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Chinese problems, even if they affected no one outside China, would be of
vast importance, since the Chinese are estimated to constitute about a
quarter of the human race. In fact, however, all the world will be vitally
affected by the development of Chinese affairs, which may well prove a
decisive factor, for good or evil, during the next two centuries. This makes
it important, to Europe and America almost as much as to Asia, that there
should be an intelligent understanding of the questions raised by China,
even if, as yet, definite answers are hard to give.
Bertrand Russell, The Problem of China, 1922
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Introduction
Between 1968 and 1981, the Chinese Communist Party (CCP) implemented
an effective rural health care program using an army of paramedics called “barefoot
doctors.” The barefoot doctors program was the first system since the establishment
of the People’s Republic of China in 1949 to provide basic health care to the rural
population. Despite low economic growth, political chaos, and the destructive effects
of the Cultural Revolution during the 1960s and 1970s, the program successfully
contributed to rapid reductions in premature mortality and preventable morbidity. By
the time broad economic and social reforms began in 1978, the life expectancy of
China’s population rivaled that of much wealthier countries.
The barefoot doctors model has been recognized as a paradigm for basic
health care provision. The model emphasizes preventative care, community-based
interventions, and mass health education of rural residents who often had attained
only a basic level of literacy. China’s barefoot doctors served as a model and
inspiration for the famous Alma-Ata Declaration on primary health care delivery in
1978, the result of an international conference sponsored by the World Health
Organization and UNICEF.
The effectiveness of the barefoot doctors in improving health outcomes is
impressive in its own right, but is even more remarkable given China’s social context
during the 1960s and 1970s. In 1965, the Cultural Revolution inaugurated a period of
enormous social upheaval that saw the closure of many medical institutions, the
punishment of millions of Party officials and intellectuals, and the forcing of more
than ten million urban residents into the countryside. Despite these challenges, the
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barefoot doctors program managed to provide basic health care to millions of rural
Chinese.

China’s Health in Developmental Perspective
By 1949 China appeared to have reached a historical nadir. It was in that year
that the Chinese Communist Party, led by Mao Zedong, established the People’s
Republic of China, finally wresting control of mainland China from the Nationalist
Party (henceforth referred to by its Chinese name, the Guomindang) after two
decades of civil war. Factional struggles had followed the collapse of China’s last
dynasty, the Qing, in 1912. When the Party took power in 1949, the Chinese
population had already suffered years of disease, premature mortality, weak
governance, civil war, and war with the Japanese. After nearly a century of internal
fighting and humiliation at the hands of foreigners, Mao declared, “The Chinese
people have stood up.”
Since 1949, China has experienced a number of extensive transformations in
its social, economic and human development. Internal turmoil and stunted
socioeconomic development largely obscured impressive health improvements
between 1949 and 1978. Chairman Mao launched several catastrophic campaigns
during this period, including two that had particularly devastating consequences. A
major blight on modern China’s history and on the otherwise impressive health
improvements under Mao was the Great Leap Forward movement between 1958 and
1960, which caused a famine resulting in as many as 30 million deaths. The second
major campaign was the Cultural Revolution, which affected millions of Chinese who
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were harassed, humiliated, and in some cases, killed or driven to suicide by “Red
Guards,” students who supposedly carried on the spirit of Maoist revolution.
Furthermore, despite attempts at industrialization and agricultural mobilization,
China’s economy grew at a glacial pace. It is therefore not surprising that China
remained at a low level of affluence when economic reforms began in 1978.
Nearly sixty years after the establishment of the People’s Republic, China’s
meteoric rise on the global stage is palpable to even the most casual of observers.
China has received much of this attention only in the past thirty years, when, in 1978,
the first crack of Deng Xiaoping’s “Open Door” reforms finally began to shed light
on China’s enormous potential. China’s rapid economic growth since 1978 has
astounded many scholars who have witnessed China’s sociopolitical transformation
and economic expansion. China’s key role in today’s global politics and foreign trade
are perhaps the most obvious manifestations of China’s growing influence in world
affairs.
For many Chinese citizens, however, greater wealth has not led to better
health. A rise in living standards has not led to commensurate reductions in
preventable mortality. After the collapse of the barefoot doctors program, millions of
rural Chinese no longer had basic health care. Since the early 1980s the rate of infant
mortality decline, a good indicator of progress at reducing premature deaths, has
slackened and by some accounts actually reversed. Figure 1.1 compares progress at
economic growth and infant mortality decline across eight five-year periods from
1960 to 2000. Between 1960 and 1980, economic growth was relatively slow but
infant mortality decline rapid. The trend reversed after the mid-1980s, when the pace
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of infant mortality declines slackened and the rate of economic growth increased
noticeably.

Figure 1.1 Progress in GDP per Capita Growth and Infant Mortality Decline,
1960-2000.

Sources: Infant mortality data calculated from World Bank, World Development Indicators,
2007. GDP per capita calculated from Heston, Summers and Aten, Penn World Tables, 2006.

If, in fact, a connection were to be made between GDP growth and infant mortality
decline, the most plausible association would be that health improvements before the
1978 reforms contributed to the economic growth after reforms. The reductions in
premature mortality and gains in educational attainment between 1949 and 1978
helped to create broad, healthy, and literate base of human capital that contributed
significantly to China’s economic development.1
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Rather than add to an extensive literature examining China’s economic
growth since social and economic reforms, this thesis will instead focus on the
characteristics, consequences, and causes of the barefoot doctors, who contributed to
the laudable health improvements between 1968 and 1981. The effective
implementation of this program during a period of low economic development, and in
the wake of destructive policies presents a confounding puzzle well worth tackling.

Principle Questions, Current Approaches, and Limitations
The initial impetus for this research arose after discovering that my mother
had, in fact, been a barefoot doctor. Through conversations with my mother, I gained
valuable insight into the characteristics of the barefoot doctors program, and also
became interested in answering broader questions: What were the consequences of
the program, and how effective was it in improving health outcomes? What were the
causes of the program, and why was it implemented during the Cultural Revolution?
These questions provided the basic framework for examining the barefoot doctors
program.
Despite the important lessons that the barefoot doctors program may hold for
other countries and for contemporary China, remarkably few studies have attempted
to identify the determinants of the program, or explained why it was implemented
during the Cultural Revolution. Previous studies that have addressed China’s rural
health care have largely failed to answer these critical questions. Although there was
a proliferation of literature on the barefoot doctors during the 1970s, including a few
studies examining the politics of China’s health care, since the program’s collapse
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there has been a near total absence of literature on this subject.2 One significant body
of literature on health care reform in China has attempted to explain why the barefoot
doctors program collapsed after reforms in 1978, or why disappointing health
outcomes have persisted despite post-1978 attempts to improve insurance schemes.3
A general consensus exists that the collapse of collective production, which provided
the basis for collective insurance, caused the failure of the barefoot doctors system.
This literature has not addressed, however, the more crucial and puzzling question of
why the barefoot doctors system was implemented in the first place, particularly
during a period of social and political turmoil.
A second body of literature on Chinese health care has focused on China’s
demographic trends and China’s rural health care system. This literature has produced
increasingly accurate and detailed data on population and demography in China.4 A
somewhat sparser literature describing the characteristics of the barefoot doctors also
provides a basis for the task at hand.5 What is severely lacking, however, is a more
systematic analysis of the relationship between the implementation and characteristics
of the barefoot doctors program on the one hand, and the demographic and
epidemiological trends on the other.

Characteristics, Consequences and Causes
Identification of the barefoot doctors program’s key characteristics is the
primary task of the first chapter. The chapter focuses on rural health services between
1950 and 1981, which included the patriotic health campaigns during the 1950s, and
the barefoot doctors program, from roughly 1968 to 1981. Two original contributions
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are worth highlighting. The first effort is a synthesis of existing literature on the
barefoot doctors model. This review includes a basic examination of the rural
cooperative medical system, which provided the framework for the barefoot doctors
program, and the interventions made by the barefoot doctors. The second is the
integration of the experiences of my mother, which provides valuable contextual
evidence of the characteristics and responsibilities of the barefoot doctors.
The second chapter aims to evaluate the barefoot doctors program through
two main approaches. The first approach focuses on the procedures involved in the
implementation of the barefoot doctors program, an analysis that finds that the
program relied on highly destructive policies. A second, more conventional approach
evaluates the effectiveness of the barefoot doctors in improving health outcomes, and
contributes further evidence that the program was efficacious in improving health
outcomes as measured by infant mortality reduction. Three analyses each provide
supportive evidence of the barefoot doctors’ efficacy in improving health outcomes.
First, a temporal coincidence of the program’s implementation and tempo of infant
mortality decline is established. A second quantitative analysis of thirteen Chinese
provinces measures an association between the density of health care personnel and
provincial infant mortality levels in 1981. A final analysis describes particular
interventions and responsibilities of the barefoot doctors, which, on the basis of
experiences of other countries, can be assumed to have contributed to mortality
decline. Given sparse data on the barefoot doctors, no causal relation between the
barefoot doctors program and mortality decline can be established conclusively; the
main goal of the analyses performed here is to provide incentive for further research.
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The central goal of this thesis is taken up in the third chapter, perhaps the
most ambitious of the three, which identifies and assesses the causal pathways that
led to the implementation of the barefoot doctors program. Once again, given the lack
of literature on this topic, this chapter aims to enliven the puzzling question of why
the barefoot doctors were implemented during the Cultural Revolution. Determinants
of the program fit into three categories. The chapter hypothesizes that emulating
foreign model provided the basic structural template for the program, Maoist
ideological principles of self-sufficiency, egalitarianism, and gender equality
contributed to the facilitating conditions of the program, and that political motives of
the Cultural Revolution led to the program’s implementation in 1968. It is thus argued
that the barefoot doctors program was successfully implemented from 1968 to 1981
because, rather than in spite, of Cultural Revolution policies.
A more thorough understanding of China’s barefoot doctors program, it is
again worth stressing, has significant implications for health care delivery in
contemporary China and around the world. Indeed, the barefoot doctors program
deserves far greater attention than it has thus far been afforded. This thesis represents
an effort to raise and address important questions of the barefoot doctors that have
thus far gone unexamined, particularly those questions relating to the efficacy and
determinants of the program. If conclusive answers are to be given, as Bertrand
Russell so aptly pointed out, we must at least endeavor to ask critical questions.
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Chapter 1: Characteristics of Rural Health Care in China,
1950-1981
At the time of the establishment of the People’s Republic of China in 1949,
there were few, if any, rural health services. Rural areas were strewn with local
healers, shamans, and other traditional practitioners, but these healers did not
constitute a systematic attempt to provide broad health care to the masses. In 1952, a
series of vertical health campaigns began to address some of the most basic causes of
illness and death, such as unsanitary waste disposal and unclean water supplies. These
vertical campaigns, called patriotic health campaigns, were essentially the only broad
rural health initiatives between 1950 and 1968. Between the years 1968 and 1981,
China’s rural health care system matured under the barefoot doctors. During this time,
the barefoot doctors provided the vast majority of rural Chinese with basic health care
services, which were previously nonexistent. Although the barefoot doctors continued
to perform the same interventions as the patriotic health campaigns, the
characteristics and responsibilities of the barefoot doctors were radically different.
The barefoot doctors provided sustained primary health care, rather than short-term
interventions aimed at a specific disease or condition.
The focus of this chapter is to explore the chief characteristics and functions
of rural health care programs in Maoist China, from roughly 1950 to 1981. It focuses
on the two main health initiatives during this time period, the patriotic health
campaigns and the barefoot doctors, with an emphasis on the latter. The chapter
begins by summarizing the work of the patriotic health campaigns in improving basic
rural living conditions (Section 1.1). The second task is to review the basic features of
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the barefoot doctors program, which explores the rural health system during the
barefoot doctors program (1.2), the training and demographic characteristics of the
barefoot doctors (1.3), and their responsibilities (1.4).

1.1

Patriotic Health Campaigns, 1950-1968
The patriotic health campaigns introduced basic environmental sanitation and

hygiene services into the countryside in 1952. These campaigns continued on and off
for roughly fifteen years, when the barefoot doctors program finally introduced
primary health care to the rural population. Despite the absence of primary health care
programs until 1968, the patriotic health campaigns were effective in improving basic
rural living conditions.
The campaigns worked to fight and prevent specific infectious diseases, as
well as the environmental conditions that led to disease. Stamping out one plague at a
time, patriotic health campaigns were highly effective in reducing many of the risk
factors that led to disease, which led in turn to poor health outcomes. The campaigns
mobilized local village members and educated them in the relevant issues of the
particular campaign. Each of these short-term interventions required the mass
mobilization of the peasantry, and as a result, the campaigns were effective in
reaching the majority of the rural population. Although they were often guided more
by politics than by medical science, the campaigns managed to reduce many diseases
that plagued rural China in the 1950s and 1960s.
Patriotic health campaigns were usually carried out twice a year, lasting for a
week at a time. The first such campaign was inaugurated in 1952, targeting
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environmental conditions that led to disease. Rural inhabitants could limit the
transmission of diseases through simple measures such as improving human waste
disposal and cleaning up rubbish. The state declared war against the “four pests”—
mosquitoes, flies, rats, and sparrows.6 Efforts were made to improve water supplies, a
major environment for many infectious agents. From an epidemiological perspective,
these campaigns worked to eliminate two of the three components of the
epidemiological triad—the disease agent and the environment—while the third, the
human hosts, would be addressed during the barefoot doctors program. By
eliminating or reducing transmission vectors and decreasing environmental exposure
to health hazards, patriotic health campaigns were effective in reducing the
transmission of infectious disease in the Chinese countryside.
The Patriotic Health Campaign Committee, a national committee of the Party,
disseminated campaigns to local political committees that then carried them out.7
Health campaigns also aimed to increase the “health literacy” of the rural population.
For instance, large numbers of traditional midwives were trained in modern delivery
procedures beginning in the early 1950s These interventions undoubtedly contributed
to improvements in infant, child, and maternal survival rates during this time. Some
campaigns, however, simply aimed at inducing compliance with public health
measures among rural inhabitants, without educating them in the social or
epidemiological determinants of disease.8
Mass health campaigns also targeted venereal diseases. Aside from practical
concerns, venereal diseases were also considered a social disease of capitalism, a
scourge that had to be eradicated in order to move forward into communism.9
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Commune health care workers took weeklong courses on syphilis diagnosis and
treatment by penicillin, before administering a questionnaire and a possible blood test
to rural populations.10 China began producing penicillin in 1951, but continued using
imports until 1954.11 The Party claimed it was successful in virtually eliminating
syphilis and other venereal diseases by the mid-1960s.12
One by one, these campaigns conquered various diseases. Smallpox
vaccinations had reportedly been given to 512 million of a population of 580 million
by 1952, and the last smallpox outbreak was recorded in the border province of
Yunnan in 1960.13 Epidemic control centers rose in number from 61 in 1950 to 1,420
in 1958, and specialized centers that fought diseases such as malaria, plague, and
schistosomiasis went up from 30 to 667 in the same period. 14 Campaigns also
combated schistosomiasis, cholera, malaria, and tuberculosis, but treatment remained
relatively rare in the countryside, and these campaigns were later taken up by the
barefoot doctors.15 Patriotic health campaigns stressed disease prevention and control
over more expensive treatment interventions, particularly in rural areas.
Patriotic health campaigns introduced basic preventative interventions to the
Chinese countryside for the first two decades of the People’s Republic. These
campaigns focused on specific diseases and environmental conditions, and were
highly effective in reducing preventable morbidity. On the other hand, the programs
were rarely sustained for more than a month, and diseases not addressed by the
campaigns were simply neglected. These campaigns did not attempt to provide
primary health care, which was not available in most rural areas until the introduction
of the barefoot doctors program.
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1.2

China’s Rural Health Care System, 1968-1981
The barefoot doctors began training en masse in 1968, two years after the

Cultural Revolution began. China’s rural health care system was a colossal network
designed to reach all parts of the country, a major task given the country’s
geographical vastness. Significant regional variation contributed to difficulties in
ensuring uniform services, and remote areas did not receive the same care as
suburban and urban areas. Although directives came from the central government,
village-based production brigades and teams had significant autonomy in
implementing the barefoot doctors program.
The number of barefoot doctors fluctuated during the period between 1968
and 1981. There were approximately one million barefoot doctors between 1968 and
1970, when barefoot doctors were first trained en masse. This number increased to
1.3 million in 1973, peaking at around 1.76 million in 1977, and declining to 1.575
million in 1979 and 1.46 million in 1981.16 These statistics should be considered
approximations, but show a trend in the rise and fall in the number of barefoot
doctors. Beginning in 1979, all barefoot doctors were required to take a test in order
to continue practicing. If they failed, they would be demoted to the status of “health
aides,” which was part of an effort led by Deng Xiaoping to upgrade the status of
barefoot doctors. In 1981, the term “barefoot doctors” was replaced by “village
doctors,” which reflected a broad economic shift occurring from collective to
household production.
The number of barefoot doctors varied among China’s provinces and roughly
740,000 villages, as wealthier and more suburban brigades could afford to support
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more barefoot doctors.17 Fluctuations in rural economic conditions could also affect
health care provision. There were reportedly brigades that terminated health programs
in Shandong and Guangdong provinces because of economic reasons, but the cadres
who terminated the programs were publicly denounced and likely punished.18
Barefoot doctors were organized into the Cooperative Medical System, the
basic organizing structure of rural health care. The system divided health care into a
three tiers, which provided primary, secondary and tertiary level care.19 The barefoot
doctors were responsible to brigade clinics, and would refer patients to the second tier,
or the commune health centers. In more serious cases, patients would then be referred
to the third tier, which composed of either county or city hospitals.20
Figure 1.2 The Rural Cooperative Medical System in China.
Unit of organization
County
县

