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A R T I C L E S

An Evaluation on Equity in Current 
Primary Healthcare Reform in China

LIU JUNXIANG*, MA YONGHUI † AND XU JINGZI ‡

Abstract

The objective of the article is to assess equity in recent primary healthcare  
reform in China. Through a careful examination of the current efforts in  
promoting equity in access to basic healthcare services between urban and rural 
populations, we aim to identify problems and provide specific suggestions. The 
method we used was based on literature review and government reports, as  
well as case studies of healthcare reform in Hunan province; this article adopts 
the methods of empirical evaluation combined with normative analysis and  
interpretation. 

We have found that the government’s efforts to promote equity in economic 
and geographical accessibility are currently far from sufficient. The coverage and 
degree of benefit of basic medical insurance has been improved, yet a big gap 
still exists among different groups. Grassroots health providers are urgently in 
need of capability and efficiency building in delivering services. 

We conclude that the basic medical insurance system should be strengthened 
in order to narrow the gap between rural and urban residents, and urban 
employees in particular. Health insurance subsidies and reimbursement rates for 
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rural residents should be further increased. The essential drug system also needs 
to be improved to ensure openness and transparency. 

Keywords: China, primary healthcare reform, equity, economic accessibility,  
geographic accessibility

Introduct ion

Equity in healthcare is a core goal of healthcare system reform in various 
countries. In March 2009, the Chinese government promulgated the “Opinions 
on Deepening the Health Care System Reform”, and thus set off a new round 
of healthcare reform. The key reform goals are to strengthen the government’s 
responsibilities for people’s health; to provide the whole population with basic 
healthcare such as public welfare; to ensure that everyone enjoys equal access to 
care; and to improve the efficiency and quality of primary health care services.1 

However, as a reform goal, how is equity in healthcare understood and 
defined? Due to different interpretations in different economic, social, political 
and historical contexts, the definition and practice of equity vary much from 
country to country.2,3,4,5,6 For purposes of this study, we concur with Culyer 
Wagstaff and S.L. Tang, Q.Y. Meng et al., who emphasise equal access to 
healthcare as an appropriate positive criterion for normative judgement regarding 
equity in distribution of healthcare. According to Tang, Meng et al., “equity 
in healthcare is one aspect of the larger concept of health equity, implies fair 
arrangements that allow equal geographic, economic, and cultural access to avail-
able services for all in equal need of care.”7,8 

The new healthcare reform has been implemented for nearly six years. What 
aspects does the reform focus on to promote equity in basic healthcare access? 
What has it achieved so far? What problems and shortcomings remain to be 
settled? This article will discuss and evaluate these questions, based on the field 
study on healthcare reform practices in Hunan province, in light of the recent 
review and a summary of the reform published by the National Health and 
Family Planning Commission of China.9 

Located in Central China and the middle reaches of the Yangtze River, Hunan 
province accounts for 2.2% of China’s land area, the 10th largest out of 32 
provinces in the whole country with a population around 71 million. For the 
past six years, the province has achieved a moderately high GDP and good 
results in primary healthcare reform, whose institutional innovations and bold 
attempts in healthcare service delivery provide a good example of the nationwide 
reform and opportunities to advance the entire healthcare reform process.
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Framework for the Research

This article first discusses the meaning and function of primary healthcare. This 
is followed by a brief overview of primary healthcare’s evolvement in China 
and an analysis of how and why it was inequitably distributed before the  
reform. Next, the article explains and examines the goal of this reform, and 
evaluates its progress as well as problems and shortcomings, which are illustrated 
by practices in Hunan province. Finally, specific policy recommendations are 
put forward based on the above analysis and evaluation. 

Over view of Pr imar y Heal thcare in China

In the 1990s, the concepts of primary and non-primary healthcare have emerged 
in order to distinguish responsibilities of the government from the market in 
the provision of medical services. While the government should guarantee a 
basic level of care for all Chinese citizens, the market should be allowed to 
allocate more advanced or supplementary services.10

According to Starfield, “Primary care is the basic level of care provided equally 
to everyone. It is the means by which the two goals of health service system—
optimization of health and equity in distributing resources are balanced.”11 

