the GP group service model, focusing on providing basic health
care services.
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4.3

Monitoring and outcome evaluation

4.3.1 Reform of the management mechanism of the community health
care service
The management mechanism should be reformed so as to clarify the government’s
responsibility for public health, construct community health care service sites and allocate
health resources more efficiently. At the same time, the management model needs to be
changed from one where the government department is in charge to an autonomous
organization with a director who is accountable to a community health promotion committee.
It should be managed by the health section of the Shanghai municipal health bureau, with
participation by autonomous organizations. This model would encourage the participation of
different parties in the democratic management of the health centre. The director should have
knowledge of managing a non-profit health organization. Furthermore, different parties’
influence in the development of the community health care service should be clarified,
strengthened and coordinated so as to create a self-help, interactive management mechanism.
The management’s rights and interests should be reasonably distributed and balanced. This
type of model would advance community participation in the management and development
of the community health care service. It would also, not only recognize rights and
opportunities for various community (social) groups and provide resources for their
participation in community health care, but also alleviate the pressure on the government in
managing the health care services.
The current set-up involves stronger participation of the government and a weaker one
by society, with the government assuming most of the responsibilities for organizing,
managing and providing health care. When the public demands for health care exceed those
that can be provided by the existing health services, the government is directly responsible.
Given the ageing population, those growing demands can create huge pressures. The new
system, whereby the director takes charge under the leadership of a community health
promotion committee, not only offers a new form of community participation in a democratic
management process, but also sets the stage for negotiation when growing demands vis-à-vis
the benefits available need to be reconciled (Zhang Ling et al, 2003). The community health
promotion committee would consist of representatives of the medical insurance service, the
health authority, GPs and community representatives. They would be able to communicate
and negotiate face-to-face through meetings of the committee, so that a better understanding
and compromise may be reached. This would ease the pressure on the government, since the
conflicts could be handled or even settled by the committee.

4.3.2 Reform of the compensation and allocation mechanisms
A reasonable compensation mechanism should be established according to the
principle of compensation for services provided by the staff. The income of the medical staff
should not depend on the total revenue of the community health centre, but rather, on the total
quantity and quality of health care and preventive service provided by the GP groups.
Therefore, the staff will have no economic incentive to prescribe unnecessary expensive
medicines or tests. In other words, the variations in the amount of income generated from the
sale of medicines and provision of medical technology will no longer affect the earnings of
the staff.
Although the earnings of the medical technician will be derived from the total revenue
obtained from medical treatment and supply of medicines, they will not be linked to the cost
of medical tests, medicines or medical technology, but to the average earnings of the staff in
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the community health care centre. Their interest and behaviour will thus coincide with that of
the GP group and will rise in proportion to the earnings of that group. This will encourage
them to help the GP group provide more services. The aim of medical treatment will,
therefore, be to reduce costs and wastage, and provide more and better services. In order to
make the “six-in-one” function more effective, efforts should be made to find new forms of
medical and preventive care.
In the past, the centre’s income came mainly from the sale of medicines and medical
technology. Doctors were driven by economic incentives to prescribe more drugs and testing
according to the charging practices of the different services. This placed an economic burden
on the patients. And since the total amount of medical insurance was limited, the community
medical centre had to reduce its provision of medical treatment, which directly affected its
ability to meet the health demands of patients. The new mechanism proposed by the reforms
cuts the link between the revenue earned from the sale of medicines and medical technology,
not only in terms of its allocation, but also in terms of doctors’ earnings. GPs’ earnings will
be linked to the services they provide. When prescriptions and medical examinations are
more reasonable and high quality medical treatment is provided, the public will be inclined to
demand more medical treatment from the community medical centre. Thus, in the long run,
more and better medical treatment will be provided.
Cutting off the economic incentive of medical staff to prescribe more medicines and
examinations will do much to eliminate their unreasonable provision. However, doctors’
monopoly privilege in both deciding and providing the medicines and examinations was not
the only reason for their overuse. It was also due to the lack of qualified GPs and to people’s
belief that, since health costs were paid by medical insurance, expensive medicines and
examinations were equal to good service. It is possible that doctors were catering to patients’
unreasonable health demands in order to get more medical contracts.
Where the total income comes from both labour services and from medicines and
medical examinations, if the former rises, the latter declines, and vice versa. General
practitioners, therefore, have to reduce the costs of medicines and examinations in order to
provide more services. That way, by improving and increasing their services, they may
increase their income. Otherwise the total amount will be exceeded. Driven by economic
incentive, the GPs will thus change their behaviour from the past practice of prescribing
unreasonable amounts of medicine and tests. This leaves room for a future increase in
medical treatment costs when more services are delivered. In order to optimize the cost
structure of medical treatment and make efficient use of medical insurance, GPs should offer
consumers health education and consultations, and try to persuade and guide them to
consume within reason. This would eventually result in maximum benefits for the staff and
result in the establishment of a mechanism that serves the mutual interests of both the
medical staff and their consumers.

