
 

TABLE OF CONTENTS 

Editorial Introduction 1 
  
Interview 
 Interview with Dr. Ba Denian, Zhejiang University School of Medicine, 

Dean Emeritus 
 by Yi Pan, PhD  3 
 
Perspective 
 Tide Turning: China’s Health Care Policy in Transition 
 by Baogang Guo, PhD  8 
 
Special Interview 
 Prof. Richard Rothenberg, Editor-in-Chief, Annals of Epidemiology 
 by Zheng (Jane) Li, PhD  17 
 
Research Twitter  24 
 
Policy and Practice Updates 27 
 
About CHPAMS  
 Feature member: Yinan Peng, PhD, MPH 33 
  Members’ Updates 34 
  
News and Announcements 35 
 
   
 
 

 The China Health Policy and Management Society  
中国卫生政策与管理协会(海外) 

 

China Health Review 
中国卫生评论  

Volume 4 Issue 1, March 2013 
 

 



 

ISSN 2325-1557 (Print) 
ISSN2325-1549 (Online) 
 
 
Review Process:   
Submissions will be 
reviewed and edited by 
the CHR’s editorial team.  
 
Contact Information:   
Inquiries and submissions 
should be addressed to 
Dr. Zhuo (Adam) Chen 
(CHR@chpams.org).  
 
Publisher:  
The China Health Policy 
and Management 
Society 
 
Address:  
P.O. Box 1832, Tucker, 
GA 30085, USA 
 
Acknowledgement:  
The China Health Review 
is made possible with a 
grant from the China 
Medical Board (CMB, 
Cambridge, MA). The 
opinions expressed in 
the editorials or in the 
articles are those of the 
authors and do not 
reflect views of the 
China Medical Board, 
nor of the institutions with 
which authors or 
members of the editorial 
team are affiliated. 
 
 
 
 
 
 
 
 

Copyright © 2013 by The China Health Policy and Management Society 

China Health Review (CHR), published quarterly, is the official online magazine 
of the China Health Policy and Management Society (CHPAMS). The CHR is 
intended to promote health research, policy, practice, and education related 
to China and the general population health sciences by providing research and 
policy updates, topical reviews, and other appropriate information. Targeted 
audience includes (1) academic researchers within and outside of China; (2) 
policymakers within China; (3) other interested parties including nonprofit 
organizations and business leaders as appropriate. 
 
Advisory Board 

Frank J. Chaloupka, PhD, Professor, University of Illinois at Chicago 
Michael Grossman, PhD, Professor, City University of New York and NBER 
Teh-wei Hu, PhD, Professor Emeritus, University of California, Berkeley 
Jeffery P. Koplan, MD, MPH, Director of the Emory Global Health Institute, Vice 
President for Global Health at Emory University  
Gordon G.  Liu, PhD, Professor, Peking University 
Minghui Ren, MD, PhD, National Health and Family Planning Commission, China 
John Strauss, PhD, Professor, University of Southern California 
Winnie Yip, PhD, Professor, Oxford University 
Hai Yu, MD, PhD, Professor, Zhejiang University School of Medicine 

 
Editorial Team 
 Editor-in-Chief  

Zhuo (Adam) Chen, PhD, MS, US Centers for Disease Control and Prevention 
 

Sections: 
Topical Review, Editor 

Lu Shi, PhD, Clemson University 
Perspective, Editor 

Yi Ning, ScD, MD, MPH, Virginia Commonwealth University 
Research Twitter, Editor 

Feijun (Frank) Luo, PhD, US Centers for Disease Control and Prevention  
Policy and Practice Updates, Editors 

Xuezheng Qin, PhD, Peking University 
Yinan Peng, PhD, MPH, US Centers for Disease Control and Prevention 

Interview, Editor 
Zheng (Jane) Li, PhD, US Centers for Disease Control and Prevention 

About CHPAMS, Editor 
Kun Zhang, MS, Emory University 

News and Announcements, Editor 
Muzi Na, MS, Johns Hopkins University 

Visual Effects Editor 
Shuli Qu, MPH, US Centers for Disease Control and Prevention 

 
 

 

mailto:CHR@m


 

China Health Review   Volume 4 Issue 1, March 2013 
 

EDITORIAL INTRODUCTION 
The March 2013 issue of China Health Review includes an interview with Professor BA Denian, an 
article by Professor Baogang Guo, and a special interview with Professor Richard Rothenberg, in 
addition to our usual sections. 

In an Interview with Dr. Yi Pan, Professor BA Denian, an elected member of the Chinese Academy 
of Engineering and the U.S. Institute of Medicine, recounted his educational experience and career 
path, outlined his vision of medical education in China, and shared his thoughts on the 
development of health policy and public health in China. 

In the Perspective section, Professor Baogang Guo reviewed the history of China's healthcare 
reform, offered his perspectives on the unintended consequences of the (earlier) reform and on the 
future direction of the reform. 

We started a Special Interview series in this issue. The purpose of the series is to facilitate a dialogue 
between health policy and systems sciences (HPSS) researchers in China and editors of 
international journals with HPSS-related focuses and scopes. Dr. Richard Rothenberg, Editor-in-Chief 
of Annals of Epidemiology, described the history and scopes of the Annals, offered his comments 
and suggestions to HPSS researchers from China (certainly many others would find his comments 
useful as well!) on research topic selection, use of methodology, etc. He concluded with a 
message to Chinese authors − "[W]e welcome articles from China on all fronts that are of global 
interest".  

Research Twitter provides summaries of eight recent publications, covering topics such as reducing 
HIV-related stigma, full coverage of hypertension drugs in rural China, cost-effectiveness of a 
hypertension control intervention in community health centers, family planning and sex ratio, labor 
supply of healthcare professionals, disparities in healthcare utilization in China, behavioral and 
molecular of risky sexual contacts in a sample of Chinese HIV-infected men who have sex with men, 
and the effect of the New Rural Cooperative Medical Scheme on utilization of medical care 
among adults over 45. 

Policy Practice and Updates includes seven updates concerning topics including healthcare 
reform, public hospital reform, drug administration, China's five-year plan for health sector, basic 
medicine,  and pharmaceutical market.  

In About CHPAMS, we introduce to you Dr. Yinan Peng, a research fellow for the Task Force on 
Community Preventive Services. You will also find recent career and professional updates for 
Professor Peixuan Guo.   

News and Announcements section features job opportunities with Harvard University and Sun Yat-
Sen University. Please also find a call-for-questions for our special interviews with journal editors, and 
a call for submissions for the CHPAMS Best Papers Award (deadline: April 30, 2013).  

Enjoy Reading! 
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导读： 

  

2013 年 3 月期《中国卫生评论》包括巴德年教授的访谈、郭保刚教授的文章，以及对 Richard Rothenberg
教授的专访。 

 

在访谈部分，中国工程院院士、美国医学科学院院士巴德年教授在接受潘羿博士的采访时，回顾了他的求学经

历和职业生涯，描述了他对中国医学教育的看法，并分享了他对中国卫生政策和公共卫生事业发展的见解。 

 

在观点部分，郭保刚教授回顾了中国医疗卫生改革的历史进程，并就改革（早期）出现的预期之外的不良影响

和改革的未来发展方向提出了自己的观点。 

 

我们在本期开辟了专访系列栏目。本栏目旨在促进中国卫生政策和体系科学（HPSS）的研究人员与关注 HPSS

研究领域的国际期刊主编之间的对话交流。Richard Rothenberg 博士是《流行病学年报》的总编，他讲述了

《流行病学年报》的发展历史和期刊的关注范围，并就研究课题的选择、研究方法的使用等方面提出了对中国

卫生政策和体系科学研究人员的评论和建议（当然，其他领域的研究者也会从中受益匪浅！）。他在结束时告

诉中国研究者——“我们欢迎来自中国的相关全球卫生的文章”。 

 

研究动态栏目提供了对 8 篇近期学术文章的总结，涉及领域包括：减少艾滋病毒感染者的耻辱感研究、中国农

村降血压药物全面覆盖、社区卫生中心高血压控制干预的成本效益分析、计划生育和性别比例研究、医疗领域

的专业人才来源、中国医疗资源利用不公平、中国男男同性恋艾滋病毒携带者危险性行为的行为学和分子学研

究、以及新农合对 45 岁以上人群对医疗服务利用的影响。 

 

政策与新闻栏目提供了包括医疗卫生改革、医院改革、药品监督管理、中国医疗领域的五年计划、基础医疗、

以及医药市场等 7 个方面的最新消息。 

 

在 CHPAM 之声栏目，我们向您介绍来自美国预防医学工作小组的项目研究员彭屹楠博士。您还可以看到 Guo 
Peixuan 教授的近期工作和学术活动信息。   

 

快讯栏目提供了哈佛大学和中山大学的就业机会信息。另外，请关注期刊编辑对专访栏目的问题征集公告，以

及 CHPAMS 最佳论文奖的提交通知（截止日期：2013 年 4 月 30 日）。 

 

阅读愉快！ 
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Dr. BA Denian 

INTERVIEW 
INTERVIEW WITH DR. BA DEINIAN (ZHEJIANG UNIVERSITY SCHOOL OF MEDICINE, 
DEAN EMERITUS)  
巴德年教授(浙江大学医学院名誉院长)访谈 
 
By Yi Pan, PhD, Emory University 
潘羿，博士，艾默里大学 

 
Professor BA Denian is an elected member of the Chinese Academy of 
Engineering and the Institute of Medicine of the U.S. National 
Academies. He has dedicated his academic career to tumor 
immunology research. In the 1980s, he discovered a natural 
thymocytotoxic autoantibody, and proposed a theory to illustrate the 
relationship between abnormal immune function and hypertension, 
and thus is recognized as a pioneer of cancer biology and theory in 
China. Dr. Ba had practiced medicine for many years and trained 
numerous medical professionals. He served as the president for both 
Peking Union Medical University and the Chinese Academy of Medical 
Sciences for nine years. Dr. Ba served as the Dean of Zhejiang University 
School of Medicine from 2003 to 2009. Although Dr. Ba has retired from 
these positions, he remains active and at the forefront of health 
research in China. 

 
 
中国工程院院士，美国医学科学院外籍院士，巴德年教授是免疫学专家，长期致力于肿瘤免疫研究。八十年代

初，巴德年教授在世界上首次发现抗胸腺自家抗体，从而为高血压大鼠的免疫功能低下找到了原因，用胸腺移

植等免疫重建方法，在国际上首次提示免疫功能异常与高血压的关系，并成为我国癌生物疗法的学术带头人之

一。 他自己行医数年并且更为中国的医疗科研第一线培养了无数骨干精英。他曾经担任 9 年的协和医科大学

校长和中国医学科学院院长，从 2003 年起担任浙江大学医学院院长直至 2009 年。年届七十，如今已辞去很多

职务的巴德年老师仍然活跃在中国医疗卫生的前沿。巴教授努力为社会培养出优秀的行医者，优秀的医学管理

人才；心系普通老百姓的医疗保障和医疗公平。 

 
1. Educational Experience 
求学路 

 
Dr. Ba has mentioned his tough path to education when he was young in many of his speeches. 
After graduating from middle school, he planned to attend a professional program in order to 
support his family. Encouraged by his middle school teacher and financially supported with a 
scholarship, he chose to attend high school instead. He managed to fulfill the prerequisite 
requirements for medical school in one year and was admitted into Harbin Medical College. He 
was a graduate student at Beijing Medical College during the Cultural Revolution, yet was able to 
remain true to his dream of becoming a physician. In 1978, at 40 years old, he was selected to 
study abroad. It then took him a mere two years to become the first foreign medical doctor of 
Hokkaido University School of Medicine in Japan. 
 
巴老师在曾经的演讲中曾经提及过儿时艰辛的求学路。初中毕业，他曾经想报考中专，早点工作挣钱补贴家里。

因为中学老师的鼓励和助学金的支持，才选择上高中，尔后又仅用了一年的时间把所有的课程学完，考上了哈

尔滨医科大学。在北医读研究生的日子正好是中国文化大革命的岁月，他仍然储备能量为实现自己当一名好医

生的理想努力。在 1978 年开始选拔留学人员去国外进修的时候，这一年，他已经 40 岁了。他仅用了 2 年的时

间从日本北海道大学的医学院获得了“外国人医学博士第一号”的荣称。 
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Yi: Dr. Ba, you are known as an expert in immunology and have dedicated yourself to the study of 
cancer immunology for decades. What prompted you to choose immunology as your life-long 
career? 

潘羿：巴老师，我们知道您是免疫方面的专家，长期致力于肿瘤免疫研究。您能给我们介绍一下当初是为什么

会选择上这样一个学术方向作为终身职业呢？ 

 
Dr. Ba: It was a special time when I first started my career. A lot of students nowadays may not 

understand what we were going through. Back in 1973, I was a surgeon and loved my job. I was 
asked to help establish a cancer institute in Heilongjiang Province as I specialized in tumor 
immunology. I switched from surgery operation to tumor immunology research because of duty 
assignments rather than personal interest. However, I have decided for myself that no matter 
what I work on, I should always try my best. If I had another opportunity to make the choice, I 
would have continued as a surgeon, working with patients to save lives. 

巴德年：我们当时的情况很特殊，现在的学生无法理解。1973 年，我是一名普通外科医生，我非常热爱自己

的职业。当时黑龙江省组建肿瘤研究所，因为我是学免疫化学的，根据组织上的决定，我放下了手术刀，

专门来做肿瘤免疫方面的研究。所以说这个选择最初并不全是靠兴趣，而是要完成任务。但是我有一个信

条，无论干什么都要努力，好好干，争取干出成绩。但是如果给我再次选择的机会，我依然会拿起我熟悉

的手术刀，当一个普普通通但受老百姓喜爱的外科医生，治病救人，为大众服务。 

 
2. Class of BA Denian  
巴德年班 

 
Yi: Dr. Ba, although you did not have the opportunity to be a surgeon again, you served as the vice 

president of Harbin Medical College, the president of Peking Union Medical College, the 
president of the Chinese Academy of Medical Sciences for nine years and the Dean of Zhejiang 
University School of Medicine from 2003 to 2009. You have trained many talented researchers in 
medicine. In 2005, a special eight-year medical program named after you started recruiting 
medical students for a dual MD/PhD degree. Over the years, the college entrance exam scores 
of students admitted to this eight-year program ranked among the highest in Zhejiang University. 
What was your expectation about this program? 

