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For countries faced with much talk but little action on healthcare reform, China’s National

HealthGuiding Principles (CNHGP), with its 60-year history,may provide a newperspective.

There are four values of CNHGP for healthcare reform. First, these principles provide an

innovative strategic framework for healthcare reform with three levels, from ‘One priority

population’ to ‘Four approaches’ and then to ‘Two aims.’ The second is the importance of

mass/grassroots participation, which runs through all three levels of CNHGP. The third

value is that the CNHGP used nonspecific social approaches, an innovation in healthcare

delivery that addressed the social determinants of health. The fourth value is the integration

between Chinese traditional medicine and Western medicine.
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Introduction

The existing publications about healthcare reform
are mainly from developed countries, with a
shortage of information from developing countries
(Arrow et al., 2009). In some systematic reviews
about healthcare reform, the requirement for
the full text to be available in English has
excluded many documents from developing coun-
tries, especially those without English as a native
language, although the inclusion criteria usually
include studies from low- or middle-income coun-
tries (Dickersin, 2010; Robert et al., 2010;
Balkrishnan et al., 2013). Health affairs in devel-
oping countries tend to be more difficult than in
developed countries, as the former are often less
advanced socioeconomically, scientifically and
technologically. Accordingly, healthcare reform
in developing countries is more complex than
in developed countries. They need help from

developed countries but in turn, may inspire the
developed countries to make further reforms.
China is the largest developing country.

Although there are many shortcomings in China’s
healthcare system, there have also been some
positive results in terms of population health,
such as an average life expectancy of 74.83 years
and infant mortality rate of 13.93‰ in 2010
(National Bureau of Statistics of the People’s
Republic of China, 2010). More importantly, these
achievements were made from a state of ‘poverty
and blankness,’ with shortages of medical services
and medicines. According to the health services
comparative research of Shanghai County, China
and Washington County, USA (1981), the life
expectancy improvement of Shanghai County
from 44.7 years old to 72.4 years old took 30 years
(from 1950 to 1980), and those of Washington
County from 49.2 years old to 73.2 years old took
80 years (from 1900 to 1980). The mortality rate of
infant and the general population of Shanghai
County in 1980 were 14.8‰ and 6.2‰, respec-
tively; with 27 RMB per capita health costs, and
those of Washington County were 16.3 and
9.5‰, respectively; with 885 Dollar per capita
health costs (Lu, 2003; Li, 2007).

Correspondence to: Yuan Liang, PhD, Department of Social
Medicine and Health Management, School of Public Health,
Tongji Medical College, Huazhong University of Science and
Technology, Hangkong Road 13, Wuhan City, Hubei Province
430030, China. Email: liangyuan217@hust.edu.cn

Primary Health Care Research & Development 2018; 19: 99–104 SHORT REPORTdoi:10.1017/S1463423617000421

© Cambridge University Press 2017

https://doi.org/10.1017/S1463423617000421 Published online by Cambridge University Press

mailto:liangyuan217@hust.edu.cn
http://crossmark.crossref.org/dialog/?doi=10.1017/S1463423617000421&domain=pdf
https://doi.org/10.1017/S1463423617000421


China’s experience has been highly praised by the
World Health Organization (WHO), and recom-
mended to other countries. As the most generalized
information currently available, China’s National
Health Guiding Principles (CNHGP) are perhaps
among the most valuable and worthy of sharing.
This article provides a profile of CNHGP, and
highlights their value for healthcare reform. The aim
of this article is to provide a new perspective on
international healthcare reform.

The history of CNHGP

CNHGP is a product of the collective wisdom of
health professionals and statesmen and has been in
place throughout the 60 years since the end of the
Chinese Civil War and the period of socialist
construction (Hu andLiu, 1993). In 1950, the second
year after the founding of the People’s Republic of
China, the first national health conference was held,
and the new government introduced the preliminary
national health guiding principles. These were:

∙ the workers, farmers and soldiers (in essence,
the masses or grassroots) are the top priority;

∙ disease prevention must be placed first; and
∙ Chinese traditional medicine and Western
medicine must work together.