Commune
人民公社

Production Brigade
1,000-2,000 residents
生产大队

Production Team
200-400 residents
生产小队

Health care facility

Health personnel

County Hospitals
县城医院

Commune
health centers
公社卫生院

Brigade clinic
(Health station)
卫生站

Trained
physicians

Barefoot doctor
2-5 per brigade
赤脚医生
Health aide
2-10 per brigade
卫生员
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Production brigades were the main rural administrative unit after the Great
Leap Forward. Brigades represented the large villages and towns of rural China,
which usually consisted of about 1,000 to 2,000 residents. All collective-produced
goods and grains went to the production brigade, which then sold them to the
government. Production brigades were responsible for providing basic public services,
such as primary schools, a health clinic, and perhaps a small factory or a shop.21 One
wealthy production brigade in Guangdong employed six barefoot doctors, which
included a midwife, a Chinese medical physician and a “sent-down” physician from
the city. The brigade also had a small fishing net factory, which provided additional
brigade funds.22 Production brigades usually employed at least two barefoot doctors
drawn from its production teams.
Production teams were a smaller organizational unit that usually consisted of a
village hamlet or neighborhood, which was usually composed of about 200 to 400
residents. Production teams were the most basic rural structure of social interaction
and agricultural production. The team leader acted as a manager for production, who
was often elected by team members or the village elite.23 These teams usually
supplied one or two members for employment at the brigade level, either at the health
clinic or in one of the other public facilities. The team also meted out work points, the
main mode of economic exchange, which ranged from one to ten. After the Great
Leap Forward in 1962, rural residents were allowed to cultivate small plots of land
and raise livestock to sell on the market.24 This private sector provided between
twenty to thirty-five percent of the total cash income to rural residents.25
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The rural Cooperative Medical System, a sort of insurance scheme utilized by
the barefoot doctors program, provided most of the funding for the program. This
system was financed through three main sources: a collective fund established by
production brigades and teams, a premium deducted from resident salaries, and
subsidies from the central government.26 The government provided varying subsidies
to brigades depending on their wealth and agricultural output. 27 Most brigades,
however, were responsible for the bulk of health care costs and supporting the
barefoot doctors.28 As a result, poor production brigades would likely have fewer
barefoot doctors and less medical services and medicines.29
The Cooperative Medical System did not provide complete coverage to all
villages, but came close. A study in 1969 found that roughly 18,000 members of a
commune of 22,000 were enrolled in cooperative medical insurance.30 The excess
4,000 members without cooperative medical insurance are unexplained; it is possible
that uninsured members were still able to access basic health care within the
commune, although they may have been charged more for outpatient visits. Estimates
suggest that around 90 percent of all villages had a Cooperative Medical System
between 1976 and 1979, rising from 46 percent in 1962 and 80 percent in 1968.31
However, villages with collectively financed health care dropped to 58 percent in
1981, and only 5.4 percent in 1987, as many villages began abandoning collectives.
Brigade members without cooperative medical insurance could still access
China’s de facto “universal” health care, which was often provided free or for a
nominal fee.32 Beginning in 1971, brigade members were automatically enrolled in
the cooperative medical system once their brigade had voted in favor of the
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system. 33 Ideally, if production brigades could not afford to subsidize barefoot
doctors, then the commune or provincial government would provide the extra cash.
Under the barefoot doctors system, almost all Chinese had free, or nearly free, health
care services.
Aside from barefoot doctors, the rural health care system included formal and
informal networks of health workers. Physicians with greater expertise at times
served as barefoot doctors, often including village healers and physicians who had
training in Chinese medicine.34 Physicians were also sent down to the countryside as
a punitive measure. In one Guangdong village, a former Guomindang physician was
sent down to the village in the late 1960s for ideological re-education.35 Nevertheless,
these experienced physicians with formal training were often highly respected within
the village.36 The Guomindang physician consistently received ten work points, the
maximum allotted to any individual.
Trained physicians also served in brigade clinics as supervisors to barefoot
doctors. A formal epidemic prevention supervisor was usually in charge of commune
health centers, which relayed directives to brigade clinics.37 If they did not go directly
to communes or brigades, physicians were still forced to serve in rural county
hospitals for political re-education.38 At a county hospital and adjoining medical
college in Hubei province, all teachers, administrators and medical staff were forced
to go to the countryside in 1969.39 These physicians, who practiced both Western and
Chinese medicine, provided an influx of trained medical personnel into underserved
areas.
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Trained physicians played a crucial role as advisors and educators to the
barefoot doctors.40 Because Western physicians were considered intellectuals and
profiteers of the old capitalist society, they were often among the worst enemies of
the Red Guard and the Cultural Revolution. This group was thus sent down to the
countryside to “learn from the peasants” and participate in ideological re-education.
Although some of these physicians were forced into hard labor, many were utilized
more efficiently as physicians. Ironically, despite their low social status, these
physicians were often responsible for educating, advising, and overseeing the work of
the minimally trained barefoot doctors.
Health aides also played an important role in delivering health care in the
Chinese countryside. Health aides had lower positions than barefoot doctors, and
often working part time or as volunteers without the formal status of barefoot doctors.
Nevertheless, health aides and barefoot doctors were often responsible for similar
tasks, such as disease screening and inoculations, and the distinction between health
aides and barefoot doctors was sometimes blurred.41 Health aides added an additional
3.7 million health workers to China’s rural health care system in 1970, although this
number declined to roughly two million by 1981.42
The status of rural health care workers was thus poorly defined. Health aides,
physicians trained extensively in Western and Chinese medicine, and barefoot doctors
were often amalgamated into one general group as barefoot doctors. Many barefoot
doctor classifications do not include health aides or retrained midwives, although they
often performed similar or complementary roles to the barefoot doctors. 43 The
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definition of barefoot doctors used here is necessarily broad, encompassing the many
kinds of rural health care personnel.
The rural medical system was a network that organized health care services
through the barefoot doctors. During the tenure of the barefoot doctors program, the
Cooperative Medical System provided health care funding for the vast majority of
rural Chinese. By the early 1980s, the cooperative health funding system began to
collapse as production brigades were abandoned and the Household Responsibility
System began.

1.3

Characteristics of the Barefoot Doctor Model, 1968-1981
The barefoot doctors reflected the basic Maoist ideology of “serving the

people,” in order to provide care from the masses, to the masses. Indeed, the barefoot
doctors were called “barefoot” in order to emphasize the peasant origins of the rural
health care worker. Three categories of barefoot doctors are examined here: local
villagers trained as paramedics, midwives, and urban residents forcibly sent down to
the countryside for ideological re-education. 44 Additionally, it reviews the basic
characteristics of the barefoot doctors, such as their education level, training, and
gender makeup.
Most barefoot doctors were local villagers recruited from production teams.45
Local villagers trained to work in their own village were already well acquainted with
the cultural and social topography of their brigade or production teams, and could
better serve their local communities. Barefoot doctors were also recruited for their
ideological aptitude for “serving the people,” a common theme in Mao’s China.46
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Barefoot doctors were supposed to spend a portion of their time doing agricultural
work, although this rarely occurred in practice.47 Some villagers recruited as barefoot
doctors had experience in sanitation and disease prevention from participation in the
patriotic health campaigns during the 1950s and early 1960s.48 Brigade officials
selected candidates that had some education and were popular among residents, and
could therefore more easily integrate and interact with their patients. This ideal of
peasants providing for peasants fit comfortably with the prevailing ideological theme
of peasant self-sufficiency.
There are no good statistics on the number of “re-educated” urban youths who
became barefoot doctors, although an estimated 12 million urban youths were sent to
the countryside between 1966 and 1975, around the end of the Cultural Revolution.49
A substantial number of barefoot doctors were urban youths sent down for reeducation.50 Most urban youth had little experience in agricultural work and proved
unproductive and uncooperative. Thus, in the eyes of rural villagers, sent-down
urbanites represented an unnecessary burden, consuming more resources than they
were producing.51 In one instance, villagers selected a sent-down youth from the city
of Guangzhou for barefoot doctor training because of her high level of education—
which was only middle school—and her connections to the city which might allow
the brigade to acquire better medicines for the clinic.52 In turn, by becoming barefoot
doctors, urbanites achieved lighter workloads and made use of their comparative
advantage in education and literacy.
Midwives also were employed as barefoot doctors in the Chinese
countryside.53 Rural midwives in the barefoot doctors program included those who
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had been retrained after Communist takeover, and those who had been educated
under the Communists and subsequently sent down to the countryside. Midwifery had
existed in rural villages prior to 1949, although many midwives were unschooled in
basic sanitary childbearing practices and used unsterilized instruments during
delivery.54 The midwives of this older generation were re-trained during the 1950s in
safe delivery practices, and they then returned to their villages.55 During the late
1960s, these midwives were incorporated into the Cooperative Medical System as
barefoot doctors. Midwifery training followed that of other barefoot doctors, usually a
few months time in a county or commune hospital.56
Although rarely acknowledged as health care workers, midwives played a
crucial role in providing child and maternal health services in the countryside. Similar
to the “sent down” urban youth, some non-native midwives were initially greeted
with lukewarm enthusiasm. However, infant and maternal mortality often dropped
after their arrival in villages, simply by the presence of these trained birth attendants.
These “young girls with their pigtails,” as described by one dubious mother who had
seven children die prematurely of tetanus, became trusted members in rural
communities.57
Most barefoot doctors had achieved a basic level of literacy. On average,
barefoot doctors had completed primary school and had at least some middle school
education. One study found that male barefoot doctors had an average of nine years
of schooling, and eight for females, which generally provided a basic level of
literacy.58 Few had secondary school or college education, which is unsurprising
given that higher education had essentially collapsed during the late 1960s. Most
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barefoot doctors were between ages twenty and forty, young enough to have
benefited from education campaigns in the 1950s and 1960s.59
Although barefoot doctors were formally required to have at least three
months of training, the duration of training was variable. The Ministry of Health
originally stipulated that rural health workers should receive at least three years of
training in 1965, but in 1968 the publication “Red Flag” published a report
condemning this curriculum as inadequate for providing rural health care.60 This rapid
shift in health care training would supposedly allow a much greater number of health
care personnel to begin working in the countryside almost immediately. The first
cohorts of barefoot doctors, trained from the late 1960s to the mid-1970s, received
only one to two months of training, while later cohorts in the mid-1970s received a
more standardized six-month course.61
Most barefoot doctors were trained at commune or county level hospitals.62
Under the guidance of experienced physicians, barefoot doctors learned basic health
care practices. Public health schools were also used to train barefoot doctors.63 In
1970, China published two versions of the Barefoot Doctor’s Manual, one version
specific to northern China, and the other to the south. The latter was published by the
Institute of Traditional Chinese Medicine of Hunan Province, and was later published
abroad in translation.64 By the time a more standard training course was developed in
the mid-1970s, most barefoot doctors used one of these manuals. Barefoot doctors
were also supposed to go through a refresher course at the commune hospital every
year.65
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It is unclear what proportion of barefoot doctors was female. One study of
barefoot doctors in Shanghai County in 1980 found that 57 percent of the 448
barefoot doctors were female.66 Chinese sources state that one third of barefoot
doctors were female, although the majority of health aides and rural midwives were
female.67 Much of the work performed by barefoot doctors consisted of maternal and
child health work, which may have favored women over men. Most barefoot doctor
classifications do not include midwives, who were almost all female. 68 One brigade
in Hubei province, however, only selected two girls out of a total 32 for health
training, apparently because of a fear that girls would marry out of the village.69 In a
dissimilar instance, a production brigade called “Ink village” specifically chose a girl
for barefoot doctor training who had been kidnapped into a village and forced into
marriage, in order to give her greater freedom.70 Women were probably incorporated
into the barefoot doctor program in relatively equal proportions as men, but
categorized as midwives or lower level health aides. Although the CCP made efforts
to reduce unequal, patrilocal marriage arrangements, the barefoot doctors were still
influenced by gender norms of the pre-1949 society.

1.4

Responsibilities and Interventions of the Barefoot Doctor
After training at a commune or county health center, barefoot doctors returned

to their production brigade to provide basic primary care. The responsibilities of the
barefoot doctors can be categorized into four general categories: the upkeep of
environmental sanitation, disease control, basic diagnostic and curative care, and
family planning work. The first two categories were offshoots of the patriotic health
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campaigns, and were implemented with little additional effort. On the other hand,
barefoot doctors introduced basic diagnostic and curative care, as well as family
planning work that began in 1970. Wealthier production brigades with several
barefoot doctors often divided labor, such that barefoot doctors specialized in one
particular category like family planning or disease control. In contrast to the vertical
health campaigns that preceded the barefoot doctors or the one-child campaign that
followed, the barefoot doctors represented an integrated approach toward providing
primary health care.
Improvements in environmental conditions can be a particularly efficient
method of reducing transmission of infectious diseases. Unsanitary environments
promote conditions under which infectious diseases may thrive.

71

Sanitary

environments—often characterized by clean water supplies, proper disposal of
garbage and human waste, and good personal hygiene—can limit the presence and
incidence of many infectious diseases.72 Most sanitation measures are preventative,
and can be accomplished effectively at low cost. These improvements must occur
through changes in environmental conditions, as well as through changes in
individual practice or behavior.
The Barefoot Doctor’s Manual, published in 1970, emphasizes the importance
of maintaining sanitary conditions. “Hygiene” is the title of the second chapter, after
the first chapter on