This definition reveals, first, equal opportunity for primary healthcare to 
everyone, with no exclusion of any group. Second, this equity applies to the 
basic level of care, one that is not high-tech and expensive. Where basic health-
care is not accessible, efforts should be made to make it so, and to promote 
equity among different groups and areas. Thus, the degree of primary health - 
care is a dynamic concept that is subject to a country’s social and economic 
development, and the income of citizens in a particular historical period. In 
contemporary China, the level of primary healthcare is mainly determined by 
factors such as basic diseases and treatments, essential drugs, basic expenses and 
basic public health services.12 

A large body of research concludes that primary care is crucial to the goals 
of equity and efficiency in healthcare. It can improve access to preventive 
healthcare services, reduces avoidable hospitalizations and improves overall 
health status and reduces health disparities.13 

The Histor y of Heal thcare Del iver y in China

Since the founding of the People’s Republic of China, the development  
of medical and healthcare systems can roughly be divided into three phases:  
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(i) the egalitarian-oriented planned economy phase (1949–78); (ii) the phase of 
inequity resulting from a market-oriented approach (1979–2008); and (iii) the 
phase of current healthcare reform, characterised by the aim to balance equity 
and efficiency (2009–the present).14 

During the planned economy phase, China had gradually established a  
medical insurance system mainly featuring: the Free Medicare System, the  
Labor Protection Medicare System and the Cooperative Medicare System, which  
covered all citizens when equal access to healthcare had preliminarily been 
achieved. Benefiting from the first two plans, officials and urban employees 
could basically access free healthcare, with the government and state-owned 
enterprises covering the expenses.15 The Cooperative Medical System featured a 
combination of farmers and collectives that helped one another in this economic 
security system. Specifically, “the financing of health care relied on a pre-payment 
plan, which included farmer’s premium contributions (0.5–2% of a peasant 
family’s annual income), village Collective Welfare Fund, and subsides from 
higher governments. By the late 1970s, 90% of the rural population was covered 
by this plan.” With poorer medical facilities and less competent medical staff, 
barefoot doctors were the main force in rural areas providing preventive and 
primary care services, resulting in a lower level of care and urban-rural inequity 
in the allocation of medical resources.16 

Since the economic reform in 1978, healthcare began to be treated much 
like any other economic sector, and governments treated care providers like 
enterprises, mainly in the following areas.

The government budget allocation was very limited for public hospitals, which 
only accounted for less than 10 per cent of hospitals’ recurrent costs. Therefore, 
equity in primary healthcare services and its nature as public welfare were 
compromised. Most hospitals, including the first-level ones, operated mainly on 
their own revenue, resulting in unnecessary and inefficient utilisation of health 
services and cost escalation. One major source of revenue was the sale of drugs 
at extra profit, or a drug-overpricing policy, which contributed to one of the 
reasons for medical services becoming less accessible.17 In basic public health 
services, preventive services in rural areas were financed out of central govern-
ment and local welfare funds, and became fee-for-service items to the consumer, 
widening the urban-rural gap in terms of health status. For example, in 2008, 
for urban and rural areas respectively, the maternal mortality rate stood at  
29.2 per 100,000 and 36.1 per 100,000, with the latter 6.9 per 100,000 higher 
than the former; the newborn mortality rate, 5.0–12.3%, 7.3% higher than the 
former; and the under-five mortality rate, 7.9–22.7%, 14% higher.18 
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Only 200 million officials and urban employees (14% of China’s total  
population) were enrolled in the Free Medicare System and Labor Protection 
Medicare system. The other nearly 1.1 billion people were excluded and had 
to seek medical services with out-of-pocket spending. In 1993, the total unin-
sured population in China increased by 79%, largely attributed to the increase 
in the uninsured rural population.19 An extremely heavy burden of medical 
expenses and the widening urban-rural income gap caused many poverty-stricken 
people to either avoid seeking medical care altogether or to suffer financial ruin 
from the cost of treatment for their illness.20,21,22 

There was also inequity in the geographic access and delivery system. Without 
adequate compensation and organisation, a number of grassroots-level hospitals 
went bankrupt and those that survived provided low-quality service; its doctors 
were also regarded as less competent or professional than those working in 
larger hospitals.23,24 According to Wang, Gusmano and Cao (2011), “From 1980 
to 1989, the number of township health centers decreased by 14.2%, and the 
number of active primary health care workers in rural areas declined by 35.9%.”25 
On the contrary, municipal and high-level healthcare institutions had an exces-
sive concentration of various resources like technology, equipment, experts and 
management elites. While the public flocked to these institutions for medical 
care, medical costs increased and services became less accessible.26

Due to unreasonable resource allocation and high out-of-pocket spending, 
Chinese people in the last three decades have suffered from difficult access to 
quality healthcare and have been burdened by the cost of expensive medical 
services. In June 2000, in a qualitative evaluation by the World Health  
Organization on the health performance of 191 member countries, China ranked 
fourth from the bottom on the list featuring countries with the most unequal 
health financing distribution and population health status. 

