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This paper studies China’s response to the Severe Acute Respiratory Syndrome (SARS)

epidemic in 2003. It first assesses the current nature, structure and development of the

Chinese infectious disease system, and then evaluates the state response to infectious disease

epidemics. Turning to the role of non-state actors, it discusses their contributions to the

state’s efforts. Following a case study of Shaanxi province, it concludes that the SARS

outbreak reveals the state’s capacity to re-centralize power in the face of high-priority events.

However, it also concludes that this government capacity alone, while necessary, is not

sufficient to overcome SARS.

With the 2003 Severe Acute Respiratory Syndrome (SARS) epidemic, China faced
the challenge of overcoming a potentially devastating, unknown infectious disease
spreading across its provinces. Assessments of China’s initial response to SARS were
quite negative, with much of the blame attributed to the impact of a reduced role for
the state in health care provision.1 The World Health Organization attributed China’s
failure to effectively respond to SARS to the country’s lack of experience with
disease prevention and control, and to failures to communicate the gravity of the
epidemic by local government officials. However, this negative assessment would
change over time as the disease was finally brought under control. What does the
SARS example reveal about the nature of infectious disease control in China? Can the
success in overcoming SARS be attributed to the ability of the state to re-centralize
control over a political issue despite a generally reduced state capacity? Or does the
response to SARS reflect growing state reliance on non-state actors?

To address these questions we first assess the current nature, structure and
development of the Chinese infectious disease system. We then evaluate the state
response to infectious disease epidemics. Turning to the role of non-state actors, we
discuss their contributions to the state’s efforts. Following a case study of Shaanxi
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1. See for example, Canadian Department of National Defense Policy Report, available at: http://www.forces.
gc.ca/admpol/eng/doc/strat_2003/sa03_09_e.htm (accessed 1 February 2006).
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province, we conclude that the SARS outbreak reveals the state’s capacity to re-
centralize power in the face of high-priority events. However, we also conclude that
this government capacity alone, while necessary, is not sufficient to overcome SARS.

Genesis of SARS

As both Chinese state officials and the domestic press argued in 2003, SARS
represented ‘a greater threat than both the Asian financial crisis of 1997 and the flood
disaster of 1998’.2 Minxin Pei described the SARS crisis as ‘ . . . certainly the biggest
shock to the (Chinese) system since Tian Anmen’.3

The first documented case of SARS was identified in Foshan, Guangdong province
on 16 November 2002. As early as mid-December 2002, local health personnel had
called in provincial and national Ministry of Health experts who diagnosed the
disease as viral. A local doctor responsible for treating patients from Foshan reported
the disease to a local epidemic prevention station.4 Information regarding the
epidemic moved quickly from the local epidemic prevention station to the provincial
health bureau and from there to the provincial government and provincial Ministry of
Health. The disease continued spreading to other regions, including Beijing, Shanxi,
and Inner Mongolia, and to a lesser extent to Guangxi, Hunan, Sichuan, Fujian,
Shanghai, Shaanxi and Ningxia.5 By 31 March 2003, there were 1,190 reported
SARS cases. This number peaked on 23 May with 5,285 reported cumulative cases
and 303 SARS-related deaths.6 With no new cases reported for two consecutive
incubation periods, the government and international organizations considered the
epidemic over by 4 June 2003.7

The development of public health services in the Mao era

During the Mao era, the Chinese state began the process of establishing a centrally
mandated and controlled public health system. This integrated system relied on seven
key factors for what proved to be its immense success. First, the system was
hierarchical, with decisions on care and disease prevention priorities coming from the
center. Second, the center funded the public health initiatives it established for
implementation by lower levels of government. Third, the center maintained tight
control over health care costs, including price controls and subsidies. Fourth, to
further control costs, the center relied heavily on non-professional preventive care

2. ‘China’s new leadership passes test presented by SARS’, People’s Daily, (25 June 2003).
3. Chi Fulin describes this as a delicate time in China—one of economic and social transformation. He argues

that if poorly handled, a crisis like SARS can lead to a social crisis. See http://www.worldbank.org/
transitionnewsletter/aprmayjun03/pgs8-11.htm (accessed 19 February 2004).

4. Epidemic prevention stations have been renamed Centers for Disease Control, remaining subordinate to the
MoH (Ministry of Health) bureaucracy. The epidemic prevention stations were responsible for surveillance and other
public health services. The genesis of the SARS outbreak can be found in Joan Kaufman, ‘SARS and China’s health-
care response’, in Arthur Kleinman and James L. Watson, eds, SARS in China: Prelude to Pandemic? (Stanford:
Stanford University Press, 2006), pp. 55–57.

5. Although Hong Kong is part of China and had many SARS cases, it is administratively autonomous from the
mainland and therefore not relevant to this study.

6. ‘Quarterly chronicle and documentation’, The China Quarterly 175, (September 2003), pp. 862–865.
According to Kaufman, ‘SARS and China’s health-care response’, China had 5,327 cases and 349 deaths.

7. ‘Quarterly chronicle and documentation’, p. 866.
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service providers—often referred to as ‘barefoot doctors’. Fifth, additional financing
was drawn from collectives and, to a limited extent, from participating patients.
Sixth, the center focused on providing preventive care rather than more expensive
and more narrowly focused (in terms of population targeted) curative care. Finally,
the center mobilized the population and generally defined health care priorities.8

These seven factors resulted in substantial improvements to public health in China.
China’s infant mortality rate declined from 200 per 1,000 live births in 1949 to 47 per
1,000 live births in 1973, while life expectancy increased from 35 to 65 over the same
period.9 Furthermore, incidences of infectious disease declined dramatically, with
approximately 80% of the population living in regions that had completed the
‘epidemiological transition’ from communicable diseases to chronic diseases as the
leading causes of death.10 Finally, China successfully eradicated smallpox by 1960,
dramatically decreased the incidences of tuberculosis, and reduced the occurrence of
schistosomiasis.11 Recognizing China’s successes, the international public health
community characterized the Maoist public health model as an effective option
worthy of adoption by other developing countries.12

The post-Mao era public health system

As Chung points out, the capacity of a state to act effectively in one issue-area does
not reflect its ability to act effectively in a different issue-area.13 States focus the
majority of their resources on the most rewarding sectors. Public health protection in
the post-Mao era was viewed as a long-term, diffuse, costly and technically complex
benefit. By contrast, job creation and infrastructure development offered immediate
and obvious benefits, contributing to the legitimacy of the state.14 The Mao-era
commitment of resources to public health was not, therefore viewed as an investment
worth maintaining over the long term.

As of the early 1980s, China’s leadership under Deng Xiaoping prioritized national
security and wealth creation with the state playing a decreased role.15 While this new

8. Aspects of the Maoist public health system are discussed in Dean T. Jamison, China: The Health Sector
(The World Bank, 1984); Ruth Sidel and Victor Sidel, The Health of China (Boston: Beacon Press, 1982); William
C. L. Hsiao, ‘The Chinese health care system: lessons for other nations’, Social Science and Medicine 41(8), (1995),
pp. 1047–1055.