Two years later, at the second national health
conference held in 1952, Mao Zedong, the first
Chairman of The People’s Republic of China,
proposed an additional guiding principle – that
health affairs must be driven bymass participation,
linked to the principle of coming from the masses
and going back to themasses, or for themasses and
by the masses in the Chinese Communist Revolu-
tion. These four health principles persisted into
the 1990s (Lan, 1998). Guided by these, China’s
government made remarkable achievements in the
health field under poor economic conditions. The
average life expectancy increased from 35 years in
1949 to 68 years in 1980, higher than the average
life expectancy during the same period globally
(61 years) or inmiddle-income countries (64 years)
(Wang, 2003; Wagstaff et al., 2009).
At the 1996 national health conference, China’s

government put forward the following national
health guiding principles:

∙ people in rural areas are the top priority;
∙ disease prevention must be placed first;

∙ Chinese traditional medicine and Western
medicine must work together;

∙ health affairs must depend on science and
education; and

∙ society as a whole should be mobilized to
participate in health affairs, thus contributing to
the people’s health and the country’s overall
development.

The principle that ‘people in rural areas are the
top priority’ originated from ‘the masses are the
top priority,’ because China is still essentially
an agricultural country. That ‘the whole society
should be mobilized to participate in health affairs’
emerged from ‘health affairs must be driven by
mass participation.’ These principles have been
maintained to date, and are predicted to have
important, far-reaching and long-lasting effects
on Chinese health in the 21st century and
possibly beyond.

The value of CNHGP for healthcare
reform

For countries faced with much talk but little action
on healthcare reform, CNHGP, with its 60-year
history, may provide a new perspective (Fuchs,
2009; Duncan, 2013). Because of the complexity of
healthcare systems, healthcare reform needs to
learn from experience and politics (Ross, 2009;
Duncan, 2013). As the product of the collective
wisdom of health professionals and statesmen,
CNHGP may provide particular value. It is worth
noting that since the reform and opening up of
China, especially in the last 10–20 years, China has
imported advanced Western medical science,
technology and management experience while
ignoring its own effective methods of healthcare,
and to some extent, even devaluing them.
Nowadays, in China, CNHGP does not get the
recognition and further development that it
perhaps deserves, and its contribution has not
been analyzed in any depth. We believe that there
are four values of CNHGP for healthcare reform.
First, these principles provide an innovative

strategic framework for healthcare reform with
three levels, from ‘One priority population’ to
‘Four approaches’ and then to ‘Two aims’
(Figure 1). Nowadays, the chief difficulty encoun-
tered in healthcare reform is the lack of systematic
guiding principles that can inform strategic
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frameworks for policy-making, practice and
evaluation, a gap that could be filled by CNHGP.
The second is the importance of mass/grassroots

participation, which runs through all three levels of
CNHGP. The Cooperative Medical Scheme
(CMS), which has widely benefited farmers in
rural China and was highly praised by the World
Bank and WHO in the 1960 and 1970s, could
provide an example of successful focus on the
masses (World Bank, 1981; Sidel, 1982). Accord-
ing to the Ministry of Health in China, the essence
of the CMS, just as its name suggests, is coopera-
tion between healthcare staff and farmers focused
on the health-related risks associated with
agricultural work and the farmer’s way of life
(China’s Rural Cooperative Medical Scheme Act,
1979). In other words, this cooperation places
responsibility at least partly on the farmers and
agricultural workers, and not solely on healthcare
staff (Wang and Liang, 2017). However, China’s
New Rural CMS, which was launched in 2003 as
a new health insurance program covering the
rural population, deviates somewhat from the
original idea and principle (Yip and Hsiao, 2009;
Yang, 2013).
In fact, the idea of mass/grassroots participation

is not limited toChina.As early as 1994, researchers
in the United States proposed grassroots partici-
pation, and believed that it was a pattern of
development that could prove helpful to reformers,
users, and providers of healthcare services
(Crawshaw, 1994). Although the terms social
participation and public involvement are now
more commonly used, their essence is the
same (Hoffman, 2003; Contandriopoulos, 2004;

