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Problem The Chinese central government launched the Health System Reform Plan in 2009 to strengthen disease control and health
promotion and provide a package of basic public health services. Village doctors receive a modest subsidy for providing public health
services associated with the package. Their beliefs about this subsidy and providing public health services could influence the quality and
effectiveness of preventive health services and disease surveillance.
Approach To understand village doctors’ perspectives on the subsidy and their experiences of delivering public health services, we performed
10 focus group discussions with village doctors, 12 in-depth interviews with directors of township health centres and 4 in-depth interviews
with directors of county-level Centers for Disease Control and Prevention.
Local setting The study was conducted in four counties in central China, two in Hubei province and two in Jiangxi province.
Relevant changes Village doctors prioritize medical services but they do their best to manage their time to include public health services.
The willingness of township health centre directors and village doctors to provide public health services has improved since the introduction
of the package and a minimum subsidy, but village doctors do not find the subsidy to be sufficient remuneration for their efforts.
Lessons learnt Improving the delivery of public health services by village doctors is likely to require an increase in the subsidy, improvement in
the supervisory relationship between village clinics and township health centres and the creation of a government pension for village doctors.

Introduction
In rural China, health services are delivered through a threetiered system of village clinics, township health centres and
county hospitals.1 Village clinics are at the bottom tier, where
village doctors serve as patients’ first line of contact with the
health system.2 Beginning in the 1960s, the Chinese government
began a village doctor training programme to create a front-line
workforce that provides public health services, such as vaccinations, and basic medical services, such as drugs and outpatient
clinical care.3–5 The initial level of training was just a few months
but village doctors now must have 2 to 3 years of professional
training, equivalent to a high school diploma. Newly appointed
village doctors are encouraged to obtain an assistant practicing
physician certificate and all village doctors are required to pass
an assessment every other year, and a village doctor certification
examination every five years to continue practising.5
Local government agencies are required to subsidize village clinics for providing public health services.4 In the last
two decades, however, reduced government health spending,
together with weak supervision of village doctors by county
health bureaus, has undermined preventive health services
provision and disease surveillance activities.2,6 Over the same
period, marketization of the health sector compelled village doctors to shift their focus to medical services, through
which they earn most of their income.3,6 Because of their
fee-for-service activities, village doctors are not considered
government employees, despite the government’s initial role
in training this workforce.3,5

The Chinese central government launched the Health
System Reform Plan in 2009 to revitalize the provision of
basic public health services. Key targets involve improving the
ability of the three-tiered system to strengthen disease control
and health promotion, as well as providing a package of basic
public health services. This package includes establishing
health records for all citizens; screening for major diseases
for elderly people, women and children; managing chronic
non-communicable diseases; providing health education; increasing vaccine coverage for 15 vaccine-preventable diseases;
implementing prevention and control programmes for major
infectious diseases and geochemical endemic diseases; and
ensuring that births occur in hospitals.7,8 To motivate village
doctors to provide these preventive services, the government
pledged per-person subsidies of 15 renminbi (RMB) for 2009
and 2010, and 25 RMB for 2011.9 Central and local governments are responsible for providing different shares of the
subsidy, depending on the region, with the western provinces
receiving substantial contributions and the wealthier eastern
provinces receiving no contribution from the central government.10
To understand village doctors’ perspectives about the subsidy and delivering public health services, we conducted focus
groups and interviews with stakeholders in two provinces in
central China during 2011. This research was conducted as part
of the Integrated Surveillance System in Rural China project,
which aims to improve the early detection of epidemics in
rural China by integrating syndromic surveillance with the
existing case report system.11
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Setting and approach