9. Yuanli Liu, Keqin Rao and Shanlian Hu, People’s Republic of China: Toward Establishing A Rural Health
Protection System (Asian Development Bank), p. 8, available at: http://www.adb.org/Documents/Reports/PRC
_Rural_Health_Protection _System/prc_rural_health.pdf (accessed 24 June 2004). Numbers often vary by source;
The World Bank gives 32 years as the life expectancy in 1950 (Jamison, China: The Health Sector, p. 113).

10. Hsiao, ‘The Chinese health care system’, p. 1048; and Jamison, China: The Health Sector, p. xiii.
11. Jamison, China: The Health Sector, pp. 18, 129, and 133. Notably, some of these diseases have once again

begun to emerge.
12. H. A. Ronaghy and S. Solter, ‘Is the Chinese “barefoot doctor” exportable to rural Iran?’, The Lancet, (1974),

pp. 1331–1333.
13. Jae Ho Chung, ‘Studies of central–provincial relations in the People’s Republic of China: a mid-term

appraisal’, The China Quarterly 142, (June 1995), pp. 487–508.
14. Judith Banister, ‘Population, public health and the environment in China’, The China Quarterly 156, (1998),

p. 987. Also, an interview with Henk Bekedam, M.D., M.Sc., WHO Country Representative to China (31 May 2005).
According to Bekedam, in his own pre-SARS outbreak discussions with Hu Jintao and Wen Jiabao he found that,
while the leaders recognized the existence of a funding shortage in public health, they remained unconcerned.

15. ‘China’s 8–7 national poverty reduction program’ (The World Bank), available at: http://www.worldbank.
org/wbi/reducingpoverty/docs/newpdfs/case-summ-China-8-7PovertyReduction.pdf (accessed 1 August 2004).
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policy approach contributed to China’s economy entering into its still ongoing boom,
one negative result was that the highly praised Mao-era public health system began to
collapse. As Henk Bekedam, World Health Organization representative to China,
notes, China’s health system became the ‘worst he has ever seen’, worse even than
those in Cambodia and in parts of Africa.16

The Deng model shifted health services from a reliance on state funding, to a
market driven, professionalizing and increasingly private health care system driven
by market forces.17 This model involved the center slashing funding for public health
and medical care delivery while forcing local governments, enterprises and
individual patients to pick up the costs. While relieving the state of the growing
burden of health care costs, decentralization also meant that the state was severely
limited in its control over service quality (since the center was footing so little of the
health care costs).18 The weakness of the central government vis-à-vis lower levels of
government was exacerbated by the Health Ministry’s bureaucratically inferior
position vis-à-vis the provincial governments.19 As a result, numerous un-funded
mandates were simply ignored.

This situation reflects the challenges of a fragmented political system in which the
Party/state retains some of the vertical dictatorial powers of an authoritarian regime
(especially when relating to issues identified as high priority by the leadership) while
local levels of governments increasingly interact horizontally, applying various
strategies to avoid strict adherence to central government dictates.20 Thus, though the
center might choose to strengthen its epidemic response mechanisms and regulations,
it faces the challenge of pressing increasingly independent local and provincial
officials to adhere to those mechanisms and regulations.

The structure of relations in the Chinese health system can be understood in the
context of Michel Oksenberg’s model of state–local relations. Oksenberg divides the
political system into three—the core; intermediary institutions; and, legal, semi-legal
and illegal organizations and associations arising in the space made available by the
state’s withdrawal from its past extensive control.21

The core fits within the context of the Fragmented Authoritarian model. Enormous
power is concentrated in the hands of 20–30 people—members of the Standing
Committee of the Politburo of the Party Central Committee. The core controls the

16. From an interview with Bekedam. Bekedam based his assessments on his experiences in Cambodia and
Africa.

17. Yanzhong Huang, Mortal Peril: Public Health in China and Its Security Implications (Chemical and
Biological Arms Control Institute, 2003), p. 10, available at: http://www.cbaci.org (accessed 6 July 2004); David
Blumenthal and William Hsiao, ‘Privatization and its discontents: the evolving Chinese health care system’, New
England Journal of Medicine, (15 September 2005), p. 2.

18. Kaufman, ‘SARS and China’s health-care response’, p. 60.
19. From an interview with Craig Shapiro, US Department of Health and Human Services, HHS Health Attaché,

US Embassy, Beijing (26 May 2005); Tony Saich, ‘Is SARS China’s Chernobyl or much ado about nothing?’, in
Kleinman and Watson, eds, SARS in China, p. 93.

20. For a discussion of Fragmented Authoritarianism refer to: Kenneth Lieberthal, ‘Introduction: the Fragmented
Authoritarianism model and its limitations’, in Kenneth Lieberthal and David Lampton, eds, Bureaucracy, Politics
and Decision Making in Post-Mao China (Berkeley: University of California Press, 1992). Also, Kenneth Lieberthal
and Michel Oksenberg, Policy Making in China: Leaders, Structures and Processes (Princeton: Princeton University
Press, 1988).

21. Michel Oksenberg, ‘China’s political system: challenges of the 21st century’, in Jonathan Unger, ed., The
Nature of Chinese Politics: From Mao to Jiang (Armonk, NY: ME Sharpe, 2002), pp. 193–195.
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military, legal committees, the central law enforcement apparatus and a large (though
shrinking) part of the means of production, via still powerful state owned enterprises.
The core recognizes the importance of economic modernization, assuming that
material progress will produce a happier, more stable and just society (and hence,
legitimacy to rule).

The core has ended its previous micro-control of the Chinese system, focusing
instead on macro-control.22 In practice, this means that the center assigns heavy
responsibility for infrastructure provision, social support, health care services, and
nearly all public services to governments at and below the Prefecture levels
(intermediary institutions). However, the transfer of responsibilities has not been
accompanied by a transfer of adequate resources. Thus by some estimates,
Prefecture, County and Township governments are forced to expend 55% of their
budgets on health care and other public services, a percentage far exceeding the
average of less developed countries (13%) or developed countries (35%).23 Since the
resources transferred by the center are insufficient, local decision makers draw on
their own resources as well as on non-state actors (semi-legal, legal and illegal
organizations) to provide services.24 Local officials are forced into the difficult
position of grappling with seemingly contradictory expectations. On the one hand
they are required to adhere to new central government directives (such as offering
epidemic prevention services) while on the other they are expected to increase
economic output and employment. Improvements in these latter spheres remain the
key criterion for promotion. Thus, it is not surprising to encounter statements such as
those by a virologist for the Guangdong province CDC, Bi Shengli, who notes that
when faced with the SARS outbreak, local doctors were told, ‘you can only report
two cases—not 20, or the local economy will be hurt (because the information will
scare away potential investors and slow the economy)’.25

As noted, protecting the public’s health took a backseat to spurring economic
growth and development. The focus on this new development model involved
dismantling state owned industries and cooperative agriculture. With the steady
decline of these institutions came a decline of the services (including health care)
they once provided. The central government’s failure to compensate for lost health
coverage with a centrally administered plan, and its decision to limit resources for
public health, resulted in a significant drop in health care coverage across the country,
but most noticeably in the countryside.26 By 2002, China’s public health system was
suffering from long-term neglect, insufficient funding and bureaucratic weakness.
Therefore, as SARS began its spread from Guangdong province, it was with a weak

22. ‘Macro control proved to be timely and effective’, People’s Daily Online, (4 August 2004), available at: http://
english.peopledaily.com.cn/ (accessed 4 August 2004).