潘羿：巴老师，虽然您没再做回医生，可您从哈尔滨医科大的副校长，到协和大学的 9 年的校长，中国医科院

的院长，再到您在 2003 年到 2009 年担任了浙江大学医学院的院长，可是为中国的医疗科研事业培养了很

多人才。2005 年的时候，以您名字命名创建的八年制巴德年医学班在浙大开始招生，培养医学博士。自开

办以来，八年制班的录取分数线一直居于浙江大学历年招生的第一位。您当初的设想是什么？ 

 
Dr. Ba: At that time, the president of Zhejiang University, Dr. PAN Yunhe, proposed that we start a 

"southern Peking Union Medical College" at Zhejiang University. We knew that more than 100 
years ago, the modern medical education system started in the United States. We truly hoped 
the eight-year dual MD/PhD program would continue its commitment to training future Chinese 
leaders in medicine for 20, 30 years and beyond. As to its name, I did not agree on naming it 
after me. But there was a mathematics program which was named after Dr. Shing-Tung Yau, a 
renowned mathematician, so they insisted on naming the medical program after me. It had 
already been printed in the national college enrollment brochure. Today I know this program 
attracts students with the highest college entrance exam scores in Zhejiang University. I am glad 
to see so many young students who have the determination and enthusiasm to join the medical 
professional in China, and yet I also feel a great responsibility. The better the students, the harder 
we need to work in order to train them to become the best doctors. 

巴德年：当时浙江大学的校长潘云鹤主张想在浙大办出一所南方的“协和医学院”。我们知道 100 多年前美国

就开始创办了先进的现代的的医学教育制度。所以这个 8 年制的医科班培养的是 MD，又办了 MD 和 PhD 双学

位教育体系培养双料人才，为中国未来的 20，30 年培养杰出的医生，医学人才。关于这个班的取名，我开
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始是不同意用我的名字。因为浙大同时还有一个以数学家丘成桐名字命名的数学班，他们坚持用我的名字

命名这个医学班，并且已经写到全国招生简章中。我知道这个班的招生成绩连续 7 年招收了考浙大的最高

分数的学生。我很高兴看见这么多优秀的青年学子有投身中国医疗事业的决心和热情，同时也感到自己的

重任。因为越是好的学生，我们越要下功夫去培养他们，成为最好的大夫。 

 
Yi: Dr. Ba, when you were the Dean of Zhejiang University School of Medicine, you always insisted 

on recruiting the best students to study in medical school, as well as training those students to 
become the best physicians. How has this been implemented in the eight-year Ba Denian 
program? 

潘羿：巴老师，您在浙大当医学院院长时一直得主张是让好学生学医，把好的医学院学生培养成好医生。这点

在这个 8 年制的巴德年班又是怎样实践的呢？ 

 
Dr. Ba: This has been successfully implemented in Zhejiang University by following two principles. First 

of all, we take advantage of the fact that Zhejiang University is a comprehensive university. We 
are able to provide diverse training for students in sciences, social sciences, arts and sports. This is 
important because we know that a good doctor not only has medical knowledge from books, 
but also has strong physical and psychological qualifications. So we have our best students be 
trained in science, art and sports at the Kezhen College of Zhejiang University. We do not focus 
on test scores. Instead, we stress the process of medical training, as we want to make sure that 
those young scholars can develop into excellent physicians and researchers. We have also 
adapted a training system from UCLA and we send several faculty members there every year. In 
addition, there are six affiliated hospitals in Zhejiang University which provide ample internship 
opportunities for our students. 

巴德年：这个在浙江大学我们是通过 2 点来贯穿的。第一，我们借助浙江大学是一所综合性大学的优势，全面

培养学生自然科学，人文科学，艺术和体育上的全面发展。因为我们很清楚认识当一名好医生不仅仅是融

会书本知识，甚至身体体质的强壮，心理素质的培养都十分关键。所以我们把最好的学生放在浙大最好的

竺可桢学院全面学习文化，美术，体育各方面内容。我们不在乎学生的分数最终是否门门优秀，我们更在

乎这个熏陶和锻炼的过程，能否在将来肩扛大任。其二，我们在平时教学的过程中运用了 UCLA 医学院的

教学体系，并且常年派老师去 UCLA 交流教学情况。现在浙大有 6 所附属医院，所以我们的学生除了打下

扎实的医学基础，也都有在这些附属医院实践的充分机会。 

 
Yi (Zhuo): Dr. Ba, China’s medical education system is currently undergoing changes, and there are 

a variety of different training models. Can you share your thoughts on promoting the eight-year 
MD and the MD/PhD program? 

潘羿（陈茁）：巴老师，如今中国的医学教育体制还有待完善，因为有各种不同的培养计划，您觉得 8 年制的

MD， 和 MD/PhD 制度值得不值得推广？ 

 
Dr. Ba: Yes, the Chinese medical education system has room for further improvement. My main 

proposal is as in the following: (1) General medical schools should continue to provide 5 years of 
undergraduate education. (2) We can try to promote the eight-year MD/PhD program in top 
universities, and particularly in comprehensive universities, such as Peking, Fudan, Nanjing, 
Shanghai Jiao-Tong, and Sun Yat-sen Universities. Currently, there are ten universities with an 
approved eight-year medical program. But I do not think that is enough and it should be 
extended to at least twenty schools. 

巴德年：是的，如今中国医学教育制度还有待完善。我的基本主张是：（1）一般性的医学院继续 5 年制的本

科教育。（2）非常好的大学，尤其是综合性大学，比如北大，复旦，上海交大,南京大学，中山大学等等，

我们可以推广 8 年制的 MD/PhD 制度。现在国家批准的 8 年制的医学班有 10 所大学，但我认为还是不够

的，至少应该扩展到 20 所。 
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3. The Development Path of China's Public Health System 
中国公共卫生体系发展之路 

 
Yi: You were active in promoting medical sciences, and now you are concerned about the 

development of public health policy and systems. What do you think is the biggest challenge to 
China's current medical and health system? You advocated universal health care in the past; 
what do you think about the current situation in China? 

潘羿：您曾经活跃在医学科学的最前沿，现在又十分关心重视公共卫生政策和体系的发展。您觉得中国现阶段

医药卫生体系面临的最严峻的考验是什么？您曾经呼吁要最终做到人人享有卫生保健, 您觉得现在中国的

情形是怎样的？ 

 
Dr. Ba: Since 2001, I have started to address equity of the health system in order to let everyone 

enjoy the fruits of economic reform in China. I advocated universal health. Things has been 
improved significantly in the past ten years. This is mainly reflected in the following: (1) 96% of 
China’s population is already enjoying varying degrees of health insurance coverage. China's 
health insurance is now divided into three schemes-- one is rural cooperative medical insurance, 
one is medical insurance for urban residents, and the third is employer sponsored health 
insurance. I propose to merge the three programs to let Chinese people enjoy a unified health 
insurance program. Of course, this would take time. (2) Starting this year [note: 2012], farmers in 
most counties can be reimbursed at least 60,000 RMB if hospitalized for a catastrophic condition. 
This is a major progress, but it is still below what I hoped for. I was thinking, with the advances in 
modern information technology, we can use only one insurance card to receive medical care 
all over the country without out-of-pocket payment. Therefore, China's medical insurance has 
improved in terms of equity, but this can be improved further. (3) In recent years, the hospitals at 
the county level developed very well. The government has invested a lot in developing hospitals 
in each county, and as such has promoted standardization of medical care in the countryside. 
The salary and benefits are the same whether you are a physician at the county, township or 
village level. But there are too few qualified physicians and nurses. More medical professionals 
are needed in the rural areas. (4) Hospital reform in the cities is far from complete. Regardless of 
serious illness or minor ailments, people prefer major hospitals, which is inefficient. Many minor 
illnesses can be addressed at the community hospitals, and do not have to be brought to a 
major hospital. But the service in the community hospitals should be improved to attract more 
people from the major hospitals. In summary, there has been a lot of progress in healthcare 
reform since 2009 and the government has increased investment in solving the fairness and 
access in health system. But there are still a lot of things that need to be worked out. 

巴德年：我从 2001 年就开始呼吁解决医疗保障公平性，想让中国普通老百姓享受改革开放的成果，能享受国

家富裕的成果，体现公平。我主张的医疗保障能覆盖所有人群。这十多年里进步是非常大的。这主要体现

在以下四点。（1）全国有 96%的人已经享受到不同程度的医疗保

障了。现在中国的医疗保障分成了 3 种，一种是农村的合作医疗，

一种是城市的医疗保障，还有一种是职工的公费医疗。我现在的

主张是如何统一这三种保障，让中国国民享受统一的医疗保障，

这个还需要时间。（2）今年的数据显示大多数的县和农民，如果

住院得大病，至少可以报销 6 万块钱。这是很大的进步，但距我

想象的全民平等的医疗保障还有待实现。随着现代信息科学的发

达，我主张每个人只要有一卡通，到全国任何地方都可以看病，

都不需要交钱。所以可以说中国的医疗保障在公平性上有所提高，但是与我想象的公平还有差距。（3）近

几年基层乡镇卫生院的建设发展得很全面。现在国家大力投入，每个乡镇都有卫生院，并且好多省实行了

县乡村一体化。就是说在县，乡，村当大夫福利待遇都是一样的。但是现在存在的问题是真正合格的全科

医生实在太少了，真正合格的护士不够用。所以现在的政策走向还需要呼吁更多的人去为农村，基层服务。

（4）现在城市医院的改革还很不彻底。不管大病小病都要到大医院，这是不对的。但是这个问题的解决应

09 年以来的医疗改革有很大进步，

国家加大了投入，在解决公平性和

可及性上有了提高，但是“革命尚

未成功，同志仍需努力！。  

—巴德年教授,浙江大学 
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该靠提高服务来解决而不是靠限制来解决。很多小毛病在基层就能解决，不用去大医院。但是现在可能基

层的水平不高，老百姓还要去大医院。总而言之，09 年以来的医疗改革有很大进步，国家加大了投入，在

解决公平性和可及性上有了提高，但是“革命尚未成功，同志仍需努力！” 

 
Yi: What role do you think the field of public health policy and health systems play in China's health 

care reform? How important is policy, knowledge and talent in this area? 

潘羿： 您认为公共卫生政策和体系这个学科在中国医疗改革中应扮演怎样的角色？这方面的政策，知识和人

才有怎样的重要性？ 

 
Dr. Ba: This is extremely important. I will attend a national conference on October 8th and 9th 

(2012). I plan to propose a new program to train public health professionals. I do not think it is a 
good idea to enroll public health students from high school graduates. I believe that it is better 
to recruit public health students from those who have already been trained in medicine. There 
are two individuals I admire the most, Dr. Margaret Chan, Director-General of the World Health 
Organization, and Dr. Lincoln Chen, the President of the China Medical Board. Both are 
prominent graduates of MD/MPH programs. I argue that we need to select the best medical 
graduates to work in public health after further training in leadership, vision, and management. 
Such talents will be the backbone of China’s healthcare reform and future development. 

巴德年：这方面是最重要的。我 10 月 8,9 号要在浙大开一个全国性的会，我要办一个新的班，专门培养公共

卫生人才。我反对从高中毕业生中招生专门搞公共卫生。我觉得搞公共卫生的人一定是学医非常好的，其

中一部分去做公共卫生。就像我最佩服的两个人，一位是世界卫生组织的总干事陈冯富珍女士，还有一位

我们熟悉的 CMB 的主席陈致和先生，他们都是杰出的 MD/MPH 的代表人物。我主张一定要选拔最优秀的

医学毕业生去做公共卫生，进一步培养他们的组织领导能力，前瞻性，计划性。这样的人才在中国的医疗

改革和未来发展中会是中坚力量。 

 

Yi: China Health Policy and Management Society (CHPAMS) is a fast-growing professional society. 
Do you have any words to our members and readers? 

潘羿： 中国卫生政策和管理学会是一个迅速发展的专业社团。您对我们的会员和读者有任何期望与建议吗？ 

 
Dr. Ba: The Chinese Health Review is great and informative. I hope it can be more objective, in-

depth and honest, keep track of the development in China's health sector, attend to China's 
healthcare reform, and introduce health management to Chinese medical scholars,  and serve 
as a platform of exchanges between China and the world in the area of public health. 

巴德年：我认为中国卫生评论办得很好，具有指导意义。我希望她能更客观，深入和诚实，更关注中国卫生方

面的进展，关注中国的医疗改革，为中国的医学学者多介绍一些卫生管理的知识，成为中国和外界公共卫

生管理的交流纽带。 
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PERSPECTIVE 
Tide Turning: China’s Health Care Policy in Transition 
转型趋势：处于转轨期的中国医疗保险制度 
 
By Baogang Guo, PhD, Dalton State College 
 

Dr. Baogang Guo is a Professor of Political Science and Director of the 
Center for International Education, Department of Political Science, 
Dalton State College. Dr. Guo came to the United States in 1986 and 
graduated with a PhD in Political Science from Brandeis University in 
1994. Prof. Guo taught at Framingham State University, Bridgewater 
State University and Thomas University before joining the faculty of 
Dalton State College in August 2000. Prof. Guo served as the President of 
Association of Chinese Political Studies (2008-2010) and is currently a 
Research Associate at China Research Center in Atlanta area. He brings 
students and faculty members to his home town in China every summer. 
 
Summary 
This article systematically reviews the historical process of China’s healthcare system reform, and provides his 
prospective on the future reform direction. The author examined the unintended consequences of China’s 
market-oriented healthcare reform since the collapse of the socialized health system in 1979, including the 
sharply decreasing health insurance coverage, diminishing public health prevention services, increasing 
healthcare costs and worsening inequalities, resulted from the reduction in public health expenditures. In 
response to the collapse of universal health system, a new Urban Basic Medical Care Insurance System for 
Staff and Workers (UBMCI-SW) was started in 1993 for urban employees; the New Rural Cooperative Medical 
System (NCMS) was reestablished in October 2002 for the rural residents; and various forms of medical care 
insurance schemes were established starting in 2007 to provide coverage for the elderly, children and migrant 
farmer labors. China has achieved a significant success in restoring its universal healthcare system in one 
decade, in spite of the limited health services and scope of illness coverage. Witnessing the currently heated 
debate over whether the future reform direction should focus on marketization or public welfare, Dr. Guo 
believes that the reform-minded China’s new government will increase public expenditure and focus more on 
the welfare function of healthcare system.  
 