Fleury, 2011). The idea is widespread, but it is worth
noting that there is one key difference between the
Western and Chinese ideas of mass participation:
the Chinese focus was on the mobilization of the
masses to address health-related risks, while the
western idea was perhaps more designed to over-
come opposition from special interest groups. Mass
participation in China might provide extended
coverage and improved quality, while also making
coverage more affordable, which would be very
helpful for healthcare reform (Brook, 2009).
The third value is that the CNHGP used

nonspecific social approaches, an innovation in
healthcare delivery that addressed the social deter-
minants of health. As Figure 1 shows, specific pro-
fessional approaches and nonspecific social
approaches are two parallel options for managing
health affairs. An immunological phenomenonmay
help us to understand the relationship between
them. Specific professional approaches would be
analogous to ‘specific immunity’ and nonspecific
social approaches would be analogous to ‘non-
specific immunity.’ Nonspecific immunity is essen-
tial for human immunology, and similarly,
nonspecific social approaches may also be essential
for healthcare. Existing studies about healthcare
reform always emphasize the power of the
government and markets (Bamford and Porter-
O’Grady, 2000; Schlesinger, 2002; Burström, 2009;
Tang, 2013; Çiçeklioğlu et al., 2015; Maarse et al.,
2015). However, given the social determinants of
health, the power of nonspecific social approaches,
such as community involvement, as well as science
and education have perhaps not been sufficiently
emphasized. Very few comparisons between the

1. the masses/grassroots are the top priority priority population The 1
st

 level: One priority population

2. disease prevention must be placed first

Specific professional approaches3. Chinese traditional medicine and Western medicine must work together

The 2
nd

 level: Four approaches
4. health affairs must depend on science and education

Non-specific social approaches
5. society(especially the masses/grassroots) as a whole should be mobilized to participate in health affairs

6. contributing to the people’s health (especially the masses/grassroots) Specific professional aim

The 3
rd

 level: Two aims

7. contributing to the country’s overall development Non-specific social aim

Figure 1 Logical structure of China’s National Health Guiding Principles
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two approaches have been made, and this may be
worth further study in the future. Good healthcare
is not only a matter of medicine, but also a product
of the organization of care and social approaches
(Lantz et al., 2007; Duncan, 2013).
The fourth value is the integration between

Chinese traditional medicine and Western medi-
cine. From a global perspective, this approach
would be the integration of complementary/alter-
native medicine (CAM) and Western modern
medicine. Chinese traditional medicine has been in
a weak position, since Western medicine came to
China about 100 years ago. At present, although
the modernization of Chinese medicine encoun-
tered a lot of difficulties and obstacles, and also by
some scholars questioned, it has more than 3000
years of history, which guarantees the Chinese
nation for thousands of years of national repro-
duction and civilization development. It is worth
noting that the people’s acceptance of Chinese
traditional medicine showed a slight upward trend
in the last 30 years. Especially, the ratio of the
number of visits per year of Western medicine/
those of Chinese traditional medicine every five
years from 1980 to 2000 was 10.45, 5.84, 3.42,
3.03 and 3.21, respectively (National Bureau of
Statistics of the People’s Republic of China, 2004).
Additional, CAM were widely used around
the world, such as 52.2% of the population in
Australia (MacLennan et al., 2006), 40% of adults
in the United States (Barnes et al., 2008), 33.8% of
cancer patients in Turkey (Üstündağ and Demir,
2015), 44.6% of cancer patients in Japan (Shumer
et al., 2014), 33.8% of cancer survivors in Norway
(Kristoffersen et al., 2013) and 57% of children in
Germany (Gottschling et al., 2013). Furthermore,
the integration between CAM and Western med-
icine needs to play their own strengths. Perhaps,
Western medicine would need to provide acute
and severe services, such as organ transplantation,
reproductive technology and traumatology and
CAM would need to provide primary healthcare
(Zhang and Hui, 2015).
In summary, international discussion and debate

on essential healthcare reform is important involv-
ing the participation of developing countries.
CNHGP provided a valuable framework for
developing countries with four values, namely the
innovative strategic framework for healthcare
reform with three levels from ‘One priority
population’ to ‘Four approaches’ and then to

‘Two aims;’ the mass/grassroots participation; the
innovation in healthcare delivery addressed the
social determinants of health; and the integration
between CAM and Western medicine.
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