4.3.3 Introducing a competitive mechanism
Accompanied by appropriate government intervention, the introduction of
competition is helpful in improving efficiency. A competitive mechanism means that
inhabitants may choose services supplied by specific doctors, so that GPs of the same team
will compete with each other. This will help boost competition both within community
health centres and between regional health centres. Such a competitive mechanism will thus
contribute to improving the efficiency and quality of the health services. Residents will be
the first to benefit, followed by the GP group, the community and its health centre.
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Ultimately, the social goal is to ensure and promote the health conditions of the residents and
the community.
Due to the fact that the new service model based on the GP group has just been started,
GPs will need to undergo a process of adaptation and collaboration, and residents will need to
go through a process of recognition, acceptance and participation. There are two GP groups
in each community for residents to choose from. In the future, when the service system has
matured, residents may choose between all the GP groups, which will lead to competition
among the GP groups, and all kinds of favourable services of high quality will compete
against one another. This new system will set the stage for further research and refinement of
a participatory system based on cooperation in the provision of primary health care.
The reform and deepening of community health care services will fundamentally
change the basis of health undertakings. The traditional three-level medical care network will
be replaced by the two-centre health pattern. This change will affect and accelerate reform of
the second and third class hospitals. One effect will be a strengthening of the power of
consumers. Formerly, consumers’ relationships with the medical sector were as individuals,
but following reforms they will become an interest group dealing with a GP group. As
consumer groups will be representing thousands of people, they will have the power to
influence hospital behaviour. They will be able to react to any unreasonable behaviour of the
hospitals because the professional staff of the community health centres will also be
represented in the group, and they share the same benefits and interests as the public. Once
the new model of community health service provision is fully adopted, the regional health
centre will also run more efficiently only if it is backed by powerful community health
centres. It could be envisaged that there will be strong competition among regional health
centres to gain participation in the two-way referral system.
Although the new pattern encourages competition at several levels – among GP
groups, among community health centres, and among regional health centres – inhabitants
will be the ultimate beneficiaries. The competition among GP groups will drive the
competition among community health centres, and finally it will drive competition among the
regional health centres. The public will become, not only the original impetus of this
competition, but also the final determinant. There will be no advantage for each of the levels
unless it shares benefits with consumers and provides them with high quality and low-cost
health care services. Thus, competition will help to achieve efficiency and an improvement
in the quality of the health care service, leading ultimately to healthier lives for the
community.

4.3.4 Policy risks of the reforms
The reform cuts off the economic incentive for the sale of medicines and provision of
medical examinations and subjects these to the pressures of stricter controls. Although there
has been progress in the provision of “six-in-one” services compared with the earlier situation,
with the reforms, there continues to be much more support for medical treatment than for
preventive care, as evidenced by the fact that the payment for preventive care is calculated
per capita, while the payment for medical treatment is calculated by the total quantity of
items provided. That is to say, income can be increased from medical treatment other than
the provision of preventive care services. This may result in GP groups continually
increasing the provision of medical treatment.
The new mechanism tries to encourage GP groups to reduce unreasonable
prescription and testing and to increase the provision of medical treatment (Bian Zhengpeng,
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2002). There are no policy guidelines concerning the fees to be charged when a new
treatment or intervention is introduced in response to the needs of patients. This could mean
that GP groups have no effective means of expanding their provision of medical treatment
and reducing the costs of medicines and medical examinations. In the absence of guidelines,
there are three possible consequences. First, it might be expected that the public will
purchase community health care because of the high quality and inexpensive medical
treatment it offers. The other consequence might be the result of a deviation from this
expectation. There could either be an attempt to incite the public to demand more medical
treatment, or to split the medical treatment unit into several parts.
Medical risks relate to the uncertainties of disease and medical treatment. When the
scale of GP groups is small, it is not scientific, in theory, to allocate total responsibility and
control to these groups. It is quite difficult to find a good way to make these comparatively
independent GP groups share the responsibility of total control. As discussed above, the lack
of effective allocation of responsibility could result in GP groups catering to inhabitants’
unreasonable demands for medical treatment, and this could lead to medical costs rising and
getting out of control.
In conclusion, there are three kinds of policy risks associated with the reform
proposals. In order to avoid these risks, the second and third phases of the reform process
should be undertaken as soon as possible following some achievement of the first phase.
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CONCLUSIONS
In Shanghai, considerable progress has been made in the provision of community
health care services in recent years. A new health care service system, adapted to the social
and economic development of the city, and in line with the current approach to development,
is being organized in an ongoing process of reform. With the establishment of a low-cost,
highly efficient health care model based on preventive and curative care, the health condition
of Shanghai’s residents will be considerably improved, and all the needs for health care and
preventive care of its ageing society will be better met.
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ANNEXES

Annex 1
The standard community health care centre in Shanghai
(Established by the Shanghai Municipal Health Bureau)
Management system
A.

