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Abstract: Vast changes have occurred in China in the last five years since the decision of the Chinese Gov-
ernment to reform its health system.  Many district and community hospitals in the city have been con-
verted into community health centers.  The hospital-based doctors who used to work in these centers are 
being retrained to become general practitioners (GPs).  The reform had encountered many problems.  The 
community has not embraced the concept of general practice readily.  Lack of fair remuneration and lack of 
recognition of the importance of the reform by bureaucrats of local government are other problems encoun-
tered. The Ministry of Health meanwhile has also introduced a system of retraining hospital-based doctors 
to become GPs.  A medical education curriculum for GPs has been developed. A nationwide network of GP 
training centers is progressively being formed.  The GP training program has also extended to under-
graduate medical students.  Despite the progress made, many difficulties remained especially in regional 
areas.  The speed and quality of GP training in wealthy, developed places is better than poorer regional ar-
eas.  The issuing of national license and registration examinations for GPs has not been synchronized with 
GP training, leading to uneven standard of GP practice.  Staff morale is also poor due to the lack of chance 
for promotion and professional development.  Although a number of strategies have been proposed to im-
prove the situation, problems are enormous that China may welcome international collaboration. 

 
 Visitors to China are often amazed by the enor-
mous socio-economic changes that have occurred 
over the past two decades. Little is known about the 
health care system in the outside world. What has 
happened to the renowned success story of an afford-
able universal health care system in China? Indeed 
over the last five years, the health care sector has 
undergone reform as well. The aim of the reform is to 
introduce a community based health care system with 
general practice as the driving force to complement 
the existing hospital based health care system. China 
has 1.3 billion people and 63,000 medical treating 
institutions with three billion attendances per annum. 
When such ambitious health care reform occurs in a 
huge country like China, the implications are enor-
mous, and not without risks. Lessons learned from 
the reform can also serve as reminder for other de-
veloping nations undertaking similar endeavors in the 
future.  
 
 Since the creation of new China in 1949, the 
health care system has consisted of a three-tiered, 
vertically organized network of community, district 

and tertiary hospitals in the urban areas, and country 
health units in the rural areas. Therefore, the health 
system in the city has been entirely hospital based 
without community health or general practice.  The 
decision to reform the health care system was made 
by the central Chinese government in 1997. Since 
then, vast changes had occurred in the city with many 
district and community hospitals being converted into 
community health centers and the specialists who 
used to work in these centers being retrained to be-
come general practitioners (GPs). Many issues con-
cerning community health care and general practice 
have occurred as a result.  These issues are both in-
teresting and challenging.  
 
The Current Status of the Community Health 
Service and the Aims of the Reform 
 
 In recent years, there has been a rapid expansion 
of the urban population in China. Some 20 years ago, 
only 20% of the population lived in the cities. Now 
approximately 30% of China’s 1.3 billion people are 
in the cities. This rapid demographic change and the 
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increase in health care demands of a wealthier and 
ageing population mean increased burden on the 
health system. Few would argue that reform is neces-
sary. It does not make economic sense for trivial ill-
nesses to be treated in hospital settings. The country 
needs an affordable and effective health care system. 
General practice and community health care services 
can provide the solution.  
 
 By the end of year 2002, in the space of five 
years, community health services have been estab-
lished in all 31 provinces and autonomous regions in 
China with a total of 2,406 community health centers 
and about 9,700 affiliated services established.1 The 
community health care team usually consists of GPs, 
multi-skilled nurses, and public health personnel.2  
Nearly all GPs are employed by the local govern-
ments. Apart from providing medical treatment, the 
team is also involved in a range of activities includ-
ing disease prevention, rehabilitation, health promo-
tion, medical education and family planning.  Most of 
the medical treatments are focused on diseases that 
can be handled in general practice.  People with ma-
jor illnesses are referred to teaching hospitals. The 
role of the community health team as defined by the 
central government is to provide an affordable and 
efficient health care system to the masses, and at the 
same time prevent the spread of communicable dis-
eases as well as reducing the burden of the pharma-
ceutical cost on the society.2 
 
Current Experience and Problems of Community 
Health Service Reform 
 
 The ideals mentioned are sensible but in reality 
major problems have been encountered. The first 
major challenge is the lack of recognition of impor-
tance of the reform. The community has not em-
braced the concept of general practice and are not 
accustomed to community health care services. Peo-
ple with minor illnesses still prefer to be seen by doc-
tors in prestigious tertiary hospitals even though it is 
more expensive. A visit to a specialist doctor in the 
outpatient of a tertiary hospital usually costs three 
times that of a consultation by a GP in the commu-
nity health centre. Despite the difference, patients 
tend to bypass the GPs and go straight to the outpa-
tient departments of big hospitals. Therefore, GPs 
have failed to establish themselves as “gate keepers” 
for acute hospitals. A typical day in a prestigious 
hospital outpatient department usually involves sev-
eral thousand consultations compared to less than a 
hundred in a typical community health center. Ac-
cording to the Ministry of Health statistics3, in the 
year 2002, there were 1.2 billion consultations in 
hospital outpatient departments compared to 36 mil-

lion consultations in community health centers na-
tionwide. Likewise, bureaucrats of local government 
also do not see the importance of the reform. Staff in 
the district hospitals are also reluctant to change and 
do not appreciate the long-term benefits that the re-
form will bring.  