23. Based on a joint World-Bank/IMF study of 100 countries; Conference on Mobilizing Urban Infrastructure in a
Responsible Fiscal Framework, Urbanization and Sub-national Financing Background Notes, (6–8 January 2005),
p. 3, available at: http://worldbank.org/urban/mun_fin/uifpapers/bhattasali.pdf (accessed 3 February 2006).

24. Unfunded mandates are a key problem identified by public health officials across the country. From interviews
with Shapiro, physician, Shaanxi Provincial People’s Hospital (2 June 2005), and Staff, Nanjing Infectious Disease
Hospital (7 June 2005).

25. Laurie Garrett, ‘A Chinese lab’s race to ID and halt SARS’, Newsday, (6 May 2003), available at:
www.phucla.edu/epi/bioter/chineselabsrace.html (accessed 11 July 2003).

26. Blumenthal and Hsiao, ‘Privatization and its discontents’, pp. 1–6.
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public health system that the Chinese leadership was forced to grapple with an
epidemic that was rapidly becoming a national and international crisis.

How did China, despite the parlous state of its public health system, nonetheless
respond effectively to the SARS epidemic? In the following section we begin to
address this question first by considering the role of the state. We then consider the
role of what Oksenberg describes as the semi-legal, legal and illegal organizations
sector.

State response to SARS

Prior to SARS, the state gave little priority to the threat of infectious disease
epidemics.27 This attitude underwent a shift following the realization that SARS had
the potential to cause significant harm to China’s population, economy and
international status.28 Given the fragmented nature of the Chinese political system,
where local government institutions such as hospitals and clinics owe greater
allegiance to their local level of government than to the center, the dictates of the
center carry less weight. Local hospitals may officially be under the jurisdiction of the
central government’s Health Ministry and therefore responsible to Health Ministry
guidelines, however, their funding largely derives from local governments and
patient payments.29 Or, as in the case of the military or rail services, funding comes
from an entirely distinct bureaucratic organization.30 As a result, not only are there
few incentives to fully disclose negative developments at the local and provincial
levels, but there is little that the central government can do beyond exhortations to
enforce its will on local and provincial units.

It was therefore unsurprising that the central government was slow to recognize the
seriousness of the challenge that SARS represented. Nor was it surprising that little
action was taken in the early months of the epidemic. And yet, in a fragmented
system such as China’s, when an issue does become a priority, the state has the
capacity to focus resources and pressure to advance that priority. When in mid-April
the Party chose to focus on combating SARS, it was able to mobilize both Party and
state bureaucracies.31 As was noted in numerous interviews, the SARS epidemic was
not a public health challenge, but rather a political one.32 The key question became,
was the state willing to invest its resources to combat SARS?

27. Interview with Dr Lu Yan, Nanjing City Chinese Medicine Hospital (7 June 2005). Bekedam notes that pre-
SARS, Chinese President Hu Jintao and Premier Wen Jiabao recognized the problems plaguing the public health
system but gave the impression of being ‘not overly concerned’. According to Bekedam, this attitude underwent a
significant change following SARS.

28. Following SARS, training to identify potential infectious diseases increased dramatically. For example,
interviews with Dr Lu yan, Dr Bekedam and with the Physician of the Shaanxi Provincial Hospital.

29. According to Bekedam, approximately 90% of funding is obtained locally. Furthermore, the MoH is
bureaucratically weaker than the provinces and can therefore be relatively easily ignored. Decentralization has also
resulted in the central government being unable to trace funds allocated to public health.

30. The PLA Department of Health is responsible to the Central Military Commission, not the Ministry of Health.
Tony Saich, ‘Is SARS China’s Chernobyl?’, pp. 92–93.

31. This is confirmed by Bekedam and Shapiro.
32. For example, the interview with Cheng Jun. Also, from interviews with Dr Hong Bing Shen, Associate Dean,

Nanjing Medical University School of Public Health (7 June 2005); Dr Li Jiequan, Director of the Nanjing Municipal
CDC (7 June 2005); Dr Yin Qilin, Associate Director of the Nanjing Municipal CDC, responsible for infectious
diseases (7 June 2005); and Physician, Shaanxi Provincial People’s Hospital.

JONATHAN SCHWARTZ AND R. GREGORY EVANS

200



As China’s economy—the central claim to Party legitimacy to rule—slowed, and
employment declined in response to SARS, public trust in government was shaken.33

The international media began speculating about the continued longevity of the
current regime and its system of governance, drawing parallels with Gorbachev’s
post-Chernobyl Soviet Union.34 Faced with growing public dissatisfaction and unrest
coupled with international pressure and a slowing economy, the Party had to be
perceived as quickly and effectively resolving the consequences of the epidemic in
order to retain legitimacy to rule.

The Chinese public health system runs as a line of control from the central
government level down to the village level.35 The CDC network exists as part of the
Ministry of Health bureaucracy, running from the national level (the national CDC in
Beijing) to the township level.36 At the national level, the national CDC provides
technical supervision and makes recommendations. The national CDC represents an
effort by the central government to establish a center of expertise (but one that is
dependent on the Ministry of Health). Below the national level, there exist 3,000
CDC units reaching to the township level. Local CDCs replace what were once the
epidemic prevention stations, in providing public health services under the
bureaucratic control of the relevant level of the public health bureaucracy. Local
CDC responsibilities include reporting disease outbreaks, taking disease control
measures, conducting limited research and providing limited health education
services.

Prior to the SARS outbreak, and unconnected to it, the Chinese central government
was in the process of strengthening the powers and increasing the role of the CDCs.
As a result, the Health Ministry set policy while the national level CDC developed
many of the implementation guidelines.37 CDCs at all levels of the bureaucracy were
responsible for the following activities:38

1. conducting interviews with SARS patients;
2. visiting the homes and workplaces of SARS victims to follow up on previous

meetings;

33. Richard Madsen, ‘The public sphere, civil society and moral community: a research agenda for contemporary
China studies’, Modern China 9(2), (April 1993), p. 183; Lowell Dittmer and William Hurst, ‘Analysis in limbo:
contemporary Chinese politics amid the maturation of reform’, Issues and Studies 38(4)/39(1), (December
2002/March 2003), p. 39; Erica Strecker-Downs and Phillip C. Saunders, ‘Legitimacy and the limits of nationalism:
China and the Diaoyu Islands’, International Security 23(3), (Winter 1998–1999), pp. 5–8; ‘SARS to lead to tax drop
of US$2.5 billion’, People’s Daily, (17 June 2003); ‘14 million people to be out of jobs, SARS is one main reason’,
People’s Daily, (18 June 2003).