B.

The district government sets up a managing group or a daily communication
instrument for the community health care service.
• The district government routinely calls for a joint meeting to study the community
health care service;
•
The district government takes responsibility for the leadership, organization,
coordination, and evaluation of the community health care centre in the district,
and uses the health care resources rationally;
• The divisional officer serves as the senior clerk.
A community health-promoting committee or similar structure is set up on each
street.
• The director of the street is appointed leader of the committee;
• Members include the directors of the related sections, such as the health care
section, fiscal section and civil affairs section;
• The committee takes charge of organizing and coordinating the health care service
within the street, and resolves concrete problems relating to the planning and
distribution of the community health care service.

Service provision
C.

D.

Introduce the main components of the community health care service, as
constituted by the municipal health bureau.
• Complete tasks and responsibilities as allocated by the municipal health bureau
and other epidemic-control organizations.
• The functions of wards are changed, from treating particular ailments to nursing
the aged and providing for their rehabilitation, as well as for a home-based family
sickbed service (e.g. standardize the use of ward beds and inpatient charges).
Explore new forms of community health care service such as:
• Family health care service, family doctor, patient referral system, home nursing
and community rehabilitation.

Operating mechanism
E.

F.

Reorganize the functional departments in the community health centres
• Establish and improve the management section.
• The clinical section is set up only as a general section.
• Set up the office of general practitioner.
• Avoid creating a service which is beyond the target of the community health care
centre.
Reform the personnel structure
• Implement the regulation on personnel organization set up by the municipal health
bureau.
• Modify the personnel structure, improve the skills of those involved in preventive
care, general treatment, information management and quality control, and enlarge
the team that provides community preventive health care, health protection,
rehabilitation and nursing.
• Train the general practitioners.
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G.

H.

I.

J.

K.

Improve the compensation mechanism
• Increase the funding, and aim for the sustainable development of
community health care services.
• The funding for preventive care and health protection is provided
according to the requirement of specific preventive care and health
protection projects, and no longer according to the number of residents.
Reform the management of prevention and health care
• Change from a system of integrating different departments and regions
with its emphasis on departments, to one that integrates different
departments and regions, with an emphasis on regions.
• Get professional instruction from higher institutes of disease prevention.
Deepen reforms of the personnel and distribution system
• Set up quotas for personnel and positions. Hire personnel according to
the position level and establish employment contracts.
• Carry out a system of assessment and feedback of patients’ suggestions.
• The income of personnel is commensurate with their skill levels and
attitudes towards service and work.
Establish a system that encourages competition
• Implement a system whereby patients choose their doctors, and integrate
it with the personnel and distribution system based on the principle of
more pay for more work.
Establish appropriate rules and regulations
• Establish operational regulations for the six main functions; regulations
for the functioning of different offices and service stations; rules for
changing the place of treatment; rules concerning technical staff training,
management and assessment; rules establishing precautions against
mistakes and accidents; a system of investigation, punishment and
complaint; regulations on how to deal safely with medical waste.
Establish a system for management of financial affairs, medicines, and
equipment; filing and information management systems; quality control,
supervision, examination and evaluation systems; and a set-up to enable
public observation and evaluation.

Service supervision
L.
M.
N.

O.

Reasonable geographic distribution
• Develop plans for location arrangements.
• Modify inappropriate arrangements and functions.
Regulate construction
• Conform to basic standards of construction for urban community health
care service centres in Shanghai.
Regulate work content
Regulate the services of community health care service centres (non-standard
projects should be terminated).
Construction
• Meet the construction standards for normal community health care
centres.
• Set up uniform, easily visible signs throughout the city.
• Set up pre-examination information desks.
• Ensure that the environment is clean, the departments are easy to locate
and the signposts are clearly marked.
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P.

Specifications for demonstration community health care centres
• Alarms should be installed in all lavatories and by sickbeds.
• Equip the administrative departments with computers and information management
software.
• Install handrails in corridors, and ensure easy and fast access for emergency cases.
• Provide a counter for registration and payment.
• Provide touch-type computers for inquiries, an electronic display screen and
background music.
• Install lavatories and showers in some wards.
• Ensure the recovery room area is at least 80–120 square metres, and has the
necessary recovery equipment.
• Ensure the information management room area is at least 50–80 square metres.
• Ensure the health education room area is at least 80–100 metres.
• Ensure the waiting hall is at least 60 square metres and is spacious and bright.
• Ensure there is air conditioning in the clinic and transfusion rooms, and that the
transfusion chair occupies more than 2 square metres of the room area.
• Ensure that every sickbed occupies 45 square metres of the total construction area,
or 6 square metres of the ward area.
• Ensure that the total green area is no less than 35% of the total building area.
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ANNEX 2
Reference quotas for community health care services and funds
in Shanghai, 2000
Item
Communicable disease management
Tuberculosis management
Vital statistics
Mental health management
Chronic disease management
Immunization planning

