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I. INTRODUCTTON

This is the report of a Study Tour funded by the United Nations Development
Programme (UNDP) and executed by the World Health Organization (WHQ) in collaboration
with the Ministry of Public Health of the People's Republic of China.  This is the
first Study Tour in China om the Training and Utilization of Barefoot Doctors in
Community Health Services.

Primary health care is one of the main conceras and priorities of WHO and the
Chinese experiences in developing the primary health care system, fully integrated with
socio-economic development, to cover the total population with at least minimum health
services are of particular interest.

The health care delivery system in China is based on & comprehensive approach to
provide both preventive and curative care, in an integrated way, to all its population,
with particular emphasis on community health services for rural areas where 80Z of the
population live. The provision of an adequate level of health care for the total
population, based on a well developed primary health care system, has been achieved in
a remarkably short time period in China. The Chinese people and Government have used
unorthodox and new approaches to quickly solve their health problems which alsc afflict
other developing countries, The utilization of barefoot doctors is such an approach
and forms the cornergtone of the primary health care system in both rural and urban areas
in China. This original feature of the Chinese health services has provoked worldwide
interest and lends itgself readily to study by interested and responsible health officials
from developing countries.

The Study Tour was organized with a view to giving participants from developing
countries throughout the world an opportunity of studying at first-hand the training and
work of barefoot doctors for and in the community health services of China. This
realistic and proven solution to extend the coverage of health services to the total
poptulation, especially in rural areas, could be adapted by many countries wishing to
extend and improve their own health services. Participants were able to see how
community health services were planned, organized and implemented in China, their
functioning, and the key role played by barefoot doctors in rural areas. Participants
also organized an exchange of views and experiences amongst one another and with their
Chinese colleagues.

The objectives of the Study Tour were that participants should bhe able at the end
of it to:

{i) desecribe how community health services are planned, organized and implemented
in China;
(ii) evaluate the role of barefoot doctors in rural and other areas;

(ii1) describe the training they receive; and

(iv) assess to what extent the Chinese experiences could be applied and or adapted
to the needs of their own countries and the regultimg benefits to the population.

In answering a pre-Study Tour questionnaire (see Annex VIII) some of the
participants have added the following objectives to the Study Tour;

(i) to exchange experiences and prospects of developing primary health care in
their own countries; and

(ii) to assess the extent of integration of traditiomal and western medicine in
China.
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. Twenty ong participants were invited to the Study Tour and 18 natiomals from 15
countries and five continents actually attended the Tour. One invited participant.
resigned at the last minute, one fell sick and one did mot come wirhout notice. There
were twoc WHO staff members, one of whom served as coordinator/leader of the Study Tour
while the other was the rapparteur. One consultant for UNDP also participated in the
Tour. Annmex [ lists the participants,

The Study Tour was carried out in Chinese and English, and interpretation was
provided from one language to the othar, A team of five staff members of the
Government of China, including interpreters and under the able leadership of Dr Lo Yi~Chin,
Deputy Chief, Division af Rural Health Services, Bureau of Medical Administration,
Ministey of Health, accompanied the participants throughout the three weeks, In each
city visited, responsible provincial and local cfficiszls and interpreters excellemtily
organized the programme {n the city and surroundings and provided invalusble support and
company., The flexibilicy and the understanding of the organizers in adapting the
programme to the expressed needs of the Tour was remarkable and should be commended in all
possible ways.  Annex I also lists the liaison officials accompanying the Study Teur,

The participants assembled in Pekirng on 10 August, 1978. The programme commenced
with a general briefing on the history and development of health services in China and,
in particular, the role of barefoot doctors, The group spent four days in Peking, then
successively four days in Kueilin, six days in Kuangchow and six dayes in Shanghai,

The Ingtitutions visited may be described as follows:

() hospitals - both city, county and provincial;

(b) health centres - both urban and rural;

{¢} health stations - both urban and rural;

(d} medical colleges - both western and of traditional Chinese Medicine;

(¢} Institute of Parasitic Diseases of the Chinese Academy of Medical Sciences
in Shanghai;

(£} establishments for contral of infectious diseases and environmental health/
epidemic prevention stations;

(2) homes of both urban and rural dwellers;

(h} factories,

In addition, there were opportunities to visit the countryside and to participate in
the social and cultural 1ife of communities. Annex II lists the itinerary and
programma of the Tour.

Ihe methods of the Study Tour included briefings, observation visits, small and
large group discussions, exchange of views, questions and answers, and group interaction
both between the Chinese hosts and the participants and among the participants themselves.
All the discussions were characterized by an atmosphere of frapkness, sanod a menuine wish to
share experiences and learn as much as pessible from one another.

The three internationmal participantg (] from UNDP, 2 from WHO) constituted a
steering committee which met according to needs and discussed all the problems related
to the conduct of the Study Tour.
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A pre-Study Tour questionnaire was filled out by the participants at the beginning
of the Tour. The purpose was to obtain the participants' cbjectives for the Study Tour
and to assess their knowledge about various aspects of barefoot doectors. At the end of
the Study Tour, another questionnaire was completed to measure the gain in knowledge
and the participants' opinions about the adaptability of the Chinese model of barefoot
doctors to their own countries. The questionuaire and the results of the evaluation
are described in Annex VIII.

The Study Tour was conducted in a democratic manner whereby the participants
themselves developed questionnaires, reported daily on visits and contributed
actively to the preparation of the final report. At every opportunity, the
participants were consulted and could advise the Tour leader on all aspects of
the Tour. TFor each day of visit to health institutions, ome of the participants, by
rotation, was appointed to serve as the rapporteur and later presented the daily report
to the whole group for discussion. The participants decided on the format and
content of the questionnaire to elicit information from the Chinese health personnel in
a most systematic fashion (Annex VII). They designed the format of presentation of
individual country reports {Amnex VI) and the basic contents of this final report.

Such an active role of the national participants was ensured by helding frequent
mectings in the evenings, whenever possible, which were ¢haired in rotation by them.
In sddition, the experiences in organizing primary health care services in each cof the
15 countries were presented as country reports with adequate opportunity for subsequent
discussions. The meerings sometimes decided to set up small working teams fo prepare
proposals which were discussed again in plenary meetings.

Such a democratic and highly participatory procedure mot only enabled an intense
and highly motivated level of participation by the participants but also ensured that
their interests, needs and opinions governead the cutceme of the Study Tour. The
success of the Tour is in no small measure due to these procedures adepted in addition
to the excellent programme, arrangements and support provided by the Chinese hosts.
Thus, this report is truly the repoxrt of the whole group.
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IT. SUMMARY OF FINDINGS AN

Findings

The Chinese experience

The Study Tour had the opportunity to observe, and discuss, the training and
utilization of barefoot doctors, and other community health workers, in different parts
of the People's Republic of China. These are the front line health workers providing
primary health care te the masses — both rural and urban. The following iz a brief
summary of the observations of the Study Tour.

Since liberation, the Chinese health services have made glant strides and achieved
# complete coverage of the populationm of more than 800 million in the remarkably short
periocd of less than three decades. The estimated crude death rate has been brought down
from 40 per 1000 to 7 to O per 1000, Infant mortality 1s now estimated to be below 25
per 1000 live births and the birth rate is estimated to have been reduced from more than
40 per 1000 to less than 25 per 1000. The health problems posed by uncontrollable
epidemics, malnutrition and primitive sanitation have practically disappeared.

These spectacular results have been achieved by a combinarion of factors,  The
Chinese Government has integrated health care programmes with socic-economic development
of the country and the health system has been adapted to the political realities of the
coeuntry.  Secondly, primary education iz now universal all over the country = a far cry
from the high illiteracy prevalent before liberation. Thirdly, prevention has been put
in the foreground and mzss movements have been utilized to give it effeet. Fourthly,
new health workers and institutions have been developed to provide health care, as
feasible now, to all the people rather than wait for conventional health care to permeate
to all levels,

The develepment of health care has followed four often repeated principles - to serve
the pecple, to put prevention first, to integrate traditional Chinese medicine and
western medicine and to rely on mass movements. In addition, a fifth directive has been
ipatrumental in taking health care to the unserved population i.e. to put the stress on
rural areas.  Given these principles, the planning and administration of health services
have been decentralized to give initiative and control to the local communities and to
promote self-reliance. The cooperative medical service is the cornerstone of health
care in the rural areas and is supported by contributions in money from the communes,
production brigades, production teams, and labourers. In order to further promote self-
reliance, and use all availakle resources, the rich heritage of traditional Chinese
medicine has been fully integrated in the health services.

The unigue feature of Chinese experiment in developing new cadres of health personnel
is the creation of barefoot doctors apd health aides. In the rural areas, they are sons
and daughters of the peasants, selected by the peasants in order to serve the peasants.
They continue t¢ participate in the productive work of the commupe, receive the same
emoluments as other members of the commune and perform their health work on a part—time
basis. Without any special status, they continue te serve their communities with the
spirit of "serve the people" and are in turn fully accepted by, and are a source of pride
to, their communities. fimilar ave the principles in the tase of those part—time health
workers working in the cities, serving their fellow workers.
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The health services at the front line are supported by a structure of secondary and
tertiary care. Thus referrals and problems, which are not to be sclved in the "frant
line", are transmitted to higher levels while continuous training, support and super-
vision are the feedbacks. In the spirit of deing what can be done now, initial training
has concentrated on prevention and treatment of commonly seen diseases and further
training has been built in when experiences and means of the compunities have so permitted.
The training is held near the place of work and domicile of the trainees so they are not
far removed from their own conditionms.

The health persomnel and the communities use facilities and equipment they can afferd,
often built and prepared by their own hands. They grow and colleet their own medieinal
plants and any surplus is bartered for other medicines. The people collectively
participate in the mass campaigns for maintaining and improving their levels of
sanitation, the composting of excreta to use ag manure, The eradication of four pests
(fiies, mosguitoes, bed=-bugs, and rats) and the control of infectious diseases.

The only question the Study Tour had was about the training programmes and the
future plans concerning them. The total coverapge of the population has already been
achieved and plans are now underway to upgrade the gkills ¢of barefoot doctors. However,
the training programmes for barefoot doctors, and other categories of health personnel
including medical doctors, and the future plans, all seem to rely very heavily on
conventional educational practices and on a large amount of theorerical training, by
lectures, whose relevance to work requirements does not seem to be gufficiently
questioned. New and innovative approaches in educational planning and processes seem €O
be overlooked. However, these remarks of the Study Tour might, indeed, prove te be
unfounded.

1.2 The experiences of participants in their countries

The 18 participants of the Study Tour represented 15 different countries from five
continents. By consensus it was decided to integrate into the programme presentations
and discussions of the health profile, and ways to solve health problems, of each country.
Emphasis was placed on primary health care and manpowe¥ development, keeping the Chinese
barefoot doctor model as a term of reference to which the nearest "equivalent" persomnel
in other c¢ountries were compared.

Annex VI shows that the great majovity of the countries concerned have developed,
and are training and utilizing, new types of health workers to respond to the needs of
the people. Although the names and the functioms vary from country to country, and the
exact equivalent of the Chinese barefoot doctor may not be found, the following findings
emerge as common denominatorsi

(a) the importance of primary health care as the cornerstome of the health care
systetn; ‘

{b) a great concern for reaching the masses, making the health services available
to all;

{¢) a great concern for prevention trenslated into a general effort to integrate
preventive and curative medical servicesi

(d) the importance of health education, as a prerequisite for any successful heaith
maintenance programue;

fe) the importance of health as an integral part of development;

{fy the need for flexibility and adaptation of health care models to local
conditionms., This applies to all phases of health care - planning, organization,
implementation, evaluation - and te all levels of the health care system.
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The Chinese experience, as observed directly by the participants, has confirmed the
validity of all these points.

2. Summary recommendations on the Study Tour

The Study Tour was greatly successful in meeting all its objectives and wishes to
express its gratitude to the Ministry of Public Health, Chinz, for making excellent
arrangements and te UNDP for financing the Tour.

The participants recommend that such study tours be repeated and pelicy and decision
makers, planners and administrators of health services, and of health manpower development,
be included. For similar study tours, whether in Eaglish or other languages,
participants could be admitted from countries which are training or planning to train
primary health eare workers. The participants sghould be intimately related to the growth
of primary health care services in their countries. In addition, the Study Tour
recomnends that similar visits be undertaken in other countries with promising growth and
development of primary health care.

The Study Tour also strongly recomnends that the orientation and detailed ocutline of .
the actual programme be discussed fully in advance between the Chinese officials and the ."
executing apency (e.g. WHO) so that appropriate adjustments can be made. Lf possible,

the participants should be informed of the contents of the programme and the

administrative arrangements well in advance. Secretarial assistance to type and

duplicate notes fior discussions would be useful for such tours to be fully effective.
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IIL. SPECIFIC PROJECT ACTIVITIES

1, Organization of health services 1

Chirese health services, since the liberation of the country in 1949, have become
an integral part of the political, scecial and economic fabkric of the country. The main
thrust of the health services is to "serve the people", and to work for the benefit of
the masses and thers has been a significant and real decentralization of the managerial
structure accompanied by the training of a legion of new types of health workers who
¢an be of direct use to the people,

The Chinese appreoach to development is & focio-economic one; it does not allow
growth without social improvement and only promotes economic growth to the extent to
which it can be combined with a higher level of welfare and social efficiency, The
economic ingentives for increases in production are cellective, and not individuoal,
in this context of socio—=economic develoepment, the Chinese Communist Party considers
health care first as a human right that is essentizl for the well-heing of all people,
and then az an instrument for increasing the productivity of the people. Moreover, the
Government has been committed to provide health care services to all its people "now”
as opposed to an incremental approash to the provisien of conventional health and
medical care,

The organization and functioning of health services in China is based on four basic
principles which were promulgated by the First National Health Conference in 1030 and
reiterated frequently thereafter. They are;

(i) gserve the workers, peasants and soldiers,

(ii) put prevention first;
(iii} unite dacters of both traditional Chiness and western medicine; and
(iv} integrate health work with mass movements.

An additional directive was issued on 26 June 1965 by Chairman Mao Tsc-Tung on the
eve of the Cultural Revolution, and it concluded with "... in medieal and health work,
put the stress on rural areas.,” Thus, the reorientation of the health services was
addressed to the sector where the needs were the greatest and were most inadequately met,

The above principles have been reconfirmed by Chairman Hua Kuo-feng during the
First Session of the Fifth National People's Congress. In a speech delivered on
26 February 1978, Chairman Hua Kuo-feng emphasized that: "... the Great Leap Forward,
whieh started in 1958, placed & new accent on agriculture and saw the birth of the first
commynes as & basis of agricultural development. Several new developments in the
health sector teok place during this period including a furtber decentralization of the
health serviges, creation of the rural health centre {(hsien) sy%tem, the advent of the
“"barefoot docter’ (the actual term came later with the Cultural Revolutien} approach
and the use of mobile medical teams; during the same period the cooperative medical
system was introduced at the commune level, It was in 1958 that acupuncture began
to be psed in an initial but systematic manner in anaesthesiology in hospitals.