“Understanding the Human Body.” The “Hygiene” chapter

describes the patriotic health campaigns that began during the 1950s and the chief
interventions: water sanitation, excreta management, and food sanitation. These
responsibilities were summed up by the slogan, “Two managements and five
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improvements,” (两管五改, liangguan wugai), which included management of water
and excreta, improvements in wells, toilets, animal stables, cooking areas, and
environment.73 Although a considerable amount of sanitation work had already been
accomplished during the health campaigns of the 1950s, barefoot doctors were
responsible for sustaining these efforts. In improving environmental sanitation,
barefoot doctors worked to disinfect drinking water, while ensuring that water was
properly drained and that waste properly was disposed of. Proper latrines utilized
waste tanks and were to be far from water sources. After treatment, excreta were
often used as fertilizer.74
The second category of responsibility, disease control, aimed to eradicate or
prevent the spread of specific diseases. These disease-specific vertical health
interventions overlapped significantly with environmental measures. For instance,
preventative efforts at eradicating schistosomiasis included improving environmental
conditions by cleaning water supplies, composting excrement, and behavioral
education. In 1949 more than 10 million Chinese were infected by this disease, which
is carried by certain species of snails that propagate in stagnant water and attack the
liver and intestines after entry through the thighs and feet.75 Although the Party set up
a committee to eradicate schistosomiasis in 1956, the disease was still endemic in
many parts of China by 1968.76 After the implementation of the barefoot doctors,
health efforts led to reductions in the prevalence of the disease, but the disease has
actually reappeared in some areas since economic reforms in 1979.77
The barefoot doctors provided an integrated approach to disease control and
pest elimination, reducing the incidence and prevalence of infectious diseases such as
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typhus, malaria, and kala-azar.78 Fleas are hosts to both typhus and kala-azar, and
breed easily on mammal fur and unsanitary conditions. Mosquitoes transmit malaria,
which was endemic during the 1950s, with prevalence rates as high as 48 percent in
some rural areas of Yunnan and Guangdong provinces.79 The incidence of malaria
declined steadily until 1978, in part due to the barefoot doctors’ efforts at reducing
open sources of water, providing mass treatment, and increasing insecticide use.80
These diseases affected children and adults alike. Although basic preventative
measures could not eliminate diseases altogether, reductions in morbidity led to
declines in disease-specific mortality.81
Disease control also included childhood immunizations, and barefoot doctors
were responsible for making house visits to inoculate rural residents.82 Afterwards, a
standard of five vaccines were to be administered to all children: Bacillus CalmetteGuerin (BCG) tuberculosis vaccine, an oral polio vaccine (OPV), diphtheria, tetanus,
and pertussis vaccine (DTP), measles vaccines, and a Japanese B encephalitis
vaccine.83 Although limited vaccine production prevented complete coverage, the
barefoot doctors provided vaccines according to need, not on a fee-for-service basis.84
Roughly 80 percent of children had received their first dose of the DTP, measles, and
polio vaccines by 1983.85
The third responsibility of the barefoot doctors was to provide basic
diagnostic and curative care, as well as first aid. Barefoot doctors delivered primary
health care at the brigade clinic, in the fields during harvests, or directly to the homes
of rural residents. Many barefoot doctors spent the majority of their time in brigade
clinics, either providing care or doing clerical work, and occasionally went on house
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visits.86 During harvests, barefoot doctors sometimes accompanied farmers into the
field to provide first aid.87 One study found that barefoot doctors spent an average of
seven hours per day working, and about three and a half hours were devoted toward
outpatient consultation, and an hour and a half to home visits. This amounted to an
average of roughly eleven outpatient visits and three home visits per day.88
The Barefoot Doctor’s Manual contains a chapter on diagnosis, as well as a
chapter on symptoms and possible diagnoses. Because this responsibility requires the
most expertise, only barefoot doctors with significant training and experience
performed diagnostic and curative services. Diagnostic techniques drew from both
Western and Chinese medical traditions. For instance, diagnosis through pulse
reading (脉诊, mai zhen), one of the standard diagnostic techniques used in Chinese
medicine, was still commonly used among barefoot doctors.89 Similarly, Chinese
medical philosophies of disease etiology and bodily functions were incorporated into
the care provided by the barefoot doctors.90
On the other hand, acute illnesses were often addressed using Western
diagnostic techniques, emphasizing the cultural belief that Chinese medicine was
good for chronic illnesses and overall health, whereas Western medicine was good for
infectious and acute diseases. 91 Barefoot doctors often used intravenous and
intramuscular injections for treatment, whether for a course of antibiotics, nutritional
supplements, or vaccines. One barefoot doctor commented that patients who came to
the brigade clinic “wanted to leave with at least an injection,” because injections had
a positive psychological effect on the patient. 92 This is congruent with an
anthropological finding among Chinese populations in Taiwan, who viewed Western
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medical injections “as stream-lined, ultra-modern, quickly and easily administered…
extremely powerful with dangerous side-effects but working immediately to cure
symptoms.”93 There appeared to be clear cultural preferences for both Chinese and
Western medicines, depending on the context of the illness.
Unlike disease-specific immunizations, treatment in primary care requires a
wide variety of pharmaceuticals. Western pharmaceutical production in China was
limited to production of basic drugs such as vaccine, penicillin, aspirin, and drugs for
infectious diseases such as schistosomiasis and malaria.94 Some Chinese herbal drugs
were also manufactured in pill form, such as the extremely effective malaria drug
artemesinin, derived from Chinese wormwood. 95 Aside from these Western and
manufactured Chinese herbal drugs, however, production was limited, and there
existed a distinction between institutionalized Chinese medicine and local herbal
treatments. In many remote areas, production brigades had to rely on locally grown
herbs. In one remote village in Yunnan province, brigade members collected local
medicinal herbs, which supplied the majority of brigade clinic medicines.96 Indeed,
almost all illnesses listed in the Barefoot Doctor’s Manual provide a remedy that
involves a concoction of herbs and animal plants, usually boiled into a soup or ground
into a powder. The efficacy of these treatments, however, is difficult to determine.
The Party heavily promoted the integration of Chinese and Western medicine
among barefoot doctors. The Party had rejuvenated Chinese medicine, which had
been suppressed for decades amid reformist cries for “Science and Democracy” in
1919. 97 After barefoot doctors were employed, 85 percent of prescriptions in
production brigade clinics were for herbal remedies.98
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The final component of barefoot doctor responsibility involved family
planning efforts. Family planning includes maternal and child health, midwifery, and
birth control. Family planning programs had been initiated in urban areas during the
early 1960s, but failed to reach rural areas until intense efforts were initiated in 1970,
which coincided with the implementation of the barefoot doctors system.
Barefoot doctors were responsible for advocating birth control policies during
the 1970s. Birth control policies during this decade are summarized by the chief
slogan of the family planning campaign, “later, longer, fewer” (晚，析，少, wan, xi,
shao). Beginning around 1971, married couples were supplied with contraceptives
and were provided birth control services without charge.99 Barefoot doctors were
responsible for educating rural residents on contraceptive options, for promoting birth
control and late marriage, for distributing oral contraceptives and condoms, and for
carrying out abortions and sterilization procedures. 100 Those who were willing to
undergo these birth control procedures were compensated with pay or work points.101
Most rural mothers still gave birth at home during the 1970s, although brigade
clinics were sometimes equipped with maternity facilities. As a result, midwives were
responsible for assisting homebirths and were trained in modern delivery methods.102
Midwives and barefoot doctors were also responsible for providing pre-natal care and
counseling the expectant mother at home.103 A former barefoot doctor in Guangdong
province remarked that nutritional interventions were also provided to expectant
mothers, often intravenously.104 After birth, barefoot doctors became responsible for
providing basic maternal and infant care. This included frequent check-ups and
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providing an adequate supply of nutritional foods, as well as counseling on
breastfeeding and sanitation.
The responsibilities of the barefoot doctors were relatively simple and their
rudimentary, but the interventions they implemented may have had a significant
impact on reducing early-age mortality. Environmental sanitation, disease control,
basic illness treatment and maternal and child health care are all strong proximate
determinants of child survival.105

Conclusion
By the time the Party made serious efforts to provide a systematic rural health
care program in 1968, it had already been in power for nearly twenty years. Between
1950 and 1968, the only health services rural residents received came from the
patriotic health campaigns. Although these initiatives succeeded in reducing excess
morbidity and mortality, rural residents still lacked basic health care in 1968.
China’s barefoot doctors addressed the enormous unmet medical need of
China’s rural areas. When economic reforms began in late 1978, roughly 81 percent
of China’s 956 million citizens lived in rural areas. 106 China’s rural population
increased from roughly 639 million to 792 million in the thirteen-year time span
between 1968 and 1981, meaning that there was approximately one barefoot doctor
for every five hundred rural citizens—roughly half the population of a typical
production brigade. Barefoot doctors provided essential interventions such as
environmental sanitation and childhood immunization. These interventions were
inexpensive, required little training, and delivered to a high percentage of China’s
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rural population. The following chapter assesses the barefoot doctor model of health
care, and evaluates the efficacy of the barefoot doctors in improving the health of the
people they served.
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Chapter 2: Barefoot Doctors, Human Development, and
Health Outcomes
China made rapid progress in improving the health status of its population
during the first three decades of Communist control. By the time the CCP began
implementing economic reforms in 1978, life expectancy in China rivaled that of
much wealthier countries. Improving health outcomes plays a central role in human
development. The economist and philosopher Amartya Sen has argued forcefully for
understanding human development as the expansion of essential human
capabilities.107 Deprivation of basic capabilities can often be reflected in a society’s
literacy rates, level of premature mortality, malnutrition, and so on.108 Good health is
an essential capability that is appreciated for both its intrinsic and instrumental value;
people value a life free of preventable disease, hunger, and premature death for its
own sake.109 The capability to live a healthy life is also instrumental toward human
development; good health enables people to pursue a life they have reason to value,
such as participation in meaningful social interactions, in economic transactions, or
gainful employment.
Focusing solely on health outcomes or wellbeing, however, neglects a more
expansive understanding of human development that considers individual agency.
Human agency is distinguished from wellbeing in its consideration of the processes
and capabilities involved in attaining a designated end. This distinction is crucial in
evaluating the barefoot doctors program, which relied upon heavily restrictive
procedures in its implementation. Although health outcomes are a useful metric of
policy evaluation and human development, the first task of this chapter is to evaluate
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the processes involved in the implementation of the barefoot doctors program, an
assessment that illuminates limitations of the barefoot doctors program in
contributing to human development (Section 2.1).
A more conventional approach toward health policy evaluation examines
survival outcomes. This chapter first establishes that infant mortality is a useful health
metric sensitive to health care provision (2.2), and that China’s infant mortality data
is adequate enough to use for further analysis (2.3). This chapter bears three types of
supportive evidence that suggest the barefoot doctors improved health outcomes. The
first body of evidence identifies a strong temporal coincidence between the
introduction of the barefoot doctors program in 1968 and an increase in tempo of
infant mortality decline until roughly 1980, when the program was disbanded (2.4).
The second piece of evidence is a quantitative analysis of the association across
thirteen Chinese provinces between health personnel, the sum of barefoot doctors and
health aides, and infant mortality (2.5). It finds that a greater density of barefoot
doctors per 1,000 inhabitants was associated with lower infant mortality. The final
section argues that based on experiences in other countries, a plausible case can be
made that the particular interventions of the barefoot doctors were at least partly
responsible for improvements in health outcomes (2.6).

2.1

Processes, Functions, and Agency
Before examining the effect of barefoot doctors on health outcomes, it is

useful to evaluate the program using alternative criteria of human development. To be
certain, a life free of preventable morbidity and premature mortality is a capability
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that humans have reason to value. At the same time, however, the barefoot doctors
program was implemented through processes that constrained basic human
capabilities. It is crucial to gain a more comprehensive understanding of the costs and
benefits associated with a program, including those costs associated with a program’s
procedures, and not simply outcomes. The purpose here is to utilize an alternative
frameworkthat identifies and assesses the processes and procedures involved in the
program’s implementation.
There are several limitations to the conventional approach of evaluating health
care programs solely on the basis of health outcomes. Such an approach does not
consider unexpected outcomes, procedural costs and benefits, or the social
arrangements utilized in its implementation. The assessment of development policies
must involve a broader focus on human agency, rather than simply human wellbeing.
To evaluate the barefoot doctors solely on the basis of its outcomes presents a rather
limited assessment of the program’s overall value. A more procedural perspective,
adopted here, evaluates the program’s impact on human agency and its overall
contribution to human development.
The implementation of the barefoot doctors program relied on a series of
coercive policies that constrained human agency and basic human freedoms. Large
numbers of “sent-down” health care personnel and other urban residents were utilized
in the program; the vast majority would have likely preferred to stay in urban areas.
Additionally, restrictions on mobility, specifically rural-urban migration, prevented
barefoot doctors and other rural residents from moving at will. Collective production
arrangements were similarly restrictive and economically inefficient. Limitations on
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private land cultivation and large control of agricultural policies restricted basic
economic freedoms. Many such basic freedoms were foregone during the Cultural
Revolution, and the barefoot doctors program thus relied on restrictive social
arrangements for its successful implementation.
The barefoot doctors program also operated under a political system that left
little room for the exercise of political dissent or disagreement with government
policies. Although production team members may have desired the provision of basic
health care, many resented the lack of individual autonomy under the collective-based
production system. Indeed, the barefoot doctors program was so deeply embedded in
the detrimental policies of the Cultural Revolution, that upon economic reforms in
1979, some production team members wanted to do away with the collective medical
system altogether, because of its association with the politics of the time.110 Although
the barefoot doctors program succeeded, it will be argued, in improving health
outcomes, the processes involved in the program’s implementation were highly
restrictive of human agency. Rural Chinese residents were generally unable to
participate in meaningful political dialogue, to engage in free markets, or to move
from one place to another at will.
The one-child policy may serve as a useful comparison to the barefoot doctors
program; both utilized processes with high social costs in order to improve some
aspect of human wellbeing. The one-child policy is not actually a single policy, but
rather a complex series of incentives, rewards, and punishments with the aim to
reduce fertility rates. There are good reasons to reduce high fertility rates, which are
often detrimental to maternal health and are associated with higher infant mortality
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and slower economic growth. The one-child policy, however, has utilized numerous
coercive measures in order to reduce fertility rates. These measures have drawn
widespread attention, and many observers question whether the outcome—lower
fertility rates—justifies the social costs and loss of freedoms inherent in the
implementation of the policy.111 If one places greater emphasis on the processes and
social costs associated with the one-child policy, which include sterilizations, forced
abortions, and an increase in male-female sex ratios at birth, then the drawbacks of
the policy are made explicitly clear. Indeed, the one-child policy is illustrative of the
difficulties in judging social programs solely on the basis of expected outcomes.
In contrast to the one-child policy, however, the barefoot doctors program did
not impose large social costs. Rather, the barefoot doctors program relied on policies
and arrangements with high social costs. The barefoot doctors did not impose
restrictions on rural residents, nor did it constrain the capabilities of the health care
personnel it utilized. As the previous chapter illustrated, many rural residents chose to
become barefoot doctors, given their limited set of opportunities. On the other hand,
the implementation of the program relied upon inefficient collective structures for
production, coercive urban-rural transfers, and restrictive migration policies. A useful
perspective on the barefoot doctors is thus one that considers the social arrangements
that undergirded the program, as well as the agencies of those involved. From this
perspective, the implementation of the barefoot doctors program had substantial
social costs, restricting the agencies of millions of rural Chinese. Furthermore, the
program relied upon the coercive social arrangements and broad restriction of
individual freedoms that so distinctively characterized the Cultural Revolution period.
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2.2

Evaluating Basic Health Care Provision and Early-Age Mortality
Primary care, and more broadly basic health care, is critical in maintaining

and improving health conditions. Basic health care includes provision of maternal and
child health services, immunization coverage, preventative measures, promotion of
basic sanitation, and health-related education. These services can have a significant
impact in lowering preventable morbidity and premature mortality in developing
nations.
Basic health care provision is feasible, and indeed vital, for many low-income
countries with poor health indicators. Indeed, basic health care provision has been a
crucial to the promotion of human development in resource-poor societies, such as
the Indian state of Kerala, Sri Lanka, and pre-1978 China. Such societies have
relatively high life expectancies despite low GDP per capita.112 Programs such as the
barefoot doctors are particularly useful in achieving these gains, working through
low-cost interventions to combat preventable morbidity and premature mortality.
Infant mortality, defined as the number of deaths occurring between birth and
age one per 1,000 live births, is a good indicator of a society’s ability to avoid
preventable death.113 Alternative measures such as life expectancy are often further
extrapolations from infant mortality data, and are based on ambitious demographic
assumptions about the study population. Adult mortality data are reliable in only a
small number of developed countries with good demographic statistics, and is rarely
used to measure public health outcomes. Adult mortality is also less sensitive to
inexpensive preventative care, and more sensitive to expensive curative care. Infant
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mortality rates, by contrast, can be calculated indirectly utilizing simple questions and
necessitating fewer assumptions.
Recently, under-five mortality has also been used as a barometer of survival
outcomes. Under-five mortality data may also be more accurate than infant mortality
when vital registration data is incomplete or inaccurate.114 Under-five mortality takes
into account nutritional inputs after a baby is no longer breastfeeding, and other
health inputs that may be foregone during the infancy period. One study suggested
that six million deaths of those under five could have been avoided in 2000 with basic
health interventions.115 Because under-five mortality data for China is not as widely
cited as infant mortality data, however, infant mortality will be used as the primary
indicator of health outcomes evaluated here. Additionally, infant mortality and underfive mortality rates are often closely associated, such that either measure is a useful
indicator of early-age survival.
Infant mortality is also a useful prism through which one can evaluate a
society’s success at providing social support for human development. Firstly, the
death of an infant or child results in more productive years of life lost than the death
of an adult or an elderly person.116 The social costs of infant deaths are unmistakably
high. Early-age mortality is arguably one of the worst deprivations of human
capability, depriving the individual of life at a very early age, before one has the
opportunity to begin living a fruitful life.
Secondly, most deaths are concentrated in the early stages of life, and a
significant proportion of these deaths are preventable.117 One study found that 40
percent of all deaths and 50 percent of avoidable deaths took place within the first
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five years of life.118 Infant mortality is indicative of a region’s progress in lowering
preventable and unnecessary deaths. If all avoidable deaths were addressable with
equivalent interventions, the most cost-effective intervention would be in early-age
mortality. Viewed in this light, the high levels of global child mortality currently are
unacceptable, and must be prevented.
A final reason for examining infant deaths is that most infant and child deaths
are preventable with basic interventions.119 Sanitation and safe water supplies can
reduce the risk of death from diarrhea. Other behavioral interventions such as birth
spacing and breastfeeding also significantly reduce the risk of infant death.120 Basic
interventions can usually occur through two routes: vertical health programs such as
the patriotic health campaigns, and integrated primary care programs such as the
barefoot doctors. One study found that primary care programs were both more
effective and less expensive than comparable vertical health campaigns.121 Infant
mortality risk reductions can thus be achieved with relatively simple measures, and
can be expedited by an integrated primary care approach.