34. ‘China and SARS: China’s Chernobyl?’, The Economist, (26 April 2003), pp. 9–10; Eric Eckholm, ‘Rude
awakening’, The New York Times, (13 May 2003).

35. Leiyu Shi, ‘Health care in China: a rural–urban comparison after the socioeconomic reforms’, Bulletin of the
World Health Organization 71(6), (1993), p. 726.

36. The US Centers for Disease Control conduct epidemic investigations, research, training and public education.
However, they do not have institutions that spread from the center to the local level, nor do they provide medical care
services as is the case in China. Local Chinese CDCs fulfill many of the functions of US local health departments,
offices of epidemiology and infectious disease.

37. According to Hu Yonghua, Dean and Professor, Beijing School of Public Health, the sub-national CDC
network failed to satisfactorily fulfill its responsibilities during the SARS outbreak, with the result that its powers
were reduced (interview, 31 May 2005). This view is shared by Henk Bekedam.

38. WHO Representative in Beijing, available at: www.cbc.ca/disclosure/archives/031118_SARS/
docs/whobeijing (accessed 18 July 2003).
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3. performing environmental disinfection;
4. training staff at many levels of government in epidemic responses;
5. collecting the majority of SARS surveillance data and analysing and reporting on

them;
6. establishing SARS hotlines and help lines as well as information websites

accessible across the country.

According to Ms Wu Yi, then vice premier and Health Minister, additional actions
taken in response to SARS, included:39

1. SARS was declared a top government priority (critical in a fragmented
authoritarian system that requires high level official investment in a policy in
order for it to be achieved);

2. a national SARS Control Headquarters was established under the auspices of the
State Council to provide unified leadership over nationwide SARS prevention
and control and to coordinate all initiatives;

3. experts were sent by the central government to conduct inspections and provide
supervision and guidance to provincial and local level SARS control workers;
and

4. a transparent system for reporting SARS cases to WHO and the
general public was established. Under the State Council, in April 2003, an
information disclosure policy was initiated in which local officials and medical
institutions at all levels nationwide were to be held responsible for any failures
to act.

Budgetary actions

The state decision to re-direct resources from the planned budget to SARS detection,
prevention and control reflected the state’s high level commitment to managing the
outbreak. This commitment, made despite ongoing budget deficits and cuts to other
government agencies, effectively conveyed to lower level administrators the
seriousness with which the center took the SARS outbreak.40 The state budgeted 3.5
billion RMB (US$432 million) for a nationwide public health network to address
public health emergencies. Of the 3.5 billion RMB, 600 million were allocated to
construct China’s national CDC Center. On 25 June 2003, Finance Minister Jen
Renqing announced that the government would establish a special 1.3 billion RMB
SARS fund supplemented with an additional two billion RMB to provide free
treatment for rural and urban residents, as well as ‘floating populations’ unable to pay
for treatment (up to 10,000 RMB/person). In October, the central government
announced 900 million RMB to supplement an original 1.2 billion RMB allocation

39. Presentation by Ms Wu Yi to the 56th World Health Assembly, (20 May 2003), available at:
www.fmprc.gov.cn/eng/topics/sars/23097.htm# (accessed 11 April 2004 and 25 January 2006). Wu Yi became
Health Minister on 20 May 2003.

40. According to Finance Minister Jen Renqing, ‘the imbalance of revenue and expenditure remain an acute
problem’, with only a minimal rise in central government revenue while demands on the revenue continue to grow.
Indeed, central government revenue in 2002 was 1.103 trillion RMB, whereas expenditures were 1.412 trillion RMB
(Xinhua, 25 June 2003).
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for the West and Central China Disease Control Institutes.41 In cooperation with local
governments, the central government enhanced a pilot Rural Healthcare Network that
had been in the planning stages for some time. Each province has been tasked with
identifying a number of pilot counties to participate in the trial. The goal is to
eventually provide health coverage for all 900 million rural residents. As part of the
trial, the central government allocated 10 RMB/per-capita on an annual basis. Local
governments are required to match this allocation, with an additional 10 RMB
coming from individual participants.42 At the local level, governments committed an
additional 10 billion RMB.43 Beijing municipal government alone invested a billion
RMB for epidemic emergency response.44

Notable improvements are observable in the field. In Beijing, Di-Tan hospital, one
of two infectious disease hospitals in the city, was slated for closure prior to the
SARS epidemic. However, following SARS, the closure was canceled, the hospital’s
budget was increased and it was slated to be moved to a new, more advanced facility.
A tour of the existing facility supported local assertions of heavy investment in
relevant hospital facilities and equipment.45 While conducting interviews at other

Figure 1. Structure of the Chinese CDC network.

41. ‘Chronology of China’s fight against SARS since April 20’, People’s Daily, (13 October 2003), (accessed 20
February 2004).

42. According to ‘The physician will not heal himself’, China Development Brief, (July 2003), the greatest
successes at this stage of the trial are in regions where foreign funding cover the costs for county governments.

43. People’s Daily (25 June 2003).
44. Xinhua, 31 May 2003. $1US ¼ 8.28 RMB.
45. For example, isolation rooms and monitoring equipment. From an interview with Cheng Jun, Director

Infectious Diseases, Di Tan hospital, Beijing (30 May 2005).
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locations, similar high levels of investment were obvious. Thus, many local CDC
departments are moving to new offices and purchasing new equipment.46

Adjustments to laws, policies and regulations in the face of SARS

Further reflecting the commitment to a strong response to SARS, China’s central
government took actions in line with World Health Organization calls for strong
political leadership at the highest levels, speedy action, improved coordination
between the national and local levels and updated legislation regarding surveillance,
isolation and quarantine measures.47 These actions included the unusual step of
removing Beijing Mayor Wen Xuenong from office, blaming him for failing to report
on SARS cases in Beijing, which led to declining public trust in the government. He
was replaced with Hainan governor Wang Qishan. For similar reasons, the Health
Minister, Zhang Wenkang was also replaced.48 His replacement, Wu Yi, was a vice-
premier and a major player in China’s efforts to join the World Trade Organization.
These ‘unprecedented’ removals represented an ‘almost democratic’ response and
were intended to reflect the center’s responsiveness to public concerns.49 Also, in a
seeming effort to illustrate their engagement with, and commitment to society’s
welfare, President Hu Jintao and Premier Wen Jiabao initiated a travel and media
blitz to rally the country in the fight against SARS, describing the disease as requiring
‘prompt and resolute’ measures.50 Finally, under the leadership of Wen and Hu, the
Politburo met to prioritize SARS and develop policies to reflect the increased
importance of epidemic prevention while also raising public awareness of SARS.