For further details see "Orpganization and Functicening of Health Services
in China", Report by the World Health Organization, Geneva, 1078,
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The majcr massive attacks on schistosomiasis also date from this year. 0f vital
importance to the understasnding of this period was the general directive called "The
Sixty Articles on Work Methods™ issued in January 1958,"

The People's Republic of China is divided into 22 Provinces, 5 Autonomous Regions
{principally where minority nationalities predominate) and three centrally administerad
Municipalities. The provinces and autonomous regions are divided inte counties which
are further subdivided into people's communes and then irte production brigades.
Production hrigades, in turn, are divided into production ieams. The urban areas in
provinoes are called municipalities. Municipalities are usually divided into districts
(within the ¢ities) and counties (in the rural areas), the districts into street
neighbournoods and the latter into lanes or lane neighhourheods,

The corganizatien of health services follows the administrative structure of the
country., Figure 1 summarizes the structure of the health services, In addition to
the health facilities shown in the diagram, there are also teaching hospltals affiliated
to medicn]l colleges, both of traditienal and of western medicine, and hospitals and
health stations attached to large and small industries respectively.

In view of the vast size of the country the organization of health care in China is
decentralized and flexible. The Ministry of Fublic Health, under the guldance of the
Central Committee of the Chinese Communist Party, is responsible for broad poliey setting
and technical direction of health services and finsncial support of central training and
research institutes, In addition, & Central Patriotic Health Campaign Committee, under
the leadership of Li Hsien-Ten, Vice=Chairman &f the Communist Party and Vice-~Premier,
gives broad dirsction to mass health movements e.g, patriotie health campaigns which have
a significantimpact on the health of the people, A Family Planning Leading Group under
the State Council mlso exista and is headed by Chen Mu-Hua, Viece-Premier of the 3tate
Council, Incidentally, family planning is emphasized at all levels in China and the
idesl lamily sizc is considered te be two children and certainly net more than three
children.  Although the Tour did not visit the Mimistry of Public Health, it is under-
stood to be divided into a general office or adminigtrative department and a number of
Bureaus or Offices (e.z. Hygiene, Traditional Medicime, Planning, Matermal and Child
Health, Family Planning, Equipment, Foreign Affairs, Policy Studies, etc.).

The policy decisions are implemented and carefully adapted to leocal conditions by
provineial (profectural), municipal, county and distriet health bureaus undser the general
suldance and responsibility of the respective revolutionary committees, which are the
administering hodies in charge of all scectors and of general development of the economic,
soclal and cultural life of the people under their aegis.

The medical colleges can be either centrally or provincially administered. Although
they are administratively under the Ministry, or Bureaus, of Bducation, technically they

are puided by Lhe Ministry, or Bureaus, of Public Health.

2. Financing of healch services

Thare are three basic systems of financing health care in China:

(1) free medical care for selected population groups e.g. governmental officials,
gstudents, etc.s

{11} medical insurance schemes for workers and their families; and

(ii1) cooperative medical schemes for the bulk of the population.
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FIGURE I. THE STRUCTURE OF HEALTH SERVICES IN CHINA
Country
Ministry of Public
Health

Provinces {22) & Autonomous Public Health Bureau Centrally administered
Regions (3)* Municipalities (3)%
County (about 2 00DO) Fublic Health Buresu District

Hospital, Epildemic

Provention Station

(Doctors, Nurses,

Specialized Workers, ete.)
People's Commuhe Health Centire Street
{about 30 0003 (Dowtors, Nurses Neighbourhood
Average pop, 10 Q0O Medical Assistants, ©tc.)
Praduction Health Station Lane Neighbourhood
Brigade {Barefoot doctors or Factory, office
Average pop. 1 000 red medical workers) school
Produation Health aides, birth Production group
team attendants or red Workshop
Average pop, 200 medical workers

Between provineial and county level prefectures may be found. For simplicity,

the diagram distinguishes between Municipalities, and Provinces and Autonomous Regions.
However, both contalnm gounties in rural areas and distriets in urban areas.
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The [Iree medical ¢are for selected categories of population is financed by the
Covernment.  Thus, all health expenses incurred by a government official are reimbursed
by the Government on presentation of the receipts. Thig jnecledes the nominal
registration fees of 10 fens! for each outpatient consultation, cost of drugs, expenses
for hespitalization and any surgery that may be regquired.

In the second scheme, the factories or industrial units as well as the workers and
their family members pay contributions to the workers' welfare funds. The contributions
vary for the workers and their family members. Costs of medical care to the workers is
fully reimbursable while expenses incurred for family members are only partially
reimbursed.  For example, a factory located in the Pin Chiang street neighbourhood of the
city of Kuangchow contributes 1.8 ¥ per year per worker to the welfare fund, in additiom
to similar contributions by the workers and the fund reimburses the workers for all
their medical expenses. The factory alse contributes 1.3 ¥ per year for the family
members of the workers and one-half of their medical expenses are reimbursed by the wel-
fare fund.

The medical services in the rural areas are financed by cooperative medical funds -
most of them gstablished in the late 1960s — either at the brigade or the commune level.
One common method of payment is that each commune membetr pays an annual fee (usually
l to 2 ¥), the production team pays more or less a matching sum out of its cooperative
welfare fund, and the brigade contributes a further fixed sum. Both the contributionms
and the proportion of expenses reimbursed vary from commune to commune. Bome comnunes
are able to pay a substantial part, or ewven the whole, of the medical expenses imcurted
by their members im the county or city hospitals, while others are able to bear only a
half or a third of the expenses incurred outside the commune,

In the Shou Cheng commune in the Yung Fu county near Kueilin city, each commune
member pays 60 fens annually and the commune welfare fumd contributes an equal amount to
the cooperative medical service. In return, the individuzl 1s reimbursed 807 of the
costs of medicine at the preoduction brigade level and 507 at the health centre {commune)
level and the hospital. In Lou Tang production brigade, Chia Ting county of the
Shanghai municipality, each member pays 1 ¥, the preduction team 1.5 ¥, the brigade
another 1.5 ¥ and the commune 1 ¥ - for a total of 5 ¥ for each member. All medical
expenses incurred by a commune member are reimbursed except for the 10 fen registration
fee, However, the 80 fem daily charge for bed and food for hospital stay iz not
reimbursed nor is the cost of any blood transfusion (16 ¥ for 100 c.c.).

In all the people's communes vigited, the cooperative medical scheme exceptionally
helps in paying part or whole of expenges, which are normally to be borne by the
individual, if the family has difficulty in meeting these expenses or if the expenses
are of a catastrophic nature.

The cooperative medical schemes have occasionally run into difficulties e.g. when
a commume runs up big deficits owing to poor management or overuse of expensive drups.
In addition, the commune may find it difficult to subsidize the schemes in bad
agricultural years. However, these difficulties, on accasion, are to be expected and
the schemes seem to be working very well. 0Owing to the gelf-reliance built into thege
schemes, the difficulties tend to be self correcting as communes learn from their own
experiences.

1 1 ¥ =1 yuan = 100 fens = US$ 0.59 (in Augusr 1878).
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There is a very =mall proportion of population which is not covered by any of the
three systems of financing, Included are "enemies of the people'" i.e, those belonging
to previous landlord class and who have not been fully rehabilitated, Although they can
participate in the productive tasks of the commune, they cannot share in someé of the
privileges e.g. cooperative medical schemes, These individuals have to bear in full
thelr medical expenses,

The financing of salaries of health workers at the production team and brigade level
are met from the resources of the teams and hrigades, The amount of time the workers
spend on health related work is trested the same way as if they were engaged in productive
work - in the fields in rural areas, and in the workshops in factories in urban areas.
They accumulate work points for this time and thus, a part of their salaries are subsidized
by the teams and brigades, In urban areas, the health workers at lane neighbourhcods
are treated as if they were full-time produstive team members although they may be
working only part—time in factories or service units.

The health workers at commune or street neighbourhood level and above are usually
paid by the Government,

3. Community Health Services

The two mein principles which have influenced and shaped the community health
services in the Pecple's Republic of China are self-reliance and service to the people.
As a consequence, the Chinese health services heve heen decentralized with far-reaching
effects. More responsibility is being entrusted to the local levels - decisions and
actions being shared even at the level of rural production teams &nd brigades, This has
1od to the involvement of the community in all actiens which affect the health of its
members and a further integration of health development with general economic, scclal
and cultural develepment of the community,

The concept of self-reliance is exemplified by the health workers in communities -
barefoot doctors, red medical workers, worker doctors and health aides - who have not
only been selected by the people they serve but also work side by side with them when
they are not engaged in health related work. They come from, and helong to, the same
people - peasants and weorkers - for whose health they are responsible. Thus, there has
been & demystification of the rele of hsalth workers which has led to a system of
unzophisticated and effective health services at the community level,

In addition, the congept of self-reliance is further emphasized by three factors -
the respongibility of the community to finanee and suppert the heglth services; the mass
heslth movements in which all participate and the union of western and traditional
Chinese medigine, No doubt, the self financing of health services may give rise to
cartain inequities among communes, but they are minimized by selective government
intarventions and subsidies, The participation of communities in the& mass health
movements = envirenmental health, water supply, sanitation, contrel of pests and
sonstruction of clinics — has made each member a partner in the collective development.
The awareness of the value of cleanliness, the need to limit family sizes and the
ineorporation of other preventive megasures €.g, vacoinations, are self evident in the
villages and cities of China,

The principle "serve the people” has hesn implemented in China with remarkzsble
results, Wnile many other countries are grappling with problems of the underserved,
including the rural population, the emphasis in China has been precisely this
segment of the population which represents 80% of the total population, more than
700 million pcople, In order to schieve improved health for the people, proventive and
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curative measurcs have been judiciously combined. The ondemic diseases of childheod,
wnich used to take s heavy toll, have hean oither wiped out or controlled, Malnutrition
is largely a condition of the past. Health education and prometion have become regular
features of communities' lives =~ there is always onc itndividual accountable for the
health of some 100-200 people who are known personally to this veluntary health worker,

At the produetlion brigade leovel, with the average population of 1000, there is
usually a simple health station staffed by harefoot doctors — usually three or more.
One or more of the harefoot doctors are women. They work in shifts so that the stations
are continuously staffed during their opening hours. The ratio of barefoot doctors to
population varies considerably - o,g, tn the Miyun county near Peking ihere are, on the
avaerage, 4,5 barcfool doctors por 1000 population, in the Shou Cheng commune near Kueilin
city 1.6/1000 population, in Kuantung provinece 1.6/1000 population, in the Hwa Shan
commune near Kuangehow oity 2.3/1000 population while in the whole country the ratioc is
2.25/1000 population (1.8 million barefoot doctors). The opening bours of the health
stacions also vary = the staticn at Chen Kechuang brigade in Peking is open continuously

while that at the Lou Tang brigade in Shanghai is open from 6.00 a.m. te 9.00 p.m.
every day.

Figure II describes the structure of health services in the rural areas, At tho .w
level of production teams, elementary health care is provided by hesalth aides who work
Mill-time as membhers of the teams and give elementary medical care when needed, Thay

also participate in preventive work e.,g. general sanitation, vaccination, etc. There
are usually twe or three health asides to serve a production team with an average popu-
lation of 200. Nine to 10 households in the teams form & group responsihle for
crganizing, with the help of a health aide, the preventive health work e,g. cleaning,
general envirvonmental health, and patriotic mass health campaigns, In the urban areas,
nealth mides are often called "activists" (e.z. in Chaec Yang residential atea in
Shanghai). Owing to the density of population and eclose distances, curative care in
such areas js directly provided by health stations or centres.

The urban counterparts of the brigade health statiens are lane neighbourhood
stations. The statf of these stations =re called by different names - barofoot doctor
in the Pin Chiang strocct neighbourhood in Kuangchow, health aide in Foshan city near
Kuangohow and lane or neighbourhood doctor in Chao Yang workers' residential area in
Shanghal. These stations are staffed by two or more such workers, working in shifts.
One of the health stations in the Pin Chiang street neighbourhood serves 700 peeople with
two harcefoot doctors and the Chao Yang Number One health station in Shanghal serves
G700 pooplo with six "lane doctors’, ‘

Mosti of (he people's eomnuncs have health centres of varying sizes, An average
commune health centroe for 10 OO0 poople usually contains 20 beds and is staffed by
1% health peoersonnel, The commune health centre is the apex of the pyramid of health
care within the commune and provides a fairly wide range of treatment facilities, They
usually contain X-ray and ECG facilities, laboratories, a small operating theatre and
a pharmacy. Some surpgical procedures such as appendectomies, repalr of hernias
und cacsarian scctions can be carried out. The centresz are staffed by qualified
medical praduates (both traditional and western medicine), nurses and other support
stafl, Annex L1l shows sample staffing patterns of health centres.

The urhan counterpart of commune health centre is a street neighbourhogd health
gentre with a similar range of activities and staffing but ususlly with no beds =
at least not in those which the Study Tour visited.
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FIGURE II. EAL SERVICES IN COUNTIES
County: County Epidemic
hospital prevention
station
People's Commume Commune Conmune
commune ; Health Centre Health Centre Health Centre
Production Brigade Brigade Brigade
Brigades Health Health Health
Station Station Station

A

Production Health Health Health
team: ajde aide aide

County hospitals are usually the referral hospitals for commune health centres,
Thney range in size from 100 to 300 beds and are mastly situated in county towns, They
have varicus specialized units including medical, paediatric, surgical, ehbstetrices and
gynaecological, ophthalmological, laborateory and X-ray departments, The urban equi=«
valent of county hospitals are district or eity heospitals, Both categories of hospitals
provide a sophisticated level of hospital care and outpatient services for the loeal
populztion.

The county epidemic prevention stationg are usually located within or near county
hospitals and provide the technical basis of disease prevention programmes. They assist
the communes in immunization, provide health education and participate in patriotic
mass health campaigns for clezning the environment, They usually have laboratcries
which examine samples of water, food and bacteriological/pathelogica1 samples sent by
communes,

During the Cultural Revolution, the need was emphasized for ¢ity based health
personnel to return to the countryside pericdically. Doctors working in the cities apd in
medical colleges, and in general in hospitals above district level, now werk for one year
in every three to five years in the rural health services hand in hand with the health
teams in the counties and communes, They constitute mebile medical tesms in the sense
that they travel from the cities to the rural areas; they remain for one year with the
rural health seérvice to which they are assigned.
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The mobile medical teams sent from Shanghai usually consist of five docters - for
internal medicine, surgery, obstetrics—gynaecology and traditional medicine - and five
nurses, They provide support to the commune efforts to train barefoot doctors in
addition to their olher tasks, They also visit production brigades and provide on=the-
dok training te barefoot doctors and other specialixed training as needed.

At the level of commune health services, the cooperative medical scheme is a welfare
service organized on the basis of mutual benefit and voluntary service, It puaranteas
acenss by Che people to the health services. In addition, preventive services provide the
wornerstone of improvement of health status of the people. They are undertaken hy
various means - patriotic mass health campaigns, eradication of four pests, control of
water supply and sanitation, immunization and family planning. The preventive services
involve all people in the community and draw on the technical suppert from all levels,
The cffectivencss of the preventive services has been observed by the Study Tour not only
through the absence or control of infectious diseaces, but also through the general
aleanlinass of the homes and meighbourhoods visited.  The health persornel play a key
role in such preventive activities,

4. History of barefoot doctors

Before 194%, the health situation of China was one of the worst in the world,
Following the creation of the People's Republic, a rapid reczsting of society was under-—
taken and is still contimuing. In the field of health, the first actions of the Ministry
of Public Health were to strengthen the existing hospitals, create a network of new faci-
lities and develop health manpower, The First National Health Congress of 1930 proposed
four types of auxiliary workers, in addition to medical docteors, té man the curative and
preventive services = specialists with twe years' training in & given field,; paramedical
professionals (nurses, laboratory technicians) with two to three ye¢ars' training; sani-
tation workers with three te six months® training; and part=time workers with three
weeks to three months' training to help with vaccinations and epidemiclogical
surveillance.