2.3 Quality of infant mortality data, 1955-1995
Available demographic data provide a good sketch of recent infant mortality
trends in China. Table 2.1 compares four widely cited sources of infant mortality
estimates for China from 1955 to 1995. The sources include estimates gathered by
Judith Banister and the U.S. Census Bureau, the demographer Kenneth Hill and
others, the World Bank, and the United Nations Population Division. Both Hill and
the World Bank use similar data sets, although the World Bank uses more recent data
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to provide 2005 projections based on recent census data and a child surveillance
system from 1991 to 1998.122 Banister’s estimates extrapolate ambitiously to 1953,
although the series provide useful sex-specific data based on sex ratios. The UN
Population Division estimates are useful in their mortality projections in the future,
particularly among regions that have been affected by HIV/AIDS.123 The UN data are
thus somewhat superfluous for purposes here and are included primarily for greater
breadth, and to demonstrate the variation of infant mortality estimates in China.
Until 1980, China’s population data were relatively incomplete. Surveys
conducted prior to the 1980s vastly underreported deaths. Demography was not taken
seriously as a scientific endeavor until the 1980s, and releasing politically acceptable
results was more important than obtaining accurate results.124 Mao’s belief that the
socialist mobilization of China would enable the country to support a large
population, coupled with his determination to prove Malthusian theories of
population growth wrong, undermined the collection of accurate data.125 In many
respects, the Party’s obsession with producing favorable data impeded its efforts at
collecting usable statistics before 1982.
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Table 2.1 Infant Mortality Rates in China by Source, 1955-1995
Year

World Bank
IMR

1955
1960
1965
1970
1975
1980
1985
1990
1995
Percent
decline,
1970-1980
Source
Notes

150
111
85
65
49
39
38
37

Percent
Decline

26%
23%
24%
25%
20%
3%
3%

42%
World Bank 2007

Banister/ U.S.
Census Bureau
IMR
154
284
84
70
49
42
50

Percent
Decline
-85%
70%
17%
31%
14%
-20%

41%
Banister 1987: 116
1

UN Population
Division
IMR
195
179
121
81
61
52
38
31
30

Hill / UNICEF

Percent
Decline

IMR

Percent
Decline

8%
32%
33%
24%
15%
27%
17%
5%

150
111
83
62
46
35
36
37

26%
25%
25%
26%
24%
-3%
-3%

36%
UN 2006

45%
Hill et al. 1999

Notes
1. Data for 1985 actually from 1984, the last year of the survey.
Definitions
Infant Mortality Rate: Number of deaths occurring between birth and age one, per 1,000 live
births.
Percent Decline: The proportion of change in infant mortality levels from its initial level to
zero, calculated as [(IMRinitial-IMRfinal)/(IMRinitial-0)*100]. Calculated here in five-year
intervals, except from 1970-1980.

Although vital registration is a useful source of infant mortality data, the
quality of China’s vital registration appears quite poor, consistently under-registering
Infant deaths when weighted against other estimates.126 Hence, these data are given
no weight in the World Bank and Hill estimates of infant mortality, and under-five
mortality data is instead used as the primary benchmark.127 Under-five mortality data
has been collected mostly from indirect estimates derived from fertility surveys and
census data since 1982. Infant mortality data is extrapolated from under-five mortality
estimates using a Coale-Demeny “West” model life table.128
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In 1982, China conducted both a census and a fertility survey that examined
one percent of the population which both provided usable data. The 1982 census and
fertility survey appear to show consistent trends in infant mortality for the 1970s, and
are weighted highly in the Hill and World Bank estimates, which weights sources
according to perceived source quality. For the first time, these two sources provided
China with relatively high-quality indirect estimates of early-age mortality grounded
in rigorous methodology.129
The Hill data should be considered the most accurate representation of infant
mortality for 1965 and after, and thus the best data for analyzing infant mortality
trends during the barefoot doctors program. The Hill data appears to be based on the
most reliable set of data, and makes few ambitious assumptions. For most data points,
data from Hill correlate closely with the World Bank’s estimates, because both
estimates extrapolate from similar data sets for pre-1995 periods. United Nations
estimates are less consistent with the World Bank estimate, and suggest that the
tempo of infant mortality decline began in the 1990s, rather than the 1980s, as other
sources suggest.130 World Bank estimates suggest a fast decline from 2000 to 2005,
but the result seems excessively ambitious in light of the fact that there have thus far
been few results of sufficient quality since 2000. As a result, data after 1995 have
been omitted. Regarding data before 1965, the infant mortality rate of 150 in 1960
given by the World Bank and Hill might in fact be too low; as infant mortality levels
were artificially raised during the Great Leap famine. This rise in infant mortality is
most clearly shown in Banister’s data, which serves as a guideline for pre-1965 infant
mortality data.131
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Despite a substantial degree of extrapolation, Banister’s estimates are useful
in providing sex-specific data and in that they extrapolate back to 1953. The estimates
use data from the 1982 fertility survey, as well as a Cancer Epidemiology Survey
conducted in 1980, a nationwide survey that gathered data of relatively high quality
on age-specific mortality rates.132 The data shows an alarming trend in sex-specific
infant mortality rates after 1979, reproduced in Table 2.2.
Table 2.2 Infant Mortality Rate by Sex, 1970-1984

Year
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979
1980
1981
1982
1983
1984

IMR,
Males
70
65
60
56
52
48
45
41
37
36
36
35
35
34
34

IMR,
Females
70
65
60
56
53
49
45
42
38
43
48
53
58
62
67

IMR, both
sexes
70
65
60
56
52
49
45
41
37
39
42
44
46
48
50

IMR decline
in preceding
year, Males

IMR decline in
preceding year,
Females

IMR decline in
preceding year,
both sexes

7.4%
8.0%
6.3%
7.0%
7.3%
8.1%
8.5%
9.6%
1.4%
1.4%
1.4%
1.1%
1.4%
1.5%

7.4%
8.1%
6.0%
6.6%
7.0%
7.6%
8.2%
9.2%
-13.3%
-11.7%
-10.3%
-9.3%
-8.5%
-7.7%

7.4%
8.1%
6.2%
6.8%
7.3%
7.6%
8.7%
9.3%
-5.9%
-5.6%
-5.0%
-5.0%
-4.6%
-4.4%

Source: Banister, China’s Changing Population, 1987: 116.

The data might overestimate the number of female infant deaths; infant deaths are
partially, not solely, responsible for the widening sex ratios between male and female
births. Nevertheless, the value of Banister’s data is primarily in its illustration of sexspecific infant mortality trends.
The estimates derived by Hill should be used as the primary guidelines for
assessing infant mortality trends here. Since the 1980s, scholars have made relatively
successful attempts at extracting accurate infant mortality estimates from available
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censuses, fertility and sample surveys. All four sources show similar trends, but each
source varies in its depiction of the pace and timing of China’s infant mortality
decline. Good infant mortality data can be extrapolated back to the 1970s and late
1960s, but earlier figures are more tentative. China’s infant mortality data is usable,
but must still be viewed with some caution.

2.4

Chief Determinants of Infant Mortality Trends, 1955-1995
Between roughly 1955 and 1995, the most rapid declines in infant mortality

occurred during periods of broad provision of rural health services. As outlined in the
previous chapter, the two principle rural health initiatives were the patriotic health
campaigns, which begun in 1952, and the barefoot doctors program, which was
implemented between roughly 1968 and 1981. Nevertheless, various socioeconomic
determinants also shaped infant mortality trends, such as the one-child policy in the
late 1970s and the Great Leap famine between 1958 and 1960. Survival outcomes are
often influenced by many factors and social arrangements, such as social stability,
economic growth, gender equality, education, and provision of health care.
Reductions in China’s infant mortality began in the early 1950s. National
infant mortality rates before the Communist takeover were likely well above 200
deaths per thousand live births.133 All four sources in Table 2.1 show a rapid decline
in infant mortality before 1965. There are three main reasons for the rapid infant
mortality decline between 1950 and 1965. Although the barefoot doctors program had
not yet been initiated, the patriotic health campaigns had already become widespread
by the mid-1950s. These interventions targeted environmental conditions that
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facilitated disease transmission, and were associated with education campaigns aimed
to promote hygiene and sanitation. Secondly, disease and epidemic control stations
flourished between 1950 and 1958. Thirdly, the retraining of traditional midwives
during the early 1950s led to more sanitary birthing practices and to reductions in
common neonatal diseases such as tetanus. Finally, and more broadly, the absence of
civil war, along with more abundant and more equitably distributed food, also
contributed to improvements in rural survival rates.
The Great Leap Forward interrupted the steady infant mortality decline
between roughly 1958 and 1961. National infant mortality rates skyrocketed during
the Great Leap Forward, which was initiated in 1958 and called off in 1960.
Consensus now holds that the movement induced a famine of astronomical
proportions.134 Absence of democracy aggravated poor information flow from local
levels to the central Communist Party apparatus, leading to excess state grain
extraction in hard-hit areas. Hence, politically motivated grain shortages contributed
to large nutrient deficiencies among mothers and infants, which in turn led to excess
infant mortality during the Great Leap period. The chaos and disaster generated by
the Great Leap Forward also led to a shortage of medicine and reductions in public
health efforts. Disease control efforts collapsed, and lack of epidemiological control
led to a cholera epidemic in Guangdong.135
Immediately after the Great Leap famine ended, infant mortality resumed preGreat Leap levels. Government neglect of rural health care between 1961 and 1965,
however, did not encourage rapid infant mortality declines. Because health services
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were based at county level hospitals, the majority of China’s vast rural population
was unable to access and utilize health care services.
The tempo of infant mortality decline increased noticeably during the tenure
of the barefoot doctors program in the late 1960s and the 1970s. From 1970 to 1980,
all four sources in Table 2.1 show a rapid decrease in infant mortality rates. Indeed,
during the barefoot doctors “decade,” there was an associated decline in national
infant mortality rates. Infant mortality decline was both steady and rapid during this
period, building upon survival gains already made during the 1950s.
As indicated in the previous chapter, barefoot doctors served as effective
agents in implementing many public health policies, ranging from family planning to
sanitation. The integration of vertical health initiatives and incorporation of retrained
rural midwives into the program improved early-age survival. The integrated
approach of the barefoot doctors to infant illness may have accelerated the pace of
infant mortality decline.
Higher literacy rates, particularly among women, may have also affected
infant mortality trends after 1950. Literacy and education do, in fact, have a positive
effect on early-age mortality.136 This advantage can be both informational (literate
mothers are better able to receive maternal and childrearing health education), and
empowering (women with higher social status have greater decisional power).
Evidence suggests that an increase in female empowerment tends to be associated
with improved maternal and child health.137 Early on, literacy rates improved as the
Communist Party launched anti-illiteracy campaigns. These campaigns were
developed to provide basic education to the masses, similar to the health campaigns
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examined here. The quality of education was highly variable, however; many
secondary schools and universities shut down during the Cultural Revolution. The
scope of and efficacy of China’s literacy campaigns is subject to considerable debate,
although the campaigns seemed at least effective in improving youth literacy and
reducing gender disparities in literacy. 138 The disparity between female to male
illiteracy began a steady decline after 1964.139 In 1990, illiteracy stood at only 16
percent for the age group that went to school after 1949, compared with 62 percent
among those who went to school before 1949.140
Infant mortality declines slackened in the 1980s, a decade often heralded as
the beginning of China’s economic boom. All four sources depict a noticeable
slowdown in infant mortality decline, although the sources differ on when the
slowdown occurred. The Hill, World Bank and UN data estimates all show that the
slowdown occurred between 1985 and 1990, whereas the Banister data shows a
dramatic reversal, and indeed a rise in infant mortality, between 1980 and 1985.
Banister’s ignominious estimates are perhaps exaggerated, but suggest an alarming
trend in sex-specific mortality. There are two associated determinants of this alarming
trend during the 1980s. The first was the collapse of the barefoot doctors program,
which was officially terminated in 1981. The program began to collapse when the
Household Responsibility System was introduced in 1978, which shifted the basic
unit for agricultural production from the production brigade to the household. Along
with the collapse of collectives, the Cooperative Medical System, which financed the
barefoot doctors, also broke down. The sudden collapse of rural health care system
led to a stagnation in infant mortality reduction. Schistosomiasis, which had been so
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actively campaigned against by Mao, began to reappear, along with other preventable
diseases such as goiter, plague and malaria.141
A second associated determinant of poor infant mortality progress was the
one-child policy, which coincided with the collapse of the barefoot doctors. The onechild policy particularly affected female infants and children.142 When allowed only
one child, many rural families demonstrated a clear preference for sons.143 The
introduction of the one-child policy in 1979 was associated with a rise in female
infant mortality, possibly through infanticide and selective neglect.144 The rise in
female infant mortality elevated total infant mortality, documented in Table 2.2.
Many female infants and children may not have suffered infanticide, but still received
less medical attention, nutrition, and care than their male counterparts since economic
reforms.145 One Chinese study suggested that female infant mortality rate rose from
36 per 1,000 live births in 1981 to 40 per thousand in 1989.146 Since the early 1990s,
the disparity between female and male infant mortality may have in fact dropped,
because of the broad availability of sex-detection technologies. On the other hand,
excess sex ratios at birth have continued to increase since 1980.147
The disparity between female and male infant mortality was partially due to
the introduction of the Household Responsibility System, which, coupled with a lack
of state initiatives supporting gender equality, reduced the social position of Chinese
women. During the collective period, rural women enjoyed a degree of support from
agricultural collective arrangements, which reduced the burden of child rearing and
gave women greater say in family planning matters.148 Although female labor was
valued less than male labor, the state made a conscious effort to expand female
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employment before reforms.149 Once reforms began sweeping the cities, the security
of the state sector’s “iron rice bowl” was shattered.150 In the countryside, traditional
patrilineal patterns resumed, and many rural women no longer participated in outside
employment.151 By constraining female status through inequitable household and
labor arrangements, land reform played an indirect role in affecting rural health.152
Although income has become a more significant indicator of health since
1978, rising incomes have not led to better health. Perhaps due to the shift to a
market-driven health care system in the early 1980s, the correlation between high
levels of GDP per capita and low levels of infant mortality has grown increasingly
strong.153 Although rapid economic growth can potentially lead to broad gains in
health, China’s economic gains have not been distributed equitably or utilized toward
social service provision. Income inequalities have increased substantially, and infant
mortality declines have stagnated.154 Indeed, good health is not simply a consequence
of rising incomes.
Nevertheless, the disappearance of barefoot doctors and introduction of the
one-child policy did not eliminate rural health services altogether. Intriguingly, infant
immunizations increased after reforms. Only 58 percent of children had received their
third dose of diphtheria, tetanus, and pertussis (DTP) in 1983, roughly the end of the
barefoot doctors period.155 Polio and measles vaccinations stood at roughly 80 percent
in 1983.156 DTP, measles and polio immunizations rose to 95 percent in 1989, a
substantial increase in a short span of time. An increase in immunization coverage
since economic reforms has not, however, led to commensurate declines in infant
mortality. Although China made progress in immunizing infants since economic
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reforms, it failed to provide health care needed to address other basic needs of the
rural population.
For the first five decades of the PRC, changes in infant mortality rates were
strongly associated with basic health care provision efforts. The greatest gains in
infant mortality occurred during periods of health service provision, particularly
during the late 1960s and 1970s. Although it is unclear when, precisely, the tempo of
infant mortality decline slackened, there is an agreement among the sources examined
here that rapid reductions in infant mortality came to a halt by the late 1980s.
Additionally, the mass deployment of barefoot doctors also ensured that health
services, if somewhat rudimentary, were available on an unprecedented scale in
China. An increase in basic health care provision, vis-à-vis the barefoot doctors, was
strongly associated with a precipitous decline in infant mortality.