 
 Lack of a fair remuneration system is another 
issue. For instance, some important services such as 
public health education and disease prevention as 
provided by community health centers have not been 
received appropriate remuneration by the govern-
ment. Also, financial resources to support a multi-
disciplinary health care team, which includes allied 
health, have not been established. 
 
 One of the goals of the reform is to establish a 
market driven, community based health care system. 
However, health care administrative skills have not 
been developed to go hand in hand with the need of 
community health services reform. Competition and 
driving forces of a market economy are also lacking. 
Better human resources management and utilization 
of technological know-how are some of the issues 
facing the reform. There is also a lack of customer 
focus and understanding on risk management. 
 
The Current Situation of the National Medical 
Education Program for GPs and Community 
Nurses 
 
 The Ministry of Health has introduced a system 
of retraining hospital-based doctors to become GPs.  
In addition to developing a medical education cur-
riculum for GPs and community health nurses, the 
Division of Medical Education in the ministry has 
also set standards or requirement for other training 
programs in the community health services. In the 
year 2000, a national centre for GP training was es-
tablished at the Capital University of Medical Sci-
ences. At the provincial level, the heath bureaucrats 
in fifteen provinces (or cities) have included GP 
medical education in their portfolio and have com-
menced its implementation.  By the end of 2001, 16 
provinces (or cities) have already established provin-
cial GP training centers. Fifty-eight clinical centers 
and 56 community health centers nationwide have 
been accredited for training.4  Therefore a network of 
GP training centers is progressively being formed. As 
a result of these efforts, GP training programs have 
started in 17 provinces (or cities) for those who are 
already working in community health centers. Ten 
different provinces have arranged bedside clinical 
teaching based in such centers.  Up to year 2001, 
13,523 GPs graduated via clinical bedside training.1 
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It is contemplated that this training program will be 
completed by year 2005.   
 
 Nationwide, progress has also been made in un-
dergraduate and postgraduate teaching of general 
practice. Twelve provinces (or cities) have listed 
general practice as part of their core (or elective) un-
dergraduate teaching activities in the medical curricu-
lum and medical students from 16 institutions are 
enjoying general practice as part of their curriculum. 
Six provinces or cities (Beijing, Shanghai, Zhejiang, 
Heilongjiang, Guiahou, Fujian) have commenced 
programs in general practice postgraduate training. 
To-date, 639 district hospital doctors have already 
been retrained as GPs4. The funding of the retraining 
comes mainly from income generated by health care 
services, resources from units and individual work-
ers. Fourteen provinces have commenced the training 
of GP trainers.  To date 1,359 people have been 
trained as GP trainers in provinces in addition to the 
600 already trained by the Ministry of Health1.   

  
 Six provinces (or cities) have started the training 
of community nurses and have trained 2,513 nurses 
to date.1  Another five provinces have begun training 
community nurse managers.  

 
Existing problems of GP training and registration 
 
 Despite all the seemingly positive statistics, the 
reform has been slow in some regions. Some regional 
bureaucrats have not recognized the importance of 
community health development and have therefore 
not put enough emphasis on its reform.  In some 
other instances, some regions while putting emphasis 
on the provision of community health services, have 
not give emphasis to the development of personnel.  
As a result, there is uneven development of GP train-
ing in various regions. The speed and quality of GP 
training in wealthy, developed places such as Beijing, 
Tianjin, Shanghai, Zhejiang, Shenzhen are faster and 
better.  In comparison, there are places where devel-
opment and quality of GP training are poor.  For in-
stance some places only require training for two or 
three days and claim that the training process has 
been completed. 

 
 The execution of the national license or registra-
tion examination for GPs is also out of step with GP 
training.  For example, GPs can sit for the registration 
examination without necessarily going through the 
training program.  Furthermore the contents of the 
examination are not necessarily based on the training 
curriculum.  Worse still many examinations do not 
actually reflect the bedside clinical practice of GPs. 

Therefore the license examination cannot be used to 
judge how competent a GP candidate actually is.   