The (ireat Leap Forward, which started in 1958, saw several new developments, among
which was the large scale formation of people’s communes in the countryside, Along with
them, came new changes in the health servieces including decentralization of the services
and the advent of the "barefoot doctor” (the actual term came later with the Cultural
Revolution) approach; the use of mobile wmedical teams and the introduction of cooperative
medical system in the newly crested communes, By June 1960, there wore over JH00 herltih
workers like barefoot doctors in the Shanghal municipality alone,

During the period 1961-1965, "high guality” medicine started teo take precedence
apsin and there was a cessation of training and a reduction in the number of front line
healih workers, The 3900 health workers in the Shanghai ¢ounties were reduced in number
te just over 300, In the months preceding the Cultural Revelution, the training of
rural health workers was apparently resumed .1

1 P ,
" Sidel, Victer & Ruth, Serve the People, Observations on medicine in
the People's Republic of China, Josiah Macy Foundation, New York, 1973.
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A radica% redirection of policies was initiated by Chairman Mao's statement of
26 June 1965:

"fell the Minjistry of Public Health that it only works for 15 per cent of the entire
population, Furthermore, this 19 per cent 1s made up mostly of the privileged. The
broad ranks of the peasants cannot obtain medical treatment and alsge do not receive
medicine, The Public Health Ministry is not a people's ministry, It should be called
the Urban Public Health Ministry, or the Public Health Ministry of the privileged, or
even, the Urban Public Health Ministry of -the privileged,

Medical education mus=t be reformed. It is5 basically useless to study so much ...
Medical education does not reguire senior middle school students, junior middle school
students or graduates of senior elementary schogls. Three years are enough, The

important thing is that they study while practising, This way doctars sent to fhe
countryside will not overrate their own abilities, and they will be better than those
doetors who have been cheating the people and better than the witch doctors. In
addition, the villapges can afford to support them, The more a person studies, the more
foolish he becomes, At the present time the system of examination and trestment used in
the medical scheools is not at all suitable for the countryside, Qur metheod of training
doctors ia for the cities, even though China has more than 500 million peasants.

A vast amount of manpower and materials have been diverted from mass work and are
being expended in carrying out research on the high-level, complex and difficult cases,
the so-called pinnacles of medicine, As for the frequently occurring illnesses, the
widespread sicknesses, the commonly existing diseases, we pay no heed or very $light heed
to their prevention ar to finding improved methodsz of treatment ...

We sheould keep in the gities those doctors wheo have been eut of school for a year or
two and those who are lacking in ability,. The remainder should be sent to the
countryside, ., In medicine and health, put the stress on rural areas.,"”

The training of barefoot doctors began in earnest following Chairman Mao's
directivae, By 1968, there were 4500 barefoot doctors in Shanghai and they had trained
more than 29 000 health aides. The examples spread througheout the country and results
have been spectacular. By now over 1.8 million barefoot dectors have been trained — one
third being women - along with over 4 millieon health aides. This has been accompanied
by other measures to redirect health rescurcesz to the rural areas. Now the barefoot
doctor has become a well-establigshed feature of the Chinase health services.

The term “barefoot doctor™ .(chijiao yisheng) loses much in translation, A barefoot
doctor 15 a peasant who has had basic medical training and gives treatment without
leaving productive work., He gets the name because in South China peasants work
barefooted in the rice paddies. The term barefoot doctor in Chinegse is alse 2 sign of
affection and has become the common English designation in China.

5. Role of barefoot doctors

Eighty percent of China's population lives in rural areas in about 50 000 people’'s
communes and they, as well as the city dwellers, enjoy today a complete health coverage,

Cited by Wilenski, P, The delivery of health services in_the People's Republic
of China, International Development Research Centre, Ottawa, 1976,
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The main sources of health care for these people are through the services of barefoot
doclors and health aides. Although more sophisticated levels of care are now also
available to the population through commune health centres, county and city hospitals,
the harefoot doctors provide the first level of primary care to the people. Thay are
the ones responsible [or both preventive and curative care and for running the coopera«
tive healih stations for the production brigades. They are able to haudle on an average
TO per cent of the cases seen in rural medical practice.

Barcfoot doctors and health ajdes are not health workers exclusively, On the
contrary, they participate fully in the productive work of their brigades and teams and
provide health carc part-time or, in the case of the health aides, as needed. Thus,
they are integral partz of the production brigades and feams, They are recommended by
the peasants and approved by the local leaders. Selection takes place from the families
of local pecasants or, sometimes, urban yvouths settled in the countryside, They live and
wark together with the people they serve and this is their main characteristic whereby
Lhay oiffer from all other categories of health workers and not by their training or
[unctions,

The barefoot doctors are congidered by their communities, and apparvently think of
themselves, as peasants who perform some medical duties rather than as health workers who
do zome agricultural werk. Herein lies the principal difference between barefoot doctors
in China and medical assistants in some other countries, The latter spend essentially
full-time in health and mediecal care, and are separated in a number of tangible and
intangible ways from the people they serve, Few parallels to the barefoot doctors, if
any, exist in other couniries.

Although barefoot doctors have been traditienally identified as peasant health
workers, the term has now come to signify all svech part—time health workers who live and
work with the communities te which they belong. They can be found among herdsmen and
lishermen, from remote mountain areas to densely populated coastal areas. They are

pringipally responsibkle for the complete coverage of the population by primary health
nare,

After the initial trsining, harefoot dogtors return te their production brigades to
rasume their farm work. The usual practice is to devote one-third of the time to farm
work, one~third to health or mediecal activities and sone—third te =2elf-study, periodic
refresher lraining sessions and cultivatien and collection of medicinal plants, The
allocation of time varies greatly from commune to commune. They receive no special
paymeni for the health related duties but generate work—-points by doing health work just
as thouph they had heen doing farm work during the same period.

The income of barefoot doctors is the same as that of any other peasant ¢n the farm.
It varies from 200 to 400 Yuan per annum, depending on the income of the brigade and the

communc, In addition, they receive free rice, if they work in rural areas, as any
other worker would, For example, a barefoot doctor in the Hua Shan ¢ommune, nNear
Kuangchow  eity, acoumulated 3600 work—peoints for one year, Since esach work-point

carried a remuneration of 7 to 8 fens, his cash income was above 250 Yuans, He also
reveived 28 kps of rice every month. In addition, each commune member has a small plot
af land where he can produce vegetables and raise chickens according to the famlly needs,
The samo is true, of course, for the barefoot doctlors,
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Owing to their dedication to the concept of serving the people, they form a new kiod
of sociallst-minded rural health workers who retain as close links with the peasants as
any other dedicated peasant, They are content to stay permanently in the countryside
and are not rewarded with any extrs material incentive, Thus, they form the frent line
health workers of the communes and brigades and do not rely on any institution outside
the commune exgept for technical support or training,

The effectiveness of their role can be illustrated by one example, Before
the advent of barefoot doctors, it took 30 days to vaccinate the pepulation in 1665
of Shou Cheng commune near Kueilin city against smallpox. In 1975, tha same
vaceination programmé could be carried out in only 3 days with the help of barefoot
doctors and health aides. In 1977, 97.7 per cent of all vascinations (17 500 doses) and
93 per cent of all physical examinations (25 000) and 61.7 per cent of all outpatient
consyltations (106 200) in the commune were performed by barefoot doctors and health
aides. Malaria incidence dropped from 21.5 per 10 000 population in 1970 to 7.8 in
1977. There has been no case of poliomyelitis in 9 years and no new case of diptheris,
measles, typhoid, epidemic meningitis in the last two years,

This example illustrates how much has been achisved at a low cost by the barefoot
doctors and health aides. Similar examples sbound in other areas visited znd the

econcmic burden on communities through absenteeism is said to be much lighter now.

Function=s of barefoot doctors

There is a wide variation in China of the interpretation of the term "barefoot
doctor”.  Owing to extensive decentralization, the educational requirements, training,
functions and responsibilities of barefoot doctors vary from province to provinece and
even Ccommune to ¢ommune, There does not appear to be a standard terminology which
distinguishes between barefoot doctors, health aides and birth sttendants, Howaver, the
basic functions and tasks of barefoot doctors are similar on a country=wide basis, A
harefoot doctor is usually a person who participates part—-time in the productive work of
the brigade in g flexible mannerl (one~third to one-hslf time on the average) and
pRrt-time in health care activities (one-third time on health care and up to one—third
time on studies and cultivation and collection of medicinal plants)., For example, in
the Wu 3ing {five star) production brigade health station in the Hua Shan People's
commune near Kuangchow city, six "barefoot doctors" were introduced, ome of whom would
be termed as 3 "medical assistant” due to the long (2 years) training received, while
one would be termed sz a "birth attendant" by training. However. the main characteristic
they shared was that they were part~tfime hezlth workers who participated systematically
and regularly in the productive work of the commune.

1

) For example, one of the three barefoot doctors in a production brigade of the
Hsin Tang People’s commune in the Tseng Chen county (Kuangchow ¢ity) had gome for
military service and the two remaining ones were Lemporarily not participating at all
in the productive work.
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Nevertheless, whatever terminology is used, the basic functions and responsibilities
of barefoot dootors seem to be generally as follows:

() Treat "commonly seen” diseases, injuries and provide first aid; howover, the
scope and level of treatment can be quite different in different places depending
on the level of ceompetence of the barefoot doctor(s) cencerned, It may even be
quite spophisticated, ingluding minor surgical coperations in some cases. The
treatment comprises both western and itraditional Chinese practices and medicino

following the third principle of health care, i1.e. to unite doctors of beth
traditional Chinese and western medicine.

(b} Vaccinate and report epidemics to the commune health centre} routine vaccei-
nations are given to children, e.g. smallpox, poliomyelitis, diphtheria, pertussis,

tetanus, eto, Immunications are often performed by health aides in production
teams.

{¢) Undertake health education with components of envirommental and personal

hypione, sanitation, vector control and nutrition; the mebilization for, organi=~ .ﬂ
zation of, and participation in, patriotic mass health campaigns constitutc a

significant part of health education,

(1) Propagate family planning and assist in family planning activities; all
familles are now strongly discouraged from having more than two c¢hildren, The
specific activities may inelude the distribution of pills and condoms , insertion,

control and removal of IUDs and, in some cases, abortion. In Tung An brigade,
Shou Cheng commune, the Study Tour noted that male and female sterilizations were
performed.

{a) Cultivate, collect and process medicinal plants; all the rural health stations
visited had a small plot of land for growing medicinal plants and a reom in the
station was used for processing the plants, e,g. making decoctions, tablets and |

in seme cases, ampoules for injection. Periedically barefoot doctors go to the
mountains or forests te collect medicinal herbs and plants.

{f) Train and advise birth attendants and health aides in production teams; the

latter category of personncl are those whe are practically full-time farmers

deveting a major part of their time to productive work of the teams and hoing

"on call” to provide health services as necessary, They. also participate under

the guidance of barefowot doctors in health education, mebilization of masscs for "
health campaigns, immunization programmes, reporting of epidemics and provisien of
olementary health care (see also sectiem I11.12).

The Study Tour participants had elicited,”oh various occasions, daily activiry
schedules of the barefoot doctors they met. All such schedules accentuated the curative
agpects of their work and preventive work seemed to take a lower priority. However,
the results of the preventive actions in the exceptional cleanliness of the environment,
absence of mosquitoes and flies and the good nutritional status were for all to see, and
data which were listed about eradication and control of several epidemic diseases were
also pointing towards efficient preventive work. The lack of mention of preventive
activities in the activity schedules was puzzling and might be due to misunderstandings
of meaning of worda or purpose of the question.
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Among the six functions mentioned shove, female barefoot doctors participate more
actively than males in family planning and maternal and child health activities,
inecluding prenatal and postmatal care and actual delivery. It is the practice to have
at least one female barefoot doctor in each production brigade. About one-third of the

1.8 million barefoot doctors were female and the aim, im at least certain provinces, is
to have one-half female barefoot doctors.

Health care for women was expressed in terms of the priority needs of four periods
of women: the menstrual period, period of pregnancy, actual delivery period and the
postpartum and lactation peried. The social and health requirements in these periods
are reflected in special care and arrangements for women's work, e.g. light work during
pregnancy. Practically all deliveries are attended by health workers and the majority
of deliveries in rural areas are conducted at home, Female barefoot doctors and health
aides make home visits after delivery, providing care for the newborn and giving advice
on healthy c¢hild rearing practices under local conditions.

The barefoot doctors are also extension workers for epidemic preveantion stations,
The Institute of Parasitic Diseases in Shanghai relies on barefoot doctors for health

education, to undertake immunization programmes and to maintain general hygiene and
sanitation work,

In the urban aveas the basic role of barefoot doctors is similar. In the Hung
Moan silk factory in Foshan city, there was a health station with three doctors and
two nurses. In addirion, there were ten "red medical workers" who worked in the factory
full-time and were responsible for treating minor illnesses and injuries of workers.
They =pent ou the average about two days per month ¢n health work.

Some of the health stations had well crganized schedules. For example, the Chao
Yang No. 1 health station in Shanghai had two "lane doctors" staffing the station while
three others went on home visits (four to ten families per day) . One lane doctor, in
rotation, was working one out of every six months in the processing plant which paid
their salaries. One lame doctor had the following schedule of weekly sctivities at the
time of visit of the Study Tour:

Monday: discussion of week's programme with the direstor of health centre aud in
the afterncon, training of "activists™ in the neighbourhood in mass health campalgns;

Tuesday: professional study;

Wednesday: vaeccinations;

Thursday: participation in cleaning campaign in the neighbourhood;
Friday: professional study;

Saturday: education on family planning.

The 3tudy Tour considersd that the barefoot doctors it had ceen were performing
their functions extremely well.

7.  Initial training of barefoot doctors

As has been mentioned in an earlier section, barefoot doctor Crainees are usually
selected from families of peasants in the production brigade. The method of selection seems
uniform throughout the country. The basic educational requirement is middie level {junior)
secondary scheeling (9 years) although it has been relaxed in some cases in rhe past to
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primary schooling (6 years). The usual age of trainees can wvary from 18 to 25 years,
in few cases being in good health and single were also mentioned as selection criteria,
The trainees are selected by their production brigade according to their proven willing-
ness to "serve the people”. The revolutionary committee of the brigade making the
selection alse takes into account the intelligence and energy of the potential trainees.
The potential trainees have the option of expressing their willingness for assuming the
future duties of barefoot doctors or otherwise.  Since the nominee is a member of the
brigade, the selection process is informal. As no extra material incentive-is invelved
in their future work, it is unlikely that any trzinee 1s motivated by factors other than
the desire Lo serve the community and the honour bestowed in being selected by the
brigade.