Box 1. Methods

In two counties each in Hubei and Jiangxi provinces, we conducted 10 focus
group discussions with village doctors
and in-depth one-on-one interviews
with key informants comprising directors of township health centres and of
county Centers for Disease Control and
Prevention (CDCs) during 2011 (Box 1).
We focused on village doctors’ perspectives on and experiences with the
provision of public health services and
adopted thematic framework analysis
to inductively analyse and interpret the
data. Ethics approval for this study was
obtained from Heidelberg University,
Fudan University and Tongji Medical
College.
In 2010, there were 620 700 and
1 021 411 individuals in the Hubei
study counties and 317 200 and 383 405
in the Jiangxi study counties. Villages
varied in size, from several hundred to
approximately 4000 inhabitants. Farming was the predominant occupation
among residents. Hubei and Jiangxi
ranked thirteenth and fourteenth, respectively, among the 31 Chinese provinces, municipalities and self-governed
areas in terms of farmers’ average
annual income; in the study counties,
annual farmer income ranged from
5255 RMB to 6778 RMB (national average, 5919 RMB). Most villages had one
clinic but some had more. The typical
village clinic had 1 to 3 village doctors,
although some clinics had up to 8.
During 2009–2010, approximately
3 RMB of the 15-RMB per-person
subsidy were received by village clinics
(with the rest shared by county CDCs
and township health centres), depending on the number and quality of health
records established by affiliated village
doctors. In addition, according to
province policy, in Jiangxi each village
clinic received 300 RMB and each village doctor received 1200 RMB (if they
were under the supervision of general
township health centres) or 1500 RMB
(if they were under the supervision of
central township health centres), and
in Hubei each clinic received 1000 or
1200 RMB but village doctors received
no additional subsidies. Village doctors
are entitled to claim other financial support from the government, including
reimbursements for clinic construction
costs (5000 RMB per clinic in Hubei
and 10 000 RMB per clinic in Jiangxi)
and new equipment (up to 3000 RMB).

Sampling and data collection
In-depth interviews
In each county we selected the director of the county Centers for Disease Control and Prevention
(CDC) and one director each from three township health centres. Since these directors have
direct contact with village doctors, they can provide insights into these doctors’ efforts to offer
public health services. In total, four directors from county CDCs and 12 directors from township
health centres composed this group of key informants.
We used a semi-structured topic guide to explore key informants’ views on the public health
services provided by village doctors, the subsidies received by village doctors for providing
these services, the willingness of village doctors to provide the services and the management
of village doctors. After we conducted initial interviews, we broadened the focus of the detailed
topic guide to include all professional practices and income sources for village doctors. Each
interview was conducted in Mandarin in the participant’s office or meeting room, without
others present. A senior researcher conducted the interviews to minimize the influence of
the interviewer’s professional background and personal characteristics on the participant’s
responses.12 All interviews were tape recorded with participant consent. Each interview lasted
approximately 30 minutes.
Focus group discussions
In each county we selected three towns on the basis of their distance from the county centre and
their level of economic development to ensure a representative sample with respect to these
factors. In each town we organized a single focus group discussion attended by village doctors
whose age and sex distribution was representative of the pool of village doctors affiliated with
the local township health centre. In one county, village doctors from all three towns attended
the same focus group discussion because the doctors were available to participate at the same
time. Ten focus group discussions were conducted, each with approximately 10 participants.
We used the same semi-structured topic guide to facilitate all focus group discussions. The
topic guide addressed the type of public health services provided, the amount of time spent on
providing these services and the public health subsidy, and it sought participants’ perspectives
and concerns. The topic guide was gradually adjusted on the basis of initial focus group
discussions to encourage openness about income-generating activities and value recognition.
Focus group discussions took place in the meeting rooms of township health centres and a
doctoral student trained in qualitative research methods served as moderator. All other staff
from county CDCs and township health centres left the room before the focus group discussion
started. All focus group discussions were tape recorded with participant consent and were
conducted in Mandarin. Each focus group discussion lasted around 50 minutes.
We collected data between March and June 2011.

