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Commentary
Addressing the shortage of health professionals in rural
China: issues and progress

Comment on “Have health human resources become more equal between rural and urban
areas after the new reform?”
Jianlin Hou1, Yang Ke2*
Abstract
Maldistribution of health professionals between urban and rural areas has been a serious problem in China.
Urban hospitals attract most of the health professionals with serious shortages in rural areas. To address this
issue, a number of policies have been implemented by the government, such as free medical education in
exchange for obligatory rural service.
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C

hina has been traditionally characterized as a
dualistic society that consists of urban and rural
areas. Although gradually decreasing because of
urbanization, its rural population totaled 630 million in 2013,
which accounted for about 46% of the total population, or 9%
of that of the world. Since its economic reform and opening
up to the outside world in 1978, China’s economy has been
developing at a high rate for nearly forty years. Farmers also
benefit from this modernization. Rural households’ Engle
coefficient, or the proportion of income spent on food, fell
from 67.7% in 1978 to 37.7% in 2013. However, farmers
generally are still poorer and have less access to resources
compared with urban residents. For example, the Engle
coefficient of urban households was 35.0%. Per capita income
of urban households was 3.0 times of that of rural households
(1). The neonatal mortality rate and infant mortality rate in
rural areas were respectively 8.1 and 12.4 per 1,000 live births
in 2012, both of which were more than two times of those
of urban areas. Furthermore, a majority of China’s illiterate
population were in rural areas.
Like in many other countries (2–4), maldistribution of health
professionals between urban and rural areas has been a
serious problem in China. Urban hospitals attract most of the
health professionals with serious shortages in rural areas. The
following gaps were observed between rural and urban areas
for health professionals (3.4 vs. 8.6), doctors (1.0 vs. 3.0),
Registered Nurses (RNs) (1.1 vs. 3.7) per 1,000 population (5).
In consequence, rural residents were less likely to have access
to healthcare than their urban counterparts (6,7). Therefore,
it is of utmost importance that equity in the allocation of
health professionals is improved in the country. By studying
the changes of health professionals in rural and urban areas,
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is interesting and valuable because it addresses an important
topic in health policy research and discusses the effects
of China’s most recent healthcare reforms on rural health
workforce (8).
In China, distribution of health professionals is largely
determined by the market instead of the government because
health professionals have the right to practice wherever they
choose based on their own preferences and the availability of
positions. In other words, it is mainly up to health professionals
themselves to work in urban or rural areas. Reasons for
unwillingness to choose a career in rural health entities are
similar to those of other countries, mainly relating to financial
incentives, career development, and living conditions (9–12).
Therefore, it is not surprising that the authors of the editorial
found some new healthcare reforms posed negative effects
on retention of rural health workforce because they affected
the financing of rural health entities and career development
opportunities.
According to international experiences on rural health
workforce, many educational measures are capable of
promoting rural service and/or retention, such as rural
curricula and rotations in medical schools and scholarships
tied to rural practice (13), incentives for rural practice
or compulsory duties (3), establishing a medical school
exclusively for producing rural physicians (14) and rural quota
on medical schools (15), and admitting medical students with
rural background (16).
In China, medical schools prefer to produce physicians
for tertiary hospitals in urban areas. Most of them are not
interested in producing health professionals for rural areas.
Recently, policy-makers and educators come to realize that it
is important to strengthen rural health professionals staffing
and training. It is worth of mentioning that a number of
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new policies were issued by the government in the past few
years to address the shortage of health professionals in rural
areas. Especially, priorities were given to General Practitioner
(GP) education. In a three-year plan beginning in 2010,
the government declared to provide financial supports to
produce health professionals for rural areas and improve rural
retention. The main components of the plan were to provide
educational institutions with special quota to enroll medical
students with rural background, offer the students financial
aids and 3/5-years’ free medical education, and request the
graduates to be employed in rural health entities for six
years. The central government pledged to provide financial
supports for the training of one 5-year medical student for
every Township Health Center (THC) in western and central
China. From 2010 to 2014, about 5,000 rural students per year
were admitted for this purpose and the central government
granted 6,000 yuan (about 950 US dollars) a year for each
student. Majors for these students included clinical medicine,
traditional Chinese medicine, and minority medicine
(e.g. Mongolian, Tibetan, or Uighur medicine). Provincial
governments were asked to develop their own plans within
the framework of the national plan. Therefore, the policy is
likely to have notable impact on rural health manpower in the
near future (17,18). In another policy issued by the Ministry
of Education and the Ministry of Health in 2012, several
medical universities and colleges were chosen to conduct a
pilot reform in the education of GPs for rural areas. A “3+2”
model, 3-year diploma education and 2-year postgraduate
GP training, was suggested to be employed for this purpose.
Curriculums would be modified in order that students were
equipped with knowledge and skills to provide six kinds
of health services in rural areas, namely prevention, care,
diagnosis, treatment, rehabilitation, and health management
(19). At the same time, a number of measures have been
taken to improve competencies for rural health professionals
throughout the country, such as in-service training for THC
health professionals and village physicians, partnership
between urban hospitals and THCs, and job-transfer training
for GPs.
Generally speaking, the free medical education in exchange
for obligatory rural service is a step in the right direction
in addressing the shortage of health professionals in rural
China. Nevertheless, its effectiveness is still waiting to be
systematically assessed. Obviously, factors that discourage
rural service will also affect the career determination of
graduates in this program. In addition to the educational
measures, comprehensive strategies may be needed to
encourage health professionals to practice in rural areas by
addressing their concerns regarding compensation, career
development, and other relevant issues.
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