The initial training is usually given in the commune health ceatre, by its staff,
supplemented, when necessary, by staff from county hospitals or mobile medical teams,
Occasionally, the initial training may be held at the county hospital, The period of
training varies hut is usually three months. The period may be extended if the
cducational background of the trainees is inadequate or thelr performances during train-
ing so dictate, In addition, it may be extended in order to cope with unforeseen work
or part-time attendance of the trainees. The organization and conduct of training is .&
entirely a local prerogarive. -

LIascructions are usually given through similar number of hours of lectures and
practical c¢lasses. Ne audiovisual means are employed and there seems little or no
experimentation with new training methods. The trainers have not received any training
in educatienal planning and processes and do not seem to be aware of the advances in the
practice of pedagogy. Thus, conventional methods are used. Textbooks are available
for training and for the later use by barefoot deoctors. They seem sufficiently
comprechensive although the extent of standardization across the country could not be
determined. 1t also appears that two different sets of texthooks are being prepared -
one [or use in the north of the country and one in the gouth, since the common disease
patterns arc differentc.

The classes congist of 20 to 30 trainees depending on the needs of the commune and
the proximity of domicile of the trainees to the place of training, ususzlly the commune

health centre. Terminal compétence is measured by examinations - both theoreticazl and
practical. 1f traineces faill the examinations, they receive further training to remedy
the defects. Tn one commune at least, i.e. Shou Cheng commune near Kueilin, those who

fail the exswinations the second time gualify ag healcth ajdes instead of barefoot doctors, Q
The variation in training practices czn be seen by the fellowing examples. In the

Tang Tzu communeg in Miyun county in Peking, the basic initial training was for one month

only. In the Hsin Tang commune near Kuangchow, A8 barefoot doctors received 3 months

training and b9 others, sixz months. In Chia Ting county in Shanghai, the initial

training lasted 3 to & months. In the Hung Moan =ilk factory in Foshan city, the red

medical workers were trained ever a 12-month peried. In the No. 12 Textile Mill in

Shanghai, red medical workers called "worker doctors", were trained over 147 work days in

the factory clinic.

The training is overwhelmingly teacher oriented. Doctors, nurses, pharmaciste are
involved in teaching snd barefoot doctors are not used as teachergs. Theory seems to be
stressed more and more.
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Since 1977 considerable thopght has been given to upgrade the contents of training
of barefootf dogtors so that their professional competence could be raised, This would
mean an extension of the basic period of training from threc months to six months.

In addition, selected barefoot doctors might be retrained in county health schools to
reach the level of medical assitants (2 years training). In one province (Kuangtung)
visited, the aim was for each brigade health station to have at least two or three such
workers by 1985,

The following is presented as a sample curriculum and was obtained from the
Shou Cheng commume, Yung Fu county, near Kueilin city.

Duratien of training: 3 manths.

Major subjects: Nog. of hours %
@ (a) Political subjects 26 5.7
() Physical labour: ¢.g. construction of
schools, growing plants, etc, 38 7.9
{¢) Bports and physieal activities 26 5.7
(d) Professicnal subjects 366 8G,7
Total 45d 100.C

In addition, every evening 2 hours for individual studying.

Professional subjectz (366 hours):

222 hours theory (or lectures)
111 hours clinical practice

(a) Rursl health and szanitation - 10 hours, 2.7%

= significance and importance of patriotic health campaigns for preventicn of
diseases

@ - eradiecation of the four pests (flies, mosquitoes, rats and bedbugs) and the
relationship between pests and diseases

- general Knowledge of the "two proper controls” (water and excreta) and the
"five improvements" (wells, kitchen stoves, latrines, animal enclosures and
environmental sanitation)

(b) Traditional Chinese medicine and medicinal herbs: 89 hours, 24,3%

- 26 hours: bhasic knowledge of traditional Chinese medicine and causes of
. discases

= 4 principal methods of diagnosis
- 8 cardinal principles of differentiation of syndromes

- 20 hours: &cupuncture and moxibustion (20-30 acupuncture points are to be
mastered)

~— 43 hours: medicinal herbs, basic knowledge and ability to collect, culti-
vate and process common hiorbhs 50=70 variecties are to be known,
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(o) lasio modical sclences — 80 hours, 21.8%

- 40 hours: physiolegy and anatomy (structure and functioning of basic parts
ol the human hody)

- 4 hours: aeticlogy of diseases
=~ 3§ hours: pharmacology (30-40 commonly used weslern medicines are to bo
mastered: functions, side effects, usage, contraindications)
(1) Clinical medicine: 187 hours, 51,2%

- 129 hours: internal medicine and pacdiatrics = hasic methods of medical
nheck—up (respiration, pulse, blogd pressure, etc), injections

- prevention and treatment of 30 commonly seen diseases
- 38 hours: surgery of the five senses (egar, nose, tecth, taste, eyes)

- basic concepts of sterilization, dressing, bandaging, immobhilization,
fixation

~ symptoms and treatment of 20 common diseases of the five senses
= 20 hours: MCH/FP - health care for mothers and childrén
- normal deliveries

- importance and methods of centraception and family planning.

Level of knowledge and competence required at the end of training:

{a) Rural health and sanitation - be able {o participate in ccoperative medical
services and patriotic mass health campaigns. Basic mastery of two proper
controls and five improvements.

(Y Traditiconal Chinese medicing — must master
- 4 methods of diagnpesis and B principles of differentiation of syndromes
= 20 to 30 acupuncture points

- 50 to 70 varieties of traditional medicinal herhs

() Clinical medicine: must master
- methods of physical check-up
~ prevontion, and treatment of 25 to 35 commonly secn diseases

- 8=-10 basic procedures of mediesl care, e.g. giving injections, stitching,
dripping, incision, drainage, haemostasis, inserting IUD and abortion

Male trainees: amphasis on internal medicing, pacdiatrics and surgaery
Fomale traineas; emphasis on internal medicine, paediatrics,.gynaecology,
{(commonly seen temale diseases), family planning {contraceplive drugs, I1UD),
diagnosis of normal foetal position, normal deliveries.

Three basic principles arc followed in the teaching:

(a) prominence to prevention

(h) prevention and treatment of local common diseases

{a) prominence to traditieonal Chinese medicine and herbs.
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Terminal competence is measured by written and oral examinations. At the level of
county health scheols and above, certificates are issued to successful trainees while, at
the commune level, letters of attendance are issued stating the course attended and its
duration,

8. Continuing education and career prospects

There is a significant emphasis ¢n continuing education in China for all categories
of health personnel and espacially barefoot doctors. The form of continuing education
varies from place to place, from once-a-week discussions with doctors of mobile medical
teams and once-a—menth sessions in the commune health centres, to intensive full-time
study at the commune health centre or county hospital or county health scheools, A few
examples observed by the Study Tour, and mentioned below, may denote the variety of
continuing education for barefoot doctors.

Continuing education can be divided into four basic types of training:
{a) in-service or on—the-job training

{(b) refresher training

{(c) advanced training, and

{d) special courses of studies.

In-service, or on-the-job, traipning can vary from once a menth visit of a doctor
from the health centre to the health station, to weekly structured sessions of professional
srudies, In the Hua Shan commune near Kuangchow city all barefoot doectors visit the
commune health centre on thae 1st and 15th of each month for training,  Every six months,
a test is given to measure their competency and if a barefoot doctor fails in the test,
he is called to the health centre for intensive training and a replacement is sent to his
brigade during his absence, In the Chao Yang neighbourhood health stations in Shanghai,
the barefoot or lane doctors devete two afterncons a week to professional studies. In
many health stations (e.g. Tsien Chiao Chia Wu brigade near Peking) some evening hours are
regularly spent on professional studies, The regular monthly or more frequent meetings
of barefoot doctors are used not only for vocational trainming but also reporting on thelr
activities and planning for next month's activities. In the No, 12 Textile Mill in
Shanghai, periadic lectures are given to red medical workers by hospital doctors and
factory ¢linic doctors, In the Lou Tang brigade health station in the Shanghai munici-
pality, a doctor from the health ceéntre visitad the station for three weeks in July to
give training and to work with the barefoot doectors,

Refresher training consists of more intensive and longer term training at the health
gcentre or county hospital, For example, one barefoot doctor in the Chen Kechuang
production brigade near Peking had ope month's training at the commune health centre and
another menth's training in the county hospital in the four years singe her initial
training, In the Hua Shan commune near Kuangchow city, not only do the barefoost dectors
go twice a month to the health centre for in=service training and supervisors come to the
health stations twice a month, but they also spend two weeks every year in the health
centre for refresher training.

Advanced training also takes many forms but usually lasts from six months to two
years. Some communes ot counties or even provinces have plans to train all, or a part, .of
the barefoot doctors to achieve a higher level of competence than they presently possess.
In the Shou Cheng commune near Kueilin some barefoot doctors with experience are sent to
county health schools for one to two yesr courses to achieve intermediate (medical
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assistant level) competence. For exanple, among the 39 barefoot doctors in the

commune, 11 had completed ome year's training, and 13 had completed two years'

training. In the Miyun county near Peking one—third of the 1700 barefoot doectors have
recelived more than ome vear's training including the initial training. In the Hsin Tang
comrune nesar Kuangchow city, 73 of the 137 barefoot doetors have received six months'
advanced training while & have received 2 years' training. In the Kuangtung provincial
hospital, li~vear courses, Iin § months instalments, are run on theory and basic

aciences by specializts. In the Kuangtung province, plans have been drawn up to

train for one year those barefoot deoctors who have had 6 months' training and one year's
experience, or less training and more experience (zee Annex IV). The Chung Shan medical
college in Kuangchow organizes special correspondence courses, lasting 1% to 2 years,

for barefoot dectors. In Shanghai plans are also being made to upgrade the skills of
barefoot doctors through one year courses both in commune health centres and in county
hospitals. In the Chian Cheng commune in Shanghai, the target is to train at least one
barefoot doctor in each brigade to medical assistant level by 1980 and half of them to
medical college graduate level by 1985. In the No. 12 Textile Mill in Shanghai, 6 to

12 months advanced training is given to "worker docters” in addition to the perieodic
lectures. The worker doctors work in the factory only one—fourth of their time.

The Shanghai medical colleges have now started a television course for barefoot
doctors. The course will last for 4 years and lectures are given for two to three
hours, three times per week. The trainees have to pass an entrance examination and at
the end of the course for a subject (e.g. anatomy, physiology, biochemistry, etc.) an
exsmination 15 held. If a trainee fails in an examination, he is givew another chance,
There will also be some practical trainming. At the end of the training, the barefoot
doctors will qualify to be at the level of a senior medical assistant (3 years' training).

Speciglized training takes various forms and can invelve staff from health centves,
county hospitals, epidemic prevention stationg and mobile medical tesms. In the Tsien
Chiago Chia Wu brigade in Peking Municipality, barefoor doctors are trained for 3 months
in the county hospital to specialize in dentistry or gyvnaecology. Several female
barefoot doctotrs in the Low Tang commune in Shanghai had 6-womths' specialized training

in obstetrics and gynaecology. In Shanghai mobile medical teams conduct specialized
short-term courses (e.g. on mental illnesses) to enable barefoor doctors to recognize
complicated diseases and refer them properly. Staff from epidemic prevention stations

run short-term apecial ecourses, e.g. in tuberculosis detection and treatment.

It is clear from the above that forms of continuing education vary considerably and
are gulted to meet the local needs. The commune health centreg play a key role in train- .w
ing although more intenmsive training is undertaken at higher levels. The policy of

upgrading the skills of barefoot doctors alsc varies from commune to commune.

Since barefoot doctors do not receive any special pay for their health work, their
career prospects are tied to improving their professional skills rather than increased
material incentives or promotions. Apart from the upgrading of skills mentioned
earlier, barefoot doctors are alsec eligible for enrolment in medical colleges. At the
places visited, 5-10% of barefoot dectors had so far been trained in medical colleges.
In the Chung Shan medical college in Kuangchow the Study Tour was told that abeout 107

of those admitted were barefoot dectors. Immediately after the Cultural Revolution,
entrance examinations to medical c¢olleges were abelished but they have now been
reinstated, Requirements for admission to medical colleges are:

- senior middle school (11 years schooling)

- excellent marks at the entrance examination (physies, chemistry, mathematics,
languages, politics)

- demonstrated love of the people.
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If barefoot doctors qualify in the entrance examinatiom, they have priority for
admission. Afrer completion of medical college, barefoot doctors may continue to work
in their former production brigade or may be placed at the commune or county level as
doctors. Some barefoot doctors also leave their production brigade on marriage or
reassigament, For example, out of a total of 1530 barefoot doctors trained so far in
the Hua Shan commune near Kuangchow city, 29 have left the commune. Twelve of the
barefoot doctors have gone to medical college and two have become qualified nurses. Two
of the qualified doctors have continued as "barefoot doctors”.

The effect of newly reinstituted entrance examinations on the admission of barefoot
doctors to medical colleges is not vet fully known. However, efforts to upgrade the
skills of barefoot doctors through training in county health schools will continue.

For example, in Kuangtung province out of 73 000 barefoot doctors so far 40% have
received further training.

As training 1s intensified and attempts are made to upgrade the barefoot doctors,
the training would seem to become more theory oriented, It seemed to the Study Tour
that the underlying principle of advanced training ig to raise the theoretical knowledge
of barefoot doctors and relatively little attemtion is being paid to the relevance of
such knowledge to the tasks to be performed.

9. Supervision and referrals

A system of continuing supervision is built into the utilization and functioning of
barefoot doctors. Supervizion and continuing education are integrated so that it is
difficult to separate the two, Supervision is achieved through a two—way flow of
information between barefoot doctors and their supervisors, who are usually doectors in
the commune health centre, Barefoot doctors regularly (at least monthly) visit the
health centre to report on their activities, the problems faced and the action taken by
them. They may visit the health centre from once a week to once a month, depending
on distance and local practices.

On the other hand, docteors from the health centres visit the health stations
regularly. They examine the records kept by the barefoot doctors, discuss problems
faced and inspect the preventive measures undertaken including immunizations, environmental
hyvgiene and vector control. Sometimes mobile medical teams come and stay in the
brigade for some time. Barefoot doctors thenm work with the teams. In addition, there
are visits from the epldemic prevention stations which emphasize the preventive measures.
There is, however, ne regular frequency, no standard format or guidelines for supervision
and the local practices wary from place to place. No checklist or sample questions
seem to have heen develpped, There is opportunity for improvement inm this ares as the
actual procedures for supervision are decided on an ad hoc basis.

There is ne standard list of conditioms for xeferral of patients to the next higher
level. In view of the wide diversity of training and professional skills of barefoot
doetors, it will be difficult to establish such lists on & countywide basis. Barefoot
dogtors refer patients to the health centres if, in their judgment, they cannot handle
the cases, Consequently there iz a wide variation of referral rates - from 10% to 40%
of patients, In the Hsing Lung brigade near Kueilin c¢ity, there were 180 admission to
sick beds in the health station in 1977, of which 787 were deemed cured, 9% showed
improvement, 10O% were referred and there were 4 deaths. On the other hand, 30 to 40T of
patients coming to barefeot doctors in the Hwa Shan compune near Kuangchow were
referred to the health centre, Although patients are expected to first visit health
stationg, many of them go directly to the health centre or sometimes to the county
hospital.