2.5

Health Personnel and Infant Mortality: A Thirteen-Province Study
Beyond a temporal association between policy implementation and outcomes,

there has thus far been no systematic examination of the relationship between the
barefoot doctors and infant mortality. A preliminary assessment of China’s infant
mortality trends clearly warrants further examination of the efficacy of the barefoot
doctors program. Demographers have documented mortality trends on national and
even provincial levels, whereas public health specialists have tended to focus on the
mechanisms of public health programs. There has been an alarmingly little attention
toward examining the relationship between the two, however, particularly during the
implementation of the barefoot doctors program. Presented here is a quantitative
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analysis that presents new, original evidence to strengthen the relationship between
policy and outcomes.
It is hypothesized that provinces with a higher ratio of basic health personnel
per inhabitants will have lower provincial infant mortality rates, even when
controlling for economic output per capita. If provinces with a higher proportion of
health personnel have an advantage in lowering preventable mortality, then the
finding will be consist with the claim that the barefoot doctors were responsible for
improved health outcomes. By examining data across thirteen Chinese provinces, this
study attempts to further examine the relation between policy and outcome.
Provincial gross product per capita data from 1978 was used for this study, the
earliest year in a study of economic growth during reforms.157 Provincial infant
mortality for 1981 was gathered from a 1989 French demographic study utilizing the
1982 census and older data from the 1980 Cancer Epidemiology Survey.158 The study
provided data for 28 of China’s 29 provinces, municipalities, and autonomous regions
at the time, excluding Tibet. The study constructs estimates of provincial infant
mortality using these sources, concluding that the national infant mortality rate was
roughly 34 per 1,000 live births, lower than the range of 42 to 52 given by the four
sources in Table 2.1. Assuming that underreporting was uniform across provinces,
however, these data may still be used.
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Table 2.3 Infant Mortality, Output per Capita, and Health Personnel in Thirteen
Select Provinces, 1973-1981

Province
prov
Guangxi
Jilin
Sichuan
Anhui
Guangdong
Jiangsu
Shandong
Fujian
Hebei
Yunnan
Inner
Mongolia
Liaoning
Heilongjiang
Sources
Notes

Infant
mortality
rate, both
sexes, 1981
imr
29.45
17.1
50.1
28.74
18.17
28.61
19.13
19.51
19.15
71.44
37.41
18.27
30.46
Calot and
Caselli
1989: 860
1

Gross
provincial
product per
capita,
1978
gdp
574
709
454
481
726
692
676
577
668
479

Total
health
personnel,
1973
hp
220000
105066
500000
225700
251000
350000
320000
85000
253000
90000

Estimated
provincial
population,
1973
pop
26900000
18400000
89600000
41400000
46200000
65600000
69800000
18700000
61800000
23500000

Health
personnel
per 1000
inhabitants
hpper
8.18
5.71
5.58
5.45
5.43
5.34
4.58
4.55
4.09
3.83

Population
per total
health
personnel,
1973
popperhp
122
175
179
183
184
187
218
220
244
261

6700000
36800000
24300000

Yao 1999

24500
106022
65000
Calculated
from Hu
1980

Hu 1980:
236-239

3.66
2.88
2.67
Calculated
from Hu
1980

273
347
374
Calculated
from Hu
1980

2

3

4

5

6

572
1224
1038

Notes and Definitions:
1 National infant mortality rate is given as 33.81 for 1981, although the four sources in
Table 2.1 estimate the rate to fall somewhere between 42 and 52.
2 Gross provincial product per capita figures are from 1978, in Yuan at 1990 prices
3 Total health personnel is the sum of “barefoot doctors” and “health aides” categories,
based on data from various media sources in Hu 1980, gathered between 1970 and 1973.
4 Provincial population provided in millions from Hu 1980
5 Ratio calculated by multiplying total health personnel by 1,000 and dividing by
provincial population: (hp*1000/pop)
6 Ratio calculated by dividing provincial population by total health personnel (pop/hp).

This study gathered data from a variety of sources, presented in Table 2.3.
Demographic data on provincial population size and distribution of barefoot doctors
were obtained through a compilation of foreign broadcasts provided by the Chinese
government between 1970 and 1973.159 These reports provide the number of barefoot
doctors in twenty-five of China’s provinces, as well as estimated population sizes
during that time. The data set also provides approximations of health aides in thirteen
of China’s provinces.160 Because barefoot doctors and health aides often performed
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similar tasks and the distinction between the two categories is inessential, they are
amalgamated as one group termed “health personnel,” a sum of the estimates of
barefoot doctors and health aides. The number of health personnel is expressed as the
proportion of health personnel per 1,000 inhabitants in each provinces used in the
study. Because only thirteen provinces provided data for total health personnel, the
data set for this study is somewhat limited.
In order to assess the data, infant mortality was used as the dependent variable
and the proportion of health aides per 1,000 inhabitants as the independent variable of
interest. As is standard in the literature, the natural logarithm of provincial infant
mortality rates was used as the dependent variable, and the natural logarithm of
provincial output per capita as the right-hand side control variable. The logarithm of
infant mortality in 1981 was then regressed on the logarithm of provincial output per
capita in 1978, and the number of health personnel per 1,000 inhabitants in 1973. If
there was indeed a relation between the proportion of health personnel and infant
mortality, the coefficient on the proportion of health personnel should be negative. In
other words, a higher provincial proportion of health personnel would be associated
with a lower infant mortality rate. Additionally, for the relationship to be judged
statistically significant, the p-value of the t-statistic should be 0.05 or lower.
Table 2.4 Statistical Effect of Health Personnel on Infant Mortality, Controlling for
Provincial Output per Capita, Thirteen Chinese Provinces, 1973-1981
Variable
Standard
tVariable
name
Coefficient
error
statistic
P>(t)
Provincial output per
capita
gdp
-1.15
0.42
-2.74
0.021
Health personnel per
hpper
-0.12
0.08
1,000 inhabit.
-1.47
0.173
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The results of the regression, shown in Table 2.4, found the expected negative
relation between health personnel and infant mortality levels. Provinces with more
health personnel per 1,000 inhabitants had lower infant mortality rates, even when
controlling for the variation in provincial output per capita. The regression also found
that provinces with higher output per capita had lower infant mortality rates, also an
expected result. The strength of the association between provincial output per capita
and infant mortality levels was statistically significant at the 2 percent level, strongly
supports that the results were not obtained by chance. On the other hand, the
association between health personnel and infant mortality was found to be significant
at the 17 percent level, which is higher than the normal statistically acceptable level.
Although regression analysis found a relation between health personnel and infant
mortality, the imprecision of the estimate is unlikely to convince skeptics of the
program.
Whereas the previous test is a measurement of statistical significance, it may
be useful to evaluate the substantive impact of barefoot doctors on infant mortality
decline. A second test can be used to estimate the marginal effect of increasing the
number of health personnel on the infant mortality level. The data set of thirteen
provinces showed that the number of health personnel per 1,000 inhabitants ranges
from 2.67 in Heilongjiang to 8.18. Using the CLARIFY routine written for the Stata
statistical program, a simulation was performed examining the effect of increasing the
number of health personnel from 2.67 to 8.18 per 1,000 inhabitants, while setting
provincial output per capita to its mean in each of the thirteen provinces. The test
found that infant mortality would fall by 18.5 deaths per 1,000 live births with the

59
additional health personnel, with a rather large margin of error of ± 28 deaths. Given
that infant mortality levels ranged from 18 to 71 over the thirteen provinces, however,
the midpoint estimate of a reduction in 18.5 deaths is fairly large. The qualitative
effect of tripling the proportion of health personnel over a population is small in
relative terms, increasing the number of health personnel from roughly three to eight
within a production brigade of roughly 1,000 inhabitants. This small increase in
health personnel would translate into an estimated reduction of 18 infant deaths per
1,000 live births, a substantive reduction that should be emphasized.
This study has a number of limitations. The data set of thirteen provinces
provides a limited number of data points in the regression. With a larger data set
including all of China’s provinces, or using a different unit of analysis, such as the
county or production brigade, more data points would provide a more rigorous basis
for assessment. A few assumptions have been made as well, the most glaring perhaps
being the faith in China’s reported data for the number of barefoot doctors. The study
may have also suffered from endogeneity, which can arise when reverse causation
exists between the the independent variable and dependent variable. In this study,
provinces with high infant mortality levels may have been allocated a higher
proportion of health personnel to combat poor health standards.
These limitations should not detract from the general emphasis of the study,
however, in further clarifying the relation between health care provision and health
outcomes. By examining inter-provincial demographic trends, the study has aimed to
address the lacuna of literature on the effectiveness of the barefoot doctors. At the
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very least, this inter-provincial study contributes additional evidence that the barefoot
doctors program was indeed efficacious in improving health outcomes.

2.6

Efficacy of Specific Interventions
With a stronger relationship established between the implementation of the

barefoot doctors program and health outcomes, it is now appropriate to explore the
specific interventions that may have contributed to declines in infant mortality.
Certain interventions have proven especially effective in reducing premature
mortality, and certain factors have also been shown to be strongly associated with
infant mortality declines. The intention here is thus to illuminate specific factors and
interventions in the barefoot doctors program that were likely responsible for the
rapid progress in health outcomes. The analysis highlights several areas: emphasis on
better family planning and maternal health, preventative care aimed at reducing
neonatal and infant disorders, and greater effort at delivering health care to rural
locales.
The previous chapter indicated that a large number of barefoot doctors were
women, especially if midwives and health aides are included, who provided vital
maternal health care. Maternal health is a key determinant of infant mortality, because
a mother’s diet and nutrition directly affect birth weight and infant nutrition.161 The
retraining of traditional midwives during the early 1950s, as well as the utilization of
additional midwives and birth assistants in the barefoot doctors program, should be
stressed as a particularly effective component of the program.
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A cross-national study of 46 and 92 developing countries found that maternal
and infant program effort and attendance at birth by trained personnel respectively are
particularly powerful statistical determinants of under-five mortality.162 In fact, these
indicators proved more significant than other commonly used indicators of health
care, such as spending, geographic access to care, and the proportion of physicians
and hospital beds in a given population. Access and spending indicators provide little
information about actual health service utilization among the majority of a developing
nation’s population; health spending and high-level resources are often concentrated
among a society’s elite. On the other hand, the provision of basic maternal services as
well as the attendance at birth of trained midwives can have a substantive impact on
early-age health. Neonatal mortality, or death within 28 days of birth, composes of
over 35 percent of under-five deaths worldwide, certainly a significant proportion. Of
all neonatal deaths, it is estimated that 24 percent are caused by severe infections, 29
percent by birth asphyxia, 24 percent by complications of prematurity, all preventable
causes that are addressable with adequate maternal care.163
Fertility decline in rural areas, initiated by a rigorous family planning effort
under the barefoot doctors, was also an instrumental factor in infant mortality decline.
Beginning in 1970, family planning efforts carried out by the barefoot doctors
encouraged birth patterns to be “later, longer, and fewer,” or later marriage and
childbearing, longer spacing between births, and fewer children.164 In fact, fertility
rates began a rapid decline before the coercive one-child policy in 1979; rural fertility
rates fell from 6.4 in 1970 to 3.0 in 1979. Figure 2.1 demonstrates that urban fertility
rates had already begun to drop during the 1960s, but rural fertility rates only began
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to decline after family planning efforts began in 1970. Lower fertility rates reduce
unwelcome burdens on potentially young mothers, and help focus resources and
attention on successfully rearing fewer and healthier children.165 Reductions in infant
mortality reinforce fertility decline, as improved early-age survival reduces the
incentive to have multiple births in the hope of having a child live through its
vulnerable infant years.166 By way of the family planning efforts carried out during
the 1970s, the barefoot doctors were responsible for enhancing women’s agency, as
well as reducing infant mortality rates.
Figure 2.1 Total Fertility Rates, 1950-1981

Source: Banister, China’s Changing Population, 1987: 243.

Interventions aimed at preventable early-age disorders should also be
emphasized within the repertoire of the barefoot doctors’ responsibilities. These
interventions included the efforts made by barefoot doctors to ensure safe water and
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sanitation efforts, immunization, as well as disease control. Adequate supply of safe
water can drastically reduce mortality from diarrhea. Although UNICEF reported that
only 59 percent of China’s rural population had access to improved water sources in
1990, water and sanitation improvements under the barefoot doctors helped to reduce
water-related diseases such as schistosomiasis and malaria.167 It is also possible that
access to improved water sources have worsened since reforms, given the increased
incidence of schistosomiasis and lack of preventative measures. 168 The barefoot
doctors were unable to provide universal childhood immunizations, although it is
worth noting that the statistical relation between under-five mortality and DTP or
measles immunizations is weaker than the relation between under-five mortality and
attendance at birth of trained birth attendants.169 Given that few Chinese had likely
received immunizations in 1950, the large marginal increase in immunization
coverage during the 1960s and 1970s likely played a part in infant mortality declines.
A final instrumental factor that contributed to the efficacy of the barefoot
doctors program was the broad utilization of its services, through efforts to overcome
geographical and financial obstacles. The barefoot doctors provided community-level
health care at brigade clinics, and production teams often had a specific barefoot
doctor assigned to them. The active provision of health services, through home visits
and work visits, ensured actual utilization of health care, rather than simply
geographical access to health services.
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Conclusion
The aim of this chapter has been to situate the barefoot doctors program
within a broader perspective of human development in China. It has presented two
main approaches of policy evaluation. The first method examined the processes and
social arrangements involved in implementing the barefoot doctors program, an
analysis that argued that the program relied on restrictions on human agency and
coercive policies. The second approach assessed the impact of the barefoot doctors on
health outcomes during the program’s tenure. Given the paucity of data examining
the effects of the barefoot doctors program in health outcomes, this task has proven
challenging. Beyond a temporal association between the program’s implementation
and rapid infant mortality decline, the chapter has also revealed an association
between a higher density of rural health personnel and lower infant mortality over a
select group of Chinese provinces. Additionally, evidence from other countries shows
that basic interventions such as improving water and sanitation, attendance of trained
birth attendants, and improved maternal care all have a strong statistical effect on
early-age mortality. Although the arguments presented here do not provide conclusive
evidence that the implementation of the barefoot doctors caused rapid infant mortality
decline, the strength of the association is significant enough to warrant an
examination of how and why the program was implemented.
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Chapter 3: Determinants of the Barefoot Doctors Program
The CCP implemented the barefoot doctors program during the Cultural
Revolution in the late 1960s and 1970s, periods rarely associated with broad human
development. It is puzzling that despite all of the pernicious policies that arose from
the Cultural Revolution, an effective primary health care program came to fruition.
This chapter aims to explain how and why, during a chaotic period of political
intrigue, violence, and lack of basic freedoms, the CCP implemented the barefoot
doctors program. In unraveling this apparent paradox, the chapter presents a rigorous
framework that identifies and explores the determinants and proximate factors of the
barefoot doctors program, laid out in Figure 3.1.
Three broad categories of determinants explain the implementation of the
barefoot doctors program in complementary, but distinct ways. Emulation of foreign
paramedic models provided the basic template of the barefoot doctors program,
Maoist ideological principles facilitated the supportive conditions of the program, and
political determinants of the Cultural Revolution largely explain the timing of the
program’s implementation. The CCP developed the barefoot doctor from
Guomindang and Soviet models (Section 3.1). Ideological principles, originating
from the Yan’an era, included an emphasis on rural development, self-sufficiency,
egalitarianism and gender equality (3.2-3.5). Each of these principles underscored the
development of China’s rural political economy, which provided the essential
conditions for the implementation of the barefoot doctors. The Great Leap Forward,
however, demonstrated that there were limits to ideological and political forces in
bringing about a health care program (3.6). On the other hand, the political forces of
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the Cultural Revolution, which reasserted state control in the countryside and
emphasized rural mass movements, help to explain why the program was
implemented in 1968 (3.7).
Figure 3.1 Origins and Determinants of the Barefoot Doctors Program
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motivations)

Poor and blank
peasants,
Rural
emphasis

Mass
campaigns

Template
for
barefoot
doctor
model

Selfsufficiency

Formation
of
production
teams and
brigades

Villagebased
cooperative
medical
system

Yan’an
rebel
period

Egalitarian-

ism

Heavy
usage of
Chinese
medicine
in health
care

Large labor
surplus in the
countryside,
used for nonagricultural
purposes

Strict
migration
policies,
labor reallocation

Training of
village
midwives,
female
barefoot
doctors

Creation and support for broad
rural health care under the
barefoot doctors

Political motives of
Cultural Revolution
(timing of
implementation)