Working days (days
per 10 000 persons)
90
25
13
97
360
210

Funds (RMB per
10 000 persons)
4 500
1 250
650
4 850
18 000
10 500+2 500
subsidy =13 000
1 000
1 500
3 000

Dental and ophthalmic care
20
School health care
30
Pest control
60
Nutrition, food and occupational and
60
3 000
environmental health
Management of floating population
120
6 000
Health promotion
60
3 000
Maternal and child health
300
10 000
Health surveillance
5 000
Expenditure on materials
5 000
Total
1 445
79 750
Source: Women’s and Children’s Health Department, Shanghai Municipal Health Bureau.
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ANNEX 3
Case studies
Case 1.
Successful transformation of a community hospital into a
community health care centre: the experience of Beixinjing Community
Health Care Centre
Introduction
In response to general planning and at the request of the Municipal Health Bureau,
community hospitals (the grassroots medical facilities and the first level of the former threetiered medical network) began to be transformed into community health care centres. In
August 1997, a pilot project was adopted to transform the Xinbeijing Community hospital,
built in 1984, into a community health care centre. Thus Beixinjing Street of Chang Ning
District became one of the first model community health care centres. As its experience is
typical of the transformation, it is used to illustrate the development of Shanghai community
health care centres.
Background
The community health care centre of Beixinjing was set up in 2000. Beixinjing, with
a total area of 13.7 square kilometres, is located in the west of Shanghai, bordering on Putou
District in the north, and Minhang District in the southwest. There are 43 residents’
committees and 9 villages in this community; the number of people registered is 130 000, the
floating population numbers between 50 000 and 60 000, and the proportion of the population
aged 60 years and over is 17.13%.
The four major diseases of the aged are: cardiovascular and cranial vascular diseases,
diseases of the digestive system, chronic bronchitis and diabetes, which account for 60.6% of
the diseases of the aged. Cardiovascular and cranial vascular diseases, tumours, respiratory
diseases, accidental injury and poisoning are the leading causes of death, accounting for
83.21% of all deaths among the aged.
Reorganization of the community centre
The area of the Beixinjing community health care centre covers an area of 3907
square metres, with a building area of 4500 square metres It has 168 employees, 25% being
physicians-in-charge, of whom two are senior physicians. Originally, the centre had several
specialized departments, such as departments of internal medicine, surgery, gynaecology and
paediatrics, which mainly diagnosed and treated common and frequently occurring diseases
and diagnosed chronic diseases. It handled about 1000 outpatients a day. According to the
requirements of the Health Bureau, the centre was reorganized, with the creation of one office
and five new departments: the rehabilitation department， the department of prevention and
health care, the department of health education, the department of health information and the
logistics department. The department of health education has 10 posts in the community, and
the rehabilitation department has 100 sickbeds for elderly patients.
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Reconstruction and reform of community health care
Led by the municipal health bureau – Chang Ning District Health Bureau – the
community hospital began to offer community health care and explored the community
health care model of “one hospital with several posts” in 1993. In 1994, it introduced the
“four functions in one unit” model. In 1997, a full-time experimental unit of the community
health care centre began operation in cooperation with the community office, the residents’
committees and health authorities. The health promotion committee in Beixinjing
community was set up, with the principal of the street office as the director, the principal of
the centre as the administrative vice-director, and the principals of related departments as
members. This experimental unit adopted the management model of “community health care
centre under the leadership of the community committee and the health care bureau” and
brought community health within the community’s economic and general development
programme. The street provided accommodation for the community health care service. The
residents’ committee coordinated the home-based health survey for the creation of the family
health documents and the screening of patients with hypertension.
In 2000, as part of the government’s plans to create 20 model community health care
centres in Shanghai, it selected Beixinjing Community hospital as the first to undergo
reconstruction. The hospital rebuilt the wards, taking into account the projections for future
requirements of an ageing population. The average area of each ward was enlarged from 3.5
square metres to 6.5 square metres, and convalescent rooms and rehabilitation rooms were
set-aside for patients. In the spacious and bright clinic hall of the hospital, patients could
choose their doctor on an electric touch-screen. Pre-examination, registration, invoicing,
dispensary functions, tests, radiography and transfusions were transferred to areas in full
view of patients so that they could see all the activities of the doctors. The room for
transfusions contains comfortable, compartmentalized couches for transfusions, and can
admit 60 patients at a time. The room for children’s care and immunization has
entertainment equipment. The hospital established a computerized system to handle
registration, invoicing, prescriptions, allocation of wards, and hospital admissions and
discharge, and it also has links with various examination areas such as radiography
electrocardiogram, B-ultrasonic wave test, and pre-examination. To take full advantage of