TNT/ 7R/ 034
page 28

The evaluation of the performance of barefoot doctors is not standardized. The
practices vary from county to county. As has been menrioned earlier, in Hua Shan
commune near Kuangehow, tests are given every six months to test the competenge of
barefoot doctors and they are retrained if they fail the tests. In addition, the
Study Tour was informed that the commune or brigade membersz "ecriricize'" the barefoot
doctors if their performance is unsatisfactory. However, it was not possible to assess
this.

In addition to the profegsional supervision, the total health system is under the
political supervision of the regpective revolutionary committees. In each commune, a
vice—chairman (ameng 8, on the average) of the revolutionary committee is in charge of
the cooperative medical scheme, The interpretation and implementation of directives
from the FParty leadership in matters of health (among other sectors} is the responsibility
of the revolutienary committees.

10. Logistics

Tn all the health staticons visited, the Eremises were found to be simple, clean and
adequate. Usually the premises have been ¢omatructed by the production brigade itself.
The size of the premiges varied from gtarion to startion = but usually there were five to
nine rooms. Apart from the reception area, there was at least a pharmacy and an
obsexvation room. Usually there was a room for preparation and packaging of traditional
madicines, one or two rooms with beds, a room for gynaecological examination and another
for dental examination. The squipment was simple but adequate.

There seems tu be mo standard list of drugs or equipment for use by barefoot
doctors. However, in the Kwangtung province, a standard list exists, at least at the
provincial level for tralning purposes (gcee Annex V). In the Pai Ching brigade in
Hein=-Tang compune near Kuangchow, the instruments and drugs in the bag carried by a
barefoot doctor during home visits were found to be as follows:

— BStethoscope, syringes and needlesg;

— Andrographin, antondin, adringbazin salicil, vitamin B8, Bz, K3 and calcium
injection ampoules;

- Hydrochloride, atropine, adrepaline hydroxide.

There wag always an adequate supply of drugs and western and traditional medicines
were kept separately and well marked. The barefoot doctors cultivated traditional
medicinal herbs im the backyard of the health stations and made periodic visits to
mountaing and forests for further collection. The traditional herbs were processed in
the health stations and health centres by drying and preparing decoctions. They were
further processed to produce tablets, tinctures and often ampoules of injections.

There is @ barter system whereby processed traditional medicine can be exchanged

for western medicine from the 5State. The Hsing Lung brigade health station near
Kueilin city collected 1250 kgs of medicinal herbs in 1977 with the help of the brigade
members and grew a further 100 kgg of herbs in the health statiom.  These were processed

and among other preparations, 23 kzs of tablets were produced. Part of these drugs
were exchanged for western medicine and it is estimated that 75 Yuan were saved by such
a barter.
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Vaccination-phials are usually kept at the health centre for oold storzge. and they
are obtained by the barefdot deogtors on the day of usae.

Barefoot doctors use ‘the same form of transportation =s other peasants, i.e.
walking, bieyele and public buses. Hezlth centres or county hospitals usually. have
ambulanges to transport serious cases while others use regular transport including
tractors and animal drawh carrisges. Heslth stations are linked by telephone
with haalth centres,

11, 1Information system

There is nd gtandard system of reporting which is followed everywhere in - the
country. However, theré are’some- principles which form the basis of the reporting
sSVstem, For éxample, barefeot’ doctors or other community heslth workers are:expected
to report any case of infectious disease immediately to the next higher level sco that it
can be transmitted to”the epidemic prevention stations, The total number of lmmuni-
rations and the cove?agé'of‘fhé‘population are also reported regularly to the commune
health centre and‘th}bhgﬁ'it'té'tho epidemic prevention stations, At least in one
commune (Shou Cheng near Kueilin'city) the Study Tour was told that all health stations
reported monthly %o tHe health’ centre.

Usually the barefoot dectors in the health stations keep records of the patients
treated 1nc1ud1ng dlagnosls, treatment and drugs given. Similarly, records of
vaccinations are kept' with the #eme of the child, age and date of vaccination. .
These are said to he regurérly inspected by the superviscors when they visit the health
stations, In the Pin Chiang street nelghbourhood in Kuangehow city, the popylation is
supposed to keep a hooklct with records of their v1q11q to the health services,

However, it was found during home v151ts that the practice was not regularly fﬂllowed

The records aré’ hit ﬂeceSsarily summarized or tabhulzted to give aggregate statistios,
but many health $tations and centres produce summary tables showing the toral .
number of consultations, ‘admissions, incidence of infectious diseases and drugs
produced ., They dre scmetimes‘displayed on the walls of the health etatlons as in
Hzing Lung bhrigade near Kueilin thy

The Ilow of‘iﬁquﬁatidﬁ frdm the commune heslth centre to the county hHospital and
to the province is ﬁof‘ciear. “Thus it was sometimes difficult to obtain vital statis-
tics on a Lounty“w1de or proﬁlnbp-w1de basis, On the other hand, county or provinacisl
authorities in certain cases could producé detailed statistics on vital statistics,
disease conditicns and’ manpower ‘fituation at short notice, This led the Study Tour to
believe that informatioh might be available but was not reported or tabulated on a
ragular basis.

12. Gther comMunity‘ﬁeaifh:wﬁrkers

Three other tprS of communlty health workers were investigated - ped medical
workers who serve as barefgot doctors in urban areas (and in cortain cases, &,g, in
Shanghai, they are called lane doctors or neighbourhood decters or in fattories, worker
doctors), health aides who gserve at the production team level, and birth attendants who
work in health stations and at the production team level.

in the Chao Yang worker's neighbourhaood in Shanghai, the staff in the health
stations are known as "lane doctors™. They are trained for six months initially and are
retrained during one month every two years in the healch centre. In this neighbour-
hend, the persons in charge of the health stations ace "medical assistants" and belong
te the staff of the health centre.
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in the Pin Chiang street neighbourhood in Xuangchow city, the front line healrh
workers were lntroduced as barefoot doctors. Op the other hand, a full-time health
worker in Uhe Yung Chin Street nelghbourhood in Foshan city was introduced as "health
aide". In lung Chun production brigade in the Hua Shan commune near Kuangchow city
thoge who should have been termed as birth attendants by training were termed bareloot
doctors. Whether such interchangeable classification was due to problems of language
or represented a genuine flexibility of terminolegy was difficult to decide.

In the Pin Chiang strect neighbourhood, the "red medical workers' perform the sama
functions as barefoot dectors. Since the urban nelghbourhood was relatively small in
area (50 blocks of huildings), the distance between the health centre and a health
station visited was barely 3 or 4 minutes walk. This led to the mzjority of patients
going directly to the health centre and only relatively minor ailments were seen at the
health station. The patients might come to the health station to avoid the waiting
period at the health centre. The training of the red medical workers in the Pin Chiang
street neighbourhood was similar to that of barefoot dectors. The refresher training
variad, One of the workers was going through an eight-month part-time refresher
training at the municipal hospital which he visited two evenings and an afternoon a week.
Such part-time study was convenient in urban areas because of the small distances and
case of transportation. The workers were paid by the factory in which thegy worked
part-time. '

In the Foshan city near Xuangchow, the "health aide who works‘full—tima in the
health station, had one year initial training at the municipal public health burezu and
is paid her galary by the district public health bureau. The fupctions of these
"health aides’ are similar te those of barefoot doctors.

Tn the Hung Moan silk factery in Foshan city, with 1300 werkers, a health station
is staffed by medical doctors. There are aleo "red medieal workers' attached to
production teams or workshops of the factory. The red medical workers work full-time
on the production line and do health work only when needed. One red medical worker
interviewed had been trained for one year and deveted, on the average, two days per month
to health work. Her tasks were mainly curative, emergency service and preparation of
medicines and she was paid the same as other factory workers.

Health ajdes in rural areas work full-time in production teams and perform health
work as necded. They also participate in preventive work, e.g. mobilization for
vaccination programmes and mass health campaigns. In the Kwangtung province with more
than 50 million populatiom, there are 73 000 barefoot doctors, 219 000 health aldes and
13 000 birth attendants. The Study Tour met only two health aides which might be duc
to the fact that they werc participating full-time in the productive work of the teams.

The health aides gencrally provide simple treatment for miner ailments, first aid
and general health education, deal with family plamming and participate in preventive
health work such as sanitation, spraying, vector control, reporting of communicable
diseases, vaceination during epidemics, and patriotic mass health movements. In many
brigades the Study Tour visited, no health aides were found, e.g. Miyun county In Teking
and Hsin Tang commune near Kuangchow.
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In the Shou Cheng commune near Kueilin. city, the health aides are expected to be
able to perferm the following tasks:

{(a) wvaccination

(k) application of more than 20 medic¢inal herbs

() application of more than 20 acupuncture points

(d) treatment of mlnmr 1llnesses and injuries by bcth tradltlonal Chinese and
western medlelne n

v . L

(e) normal dellvery (ﬁer female health aides) and .-

T . A

(f) health eﬁucatlon 'and mass moblllratlen

Thoy are t:a;ned fez a period ef two weeks by barefoot doctors and are supervised
by them, ‘ e ‘ . S

In the Hua Shah comming near Kuangchow city'heaitﬁleides“havé a basic training of
two weeks from barefoot doctors and spend a further two weeks per year in the health
stations, In Lou Tang commune in Shanghai, health aides are not given any formel
training but gather together for some lectures during agricultural stack” time,

"Birth attendants"yhsuelly work in' the hrigade’ health" stattons. " ThHEy receive
training for six weeks in’the Health centre and them onl day per month’ and two weeks per

year further training é&.g. ia Hein Tang production brlgade iThe $tudy Tour also met
with Birth attendants whe were originally female barefoot doctors but were then further
trained or simply given a more MCH oriented basic training. One tradltnonal birth

attendant was 1nterv1éwEd ‘who had rec31Ved 2-we2ks tralﬂlng e

EE LT S . R TA T O IE R

Tt o, v . . : . f N S S I + -
One of the perplexing features of the visit was the detection of some inadequacy in

s lraining of cemmunxty health workers in preventive actlvrtles and also Qf some apparent

1nadequamy of preventlve werk However, the fantastlc resﬁlts of preventlve work were
again for all to' see It emerged later that at least 1n Kwangtung prov1nee, there was
4 special group on preventlve and hyglene work in each commune health centre accounting
for 15% of the total health centre staff, There aleo seemed te be a speclal

group of workers ﬂalleé sanltatlon workers in the Foshan clty.,' It 15 ‘still neot elear
whether these 5pec1ai personnel do the bulk &f the' actual prevent1ve wotk.,

In the Hua Shan commune, general sanitary workersy who work in- production teams,
are trained for 10 days in the health statlons,for env1ronmental}sanltatlon,
supervision ot water quallty “and latrines,‘and‘spraying.. In t‘e T&Eng Chen county
near huangchow there are one or 'two sanitatien'workers in'each PFOdUthDn team. In the
Chao Yang nelghbourhood in éhanghai retlred peoplé are reeru1ted to be Tactivists" in
sanitation and environmental health work, For every nine or ten households, there is
one activisc who rece1ve5 tralntng cne afternoon a week. They partlctpate in the
eradication of feur pests, general cleanlng, and health education tncludlng foed

habits.
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v, ASSESSMENT

1. Darefoot doctors

1.1 Achievementg

The hisgtorie¢ results of less than three decades of work sinae the liberation to
improve tha health status of more than 800 million people arc iruly a#tounding. Tho
People's Republic of China started with one of the most appalling levels of hoalth of
the people among all of the developing countries, Sincethe sixtiés, it has developed
a npattern of health services adapted to its own oand1t1onb and a truly unique system of
health services has emerged in the last two decadas.

The &tudy Teur could sonly observe a limited range of health services in a fow areas
of the country over a limited period of time, Nevertheless, it considers Lhat Lhe
following highlights of the achievements of the Chinese heazlth system refloct itz

observations: ’ Q
. o )

Politics and health ‘ ""!. o -

(a} The system is totally adapted to the political realities of the Chinese sotiety
which relies on thé mebilization of the people. It is promoted by a strong palitjcal
will and derives full support from the Party and the adminjstrative machinery of tho
country,

(b)Y The enthusiasm of the leaders of the country and the statements hy Chairman
Mao Tse=Tung and Chairmanp Hua Kuo-feng have permeated to all levels of the population
leading to & sense of identification of the pcople with the syﬁtem.

() The four principles enunciated by the First National HLalth Coniﬂrcncc in TU50 and
the directive issued by Chairman Mac Tse- Tung in 1963 have been rnlteratuu and westoxl an,
sufficiently at all leFlﬁ to have become the cornerstone gf the‘hﬁalth sSystom.

{d) The administration of health services has been decantrallfed Gu that thars is
sufficient flexibility, innovation and adaptation to meat lagal nveda,

Secjo-economic development and heslth . , .,

'

(2} The health system has heen developed as an integral pﬁrpqu the national and lacal
socio-eoonomic development, and socio-political culture,  The health activitics ave
nlosely coordinated with other national developmont programmes, such s educztion wnd
apglicullure,

(1:) Repeated mention is made of the links petwean health cdare snd inoreased proguctdon
and coonomic development and health activities are planned fo it as oloscly as possiblo
with productive tasks,

() The spectacular improvements of the health status of the population woere obvious o
the Study Tour, When statistics were available, they glearly reflected the tremendous
sirides in the redoction of mortality rates, hirth retes, and eradication or control of
infectious discases rampant before the liberation. The Study Tour could also observe
first hand the nutritional level of the population, the good health of the children,
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the general level of cleanliness and. the control of pests, However, the Study Tour
could net ascribe any part of such improvement only to the health services which
indicates to what extent economic development, education, community participation,
sgricultural production and health services are inextricably interwoven, Thus,

succeases are deeply rooted in a complete change of the politiea)l and socio-ceconomio
situation of the country,

Community participation and self-reliance

{a) The system is rooted in, and inseparable from, the populafion it is meant to serve
and hence is completely understood sand accepted by the population,

{b} One basic pripciple is to de today what can be done today and improve on it in
future, The communities are responsible for, and Support, their cooperative mcdical
system through finaneisl and labour contributions, It is only gt.the secondary and
tertiary care levels that the State provides any material support, However, the

Study Tour also understaod that there may be selective subsidies to communities. by the -
State on & temporal and "as needed” hasis,

{(c) The principle of self-reliance is also exemplified by the invelvement of the
communities in deciding on the type of health care needed, periodic patriotic mass health
campaigns, selection of the community health workers aznd their continued participation

in the productive tasks of the communes.

(d) The self-reliance is further emphasized by the intesrationm of traditional Chinese
wmedicine with western medicine whareby the rich history of traditional medicine has been
utilized fully, The commune members participate in the collection of local medicingl
plants, which, after processing, are often bartered for othar drugs and medicines from
the State,

{e) The pride of the communities in their heszlth workers, and vice versa, was all too
evident everywhere.

Health services

{a) The health services appear to have achieved a totsl coverage of the population with
a level of service within the means and resources of the communities and country,

{b} The preventive services, totally integrated with the curative ones, are provideo at
grass-ront level through patriotic mass health campatygns, eradication of four pests,
health educstion through simple and clear slogans, proper water supply and sanitation,
immunizations, MCH and family planning. The curative services are provided through

the treatment of common diseasses, dental services and simple surgery.