Since the 21st century, especially after the SARS outbreak in 2003, the Chinese 
government has begun to reflect on the market-oriented healthcare system. In 
May 2005, Ma Xiaohua, the deputy minister of the Ministry of Health, criticised 
public-funded healthcare institutions for neglecting the duties of public welfare 
for profit-driven incentives. On 28 July 2005, China Youth Daily published the 
main contents of the research report on “Reform on China’s Health Care System” 
by the Development Research Centre of the State Council, which remarkably 
concluded that “the healthcare reform in China is basically unsuccessful”.

After four years of discussion, design and debate, China embarked on a new 
round of healthcare reform aiming to promote equity in primary healthcare 
services. Some major implementation plans were issued in 2009.
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Goals of  Pr imar y Heal thcare Reform

As mentioned earlier, due to over-marketisation and unreasonable resource  
allocation, primary healthcare has failed to serve as public welfare and suffered 
a lack of equity. So the reform goals are set as follows.

Promote Equity in Economic Access to Basic Healthcare

The Chinese government plans to promote a basic insurance system that covers 
all citizens and continues to improve the quality of healthcare. The current 
basic medical insurance system in China mainly includes three programmes:  
the Urban Employee Basic Medical Insurance (UEBMI) established in 1998; the 
Urban Resident Basic Medical Insurance (URBMI) started in 2007; and the 
New Rural Cooperative Medical Scheme (NCMS) in 2003. UEBMI is a mandatory 
programme for in-service employees and retirees from state-owned enterprises 
and public institutions in a given locality. These are people who receive regular 
incomes, can afford the insurance and share the medical insurance fee with 
their employers.27 URBMI covers children, students, elderly and other non-
working urban residents aged over 18 years. Most of the insured do not earn 
a regular salary or are not able to work.28 NCMS is for rural residents in a 
given locality. URBMI and NCMS are voluntary programmes, and the govern-
ment encourages urban and rural residents to pay some annual premium fee and 
be insured for medical care.29 After the new healthcare reform, these two pro-
grammes have expanded dramatically and achieved insurance coverage of more 
than 95% in 2011 and the following three years. Thus, to some extent, universal 
coverage has been actualised in China, though it is far from satisfactory.30 

In recent years, government subsidies for URBMI and NCMS have been 
gradually increasing. Take Hunan province, for example: subsidies from the 
government and employers are about 2,200 RMB per person per year under 
UEBMI; for URBMI and NCMS, from 80 RMB per person per year in 2009 
to 200 RMB in 2011, 240 RMB in 2012, 280 RMB in 2013 and 320 RMB 
in 2014.31 

Moreover, a national essential drug system should be set up. Government-
directed grassroots healthcare institutions should follow the principle of “zero 
profit” and sell drugs at the purchased price. The use of essential drugs should 
be prioritised and the cost reimbursed according to a certain ratio, ensuring 
access to essential, safe, cheap and effective drugs and the reduction of medical 
expenses. Before the new healthcare reform, grassroots healthcare institutions 
had autonomy in purchasing and selling drugs. Although these institutions often 
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had a complete or adequate catalogue of drugs and their sale was one major 
source of revenue, the drugs were expensive and over-priced, thus causing an 
inequity in access to drugs. From 2009 to 2012, the list of essential drugs has 
been increased from 307 to 502, and the essential drug policy has gradually 
been implemented in township health centres and community health centres. 
The policy of “zero margin” has helped to bring overall drug prices down by 
10%–30%.32 

Promoting Equity in Geographic and Economic Access  
to Basic Healthcare

Grassroots healthcare institutions should be improved in order to build a  
three-layer network—consisting of county hospitals, township health centres and  
village clinics—which covers all rural residents and ultimately ensures geograph-
ical equity in healthcare. Furthermore, the reimbursement ratio should be raised 
for grassroots institutions to attract patients and reduce their expense for the 
effective use of medical resources.