Gender
equality

Participation
of women in
workforce,
basic
education
for women

Erode
bureaucracy

Reassert
state
control
in rural
areas

67
3.1

Emulation of Foreign Models
The implementation of the barefoot doctors program would likely have not

been possible without a basic template, or structural precedent, for a rural health care
model program. Earlier models, which emphasized the role of minimally trained,
community-based health care workers, provided the basic structure for the
development of the barefoot doctors model. Two foreign models of health care
informed the barefoot doctors program. The CCP based the barefoot doctor on
models developed by the Guomindang and the Soviet Union. The Guomindang
instituted a compelling health care pilot program outside Beijing during the 1930s,
which actually had covert ties to the CCP. A foreign model from the Soviet Union,
the feldsher, was also influential. Although the barefoot doctor program originated
from these two models, Mao could not credit the Guomindang or the Soviet Union,
for they represented opposing ideologies.
The Guomindang, despite its ultimate failure to win the support of Chinese
peasants, had instituted a compelling health care program in Dingxian county in the
mid-1930s, a county a little over a hundred miles from Beijing. Both the Guomindang
and CCP were vying for the allegiance of the Chinese people, which provided
significant incentive to address the population’s health. In fact, the Dingxian pilot
program was widely, although perhaps secretly, admired by the CCP.
The Dingxian experiment began in 1932, when C.C. Chen, a Peking Union
graduate, began a five-year community medicine pilot program in an area under
Guomindang control.170 This model of care was formed under the Mass Education
Movement, a movement that had been initiated by James Yen, a Christian convert
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educated at Yale.171 This model trained “ordinary, lay people as the basic personnel
of the system of rural health service,” as well as local traditional medicine
practitioners, who “had very little in common with the scholar-physicians … in the
cities.”172 In fact, Chen mandated that villagers be trained for only ten days, because
any longer would have been too expensive.173 The model also emphasized basic
health education and mass inoculations among infants and children.174
The Guomindang also promoted a three-tiered rural health care system,
similar to the three-tiered system the CCP would implement under the barefoot
doctors. After the Dingxian experiment had been overrun by the Japanese in 1937,
Chen began a rural health care program that organized care on district, subdistrict,
and village levels. The Guomindang had created some 1,775 county health centers by
the end of Second World War.175 These initiatives found an unlikely ally in the
Rockefeller Foundation, which had lent support to the Peking Union Medical
College, whose graduates became administrators in the Guomindang health
bureaucracy.176
Guomindang public health schemes also reflected strong foreign influences,
and hence, further ideologically incorrect sources. Chen and Yen had attended
Harvard and Yale, respectively, before returning to China.177 Western missionaries
had also influenced public health work during the Guomindang and the last years of
the Qing dynasty.178 Moreover, medical missionaries had constructed hospitals and
initiated public health and environmental campaigns in rural areas, akin to the
“patriotic health campaigns” later used by Mao.179 Chen, who initiated the Dingxian
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experiment, had observed rural health programs during visits to the Soviet Union,
Yugoslavia, and India in 1935.180
Although formally working for the Guomindang, Chen and Yen were
politically unallied with either the Guomindang or the CCP.181 When Yen went to the
Yan’an base in 1938, Mao Zedong reportedly told him and other representatives of
the Mass Education Movement, “The Communist Party wants to be your friend …
We have the highest respect for your using the spirit of religion to do such hard work
in mass education.”182 Despite the sponsorship of the Guomindang, Dingxian had in
fact been a hotbed for revolutionary activity, and one resident later said that there
were “more revolutionaries and Communists born in Ting Hsien [Dingxian] than in
any other county in China.”183 There was thus a widespread acknowledgement and
admiration among the Communists of the social work in Dingxian.
Mao did not explicitly replicate the Dingxian model and the Mass Education
Movement, but these Guomindang campaigns may have informed the CCP’s own
mass campaigns and programs. Additionally, the CCP was unlikely to admit that it
had emulated a social program from the Guomindang, given the supposedly great
ideological difference between the two parties. Nevertheless, despite its efforts to
provide health care in mainland China in 1948, the Guomindang ultimately failed to
win the support of the Chinese peasants.
The Soviet Union had also played a key role in shaping the barefoot doctors
model during the 1950s. Direct Soviet assistance to the CCP reached its zenith during
this time, before the Sino-Soviet split in 1960; like many aspects of early CCP policy,
health care policy in the 1950s was heavily influenced by the Soviets. On the eve of
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the establishment of the PRC, Mao proclaimed, “The Communist Party of the Soviet
Union is our best teacher and we must learn from it.”184 Soviet advisors essentially
conceived the first Five Year Plan in 1953, which promoted rapid urban
industrialization, and allocated a large portion of government spending to this end. On
the other hand, public health and welfare spending was kept to a minimum: in
comparison to the 52.3% spent in industry, health spending comprised only 0.9% of
the government budget in 1957.185
Despite the relatively small public health expenditure, the Soviet Union still
managed to instigate some major changes in the public health realm. The Chinese
replicated the Soviet model for medical education, concentrating on building and
restoring urban hospitals and building county-level curative facilities.186 As in other
industries, the Soviets encouraged occupational specialization in health and
bureaucratization of the Party. Within medical education, the emphasis on early
specialization divided schools into specialties such as adult medicine, pediatrics,
public health, stomatology, and pharmaceutics.187
The Soviets also promoted a health care system that featured health workers
that shared similar characteristics as the barefoot doctor. These semiprofessional
health workers were called feldshers, derived from the German Feldscher, a military
field doctor used during the Middle Ages. 188 These feldshers were often local
peasants who provided care to rural populations, filling in a gap in a health care
system that heavily favored urban areas.189 Feldshers staffed primary health care
stations in rural areas, supervised by trained physicians in a hierarchical health care
system. The standards for feldsher training were relatively low, and they usually
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required only a primary education of seven or eight years. Like the Chinese barefoot
doctors, most feldshers were female.190
During the 1950s, the Chinese flirted with reproducing the feldsher model. In
1958, just as the Great Leap Forward was beginning, 225 feldsher-type workers in
Shanghai were chosen by the Provincial Party Committee to train rural health
workers, after receiving two months’ education.191 A reported 3,900 health workers
were later assigned to production brigades, treating some 2,700,000 in Shandong
province. This pilot program illustrates attempts at transferring the feldsher into
China’s health care system, and early attempts at creating the barefoot doctor model.
Emerging political tensions between the Soviets and the Chinese, however,
would render the Soviet feldsher model ideologically unacceptable. Criticism of the
Soviet Union escalated the One Hundred Flowers movement in 1957, in which
intellectuals were encouraged to criticize the Party. Intellectuals complained that the
Chinese slavishly copied the Soviets, that Soviet models had an urban bias, that they
neglected preventative and traditional medicine for the masses, and that doctors
focused too much time on Party officials.192 Mao would later punish over 300,000
intellectuals as “poisonous weeds” for voicing their criticism, but criticism of the
Soviet Union remained acceptable.193 Mao himself later echoed these criticisms, as
Sino-Soviet relations deteriorated. In the summer of 1960, the Soviet Union withdrew
all of its 1,390 experts and advisors from China.194
It is startling that the prototype of the barefoot doctors model may have
actually stemmed from two ideologically inappropriate sources, the Soviet Union and
the Guomindang. The Guomindang initiated rural health care pilot programs that
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trained peasants to provide basic health care to local populations, and contact between
the CCP and the Dingxian program exposed the CCP to a health care model quite
similar to the barefoot doctors. The Soviet Union also had an undeniable influence on
health policy during the 1950s. Despite their supposed urban bias, the Soviet Union
had promoted their feldsher paramedic model, which the CCP had begun to
experiment with in 1958. Nevertheless, it is difficult to ascertain to what degree the
CCP borrowed from these two sources, given the vehement ideological opposition to
the Guomindang and the Soviets. Rather than credit these two sources, the CCP
sought to embellish and revitalize its formative experiences in Yan’an, which served
more as an ideological impetus than a structural one.

3.2

Yan’an and the Formation of Maoist Ideology
The ideological motivation for broad provision of health care can be traced

back to the Yan’an era, which was an incubatory period that clarified and developed
the Party’s ideological direction. After the establishment of the People’s Republic,
Mao consistently argued for a return to the “Yan’an Spirit,” or the “Yan’an Way.”
Three articles written during the Yan’an period between 1939 and 1945 became
staples of Maoist education: the eulogy “In Memory of Norman Bethune,” “Serve the
People,” and “The Foolish Old Man Who Removed the Mountains.” These three
articles, known as the “three constantly read essays” (老三篇, lao san pian),
highlighted the most basic principles of Maoist thought: volunteerism, the will of the
people, and selfless struggle in favor of the common good.195 Additionally, the
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emphasis on rural mobilization and Mao’s affinity for China’s peasants originated
from the Yan’an era.
In 1936, at the same as the Dingxian experiment, the CCP had established a
base in Yan’an, a city in the central province of Shaanxi. Prior to their retreat to
Yan’an, the Communists were based in mountainous regions of the southeastern
Jiangxi province, where they formed the Jiangxi Soviet.196 In 1935, the Communists
began the Long March, during which a total of 80,000 marchers who left the Jiangxi
Soviet were reduced to the mere 8,000 that reached Yan’an in 1936.197 In Yan’an,
CCP membership increased dramatically from roughly 40,000 in 1937 to 800,000 in
1940.198
Yan’an served to incubate Maoist ideologies of self-sufficiency, ideological
re-education, egalitarianism, and gender equality, which would develop more fully
during the 1950s and 1960s. Because the Japanese army had effectively isolated
Yan’an, by 1942, the base area population shrank from 44 million to roughly 25
million.199 Despite the great loss of life, this isolation cultivated a sense of selfsufficiency. The Communist veterans of Yan’an had seen local villagers use Chinese
herbs and traditional healing practices during the 1930s and 1940s, and perceived
Chinese medicine as “closer to the people” and more “self-sufficient.”200 Marriage
reform and women’s suffrage were promoted, although many women were pressured
to divorce so as to provide wives for Communist soldiers.201 Foreshadowing similar
campaigns during the Cultural Revolution, a “to-the-village” movement was set up in
which students with barely a middle school education were sent down to establish
schools and teach in remote villages.202 Although these initiatives may have seemed
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innocuous at the time, they would later be re-interpreted as precedents for some of the
more pernicious aspects of the Cultural Revolution.203
It was also in Yan’an that the Party found a hero in Norman Bethune. The
Canadian physician had arrived in Yan’an in 1938, just as other Westerners were
beginning to learn of the CCP, and began training paramedics and establishing mobile
medical units.204 Bethune also met the American physician George Hatem, who
would later lead campaigns against venereal diseases in the 1950s, and the Indian
physician Dwarkanath Kotnis. 205 Bethune’s journals record his interactions with
wounded soldiers dying of preventable diseases such as gangrene, anemia, and
malnutrition.206 He wrote that there were only five Chinese doctors, fifty semi-trained
doctors, and one foreigner to do all this work.207 Bethune would die later in 1939 in
Yan’an, from an infection sustained after cutting his finger while performing surgery.
The significance of Bethune lies in the Party’s propagandistic exploitation of
Bethune as a model worker. Indeed, barefoot doctors in the 1960s were not meant to
imitate the relatively high-level trauma care Bethune and others provided, but rather
to embody the selfless spirit he personified. Like the ill-fated Chinese soldier Lei
Feng, or the Soviet coal miner Alexei Stakhanov, Bethune was martyred by the Party
as a selfless and noble worker, and became a Chinese hero.208 Yan’an thus provided
important political antecedent to the values and ideologies that guided Mao and the
movements he initiated, such as the Great Leap Forward and the Cultural Revolution.
Mao’s later attempts to transform the countryside also originated in his
experiences in Yan’an. Mao idealized the rural peasants he encountered there, which
gave way to his idea of the “poor and blank” peasant. Mao, perhaps deviating from
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his ideological predecessors such as Lenin and Trotsky, believed that socialist
transformation must begin among the “poor and blank” peasants.209 Indeed, in 1958,
he declared that China’s peasants were “a clean sheet of paper [that] has no blotches,
and so the newest and most beautiful words can be written on it, the newest and most
beautiful pictures can be painted on it.”210 Mao conceptualized China’s peasantry as a
kind of tabla rasa, a blank slate on which he could leave his legacy and transform
China. More importantly, the peasants would be the fundamental agents of Mao’s
revolution, not simply the beneficiaries of socialist transformation.211
Assembling the relevant strands of Yan’an remains a difficult task, as the
events remain veiled in part by the agenda of Communist historiography.212 With
regard to health care, one can see principles of self-sufficiency and learning from the
peasants in Yan’an. One can also see the patriotic health campaigns in the 1950s
adumbrated by similar campaigns in Yan’an, as well as the roots of the Maoist focus
on transforming the countryside. The lasting legacy of Yan’an was not its flirtation
with socialist policies, but rather its role as an important incubation period for the
growth of Maoist ideological principles. TheIt is now appropriate to turn to the key
ideological determinants of the barefoot doctors program, which underscored the
basic facilitating conditions and motivations of the barefoot doctors program. The
next three sections will explore how Maoist principles of local self-sufficiency,
egalitarianism, and gender equality contributed to providing the supportive conditions
of the barefoot doctors.
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3.3

Local Self-Sufficiency: The Cooperative Medical System and Chinese Medicine
Principles of self-sufficiency may explain the implementation of village-based

cooperative medical systems, as well as the heavy usage of Chinese medicine by the
barefoot doctors, two major components of the barefoot doctors program. Within the
modest literature on barefoot doctors, there appears to be a consensus that the
cooperative medical system was the key facilitating condition of the barefoot doctor’s
program, a hypothesis that will be critiqued. A more robust causal explanation of the
program, however, demonstrates that the cooperative medical system originated in
political principles of self-sufficiency. A second aim of this section is to explore the
expression of self-sufficiency within the promotion of Chinese medicine.
Rather than examine the determinants of the barefoot doctors program, most
of the literature on China’s rural health care system focuses on the factors that led to
the collapse of health care in 1979, and almost uniformly point to the corresponding
demise of the cooperative medical system.213 The Cooperative Medical System, the
production brigade-based insurance scheme, provided nearly universal health care to
village members. If the absence of health care was due to the collapse of the
cooperative medical system, by implication, the presence of a health care program
was due to cooperative finance.
There are several compelling points to this view, which focuses on the
collective structure of health care as the primary facilitating condition of the barefoot
doctors program. Firstly, the emphasis within the literature on cooperative financing
addresses a unique aspect of the barefoot doctors, wherein the responsibility of health
care lay in local communities. Secondly, the hypothesis provides both positive and
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negative evidence for the provision of basic health care: when the cooperative
medical system was in place, the barefoot doctors worked, and when it dissolved, the
barefoot doctors disappeared. Moreover, the hypothesis also addresses why rural
residents today no longer use health care, which is attributable to the unfavorable feefor-services health care model.214 Fee-for-service health care tends to discourage
preventative care, a fundamental tenet of the barefoot doctors program, because there
is weakened economic incentive for physicians to prescribe inexpensive preventative
care, and weakened demand for preventative care if one must pay.
One major concern with this hypothesis is that the emphasis on health system
financing only examines proximate factors of health care provision, and is a poor
analytical lens for understanding the determinants of broad primary health care
provision. By focusing on the causes of the absence of adequate rural health services,
the literature makes a glaring omission in failing to examine the determinants of the
presence of rural health care through the barefoot doctors. This myopic tendency
examines financing as strictly a technical issue, without exploring the political
determinants behind the support of public health care. Indeed, there is a lacuna in the
literature where the role of politics and state intervention in providing health care in
China are concerned.215 China was largely able to provide cooperative-based health
care because of a political climate that supported cooperative organization. 216 Given
the highly politicized atmosphere of the Cultural Revolution, it is imperative to flesh
out the political and ideological foundations of the cooperative medical system.
Village-based political and social organization served as the foundation of the
cooperative medical system, which in part stemmed from principles of local self-
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sufficiency, and in part from the failure of communes during the Great Leap Forward.
The catastrophe of the Great Leap Forward demonstrated that large communal
structures were inefficient and ineffective in both agricultural production and
provision of basic social services. The Party, however, did not abandon collective
structures altogether. After the Great Leap Forward ended in 1960, the basic unit of
rural governance changed from the commune to the smaller village-based production
brigade. Production brigades and teams were more stable than communes as political
organizations, largely because they followed pre-existing village and neighborhood
social units.217 In addition, production brigades served as the basic unit of social
organization during the Cultural Revolution, and provided a basis for cooperative
medical care under the barefoot doctors. Cooperative medical care functioned largely
because of political support for production brigades, which the Party promoted as
self-sufficient units responsible for providing basic health care.
On a local scale, Mao encouraged self-sufficiency in rural agricultural
production and industrialization among production brigades.218 Maoist ideals of local
self-sufficiency had failed during the Great Leap Forward, but succeeded under the
smaller, more autonomous production brigades and teams.219 The motivations for
self-sufficiency were not, however, purely ideological. Self-sufficiency essentially
allowed the Party to continue to extract grain from production brigades without
draining state resources to provide basic social services. Indeed, production brigades
were only self-sufficient insofar as the state provided minimal funding for the
cooperative medical system, whereas the Party still exerted strong political control
over brigade administration with Party directives, and brigade officials could be
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punished for violating state policy. Although promotion of rural self-sufficiency led
to market inefficiencies as well as poor management of labor and capital, it also
encouraged provision of basic social services such as health care.
Self-sufficiency had long been a dominant principle in Chinese Communist
ideologies. Self-sufficiency ( 自 力 更 生 ， zili gengsheng), literally translated as
“regeneration through one’s own efforts,” had strong ideological roots in the Yan’an
era in the 1930s.220 Principles of self-sufficiency affected China on both macro and
micro levels. On a national level, China attempted to break from the Soviet bloc, and
began a policy of import substitution during the early years of the Cultural
Revolution.221 National self-sufficiency led to China’s economic isolation and an
autarkic national economy. Self-sufficiency had perceptible nationalistic undertones,
and even provinces were expected to be more or less self-sufficient.222
The principle of self-sufficiency also supported the heavy usage of herbal
medicine among barefoot doctors, because traditional Chinese medicine fit
conveniently with nationalistic aims. This was partially a result of a nationalistic
backlash: “Traditional” Chinese medicine, which had been relegated to a subordinate
role in relation to Western medicine before Communist takeover, made an important
shift toward being termed as “national” medicine as the CCP began a period of
recognizing and promoting the work of Chinese practitioners.223 Nationalism and
ideals of self-sufficiency thus promoted the usage of Chinese medicine.
Principles of self-sufficiency also supported the Party’s political consolidation
of traditional medical practitioners. Numerous shamans, midwives, healers, and nonWestern physicians were scattered across China, the majority of whom had operated
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independently, outside the jurisdiction of the government. As one Western-trained
physician observed, “Traditional practitioners… were simply ordinary farmers who
sold herbs on the side.”224 These groups already played important healing roles in
local communities. The Party worked to exploit these locally embedded healers, using
them for health campaigns and later utilizing them at various levels of the rural
cooperative medical system. The incorporation of traditional healers into the rural
health care system, as barefoot doctors and higher-level health care personnel,
enabled the Party to alleviate some of its manpower shortages in rural health services.
Principles of self-sufficiency found two major expressions in the barefoot
doctors program. First, self-sufficiency served as a guiding principle for the
organization of rural areas and the village-based cooperative medical system, and
were then expressed within the barefoot doctors program through the cooperative
basis for health care finance. Secondly, nationalistic aspects of self-sufficiency
functioned to promote Chinese medicine within the rural health care system.