(c) The services are easily accessible to the population - through health aides in the
fields, barefoot doctors in the brigades and home visits, when necessary. The fact
that health aldes, barefoont dOFtOrS, and red medical workers actively partxcxnate in the
produclee tasks of the commune and factnry make th31r services accessible to, and
easily accepted by, the population since there has been a demystification of the role of
health workers By negating any special pay or status of these health workers, the
principle of "serve the people” has been accentuated.

(d) Chipese traditionazl medicine and western medicine have been successfully integrated
to support each ecther and, in many cases, to act in comcert in the care of patients,
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{c) The primary, secondary and tertiary levels of health care are mutually suppertive -
roferrals and reporting form one way of communication, and training and supervision the
other.

Training

(a} The selection of community hoalth workers by the communities maintains a strong
support of thosa workcrs,

{h) The philosopny that initial training should be short and flexible in order to get
services under way znd that it should emphasize prevention and treatment of common local
diseases, have lod to quick results,

(c) There is a supporting system of continuing education to upgrads the Knowledge and
skills of the community health workers in acccrdance with the resources and the zcrvices
available to the community.

(d)Y There are some possibilities of career development since barefoot docteors are given
priority for admission to medical colleges if they qualify in the entrance examinationa,
However, career prospocts consist mainly of upgrading of knowledge rather than material

incentives or promotion, Many barefoot doctors reach the level of intermediate

healih personnel e.g. medical assistants,

(@) The flexible structure of training, €.g. a health centre doctor training barefoot
doctors and a barefoot doctor training health aides, has used local resources fully.,

(LY ‘fhe training usually takes place near the place of work and domicile of the health

WO rkers,

(i) Training emphasires the integraticn of traditional Chinese medicineg and westorn
medicine, and teaches the barcfoot doctors the cultivation, collaation and processing of
modi ginal horbs for maximum self-reliance.

{h) The past history of training and utilization of traditienal birth attendants
indicates the practice of using all available human reseurces for delivery of health

[EXERARYA TSI I

Fupervision, supply and logistios

(0) The political supervision of the functioning of health services tends te keep them
geared to the nesds of the people. The Revolutionary Committes at cach level, where
they exist, monitors the health care system of that level.

(b} There is professional supervision from higher levels of health institutions to
lower levels and this iz closely tied to continuing education of the health workers,

(2) The principle of appropriate technology for health has been assiduously followed so
thet eguipment and facilities available at each level are simple and functional enough
o suit the rcscurces available at that level.

(d) Communications and transportation means hetween brigade health stations, commune
health centres and county hespitals are sdequate though simple.
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{2} The supply of drugs in heslth facilities sSeems adequate and self-reliance is
emphesized in cultivating and progessing medicinal herbs in health statiocns and centres.
Availability of incxpensive drugs was evident.

1.2 Some problems as conceived by the Study Tour

in stating the problems, as observed by the 3tudy Tour, the tremendous schievements
have to he kept in mind. The problems are relatively small and can he zolved easily
provided they are seen as problems by the health and education personnel. It may also
be that these were only products of difficulties of language, interpretation, under-
standing, lack of information or simply superficiality of observation. It may &lse be
that they are only problems of those places visited and not of others in that immense
country which is China,

Training

{a) Training seems to be based on classical patterns = lectures predominate and
theoretical learning 1s stressed. Training appears to be more hospital than community=
based and mainly diseasc-oriented, Performance oriteria and cducational objectives

have not always been adegquately developed, The curriculum is not problem—based and
teaching material seems to consist only of textbooks, Little attention seems to Le paid
to testing terminal competence and rather theoretical knowledpe iz tested. '

{h) Bystematic schemecs of initial and continuing education appear not to have bheen
followed, There are now attempts to systematize training as, for exsmple, in Kuangtung
province, This can be both 2 source of weakness and strength since decentralizaticn of
responsibility also implies the ability to quickly respond to local conditions.

(¢} Therc appears to be no training of teachers and new methods of educational planning
and processcs seem to be unhcard of - even at medical college level.

(d} Although results of preventive work arc all toe obvious, there seems to be
surprisingly little stress on prevention in the curricula of all programmes examined by
the Study Tour {medical college, barefout doctor, etc.).

{2) There scoms already a tendency to develop programmes which would overtrain
barefoot doctors in theory. This trend may prove harmful in the leong run. This may
lead te the creation of a new clite of health worker.

(fY Participants of the Study Tour were ogctainly pleased to =zee the efforts to upgrade
rural and urhban health serviaes, However, it was noted with some anxiety that conven-
tional training practices are being emphasized at the cost of innovative approaches in .
cducation principles and practices. The fear is that unless these innovative methods )
of education are introduced, the training and especially further training of the barefoot
docters may become irrelovant as regards tho tasks they need te perform in the rural
ATeas, Their level of training may becoms so theoretically high that they cannot use

it fully in their practice. They may lose their identification and integration with
the community life and be tempted to migrate to areas of higher medical practices.

It would be most desirable that taskeoriented refresher and advanced training aim i)

at helping barefoot doctors to perform better their daily tasks, 1i) at achieving
predetermined additional skills required by the barefoot doctors for their duties In
meeting the health needs in the rural areas, and iii) at equipping them with an improved
capacity to analyse and solve problems of their practice.
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(a) The Study Tour was informed of the existing methods of supervision and it feels that
supervision could be improved.  Supervision procedures could be systematized and
¢laborated more fully, e.g. by establishing check lists as to what the supervisor should
look for in visits, what equipwent or drugs to check, etc., with & view to effecting
corrections and improving trajning.

(b) Scanty record keeping was observed in majority of the health stations and centres
visited, Since record keeping is necessary for service management and planning, it is
the view of the Study Tour that it should be adequate enough to enable the evaluation of
the achievement of the objectives of the health services through measurement of the
processes, outputs and outcomes. Record keeping should include reports onm morbidity,
mortality and family heslth care.

(e) Although a standard list of drugs used for training exists, at least in one province
(see Annex V), the barefoot doctors do not seem to have copies of it. Owing to the
possible side effects of some drugs e.g. steroids, the barefoot doctors should be avare
of a standard list and the need for referral, if such side effects develop in patients.

(d) The Study Tour is alsoc of the view that barefoot doctors should regularly weilgh
babies and children and facilities should be provided to them for simple labheratory

investigations e.g. blood examination, urine test, etc..

2. Adaptability of the system ro other countries

The golution China has found in solving its health problems cannot be simply
transferved to other develeping ecountries. Chinese experiments and approaches are based
in part on Chinese culture but more heavily on the present political structure of the

People's Republic of Chira. The framework of development in present~day China relies
on mebilization of the masses through a highly organized political structure. Tts
fundamental slogan is "serve the people".

The solutions other countries will have to develop should be based on their culture,
the attitude of their population and their socio-political structure. However, the
Chinese experiment in delivery of health care to all is a successful one and is dirvected
towards the need of the masses, which is declared to be the priority in many other
developing countries.  Thus, much can be learnmed from China, and a significant part of
the Chinese experience can be adapted to the needs of the other developing countries -
the essence of adaptation being to make it suit their own circumstances and environments.

The following are some of the features of the Chinese experience which, in the view
of the Study Tour, and as elicited through the post Study Tour guestionnaire (see
Annex VIII), can be adapted to the realities of other developing countries:

(a) Firm politi¢al will at 2ll levels of the administrative machinery must be
directed towards the achievement of health care for all. If it needs structural
changes in the socio=political system, they must be attempred within the existing
practical realities.

(b} Health care must be seen as an inregral part of socic-economic development,
and the links between health and development should be seen as a process.
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(c) A progressive decentralization of the administration of health services is
possible and feasible.

{d) Community participation and inveolvement in decisions regarding heslth care,
and theilr implementation, can be achieved,

(&) B8elf-reliance of communities in organizing and financing of health care should
e the hallmark of primary health care,

(f) Communities must be mobilized to undertake and pursue preventive and environ-
mentzgl health tasks and necessary simple slogans can be developed,

{g) The health services must be geared to what can he done now with integrated
preventive and curative services rather than pursue & mirage of perfection, This
may involve the gradual break-up of the monopoly of the medical profession in
dictating whe gets what care - this may indeed be the most difficult obstacgle,

The services should have different levels of care for referral and supervision
PUIrpOSes,

(1) The frontline health workKers should be recruited from the gommunitiss thcoy will
sorve, and be acceptable by, and accessible to, them, Training should be geared to
the local needs and disease conditions. Initial training should e short and
simple - to be supplemented by continuing education tce malntain gnd improve
competence as experiences accumulate, Training should be cenducted in the peri-
phery, be problem-oriented and community-based as far as possible,

(i} In countries where established traditional medicine practices exist, all
attempts should be made toc integrate them into the health services, not only so as
to be able to use all available human resources, but also to utilize fully what is
beneficial in the system and a&ll sources of herbal medicines,

(i 1f possible, part—time health workers should ke recruited, In any case,
adequate attentien should be paid to their motivation, morale, continuing education,
professional support, supervision and career structure,

{k) Working manuals, lists of drugs, supervision manuals, etc, should he developed
to help the frontline health workers and their supervisors and trainers = whether
they are attached to secondary care facilities or mobile health teams.

{1} Appropriate technology for health should be developed so that equipment, faci-
lities, transportaticn apd supplies are simple, geared to the immediate nesds of the
populations and within the means the communities can afford now,

{m) The development of health services and manpower should be coordinated so that
trainers provide health services and those who plan, manage and provide services
also train and have a decisive say in planning training programmes, Otherwise
training will ramain irrelevant to the Serviee needs,

Recommendations

The participants in the Study Tour felt that the tour was very suceesstul in

achisving its ebjectives, and they left with many ideas about community health services
which could be applied to their own countries. The participants expressed their
gratitude to the Chinese authorities for the excellent arrangements made for the

i = 12 ittt e TR 10 BT
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programme, to UNDP for financing the tour and to WHO for acting as its Executive Agency
along with the Chinese authorities. The Study Tour strongly recommended that similar
tours should be repeated for others to gain from the valuable experience.

The following are some of the recommendations of the Study Tour:

{a) Similar tours should be repeated so that other participants can profit from
the experienge. These tours may be organized in languages other than English.

{b) Such tours to study primary health care in other countries should also be
organized. In addition, study tours should be undertaken to examine the planaing
and management of health gservices in China at all levels.

{c} In any future tour, policy and decision—makers, as well as those engaged in
planning and implementation of health services and health manpower development -
beth men and women - sheould be included. Criteria for selecting participants
should he established in advance and adhered to as far as possible.

{d) The size of the group {21 members) was sometimes felt to be too large.
Posaibilities should be investigared for smaller gize in future, e.g. fifteen in
Lotal.

(e) Such tours might be organized in spring or autumn in preference to summer, when
educational institutiona are gometimes cloged and also temperatures are high.

(£) It would be helpful if the Ministry of Public Hedlth, China, submit a detailed
programme {including orientation and outline) im advance so that it could be
discussed with the Executing Agency.

(g) The final pregramme of the tour, backztound papers and references to reading
material should, if possible, be sent to the participants at least twe weeks before
the commencement of the tour.

(h) Any such tour should commence with a briefing om the political and socie-
ceonomic situation of the host country, the organization of the Government and
highlights of any five-year or other plans for development.

(i) Sufficient time should be planned for group discusszions and consolidation of
impressions gained. More activities should be planned to enable the observation
of health personnel at work in the periphery.

(i) A secretary might a2ccompany the tour and proper equipment for typing and
duplicating reperts could be made available.

{k) Some translation (and not only interpretation) services should be provided so
that sclected material cap be translated from Chinese to English, e.g. content
pages of a text book, duties of a barefoot doctor, etc..
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v. CONCLUSTON

It has been relterated in the report how the members of the Study Tour were
impressed by the outstanding achievements of the Chimese health services in extending
coverage to, and dramatically improving the health status of, all its people. This
objective has been attained in a surprisingly short period of time, and the
achievements are all the more gspectacular considering the unacceptable hezlth conditions
prevailing before Liberation. The Study Tour also comsiders that the country has
developed unique solutions to solve its health problems and which are completely suited
teo its conditions and environment. It is wirh great admiration and with firm resolve
to try to adapt the Chinese model that the participants acknowledge the usefulness of
this unique experience of having participated in the UNDP/WHO Study Tour on the Training
and Utilization of Barefoot Doctors in Community Health Services in China.
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ANNEX 1

LIST OF PARTICIPANTS AND ACCOMPANYING OFFICIALS

r Mobhiammed Kareem AL=THOR
Technical Dircctor

Health Manpower Institute
Sana'a

Yemen

Dr Freydoun AMINI
Vice=Chaneollor

[ Ali Bina University
Tran

Dr Oscar ECHEVERRI

Nirector

Centro de Investigaciones
Multidisciplinarias de Desarrollo
Rural -~ CIMDER

Ap. Aereo 3708

Cali

Colombia

Dr Veler FIGUERDA

Medical Officer (Hezslth)

Ministry of Health and Environmental
Control

10 Caledonia Avenue

Kingston 3

Jamaica

Dr Mehar Singh GILL

Deputy Director of Health Services

Ministry of Tealth

Jalan Young

Kuala Lumpur

Malaysia

Nr Abdel Rahman KABBASHI

Director-General for Rural Hezalth
and Provincial Affairs

Ministry of Health

Khartoum

Sudan

Dr Urestis KAZANDZOGLOU

Begional Medical Officer

Deprrtment of Hygiens in the
Prefecture of Pellis

A Evripidou Strect

bdessa

Groceoca

Unable to attend.

Dr Gerard LEYMANG
Min{ster‘of Spcial Services
Minisiry of Social Bervioes
Port Vila

New Hebrides

Dr Ney Arias LORA™

Secretary of State for Health
Santo Domingo

Dominican Republic

Mrz Aminath MANIKU®
Director Q
Allied Health Services Training
Centre
Maldives

Mr Xoou John MOHE
Principal

Wewak Schogl of Mursing
Boram General Hospital
P.0O. Box 385

Wewsk E.5.P.

FPapua New Guinea

Miss Phodiso Glorius MOTLHASEDIT

Clinical Instructor

Community Health Nursing

Scottish Livingstone Hospital

Private Bag Q01

Molepolole ‘

Botswana

Professor Stofancs PANTELAKTS
Director

Institute of Child Healtih
Athens 617

Greece

Dr R.M, HAFIQ MIAZAD

RDirector

Department of Primary Health Care
Developmenl

Ministry of Public Health

P.C. Box N° 33

Kabul

Afghanistan
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Dr P.L, RAJBHANDARI
Chief, Planning Unit
Ministry of liealth
Kathmancdu

Nepal

Professzsor Olikove RANSOME=-KUTI

Mirecior

Basic Health Services Scheme
Implementation Agancy

P.M.B. 1009

Yaha

Lagas

Nigerta

Dr Hamid RASBHEED
Medical Officer
Government Hospital
Ministry of Health
Mzldives

Mr Veer Indra SINGH
Lecturer/Tutor

Fiji School of Mediecine
Suva

Fiji

Dr Frank Bakeo SPOONER
Vila Base Hospital
F.G, Tox 33

Port Vila

New Hebrides

Dr Abaulkadir Babatunde SULAIMAN
Birsctor of National Health Planning
Federal Ministry of Health

Broad Strezet

Lagos

Nigerta

UNDP Consultant

Dr Maria C., BORIA
Director, Family Life Division

and International Training
Institute for MCH and Family Planning
Dept. of Obstetrics and Gynaecology
New York Medical College
New York, N.Y. 10983
USA

WHO stafyf
Dr T. Fuldp

(Director of the Study Tour)
Director

Division of Health Manpower Development

World Health Organiwmation
Geneva
Switzerland

Dr D. Ray
(Rapporteur of the Study Tour)

Division of Health Manpower Development

World Health Organization
Geneva
Switzerland.