郭保刚博士系统性地回顾了中国医疗卫生体系改革的历史进程，并提出他对中国医改未来走向的见解。他详细阐述了自从

1979 年市场主导的医疗改革取代了集体经济下的公共医保模式，由于政府在医疗卫生领域公共开支的减少所产生的不利社

会影响：包括医保覆盖率急剧下降、公共卫生预防服务的减少、医疗费用的升高、以及不断恶化的医疗服务公平性问题。

为了应对全民医保制度瓦解的不利影响，中国政府于 1993 年起致力于建立城镇职工基本医疗保险制度（UBMCI-SW），于

2002 年 10 月起重建新农村医疗卫生合作体系（NCMS），并于 2007 年开始提供了一系列的医保措施以覆盖老人、儿童以

及城市务工人员。尽管现阶段医保提供的医疗服务和覆盖的疾病种类有限，但中国成功地在短短的十年间重新建立起全民

医保制度。关于未来医改要着重于市场化还是强调其社会公益性的激烈辩论，郭保刚博士认为富有改革精神的新一届中国

政府将增加在医疗卫生领域的开支，并强调医疗卫生体系的社会公益性。
*
 

 

 
Since 1979, China has attempted to use market mechanisms to restructure its outdated health care 
system and improve its coverage and delivery systems. In the urban areas, the government 
introduced many new market-based reforms in an attempt to streamline the health care industry 
and slow down the escalating costs of providing health care. Health insurance reforms introduced 
built-in incentives for consumers to reduce unnecessary utilization of health services. The hospital 
reform reduced government subsidies and put the burden of institutional finance on hospitals.  
 
These market-oriented reforms have resulted in a major overhaul of both health care finance and 
delivery systems. While the welfare functions of health services are phased out gradually and public 

* This bilingual summary was prepared by Zongshuan (Jack) Duan, MPH Candidate.  
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expenditures on health care dropped substantially in relationship to the overall government 
expenditure, there were some improvement in efficient health care services and resource 
allocation. However, the market reforms also resulted in some unintended consequences. As the 
burden of health finance was shifted to consumers, health care was once again beyond reach for 
more and more people, especially the urban poor and rural farmers. Health care, together with 
housing and education, has become new “three mountains” that put tremendous amount of 
pressure on people’s livelihood. Many Chinese have begun to develop a negative view about 
these reforms and started challenge the market approach that has been implemented so far. 
Where is China headed from this point? How to improve efficiency while ensure access and 
equitable distribution of health resources? China is once again at a crossroad.  
 
Since the beginning of the new millennium, China’s health care reform has undergone a new 
transition. The focus of the latest reform is designed for increase public expenditure on health care; 
broaden access to health service, and improve basic health service and health care delivery 
system. In one way or another, it is an affirmative action to provide remedies to the unintended 
consequences of the market-oriented reforms.  
 
The Problems 
 
When China began its ambitious economic reforms in 1978, the health-care system crumbled as 
governments at various levels no longer guaranteed the health care insurance coverage. The 
reduction in public expenditures resulted in diminishing public health services and prevention. 
Emphasis in investment in high technology and facilities reduced the available resources for 
services and treatments. With the dismantlement of People’s Communes, rural cooperative health 
care insurance coverage dropped from 90 percent in the pre-reform era to just about 10 percent in 
2005. Almost all village clinics were contracted out to individual doctors or sold to private 
practitioners. In urban areas, employees no longer received health care for free. Urban economic 
reforms created many new groups of labor forces who were outside the traditional urban health 
insurance schemes, such as the laid-off workers, the employees of privately owned businesses, and 
the migrant farm laborers. In just a decade, the near universal health coverage disappeared in 
China. 
 
Meanwhile, health-care costs increased at an alarming rate. Total health-care spending rose by 28 
times between 1978 and 1997, much faster than the inflation rates during the same period. Health 
care wastes and overutilization were widespread among insured public employees. While their 
numbers were declining steadily, the resources the state provided for their coverage continued to 
rise uncontrollably, despite the overall decline of government spending in total health expenditure 
during the same time. According to a report of the World Health Organization (WHO) published in 
2000, based on the statistics of 1997, China ranked 144th in the overall health system performance, 
and 188th in fairness in financial contribution (among the 191 member states).1 China’s own data 
suggested that the ratio between urban and rural public health resource allocation was 7.4:1.2 
 
China’s own official national health survey conducted in 2003 confirmed the worsening inequality 
in health care. Due to the high cost and diminishing insurance coverage, more than one-third of 
people who were sick did not go to doctors for treatment, and 13 percent of these sick people 
were not treated at all. More than 80 percent of government health spending went to urban areas, 
and 80 percent of public spending went to major health care institutions. All together, only 20 
percent of the population benefited from public health insurance programs. Even in the cities, 
health care inequality was also evident. By 2003, more than 76 percent of urban low-income 
families had no health insurance coverage at all. Uneven distribution of healthcare resources 
resulted in some disturbing statistics. While 90 percent of pregnant women of low-income families in 
urban area still received some level of prenatal care, and 85 percent of them delivered their 
babies in a hospital, only 75 percent of pregnant women of low-income rural families got some 
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prenatal check-up and only 45 percent of them gave birth to their children in a hospital.3 As a 
result, the infant mortality rate between rural and city was 2:1 before 2001.4 
 

 
 
Figure 1 Government Health Expenditure as Percentage of GDP 
 
Sources: Du Le-xun, Zhao Yu-xin, and Liu Guo-xiang, “Reflection on 60 Years of Development of Government 
Health Investment and Total Health Expenditure Accounting in China: Respect and Prospect,” Chinese Journal 
of Health Policy 2, no. 10 (October 2009), 19, Table 2.  
 

 
 
Figure 2 Percentage Share of Health Care Expenditures (units: percentage) 

 
Sources: MOH, 2007 Health Care Statistics Yearbook. 
 
Additionally, with the diversification of the employment system, the labor forces became more and 
more mobile than ever, and most of the 140 million migrant rural laborers, and millions of self-
employed small business owners and their employees in the new economy went uninsured in 2001. 
Only 30.2 percent of urban employees were enrolled in the urban employee medical insurance.  
 
 Figure 1 reflects the changes in public health spending between 1952 and 2007. Between 1952 
and 1982, public spending on health care rose significantly, but declined for the next twelve years. 
The out-of-pocket individual expenditure increased threefold. The trends began to move up again 
after 1996, but at a much slower rate. The public complaints about the rising costs of health care 
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were largely a result of the decrease in public spending on health care. The profits of health 
institutions went up, but at the expense of equity and accessibility. 
 
Figure 2 shows that the percentage of government contributions to health care declined steadily in 
the 1980s. Individual contributions now make up more than half of all health care expenditures. The 
unwillingness of the government during this period to share the costs of health care is in sharp 
contrast with many of its neighbors. In Japan, the percentage of public financed health care is 81.5 
percent. 5 The direct impact of the shrinking public health spending is the increased financial 
burden on health care consumers, and makes health care one of the new “three mountains” on 
top of every family.6 
 
A New Beginning 
 
In response to the crumbling national health insurance system, the central government started to 
work on developing a nation-wide new employee medical care system in the 1990s, although 
incremental and small-scale health-care reforms began as early as the 1980s. These reform 
experiments were designed to incorporate various market mechanisms into the health care system. 
The main concern was to cut down health care costs and to make the industry more efficient and 
more profitable.  
 
The nationwide drive for health care reform was initiated in 1993. A new urban basic medical care 
insurance system for staff and workers (UBMCI-SW) would be based on the concept of social risk-
pooling in which work units would no longer be providers of free health care, and employees must 
bear some of the costs.7 Under the new system, a participant’s medical costs will be cover by two 
separate medical accounts. An individual employee contributes 2 percent of his/her wages or 
salary to his or her individual medical account. The participant can use this balance to pay for 
outpatient services and medications. Employers contribute 6 percent of the sum of their 
employees’ total wages or salaries to the general medical trust fund, but 30 percent of the 
employers’ contributions will be allocated to employees’ individual accounts.8 The general medical 
trust funds are currently pooled at the city and county levels, primarily to pay for employees’ in-
patient and major health services.9 City or county governments will provide operating budgets and 
personnel to collect, manage, and run the general trust accounts as well as the individual medical 
accounts. The government agencies will negotiate with health-care providers on the terms, 
coverage, and reimbursement of health-care services. This new system was initially experimental in 
many cities, starting in 1994.10 
 
The government launched a nation-wide campaign in 1999 to promote the new system.11 The initial 
goal was to enroll within one year all urban employees and all who were self-employed. However, 
inexperience and bureaucratic red tape hampered the implementation process. By 2008, about 
two-thirds of the urban labor forces are covered by the UBMCI-SW (see Figure 3). By 2012, 82 
percent of urban employees have been covered. At the same time, to reduce the burden of 
enterprises, over 7,000 enterprise-owned and -operated hospitals and health-care facilities have 
been turned over to local governments. 12 The separation of health insurance and service functions 
from enterprises paved the way for building a modern enterprise system. 
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Figure 3 The Growth of Urban Basic Medical Care Insurance Coverage for Staff and Workers (1999–2008) (units: 
millions) 
 
Sources: National Bureau of Statistics of China, China Statistical Yearbook (1999-2008), 
http://www.stats.gov.cn/. 
 
The new health insurance program consolidated the old public insurance and labor insurance 
schemes into a single employee medical insurance program, covering employees in all types of 
enterprises, governmental institutions, and semi-official social groups in urban areas. Employees of 
private-owned and foreign-owned companies, which now consisted of the majority of urban labor 
forces, became eligible to enroll in the system. The coverage also included laid-off workers (6 
million) and retirees (37 million).  
 
The rural-urban divide created the most unfair allocation of health resources. The lack of adequate 
access to quality health care systems has resulted in higher infant mortality, higher death rates of 
pregnant women, and lower life expectancy. With the collapse of the rural cooperative health 
care system, farmers became very vulnerable to sickness. Many fell into poverty because of 
chronic or major illnesses.  
 
To address this issue, the government decided in October 2002 to reestablish the rural cooperative 
health system.13 However, since the rural collective is gone, there is no public financial support to 
sustain the system. The government eventually decided to use public funds to fill the vacuum. The 
sheer size of the rural population demands a substantial amount of resources to be allocated to 
cover the 900 million plus rural population.  
 
The effort to restore the cooperative health care system actually began in 1993. In 1994, the Ministry 
of Health (MOH), Ministry of Agriculture (MOA) and the World Health Organization (WHO) launched 
an experimental project on a new cooperative health care scheme. The experiment was carried 
out in fourteen counties and cities. It was not until 1997 that the MOH decided to promote the new 
system nationwide.14 However, the new system asked local people to organize the system and 
relied mainly on individual contributions to support the system financially. By 2002, less than 10 
percent villagers had signed up for the system. Most farmers were unable to shoulder even the 
modest cost of the program. 
 
Since 2003, the government has changed its approach. In the new program promoted after 2003, 
the government organized, guided, and supported the system. In only five years, the rural 
cooperative health system has achieved universal coverage in rural areas. This is truly remarkable 
achievement. The public contribution to the program’s finance certainly played a major role in the 
rapid expansion of the program. Participation in the new program is voluntary. Their contribution 
would be put in their individual account, and would be used to pay for outpatient visits. The state 
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and collective contributions would be put into a pooled account to help pay for the cost of the 
treatment of major illnesses. In 2006, the central government decided to increase public financial 
support in order to increase the program’s coverage. The central government and local 
governments would each double their contributions to 20 yuan for each participant. In another 
words, the government now will pay 60 percent of the total cost of insuring each rural participant. 
In 2008, these contributions were doubled again, with the state and county governments each 
contributing 40 yuan to each insured and the each participant would pay 20 yuan annually.  
 
Compared to the urban health insurance plan, the benefits of the rural program are still very 
limited. It only pays for 50 percent of the cost of hospitalization initially (now it is about 60 percent). 
For doctor’s visits, a patient can only be reimbursed for 7–8 yuan per visit. The annual maximum of 
patient reimbursement for doctor’s visits varies greatly from county to county. Some limit annual 
individual reimbursements to 140 yuan, while other set it at 400 yuan.15 One direct result of the new 
insurance system is the increase of the rate of health services utilization. Farmers are more likely to 
visit a doctor in case of an illness. For in-patient services, the system encourages patients to seek 
services at the township level. According to the 2008 National Health Survey, only one-third of rural 
patients received reimbursements for out-patient services; 85 percent of farmers who received in-
patient services were reimbursed, and reimbursement was only 34 percent of their total expenses 
for their hospital bills.16 In 2012, the rural health insurance scheme has increased its coverage to 98 
percent of rural population. The total government contribution to each enrolled farmers have 
increased to 240 yuan, and the projected reimbursement will increase to about 70 percent.  
 
With the rapid expansion of the employee insurance scheme and the rural cooperative health 
insurance scheme, most of the working-age populations are now covered. However, some groups 
of the populations are still left out. One is the elderly who are not part of the retirees of state-owned 
enterprises. The second group is the children, and the third group is the family-operated small 
business owners and their employees. The final group is the 140 million migrant farmer laborers. 
State-owned enterprises generally allowed coverage to the family members of an employee, but 
usually at half the cost. 
 
Table 1 Social Insurance Composition of Residents (units: percentage) 
 
Item Total Urban Rural 

2008 2003 2008 2003 2008 2003 
 

Basic Medical Insurance of Employees 12.7 8.9 44.2 30.4 1.5 1.5 
Government Insurance Program 1.0 1.2 3.0 4.0 0.3 0.2 
Basic Medical Insurance of Resident 3.8 -- 12.5 -- 0.7 -- 
New Rural Cooperative Medical Scheme 68.7 -- 9.5 -- 89.7 -- 
Other Social Insurance 1.0 12.0 2.8 15.2 0.4 10.9 
No Social Medical Insurance 12.9 77.9 28.1 50.4 7.5 87.3 
 
Sources: National Survey on Health Service in 2003 and 2008; Statistical Summary of China’s Health Care from 
MOR (2009), Ministry of Health, http://www.moh.gov.cn/. 
 