 
 There is problem also with staff morale. Staff 
who have undergone training receive similar salary 
and opportunity for promotion as staff who have not.  
This has affected the enthusiasm of people who want 
to undergo training.   The role of GP and patient 
number to staff ratio are not clearly defined. Conse-
quently staff are not being fully utilized to their full 
potential and this has resulted in wastage of training. 

   
Professional and career development opportunities 
(such as Master and PhD courses) for GPs are less 
when compared to other hospital based sub-
specialties. There is a severe shortage of training 
funds in most provinces (or cities).  Many regions do 
not have a budget for GP training and some trainees 
actually have to pay for their own training costs.  

 
 Although the Ministry of Health has published 
standardized teaching material, some regions are still 
using their own material which are poor in quality 
and may even deviate from the standard instruction.  
Others are hampered with mistakes and therefore 
diminish the quality of teaching. Furthermore, some 
regions have organized training at a college level 
instead of university. Therefore, there is a lack of 
uniformity of teaching material and teaching stan-
dard. 
  
Improvement Strategies and possible future 
changes 
 
 A number of strategies have been developed to 
improve the quality of care and speed of the reform.  
The importance of health service management is em-
phasized in these strategies. There are plans to break 
down the monopoly of government owned facilities 
in the provision of community health services.  Indi-
vidual or company investment will be welcomed in 
the new plans5. It is hoped that competition will help 
the spread of the reform. Furthermore, there are plans 
to reform human resource management. Unlike the 
past, different units of community health services 
will be allowed to choose their employees freely with 
a selection process based on ability and performance.  
An individual is also free to come and go, and is no 
longer bound by the unit.   

 
A key performance indicator system for funding is to 
be introduced.  The government will change its fund-
ing arrangement from treatment based alone to per-
formance based.  With this initiative, the government 
hopes to change the focus of the provision of com-
munity health services from disease treatment to ho-
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listic patient care. The government also plans to in-
troduce the concept of health care as a business.  
There will be organizational and contractual changes.  
The different community health care organizations or 
centers will be allowed to go beyond the geographi-
cal boundary to provide services to other districts.  
They will also be allowed to group into bigger or-
ganizations and therefore have better financial power.   
 
Strategies to tackle the GP training problems 
 
 A number of recommendations have been made 
to improve the training of community health service 
personnel (including GPs) and promote better man-
agement. These include: 

  
1. Improving recognition and salary 

 
It is hoped that through educational cam-
paigns to the general public and bureaucrats, 
the message about the importance and rele-
vance of community health services in 
health reform can be filtered through. Apart 
from adequate resources and funding which 
are essential in GP training, more emphasis 
will be put on management and there will be 
better remuneration of people with appropri-
ate training. 

 
2. Strengthening leadership and organiza-

tional structure 
 

The Medical Education Division of the Min-
istry of Health will inform different prov-
inces (or cities) with clear instructions and 
guidelines about the reform.  The regions 
falling behind will be encouraged to set up 
their own training centers and form net-
works with major national training centers in 
order to improve the GP training process. 

 
3. Improving the quality, training and man-

agement of GP trainers 
 

More emphasis will be put toward the train-
ing of GP trainers and an overall strategy is 
to achieve the goal of forming a core group 
of GP trainers in two years.  The GP training 
centre in the Ministry of Health (Capital 
University of Medical Sciences) will play a 
key role to help the development of GP 
trainers in regional centers, especially in the 
western (poorer) part of the country.  All 
training in different training centers is to be 
coordinated and managed together in order 
to standardize the quality and requirement.  

 
4. Registration of GP to be in line with 

training 
 

Only people who have undergone training 
will be allowed to obtain the GP registration.  
In other words, training for general practice 
will be a prerequisite for the sitting of the li-
cense or registration examination.   

 
5. Speeding up the community health ser-

vice model 
 

The goals of community health services and 
the policies regarding the training of its per-
sonnel will be made clear.  The enforcement 
of all community health personnel to un-
dergo necessary training will be an integral 
part of the overall strategy to help the forma-
tion of a community health service model. 

 
6. Policies are required for professional and 

career development after graduation 
 

It is suggested that GPs should be offered 
more opportunities for post-graduate train-
ing such as Masters or PhDs. More opportu-
nities for jobs after training and better salary 
will also be helpful. 

 
Conclusion 
 
  The health care reform undertaken by China to 
change from hospital-based care to community-based 
care in the city is huge and many difficulties are en-
countered. The training of GPs requires more re-
sources, and the status of GPs along with community 
health services development requires more recogni-
tion from the bureaucrats and the public. Many re-
gions especially the poorer areas are falling behind in 
standards of care, training and resources. These prob-
lems are enormous and China may welcome interna-
tional co-operation to improve the quality and quan-
tity of the training of community health workers in-
cluding GPs. 
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