After the reform, grassroots healthcare providers operate mainly on govern-
ment subsidies and service fees to replace the mechanism of compensating  
revenues by selling drugs, in an effort to build primary healthcare as public 
welfare. Since 2009, the central revenue has invested more than 60 billion RMB 
to upgrade facilities in township health centres and urban community health 
centres.33 Appropriate technologies, facilities and essential drugs are provided 
to ensure safe, effective and low-cost medical services, bringing the benefits of 
primary healthcare to the grassroots level.

Promoting Equity in Basic Public Health Services between  
Urban and Rural Populations

In recent years, basic public health services funds have been allocated to subsidise 
all citizens with per capita of 30 RMB in 2013, as compared with 25 RMB 
in 2011 and 15 RMB in 2009. A free package of services is provided, includ-
ing digitalising health records, health education and planned immunisation.  
There are also specific healthcare services for certain vulnerable groups, such as 
children under six years of age, pregnant and puerperal women, elderly people, 
hypertension and diabetes patients, and severe psychosis patients, etc. Moreover, 
China has also set up systems for reporting and handling infectious diseases 
and public health emergencies, and healthcare supervision and coordination.  
In addition, Traditional Chinese Medicine was included in the package in 2013.34 
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Pol icy Evaluat ion: Latest  Developments and Problems

Based on materials and data published by the National Health and Family 
Planning Commission, the healthcare reform has achieved remarkable progress 
in promoting equity. But many problems still exist. This article will discuss 
next the effects and challenges of the reform.

Equity in Economic Access to Basic Healthcare

Basic medical insurance has preliminarily achieved universal coverage, enrolling 
urban and rural residents who were previously excluded, and ending the era in 
which only a few people like officials and employees from state-owned enter-
prises and public institutions could join the insurance scheme. Therefore, the 
goal of equal access to basic medical insurance has been achieved on the  
institutional level.35 

Government subsidies for urban and rural residents with low income have 
increased annually to narrow the gap among three groups of participants contracted 
to different insurance programmes in terms of economic access and level of 
benefits. However, these residents still benefit less compared with urban employees.

Taking Hunan province as an example, reimbursement rates for in-patient 
expenses under UEBMI, URBMI and NCMS programmes have experienced a 
steady increase, from 72.6%, 43.5% and 45.96% respectively in 2008, to 83%, 
70% and 73.53% in 2011, representing an increase of 10.4%, 26.5% and 
27.57%. Figure 1 illustrates the steady growth in reimbursement amount and 
rates under three programmes from 2008 to 2011.36

In 2011, the maximum reimbursement price cap for UEBMI increased to 
188,200 RMB, 6.43 times the average annual salary of employees in Hunan 
province; 103,050 RMB for URBMI, 6.27 times the disposable income of urban 
residents in Hunan province; and 80,000 RMB for NCMS, 14.2 times the per 
capita net income of Chinese farmers on average. Figure 2 demonstrates the 
maximum reimbursement price caps for the three programmes from 2008 to 2011. 

As shown from the above tables, although the maximum reimbursement price 
caps for all three types of medical insurance went up year by year, yet it is 
obvious that rural residents benefited the least among three groups. Since it is 
basic medical insurance rather than commercial insurance or other types of 
insurance, all covered residents should have equal access to government subsidies 
and should not be discriminated because of different social and economic back-
grounds as well as place of residence. That is why it is important to promote 
equity in basic medical insurance and primary healthcare. Admittedly, for a 
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long time, the urban-rural dual structure and disparities—despite various  
underlying historical reasons and practical factors—have been silently accepted 
by many people. Yet this by no means can be considered as the justification 
for the current disparities in access to healthcare and medical insurance between 
urban-rural populations. 

In particular, as rural populations have been flooding to cities during the 
accelerating urbanisation process in recent years, there is a considerable “float-
ing population” in China. Insurance types, ways of enrolment and compensation 
level should be adjusted to the changes in economic development and social 
structure. Given that the current three programmes enrol residents mainly based 

Figure 1. Changes in reimbursement rates and average reimbursement 
amount under three basic medical insurance programmes  

from 2008 to 2011 in Hunan Province.

Figure 2. Growth in maximum reimbursement price caps for 
the three programmes from 2008 to 2011. 
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on their place of work or household registered place, the basic medical insur-
ance should take into consideration changes in migration and healthcare needs. 