To provide health insurance coverage for these groups, starting in 2007, various forms of medical 
care insurance schemes were established. The goal was to create a mandatory urban resident 
insurance by 2010. Like the rural cooperative health care scheme, the government would provide 
sizeable subsidies to individual participants. Under the new program, an adult would pay a monthly 
premium of 100 yuan with a state subsidy of 50 yuan. Children’s cost was 30 yuan a month with 50 
yuan state subsidy. For the disabled, the premium was only 40 yuan with 110 yuan state subsidy. The 
insurance would only cover major illnesses and urgent care on an outpatient basis or inpatient 
hospitalization. The annual deductible was quite high, ranging from 540 to 980 yuan per illness. The 
co-payment ranged between 20 percent and 50 percent. Most of the services were limited to 
community health centers. Referrals were needed to go to a regional hospital for further treatment. 
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Maximum insurance benefits ranged between 16,000 to 20,000 yuan annually. 17  The main 
beneficiaries of the new resident-based health programs were children under age of eighteen, 
including students in technical schools. By 2008, there were 116.5 million people enrolled in the new 
health insurance system. The new system was also extended to migrant laborers. About 42.5 million 
or one-third of migrant labor forces had enrolled in the program by 2008.18 Table 1 is the summary 
of the enrollment status of employees and residents in various medical insurance schemes. 
 
It is undeniably a major success for China to restore its universal health care insurance system in 
such a short of period of time. Although the financial benefits are still limited to providing basic 
services and overage for major illness, the access to health care has been improved significantly in 
the last decade. 
 
The Debate and the Future Direction 
 
During the last two decades, there was a series of heated debates on the direction of health care 
reform. Generally speaking, there were two groups in the debates. The pro-market advocates were 
in favor of marketization of health care industry. The opponents of this approach insisted on the 
welfare and social functions of health care, and demanded an active role for the government to 
ensure adequate access to health care and services.  
 
The effort to turn hospitals care institutions into self-sufficient economic entities in the 1980s forced 
hospitals to increase their charges and fees, causing the loss of accessibility to health care. Health 
ethics was compromised due to rampant corruptions, such as doctors taking bribes from patients 
and drug companies, prescribing unnecessary medication and technology usage, and making 
false advertisements. As a result, the relationship between doctors and patients was at all-time low. 
In 1993, the vice minister of the MOH, Yin Dakui, openly opposed to the marketization of health 
care. He argued that health care was a public product serving the public interest and it should 
have an important role in ensuring social justice and fairness.  
 
On July 29, 2005, the Development Research Center (DRC) of the State Council shocked the nation 
by releasing its final report on China’s health care policy reform. It claimed that, taken as a whole, 
the market-oriented reform in health care was unsuccessful, and the reform had contributed to the 
escalating costs of and difficulties in access to health care.19 This negative assessment triggered a 
new round of debate on health care reform in China and paved the way for the second round of 
health care reform that was unveiled at the end of 2008. 
 
The year 2005 was a turning point in China’s health care reform. Once again, attention was shifted 
away from pushing for further marketization and focused more on fairness issues. In September 
2006, the State Council put together a new health care reform coordination committee, which 
consisted of eleven ministries and agencies of the State Council. The committee engaged in 
extensive debates on ten different reform plans submitted by various agencies.  
 
On October 14, 2008, a new comprehensive health care reform proposal was published for public 
comments. It targeted 2020 as the date for the establishment of a comprehensive system of basic 
health care, which included public health, health services, health insurance, and pharmaceutical 
supply sub-systems. It emphasized the public service functions of health care system, and the 
dominant role of the government in providing health care financing and services. It promised to 
increase the share of health care spending in the government’s total expenditures and to provide 
budgetary support for all public health care institutions so that they do not have to rely on incomes 
generated through charges on in-house pharmacies and prescribing unnecessary procedures and 
medical tests. It moved away from the market fundamentalist approach and brought pricing 
control back, especially for non-profit public hospitals. It called for increased governmental 
subsidies to participants of urban resident medical insurance and rural cooperative medical 
systems.  
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No significant new changes were made to the health insurance schemes that were put into place 
since 2002. Under the plan, the urban employee medical insurance system will be expanded to 
provide coverage for the uninsured, employees in the private sectors, retirees, and companies in 
economic hardship. The urban resident insurance program will extend its coverage for the elderly 
and the poor. The rural cooperative health system will be focused on improve its benefit level and 
coverage. It is hoped that eventually the three separated public systems will be unified. The 
government determined to strengthen areas that are the weakest in the current system, namely, 
public health, community health services, and rural health services.  
 
In the wake of the global financial crisis of 2009, the State Council took a swift action by 
announcing a four trillion yuan economic stimulus plan. As a part of the stimulus package, the state 
issued its much debated ambitious health reform plan with a total projected 850 billion yuan 
investment to support these reforms. The following is some of the highlights of this plan:20 
 

(1) Strengthen the health service delivery system. Under the plan, the state will invest significant 
amounts of money to modernize 2,000 county hospitals, 290,000 township health hospitals, 
5,000 township health centers, 3,700 urban community health service centers, and 11,000 
neighborhood health service stations. To improve the quality of rural health services, the 
government promised to offer trainings to nearly two millions doctors and nurses who 
worked in the rural health care system.  
 

(2) Promote equality in basic public health services. The government will provide free annual 
checkups for the elderly, wellness care for children under age three, prenatal and post-
natal care and follow-ups for pregnant women, prevention and treatment consultation for 
people who have high blood pressure, diabetes, mental illness, and TB. The government will 
also provide free immunization and treatment for TB and AIDs, assistance to rural pregnant 
women to have hospital delivery,  
 

(3) Increase government-provided subsidies to public hospitals and eliminates surcharges on 
drugs imposed by hospitals. While the number of public hospitals will be reduced, some of 
the existing public hospitals will be privatized.  

 
The State Council’s decision to deepen health care reform has clearly redefined health care as a 
public utility and should be treated as a public product, managed and provided by the 
government. This decision represents a departure from the decades-long pursuit of market-driven 
health care reform, and a refocus on the issue of equity in health care. The goal is to achieve 
equilibrium between the need for efficiency and cost-control on the one hand, and universal 
access and quality service on the other. 
 
China’s health reform is struggling with different models. In the early days of the republic, socialized 
health care provided a universal health care system for the public employees in urban areas. 
During the reform era, the efficiency-oriented guiding principles pushed China toward a market-
driven system similar to the United States. The reform since the 1990s has embraced a social 
insurance model similar to that of Germany and Japan. The recent reform initiative strengthened 
the role of the government in the new health care system and reestablished the public nature of 
the health care services. In the foreseeable future, we will continue to see more debates about the 
pros and cons of the two very different approaches. The health reform in the last decade has laid 
down a solid foundation for China new health care system. With reform-minded new leaders such 
as  Xi Jinping and Li Keqiang coming into power, we have reasons to believe major steps will be 
taken to continue to increase public expenditure in health care, to make health care more 
affordable, to make more equitable distribution of health care resources, and to focus more on the 
welfare function of health care system. 
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*This paper is an abridged version of a chapter published in Dr. Guo's book China’s Quest for Political 
Legitimacy: The Equity-Enhancing Politics (Lexington Books, 2010). 
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Dr. Richard Rothenberg 

SPECIAL INTERVIEW 
PROF. RICHARD ROTHENBERG, EDITOR-IN-CHIEF, ANNALS OF EPIDEMIOLOGY 
Richard Rothenberg 教授访谈  

By Zheng (Jane) Li 

 
Dr. Richard Rothenberg joined the Institute of Public Health, Georgia State University as a Professor 
in May 2007.  He had previously worked at Emory University as Professor of Medicine (1993-2007) 
and prior to that had spent 25 years at the Centers for Disease Control 
and Prevention (CDC). Over the past several decades, he has 
conducted research that examines the dynamics of transmission of 
infectious diseases, primarily HIV, STDs, and the blood borne illnesses 
(BBIs), with particular emphasis of the effects of social, sexual, and drug-
using networks on transmission. He is currently P.I. on an NIH/ NIDA-
sponsored project focused on the geographic aspects of social network 
interactions. Dr. Rothenberg has published over 150 peer-reviewed 
articles, primarily in the fields of STD, HIV, and epidemiologic methods. In 
2002, he received the Parran Award for lifetime contributions to the field 
of STDs. He is the current Editor-in-Chief of the Annals of Epidemiology. 
This interview was conducted by Dr. Zheng (Jane) Li with Dr. Rothenberg 
on November 9, 2012. 
 
Richard Rothenberg 教授于 2007 年 5 月起就职于乔治亚州立大学公共卫生学院。他曾经在艾默瑞大学医学

院担任教授（1993 至 2007 年）；在此之前，他在美国疾病预防控制中心工作了 25 年。在过去的数十年间，

他主持了一系列研究来探讨传染性疾病的传播动力学，特别强调社会关系、性传播和药物使用对传染性疾病传

播的影响, 包括艾滋病病毒、性传播疾病、血液传播疾病。目前，他是一项由美国国家卫生研究院和美国国家

药物滥用研究所资助的研究项目的项目负责人，该项目重点从地理分布层面研究社会关系网络。迄今为止，

Rothenberg 博士发表了一百五十余篇学术界同行评论的文章，主要集中在性传播疾病、艾滋病和流行病方法

学领域。2002 年，他因对性传播疾病领域的终生成就获得 Thomas Parran 奖。他目前担任《流行病学年报》

的总编辑。李峥博士（Jane）于 2012 年 11 月 9 日与 Rothenberg 教授进行了本次访谈。
*
 

 

1.  Annals of Epidemiology  
《流行病学年报》的相关信息 

Jane: Can you tell us a bit about the Annals of Epidemiology (Hereafter referred as Annals)? What 
makes the Annals different from other epidemiology journals? 

Jane：您可以简要介绍一下《流行病学年报》（以下简称《年报》）吗？您认为令《年报》从其它流行病学

期刊中脱颖而出的原因是什么？ 

 

Prof. Rothenberg: The Annals of Epidemiology was established in 1990, and I became the Editor in 
March 2000, so now it’s my 13th year with the 23-year-old journal. It originally was a relatively 
small journal that published 8 issues a year with a focus on cardiovascular diseases, primarily 
because of the interests of the founding Editor. Since I became the Editor, we have broadened 
the scope, and over several years, we have increased publication to 12 issues a year, a format 
that we’ve maintained for at least 10 years.  

Our journal is not terribly different in scope from some of the other Epi journals in that we are a 
specialist journal primarily serving professionals in the field of epidemiology. Meanwhile, we are a 

* The Chinese translation of the transcript was prepared by Zongshuan (Jack) Duan, MPH Candidate. 
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“general” epidemiology journal and do not focus on a specific disease or category. We do not 
publish many on certain fields, such as genomics, because this field is highly technical and there 
seems to be 3 billion new risk factors. We publish mostly general overview of epidemiological 
topics and studies, and not so many strictly methodology papers as do American Journal of 
Epidemiology and the journal Epidemiology.   

If we do anything different, that would be we tend to publish papers that are more peripheral in 
methodology. For example, we tend to receive more submissions that use newer or different 
methodology than traditional epidemiology which can be of interest.  

 

Rothenberg 教授：《流行病学年报》于 1990 年创刊，我在 2000 年 3 月成为《年报》的编辑，所以我在拥有

23 年历史的《年报》工作了 13 年。起初，它只是一本影响力相对较小的期刊，每年出版 8 期，主要关注心

脑血管疾病，因为心脑血管疾病是创刊编辑的兴趣所在。自从我担任编辑以来，我们拓宽了范围，几年之

间，我们增刊到一年 12 期，并且如今的出版模式我们已经维持了至少 10 年。 

我们的期刊是一家旨在服务于流行病学领域专家的专业期刊，在录用范围方面与其它流行病学期刊并没有

显著不同。《年报》是“综合型”流行病学期刊，并不局限在某一疾病或领域。对于某些特定领域的稿件，

例如基因组流行病学，我们收到得不多, 因为有专门面对该领域研究者的专业期刊。我们发表的大多是流

行病学和研究的概述型文章，不像《美国流行病学期刊》和《流行病学》那样发表过多的严格方法性论文。 

要说我们的不同点，我想应该是我们往往会发表更多的边缘型流行病学文章。举例来说，我们倾向于接受

相比传统流行病学来说使用新的或不同研究方法的文章。 

 

Jane: Earlier you mentioned that the Annals increased its publication frequency and volume within 
a few years, were you aware of any measures taken to promote the journal and increase its 
influence in the field? 

Jane：刚才您提到，《年报》在几年之内增加了刊数和的期刊容量。请问您使用了什么方法促进《年报》发

行并提高其在行业内的影响力？ 

 

 Prof. Rothenberg: There is a frequent saying in the U.S. that when new people take over, there’s 
often a “bump” or “boost”, as often seen in political arena. When I took over, there was a 
backlog that we cleared out which boosted publication. We are the official journal of the 
American College of Epidemiology. As we continued to expand, there was more commitment 
and advertisement from the College that helped promoting the journal. The tremendous support 
from the Board of the College also led to the creation of a new Editorial Board for the journal. So 
the development of the Annals is fairly gradual and incremental, rather than a big new splash, 
as do most other journal. The situation is somewhat different nowadays when there are many 
“entrepreneurs”, or often called “paper mills”, that enter the field of publishing and online 
publishing. Some of those often focus on the business, rather than sciences, by publishing 
through paying and making the peer-review process more or less a mere formality. This is 
unfortunate because such practices ultimate drags down the quality of the whole publication 
field by creating a large number of publications that do not necessarily stand for high quality. So 
one of the advantages of being one of the “old time” journals is that we are reputable and 
reliable, and we are confident of what our journal is delivering.  
 

Rothenberg 教授：在美国有一个很普遍的说法，换届往往意味着“增长点”或“强心针”，这在政坛很常见。

当初我接手时，处理掉一些当时的积压，促进了刊物的出版。我们是美国流行病学学会的官方期刊。由于

我们持续扩大出版量，学会给予了我们更多的支持和宣传，因此促进了期刊的发行。学会董事会的大力支

持，也促使我们成立了一个新的期刊编委会。因此，《年报》的发展是相当循序渐进的，并不是跃进式的

发展。然而如今的社会现状是不同的，现在有很多“发行企业”，或者通常被称为“论文工厂”，进入了

出版业或者网络出版业。某些出版社的关注点是经营，而不是科学；它们通过收取费用来发表文章，使得
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同行评议的过程或多或少流于形式。这是非常不幸的现象，因为这种行径产生出一大批低水平的文章，最

终会拖累整个出版行业的质量。因此，作为一家“老牌”期刊，我们的优势之一在于我们是有信誉的、可

靠的，我们对我们发行期刊的质量很有信心。 

 
2.   Changes on journal submissions 

期刊投稿的变化 

Jane: Over the years, have you observed any changes or shifts among the journal submissions? 