Data analysis
Because of the study’s applied nature and its relevance to policy decisions, we adopted thematic
framework analysis to inductively derive common themes across participant accounts.13 All
recordings were transcribed verbatim in Mandarin and were not translated into English, to
avoid loss of meaning.14 A bilingual researcher read through the transcripts several times and
listed recurring viewpoints, in Mandarin, relevant to the questioning. On the basis of these
viewpoints, we developed an initial thematic framework in English. We used MAXQDA (VERBI
GmbH, Berlin, Germany) to code and retrieve data with a coding system developed on the basis
of the framework. The framework and codes were modified as other important issues emerged.
Two researchers discussed and rearranged the coded data into categories and identified possible
themes. Tables were used to organize the data by theme and we then compared opinions and
experiences among the three participant groups and across the four counties. When necessary,
we reviewed the raw data and took the context into consideration, to make sure that the themes
were consistent and coherent.

Village clinics are, in name, part of the
government health system but they
are owned by village doctors, who are
responsible for profits and losses of the
clinics and do not receive the government social pension.

Findings
The public health subsidy for each village doctor is distributed through township health centres on the basis of their

Bull World Health Organ 2013;91:64–69 | doi:10.2471/BLT.12.109447

assessment of the doctor’s performance
in providing public health services.
Village doctors expressed two concerns
about this distribution structure. First,
township health centres could impose
economic penalties on them for public
health work that was not completed or
not done well. However, township doctors explained that they were subject to
scrutiny from county-level institutions
and that withholding subsidies was not a
consideration. Second, the use of town65
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ship health centres as intermediaries in
the distribution chain could delay or
prevent subsidy receipt. In one county,
a township health centre director confirmed that village doctors received no
subsidy in 2010 because of local government financial constraints.
The main concern of village doctors
appeared to be that providing public
health services was time-consuming
and limited their ability to perform feefor-service medical care; the majority
acknowledged that policy requirements,
rather than other considerations, drove
them to provide public health services.
The strength of the policy requirements
was viewed differently by one township
director, who expressed concern that
the requirements did not necessarily
impact village doctors because they are
not employed by the government.
Although some township directors
believed that village doctors did not
take their public health responsibilities
seriously, most key informants asserted
that indifference has decreased since
the introduction of the subsidy. All
village doctors claimed they work hard
to implement public health services.
Some indicated that they worked at
night to complete their public health
activities, although they admittedly did
so to maintain their fee-based medical
service during the day. In one county,
the director of the CDC acknowledged
that village doctors prioritized providing medical services and that it was
therefore common for them to spend
time working on public health services
at night.
Village doctors frequently mentioned that, despite their contribution
to public health, they felt their effort
was not valued by the government. One
doctor emphasized the importance of
feeling valued and how this feeling can
influence their willingness to provide
services, and village doctors across all
four counties indicated a willingness to
prioritize public health if they received
a more substantial subsidy. Although
the subsidy increased in 2011, all study
participants considered it insufficient
when compared with the amount of
work expected of village doctors.
Finally, village doctors noted that,
because they contribute a lot to public
health but only receive a modest subsidy, have a modest income and lack a
pension, they expected the government
to include them in a social pension
programme and to provide them with
66

Box 2. Summary of main lessons learnt
• Factors to consider in future activities to improve the quality and extent of public health
services provided by village doctors include actual and potential sources of village doctor
income (i.e. medical services, social pension and other government support), the relationship
between village clinics and township health centres and the amount of public health subsidy.
• A quantitative evaluation of the relationship between the public health subsidy amount
and the willingness of village doctors to provide public health services is needed.
• It is important to subsidize supervision of village clinics by township health centres and
to ensure that the performance-related deductions from village doctors’ subsidies are reallocated to rural public health services.

a greater than average income. Several
township directors remarked on the
latter concern by stating that the annual income earned by village doctors
from medicines and medical and public
health services was already above average (range: 8000–40 000 RMB) and that,
for some village doctors, it exceeded
the annual earnings of township doctors, who generally have completed 3
to 4 years of college, have an assistant
practicing physician certificate and receive a basic salary plus a public health
subsidy from the government.

