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ABSTRACT

This dissertation examines how globalized biomedical definitions of reproduction

are being adopted by the Chinese state and interpreted at the local level in Yunnan. It

provides an anthropological perspective on how to provide affordable health care for the

mass population, a question that most nation states have to contend with in the current

neoliberal economy. In the dissertation, I present a critical view of the state through a

medical lens (Kleinman 1995) so as to reengage anthropological theory and social theory.

The following chapters of the dissertation investigate how the local people articulate their

understanding of medicine, science, the body, and ethnicity in relation with the state and

in the everyday life of medical practice and consumption. In particular, this dissertation

examines the relationship between different narratives of modernity and ethnicity as

embodied in the transformation of the public health system in Weixi Lisu Autonomous

County in Southwest China, the so-called “margin of the state” (Das and Poole 2004).

As a historical ethnography, I contextualize the transformation of public health

policy in this area within the nexus of shifting political and economic policies from 1) the

Maoist period from 1958 to 1981, during which “cooperative medicine” backed by the

commune provided basic health care for the peasants; 2) 1981 to 2006, the transitional

period from the command economy to the post-Mao market economy, during which most

rural peasants had been left out of post-decollectivization health care; and 3) 2007 until

now, the period in which the New Cooperative Medicine has been implemented in rural

China. By historicizing the transformation of public health policy in the ethnic minority

area, this dissertation not only intends to illuminate how the changing public health
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policy has been embedded in the state’s pursuit of modernity, development agenda, and

nation-building strategy in the borderland, it also attempts to portray how its multi-ethnic

residents maneuver their ethnic minority identity within the changing historical periods

by taking on, reconfiguring, or resisting public health policies in their daily life so as to

achieve the maximum benefit of state policies and their citizenship status. In this way,

this dissertation will shed light on how the ethnic minority residents articulate different

narratives of modernity and how their articulation contests and reconfigures the contours

and constitution of modernity.
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PROLOGUE

In the summer of 2007, just after finishing my first year of graduate school

studying for a PhD in anthropology, I returned home to China to seek out a research

project for my dissertation. As a native of Yunnan who was born and raised in

Kunming—the capital city of Yunnan Province—I was extremely interested in exploring

the mountainous rural area of Yunnan. First, I was interested because I had never been to

any of those places, though I had heard numerous accounts of the “colorful minority

cultures” in those areas throughout my life. Second, as an anthropologist, my professional

training requires me to look critically at the description: “colorful minority culture.”

Therefore, I decided to question the minority ethnicity in certain regions of Yunnan

Province. Once back in Kunming, I attended the monthly routine meeting of Yunnan

Health and Development Research Association (YHDRA), a government-supported NGO

that I was familiar with when I studied for my Master’s degree in anthropology at Sun

Yat-sen University. Through this meeting, I learned YHDRA was carrying out a project to

promote hospital birth in the intersection of Yunnan, Sichuan, and Tibet Autonomous

Region, which they named as the Larger Shangri-la Area. The promotion of hospital birth

was familiar to me. Kaufert and O’Neil did research on the promotion of hospital birth

among indigenous people in Canada (Kaufert and O’Neil 1993, 1995). The United Nation

also promotes campaigns for safe motherhood in many developing countries that require

biomedical intervention (Berry 2009). Why did the Chinese state want to promote

hospital birth in that particular locale? What makes that locale so specific to draw the

attention of the state to promote hospital birth? Who are the people living there? What
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was their birth practice prior to this? And why did their birth practice need to be

changed?

Later, I learned that this area has the highest maternal mortality rate in China.

According to a report from Xinhua News Agency in 2005, the maternal mortality rate in

Suzhou, a city in the eastern coastal area, was 24 per 100,000 live births, while in Ganzi

Tibetan Prefecture in the west, it was 1,119 per 100,000 live births—close to fifty times

higher than that in Suzhou. Ganzi is one of the prefectures in the Larger Shangri-la Area.

Moreover, among the nine counties in the Larger Shangri-la Area, Weixi Lisu

Autonomous County has the highest maternal mortality rate. This statistic was the first I

had ever heard of Weixi, and it was in such a negative way with a most unfortunate

reference. This first exposure to Weixi became my initial reason to situate my fieldwork

there.