3.4

Egalitarianism, Labor Surplus, and Incentives
While principles of self-sufficiency guided the organization of the barefoot

doctors, egalitarian principles operated to redistribute health care services.
Egalitarianism may be expressed in different kinds of redistributive policies—
including income, land, social status, labor, and capabilities—many of which have
been practiced among socialist countries around the world.225 Almost immediately
following the establishment of the People’s Republic in 1949, in an extraordinarily
violent process, China began a series of land reforms and reversed the social statuses
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of peasants and landlords. 226 Former peasants became village cadres, and land
redistribution was quickly followed by collectivization through the establishment of
mutual aid teams. Wage distribution also changed to reflect egalitarian principles.227
Egalitarian principles of land redistribution provided the foundations for the
collective-based rural economy until 1978.
The egalitarian principles explored here, however, focus the redistribution of
labor and its central importance in the barefoot doctors program. What concerns this
examination is the large transfer of productive labor to the countryside and, more
crucially, the strict migration policies that prevented urbanization. The influx of urban
health care personnel and the restrictions on internal mobility ensured a broad base of
labor in the countryside. The labor surplus in the countryside was so large that
nonagricultural work was common among production brigades, and was used for the
barefoot doctors program. Rural labor allocation and health care provision did not
strictly follow Maoist ideological principles, however. The rural labor surplus
actually strengthened incentives to provide rural health care, and also led to labor
specialization, which Mao opposed vehemently.
In order for production brigades to function as self-sufficient units, strong
redistributive policies were necessary to provide basic health care. Between roughly
1968 and 1975, the transfer of urban residents to the countryside was accomplished
under the premises of ideological re-education and redistribution of labor resources.
Labor redistribution would reduce what Mao saw as the “great difference” between
urban and rural areas.228 Mao in fact articulated three great differences: between
workers and peasants, town and countryside, and mental (e.g., intellectual) and
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physical labor; ideological re-education aimed to reduce these differences through
greater urban-rural interaction. Maoist ideologies of re-education had foundations in
the Yan’an Communist base during the 1930s, which had also featured re-education
and rustication campaigns. Mao believed in the cathartic and educational features of
physical labor, and that ideological re-education in the countryside would cleanse
intellectuals of their spiritual pollution.229
The urban-rural transfer of labor has been the most publicized aspect of
migration, likely because it was most disruptive to urban residents. Rustication of
urban youths had in fact begun prior to the Cultural Revolution, because of urban
unemployment among middle school graduates.230 Urban youths from “good” family
backgrounds were encouraged to participate in short-term “Socialist education
movements” in the countryside. These sometimes took the form of ideological
awareness camps, whose purpose was, as the People’s Daily put it, “to discover the
history of oppression and exploitation experienced by their families.”231
Redistribution of urban physicians and other health personnel also reflected
egalitarian principles in their aim to reduce inequities with the redistribution of health
resources, which had strongly favored urban areas. Health personnel joined other
professionals in providing technical assistance for rural industrialization, such as
paving roads to reduce geographic barriers to rural villages. In the late 1960s, Party
directives sent many health care personnel to staff commune clinics and brigade
health stations, and later to train barefoot doctors. Nevertheless, the influx of trained
physicians was still small compared with the number of trained barefoot doctors.
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On the other hand, redistributive policies also reflected less ideologically
driven (but perhaps more fear-driven) concerns about over-urbanization and urban
unemployment.232 Because most urban employment was state-run, an influx of urban
migrants woud force the Party to supply additional urban residents with basic
facilities and services such as employment, health care, utilities, and so on. On the
other hand, rural populations could essentially be made “self-sufficient,” and could
further be exploited through grain extractions. It is thus no wonder that Mao
characterized urban residents as leeches corrupted by material comforts, whereas
rural peasants were the hardworking backbone of China’s economy.
Indeed migration restrictions that prevented peasants and sent-down urbanites
from entering cities had a far greater effect on labor distribution than the forced
urban-rural migration. Household registration, which began in the early 1950s, gave
residents either rural or urban registration status, tying peasants to rural areas and
preventing them from migrating to urban areas.233 The urban-rural transfer involved
between 12 and 20 million urban residents, a small portion of the roughly 783 million
rural residents in 1979.234 China’s rural population fluctuated within a narrow range
of 84 and 81 percent of the total population between 1960 and 1979; an extremely
large proportion was thus rural until reforms began in 1979. 235 Restrictions on
urbanization prevented the transfer of labor into cities, and constrained the vast
majority of Chinese residents to the countryside.
As a result of these redistributive and restrictive policies, rural production
brigades gained a surplus of labor during the Cultural Revolution era, excess labor
that offered diminishing returns in agricultural production. 236 Indeed, politically
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motivated markets tended to distort labor allocation and create inefficiencies in labor
supply, whereas economically driven markets would be able to more freely allocate
labor. During the Cultural Revolution, labor misallocation became so rampant that the
national rural labor surplus was estimated to be between one third and one half of the
total rural labor force.237 The surfeit of rural labor and poor labor allocation led to
market inefficiencies, because of an overabundance of labor in rural areas and a
dearth of labor in the cities.238
On the other hand, the abundance of labor provided rural areas with the
necessary human capital to implement the barefoot doctors program. Indeed, the
excess labor supply allowed Mao to carry out highly labor-intensive campaigns such
as the barefoot doctors program or the patriotic health campaigns. These campaigns
emphasized the Maoist principle of the “mass line.”239 This principle emphasized
labor intensive, low-skill work produced by the masses, for the masses.240 Although
the “mass line” approach contributed little toward actual provision of health care, it
undergirded the barefoot doctors as a politically viable program.
The labor surplus did not simply provide the human capital needed to
implement the barefoot doctors program, but also provided significant incentive to
engage in nonagricultural activities, such as the barefoot doctors program. Because
collective grain production was mostly siphoned off by the state grain monopsony,
rural households had strong incentives to channel some of their labor resources into
nonagricultural production. Moreover, individual workers lacked control over
collective income distribution, which had a negative effect on production
incentives.241 Rural villagers thus had an incentive to provide nonagricultural labor,
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and often competed for positions as barefoot doctors, a relatively prestigious position
in the brigade.242 The barefoot doctors program provided the greatest return in work
points with the least amount of physical labor.243 Production teams thus had strong
incentives to use the barefoot doctors program, in order to address the surplus of farm
labor, and, lest one forget, address the tremendous health needs of the rural
population.
Rural production and health services did not strictly follow Maoist ideology,
and villagers often followed practical needs incongruent with ideological principles.
Mao expressed his vehement opposition to labor specialization in a famous letter to
Lin Biao in 1966, and barefoot doctors were also expected to participate in
agricultural production.244 Specialization had capitalistic connotations and ran counter
to Maoist principles of self-reliance and Marxist critiques of the division of labor. In
practice, however, few barefoot doctors participated in agricultural production. It was
not in the brigade’s interests to use them for agricultural production, especially after
investing in their training. Nor was it in the interest of the barefoot doctors, who
preferred less strenuous work as health care personnel. Barefoot doctors “specialized”
in their production brigades, to increase efficiency and make use of their comparative
advantage. Barefoot doctors did engage in some sideline activities in order to
generate additional income outside of the work point system, but to a much smaller
degree than did the agricultural labor force.245
In 1979, however, the introduction of the household responsibility system
reduced incentives to contribute to collective production and services. The Household
Responsibility System increased incentives for agricultural production, and grain
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production rose in the first years of economic reform, stimulated partly because of an
increase in government grain procurement prices.246 The return to household-level
production, however, reduced incentives to provide collectively based health care.
Additionally, when reforms began in 1979 and Deng Xiaoping officially condemned
the “mass line” approach and the lack of professionalism of the barefoot doctors, the
program lost its official ideological approval. The relaxation of migration policies
caused an outflow of rural labor into urban areas, including many barefoot doctors
who sought employment in other sectors or simply moved their services to the city.

3.5

Gender Equality, Female Empowerment, and Female Barefoot Doctors
“Women hold up half the sky,” Mao declared upon the establishment of the

People’s Republic of China. Principles of gender equality were manifested in the
provision of basic health care by promoting female participation in the work force,
and in improving maternal health care. Although one third of officially designated
barefoot doctors were female, women made up the majority of midwives and health
aides, who also functioned as barefoot doctors. Ideologies promoting female
participation in the rural labor force provided the barefoot doctors program with a
significant source of labor, contributing to effective maternal and child health
programs.
In the early 1950s, the Party began enacting a series of reforms with the aim
of reducing gender inequality. In 1953, the Party implemented marriage reform laws
that gave women greater freedom to divorce. Similar to the violent process of land
reforms, radical marriage reform policies were met with fierce resistance. Many rural
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men had vehemently opposed a 1950 version of the law that had stressed the
drawbacks of “feudal marriages,” and between 1950 and 1953, 70,000 to 80,000
women had either been murdered or driven to suicide when they attempted to
divorce.247 The process of collectivization was also supposed to break down gender
divisions of family labor and the idea of the family as the main unit of production,
which the Party saw as the root cause of gender inequality.248 Mao believed that
paternalism confined women to traditional household roles, preventing them from
participation in the “social labor” that would lead to their emancipation.249 Moreover,
such female participation would supposedly lead to greater agricultural productivity.
Principles of gender equality contributed to greater female agency through
increased participation in collective labor and in the public sphere. The retraining of
traditional midwives during the 1950s helped strengthen the role of women in
providing health services. The entrance of women into the rural labor market also
contributed to the labor surplus during the 1960s and 1970s, and to the training of
many women as barefoot doctors. More directly, greater female empowerment may
have also led to better maternal and infant health outcomes.
The work of the barefoot doctors may have also been perceived as more
suitable for women than men, particularly the maternal and child health care barefoot
doctors provided, of which midwives were the natural exponents. Despite efforts to
make labor gender-neutral, most labor arrangements were still heavily segregated
based on gender.250 Whereas men were expected to perform hard physical labor,
women were still perceived as more suited to lighter domestic work.
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It is important to recognize, however, that Maoist principles of gender
equality could be highly problematic. The complexities of gender equality were
somewhat lost on the Maoists who assumed that women would simply “assimilate”
and “become more like men.” During the 1960s and 1970s, a sort of “socialist
androgyny” was encouraged, typified by the decidedly androgynous appearance of
Mao’s wife, Jiang Qing.251 As a result, women were expected to work as hard as men
in manual labor. Maoist ideals of labor dictated that resources should be allocated “to
each according to one’s work,” as opposed to one’s need. Women and men were thus
expected to perform equal amounts of work, and excess labor demands were
sometimes made of women under the guise of gender equality.252 Excess labor
demands may well have led to poor health among women. Indeed, labor demands
placed on pregnant women during the Great Leap Forward led to an increase in
miscarriages and infant deaths during this period as well.253 Ideological demands that
women be treated as men could therefore be extremely destructive.
Gender inequality persisted in terms of pay and labor expectations. Because
their work was valued less, most women earned fewer work points than men, even if
they worked for longer hours.254 Work points were an arbitrary measure of the effort
and labor that an individual contributed to the collective, so it is not surprising that
this system was subject to widespread abuse.255 Rural workers were allotted anywhere
between one and ten work points per day, which were then accumulated at the end of
the harvest. Because of gender discrimination in work points and employment,
including agricultural production, women turned to employment as health care
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personnel, because of the less strenuous workload and higher pay.256 In practice,
however, male barefoot doctors still received more pay.257
Once economic reforms began, there was a backlash against the seemingly
excessive social policies advocating gender equality. This backlash might have been
in part due to lingering sexist resentment over increased female agency. In the early
1980s, the state media told urban women to “return home” from work, claiming they
were inefficient workers.258 In rural areas, many women returned to domestic work.259
Even the intellectual elite claimed that gender equality was incompatible with
economic productivity.260 Domestic relations once more became highly gender-based,
and as mothers were confined to domestic work, their perceived household
contribution decreased. Women thus lost intra-household bargaining power, as well
as the confidence to participate in outside life.261
Principles of gender equality did not follow a clear path from ideology to
implementation. In fact, during the Cultural Revolution, many rural Chinese men
fiercely resisted ideologies of gender equality, and rural women were often
overworked and underpaid. Nevertheless, political forces advocating for gender
equality ensured that women participated in work outside of the household. Support
for gender equality, increased participation in outside employment, and better
educational opportunities contributed to improved health outcomes and the
enrollment of women as barefoot doctors.

90
3.6

Limits of Ideological and Political Determinants: The Great Leap Forward,
1958-1960
Before examining the political determinants that help to explain the timing of

the implementation of the program, it is crucial to understand why a basic rural health
care program failed to materialize before 1968. The Great Leap Forward represents a
case in which structural, ideological, and political determinants all appeared to be in
place for implementing a primary health care program, but poor policies led to
worsening social and economic conditions that presented insurmountable obstacles
for effective health care provision. The Great Leap Forward, initiated in 1958,
attempted to harness the Party’s political forces and transform Chinese society into a
socialist utopia, with community-based agricultural production, health care,
education, and living arrangements. 262 Mao provided vague guidelines for the
movement, advocating for the masses to follow the slogan of “Letting Politics Take
Command.”263 The movement failed spectacularly. Due to a combination of poor
agrarian, social, and economic policies, the Great Leap failed to supply adequate
health care and more dramatically, led to one of the worst famines in history.
Radical land reforms and the formation of large communes during the Great
Leap Forward were particularly detrimental to community organization. After the
CCP initially seized land and distributed it among peasants and landless tenants in
1950, Mao began to encourage the formation of small mutual aid teams and other
cooperative organizations in 1952.

264

The constant re-organization of rural

agricultural production broke down local community organization during the 1950s
and early 1960s. Land reforms suddenly accelerated in 1958, as village-based mutual
aid teams and cooperatives amalgamated into large communes, which contained
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roughly around 4,500 households.265 Nationwide, 740,000 cooperatives merged into
26,000 communes, comprising 120 million rural households, or 4,615 households per
commune.266 These colossal communes were unwieldy and inefficient structures that
crippled household and village-level units of organization and production.
Large communes led to weak village organization and to over-utilization of
public goods.267 In fact, during the famine, provincial mortality rates in 1959 were
strongly correlated with the percentage of the rural population with commune mess
halls.268 Weak community organization also led to the destruction of the infrastructure
needed to support the alleged benefits that went along with collectivization:
communal dining, free education, medical care, child and elderly care. After free
medical services were introduced to the communes in 1958, huge strains were put on
hospitals, clinics, and drug supplies.269 The quality and availability of healthcare
facilities varied greatly among communes.270 50,000 collective-based clinics were
merged into commune clinics, but there was no transfer of physicians to rural areas to
ameliorate the strain on clinic services, and the Party was reluctant to finance the
communes.271
Poor macroeconomic policies, aggravated by a lack of free information flow,
led to large grain extractions and in turn to the neglect of rural health care. Lack of
knowledge prevented the Party from responding to famine conditions and emerging
epidemics. When grain production initially faltered in some areas, there were no
remedial measures taken to bring grains in from other provinces because of media
censorship.272 The provincial party committees put pressure on statistical bureaus to
inflate production yields, and the Party leadership uncritically accepted exaggerated
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harvest claims in an initial outburst of euphoria.273 The government thus continued to
extract larger amounts of grain, unaware of real grain production and food shortages.
As grain shortages began sweeping the countryside, the famine overwhelmed the
provision of health services. Ironically, the Great Leap Forward devastated rural areas
most heavily, even though the movement was targeted to benefit the countryside.274
Disease control also suffered from this lack of information flow. Most
infectious diseases had been controlled or eradicated during the patriotic health
campaigns of the 1950s, but re-emerged during the Great Leap Forward. During the
famine, several areas experienced cholera and malaria epidemics that went
unaddressed.275 It is worth noting that China continues to suffer from restricted flow
of epidemiological information. In recent years, China has been criticized in its slow
response to SARS, having suppressed information about the disease. Fortunately,
remedial policies can be implemented quite simply. In the case of the SARS
epidemic, a representative of the Chinese Center for Disease Control noted that
although the government was slow to respond, “Once resources were mobilized, the
threat was suppressed quickly within 84 days.”276 Similarly, once the Party awakened
to the rural calamity of the campaign and allowed greater autonomy among villagebased production brigades, mortality rates plummeted to pre-Great Leap levels.
Even when politically motivated campaigns were effectively implemented,
they were often highly problematic. The weaknesses of the patriotic health campaigns
exposed the limits of Party doctrine in shaping health policy. Mass health campaigns
could often be misguided, concerned more with political motives than with real health
concerns. This was the case with the “Four Pests” campaign that targeted sparrows,
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which were thought to eat seeds and thus deplete harvests. After two years of
peasants banging gongs and knocking down sparrow nests, the National Academy of
Sciences published reports in 1960 showing that sparrows primarily ate insects and
not seeds, making them the farmer’s ally.277 Ending the campaign against sparrows in
1960, Mao simply said “Suanle” (“Forget it”).
The harmfulness of Maoist doctrine was also apparent in unchecked
population growth during the 1950s and 1960s. Despite modest family planning
efforts during the 1950s, efforts came to a halt during the Great Leap Forward. The
lack of birth control efforts during this time was largely due to Mao’s belief that a
socialist economy both supported and required a large population, as well as a desire
to disprove Malthusian fears of population growth.278 Mao encouraged multiple births
among women, whose children would form the labor-intensive backbone of socialist
development.279 Family planning efforts were thus nearly nonexistent until 1970,
when the Party reluctantly began implementing birth control policies.
Examples abound of the dangers and failures of putting “politics in
command.” When Mao finally admitted the mistakes committed during the Great
Leap Forward, his retreat from Party politics led to the restoration of the Party
bureaucracy. 280 The basic principles that had guided the Great Leap Forward—
collectivism and mass mobilization of labor—were rejected in favor of more
conservative approaches embracing smaller-scale production. Small private plots
were restored and rural markets were allowed under administrative supervision.281
The Great Leap Forward also led to the Ministry of Health’s re-entrenchment in
matters of public health.282 The political support for minimally trained rural health
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care personnel was dormant from 1960 to 1965, and the Ministry of Health refused to
finance rural health clinics because of the fresh wounds of the Great Leap Forward.
The cumulative effect of poor policies during the Great Leap Forward
hampered provision of basic health care, despite a strong political impetus supporting
implementation. Successful policy implementation requires a recognition of and
adaptation to local conditions, which failed during the Great Leap Forward. The Great
Leap campaign attempted a massive social transformation of the countryside that
included provision of basic health care. The implementation of a rural health care
program largely failed during this time because of poor policies that led to worsening
economic conditions, political administration, and social organization.