On 2 April, the State Council established the Health Ministry as lead agency to
maintain control over the SARS epidemic.51 China School of Administration’s Ma
Qingyu was designated to head an organization assessing government actions in
controlling SARS and to develop recommendations for a national security scheme. In
May, China established an Emergency Response Bureau under the State Council.52

The State Council also established provincial level anti-SARS supervisory teams and
crisis management mechanisms based on the ‘Plan for the Medical Circles
Nationwide to Prevent the Epidemic of Severe Acute Respiratory Syndrome for the
Year of 2003–2004’.53 The Plan focuses attention on prevention in areas most
vulnerable to a recurrence of SARS (e.g. health care facilities, rural hospitals and
schools, cities with large migrant worker populations). It also strengthens health

46. Interviews with Cheng Jun (30 May 2005); Hong Bing Shen, Li Jiequan, Yin Qilin (7 June 2005); Shen
Huiguo, Zheng Yingjie (7 June 2005); and Director Xi’an Township CDC (3 June 2005).

47. Conference Summary, ‘WHO Global Conference on SARS’, Emerging Infectious Diseases 9(9), (September
2003), p. 1191.

48. Zhang Wenkang was replaced on 20 April 2003. Joseph Fewsmith, ‘China’s response to SARS’, China
Leadership Monitor 7, p. 2, available at: http://www.chinaleadershipmonitor.org.

49. ‘China wakes up’, The Economist, (24 April 2003), pp. 18–19; Yulin Ruan, ‘Can China’s public health
system cope with SARS?’, Zhong Guo Xinwen She, (8 June 2003), (accessed 23 January 2004).

50. Yulin Ruan, ‘Can China’s public health system cope with SARS?’. The important role played by the media in
supporting the state initiatives and informing the population is discussed in Kaufman, ‘SARS and China’s health-care
response’, p. 67.

51. ‘Quarterly chronicle and documentation’, p. 866.
52. Tony Saich, ‘Is SARS China’s Chernobyl?’, pp. 94–95. The Bureau was modeled on the US FEMA.
53. ‘Plan put forward by Ministry of Health for Prevention of SARS’, People’s Daily, (29 August 2003),

(accessed 5 January 2006).
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education, monitoring and treatment efforts in rural areas. Within this framework, the
Public Health Ministry established national expert groups required to make a
definitive report within 24 hours of receiving reports of potential clinical SARS cases
from provincial or local level officials. Similar expert groups were established at the
provincial level and were required to draw similar, definitive conclusions about the
severity of an outbreak within 12 hours.54 Numerous additional policies were
developed and implemented to prevent, control and treat SARS.55 The result is that
the status of the historically weak Public Health Ministry was raised.

However, the response to SARS was not solely limited to the state sphere. In fact,
the state recognized the need for, and received, considerable support from non-state
actors.56 It is to the role of these actors that we now turn.

Role of the non-state sector

The literature is replete with analyses of the rising role played by civil society in all
aspects of Chinese public life.57 NGOs, a key component of civil society in China,
have been identified as playing a role in environmental protection, social welfare,
poverty alleviation and health care. In general, their numbers and reach are expanding
under the watchful eye of the state.58 This has occurred in large part because, as Croll
notes, in the state’s efforts to compensate for its declining support for social service
provision, it views non-state actors as useful tools to supplement funds, cushion
hardship and provide volunteer assistance to those in need. Thus, NGOs and NPOs
have been established to ‘ . . . fill gaps in vital welfare functions and respond to
economic or physical hardship and natural disasters’ where the state no longer has the
capacity to do so.59

54. Three levels of epidemic severity are identified: ordinary—reflecting a single SARS case within a reporting
period; serious—reflecting either a recurrent single case in one area or two or more cases within one prefecture or
municipality; severe—reflecting two or more cases in one province, which will be seen as indicating that the disease is
spreading.

55. The ministry designated SARS a contagious disease to be listed on the People’s Republic of China Contagious
Disease Prevention and Treatment Code [‘PRC Health Ministry incorporates SARS into contagious disease code
listing’, Xinhua Domestic Service, (14 April 2003)]. Those suspected of, or confirmed as having SARS can be
quarantined. Public security departments were made available to public health authorities where necessary to enforce
quarantines. Public health departments across China have been required by the state Public Health Ministry to
organize rapid reaction drills in preparation for possible epidemics [‘China to organize nationwide SARS response
drills in public health sector’, Xinhua, (28 August 2003)]. Illustrating the seriousness with which SARS was handled,
the state even tightened China’s building codes in an effort to prevent SARS from spreading due to substandard
construction [‘China to tighten building codes in wake of SARS’, Xinhua, (28 May 2003)].

56. Wang Dan, ‘Chinese leadership signals change’, Taipei Times, (2 January 2003), p. 8.
57. See for example: B. Michael Frolic, ‘State led civil society’, in Timothy Brook and B. Michael Frolic, eds,

Civil Society in China (Armonk, NY: ME Sharpe, 1997); Jennifer L. Turner and Fengshi Wu, ‘Development of
environmental NGOs in mainland China, Taiwan and Hong Kong’, Green NGO and Environmental Journalist Forum
(Woodrow Wilson International Center for Scholars, 2001); Elizabeth Knup, ‘Environmental NGOs in China: an
overview’, China Environment Series (Woodrow Wilson Center, the Environmental Change and Security Project,
1998); Kenji Otsuka, ‘China: social restructuring and the emergence of NGOs’, in Shinichi Shigetomi, ed., The State
and NGOs: Perspective from Asia (Singapore: Institute of Southeast Asian Studies, 2002). Notably, there is wide
debate over the nature and extent of civil society in the context of China. Here we construe civil society broadly—
including organizations that have no, limited or extensive ties to the state while remaining outside of the state.

58. See for example, Nick Young, ‘Searching for civil society’, China Development Brief (2003), available at:
http://www.chinadevelopmentbrief.com/page.asp?sec¼ 2&sub¼ 3&pg¼ 0&mp¼ 1 (accessed 7 May 2005).