Reduction in Prices of Essential Drugs

Prices of essential drugs have greatly declined, saving people’s medical costs and 
improving equity in economic access to basic healthcare. However, the delay in 
the supply of some essential drugs has constrained grassroots healthcare institu-
tions’ ability to deliver services. With an incomplete drug list, it makes it hard 
for healthcare institutions to achieve equity in geographic access.

In 2011, Hunan province exercised the “zero-profit” system for selling essential 
drugs in government-sponsored grassroots healthcare providers. Drug prices have 
witnessed a decrease of 40.26% and 44.29% respectively for average outpatient 
and emergency visits and for in-patient visits37. 

Practices in Hunan province and other regions in China also present some 
major problems. First, some essential drug lists are not scientifically designed 
and some commonly used drugs and emergency drugs are not available in 
township health centres and community health centres. Second, some drugs are 
priced too low in the bidding and purchasing processes. Manufacturers are 
therefore reluctant to produce them because of low profit, leading to a lack of 
supply in the local market. On the other hand, the bidding price of some 
drugs in certain regions is even higher than prices in retail pharmacies, resulting 
in a heavier economic burden on local people. It was reported that the bidding 
price in Hunan province was once higher than the actual market price, which 
reflects the poor management of the bidding system. Lastly, some drugs are 
not supplied or delivered in a timely manner or in adequate amounts, making 
certain medical treatments in township health centres impossible or less effec-
tive. As a result, some people have to pay more as they resort to higher-level 
hospitals instead of local clinics, which offer a higher reimbursement ratio.

Unsatisfactory Services Provided by Grassroots Healthcare 
Providers Network

Since the healthcare reform, a tertiary health service network of county hospitals, 
township health centres and village clinics has started taking shape.38 By the 
end of 2011, residents in Hunan province could reach healthcare institutions 
within 15 minutes on foot. Outpatient and emergency visits have also experienced 
an increase of 28.61% over the 2008 figure. In this way, primary healthcare 
becomes more geographically accessible, helping to bring down medical expenses.
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However, grassroots institutions are still expected to improve in aspects such 
as personnel qualification, technology, management, services and efficiency. In 
many regions, they suffer from either the lack of competent medical personnel 
or a brain drain when doctors turn to higher-level healthcare institutions. There 
are many factors contributing to this phenomenon, such as low salary, limited 
career development opportunities, a much heavier workload than before the 
reform and inadequate motivation due to poor performance management in 
grassroots institutions. Many commonly used essential drugs are not supplied 
in a timely manner, and health information technology is lagging. All these 
negative factors offset the advantages in geographic location and high reimburse-
ment ratio of grassroots institutions. Instead, they drive some patients to health-
care institutions of a higher level for better medical services. Fundamentally, 
the implementation of a “two-way referral system” and “hierarchical diagnosis 
and treatment system” between higher-level hospitals and grassroots institutions 
is not effective.

Quality of Basic Public Health Services Needs to be Improved

Equity in basic public health services has been remarkably improved, narrowing 
the gap in health status between urban and rural residents and among different 
groups of people. However, its quality and monitoring are still expected to 
upgrade substantially. 

Under the current reform in basic public health services, the health develop-
ment model has changed from concentrating on serious disease treatment to 
general health promotion, contributing to a rapid improvement in people’s health 
status and that of rural residents in particular in recent years. In 2012, the 
maternal mortality rate in urban and rural areas was 22.2 per 100,000 and 
25.6 per 100,000 respectively, a decrease of 7 per 100,000 and 10.5 per 10,000 
compared to the 2008 level; the newborn mortality rate was 3.9% and 8.1%, 
a decrease of 1.1% and 4.2%; and the under-five mortality rate was 5.9% and 
16.2%, a decrease of 2% and 6.5%.39

Although the promotion of health equity is a social programme, “it cannot 
be concerned only with health in isolation. Rather it must come to grips with 
the larger issue of fairness and justice in social arrangements. Indeed, health 
equity has an enormously wide reach and relevance.”40 As the case in China 
has demonstrated, public health services and preventative measures have played 
an important role in promoting health equity.