the health records, the hospital developed software for managing community health records.
In order to enhance service quality, the centre implemented the new model of sharing
resources and building a two-way referral system with the regional hospital of Chang Ning
district, through a computer network. The centre also increased the green area to 35% of the
total construction area, and provides background music and cable television, among various
other amenities, so as to create a comfortable and safe diagnostic and treatment environment
for patients.
Transformation of the service model
In exploring community health care, the centre adopted a basic model, giving priority
to the aged, women, children, the handicapped and other vulnerable groups, based on a
system whereby a family doctor assumed responsibility. A system of team service was
introduced, which provides the services of a general practitioner, a two-way referral system,
home nursing, and health care for vulnerable groups, and a computerized management system.
The centre has created health records for 95% of all community dwellers aged 15 years and
over. Each family pays 60 RMB, which entitles all family members to two medical
examinations twice during the contract year, one electrocardiogram examination, and one
consultation by phone or at the centre free of charge.
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The community health care network, comprising one centre and ten posts, enables
inhabitants in the community to obtain “six-in-one” health care, consisting of prevention,
health protection, health education, technical support for family planning, ongoing medical
treatment and rehabilitation, that is both cheap and convenient, as it is within 15 minutes
walking distance of their dwelling.
Each of the ten posts have several staff members who form the community health care
team, including a general practitioner, public health workers and community nurses. The
area of each post is 50 square metres and each has separate rooms for diagnosis and treatment
(as part of the general department), rehabilitation, family health protection, and consultations.
The posts are equipped with basic medicines for first aid, instruments for doctors to take
when making house calls, computers, electrical rehabilitation equipment, means of
communication and vehicles.
The centre has a team for examining hypertension, diabetes, bronchitis and tumours,
and a network, mainly of medical volunteers, which manages the 5400 patients in the
community by categories, stages and grades of their diseases. The rates of management and
control have met or exceeded the criteria set by the government.
Training and scientific research
The centre has attached great importance to manpower training. Physicians with
junior college education were trained as general practitioners at community level: 80% of the
physicians were trained and seven professional physicians recruited. After several years of
effort, the centre obtained good results from its research projects. The project on the
Exploration and Practice of Community Health Care was commended by the Municipal
Health Bureau and the Health Bureau of Chang Ning District and was chosen, through public
appraisal for a Third Grade Award of Health Management in Shanghai.
With the aim of reforming traditional medical treatment in community hospitals,
changes were undertaken in many areas, such as the system of management, operational
management, service objectives, content and form, message management, demands for
professionals, and the compensation mechanism for community health care. Prevention and
curing of blindness was chosen through public appraisal as one of 18 primary health care
projects in Shanghai in 1999.
Impact of the reform
The continuous initiatives taken by the community health care centre in Beixinjing
under the leadership of Director have had a strong impact. The Director has been a member
of or project counsellor for expert teams of many community projects, giving lectures in
training programmes for civic projects and gaining a reputation in community health care in
Beixinjing, Shanghai, and even throughout China. As an example of the new model of
community health care in Shanghai, the centre has had on-the-spot inspection and approval
by the representative for health reform of the State Council. Many national officials have
surveyed the centre. More than 150 groups, including over 3000 people from the city and
from related units of other provinces and from abroad, as well as experts and scholars, have
also visited the centre. It has served as a demonstration model for reform of community
health care in Shanghai.
With the introduction of new health insurance policies, benefits to the community and
economic benefits to the health care centre have continued to improve. In addition, the team
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spirit of mutual help has been further developed, and the medical treatment of chronic
illnesses related to disease control has steadily been implemented. Residents have given high
evaluations to the community rehabilitation, day care for the aged and family sickbed
services. As a result of news items about the Beixinjing centre in various media, many
inhabitants not belonging to the Beixinjing community have sought medical treatment and
hospitalization at the centre. The usage rate of sickbeds at the centre rose from 70% in the
early 1990s to over 98% in 2003, and attendance at the clinic rose from over 210 000 persons
when it first opened to over 320 000 persons per year thereafter. The former tendency to over
prescribe medicines and examinations has been curbed. The proportion of staff working on
prevention and health care and community health care among the total technical health staff
has risen from 25% to 35%. The degree of patient satisfaction at the clinic and hospital has