59. Elizabeth L. Croll, ‘Social welfare reform: trends and tensions’, The China Quarterly 159, (September 1999),
p. 695.
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A review of domestic NGO participation in response to SARS provides a limited
number of examples. China obtained assistance from sources such as the Chinese Red
Cross and a range of voluntary religious organizations such as Buddhist, Daoist,
Catholic, Protestant and Muslim groups. These groups provided financial support as
well as volunteers to local governments. Other examples include China’s Family
Planning Association (FPA), whose members participated in education, information
dissemination and survey work on the spread of SARS in rural areas of Guangxi
province.60 Also, members of Huizeying Human Service Center of Beijing focused
on helping medical workers and their families cope with the stress arising from their
work combating SARS.61

In Shaanxi province, the Research Association for Women, established in 1986,
expanded its traditional focus on women’s issues to develop and implement SARS
related programs. These programs included establishing community health education
programs; creating a SARS prevention program for rural poverty-stricken
mountainous areas; and, organizing a workshop entitled ‘Surveying the Linkage of
NGOs in China with Public Health after the outbreak of SARS’.62

The China Association for NGO Cooperation (CANGO) initiated a Henan
province-based project entitled ‘Promotion among Primary School Students on
Knowledge of SARS Prevention and Healthy Life (2003)’.63 A program aimed at
migrant workers in the Beijing area was run by the Cultural Communication Center
for Facilitators, and involved distributing disinfectant, face masks and hygiene
education flyers among migrant workers. These workers were considered especially
vulnerable to SARS because their unofficial status meant they lacked access to the
public health network.64

According to Shannon Ellis, Civil Society Program coordinator of the Canada–
China Cooperation Support Unit, numerous community level organizations
incorporated SARS prevention into their regular work. For example, AIDS
organizations and those working with homosexuals drew on their experience in
health training to educate on SARS infection control.65 While clearly not an
exhaustive list, these examples reflect the relatively small role played by traditional
civil society organizations. A far greater role was played by neighborhood
committees (Jumin Weiyuanhui) and their village counterparts (Cunmin
Weiyuanhui).66

In 1988 the National People’s Congress passed a 1987 draft law that established
elected village committees. These were defined under the law as ‘mass organizations

60. Caroline Cooper, ‘Quietly sowing the seeds of activism’, South China Morning Post, (10 April 2003).
Communication with Shannon Ellis, Civil Society Program Coordinator, Chinese Civil Society Program of the
Canadian International Development Agency (January 2004). The FPA is not a traditional NGO. See http://www.
chinadaily.com.cn/en/doc/2003-05/30/content_167217.htm (accessed 13 October 2004).

61. ‘Split appears among first generation Chinese NGOs’, China Development Brief, available at: http://www.
chinadevelopmentbrief.com (accessed 13 February 2004).

62. See http://www.westwoman.org (accessed 11 October 2004).
63. See http://www.cango.org/ (accessed 11 October 2004).
64. ‘Migrant workers: working against SARS in urban and rural China’, available at: http://www.oxfam.org/hk/

english (accessed 11 October 2004).
65. Shannon Ellis, ongoing communications through June 2004.
66. Since their relationship to the state is the same, while we refer to one or the other, the same holds true for the

counterpart.
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of self-government at the grassroots’.67 Members of the committees are elected by
their neighbors. These committees are not part of the state bureaucracy and are, in
principle, autonomous in local affairs, though under the supervision of township
governments.68 The committees have no legislative powers. They are described as a
form of independent organization under the close supervision of the Party-state.69

The township may issue directives to village committees which must then help with
their implementation; and yet, the relationship is not a top-down leadership
relationship (lingdao guanxi), and the committees hold quite a bit of autonomy of
action.70 The greater the perceived importance of directives from the perspective of
the committees, the greater the likelihood that the directives will be implemented.71

The number of neighborhood committees reflects their potential to fulfill key tasks on
behalf of the state. Thus in 1993 in Shanghai alone, there were 2,400 neighborhood
committees, each responsible for approximately 1,000 families. The committees took
responsibility for publicizing laws, mediating civil disputes, helping to maintain order,
assisting with policy implementation, providing services, and conveying the concerns of
citizens to the state.72 Below the level of the neighborhood committee is the residents’
committee (7–17 staff, 100–600 households) and below the residents’ committee is the
residents’ small groups (15–40 households). The small groups know and keep an eye on
their neighbors.73

During the SARS epidemic there were numerous cases of these committees
implementing health regulations obtained from government officials. For example, in an
effort to stop the spread of infection, between 20 and 30% of China’s population was
required to stay in their homes or place of employment for between two and three weeks.
This is an excellent means by which to slow the spread of infectious diseases. However, it
is beyond the government’s capacity to enforce. Instead, local residents’ committees

67. Melanie Manion, ‘The electoral connection in the Chinese countryside’, American Political Science Review
90(4), (December 1996), p. 737; Robert L. Worden et al. discuss the nature and activities of neighborhood committees
in Robert L. Worden, Andrea Matles Savada and Ronald E. Dolan, eds, Country Study China (Federal Research
Division of the Library of Congress, 1987), available at: www.country-data.com/frd/cs/cntoc.html#cn0356.

68. According to Kevin J. O’Brien, ‘Villagers, elections and citizenship in contemporary China’, Modern China
27(4), (October 2001), p. 422, local Party secretaries retain much of the power with the Party branch playing the role
of the village’s ‘leadership core’.

69. The Party has a cell in every Shi Qu: China Ministry of Civil Affairs, Document #23: MOCA’s Ideas on
Improving Shequ Construction, available at: http://www.isanet.org/noarchive/derleth.html (accessed 5 February 2006)
or available at: http://www.sqjs.org.cn. See also, O’Brien, ‘Villagers, elections and citizenship in contemporary China’,
p. 416.

70. Especially in terms of services for the village such as welfare, culture, education and public health. The extent
of autonomy varies from village to village. See Jean C. Oi and Scott Rozelle, ‘Elections and power: the locus of
decision-making in Chinese villages’, The China Quarterly 162, (June 2000), pp. 522–523. O’Brien and Li analyse
the roles of ‘rightful resisters’—villagers who draw on existing laws and regulations to press government officials and
cadres. One arena of activity is free and fair villagers’ committee elections. Such ‘rightful resistance’ may be viewed
as expressions of civil society activism. See Kevin J. O’Brien and Lianjiang Li, Rightful Resistance in Rural China
(Cambridge: Cambridge University Press, 2006), especially chs 3 and 6.

71. Bjorn Aplermann, ‘The post-election administration of Chinese villages’, The China Journal 46, (July 2001), pp. 46,
49–50, 67. In the 1990s the Party began renaming and changing the responsibilities of neighborhood committees. Instead of
Jumin Weiyuanhui, they are now called She Qu. Their responsibilities have increased as have their geographical reach and
the population they support: Organic Law of the Urban Neighborhood Committees (Beijing, 1990), available at:
www.mca.gov.cn.

72. Benjamin Lelan Read, State, Social Networks and Citizens in China’s Urban Neighborhoods (Ph.D.
dissertation, Harvard University, 2003, unpublished), pp. 66–77.

73. Worden et al., eds, China: Country Studies.
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fulfilled this task by keeping track of all people entering or leaving their jurisdictions.74

Thus, when Nantong city (Jiangsu province) declared a two week quarantine policy for all
visitors from outside the city, enforcement was heavily dependent on residents’ small
groups. These groups observed the arrival of visitors, contacted them shortly after their
arrival, and requested that they report to local clinics to be checked for signs of possible
infection.75 In other cases, residents’ committee volunteers were trained to identify poten-
tial cases of infection. The training, provided by township hospital staff, was essential to
enabling the volunteers to identify any of their neighbors or visitors to their neighborhood
who might show signs of infection. Anyone identified by a volunteer as having come from
anepidemic regionwas checkedfor symptoms.Ongoing temperaturecheckswere ensured
by distributing free thermometers to persons lacking them. Committee members also often
distributed masks, disinfectants and leaflets about prevention. They also purchased and
distributed daily necessities for those in quarantine. Volunteers also reported potential
infection cases to the township hospital via a designated hotline.76

Clearly the role played by the local committees was central to effectively
identifying potentially infected people, tracking their movements, providing
information to public health officials on suspected cases, and ensuring that people
remained informed of developments and policies relating to the epidemic. The
organization worked closely with the state public health network to identify, control
and treat cases of infectious disease.