Chinese Officials accompanying the Study Tour

Lo Yi-Chin

Deputy Chief, Division of Rural Health
Bureau of Medical Administration
Ministry of Public Health

Ho Su=Ching

Official

Foreign Affairs Bureau
Ministry of Public Health

Tsap Yung-Lin

Official

Foreign Affairs Bureau
Ministry of Public Health

Chou Min

Official

Foreign Affairs Bureau
Ministry of Public Health

Yu Pae-Li

Official

Foreign Affairs Bureau
Ministry of Public Health
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ANNEX TT

PROCRAMME

Thursday, 10 August

Friday, 11 August

Saturday, 12 August

Sunday, 13 August

Monday, 14 August

Tuesday, 15 August

Wednegday, 16 August

Thursday, 17 August

Friday, 18 Aupust

Saturday, 19 August

Sunday, 20 Aupust

Monday, 21 August

Tuasday, 22 Aupust

Wednesday, 23 August

Thursday, 24 August

PROGRAMME AND OFFICIALS VISITED

Arrival in Peking
Group meecting to discuss programme

Introduction to China's health work
Visit to the Palace Museum
Banquet

Vigit to Miyun county
1y Ho Nap Chai commune and Chen Kechuang brigade
2) Tang Tzu commume and Tsien Chiao Chia Wu bripade

Visit to the Great Wall and Ming Tombs
Presentation of county reports

Arrival inm Kueilin
Banquet

Beat ride

Visit to Shou Cheng comnuneé, Yung Fu county
1) Hsing Lung brigade, Lung Chiang commune
2) Tung An brigade, Shou Cheng commune

Group discussion and presentation of county reports

Arrival in Kuangchow (Canton)
Croup discussieon

Vigit to Chung Shan Medical College

Visit to Pin Chiang street neighbourhood
Visit to Hua Shan commune, Hua Hsien county
Wu Sinpg and Hung Chun production hbrigades
Group discussion

Visit to Foshan clity
1) Yung Tun district, Yung Chin street neighbeourhood
2} Hung Moan 511k Factory

Visit to Hsin Tang commune, Tseng Chen county
Visit to Pai Ching brirade

Visit to Kuangtung province People's General Hospital
Group discussion with Chinese officials
Banquet

Presentation of county reports
Arrival in Shanghail
Group discusaions




Friday, 25 Aupust

Saturday, 26 August

Sunday, 27 August

Monday, 28 August

Tuesday, 29 August

Wednesday, 30 August
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Vigit to Institure of Parasitic Diseases
Group work
Vigit to Chao Yang Worker's New Residential Areas

Visit to Shanghai Municipal Epidemic Prevention and
Health Station

Group work

Visit to Shanghai Industrial Exhibition

Visit to Chiang Chen commune, Chuan Sha county

Group digscussions
Preparation of report

Visit to No. 12 Cotton Textile Mill
Shanghal College of Traditional Chinese Madicine

Banquet

Departure for Peking and Kuangchow.
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OFFICTALS VISITED

Yang Chun
Heueh Kung-Cho

Yah Cheng-Pa

Sun Hui-Yuan

Wang Lien=~Sheng

Le Yi-Chin

Liu Ping-Hsun

Lo Fan

Tar Chun-Ming

Lo Chen-lao

Chung Chia-tu

e Su~Ching
Tsan Yung-Lin
Chou Min

Yu Pao-l.1

Lu Chi-ling )

Lo Wen—lang )
Hsing Hsiu-Ying)
Wu Kuo-Kao )

Cheng Ya—-Chuan
Cheng Chen-Lan
Yu Yung-Hai
Chao Shan-Cheng

Chen Shu=-Ying

PERING
Leading member, Ministry of Public Health
Dircctor, Foreign Affatrs Bureau, Ministry of Public Health

Deputy Chief, Third Division, Department of International
Organizations, Treaties & Law, Ministry of Foreign Affairs

Deputy Divisional Chief, Sixth Department, Ministry of
Economic Relations with FPeoreign Countries

Deputy Chief, International Organizatiens Divistion, Foreign
Affairs Bureau, Ministry of Public Healtlh

Deputy Chief, Division of Rural Health, Bureau of Modicual
Administration, Ministry of Public Healith

Deputy Chief, Division of Higher Education, Bureau of
Medical Education, Ministry of Public Health

In charge of Foreign Affairs Section, Peking Municipal
Health Bureau

Official, Department of International Organizations,
Treatics & Law, Ministry of Foreign Affairs

Official, Sixth Department, Ministry of Economic Relations
with Foreign Countries

Official, Department of Physical Culture and Health, Poking
Muntcipality

Official, Foreign Affairs Buresu, Minisiry of Public Health
Official, Foreign Affairs Bureau, Ministry of Public Health
Official, Foreign Affairs Burcau, Ministry of Public Health
Official, Foreign Affairs Bureau, Ministry of Public Tealth
Staff Members, Foreigh Affairs Bureauo,

Ministry of Public Health

Vigoe=Chairman, Miyun County Revoluticonary Commitica, Poking
Deputy Director, Miyun County lealth Bureau

Unit Chiel, Miyun County Hsalth Burecau

Deputy Director, Miyun County Hospital

Deputy DHrector, Miyun County Epidemic Prevention Station




Kuo Fu-Chin
Wang Li=Cheng
Chang Chin-Lin
Mu Jui-Tu

Hsin Shou-Chen
Liu Tung

Liu Hsiang

Chang Ju=5Sung
Huo Yun-Wang
Yu Chih-Fang
Bsieh Kung

Wel Te-Tsien

Meng Kuan-Ying
Huang Mao=-Jung

Tsul Fu=Lin

Hsize En-Chin
Tao Tai-Chi

Chen Li=Ching
Huang Hsiung-Hul
Teh Yu-Chung

Liuv Hgiu=Chiung)
Chang Fei )]
Lu Yi

Huang Kuel=Chiac
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Barefoot Doctor, Tang Teu Commune, Miyun County
Barefoot Doctor, He Nan Chal Commune, Kiyun County
Vice~Chairman, Tang Tzu Commune Revolutionary Committee
Director, Tang Tzu Communs Health Centre

Leader, Tsien Chiao Chis Wu Brigade

Deputy Leader, Tsien Chiao Chia Wu Brigade

Barefoot Doctor, Tsieh Chiao Chia Wu Brigade

KUANG HSI CHUANG AUTONOMOUS REGION

Deputy Director, Health Buresu of the Autonomous Region
Revolutionary Committee

Deputy Divisional Chief, Health Bureau of Autonomous Region
Revelutionary Committee

Deputy Chief of Unit, Health Burcasu of Autonomous Region
Revelutionary Committee

Chief of Unit, Foreign Affairs Office, Kueilin Municipal
Revoluticonary Committes

Deputy Chief of Unit, Foreign Affairs Section, Kueilin
Prefecture

Deputy Director, Kucilin Prefectural Health Hureau
Vice-Chairman, Yung Fu County Revolutionary Committes

Deputy Director, Yung Fu County Health Bureau & Principal,
Barefoot Doctor Training School

Viee- Chairman, Shou Cheng Commune Revolutiangry Committee
Director, Shou Cheng Commune Health Centre

Deputy Director, Shou Cheng Commune Health Centre

Leader, Tung An Brigade, Shou Cheng Commune

Barefoot Doctor in charge of Cooperative Medical Station,
Tung An Brigade, Shou Cheng Commune

Barefoot Doctors, Tung An Brigade

Leader, lsing Lung Brigade, Lung Chiang Communo

Barefoot Doctor, Hsing Lung Brigade, Lung Chiang Commune
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Huang T.i-Chun
Huang Ying=Tien

Lo Yueh-Ching

Lu Hsiao=Kang

Huang Chi-Ling

Chang Wen-Pin
Hsu {hae=Yuan

Tu Shi=-Wen

Tsai Soonz-Ying

Li Jui-Fan

Shea Li-Kuang

.1 Kuo—Yuan
Chow Ching-Kwen
Che Tien—-Chun
Huang Huan-Hsin
Chao Chuang-Kun
Cha Shu-Lan
Chen Weli

Li Kuang—Jung
Yang Sung-Fo
Chiang

Yuan

Lo

Wit

Barefoot Doctor, Hsing Lung Bripgade, Lung Chiang Commune
Barefoot Doctor, Hsing Lung Brigade, Lung Chiang Commune

Interpreter, Forelgn Affairs Office, Kueilin Mupicipal
Reveplutiongry Committes

Staff member, Forcign Affairs Office, Kueilin Municipal
Revolutionary Committee

Staff member, Kueilin Prefectural Administration

KUANGTUNG FPROVINCE
Deputy Director, Xuangtung Provincial Health Bureau
Deputy Director, Kuangchow Municipal Health Bureau

Deputy Chief, ivisicon of Medical Administration, Kuangtung
Provincial Health Bureau

Chief, Foreign Affairs Office, Kuangchow Municipal
Revelutionary Committee

Leading member, Foreign Affairs Cffice, Provineial Health
Burcau

Chief, Unit of Community Health Service, Municipal Hezlth
Burcau

QOfficizl, Provinciasl Health Bureau

Interpreter

Responsible member, Chung Shan Medicsl College

Deputy Head, Receplionh section, Chung Shan Medical College
Dircctor, Poople's Hospital of Kuangtung Province

Deputy Direcior, People's Hospilal of Kuangtung Province
Deputy Director, Poshan Municipal Health DBureau
Official, Foreipgn Affairs Office, Foshan Municipality
Vice~Chairmanr, Hua Shan Commune, Hua Hsien County
nDircctor, Hus Shan Commune Heglth Centre

Vice=-Chairman, ﬁﬁin Tang Commune, Tseng Chen County
Director, Hsin Tang Commune Heglth Cenfre

Deputy DRirector, Hsin Tang Commune Health Centre




Huang Shao-—Na
Kuan Huan—Chuang

Lin Pin-Ying

Tu Hsueh-Yun

Chiang Hsing-Chuan

Liy Chih-Yun

Wang Chi-Tung

Huang Yu-Hsiang

e

Chang Chih-Liang

Chi Pao-Hung

Kan Hsing-Fa )
Meng Ying-Ying)

Mao Shon-Pai

Shih Chi-Te
Chang Yu-Nan

Hai Te-Chi.. .
Chiang Chun-Hsia
Ma Mei-Ying

Hac Chin=Ching

Huang Chung-Ao
Chang Po-Na

Cheng Liang-Yen
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Vice-Chairman, Ping Chiang Street WNeighbourhood Revolutionary
Committee

Responsible Member, Ping Chiang Street Neighbourhood Health
Clinic

Doctor of Western Medicine

Doctor of Traditional Chinese Medicine

SHANGHAT
Deputy Director, Shanghai Municipal Heslth Bureay

Deputy Chief, Foreign Affairs Office, Shanghai Municipal
Health Bureau

Responsible member, Department of Epidemic Prevention,
Shanghai Epidemic Prevention snd Health Station

Responsible member, Chiang Chen Commune Health Centre,

Chuan Sha County

Barefoot Doctor, Lou Tang Cemmune, Chia Ting County

Staff member, Shanghai Municipal Health Bureau

.8taff member, Foreign Affairs Office, Shanghai

Municipal Health Buresu

lDireator. Institute of Parazitic Disesses, Shanghai

Responsible member, Shanghai Municipal Epidemic Prevention
and Health Station

Responsible member, General Office, Municipal Epidemic
Prevention and Health Station

In charge of Pisinfection Department, Municipal Epidemic
Prevention and Health Station

Medical Doctor, Epidemic Prevention Department, Municipal
Epidemic Praventicn and Health Station

In charge of Laboratery Service Municipsl Epidemic Prevention
and Health Station

Vice-Dean, Shanghai College of Traditional Chinese Medicine

Section Chief, Dean's Office, Shanghai College of Traditional
Chinese Medicine

Associate Professor, Chief of Teaching Group for Elementary
Traditional Chinese Medicine

Deputy Director, Shanghai N° 12 Cotton Textile Mill
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Ting Feng-Tao
Tsang Hao

Li Tien=Sheng
Wang Jui-Mei)
Ku Heing=Hua)
Chiu Chen-Fa)
Ku Chin-Lin }

Wang Hsiac—Chieh

Lo Fu~Chang
Chen Lung
Shen Kuo—-Chin
Fu Chi-Hsliang
Kung Fao=Cheng

Chin Chuan=Wen

Shae Yu-Lin

Shae Lien-Fen
Shen Lan-Ying
Chen Kuo=Chin

Shen Tsien-Kang

Depuly Dirgctor, Shanghai N° 12 Cotton Textile Mill
In charge of Health Clinie, Shanghai N°® 12 Cotton Textile Mill

Chief, General Office, Shanghai N'12 Cotton Textile Mill

Medical Doctors, Mill's Health Clinic

Worker Doctor, Shanghai N° 12 Cotton Textile Mill

CHIA TING COUNTY, SHANGHAI

Deputy Director, County Health Bureau

Director, County People's Hospital

Deputy Director, County Epidemic Prevention and Health Station
Vice«Chairman, Lou Tang Commune Revolutionary‘bommittee

Deputy Diregtor, Lou Tang Commune Health Centre

Responsible member, Technical Department, Lou Tang Communc
Health Centre

Leader, Bhan Chai Production Brigade, Lou Tang Communc
Bargefoot Doctor, Shao Chai Production Brigade

Barefoeot Doctor, Chan Tou Brigade

Women's Leader, llth Team, Chan Tou Bripgade

Former Barefoot Doctor, Lou Tang Brigade, Lou Tang Commune.,




STAFFING OF SAMPLE HEALTH CENTRES

Pin Chiang Street Neighbourhood Health Centre, Kuangchow.

Doctors of western medicine 9
Doctors of traditional Chinese medicine 4
Nursaes 7
Assistant pharmscists (traditional} 7
Assistant pharmacists (western) 8
Gynaecologists 2
Laboratory technicians 2
X=ray technician 1
Physictherapists 2
Health educators _18
587
Other staff, e.g. administrators,
general staff, ete. 25
Total B2

Population served: 40,000

Opening heours:; 7,30 zm. to 8,30 pm.

Depariments; Traditional mediciné, western medicine, surgery, orthopaedics,
prevention of tuberculosis, obstetrics, BENT, mental health,

]
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2, Shou Cheng Commune Health Centre, near Koeilineity.

Doctors of western medicine B
Noctors of traditional Chinese medicine 1
Herbaljst 1
Madical assistant 4
Assistant pharmacist {western} 1
Assistant pharmacist (traditional) 5]
Laboratory techniclian 1
Midwife 1
Nurses 7
Dental technjiacian ‘ 1
X-ray technician 1
Apprentice docters of traditional medicine 3

Health staff 32

B

General staff

Tatal 34
L

Numbher of heds: 36

Population served: 25,000

Scrvices provided in 1977
OQutpatient consultations 38,400
Hoapital admissions 1,080
Surgical operations 872

Cases referred to higher levels 23




®
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A CURRICULUM FOR TRAINING OF BAREFQQOT DOCTORS, KUANGTUNG PROVINCE

The following provincewide edusational plans were developed in 1976.
They will be implemented and used at least until 1980.