Jane：多年以来，您有没有观察到期刊投稿的任何变化？ 

 

Prof. Rothenberg: As we grow in size, and hopefully reputation, we have seen an increase in 
submission, from 150-180 a year when I took over, to over 450 submissions annually now. This is 
also the case for other epi journals. For example, Epidemiology and American Journal of 
Epidemiology, the two top journals in the field, both receive roughly 800 submissions per year. So 
this reflects a general trend in the field of epidemiology to publish more, and also reflects that 
many more people are working in the field.  

In addition, we are receiving a lot more submissions from outside of the U.S. Probably one fifth to 
one fourth of submissions are from China and Taiwan, we also receive a great deal of 
submissions from Japan and Europe. Interestingly, we are also receiving a substantial number of 
papers from the Mid-east, such as Syria and Egypt. So the Annals is truly an international journal. 
This trend in increased submission from other countries is also true for many journals in U.S. and 
publishing in American journals seems to be important for people in other countries, so there’s a 
general movement toward American journal, including the Annals.  

 

Rothenberg 教授：随着我们规模和声誉的扩大，我们看到了期刊投稿量的增加，从我刚刚接手时一年 150-

180 篇，增加到了现在的每年 450 余篇。这也是其他流行病学期刊经历的状况。例如作为业内顶级期刊，

《流行病学》和《美国流行病学》每年都会收到大约超过 800 份提交。这反映了流行病学领域出版量的增

加，同时也反映了更多的研究者正在从事流行病学研究。 

此外，我们收到了相比以前更多的来自美国境外的投稿。其中大约有五分之一至四分之一来自中国大陆和

台湾；同时我们也收到了很多来自日本和欧洲的投稿。有趣的是，我们还收到了一些来自中东的论文，例

如叙利亚和埃及等。因此《年报》是一个真正意义的国际期刊。对于美国的很多期刊来说，境外投稿的增

加是一种趋势，好像对其他国家的研究者来说，将论文发表在美国的学术期刊上很重要。因此，这对美国

的学术期刊来说是一个普遍的趋势，包括《年报》。 

 

Adam: The Chinese Health Review will have a special issue on mental health [Dec 2012]. Would the 
Annals be interested in papers on mental health issues?  

Adam：《中国卫生评论》发布了精神卫生专刊（2012 年 12 月刊）。《年报》是否对精神卫生问题感兴趣？ 

 

Prof. Rothenberg: We do not get many papers on mental health issues; usually those papers go to 
different journals. We certainly welcome contributions on this aspect. Mental health 
epidemiology is hard to do, because of the difficult diagnosis. Recently we published several 
papers on autism. The case definition is very difficult, variable and debated, and that affects 
study outcomes and that’s something we are very sensitive to.  

Rothenberg 教授：我们没有收到太多关于精神卫生领域的投稿；通常情况下这些论文投到了其它的期刊。当

然，我们非常欢迎在精神卫生方面的研究。精神卫生流行病学难度很大，因为难以诊断。最近我们发表了

数篇关于自闭症的文章，病例的定义很困难，多变而又充满争议性的定义会影响研究结果，这是我们比较

在意的地方。 
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Jane: Regarding the case definition, do you see the whole field of epidemiology move towards the 
use of biomarkers to define and characterize cases and outcomes?  

Jane: 关于疾病的诊断定义，您如何看待整个流行病学倾向于利用生物标记来定义和描述病例和结果的趋势？ 

 

Prof. Rothenberg: Definitely, this shift is especially evident on chronic diseases. In infectious diseases, 
we’ve always used organisms or biomarkers for diagnosis using various biological or medical 
methods. Now in chronic diseases, doing epidemiological studies without the usage of 
biomarker is getting rare, although we still are getting papers that rely on people’s self-report 
rather than biomarker confirmation.  

Rothenberg 教授：确切的说，这种转变对慢性病的诊断效果尤其显著。在传染病研究中，我们一直使用一些

生物学或医学方法，利用组织或生物标记物进行诊断。如今在慢性病领域，虽然我们仍然可以收到依靠研

究群体自我报告而非生物标记的稿件，象这种没有使用生物标记物的流行病学研究论文已是越来越少。 

 
3. Suggestions to Chinese authors: occupational and environmental health, migrant v.s. native 

populations, commentaries and reviews 
对中国作者的建议：—职业病与环境健康、移民与原住地居民对比研究、评论和综述型文章 

Jane: Do the increased submissions indicate more and more researches are done in the field of 
epidemiology globally, such as in China? What are your overall impressions of manuscript 
submissions from China? What kind of improvements would you want to see? 

Jane：投稿量的增加是否意味着越来越多的流行病学研究背景设立在国际范围，比如中国？您对来自中国的

投稿总体印象如何？您希望看到什么样的改进？ 

 

Prof. Rothenberg: Yes, there is more and more epidemiological work done globally. Let’s use China 
as an example because it’s a good one. In general, Chinese contributions over the year have 
been vastly improving. The epidemiology is much better. The use of English language is much 
better - we are getting much more comprehensible and well-written manuscripts, whether it’s 
because the overall improvement of English levels among Chinese authors, or the intelligent use 
of native English speaking coauthor, or both. The quality of the work from China is also high. If I 
have to rank among contributions from various countries or regions including the U.S., the ones 
with the highest quality probably come from Scandinavian countries, because they have a long 
history and tradition not only in their English usage but also in this field.   

The main challenge for Chinese investigators is what to do about the vast wealth of data. There 
is a huge amount of data from the country. It’s very rare to see any Chinese studies with less 
than 300,000 people. But I’m not sure if Chinese investigators’ data processing capability is on 
track with the amount of data. Certainly, they do very sophisticated and very good work. The 
problem is many work seem to be reproducing what other people have done in the past and in 
other countries, but in a Chinese population. Certainly this is completely legitimate; but while 
there is good information from such work, the interest and value are mostly confined to local 
scale, and are not of global interests. Therefore, some of the manuscripts are rejected, not 
because they do not present good work or are not of high quality, but because they are simply 
confirming existing knowledge and do not provide much new information on the particular 
subjects.  

Of course this is not unique just among Chinese contributors, but also in many authors from other 
parts of the world, including the U.S. We apply the same rules to all submissions. When what we 
see from a manuscript is what we’ve already know, except that it’s on a different population, 
that would diminish passion for publication in our journal. Such papers are more fitted for local 
journal, because they are of interest locally, but not fitted for international journals like ours. So 
what I’m looking for is something that is new and has better generalization capability.        
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Rothenberg 教授：是的，现在国际范围的流行病学研究越来越多。中国是一个很好的例子。总体来说，中国

在过去几年间的学术成就取得了长足的进步，在流行病学领域取得了很大进展。英语的使用更加规范——

我们收到了更多易于理解的投稿，无论是得益于中国作者的整体英语水平的提高，或者是英语国家的合著

作者，或者兼而有之。来自中国的投稿的质量也很高。如果我必须将包括美国在内的国家和地区的投稿按

质量排名的话，我认为水平最高的应该是北欧日耳曼语系的国家。因为他们无论在英语使用还是流行病学

领域上都有相当长的历史了。 

中国的研究者面临的最大问题是如何利用巨大丰富的数据资源。中国投稿的数据量很大。研究人口少于 30

万的中国流行病学研究是很少见的。但是，我不确定中国研究者的数据处理能力是否足以驾驭如此庞大的

数据量。当然，他们做了非常复杂和出色的分析工作。但问题在于，很多研究看起来只是重复别人以前在

其他国家做过的研究，只不过是将研究背景换成了中国。当然，这种做法是可行的；但这类工作的信息和

价值很大程度上仅仅限于地区范围内，没有全球范围内普及的价值。因此，一些投稿被拒绝，并非因为研

究不够出色或质量不高，而是因为他们只是在简单地确认现有的常识，并没有在相关领域提供很多新颖的

观点和信息。 

当然，这种现象不只局限于中国的研究者，而是普遍存在于世界上很多国家，包括美国。我们对所有投稿

采用同样的标准。如果我们发现某篇文章的内容是我们所熟悉的，只不过是换了一个研究人群，这将减少

我们期刊出版的热情。这样的文章更适合在当地的期刊投稿，因为他们的研究重点在于当地人群，不适用

于像我们这样的国际期刊。因此，我们在寻找新颖的、具有更好泛化能力的观点。 

 

Jane: For a researcher, especially a new or young researcher, in a fairly established field where 
many problems have been well studied, it seems hard to be original and come up with a brand 
new concept, method, or problem. What are some of the emerging new problems or areas that 
are of interest and people can focus on? What types of work would you like to see from Chinese 
public health researchers? 

Jane：对于一名研究者，尤其是刚刚入门或者年轻的科研人员来说，很难在一个发展得相当完备、很多问题

都已得到很好研究的领域，保持原创、或者提出一个全新的概念、方法或研究课题。目前有什么新兴的课

题值得研究者去关注？您期待中国的公共卫生研究者进行哪方面的研究？ 

 

Prof. Rothenberg: It is difficult to be original. There are some original hypotheses, particularly in 
chronic disease areas, where people can work more creatively, such as metabolic syndromes, 
diabetes, usage of biomarkers, etc.  

There are several areas that I particularly would like to see from China, the first and far most is 
occupational health - although China might not want to talk about it.  It is known that when a 
country is developing rapidly, especially when developing unevenly, it always comes with 
growing pains, such as environmental problems and occupational health. There is tremendous 
wealth in China and also tremendous poverty, which equates to large income disparity. While 
some parts are growing very fast, some other areas and sectors are being ignored, so it’s a very 
asynchronic time. Work conditions in China, at least as reported in the U.S., are highly variable 
and often terrible. We used to have Dr. Otto Wong on our Editorial Board who’s now retired. He’s 
an expert on environmental and occupational health, and has a lot of contacts in China. He 
was the major source for occupational health articles in the journal. But we don’t get many in 
this field at all, and we would be very interested in such articles, because they are new, original, 
different than what we are experiencing in most other developed country, and have a global 
impact, particularly because of the intertwining global economic. For example, Apple Inc. 
made a lot of headlines recently for the horrible working conditions and low pay in its 
manufacturing plant Foxconn in China. Those accusations, if true, can have large impacts on 
workers’ health, such as work-related injuries, diseases, psychological problems.  
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Because of the large population and severity of occupational and environmental conditions in 
China, and if China is ready to tackle the occupational and environmental health, there is a 
large potential to identify problems, define outcomes, formulating hypotheses, carrying out a 
study with tremendous statistical power, and therefore, find links to diseases and health problems. 
Such studies are much harder to do in the U.S and many other countries. Therefore, these types 
of articles will general global interests and impact and we would be very happy to get them.   

 

  Rothenberg 教授：提出原创的观点是很困难的。对于某些假设，尤其是在慢性病领域，研究者可以在某些

领域从事创造性的工作，例如代谢综合征、糖尿病、生物标志物的使用等等。 

另外，我特别期待看到中国的研究者进行几个方面的研究。最重要的是职业卫生——尽管中国也许不想过

多的谈论这个话题。众所周知，当一个国家快速发展，尤其是发展不均衡的情况下，总是会伴随着成长的

问题，比如环境问题和职业健康问题。中国累积了巨大的财富，同时也滋生了巨大的贫困，导致了悬殊的

贫富差距。尽管一些地区发展迅速，但其他地区的发展被忽视，导致发展不平衡。中国的工作环境，起码

通过美国的相关报道来看，差异很大并且总体而言很不健康。我们有一位已退休的编辑委员会成员，Otto 
Wong 博士。他是环境卫生和职业病研究领域的专家，并且同中国有很多联系。他曾经是我们期刊主要的

中国职业卫生相关文章的来源。但我们在这一领域的投稿不多，因此我们对这类文章很有兴趣，因为其新

颖、原创、与其他发达国家的情况不同、并且拥有全球效应，主要是因为全球经济相互交织。例如，近期

很多关于苹果公司的头条新闻披露了其中国加工厂富士康公司糟糕的工作环境和低工资待遇。如果这些报

道属实，将会对工人的健康造成很大影响，例如工伤、疾病、心理问题等。 

鉴于中国众多的人口、及其严峻的职业和环境条件，如果中国打算应对职业健康和环境问题，相关研究将

会有很大潜力来发现问题、确定结果、提出假设、进行一项具有显著统计学意义的研究，并发现疾病和健

康问题的关系。这些研究在美国和其它国家很难实施。因此，该类型的文章将具有普遍的全球效应和影响，

我们将很高兴能够将其发表。 

 

Jane: Being in the field of environmental health, I have seen more and more collaborations being 
forged between Chinese investigators and scholars from the U.S. and other countries to study 
environmental and occupational health. Many of such collaborations are formed with 
investigators who are from China and educated overseas and who would like to contribute to 
health research in China.  

Jane：在环境卫生领域，我看到越来越多的中国研究者与来自美国或世界各地的研究人员及学者合作，进行

环境卫生和职业病研究。很多合作都是由在海外留学、希望致力于中国卫生领域研究的中国学者发起的。 

 

Prof. Rothenberg: That is true, and that leads to another area that are of interest – comparison 
between a particular population or an ethnic group to a similar population/ethnic group who 
migrated out of their native area into a new environment. Since World War II, the U.S. has seen 
an increase of immigrants, especially those highly educated intellectuals. It would be very 
interesting to study such populations that have similar genetic makeup, but grow up in different 
countries and different environments, and study how diet, life style, exposure to pollutants 
changes and many other environmental and social factors impact their health statuses and 
diseases.  

One additional area that I want to see more is commentaries and reviews, not just the meta-
analyses. The meta-analysis is formulated, easy to do with a standard method to do it. 
Sometimes articles are written based on a meta-analysis of only ten or fifteen studies, which will 
not provide much useful information. On the other hand, it is interesting to see how people think 
about things, what they mean, and what the implications are. So commentaries and reviews, 
even if they are descriptive or narrative, are of considerable interest to us.  