However, these committees did not function solely at the bidding of state officials.
In many cases they acted independently. Thus for example, numerous committees
participated in establishing roadblocks to protect their communities from potentially
infected persons. These actions, though rarely sanctioned by state officials, were
widespread, reflecting the priority given by these committees to their own regions’
safety, even at the expense of central government requirements.77 These various
activities point to the fact that, while not wholly independent of the state, neither were
they directly managed by the state.78

Shaanxi province, Xi’an township case study

The Xi’an township case study draws heavily on interviews with the director of
a university hospital,79 the director of a Xi’an township hospital, a township
CDC official,80 and a physician on the staff of the Shaanxi Provincial People’s Hospital.81

74. Interview with Bekedam (31 May 2005).
75. Interview with Lu Yan (7 June 2005).
76. Interview with the director of a township hospital (3 June 2005). ‘SARS lessons: how to address a crisis’,

People’s Daily, (20 January 2004), available at: http://english.people.com.cn (accessed 21 January 2004).
77. Cases of roadblocks were described by officials in each province visited during our fieldwork. From

interviews with Physician, Shaanxi Provincial People’s Hospital (2 June 2005); Hu Yonghua (31 May 2005); and
Rupert Wingfield-Hayes, BBC reporter, China (2 June 2005).

78. This relationship is further elaborated in the thesis by Read, State, Social Networks and Citizens in China’s
Urban Neighborhoods, especially chs 1 and 3.

79. On 2 June 2005 and June 2003.
80. On 3 June 2005.
81. On 2 June 2005. Where relevant, we supplement the analysis with interviews conducted in Beijing, Shanghai

and Nanjing. In MinHang district of Shanghai, the local street committees provided 6,800 volunteers who were
trained by the community doctors who were themselves trained by the CDC in disease detection. From interviews
with Dr Shen Hui Guo and Dr Zheng Yigjie (7 June 2005).
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Shaanxi province had 12 diagnosed SARS cases. Of these, only three originated within
the province. Xi’an township contained most of the cases (11 out of 12). In addition to the
diagnosed cases, there were 59 suspected cases.

In the face of SARS, each province across China received guidelines on infectious
disease reporting and control from the central government Ministry of Health. Each
provincial Ministry of Health was then responsible for developing its own protocols and
regulations based on the central government guidelines. The key documents included the
1998 Infectious Disease Law (revised in 2003), as well as the Food and Drug Safety Law
and the People’s Republic of China Regulations on Public Health Emergencies (2003).
Sub-provincial governments adapted provincial protocols and regulations to their own
conditions.

In response to the SARS epidemic, the central government saturated the mass
media with information about SARS and how to identify symptoms of the disease.
The central government also rapidly updated the 1989 infectious disease law to
include SARS as a reportable disease.82 The standards arising from this initiative
were provided to the provinces through two bureaucratic lines of control—the
Ministry of Health and the Provincial government.83 Protocols and guidelines for
SARS response were faxed and emailed from Beijing. All public health
authorities, hospital staff and administrators were required to read and study the
protocols and guidelines. The same was required of all enterprise and school
officials.

To further comply with central government requirements, the Shaanxi provincial
government, along with district and township governments, developed a quarantine
system where transmission of infection was controlled by confining potentially
exposed individuals to their homes. To limit movement of potentially exposed
individuals across the province, fever checkpoints were established at airports,
train stations, bus terminals and along highways. In addition, in compliance with
Ministry of Health guidelines, SARS headquarters were established at all levels
down to the township to supervise and enforce implementation of government
regulations. Local CDCs were responsible for investigating any clusters of
suspected cases within two to seven days of having received notification. If a
SARS case was confirmed, the patient was sent to a designated SARS treatment
hospital by ambulance. Ambulances were disinfected after each transfer.
Confirmation of SARS infection was made in a level 3 laboratory at the
provincial or state level.84 If a SARS case was diagnosed, all people who had
contact with the patient were quarantined in their homes for 21 days.85

82. The 1989 law can be found in Chinese Law and Government 36(4), (2003), p. 6.
83. Notably, in the case of the Xi’an International Studies University Clinic, notification also arrived via the

Ministry of Education.
84. BSL-3 is suitable for work with infectious agents which may cause serious or potentially lethal diseases as

a result of exposure by the inhalation route. Examples of agents that should be manipulated at BSL-3 include M.
tuberculosis and Coxiella burnetii. See J. Y. Richmond and R. W. McKinney, Biosafety in Microbiological and
Biomedical Laboratories, 3rd edn (US Department of Health and Human Services, CDC/NIH: US Government
Printing Office, 1993).

85. The length of quarantines changed as understanding of the SARS incubation period increased. Thus, while in
the early stages quarantines lasted between 10 and 21 days, they were eventually set at 14 days.
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A key method for informing the local SARS headquarters about suspected
outbreaks was a 24-hour telephone hotline. A person calling in could identify
him/herself or someone else as a potential case.86 During the SARS outbreak, all
persons arriving at a hospital (for whatever reason) were checked for fever at a
location outside the hospital proper.87 Anyone with a fever of 388C or higher without
an obvious reasons for the fever was taken to an isolated fever clinic on the hospital
grounds for further testing. Criteria for clinical diagnoses of SARS included a
temperature exceeding 38.58C; a positive x-ray finding of pneumonia; a decreased
white-blood cell count; antibiotic failure; and a history of exposure. Any people
meeting these criteria were isolated. All patients exhibiting a fever and a history of
exposure were isolated as well. Finally, all fever patients were kept under observation
for 21 days.

While only the Xi’an number eight hospital was designated an infectious disease
hospital (a new designation resulting from the SARS epidemic—previously it had
been the tuberculosis hospital), other hospitals established infectious disease wards to
accept patients. All hospitals accepted patients regardless of their ability to pay.
According to interviewees, the hospitals received adequate compensation from the
state for the patient care.88

During periods when there are no ongoing epidemics, outbreaks of infectious
diseases in the Xi’an township are reported in compliance with the 1989 Infectious
Disease Law. However, during an epidemic, all potential infectious diseases are
reported immediately following procedures distinct from normal practices. ‘Barefoot
doctors’, local village/neighborhood committee members or individuals, report by
phone to township hospitals. The township hospitals fax daily reports on the number
of patients seen and their diagnoses along with certain syndromic findings to both the
township government and the county hospital.89 The county hospital uploads the
information into computers and forwards it to the provincial CDC and the township
government.90 The reports are then daily forwarded to the central government
Ministry of Health. These procedures were adhered to during the SARS epidemic.
However, during SARS, daily reports were made even if there were no diagnosed
fever patients. Every day by 4 pm the central government Ministry of Health received

86. The hotline existed before the SARS epidemic but was upgraded in response to SARS with additional training
for hotline workers. According to one township hospital official, during the epidemic the line was staffed with well
trained individuals who provided information, consultations, and took information regarding potential SARS cases.
The official noted that during the epidemic the phone rang almost constantly, 24-hours a day. To illustrate its
accessibility, the official successfully called the hotline during our interview.