I. Initial Training: duration 6 months,

Educational objectives

The trazinees, on completion of training, should be able to;

i) propagate patriotic mass health campaigns and mobilise people especizlly
with a view to 2 "contrels”, 5 "improvements' and vaccipation;

ii) perform general physical check—up and perform family planning work;

iii) treat 60 common and recorring diseases
= by acupuncture and moxibustion
- by 30 to 50 Chinese medicinal herbs
- by 70 to 80 western drugs;

iv) perform both farm work and health work in order to serve the peoplo,

Entrance gualifications

The trainees should be healthy, unmarried, below the age of 25 years and
should have attained at least junior middle school (9 years) level. On
recommendation of & commune, the age limit may be relaxed but not above 35 years.

Curriculum (1030 hours)
Teaching

Subjects Hours %
1. Poclitics 133 12,7
2. Manual labour 11¢ 10,5
3, Military &nd physical labour 48 4,6
4, Professional subjects 739 T2

1050 100.0

Professional subjects Total Theory Practice
1. Rural hygiene - 20 14 &
2. Traditional Chinese medicing & drugs B6G 76 10
3. Pharmacology 80 58 12
4, Basic knowledge of diagnosis & treatment 46 24 22
5. Frevention & treatment of common diseases 527 104 423

Total 759 285 473
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Refresher Training: duration 1 vear.

Educational ghjectives

In additioen te the objectives for initial training the successful trajinee
should be able to treat 130 common diseases (instead of 60), know the causes,
patheleogy and clinical manifestations of the diseases and be able to perform
minor surgical operations, i

Entrance qualifications

- Barefeot doctors with 6 months training and 1 year experience in rural
ATEAS;

- Parefoot doctors with 3 to 4 months training or those who have learnt

from family members, but with extensive health experience,

Curriculum (2058 hours in 49 weeks 1 42 hours/week)

‘ - Tezching
suhlents Hours

1. Politics 229
2, Manual labour
3. Military and physical training

4, Professional subjects

To he

Professional subjects Practice
arranged

1, Anatomy and physiology ! 3 10
2, Pathology
3. Pharmacology

. Chinese medicine & drugs

4
3 Rural hygiene

6. Diagnosis and treatment

7. Internal medicine, paediatrics
& infectious diseases

8. Surgery 54
9. Maternal health & family planning 46

10, Nifferential diagnosis a0 30

Total 672 287 50O

Remalning 848 hours are for practice including 4 weeks for rural hygiene,
4 wewks for family planning and 12 weeks for clinical medicine.

Terminal competence is measured by 2 week (84 hours) examinations - onc week
for written and one waek for practicals. Tn the examination, & hours are devoted
Lo politics, & to manual labour, 4 to military and physical training and 66 to
professional subjocls,
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ANNEX V

A LIST OF WESTERN DRUGS FOR TRAINEES TO MASTER IN A 6-MONTH
INITTIAL TRAINING COURSE, KUANGTUNG PROVINCE

1. Drugs used in emergency cases 8.
coramine
lobeline
caffeine sodium benzoate
camphor 9

adrenaline

2, Sedatives and hypnotires

luminal 10.

chlordiazepoxide
tri-bromide tab,

La

. Local anesthetics

11.

procaine

Antipyretic anagesics

aspirin

phenacetin

amidopyrin

butazoelidin

antiflamison

amidopyrin co, tah. 12.
APC

antipyretic tab. for infants

3. Digestants 13

yeast
ticfermin

6. Antacids

aluminium hydroxide 14
magnesium bicarhonate
Eastropine tat.

7. laxatives and cathartics

magnesiom sulfate
castor oil
isaphenine

15.

Anti-diarrheals

bismuth subcarbonate
carbo medicinalis
tannalbin

Drugs used in liver diseases’

glucurolactone
diisopropylamine dichlorocacetate

Spasmolytic antacids

atropine
belladonna tincture
Probanthiue

Expectorants, cough suppressants and
bronchial spasm relaxants

ammonium chloride
brovm mixture
carbetapentana
aminophylline
ephedrine
isoprenaline

Antianemic agents

ferrous sulfate

B
v 12

Hemostatics

VK

agrimonine

adrencbazone salicyclate
é-amino=caproic acid

Sulfenamides and furane derivatives

SD

5G

SMP

T™ME
furazolidone
furadentin

Antibiotics

penicillin
streptomycin
tetracveline
chloromycetin
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16. Tuberculostatic agents
rimifon
paraaminosalicylic acid
17, Disinfectants
alaohol
marcurochrome
gantian violet
ly=ol

hydrogen peroxide
potassium permanganate
bleaching powder

13, Anthelmintics and amebicides

plperazine citrate
tetramisol

bepheming hydroxynaphthoate
chinioform

14, VYitamins

VD 3., Vg, VA, VD
VBl , g VBG ’

20, Antiallergic preparations

chlorpheniramine
henadryl
caleium gluconate

21, Diuretics

mydrochlorothiazide
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ANNEX VIT

STRUCTURE OF INTERVIEWS DESIGNED AND ADMINISTERED
BY STUDY TOUR PARTICIPANTS

lTraining and Utilization of Barefoot Dectors
L. hasic data

(1) name of place
(i) population
(iii) surface area
(iv) administrative structure
(v) number of reporting units - samples of forms used for reporting

(vi) vital statistics - details as to how they are collected ingeluding
forme used - data previocusly and now ‘

(vii) digease pattern — previously and now
{viii) how are the health activities financed - from what sources and

through what channel.

2. Health services

(1) Administration: structure and personnel
(a) at provincial level (b) at county level (c) at commune level
(d) at brigade level (&) at production team level.
Connections and reporting procedures to the next higher level.

(i1) Health persounel
Number of health persomnel with breakdown by categories
i.e, fully trained western MP, fully trained traditional ™D,
trained nurses, trained technicians, barefoot doctors, health
aides, birth attendants, others (specify).

{111) llealth institutions
Number of hospitals, health centres, health posts, etc.

3. Barefoot doctors

(1) number
{1i1) method of zelection

(iii)  tasks carried out (list im detail) including what they are actually
doing, preferably the details of one day's or several days' work
from dusk to dawn, the steps they take to carry out each task,
how emergency calls are received and how they are attended to.

(iv) any standard list of drugs and equipment

{v) any records kept and who they report to with samples of their
records or forms uged in recording

(vi) Training of barefoot doctors
(a) atudy qualification (how many years of schooling hefore admigsion
for training, age of entry, any other requirements for admission)
(b) the duratien of the initial tralning.




(vii)

(viii}

{ix)

{x}
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{c) where trained.

(d) how trained.

{e) who trains them.

{f) details of curriculum.

{2) whether tasks to be performed are determined before the
beginning of training.’

(h) how is his/her competence measured at the end of the
training pericd.

(1) what training materjals are uged e.g. books, visual or
audin—visual aides; the content of a page of book used.

Continuing education of barefoot doctors
{a) how frequent.

(h) the content.

{c) methods used.

(d) the dutation.

(e) methods used for measuring competence.

Speelalized training

(a) when and how they underpo specialized training.

(h) who trains them.

(c) the duration of the training.

{d) whether there is any fixed objectives for this training.

Supervision of barefoot doctors

(a) how regular is the supervision.

(b} who supervises.

(¢} how 1ls the supervision dene i.e. what is done during the
period of ‘supervision, .

(d) what is supervised (with details).

(e) how are findings recorded.

(£) what use is made of the findings, e.g. are they uszed for
continuing education,

(g) how is the performance of the barefoot doctor assessed
and does it influence his/her prospects.

Referrals by barefoot doctors

(&) how the decision is made that & case is beyond the skill of

a barefoot doctor,

(b) where these cases are referrved,

(¢} bow often in a given peried (maybe a mouth or a year) a bare-
foot dector refers casges,

(d) examples of the types of cases referred.

(e) how a barefoot doctor communicates with the referral peint.
(f) how these cases are trapsported.

(g) how these cases are followed up.

(h) in what case and how a barefoot doctor asks for assistance in
his/her preventive work.
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ANNEX VIIL

EVALUATION QUESTIONNAIRES AND RESULTS

A questicnmaire was administered at the beginning of the Study Tour and another one
at the end of the Tour. Only the latter is reproduced in this annex. The pre-Study
Tour quastionnaire contains two questions im addition to items in Section B of the post-
Study Tour questionmaire and they are as follows.

1. What do you cxpect to gain from this Study Tour?

2, Have vou read any technical articles on the training anmd utilization of barefoot
doctors in China

- if yes, please list them with indication of their authors.

In answering guestion 1, some of the participants added to the objectives of the Study
Tour {(see page 3 of the Report).

EVALUATION QUESTIONNAIRE AT THE END OF STUDY TOUR

This questionnaire is designed to assess the results and conduct of the Study Tour
5o as to help in the planning of future similar activities.

We would e grateful if you could complete it and return it to Dr Fulop by 12 neon
on Tuesday, 29 August 1978.

A. Objectives of the Study Tour

The chjectives of the Study Tour have been indicated to you in the circular letter
which was sent te you on 11 July 1278, They stated that at the end of the Study Tour
participants will ke able to:

- objective (i): deseribe how community health services are planned, orpganived
and implemented in China

- question 1: to what extent do you consider you are now able to meet this
objective?
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- objective (ii): evaluate the role played by the barefoot doctors in rursl and
other areas
- question 2: what is your opinion on the role playved by barefoot doctors?
- objective (iii): describe the training thev receive
- question 3: do vou now feel vou have enough information to describe in an

article, or during an interview in your own country, or in a
group discussion, the training/learning process experienced by
barefoot doctors in China?

(a) ves

(b) not gquite enough

{c) not enough

=~ objective (iv): assess to what extent the Chinese experience could be applied
cr adapted to the needs of your own country and resulting benefirs
to the populaticn of your own country

- question 4: pleasc indicate to what extent you consider the Chinese experience
could be applied or adapted in your own country. Please be
specific.

. Roview of the pre~Study Tour guestiomnaire

We would like to ask you to answer again — but now in the light of vour recent
experiance - the questions you kindly answered at the keginning of the Study Tour under
items 3, 4, 5 and 6 of the questionnaire, namely:

, A .
Ves little No

3. Can yeou describe how barefoot doctors
are selected?

- the selection procedure used

|
- by whom the selection it done . ] I T

I—-.-l_n | S
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4. Can you describe how harefoot doctors
are trained?

- the content of their training

- the relevance of the currienlom tp
the pepulation needs

- the teaching/learniug process

- the length of the training

- the evaluation of the training
pregramne and process

~ the frequency of retraining sessions

- the methods of continuing education

Can you describe how barefoot doctors
are utilized?

[y}

- in rural, urban, suburban areas

the frequency and types of their
supervision

- the peossibilities of referral

- the relative importance given Lo
curative, preventive and preomotive
sarvices

- what records are kept

- what reports the barefoot doctor
makes

Yes

L

i

]

little

i.

No

L]

—




continued.

their career opportunities

their salaries and other benefits

their means of transportation

their working equipment

their drug supply

Car you list the major functions/
responsibilities of the barefoot
doctora?

= in their community

- within the health services system
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The sunmary of responses to the first four questions of the post=Study Tour
questionnaire 1s as follows:

1. Although the participants agreed that objective (i) had been met, some of the
participants cxpressed the opinion that the actual process of planning and organizing
community health services in China was not clear to them.

2. The role of harefoot doctors was described in detail by almest all the participants.
However, one participant expressed some doubt about the preventive role of barefoot
doctors and postulated that the major improvement of the health status of the people was
due to other causes and personnel.

3.  All participants agreed that they could describe the training barefoot doctors
received.

4, The adaptable features of the Chinese experience are outlined in Section IV.2 of the
heport.  The participants stressed that the following adaptable features were relatively
more important:

{i) selection and training of persomnel;
(11) mass mobilization;
(iii) community self-reliance; and

(iv) integration of traditional medicine with western medicine.

One participant pointed out that simple, clear sloganms could be effectively used in his
counliery.

Section B of the post-Study Tour questionnaire was analyzed by comparing it with
questions 3 to 6 of the pre-Study Tour questiomnaire. The change in the "level of
kpowledge" was computed and is presented in the following table. For cxample, if a
participant had answered 'A LITTLE' to the question "Can you describe the selection
procedure used for barefoot doctors?" at the beginning of the Study lTour, and 'YES' at
the end of the Study Tour, he was tallied to be in the category "A LITTLE' in the column
marked 'Increase in koowledge' and in 'YES' in the column marked "Fimal knowledge".

Thus the First ¢olumn denoted the difference between pre— and post—-Study Tour Knowlodgo
and the second column the post-Study Tour knowledge.

The averages are shown for the four broad areas (or questions 3 te 6). The total
average figures are based on the four 'averages' since some of the questions had morc
items than others. FEach item was also scored by the inecrease in knowledge - assigning
4 score of 'O' to 'NO' increase in knowledge, 1 to 'A LITTLE' and 2 to 'YE5'. The
minimum score could be 'Q' if po participant had any increase in knowledge and the
maximum could be 34 if all the 17 respondents had all replied 'NO' to the pre-=Study
Tour questionnaire and 'YES' to the post-Study Tour gquestionmaire. In reality the scores
varied from & minimum of 19 to a maximum of 30. The items with scores of 30 are marked
#s very significant increases In knowledse and those with scores between 25 and 29 as
signi licant inereases in knowledge.

One participant out of 18 did not complete the questionnaires, fTwo participants did
not answer thegse questions in the pre-5tudy Tour questionnaire and have been assumed to
have marked them all 'NO'. Four participants, including one of the above, all marked
'"YES' in the post-Study Tour dquestionnaire and all 'MO' in the pre-Study Tour questionnaire.

Tha following table shows the results of the analysis,




Tebulation

Selection:

Training:

Utilization:

Functions:

procedure

by whom done

conteant

relevance

process *

length of training

. *
evaluation

. . *
frequency of retraining *

. . »
methods of continuing
education

in what area

supervision *

refarral

curative vs, preventive

*

records Kept

reports made *

udreer opportunities
, *

salaries

transportation

equipment

drugs

Av,

in cemmunity

in health services

Av,

Total

significant increase in knewledge.

** voery significant increase in knowledge.
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Increase in knowledge
due to Study Tour

Pinal knowledge

at the end of

Study Tour

Yes A little No Yes A little No
7 o 2 17

7 3 3 17

7 6.5 3.5 17 !
7 i 1 16 1

G 11 13 4

11 5] 13 2

o 5 30|18 1

9 7 1 10 [ 1
13 1 18 1
11 o 1 14 3

a9.4 6.7 0.9 [149.2

B 7 2 17

10 3] 2 13 4

A 9 18 1

8 7 2 17

11 5 12 5

12 1 1 12 ) 1
9 7 1 15 1

10 7 15 P

13 4 17

13 4 135 2

o] 8 1 13 2

ic 62 .8 115,11

5] 10 L 1g 1

7 10 15 1
6.5 1¢ 0,5 16

8.2 7.4 1.4115.86