Before finishing, I want to re-iterate that the Chinese contributions over the years are vastly 
improving - the materials are well done, the methods are up to date, and the language is 

22 
 



greatly improved, so overall, the quality is fast improving. The important thing is that the work has 
to be able to go beyond local focus and local interest. This is the same standard applied to 
contributions from all other parts of the world, including the U.S. We welcome articles from China 
on all fronts that are of global interest.  

Rothenberg 教授：的确如此，而且迁徙问题还产生了另一个有趣的研究课题——将某个特定人群或族群，与

另一个相似的从原住地迁徙到该新环境的人群或族群进行比较研究。自从第二次世界大战以来，美国的移

民越来越多，尤其是高学历人群。研究这些具有相似基因构成、但从不同国家或环境中成长的人群，研究

其饮食习惯、生活方式、污染物暴露和其他环境和社会因素对他们健康和疾病状态的影响，这会是一项很

有趣的研究。 

还有一个方面，我希望看到更多的评论和综述，而不仅仅是荟萃分析。荟萃分析有固定模板和标准模式，

相对简单。有时，这些综述仅仅介绍数项研究的结果，不能提供有用的信息。另一方面，观察其他人如何

看待一件事、他们的思维模式、获得什么样的启发是很有趣的。所以，我们对评论的兴趣比较大，即便只

是描述性或叙述性质的。 

结束之前，我想再次重申，中国在几年间的投稿质量进步显著——材料切题、分析方法也是最新的，语言

有很大提高。重要的是，工作范围必须要超越地区范畴。同样的标准也适用于世界各地，包括美国。但我

们最基本的态度是很明确的：我们欢迎来自中国的研究成果。 
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RESEARCH TWITTER 
 
Li Li, Zunyou Wu, Li-Jung Liang, Chunqing Lin, Jihui Guan, Manhong Jia, Keming Rou, and Zhihua 
Yan.  “Reducing HIV-Related Stigma in Health Care Settings: A Randomized Controlled Trial in 
China.” American Journal of Public Health, 2013, 103(2): 286-92.  
 
The randomized controlled trial was conducted in 40 county-level hospitals in 2 provinces of China 
between October 2008 and February 2010. Forty-four service providers were randomly selected 
from each hospital, yielding a total of 1760 study participants. In the intervention hospitals, about 
15% of the popular opinion leaders were identified and trained to disseminate stigma reduction 
messages. Significant improvements for the intervention group were observed in reducing 
prejudicial attitudes (P<.001), reducing avoidance intent towards people living with HIV (P<.001), 
and increasing institutional support in the hospitals (P=.003) at 6 months after controlling for service 
providers’ background factors and clinic-level characteristics. The intervention effects were 
sustained and strengthened at 12 months. This paper concluded that the intervention reduced 
stigmatizing attitudes and behaviors among service providers and has the potential to be 
integrated into the health care systems in China and other countries. 
 
Baorong Yu, Xiaojuan Zhang, and Guijing Wang. “Full Coverage for Hypertension Drugs in Rural 
Communities in China.” American Journal of Managed Care, 2013, 19(1): e22-e29.  
 
In November 2009, the authors interviewed 110 hypertensive patients who had been participating 
in a free medication program since May 2008 and 241 hypertensive patients who were not 
participating. They used a 1:1 propensity-score matching technique to obtain matched samples of 
102 program participants (intervention) and 102 nonparticipants (control). They found that all 
intervention patients took >1 drugs for hypertension control and 93% of them took >3 such drugs, 15 
control patients (15%) did not take any, and only 39% took 3 or more (P <.001). Three-fourths (75%) 
of the intervention patients took the prescribed drugs regularly, whereas 66% of the control group (P 
= .034) did so. Participation in the program was associated with lower annual out-of-pocket 
medical costs both overall and for outpatient services (P <.001 for both). This paper concluded that 
low-income rural residents in China receiving free drugs had enhanced medication adherence 
and reduced total medical costs. Providing hypertension drugs at no charge may be a promising 
strategy for preventing costly cardiovascular events associated with hypertension in China and 
other parts of the world with growing rates of cardiovascular disease. 
 
Yamin Bai, Yanfang Zhao, Guijing Wang, Huicheng Wang, Kejun Liu, Wenhua Zhao. “Cost-
Effectiveness of a Hypertension Control Intervention in Three Community Health Centers in China.” 
Journal of Primary Care & Community Health, 2013, doi: 10.1177/2150131912470459.  
 
The objective of this study was to investigate the cost-effectiveness (CE) of a hypertension control 
program in China. The authors collected information on program costs and health outcomes in 
three community health centers over a 1-year period. The participants were 4902 people with 
hypertension (systolic blood pressure [SBP] =140 mm Hg and/or diastolic blood pressure [DBP] =90 
mm Hg, or on hypertension medication) aged 18 years and older. The SBP and DBP changes in the 
populations were estimated from a random sample of 818 participants by conducting face-to-face 
interviews and physical examinations. The authors derived CE measures based on the costs and 
effects on health outcomes. They found that the total cost of implementing the intervention was 
Renminbi (RMB) 240,772 yuan (US$35,252), or 49 yuan (US$7.17) per participant in 2009. On average, 
SBP decreased from 143 to 131 mm Hg (P < .001) and DBP decreased from 84 to 78 mm Hg (P < 
.001), the SBP decreases ranged from 7.6 to 17.8 mm Hg and DBP decreases ranged from 3.9 to 8.3 
mm Hg. CE ratios ranged from RMB 3.6 to 5.0 yuan (US$0.53-US$0.73) per person per mm Hg SBP 
decrease, and from RMB 6.3 to 9.7 yuan (US$0.92-US$1.42) per person per mm Hg DBP decrease. 
Per capita costs varied widely across the communities, as did changes in SBP and DBP, but CE was 
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similar. The findings suggest (a) a positive correlation between per capita costs and program 
effectiveness, (b) differences in intervention levels, and (c) differences in health status. 
 
Stuart Basten. “Family planning restrictions and a generation of excess males: analysis of national 
and provincial data from the 2010 Census of China.” Oxford Centre for Population Research: 
Working paper # 59. 
 
In 2005, it was estimated that China had the most skewed sex ratio at birth [SRB] of any country in 
the world at 119 males per 100 females, with provincial SRBs ranging from 102 to 134. Such highly 
skewed SRB indicate widespread prenatal sex selective abortion in contravention of Chinese 
legislation. Using the latest data release from the 2010 Chinese Census, the author found that in the 
national SRB in 2009-2010 was 117.94. Over the past fifteen years there have been over one million 
excess male births per year resulting in an excess of 22,562,169 males aged under 20. As well as the 
continuation of other programs to change societal attitudes towards girls and the active 
enforcement of laws forbidding sex-selective abortion, reform of the family planning regime may 
have a beneficent impact upon SRBs. 
 
Xuezheng QIN, Lixing LI, Chee-Ruey HSIEH. “Too few doctors or too low wages? Labor supply of 
health care professionals in China.” China Economic Review, 2013, 24(1): 150–64.  
 
This paper estimates the labor supply functions for health care professionals in China using Census-
based data in 2005. The rapid economic growth and population aging in China led to a substantial 
increase in the demand for health care services and the derived demand for health care 
professionals in recent years. However, the increase in the supply of doctors and nurses lags behind 
the growth in demand, raising the question of whether the excess demand should be met by 
expanding the health care manpower or by inducing the existing personnel to work more hours 
through wage increase. Findings indicate that wage rate adjustment has a significant impact on 
the length of working time among the self-employed practitioners (with an estimated short-run 
elasticity of 0.575), while the labor supply of hospital employees is inelastic due to their fixed 
payment scheme. Instead, hours worked in the employee group are related to non-wage factors 
such as asset holdings and the hospital ownership type. An important policy implication of our study 
is that adjustments of labor compensation methods and hospital ownership structure are potentially 
effective approaches for coping with the excess demand for health care professionals and 
improving the quality of health care in China. 
 
Jessie X. Fan, Ming Wen, Lei Jin, Guixin Wang. “Disparities in Healthcare Utilization in China: Do 
Gender and Migration Status Matter?” Journal of Family and Economic Issues,   
2013, 34(1): 52-63.   
Using a multi-stage cluster sampling approach, the authors collected healthcare and 
demographic data from 531 migrants and 529 local urban residents aged 16–64 in Shanghai, 
China. Logistic regressions were used to analyze the relationship between gender-migration status 
and healthcare utilization while controlling for predisposing, enabling and needs factors. Other 
things equal, female migrants and male locals had significantly lower actual healthcare utilization 
rates, compared to female locals. Female migrants were more likely to report “no money” as a 
reason for not seeking care, while male locals were more likely to report “self-medication” as a 
reason. Considering established gender differences in healthcare utilization, the authors conclude 
that female migrants as a group face the most healthcare access barriers among all groups. 
 
Haijiang Lin, Na He, Sujuan Zhou, Yingying Ding, Danhong Qiu, Tiejun Zhang and Frank Y. Wong. 
“Behavioral and Molecular Tracing of Risky Sexual Contacts in a Sample of Chinese HIV-infected 
Men Who Have Sex With Men.” American Journal of Epidemiology, 2013, Advance Access, doi: 
10.1093/aje/kws256.   
 

25 
 



Contact tracing, coupled with molecular epidemiologic investigation, is especially useful for 
identifying an infection with few cases in the population, such as human immunodeficiency virus 
(HIV) infection in China. No such research is available on Chinese men who have sex with men 
(MSM). From 2008 to 2010 in Taizhou Prefecture in China, every newly diagnosed HIV-infected MSM 
was invited to participate as an “index case” in a contact tracing survey by providing contact 
information for up to 8 sexual contacts, who themselves were approached to receive voluntary HIV 
counseling and testing. Those who tested HIV-positive were then subjected to another contact 
tracing survey. This process was repeated until no more sexual contacts were reported or tested 
positive. A total of 100 HIV-infected MSM served as “index cases,” including the initial 49 cases 
identified through routine surveillance programs and 51 cases from the present survey. Traced MSM 
exhibited little willingness to receive voluntary counseling and testing. CRF01_AE (HIV type 1) was 
the dominant subtype. Seven of 49 independent sexual networks were deemed HIV transmission 
clusters. Fear of stigma or discrimination may deter Chinese MSM from receiving voluntary 
counseling and testing. Nonetheless, the integration of behavioral network analysis and HIV 
phylogenetic analysis provides enhanced evidence for developing tailored prevention strategies 
for HIV-infected MSM.  
 
Lu Shi & Donglan Zhang. “China’s New Rural Cooperative Medical Scheme and Underutilization of 
Medical Care Among Adults Over 45: Evidence From CHARLS Pilot Data.” The Journal of Rural 
Health, DOI: 10.1111/jrh.12013 
 
With a 2-province pilot sample (Gansu, the poorest province, and Zhejiang, one of the richest) of 
people over age 45 from the China Health and Retirement Longitudinal Study (CHARLS), this paper 
used logistic regressions to examine the association between the coverage of New Rural 
Cooperative Medical Scheme (NCMS) and the underutilization of medical care. It found that 
among those who had a need to visit a health care provider during the previous month, people 
covered by NCMS were more likely to underutilize outpatient care than the uninsured (Odds Ratio = 
5.610, 2.035-15.466). As for those who had a need to be hospitalized in the past year, the 
association between NCMS coverage and the underutilization of inpatient care was not statistically 
significant (Odds Ratio = 1.907, 0.335-10.862). Low total household expenditure per capita, living in 
the inland province of Gansu, and being an urban resident were also associated with underutilizing 
outpatient care. Further research is needed to understand the negative association between 
NCMS coverage and outpatient care utilization. 
 
 
 
 
 
 
 
 

26 
 



POLICY AND PRACTICE UPDATES 
 
卫生部：京深医改初步缓解看病贵 

来源：财新网  2012 年 09月 29 日  
http://china.caixin.com/2012-09-29/100443539.html 

 
新华网“权威访谈”9 月 28 日发表文章《人民群众得实惠、医务人员受鼓舞——卫生部副部长马晓伟谈公立

医院改革》，卫生部副部长马晓伟 28 日接受新华社记者专访时表示，破除以药补医的公立医院改革在北京和

深圳推行两个多月来，在“人民群众得实惠、医务人员受鼓舞”两方面取得了初步成效。 

 

针对“取消药品加成”的公立医院改革在深圳、北京推行两个多月来给老百姓带来了哪些实惠，马晓伟指出，

一是患者就医负担逐步减轻，二是诊疗行为得到规范。北京友谊医院医保门诊病人次均医疗费用较上半年下降

了 69.8 元，降幅为 15.5%，次均自付费用下降了 70.2 元，降幅为 39.96%；医保出院病人例均医疗费用较上半

年下降了 2467 元，降幅为 13.2%，个人自付费用下降了 396 元，降幅为 9.4%。深圳市门诊次均费用与去年同

期相比下降了 4.3%，与今年 6 月相比下降了 2.1%；每门诊人次个人账户支付减少了 12 元。北京友谊医院和深

圳市药品收入占业务收入的比重分别比改革前下降了 12.9%和 4.1%。深圳市公立医院门诊患者抗菌药物处方比

例下降到 13.7%，低于 20%的国家标准。 

 

在如何调动医务人员参与改革的积极性方面，马晓伟介绍此次京深试点中，北京友谊医院将医事服务费收入的

60%分配给医务人员，深圳市明确医院提高的诊查费等收入纳入医务人员的绩效工资予以分配，医务人员收入

水平普遍提升。马晓伟进一步指出，在改革中，有利于医院健康发展的长效补偿机制不断完善。通过调整医疗

服务价格、增设医事服务费，初步理顺了对医务人员的激励，促进医务人员通过提高技术水平、提供优质服务

获得回报；同时，配合医保支付方式改革，推动医院控制成本、提高效率，减轻了患者负担。 

 

马晓伟还表示，我国医务人员收入待遇与多数国家相比有相当大的差距。提高医务人员收入待遇，主要是通过

不断提升医疗机构人员经费占业务经费的比重予以实现。虽然提高医疗机构人员收入待遇经费占医院总支出的

比例是当前医院内部管理的一项举措，但也需要双管齐下、内外兼修：一方面，要落实政府保障公立医院基本

建设、设备购置等方面的财政投入政策，使公立医院转变支出结构，将支出着重用于改善医务人员收入待遇水

平；另一方面，要提升医院管理的科学化、精细化水平，提升效率，节约成本。 

 
Ministry of Health: Hospital Reform in Beijing and Shenzhen Begin to Alleviate High Cost of Medical 
Care 
 
Vice Minister of Health, MA Xiaowei, talked about progress made by public hospital reform during 
an interview with Xinhua News Agency on September 28. Two months after abolishing medicine 
markups in public hospitals in Beijing and Shenzhen, the general population is already benefiting 
from lowered medical care costs and better regulated care provision.  
 