always remained above 95%. The hospital’s economic benefits have improved every year
and the average annual income of its employees has increased accordingly.
A common Chinese saying is that “cultivation deserves its fruits”. The present new,
prosperous look of the hospital is the best reward for the hard work of its staff. Beixinjing
community health care centre, as the civil unit of the health system in Shanghai, and the civil
unit of Chang Ning District, now regards the establishment of this demonstration centre as a
new take-off point to further develop community health care, and strengthen the use of
information technology and information resources, including computerized registration,
image transfer, generation of reports, long-distance consultations, and tracking of
costs/expenditures. The use of information technology also enables the efficient operation of
the two-way referral system and makes use of inhabitants’ health information for research on
the community’s health problems. The centre aims to treat the most urgent health problems
of the inhabitants, and endeavours to satisfy their needs for basic medical treatment in
accordance with the general targets for development of community health care issued by the
Shanghai government and with the request by Vice Premier to “supply high quality medical
treatment at a low cost”.
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Case 2.
Community and home-based rehabilitation: the experience of
Wei Fang Community Health Centre
Background
In recent years, Shanghai has been faced with the serious problem of an ageing
population and a high incidence of cranial vascular disease in aged people, which has left a large
number of them paralysed.
If the patients receive treatment in hospital, the fees are very high. Since the method of
treatment is fairly standard, it is possible to treat them at a community health centre or at home.
This not only saves costs, but also saves limited health resources. To meet the needs of those
patients, Wei Fang Community Health Centre decided to develop a community rehabilitation
service.
During the survey of its branches, the Wei Fang Community Health centre found that Zhu
Yuan branch was still working in the traditional way; its income depended mainly on medical
charges, and preventive health care was not being given adequate attention. However,
physiotherapy amounted to over 25% of total income, which indicated that there was a large
potential need in the community for this service.
Development of the community rehabilitation project
The centre took advantage of the street-hospital system to develop a community
rehabilitation project. This was a new concept. The centre believed that physiotherapy would not
lead to full recovery, but was only a step in the recovery process. Therefore, the rehabilitation
concept was extended to all activities related to patients’ recovery. Moreover, the service was not
limited to the disabled, as this would be considered assistance towards the disadvantaged rather
than recovery in a complete sense. Thus the criteria for those eligible for the service were
expanded. The second objective was to choose the staff to provide the service. The centre
organized staff to visit Jing’an Hospital for the Aged in order to become acquainted with the
equipment, training methods and therapy. It also sent two nurses to attend rehabilitation training
courses in Beijing, and others to Huashan Hospital to attend advanced courses. The centre
combined the three departments of traumatology, physical therapy and recovery into one, thus
maintaining their original advantages while strengthening them. This has resulted in communitybased rehabilitation becoming an important pillar of the community health care service. All the
staff have come to understand its importance and have enhanced their knowledge and skills
through education and training.
Example of how Wei Fang Community Health Care Centre provides rehabilitation
services to a patient
Xia Feng, a college student from Xinjiang, returned home from school one day with a
headache. At first he thought it might be due to his busy preparations for examinations, but,
when it became worse, he visited a large hospital. He was diagnosed with a cerebral tumour and
in need of an immediate operation. Although the operation was successful, it left him paralysed
and he was unable to live on his own, so that he felt he was a great burden to himself and his
family, both financially and mentally. His family tried to help him become at least self-reliant,
but big hospitals said this would not be possible. He was then introduced to Wei Fang
Community Health Care Centre, but was initially sceptical about it being able to help him.
Practitioner Wang Chunmei comforted and encouraged him and gave him step-by-step advice
and physical therapy.
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Having achieved some initial progress, she proposed home-based rehabilitation to lessen
the economic burden, and taught physiotherapy to his mother and brother. After comprehensive
treatment, he gradually recovered and was able to walk on his own – a miracle indeed!
As the rehabilitation department has developed, an entire floor of the centre is no longer
enough to accommodate all the patients. The rehabilitation programme is promoting the health of
community residents and improving their quality of life. At the same time, the centre is
benefiting in terms of additional revenue earned, and enjoys a high reputation.
Comment
The ageing society has resulted in an increasing number of
community nursing, and improving their quality of life has become a
Practice proves that patients can get better, or even recover through
rehabilitation. Therefore, there is a bright future for community
rehabilitation programmes.
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patients needing
major challenge.
community-level
and home-based