Evaluation and lessons
learnt
Box 2 highlights key lessons from this
qualitative study. An interesting finding is that although village doctors
prioritize medical services for which
they can charge, they do their best to
deliver preventive services that are part
of the basic public health package. They
claim that providing public health services involves a significant investment
of time that has a negative impact on
other income-earning activities. Village
doctors also question the extent to which
they and their public health work are
valued, but some reports indicate that
policy-makers hold village doctors and
their public health role in high regard.5,7
A possible explanation for this discrepancy is that, because village doctors tend
to equate value and recognition with
remuneration, they feel undervalued if
they consider the subsidy insufficient.
An important question arising from
our study is why the government does
not make a larger investment in providing public health services through village doctors. One explanation is that the
current government strategy is to invest
in the demand side of the health system
rather than the supply side.5 Another
explanation is that, after the severe acute
respiratory syndrome epidemic, the government invested heavily in infectious

disease control at the expense of other
aspects of the public health system.15
Some authors suggest that the central
government would like to invest more in
village doctors,5 but continued reliance
on local governments to fund at least
part of the subsidy may limit the amount
available for distribution, especially in
poor areas, which results in insufficient
remuneration and, potentially, substandard quality of public health services.3–5
Supervision of village doctors does
not appear to be as effective as it could
be. Village doctors complained that the
outcome of supervision by township staff
sometimes influenced the amount of subsidy they received and township directors
mentioned that supervision can be difficult
to conduct. Other studies confirmed difficulties in supervising village clinics3,5 and
acknowledged that public health services
are weak in villages partly because of limited
supervision.3
Our findings suggest that, apart
from the financial element of the subsidy, the relationship between village
clinics and township health centres
is central to improving public health
services provided by village doctors.
Further research is required to document the relationship between the
quality of the public health services
provided by village doctors and the level
of incentives they receive, to provide
an objective metric by which township
officials can evaluate the performance
of village doctors. It is also important
to find ways to re-allocate subsidies
deducted from village doctors for poor
performance to other rural public
health services. Finally, introduction
of a pension programme is also an important consideration. There appears
to be sufficient political will for this: at
the time this study was conducted, the
central government started advocating
for a pension programme for village
doctors.16
In this study, we did not include
central or provincial policy-makers
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among our study participants, nor did
we obtain the perspectives of health-care
consumers. While our findings are probably generalizable to other provinces
in central China, the situation is likely
to be different in eastern China, where
local governments have the resources
to invest more in rural health care, including public health services, compared
with western China, where the central
government tends to finance a greater
proportion of the subsidy. ■
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ملخص

العوامل املؤثرة عىل تقديم خدمات الصحة العمومية من جانب األطباء القرويني يف مقاطعتي هويب وجيانغيش بالصني

،املواقع املحلية تم إجراء الدراسة يف أربع مقاطعات يف وسط الصني
.اثنتني يف مقاطعة هويب واثنتني يف مقاطعة جيانغيش
التغيات ذات الصلة يقوم األطباء القرويون بتحديد أولويات
ّر
 غري أهنم يبذلون ما بوسعهم إلدارة وقتهم،اخلدمات الطبية
 وزاد استعداد مديري املراكز.ليتضمن خدمات الصحة العمومية
الصحية بالبلدة واألطباء القرويني لتقديم خدمات الصحة
 غري أن األطباء القرويني،العمومية منذ تقديم احلزمة وإعانة دنيا
.ال جيدون اإلعانة أجر ًا كافي ًا نظري جهودهم
الدروس املستفادة من املرجح أن يتطلب حتسني إيتاء خدمات
،الصحة العمومية من جانب األطباء القرويني زيادة يف اإلعانة
وحتسني يف العالقة اإلرشافية بني العيادات القروية واملراكز
.الصحية بالبلدة وتقديم معاش حكومي لألطباء القرويني