In Beijing Friendship Hospital, insured patients saw their costs per visit decrease by ¥69.8 (15.5%) and 
out-of-pocket costs per visit decrease by ¥70.2 (39.96%). In Shenzhen, cost per visit was reduced by 
4.3% when compared to the same time period from last year. In both cities, the percentage of 
hospital income that came from medicine sale was reduced by 12.9% and 4/1%, respectively.  
 
As part of the reform, hospitals in both cities increased staff income by redistributing service fees as 
bonuses, encouraging staff to provide better care. Patients also have reduced financial burdens 
since hospitals are syncing with the new insurance payment plan, and are in the process of 
reducing or controlling operational costs while increasing efficiency.  
 
Medical staff in China earn much less than their counterparts in other countries, and their income 
need to be adjusted through hospital budget restructuring. With government funding infrastructure 
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and equipment, hospitals could spend higher percentages of income on staff expanses. Hospital 
management also needs to improve to increase efficiency and reduce costs.  
 
我国出台医疗机构药品监管办法 

来源：新华社 2011 年 10月 17 日 
http://news.xinhuanet.com/society/2011-10/17/c_111102424.htm 

 
新华社北京 10 月 17 日电（记者胡浩）记者 17 日从国家食品药品监督管理局了解到，为加强医疗机构药品质

量监管，进一步规范医疗机构使用药品行为，国家食药监局近日发布实施了《医疗机构药品监督管理办法（试

行）》。据国家食药监局有关负责人介绍，《办法》对医疗机构药品的购进、储存、调配、使用等行为提出了

规范要求，并对相关法律责任做了具体规定。据介绍，《办法》针对医疗机构药品使用的薄弱环节重点加强药

品调配和药品拆零等方面的质量管理，鼓励医疗机构通过实施药品电子监管实现药品流向的全程可追溯，同时

对药品召回提出了具体要求，以适应药品监管有关规定。 

 

《办法》明确，医疗机构发现假药、劣药，应立即停止使用、就地封存并妥善保管，并及时向所在地药品监督

管理部门报告；发现存在安全隐患的药品，应立即停止使用，通知药品生产企业或者供货商，并及时向所在地

药品监督管理部门报告；需要召回的，医疗机构应当协助药品生产企业履行药品召回义务。  

 

《办法》要求，医疗机构使用的药品应当按照规定由专门部门统一采购，禁止医疗机构其他科室和医务人员自

行采购；因临床急需进口少量药品的，应按有关规定办理；医疗机构配制的制剂只能供本单位使用，未经省级

及以上药品监督管理部门批准，不得使用其他医疗机构配制的制剂，也不得向其他医疗机构提供本单位配制的

制剂；医疗机构不得采用邮售、互联网交易、柜台开架自选等方式直接向公众销售处方药。  

 

《办法》还要求，药品监督管理部门应当根据实际情况建立医疗机构药品质量管理信用档案，记录日常监督检

查结果、违法行为查处等情况。 

 
China Announces Plans for Administering and Managing Drugs 
 
Chinese Food and Drug Administration recently unveiled “Medical Facilities Drug Monitoring and 
Management Plan (Pilot)” to deepen and strengthen drug regulation.  
 
The Plan listed specific requirements for purchasing, storing, distributing and using drugs in medical 
facilities. The Plan encourages medical institutes to establish electronic record systems to fully 
monitor distribution of drugs. Any counterfeit or low-quality drugs, once detected, should be taken 
out of circulation locally, safely stored, and reported to local drug regulatory agencies. Drugs used 
in medical institutes should be purchased in bulk by responsible agency and never be purchased 
by any individuals or departments in the medical institutes. Drugs constituted in medical institutes 
can only be used within that institute.  
 
The Plan also requires drug management agencies, resource permitting, to set up file system to 
record medical institutes’ history of drug use and management, to document results from regular 
monitoring process, and to detail punishments for violations.  
 
 
中国卫生事业发展“十二五”规划公布 

来源：中国新闻网  2012年 10 月 19 日 
http://www.chinanews.com/gn/2012/10-19/4261451.shtml 

 
中国政府网 19 日公布《卫生事业发展“十二五”规划》，规划要求，到 2015 年，初步建立覆盖城乡居民的基

本医疗卫生制度，使全体居民人人享有基本医疗保障，人人享有基本公共卫生服务，医疗卫生服务可及性、服

务质量、服务效率和群众满意度显著提高，个人就医费用负担明显减轻，地区间卫生资源配置和人群间健康状
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况差异不断缩小，基本实现全体人民病有所医，人均预期寿命在 2010 年基础上提高 1 岁(2010 年人均预期寿

命为 74.83 岁)。 

 

规划强调优化配置医疗资源，坚持非营利性医疗机构为主体、营利性医疗机构为补充，公立医疗机构为主导、

非公立医疗机构共同发展。遏制公立医院盲目扩张，切实保障边远地区、新区、郊区、卫星城区等区域的医疗

资源需求，重点加强儿科、妇产、精神卫生、肿瘤、传染病、老年护理、康复医疗、中医等领域的医疗服务能

力建设，新增医疗卫生资源重点投向农村和城市社区等薄弱环节，保证基本医疗服务的可及性。在区域卫生规

划和医疗机构设置规划中，为非公立医疗机构留出足够空间。需要调整和新增医疗卫生资源时，在符合准入标

准的条件下，优先考虑社会资本。优先建设发展县级医院，提高服务能力和水平，使 90%的常见病、多发病、

危急重症和部分疑难复杂疾病的诊治、康复能够在县域内基本解决，继续加强乡镇卫生院和村卫生室建设，积

极推进乡镇卫生院和村卫生室一体化管理。 

 

规划指出，加快建立和完善覆盖城乡居民的多层次医疗保障体系，逐步提高政府对新农合和城镇居民医保的补

助标准，到 2015 年，达到每人每年 360 元以上，个人缴费水平相应提高，逐步提高基本医疗保险最高支付限

额和费用支付比例。探索建立重特大疾病保障机制，积极开展城乡居民大病保险工作，利用基本医保基金向商

业保险机构购买大病保险，减轻参保(合)人的高额医疗费用负担。发挥基本医保、大病保险、医疗救助、多种

形式补充保险和公益慈善的协同互补作用，统筹协调基本医保、大病保险和商业健康保险政策，有效提高保障

水平。此外，规划还对实施慢性病防控策略、推进医药卫生信息化建设等多方面提出具体要求。 

 
Twelfth “Five-Year Plan” for Health Care in China 
 
The twelfth “Five-Year Plan” for Health Care calls for the establishment of a medical health care 
system by 2015 that covers both urban and rural residents. Under this system, all Chinese citizens will 
be provided with basic medical insurance, a medical service that is greatly improved in quality, 
efficiency, and patient satisfaction. With lowered out-of-pocket costs to the general public, 
disparities between regional medical care resources will be reduced, allowing people are seeking 
medical care to receive it, eventually increasing average life expectancy by one year when 
compared to 2010 figures (average life expectancy in 2010: 74.83 years).  
 
The plan emphasizes the importance of optimizing medical resource allocation, maintaining public 
non-profit medical institutes as the core service provider, with support from private for-profit 
medical institutes. Reckless expansion of public medical care institutes has be avoided, to secure 
equitable medical resource allocation for remote, newly established, rural, or satellite regions. 
Infrastructure needs to be built and improved to provide better service in areas of children’s and 
women’s health, old age care, mental health, cancer, communicable and chronic diseases, 
physical disabilities, and Chinese medicine.  
 
New medical resources need to be allocated to traditionally resource-poor areas such as rural 
communities, to ensure universal basic care. Non-public medical institutes should be part of 
regional or local medical care planning. Qualifying societal funds should be given priority when 
considering health care reform or searching for new medical resources. Regional hospital 
development and construction should be given preference, to improve quality and efficiency of 
regional medical care, allowing 90% of patients with common illnesses, sudden sickness, and some 
serious illnesses to be locally diagnosed and treated.  
 
The Plan also points to the need to increase the pace of building and improving the multi-level 
medical care insurance system to urban and rural residents. By 2015, annual reimbursement per 
capita should reach above ¥360, gradually increasing the ratio between maximum reimbursement 
amount and patient out-of-pocket costs. The Plan indicates that insurance against serious diseases 
needs to be developed and recommended to urban and rural residents.  
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In addition, the Plan also points to the need for an informatics system for chronic disease control 
and health education information dissemination.   
 
卫生部部长解读《卫生事业发展“十二五”规划》 

来源： 新华网  2012年11月04日  
http://news.xinhuanet.com/politics/2012-11/04/c_113598384.htm 

 
国务院日前印发的《卫生事业发展“十二五”规划》，勾画出我国卫生事业的“十二五”发展蓝图，提出到２

０１５年初步建立覆盖城乡居民的基本医疗卫生制度、基本实现全体人民病有所医的发展目标。围绕这一目标，

卫生部部长陈竺接受专访，解读卫生事业“十二五”发展蓝图。 

 

陈竺指出，本次规划与以往的发布形式不同，“十一五”以前的卫生事业发展五年规划都是部门规划，《卫生

事业发展“十一五”规划纲要》是由国务院批转印发的，而此次《卫生事业发展“十二五”规划》则是由国务

院印发的，体现了党中央、国务院对卫生事业改革与发展的重视。而从《规划》涵盖的内容上看，已不仅仅涉

及卫生服务领域改革和发展的目标和重点工作，而是从“大卫生”的角度出发，包括了其他与促进人民健康相

关的内容，如医疗保障、食品安全、医疗救助、药品供应保障、医学教育、科技发展、健康产业等方面。 

 

对于此次规划为何将“人均预期寿命”纳入指标体系，陈竺指出，《国民经济和社会发展第十二个五年规划纲

要》首次将“人均预期寿命”纳入经济社会发展的主要指标体系。《规划》因而将“人均预期寿命在 2010 年

基础上提高 1 岁”作为核心指标，并围绕其构建“十二五”时期卫生事业发展指标，研究提出了健康状况、疾

病预防控制、妇幼卫生、卫生监督、医疗保障、卫生资源、医疗服务和卫生费用等方面的 23 个指标。这些指

标全面体现了“十二五”期间需要着力加强的重点卫生工作。 

 

陈竺进一步指出，对于医疗资源配置不均衡、农村地区医疗资源薄弱等现状，《规划》提出加强农村三级卫生

服务网络建设，优先建设发展县级医院，提高服务能力和水平。《规划》还提出，切实保障边远地区、新区、

郊区、卫星城区等区域的医疗资源需求，重点加强儿科、妇产、精神卫生、肿瘤、传染病、老年护理、康复医

疗、中医等领域的医疗服务能力建设，新增医疗卫生资源重点投向农村和城市社区等薄弱环节。引导患者合理

就医，保障群众就近获得高质量的医疗服务。 

 

此外，陈竺还提到：为了充实基层医疗卫生人才队伍，《规划》提出，到 2015 年，通过转岗培训、在岗培训

和规范化培养等多种途径培养 15 万名全科医生，使每万名城市居民拥有两名以上全科医生，每个乡镇卫生院

均有全科医生。要为农村定向免费培养医学生，为县级医院培养骨干医生，制定优惠政策鼓励和引导医务人员

到基层工作。 

 

Minister of Health Interpreting the Twelfth Five-Year Plan 
 
Zhu Chen, Minister of Health, interpreted the Twelfth Five-Year Plan during a recent interview.  
 
In the past, Five-Year Plans for healthcare system development had been produced by responsible 
ministries. This latest Five-Year Plan was directly published by the State Council, demonstrating our 
country’s focus on healthcare reform and development. Judging from topic areas covered by the 
new Plan, future work will be concentrated on building a comprehensive health care system: not 
just reforming and developing medical services, but also improving public’s health through better 
medical insurance, food safety, Medicaid, drug supply security, medical education, scientific 
development, and health industry.  
 
The “Outline of the Twelfth Five-Year Plan for National Economic and Social Development”, for the 
first time, included life expectancy as part of the main index system evaluating national economic 
and social development. To achieve the goal of increasing life expectancy by one year, 23 target 
areas were listed, such as disease prevention, women and children health, health management, 
and medical service.   
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Zhu Chen talked about inequalities in medical resource allocation between urban and rural 
healthcare system. The new Plan singled out strengthening rural healthcare system as an important 
goal, giving preference to developing county level hospitals, and increase quantity and quality of 
services provided. 
 
The Plan calls for training of an additional 150,000 general practitioners to provide at least 2 general 
practitioners for every 10,000 urban residents, and 1 general practitioner for every township hospital.  
 
卫生部：国家基本药物目录适用范围将扩至大医院 

来源：证券时报网 2012 年 11 月 21 日 
http://stock.stcn.com/common/finalpage/edNews/2012/20121121/406805005162.shtml 

 
11 月 20 日，由中国药学会主办的 2012 年中国药学大会暨第十二届中国药师周在江苏省南京市开幕。卫生部

部长陈竺出席会议并讲话。陈竺透露，今年将发布 2012 版国家基本药物目录，其适用范围将从基层医疗机构

走向城市大医院；卫生部正在遴选重大疾病防治所需的基本用药，并将其纳入国家基本药物目录管理。 

 

陈竺说，目前，卫生部联合发改委、财政、民政等有关部门共同推进的农村居民重大疾病医疗保障工作正不断

走向深入，为保障这项惠及千万家的民生工程顺利进行，卫生部正按照“防治必需、安全有效、价格合理、使

用方便、中西医并重”的原则，科学遴选重大疾病防治所需的基本用药，将其纳入国家基本药物目录管理，并

将根据不同情况对药品、耗材等实行分类管理，实现“一药一策”，组织以省为单位的集中采购，以保障药品、

耗材的质量和供应。“一药一策”是指在药品分类管理的基础上，针对一类药品制定相应的政策，以保证药品

供应。 

 

陈竺指出，在医改中，药学人员在保基本、强基层、建机制，促进合理用药，维护百姓健康方面发挥着生力军

的重要作用。但我国还存在着药学人才队伍数量不足、分布不均、专业素质差异大、基层药学服务基础薄弱等

问题，应抓住国家“十二五”人才发展规划将药师作为紧缺人才的良好机遇，落实药师队伍发展规划，注重加

强药师队伍建设，重点增强农村基层药学人员的专业技术服务能力，提高药师队伍整体素质。 

 
Ministry of Health: National Essential Drug List Will Be Used in Large Hospitals 
 
Minister of Health, Zhu Chen, revealed that the updated National Essential Drug List will be used in 
large hospitals in urban areas in addition to primary health care facilities. Ministry of Health is in the 
process of selecting essential drugs for treating and preventing severe diseases and adding them 
to the list.  
 