Case 3.
Need for daily community nursing: Practice in Wei Fang
Street Community Health Care Centre
Background
One significant characteristic of an ageing society is the changes in family structure. The
so-called “four-two-one” family means a couple is required to take care of both the parents and
children. Owing to changes in modern lifestyles and behaviour, this obligation puts pressure on
family relationships and on social and economic development. Community nursing offers a
valuable solution for relieving some of the burden.
The main difference between community health care and the traditional community
hospital service is the transformation from treatment of one single medical condition to
comprehensive care, including prevention, health protection, medical treatment, rehabilitation,
health education and technical support for family planning. This expansion of functions is an
effective way to solve the difficulties facing community hospitals.
Service development
All community health centres have implemented the new programme of functional
expansion. Wei Fang Community Health Centre focuses on services for vulnerable groups
including the aged, women, young children and the disabled, particularly the aged disabled. The
ageing population has created many problems for society and families. For example, many
patients cannot have inpatient treatment because the wards for the aged are full. Others are
unable to live independently owing to illness, and some have nobody to look after them because
their children have to go out to work during the day. Besides, these aged patients mainly rely on
their pensions. In order to help them and create a new kind of community service, the centre
decided to open, on a daily basis, nursing wards for people over 70 years of age living within a
diameter of 5 kilometres, who do not have daily care at home and find it difficult to live
independently owing to illness, but are active indoors.
The centre was originally created at Pudong New Area Aged Nursing Hospital and had
only 72 ward beds, which could accommodate 23% of the aged who were in need of inpatient
service. It then increased the number of beds to 110, which temporarily eased the situation.
However, supply still lagged behind the requirements of the ageing community. A survey of 150
aged people in Wei Fang community showed that 86.66%, needed to be in daily nursing wards
for the aged, which means there is demand for such a service. After careful preparation, the
special wards have been created and have won tremendous support from the residents. Because
of its outstanding achievement, the centre was presented with a “Quanshun” microbus by the
Pudong Government in support of its work.
Typical example
The following is a personal account by Wang Limei, a practitioner of community nursing
known for warm, convenient and quality service, about how the centre operates its daily nursing
service:
I used to work in the immunization section, but when the Red-Cross Daily Aged Nursing
Wards were established, I was trained to take care of the aged, particularly those who have
difficulty walking, seeing and listening. Caring for them requires extra effort, care and warmth,
as well as being sensitive to their feelings. Some people had no teeth and could not bite the food
cooked in the mess hall. On hearing of their desire to eat fried pork, tremella and red date soup,
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grapefruit and poi, I prepared this food according their wishes and it was a pleasure seeing them
enjoy it.
Since our patients are a special group, we were very attentive to their words and
behaviour. One day, we found that a patient who had recently come to the centre was very slow
in his actions and unsteady on his feet. We contacted his family immediately and sent him to
hospital for a check-up. Thanks to early treatment, he escaped a cerebral thrombosis and the
family was very grateful for our help.
We look after the aged people with great care. When it rains heavily, we even pay for a
taxi ourselves to send them home safely. Once an old patient who lost 100 RMB suspected his
daughter-in-law of taking it, and wanted to go home to sort it out. Seeing that this might create
problems, I immediately took 100 RMB out of my own pocket, pretended to pick it up from the
ground and gave it to him, asking, “Isn’t it yours?” He was very happy to find it and said, “I have
got her wrong. I have got her wrong.” A family quarrel was thus avoided, but how could he be
told the truth?
In the case of another patient who is in hospital because of ill treatment by her family,
every day we pick her up and send her home on time, help her buy meals, wash her hair, help her
do eye exercises and chat with her. The warm loving environment and scrupulous care has given
her a sense of self-dignity. She has spent all her life taking care of others and it is the first time
that she has experienced being attended to by others. Our care eventually moved her daughter-inlaw and she began to visit her and brought her fresh crab. One day, the patient thanked the
director for our care and said that the daily aged nursing wards had given her a second life.
Recently the hospital gave us a minibus but its step was so high that it was inconvenient
for the aged to get on and off. So we added a stool to it, and, although this was a trivial deed, it
solved a big problem for the aged. Every day in our work in the wards we try to remain cheerful.
One patient got better with our nursing and when he left the hospital he wrote a letter to thank us
for our warm-hearted service. We have received hundreds of thank-you letters and two silk
banners. Patient Yang Gonghuai wrote about his experience to the Xinmin Evening Paper and
praised the practitioners and nurses of the daily aged nursing wards (Xinmin Evening Paper,
December 18).
What I have done is trivial, but the hospital and colleagues honoured me and rewarded
me as an “outstanding” individual. And I am a little bit uneasy because many more were better
than I was. I will regard this as a new beginning and work harder. Though the competition is
over, our service will never come to an end.
Comment
From her account, it can be understood that community nursing has already exceeded its
original objective, which requires great commitment on the part of the community nurses. There
is no doubt that, with the further development of the economy and society, daily nursing will be
improved and play an even more important role in promoting a healthy ageing society.
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Case 4:

Care for the dying in Lin Fen community

Background
The health care service centre of Lin Fen Community Zhabei District was founded on
February 25 1993; it emerged out of a first class community hospital. It occupies an area of 5850
square meters, with five community service sites and 152 staff, 30 of whom have senior positions.
The centre’s main focus is to provide health care and specialized nursing for the aged in
the community. Its project relating to a study of the city’s old-age nursing hospital’s role in care
before death and in community health in general was praised as an advanced and distinctive
primary health care project in Shanghai’s health sector, and won third place in the Shanghai
Technological Progress Awards. Lin Fen Community’s health care service centre’s outstanding
achievements and contributions to nursing and health care of the aged makes it an interesting
choice for a case for study, also because the economic development of Zhabei District represents
the average level of development in Shanghai.
In 2000, the proportion of the population of Lin Fen Street, Zhabei District reaching
retirement was 19.15%. There were 10 072 people over 60 years old, among whom 1281 were
over 80 years old, representing 12.7% of the population. Therefore the problem of an ageing
population is an extremely serious one. Statistics for Zhabei District show that from 1990 to
1996 almost half of those over 60 years old died at home, which means that the traditional
customs still prevailed. Community care before death and nursing for the aged has since become
an urgent social problem.
From the medical expenses incurred during a person’s life cycle it is possible to determine
that approximately 30% is spent in the last year of life, of which 40% are spent in the last month.
The internal organs of most elderly people are in a state of decline, and many have terminal
cancer. Curative measures in this situation are neither economically efficient nor in the best
interests of the patient and family. It merely causes an unnecessary burden on family members
and prolongs the patient’s suffering, as well as resulting in the wasting of already limited
resources. This kind of situation needs to take into account attitudes and cultural factors relating
to death; it is a philosophic problem. The Chinese do not have enough understanding of the
meaning of a good death; care before death is considered a social task. Therefore there is a need
to educate people and change their attitudes from those of being afraid of death and dying to
facing death courageously and accepting it calmly.
Care before death is a health care project that can be implemented at any time. It can
provide support and care to dying patients and their families, and emphasizes pain control for
dying patients and improvements in their quality of life. As part of the social health care system,
care before death adheres to the principle of fair allocation of social resources and care for the
dying, who constitute a special segment of society. Consequently such care should not consider
its sole purpose to be the prolongation of life, but also to enable a dying patient to die comfortably
and peacefully.
On the basis of a superficial understanding of the problem, in 1993 the health care service
centre of Lin Fen Community set up a section for aged patients with 120 beds. On the basis of its
practical experience, it has summarized the principles and ways to care for the aged before death.
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Principles of caring for the dying
Peaceful nursing is based on the principles of giving the patient peace of mind, mental
and social care, comprehensive care and a moderate cure. It aims at neither the cure of diseases
nor the prolonging of life through the adoption of advanced techniques. It emphasizes helping
patients and alleviating symptoms. The patient and his or her family are viewed as a unit, which
requires attention to be paid to both with equal professional care, and with the main aim of
improving the quality of life before death. This is a new way of giving humanitarian help to the
dying. It has a broad content and requires a high degree of professional cooperation.
Environment
The setting of a peaceful section ward requires an open style layout that is bright and
spacious, quiet and comfortable. Every ward has two sickbeds set aside for peaceful nursing,
with an attached toilet and bath facilities. The walls and beds are all painted pink to create a
warm and comfortable feeling and they are equipped with some basic facilities. There is also
literature that can give the patient and family counselling about death.
Subjects
The peaceful nursing section is for elderly patients who are at the terminal stage of
incurable diseases; they are expected to live for about 90 days. This excludes the patients who
are already in a coma and those who expected to survive for less then 24 hours. The patient and
family should willingly accept the peaceful nursing principles with understanding and support.
Procedure and content
When the dying patient moves into the peaceful nursing ward, he or she is welcomed with
a warm and amiable letter addressed to the patient and family. After introductions with the
peaceful nurse, the patient and family sign a peaceful nursing agreement. Admission is
completed within 24 hours. The nurse and doctor select a peaceful nursing plan suitable for the
patient with the approval of the patient and family. After that, the plan is checked by the head
nurse and then implemented. The doctor in charge of the patient is responsible for the treatment.
After 15 days of nursing, the plan is evaluated again and adjusted in order to meet the needs of
the patient and family.
Peaceful nurses are in contact with dying people for 10 to 12 hours every day,
administering the peaceful nursing plan in its entirety. They attach special importance to
providing patients with mental and emotional support and education. They guide patients and
their families to face death calmly and without fear. Through mental preparation and cordial
conversation with patients, “peaceful nurses” try to help dying people fulfil their wishes before
death. They endeavour to alleviate pain, especially for those suffering from terminal cancer,
mainly with acesodyne and supporting therapeutics.
In addition to nurses, doctors and the patient’s family, there are community volunteers,
religious groups and university students who provide “social nursing”. They endeavour to make
dying patients feel warmth, and replace pain and loneliness with happiness and care. They try to
support dying patients to live in the usual way, encourage them to participate in the activities
organized by the community and hospital and permit children to enter the peaceful ward. Visits
to these patients are permitted 24 hours a day. Patients may request their meal at any time and
their family can also cook for them. The rights of the patients are respected and their dignity
upheld. Patients’ spiritual desires such as religious beliefs are respected and religious tapes and
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consultation are made available. Patients wear their own clothes and maintain their usual living
habits.
Effects
Patients in the peaceful nursing ward can face death calmly because they have learnt
to overcome their fear of death and are assisted with pain management. For example, a small
dose of analgesics can have a remarkable effect on patients with terminal cancer. A
comparison of expenses shows that the average expenses of patients with terminal cancer in
peaceful nursing wards were 4171.04 RMB, compared with expenses in municipal and
district hospitals, which were 5280.81 and 25 860.33 RMB respectively. This is a huge
difference, which means that peaceful nursing can greatly improve patients’ quality of live,
while at the same time reducing the medical costs. But because of traditional beliefs and
attitudes, there is still a long to go before peaceful nursing becomes completely accepted by
people.
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