املشكلة أطلقت احلكومة املركزية الصينية خطة إصالح النظام
 لتعزيز مكافحة األمراض وتعزيز الصحة2009 الصحي يف عام
 ويتلقى.وتقديم حزمة من خدمات الصحة العمومية األساسية
األطباء القرويون إعانة متواضعة نظري تقديم خدمات الصحة
 ويمكن أن تؤثر معتقداهتم بشأن هذه.العمومية املرتبطة باحلزمة
اإلعانة وتقديم خدمات الصحة العمومية عىل جودة اخلدمات
.الصحية الوقائية وفعاليتها وترصد األمراض
األسلوب لفهم وجهات نظر األطباء القرويني بشأن اإلعانة
 أجرينا عرش،وخرباهتم يف إيتاء خدمات الصحة العمومية
مناقشات مجاعية مع أطباء قرويني واثنتي عرشة مقابلة متعمقة مع
مديري املراكز الصحية بالبلدة وأربع مقابالت متعمقة مع مديري
.مراكز مكافحة األمراض والوقاية منها عىل مستوى املقاطعة

摘要
影响中国的湖北和江西省乡村医生的公共卫生服务提供的因素
问题 中国中央政府在2009 年推出了卫生系统改革计划，
旨在加强疾病控制，推进健康并提供基本的公共卫生服务
包。乡村医生因提供与此服务包相关的公共卫生服务而获
得适度补贴。他们对此补贴的信任以及公共卫生服务提供
活动可能影响预防保健服务和疾病监测的质量和效率。
方法 为了解乡村医生对补贴的看法及其提供公共卫生服务
的经验，我们与乡村医生进行了10 个重点小组讨论，与乡
镇卫生院的负责人进行了12 次深度访谈，与县级疾病控制
和预防中心的负责人进行4 次深度访谈。
当地状况 这项研究在华中地区的四个县执行，其中两个县

在湖北省，两个县在江西省。
相关变化 乡村医生以医疗服务为优先事务，但他们尽最大
努力安排自己的时间将公共卫生服务纳入其中。在引入服
务包和最低补贴之后，乡镇卫生院中心负责人和乡村医生
提供公共卫生服务的意愿得以改善，但乡村医生发现补贴
不足以偿付其付出的努力。
经验教训 改善乡村医生提供公共卫生服务的状况，很可能
需要增加补贴、改善乡村卫生室和乡镇卫生院的监督关系
以及创立为乡村医生提供的津贴。

Résumé
Facteurs influant la fourniture de services de santé publique par les médecins de village dans les provinces du Hubei et du
Jiangxi, en Chine
Problème Le gouvernement central chinois a lancé le plan de réforme
du système de santé en 2009 pour renforcer la lutte contre les maladies
et l’amélioration de la santé, et pour fournir un paquet de services de
base en termes de santé publique. Les médecins de village reçoivent une
subvention modeste pour offrir des services de santé publique liés à ce
paquet. Leurs opinions sur cette subvention et la fourniture de services de
santé publique pourraient avoir une influence sur la qualité et l’efficacité
des services de santé préventive et sur la surveillance des maladies.
Approche Pour comprendre les perspectives des médecins de village
sur la subvention et leur expérience dans le domaine de la fourniture
Bull World Health Organ 2013;91:64–69 | doi:10.2471/BLT.12.109447

de services de santé publique, nous avons organisé 10 discussions de
groupe cible avec des médecins de village, 12 entrevues approfondies
avec des directeurs de centres de santé cantonaux et 4 entrevues
approfondies avec des directeurs départementaux de centres pour la
lutte et la prévention des maladies.
Environnement local L’étude a été effectuée dans quatre comtés
du centre de la Chine, deux dans la province de Hubei et deux dans la
province du Jiangxi.
Changements significatifs Les médecins de village donnent la priorité
aux services médicaux, mais ils font de leur mieux pour gérer leur temps
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de manière à inclure les services de santé publique. La volonté des
directeurs de centres de santé cantonaux et des médecins de village
d’offrir des services de santé publique s’est accrue depuis l’introduction
du paquet et d’une subvention minimale, mais les médecins de village
ne considèrent pas que cette subvention constitue une rémunération
suffisante pour leurs efforts.