According to Minister Chen, Ministry of Health is collaborating with Development and Reform 
Commission, Ministry of Finance, and Ministry of Civil Affairs to strengthen and broaden the ongoing 
work of insuring urban and rural residents against severe diseases. Choosing essential drugs to treat 
and prevent these severe diseases will help ensure the insurance scheme’s success. These essential 
drugs will be chosen based on scientific data, satisfying selection criteria such as “essential for 
prevention and treatment; safe and effective; reasonably priced; convenient usage; equal 
importance placed on choosing western and Chinese medicine”. 
 
Health care reform has greatly benefited from pharmacists’ expertise in providing safe and 
reasonable drug use among the general public. However, China still lacks well-trained pharmacists, 
resulting in inequitable distribution of limited professionals. The Twelfth Five-Year Plan provides an 
excellent opportunity to accelerate the training of necessary professionals, especially to strengthen 
capacities of rural areas to deliver quality medical care. 
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药品流通体制次优选择 

来源：财新《新世纪》  2012 年 11 月 23 日 
http://china.caixin.com/2012-11-23/100464448.html 

 

新医改即将进入第五个年头之际，一份试图以药品流通体制改革根治“以药养医”的方案也在紧密筹措。此项

改革早在上轮医改即作为重头内容推出，却因路径变形，最终未能成功实施。今年 9 月，国务院医改办已将其

起草的改革方案送至卫生部、商务部等医改相关部委商榷。11 月初，商务部又召开内部会议深度研讨。据财

新记者了解，方案涉及药品流通的诸多领域，包括重建药品流通秩序、杜绝药品回扣，改革药价形成机制、推

动医药分开等。各部委在内部讨论时，均表示这一方案可以试行。对于人社部门而言，“二次议价”降低医疗

费用，有利于医保控费；对于卫生部门而言，药品折扣阳光化，也有利于加强对公立医院的监管，同时为提高

医疗服务价格留出空间。目前，各部委已分别围绕方案展开调研，待意见汇总后将由国务院出台正式文件。 

 

在不少学者看来，这轮重启药品流通体制改革的最大亮点，不过是让一项关键的定价规则退回上一轮医改之前。

具体措施也被业内称为“二次议价”，即在现阶段通过各省级政府招标采购议定的最高零售价基础上，再允许

医院自主和药企进一步谈判议价，将以往药企留给医生的回扣翻明，医院直接受益。 

 

尽管此次改革方案只是在现有药价管制下的局部调整，但在不少专家看来，至少可能推动公立医院进一步的改

革，乃至放开对药品价格的管制。不过，放开“二次议价”能否达到这样的改革初衷，显然还需要一系列的政

策配套。专家指出，如果没有卫生行政部门和公立医院的配套改革，目前的改革阻力都无法转化为改革动力。 

国务院医改专家咨询委员会委员李宪法认为，此法旨在实质性降低虚高的药价，由此逐步撬动“以药养医”机

制。李宪法告诉财新记者，卫生部部长陈竺在 2012 年 10 月 19 日的全国药品集中采购工作会议上，已经明确

提出药品采购应向阶梯式报价、量价挂钩探索，即根据不同的采购量、回款时间议定药品采购价。“这都不可

能以政府为主体来做，必须以药品的实际采购方医院为主体，把采购决策权还给医院。” 

 

但中国社科院经济所公共政策研究中心主任朱恒鹏则对财新记者表示：“在政府不愿放开药价管制的情况下，

‘二次议价’是一个次优选择。”中国医药企业管理协会会长于明德也指出，在医院作为事业单位未能改制的

情况下，“二次议价”解决药品回扣的作用都十分有限。按照财政部现行规定，事业单位的人员支出不能超过

总支出的 30%，如果医院院长不能把挤出的回扣部分用来激励医生提供更好的医疗服务，改革必然不会成功。

此外，即便“二次议价”在最理想的状态下推行，药品回扣问题得到抑制，也不能改变医院主要收入仍来自药

品的事实。“提高医生收入和提高医疗服务价格是两个概念。” 
 

Second Best Option for Drug Distribution System 
 
In this fifth year of New Health Care Reform, a new plan under intense discussion is circulating in 
responsible ministries, aiming to permanently abolish the practice of using drug sales to fund 
medical services. This new plan will cover a range of areas such as re-establishing the order of drug 
distribution, ending drug sale kick-backs, reforming drug price negotiation process, and pushing for 
separation of medical services provision and drug sale.  
 
For many scholars, the most important change in this plan is the so called “second bargaining”: 
after provincial government negotiation with pharmaceutical companies, allowing each hospital 
to do a second round of negotiation. This way, hospitals can directly benefit from a lower price.  
 
Even though this is a partial adjustment under current drug price regulation, it could possibly push 
for much needed progress in the reform. However, for any meaningful changes to occur, 
responsible ministries and public hospitals have to implement supporting policies. Otherwise, current 
reform resistance cannot be transformed into reform motivation.  
 
Many scholars labeled this new plan as the “second best choice”. Currently, medical care 
provision and drug sales are still tied up in hospitals. Since any reduction in drug price eats into 
hospitals’ profit margin, it is unlikely the new plan could substantially reduce drug over-pricing.  
 

32 
 

http://magazine.caixin.com/caixin_century/


 

 
Yinan Peng, PhD, MPH 

ABOUT CHPAMS: FEATURE MEMBER 
Yinan Peng, PhD MPH 

Yinan Peng (彭屹楠) is a research fellow for the Task Force on Community 
Preventive Services (the Community Guide).  Her current work focuses on 
conducting systematic reviews of various population-based interventions 
such as tobacco control.  Prior to joining the Community Guide, Dr. Peng 
served two years with the U.S. Peace Corps in Kenya and Botswana 
where she worked on planning, coordinating, monitoring and evaluating 
local HIV/AIDS preventive activities.  After accomplishing her duty she 
received her MPH degree from School of Public Health and Tropical 
Medicine at Tulane University in 2009.  Dr. Peng also holds a doctoral 
degree in molecular and cellular pharmacology from Stony Brook 
University. 

1. If you had not entered your current profession, what would you have liked to do? 
If we are strictly dreaming here, I would say “travel guide writer”, or “travel essay writer”. What’s not 
to love? Going to all these places as part of one’s work, enjoying vastly different scenery, culture, 
people, and food, and sharing the experience through writing! 
 
2. What is the best piece of advice you have received, and from whom? 
My mother gave me the best piece of advice when I was ten. I still remember the whole story 
vividly.  I needed to wipe something clean but could not find a mop, so I just grabbed my brother’s 
face washing towel.  My mother immediately stopped me and asked how I would feel if my brother 
used my towel as mop. It’s a live demonstration of 己所不欲，勿施于人 (do unto others, as you would 
have them do unto you). I will never forget that moment and always try my best to conduct myself 
accordingly. 
 
3. How do you relax? 
There is so much to do outside work! I love traveling, but cannot to do too much given time and 
financial constraints.  On week nights and weekends, a book, walk around in nice weather, a great 
movie, or an immersive computer game, are all able to help me relax.  
 
4. In which other country would you like to live and why? 
Any other country really, as long as it is not torn by war. U.S. is a good country to live and work, but it 
is just a bit, well, un-exciting.  There are so many countries in the world, each with its own history, 
culture, and beauty. My dream is to live and work in as many countries as possible. 
 
5. What is the most memorable comment from your school reports? 
Well, growing up in China, almost all my end-of-term reports say something like this: “Student has 
high potential. However, her attention tends to wander and she cannot sit still.” Not sure what is my 
potential now, but judging from my answer to the previous question, my attention is still wandering.  
 
6. What are you currently reading? 
I have the bad habit of starting multiple books and read them simultaneously.  This habit has been 
further indulged now that I have a Nook (e-reading device from Barnes & Noble).   So here are the 
books I am currently reading: 
 
"Behind Beautiful Forevers", "Ready, Player One", "Ghost of Empire", "The Sugar Barons", "An Edible 
History of Humanity",  "The Disappearing Spoon",  and "Imager’s Battalion" .Yes, I love reading.  
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ABOUT CHPAMS: MEMBERS’ UPDATES  
CAREER AND PROFESSIONAL APPOINTMENT 

Peixuan Guo, Ph.D., was recently moved to College of Pharmacy at University of Kentucky and 
appointed as the Endowed Chair of Nanobiotchnology. Prior to this appointment, he was a 
Professor at Purdue University for 17 years and was Endowed Chair of Biomedical Engineering at 
University of Cincinnati.  Currently, he is also the Director of Cancer Nanotechnology Platform 
Partnership Program at the National Cancer Institute. 
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NEWS AND ANNOUNCEMENTS 
JOB ANNOUNCEMENT 

POSITIONS: POST-DOCTORAL FELLOW  

Department of Global Health and Population, Harvard School of Public Health 

The Harvard School of Public Health (HSPH) seeks candidates for the position of post-doctoral 
fellow. The fellow will explore topics related to economics, global health, and population with 
particular emphasis on comparative effectiveness evaluation of health education programs, 
including screening technologies and programs for breast cancer in rural China, the linkages 
between women’s health, disease prevention and economic development, and the implications 
of women’s awareness, beliefs, and effective education methods and approaches. The post-
doctoral fellow will be a member of the Department of Global Health and Population at HSPH, 
supervised by Drs. Yuanli Liu and Jing Ma.  

This two-year fellowship will be ideal for a junior scholar who is interested in health economics, 
health systems capacity building, health and population policy, and global health topics such as 
women’s health and/or cancer prevention. The fellow will contribute to study design and methods 
of studies related to evaluating health education programs and inter-organizational collaborations 
for educational programs and knowledge dissemination for breast cancer screening programs in 
rural China and other economics and global health studies. The fellow will also review scientific 
evidence, conduct data analyses, write up results, and coordinate data management activities. 
There will be many opportunities for publishing in leading journals, involvement in proposal writing 
and for professional development. Fellows may be asked to undertake a small amount of teaching. 
For a full description of this opportunity, please visit: http://goo.gl/hNQQC.   

Qualification 

Applicants should have be a recent doctoral degree holder public health, economics, 
epidemiology, or behavior science with a strong background in healthy system and/or economics. 
Candidates are expected to have strong interest in research with proven publication record and 
demonstrated ability to work independently. The expected skill sets include: strong analytical skills; 
strong writing, research, organizational and bilingual (English and Chinese) communication skills; 
and ability to manage international research projects.  

Interested candidates should send the CV, cover letter, and two recommendation letters from 
academic references to Dr. Yuanli Liu at the following address or email address:  

Dr. Yuanli Liu, Director, Harvard School of Public Health China Initiative  
Department of Global Health and Population  
Harvard School of Public Health  
665 Huntington Avenue  
Building I-1206EBoston, Massachusetts 02115  
Phone: 617.432.4623 
yuanliu@hsph.harvard.edu  
With copy to: jing.ma@channing.harvard.edu 
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POSITIONS: LECTURER/ ASSOCIATE PROFESSOR  
Department of Health Management, School of Public Health, Sun Yat-Sen University 

Since 2000, the department has been a member of China Health Economics Training and Research 
Network. It is an accredited institute for master education in Social Medicine and Healthcare 
Administration since 2000 and for Ph.D. education in Health Services Management since 2004. 
Department of Health Management aims to conduct high-quality, multidisciplinary scientific 
research, to provide high-level health management professional training, and to serve as policy 
consultants for decision-makers at national, provincial and local level. For details about the job 
description, please visit http://goo.gl/atbvn.  

Qualification 

Applicants should have a Ph.D. degree in Health Services Management, Health Economics, 
Healthcare Policy, Healthcare Law, or other related disciplines. Applicants should provide evidence 
of a strong research track record. Pervious teaching experience at university level is preferred. 
Applicants for the lecturer position are expected to have work experience in advanced research 
institutions or study abroad for more than a year. Specific requirements for associate professor 
position include: work experience >2 years overseas after Ph.D. education; or Ph.D. degree 
accredited from a prestigious oversea university and have published >2 papers in high-impact 
journals indexed in SCI/SSCI databases.  

Interested candidates should email CV, and related materials to Hui Zhang at 
zhanghui3@mail.sysu.edu.cn. 

 
ANNOUNCEMENTS 

CALL FOR QUESTIONS FOR INTERVIEWING EDITORS 

China Health Review (CHR), the official online journal of the China Health Policy and Management 
Society (CHPAMS), will interview a group of editors from premier academic journals. Confirmed 
interviewees include Dr. Helena Wang, Asia Editor of The Lancet and Dr. Richard Rothenberg, 
Editor-in-Chief of the Annals of Epidemiology. We are more than happy to collect any question that 
you would to ask during the interview. Potential questions may include, but not limit to, queries and/ 
or suggestions related to research topic selection, manuscript preparation, etc. Please send your 
questions to interview@chpams.org. We appreciate your input in advance and welcome everyone 
to join in this exciting dialog with the editors.   

CALL FOR SUBMISSIONS: CHPAMS BEST PAPERS AWARD 

To promote research on health policy and systems sciences in China, the China Health Policy and 
Management Society (CHPAMS) establishes the Best Papers Award program to recognize high 
quality submissions to CHPAMS's online journal, the China Health Review (ISSN 2325-1549).Up to 
three (3) papers are to be selected for the Award with each awardee receives a cash award of 
US$500. CHPAMS plans to announce the selected papers in 2013 at a CHPAMS sponsored 
roundtable during the Chinese Economists Society (CES) 2013 Annual Meeting on June 7-9 in 
Chengdu, China.  
 
The deadline for paper submission is April 30, 2013. For a full description of this opportunity, please 
visit http://goo.gl/v8Sai. Inquires should be sent to award@chpams.org.  
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