The biggest problem in current public health services is inadequate super-
vision and poor implementation. Health records in many grassroots healthcare 
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institutions are unreliable, incomplete, not up to standard or even unusable; 
healthcare for key groups and chronic diseases is not standardised; health educa-
tion is just a formality and its real effects are not assessed; the public health 
fund has sometimes been abused; and health supervision is not exercised in 
time or in an effective manner because of the inability to fully utilise informa-
tion technology. Since these problems are more prominent in rural areas, public 
health services are far from playing their role to boost urban-rural equity in 
preventive care.

Suggest ions and Conclusions

Equity in primary healthcare is an important principle in promoting health 
equity among different groups of people and is also a comprehensive social 
project, with many interweaving factors, such as geographic access and economic 
access, as well as medical care and preventive care. To achieve equal access to 
primary healthcare services, the Chinese government has adopted key reform 
plans, but more efforts are needed to improve the healthcare system and service 
delivery for more equitable services and higher efficiency. Therefore, we propose 
the following policy suggestions. 

Despite the universal coverage of basic medical insurance, the government 
should invest in and increase their subsidisation of NCMS and URBMI to 
improve the quality of healthcare services and narrow the gap in insurance 
benefits among these three programmes. 

Due to historical and practical reasons, such as differences in personal fees, 
government subsidies, reimbursement ratio and enrolled healthcare institutions, the 
three main health insurance programmes cannot be totally unified. However, 
NCMS and URBMI bear much resemblance and can possibly be integrated  
by applying the same fee standard and insurance benefits. In Hunan province, 
such pilot practices have been tried out in Changsha city, Wulingyuan district 
of Zhangjiajie city, Beihu district and Suxian district of Chenzhou city, and 
Shaoyang county of Shaoyang city. Urban and rural residents who pay fees  
on the NCMS standard can enjoy URBMI benefits. In this way, insurance 
coverage has been expanded and insurance fees have been increased. By the end 
of February 2012, a total of 4.22 million farmers were covered by insurance 
programmes and the per capita contribution fees were reduced to 40–50 RMB 
from 120–180 RMB.41 

These practices reflect the importance of equity in health insurance pro-
grammes and eliminate policy obstacles to migration between urban and rural 
residents, by seamlessly integrating their different insurance programmes to meet 
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the demands of migration, while avoiding repeated coverage and subsidies.  
In addition, based on the existing system and information network, the cities 
and districts have standardised their management and operations, improved the 
quality of medical insurance for rural residents, promoted efficiency and greatly 
reduced costs in management. Thus, these experiences can serve as a good 
example for other regions. 

Great efforts should be made to enable grassroots healthcare institutions to 
deliver better quality services to meet the people’s healthcare needs and achieve 
equity in geographic and economic access to care. In this way, medical expenses 
can be reduced in a real sense, especially for rural residents, and more benefits 
can be enjoyed. 

To improve the essential drug system, increased efforts should be made in 
monitoring the bidding, purchasing and distributing processes to ensure open-
ness and transparency. A well-regulated bidding system is especially required 
because highly priced essential drugs would harm people’s interests while overly 
lowering the price would leave no incentive for manufacturers and distributors. 
Only when drugs are safe, effective and adequate, will medical staff at the 
grassroots level be in a position to deliver quality services. In addition to  
the essential drug list formulated by the country, provincial governments could 
also add some supplementary drugs to the list to meet specific needs.

To deliver safe, effective and low-cost services, and to close the urban-rural 
gap in access to care, grassroots healthcare institutions should be upgraded  
in terms of personnel and management. Higher salary and various training  
opportunities should be provided to attract medical staff; performance-based 
payment systems, personnel systems and remuneration systems should be reason-
ably formulated to motivate medical staff by “getting more pay for more work 
done” and “rewarding the diligent and punishing the lazy”; assistance in tech-
nology and management should be provided by city hospitals to grassroots 
institutions for facilitating a “smoother two-way referral system” and “hierarchical 
diagnosis and treatment system”; and information technology should be fully 
applied to keep electronic medical records, manage healthcare institutions,  
facilitate long-distance diagnosis and enhance communication between higher-
level hospitals and grassroots providers.

To improve people’s health status and narrow the urban-rural gap in this 
regard, public health services, especially those in rural areas, should be vigorously 
supervised and regulated. In addition, more efforts should be made to establish 
and improve the monitoring system, ensure division of labour and responsibil-
ity, and apply information technology for effective and real-time supervision. 
Only then can services be delivered in a better and more effective way. 
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