Leçons tirées Il est possible que l’amélioration de la fourniture de
services de santé publique par les médecins de village nécessite
une augmentation de la subvention, l’amélioration de la relation de
supervision entre cliniques de village et centres de santé cantonaux et la
création d’une pension gouvernementale pour les médecins de village.

Резюме
Факторы, влияющие на предоставление услуг общественного здравоохранения сельскими врачами в
провинциях Хубэй и Цзянси, Китай
Проблема Центральное правительство Китая в 2009 г. приняло
План реформирования системы здравоохранения, целью
которого является улучшение контроля над заболеваниями,
укрепление здоровья и предоставление населению пакета
основных услуг общественного здравоохранения. Сельские
врачи получают скромные субсидии за предоставление услуг
общественного здравоохранения в составе базового пакета.
Их отношение к этой субсидии и предоставлению услуг
общественного здравоохранения может повлиять на качество
и эффективность профилактических медицинских услуг и
наблюдения за заболеваниями.
Подход Чтобы понять отношение сельских врачей к субсидии и
предоставлению услуг общественного здравоохранения, было
проведено 10 дискуссий с участием фокус-групп их сельских

врачей, 12 подробных интервью с руководителями городских
медицинских центров и 4 подробных интервью с руководителями
окружных центров по контролю и профилактике заболеваний.
Местные условия Исследование было проведено в четырех
округах в центральном Китае – два в провинции Хубэй и два в
провинции Цзянси.
Осуществленные перемены Сельские врачи отдают приоритет
медицинским услугам, но они делают все возможное, чтобы
выделять часть своего рабочего времени на услуги общественного
здравоохранения. Желание руководителей поселковых
медицинских центров и сельских врачей предоставлять услуги
общественного здравоохранения возросло с введением пакетов
и минимальных субсидий, но сельские врачи не считают эти
субсидии достаточным вознаграждением за их усилия.

Resumen
Factores que influyen en la prestación de servicios de salud pública por parte de médicos rurales en las provincias de Hubei y
Jiangxi, China
Situación En el año 2009, el gobierno central chino puso en marcha
el plan de reforma del sistema sanitario con el objetivo de reforzar el
control de las enfermedades y fomentar la salud, así como proporcionar
un paquete de servicios básicos de salud pública. Los médicos rurales
perciben una modesta subvención por la prestación de los servicios de
salud pública relacionados con dicho paquete. Sus opiniones acerca de
dicha subvención y la prestación de los servicios de salud pública podrían
influir en la calidad y la eficacia de los servicios sanitarios preventivos y
de la vigilancia de las enfermedades.
Enfoque Con objeto de comprender los puntos de vista de los médicos
rurales acerca de la subvención y sus experiencias en la prestación de
servicios sanitarios, hemos llevado a cabo 10 debates con grupos focales
de médicos rurales, 12 entrevistas en detalle con directores de centros
de salud municipales y 4 entrevistas en detalle con directores de Centros
para el Control y Prevención de las Enfermedades provinciales.

Marco regional El estudio se llevó a cabo en cuatro condados del
centro de China, dos de ellos en la provincia de Hubei y otros dos en
la de Jiangxi.
Cambios importantes Los médicos rurales dan prioridad a los servicios
médicos, pero hacen todo lo posible por gestionar su tiempo a fin de
incluir los servicios de salud pública. La disposición de los directores de
los centros sanitarios municipales y de los médicos rurales para prestar
los servicios de salud pública ha aumentado desde la introducción del
paquete y de la subvención mínima, si bien los médicos rurales no
consideran que sea una retribución suficiente por sus esfuerzos.
Lecciones aprendidas Es probable que, para mejorar la prestación de
servicios de salud pública por parte de los médicos rurales, sea necesario
un aumento de la subvención, una mejora en la relación de supervisión
entre las clínicas rurales y los centros de salud municipales, así como
la creación de una pensión gubernamental para los médicos rurales.

References
1.
2.
3.
4.
5.