87. This procedure was the same at the provincial level hospital in Xi’an as well as in the Shaanxi township
hospital and the hospitals visited in Beijing (Beijing United Family Hospital and Di Tan Hospital).

88. According to interviewees, hospitals were compensated by the state for patient care if the patient lacked
insurance or the means to pay. Dr Cheng Jun claimed that state funding was sufficient. Shapiro notes that the state
invested an immense amount of money in SARS control.

89. Infectious diseases are categorized as A, B, or C, with A being the most severe and requiring reporting within
six hours. B types must be reported within 12 hours and C types within 24 hours. Although SARS was originally
categorized as a B type infectious disease, reports of SARS were required within six hours.

90. In more advanced regions the computerized notification system reached to the township level. In less
developed regions, these systems were to be installed at the township level in 2006. Interviews with the hospital
director of Chang-an country hospital, and regional director of the township medical and administrative affairs office
(3 June 2005).
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reports of the number of cases across the province (and the country) and posted this
information on its website.

In order to protect patients and medical personnel from exposure, protocols on
protective equipment use were implemented. All medical personnel wore masks
(cotton, 12 layer or where available, N95s), hats and gowns.91 Those working directly
with potentially infected persons wore gloves, double masks, double gowns, goggles
and hats. Doctors and nurses assigned to infectious disease units were required to
remain in the units for three months and were required to be available 24-hours a day.
Their only contact with the outside was via telephone. After their three month stint,
they were quarantined in a hotel for an additional 21 days before returning home.

While acknowledging the importance of the procedures and regulations
established by the CDC and Ministry of Health, all interviewees noted the central
role played by non-government personnel in ensuring that cases of the disease were
quickly identified and controlled. The interviewees considered SARS a political
problem requiring political mobilization. The key to effective mobilization was the
village and neighborhood committees, under the guidance and with the training of
local CDCs and hospitals.92 The committees designated and, with CDC assistance,
trained committee members to take responsibility for identifying potential SARS
cases. These members were responsible for monitoring their communities, notifying
township hospitals of people exhibiting indications of SARS. Due to close ties within
neighborhoods, the designated committee members were largely aware of all the
comings and goings in their communities. Any person returning or visiting from an
epidemic region would be checked by the committee members for symptoms.93 In
addition, committee members conducted routine fever checks for all homes under
their responsibility.

As was the case in other parts of China, local committees participated in
establishing roadblocks to keep outsiders out of their villages or neighborhoods. This
practice was intended to protect locals from the possibility of infection.94

The Xi’an International Studies University may be viewed as a microcosm of
actions taken by the community to address the SARS epidemic. While located in
metropolitan Xi’an, the university is enclosed by a wall with a number of guarded
gates. During the SARS epidemic, and at the behest of the municipal government, the
hospital director established a leading group for SARS (similar to the SARS
headquarters discussed above). The leading group included the hospital director, the
university Party general secretary and the university president. Additional members
included heads of all departments and the campus security chief.

Drawing on central government Ministry of Health regulations and Shaanxi
provincial and Xi’an municipal guidelines, the campus leading group categorized
infectious diseases into three levels: basic (yi-ban); mid-range (zhong-da); severe
(te-da). Basic diseases were to be reported within 24 hours, mid-range within 12
hours and severe within six hours. While SARS was classified as mid-range early in

91. National Institute of Occupational Safety and Health (CDC) approved N95 masks remove at least 95% of solid
and liquid aerosols.

92. Village and neighborhood committees are discussed earlier in the paper.
93. This may include visits to homes to assess the health of guests.
94. Physician, Shaanxi Provincial People’s Hospital (2 June 2005); Hu Yonghua (31 May 2005).
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the epidemic, central government guidelines required reporting every six hours. The
reports went to the Yantai Township Public Health Department which uploaded
the reports to the Internet and sent them forward to the municipal government. As
noted, these reports quickly arrived at the central government Ministry of Health.

The following measures were developed and implemented.

1. No students or faculty were allowed to leave the campus.
2. Any students departing the campus were not allowed to re-enter the campus.

Instead, they were required to remain in a designated building adjacent to the
campus grounds for 14 days. These students were supervised by campus medical
staff.

3. Any student exhibiting a fever was isolated for the length of the SARS incubation
period. Each dormitory was checked for cases by measuring student
temperatures. Any student exhibiting a fever was sent to the health center’s
designated fever clinic which was taped off from the remainder of the health
center and staffed by fully gowned, hooded, masked and goggled nurses.
Quarantine buildings were established for suspect cases.95

4. If the condition of a suspected SARS case deteriorated, he/she would be sent by
ambulance to a designated SARS hospital in the city.

5. Persons arriving from a designated epidemic region were placed in a two-week
quarantine, and their temperature was checked four times daily.

6. If after the quarantine period the individual exhibited no symptoms of the disease,
he/she was x-rayed and, if warranted, released to his/her dormitory to continue
with studies.

The Xi’an university medical clinic identified only one likely SARS case.
The person was immediately sent to the designated Xi’an municipal SARS hospital
for observation. As a general precaution, the entire campus was disinfected.

Conclusions

The Chinese response to SARS illustrates the challenges and opportunities arising
from a soft-authoritarian system such as that found in China. On the one hand, the
public health network was weakened by the Deng Xiaoping-initiated decentralization
process which caused a loss of central government powers relative to local
governments. But on the other hand, the government was sufficiently powerful to re-
initiate centralized controls and to implement far-reaching regulations and protocols
to limit the SARS threat.

However, as was noted by numerous interviewees, the state alone lacked the
capacity to ensure effective implementation of epidemic prevention and control.
Non-governmental organizations made important contributions. And yet, far more so
than the traditional non-state actors identified in many discussions of China’s nascent
civil society, the main contributors to effective SARS control were the neighborhood
and village committees. These committees worked in close collaboration with local

95. In total, 50–60 persons were quarantined on the campus.
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CDCs and health care agencies to fulfill public health mandates, while also
occasionally participating in extra-legal activities.

Decentralization in China constrained the state’s capacity to achieve effective
containment of the SARS outbreak despite efforts by the center to convey its
commitment to SARS control through investment in legal, budgetary and political
actions. A much needed supplement to the state’s actions was made by various forms
of non-state actors. This dynamic reflects the shifting nature of state–society
relations in a decentralizing regime.
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