3.7

Political Determinants and the Cultural Revolution
The political determinants of the Cultural Revolution help to clarify why the

program began in 1968. Two dominant motivations of the Cultural Revolution, the
need to reassert Party control in the countryside and a desire to weaken Party
bureaucracy, provided the impetus for a mass rural health care program. A rural
health care program would help to address the Party’s need to reassert control in the
countryside through mass movements after the failure of the Great Leap Forward. In
addition, a fear that China was falling back into bureaucratic entrenchment, and that
the original revolutionary values of the Party were at stake, motivated the Party to
cleanse its bureaucracy and institute a mass health program.
The impetus for the barefoot doctors emerged from the cataclysmic onslaught
of the Cultural Revolution that began in 1965. In June of that year, as the storms of
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the Cultural Revolution were brewing, Mao issued what became known as the “June
Twenty-Sixth Directive, ” demanding more focus on the countryside:
Tell the Ministry of Health that it only works for fifteen percent of the
total population of the country and that this fifteen percent is mainly
composed of gentlemen, while the broad masses of the peasants do not
get any medical treatment … The methods of medical examination and
treatment used by hospitals nowadays are not at all appropriate for the
countryside, and the way doctors are trained is only for the benefit of
the cities. And yet in China over 500 million of our population are
peasants … We should leave behind in the city a few of the less able
doctors who graduated one or two years ago, and the others should all
go to the countryside.283
This directive represents one front of a broadening assault on the entrenchment of
Party bureaucracy and professionalization of the Party.284 In particular, the speech
targeted the Ministry of Health and the bureaucratization of medical services. With
increasing attacks on the party bureaucracy and Mao’s tacit support, the publication
Red Flag also published an article attacking the medical curriculum in 1968. By
1968, nearly a million rural residents, including those “sent down” to the countryside,
began training as barefoot doctors. These events outline the basis for the provision of
rural health care within a rapidly shifting political climate.
In certain respects, the Cultural Revolution was a political response to the
failure of the Great Leap Forward. After the colossal failure and trauma of the Great
Leap Forward, many peasants both covertly and overtly resisted participation in
collective agriculture.285 Few rural residents were willing to continue such disruptive
campaigns, and rural discontent hampered the Party’s alleged commitment to the
countryside.286 The Great Leap crippled the Party’s ability to carry out massive
structural changes in rural areas, and Maoist factions within the Party were salivating
at the chance to reassert control in rural villages. Winning the support of the peasants
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thus gained primary importance under Mao. Economic motives also factored into the
Party’s desire for greater integration of the countryside and broad provision of rural
health care. The Party wanted a productive rural agricultural base for grain extraction,
and an unhealthy rural workforce was economically unproductive and inefficient.
Poor rural health led to less productivity, and hence less state grain extraction.
The reassertion of rural control began before the barefoot doctors during
earlier campaigns to “clean” the countryside. In 1963, the Party initiated the Four
Cleanups campaign, aiming to bring “clean politics, clean economics, clean
organization, and clean thought.”287 The campaign used the cathartic language of
“cleanup” in order to recognize some of the wrongs done in the past, but also to
reassert the Party as the primary agent of development, and re-shift peasant obedience
from the household and village to the Party.288 Similar to the health workers of the
patriotic health campaigns, barefoot doctors were, in a sense, agents of the Party. By
going from door to door in the countryside, barefoot doctors became a mechanism for
implementing the Party’s health policy in remote parts in China.
Mao’s criticism of the Ministry of Health bureaucracy was, in fact, partially
substantiated by the lack of primary care in rural areas. In 1960, because of the failure
of commune clinics during the Great Leap Forward, the Vice-Minister of Health, He
Biao, mandated that county hospitals be made the primary unit of health care
provision.289 County hospitals were often geographically and financially inaccessible
to production brigade members, and hospital staff generally did not go to the
countryside to provide care.290 As a result, the majority of rural residents did not
receive health services before 1968.
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The backlash against Party bureaucracy, however, also stemmed from
international frictions and personal disputes with the Party, and not simply from a
pragmatic desire to provide health care. Mao framed the Sino-Soviet rift in 1960 in
ideological terms, criticizing “Khrushchev’s phony communism” and “Khrushchev’s
revisionist clique.”291 Mao equated the initial victims of the Cultural Revolution with
the Soviets, labeling the former Party chairman Liu Shaoqi “China’s Khrushchev” for
his supposed conservatism, and used the rift as an opportunity to condemn those
within the Party who advocated a less ideological and more pragmatic approach to
socialist transformation.292
Mao’s call for the renewal of mass health campaigns, under the administration
of the barefoot doctors program, was a method of weakening the Ministry of Health’s
power. The weakening of the health bureaucracy had actually begun during the 1950s
with the establishment of patriotic health campaigns, which bifurcated health
responsibilities between the Ministry of Health and Maoist factions within the CCP.
Political commune committees even ran commune health clinics during the Great
Leap Forward, which were subsequently criticized by the Ministry of Health during
the early 1960s. 293 Patriotic health campaigns were highly unpopular with the
Ministry of Health, but as the bureaucracy weakened under the chaos of the Cultural
Revolution, health campaigns were again reinstated, in the form of the barefoot
doctors. The usage of a more expansive primary health care system reflected the basic
aims of the patriotic health campaigns, but also allowed the initiatives to be sustained
over longer periods of time. The effects of the Cultural Revolution blunted the power
of the Ministry of Health, while strengthening highly political health care initiatives.
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The political motivation for the barefoot doctors thus originated in deepseated discontent within the Communist Party. The re-entrenchment of the Party
bureaucracy and the lack of control in the countryside had irritated Maoist factions
within the Party. As a result, two fundamental aspects of the Cultural Revolution
were the reassertion of state control in the countryside, and the erosion of Party
bureaucracy. Mao also applied these political determinants to the provision of basic
health care under the barefoot doctors, criticizing the Ministry of Health and
articulating a need “to go to the countryside.” The timing of the barefoot doctors
program was thus a product of these emergent political forces stemming from the
Cultural Revolution. Strong political motivation guided the provision of basic rural
health care during the Cultural Revolution, which was finally becoming a realized
dream.

Conclusion
This chapter has explored the causal pathways that led to the implementation
of the barefoot doctors, highlighting the role of three groups of determinants:
emulation of foreign models, Maoist ideological principles, and the political motives
of the Cultural Revolution. Guomindang and Soviet models provided the basic
template for the barefoot doctor, ideological principles created the supportive
conditions for the program, and political determinants of the Cultural Revolution led
to the timing of the program’s implementation. These three categories each
influenced the program in complementary ways, through the creation, support, and
implementation of the program.
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The supportive conditions of the program stemmed largely from several
crucial ideological principles. Although these ideological principles were not
exclusively Maoist, the support and promotion of these principles by the Communist
Party underscored some of the fundamental aspects of the barefoot doctors program.
Principles of self-sufficiency led to the oft-cited cooperative medical system, which
provided a village-based system of health care funding, and to the heavy usage of
Chinese medicine, thereby reducing the demand for scarce Western medicines.
Principles of egalitarianism and gender equality also led to an unprecedented increase
in the rural labor force. A rural labor surplus led to stagnation within the Chinese
rural economy, but the surplus also supported the provision of basic health care by
allowing barefoot doctors specialization.
It may be useful to view Maoist ideological principles as the genotypic
constitution of China’s policies. Ideological principles found varying phenotypic
expressions in policy implementation, creating and providing the basic conditions of
the program, such as the collective labor production and entrance of women into the
rural labor market. Additionally, Mao’s desire to weaken the Party bureaucracy and
reassert control in the countryside helps to explain why Mao implemented the
program during the Cultural Revolution. Cursory observations may consider the
provision of basic health care in Cultural Revolution-era China as an epiphenomenon
of the Cultural Revolution, especially given the negative interpretations of the
Cultural Revolution. This chapter, however, has attempted to link explicitly the
prevailing ideologies and political motives of the Cultural Revolution, to the
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proximate conditions and factors that supported and led to the implementation of the
barefoot doctors.
Political support for the barefoot doctors program, as well as many of the
egalitarian and socialist policies that supported the program, waned after broad social
and economic reforms began in 1979. The shift back to the household as the basic
unit of production reduced incentives for collective provision of health care, and also
raised the relative cost of providing it. Less restrictive migration policies after 1979
led to an outflow of rural residents. The resumption of traditional household patterns
constrained many rural women to the household, thereby negating achievements in
gender equality during the 1960s and 1970s, and further reduced the capacity of rural
health care in China. Political principles that had helped to sustain basic health care
provision during much of the 1960s and 1970s were dismissed with the introduction
of economic reforms in 1979.
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Concluding Remarks
“The barefoot doctor must one day learn how to walk in straw sandals, then he
has to walk in cloth shoes, and finally, he must be able to wear leather shoes.”294 So
declared Deng Xiaoping in 1981, signaling a transformation, yet again, of China’s
rural health care system. Although macroeconomic growth and an increase in living
standards have partially vindicated sweeping economic reforms, the promise of
improvements in rural health care and the health of China’s rural poor have thus far
rung hollow. Progress in reducing premature mortality has slackened noticeably, and
in several cases, the incidence of preventable morbidity has increased. Indeed,
China’s current rural health crisis has provided a new perspective on the barefoot
doctors, making the program’s achievements all the more remarkable.
The legacy of China’s barefoot doctors program continues to reverberate
across China. It is instructive that despite the negative repercussions of the Cultural
Revolution, the barefoot doctors are considered by many to be a positive product of
Maoist China.295 Furthermore, during a period of poor socioeconomic development in
the 1960s and 1970s, barefoot doctors provided a basic system of health care that
contributed to enviable improvements in human wellbeing during this period.

Summary and Review
During the late 1960s and 1970s, China implemented an effective primary
health care program through the barefoot doctors program. The program emphasized
community-based preventative care, and contributed substantially to laudable
declines in premature mortality, even before China’s rapid economic development
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began in the 1980s. The achievements of the program are particularly striking given
the massive social upheaval and restrictions on personal freedoms resulting from the
Cultural Revolution.
China’s barefoot doctors provided nearly universal care to China’s vast rural
population of over 700 million, roughly 80 percent of the total national population.
The program provided health care through the production brigade, the village-based
collective unit. Barefoot doctors were often brigade members with only a basic
education, and had received training from more experienced physicians usually
amounting to only a few months. Interventions emphasizing infectious disease
control, improved sanitation, basic curative treatment, and maternal and infant health
services have all proven to be efficacious across many other communities.
This thesis has evaluated the value of the barefoot doctors through two related
but distinct approaches. An evaluation of the procedures involved in the program’s
implementation casts an unfavorable light on the barefoot doctors program, which
relied upon, but did not impose, restrictive and coercive policies. A second, more
conventional approach focused on the outcomes of the barefoot doctors program. An
analysis of thirteen Chinese provinces finds a correlation between high provincial
density of health care personnel and low infant mortality levels. This corroborates an
existing temporal association between the implementation of the barefoot doctors
program and rapid infant mortality decline. Although there is no conclusive evidence
of the barefoot doctors’ efficacy, this thesis has contributed additional, supportive
evidence that further strengthens the relationship between the barefoot doctors
program and health outcomes.
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Finally, this thesis represents an attempt to identify the causal pathways that
led to the implementation of the barefoot doctors program. The program developed
out of previous models of basic health care provision, including a pilot program under
by the Guomindang and the feldsher model from the Soviet Union. These models
provided the basic template for the barefoot doctor. Maoist ideological principles of
self-sufficiency, egalitarianism, and gender equality contributed substantially, if
somewhat unintentionally, to the successful implementation of the barefoot doctors
program. Finally, political forces of the Cultural Revolution that sought to reassert
state control in the countryside and erode government bureaucracy were realized in a
rural, mass-based health care program. The barefoot doctors program was not simply
a coincidental phenomenon of the Cultural Revolution, but rather a direct result, and
indeed, an integral part of the movement.

Lessons and Implications
Considering growing evidence of the efficacy of the barefoot doctors
program, it is natural to examine the implications of the program for other developing
nations and for China’s future. Applying the barefoot doctors model requires a keen
understanding of its characteristics, and furthermore, a recognition and analysis of the
determinants of the program in China. The creative process of borrowing and
adapting a foreign model of health care is not new. Indeed, it was demonstrated that
the idea for the barefoot doctor model originated in previous efforts to provide basic
health care, including models that were even more rudimentary than the barefoot
doctor.
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The implications of the barefoot doctors program for China are not radically
different than those for other developing nations, especially considering China’s
current rural health care crisis. The re-emergence of infectious diseases such as
schistosomiasis and malaria, as well as the introduction of new pathogens such as
HIV/AIDS, threaten to exacerbate disappointing levels of premature mortality.
China’s rural health crisis suggests that a new health care program might usefully
borrow from the barefoot doctors, although the shifting socioeconomic landscape
strongly suggests that China cannot simply reinstate the barefoot doctors program.
Nevertheless, even though rural Chinese residents may now demand higher quality
health care than that provided by the barefoot doctors program, the basic paramedic
model has proven to be malleable and adaptable. At the very least, China may
consider applying a basic community model toward better disease control and
maternal and infant health services.
Given the unacceptable neglect of basic health care around the world, it is also
worth considering the feasibility of applying the barefoot doctor model in other
developing countries. It is welcome news that many of the effective interventions
utilized by the barefoot doctors program require very little capital input. China’s lack
of economic growth did not serve as an obstacle toward implementation.
Additionally, the barefoot doctors model, presented in the first chapter, demonstrated
that basic interventions in areas such as sanitation, maternal care, and attendance at
birth by trained personnel can have a substantial impact on reducing preventable
disease and mortality.
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Although other countries may do well to implement a basic health care
program similar to the barefoot doctor program, China’s program was unique to
certain historical conditions. It was argued in the third chapter that many of the
policies of the Cultural Revolution helped facilitate the program. Even today, China’s
authoritarian government has shown little hesitation to impose draconian measures to
achieve certain aims, perhaps most clearly evidenced by the one-child policy. The
barefoot doctors program also relied upon a strict set of migration policies and
inefficient economic policies, which would be nearly impossible to implement in a
democratic society.
Nevertheless, the determinants of China’s barefoot doctors program, put
forward in the third chapter, are not prerequisites for successful implementation of a
rural health care program. The political impetus for a broad-based health care
program may also arise from interest groups, such as labor unions or religious
organizations, or perhaps from a strong, functioning democratic society, such as in
the state of Kerala in India. It would seem absurd to assume that certain ideological
principles, such as Mao’s fear of urbanization, a belief in the “poor and blank”
peasants, or a charismatic dictator are necessary conditions of effective health policy.
China’s barefoot doctors program is one, but not the only, route toward effective
health care implementation; still, considering its successes, an adapted version of the
barefoot doctors may be possible in other developing countries.
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