68

Meng Q, Yuan J, Jing L, Zhang J. Mobility of primary health care workers
in China. Hum Resour Health 2009;7:24. doi:10.1186/1478-4491-7-24
PMID:19292911
Liu Y. China’s public health-care system: facing the challenges. Bull World
Health Organ 2004;82:532–8. PMID:15500285
Liu Y, Hsiao WC, Li Q, Liu X, Ren M. Transformation of China’s rural
health care financing. Soc Sci Med 1995;41:1085–93. doi:10.1016/02779536(95)00428-A PMID:8578331
State Council of the People’s Republic of China. Regulation on the practicing of
village doctors. Beijing: SCPRC; 2004. [Chinese]. Available from: http://www.
gov.cn/banshi/2005-08/02/content_19251.htm [accessed 2 May 2012].
Bloom G, Kanjilal B, Peters DH. Regulating health care markets in China and
India. Health Aff (Millwood) 2008;27:952–63. doi:10.1377/hlthaff.27.4.952
PMID:18607028

6.
7.
8.

9.

Bloom G, Xingyuan G. Health sector reform: lessons from China. Soc Sci Med
1997;45:351–60. doi:10.1016/S0277-9536(96)00350-4 PMID:9232730
Chen Z. Launch of the health-care reform plan in China. Lancet
2009;373:1322–4. doi:10.1016/S0140-6736(09)60753-4 PMID:19376436
State Council of the People’s Republic of China. Notice on the publishing of
health system reform key implementation plan in recent years (2009-2011).
Beijing: SCPRC; 2009. [Chinese]. Available from: http://www.gov.cn/
zwgk/2009-04/07/content_1279256.htm [accessed 2 May 2012].
Notice on the implementation of the public health basic package in 2011.
Beijing: Ministry of Health & Ministry of Finance of the People’s Republic of
China; 2011. [Chinese]. Available from: http://www.moh.gov.cn/publicfiles/
business/htmlfiles/mohfybjysqwss/s3578/201105/51781.htm [accessed 2
May 2012].

Bull World Health Organ 2013;91:64–69 | doi:10.2471/BLT.12.109447

Lessons from the field
Yan Ding et al.
10. Yip WC-M, Hsiao WC, Chen W, Hu S, Ma J, Maynard A. Early appraisal of
China’s huge and complex health-care reforms. Lancet 2012;379:833–42.
doi:10.1016/S0140-6736(11)61880-1 PMID:22386036
11. Yan WR, Nie SF, Xu B, Dong HJ, Palm L, Diwan VK. Establishing a web-based
integrated surveillance system for early detection of infectious disease
epidemic in rural China: a field experimental study. BMC Med Inform Decis
Mak 2012;12:4. doi:10.1186/1472-6947-12-4 PMID:22305256
12. Richards H, Emslie C. The ‘doctor’ or the ‘girl from the university’?
Considering the influence of professional roles on qualitative interviewing.
Fam Pract 2000;17:71–5. doi:10.1093/fampra/17.1.71 PMID:10673494

Bull World Health Organ 2013;91:64–69 | doi:10.2471/BLT.12.109447

Public health service provision in villages in China
13. Spencer L, Ritchie J, O’Connor W. Analysis: practices, principles and
processes. In: Ritchie J, Lewis J, editors. Qualitative research practice: a guide
for social science students and researchers. 1st ed. London: Sage Publications
Ltd; 2003. pp. 200–6.
14. Smith HJ, Chen J, Liu X. Language and rigour in qualitative research:
problems and principles in analyzing data collected in Mandarin. BMC Med
Res Methodol 2008;8:44. doi:10.1186/1471-2288-8-44 PMID:18616812
15. Cyranoski D. SARS triggers biomedical shake-up in China. Nature
2003;425:333. doi:10.1038/425333a PMID:14508448
16. State Council of the People’s Republic of China. Suggestions on further
enhancing the construction of village doctors. Beijing: SCPRC; 2011. [Chinese].
Available from: http://www.gov.cn/zwgk/2011-07/14/content_1906244.
htm [accessed 3 October 2012].

69