My decision to choose Weixi as my primary fieldwork site was later reinforced by

a series of events that took place in 2008. First, in the spring of 2008, the “3.14 Riot” in

Tibet1 took place. It was a dramatic event that caught the attention of the world. Even

though I was living in the United States at that time and was far away from my

hometown of Yunnan and from China as a whole, I was struck by the intensity and

violence of the event. I was especially drawn to the drastic difference in the event’s media

representation between Western media and Chinese media, which were my only sources

of information at that time. The major distinction lies in whether Tibet is considered an

independent nation state. Western media, as well as much of Western scholarship,

portrayed Tibet as an independent nation state with its own distinctive language, religion,

1It is also known as 2008 Tibetan Unrest in the Western media. http://en.wikipedia.org/wiki/2008_Tibetan_unrest
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territory, and history, whose independence was ended by the invasion of the People’s

Liberation Army of the Communist Party of China in 1952. On the other hand, the

Chinese government claimed sovereignty over Tibet for more than one thousand years.

Thus, the Tang Dynasty and Tibet have been an inseparable part of China ever since.

Therefore, the Chinese government claimed the 3.14 Riot was an internal dissent affair,

while the Western media argued for the independence of Tibet. The drastic distinction

aroused my curiosity of how sovereignty and nation state are defined, as well as about the

relationship between state, particular ethnic groups, and area. The event taking place in

Tibet happened to intersect with my initial interest in doing fieldwork in Weixi, as various

historical accounts state that Weixi used to be the middle ground between Tibet and the

Han Chinese state. If Weixi is literally translated into English, it means “maintaining the

west.” Wei means maintaining and xi means west, and “west” here refers to Tibet, as

Tibet is Xizang2 in the Chinese language. From reading all kinds of local gazetteers for

Weixi, I discovered that Weixi is often depicted as a multiethnic area with several ethnic

minority groups living there, including the Lisu, Naxi, Tibetans, Han, Bai, and Yi. The

largest ethnic minority group is the Lisu, who make up 60 percent of the local population,

followed by Tibetans, Naxi, and Han (Tao et al. 1999). Given these historical and

geographic representations of Weixi, I began to question whether there is a relationship

between the high maternal mortality rate and its multiethnic population. How does the

promotion of hospital birth embedded with universal biomedical interventions of

childbirth interact with these different ethnic groups? Although the promotion of hospital

birth and the high maternal mortality rate in Weixi are not directly related to the 3.14 Riot

2 Xizang can be literally translated into “the treasure of the west” in English.
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in Tibet, I was curious about what kind of implication this public health policy move has

within the state’s minority policy in the borderland. In addition to ethnic differentiation

and religious disputes, a profound reason for the 3.14 Riot was uneven economic

development. So, I also wanted to know how the promotion of hospital birth

corresponded with economic development and the state’s modernization project in

general. Moreover, what is the implication of this new public health policy of

reproduction vis-à-vis the strategy of sovereignty in the multiethnic borderland? Bearing

these questions in mind, I set off for my first trip to Weixi in the summer of 2008, right

before the extraordinary opening ceremony of the 2008 Beijing Summer Olympic Games.

I remember vividly that when I was in Kuming and preparing to leave for Weixi, I

was doing archival research in the Yunnan Provincial Library to gather information on

Weixi. I read numerous gazetteers from different historical periods of Weixi and folklores

for Weixi and Lisu, but the place and its people still felt very vague to me. I wanted to

find a real person from Weixi to tell me things that are not in a book, but I had a difficult

time finding someone like this. I consulted a dozen of my friends, mostly Kunming-born

childhood friends with whom I went to school, about whether they knew anyone from

Weixi. The answer was overwhelmingly negative. Most of them had not even heard of

Weixi before and they asked me where it was. I had to tell them it was located to the west

of Lijiang, a famous tourist spot, and to the south of Shangri-la, another famous tourist

spot. My friends thought I was going to do my fieldwork in Lijiang or Shangri-la and

enjoy the beautiful landscapes. Finally, however, my cousin, who worked for a tourist

agency, found me a tourist guide from Weixi. I was very excited to meet this man, so I set

up an interview with him almost immediately. His name was Mr. Lin—he was a middle
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aged man who drove a Mitsubishi Pajero worth about 300 thousand yuan. During our

interview, I learned he was a successful business man who owned a travel agency

himself. But, most of his business was in Lijiang and its surroundings; Weixi was not in

his coverage area. He also told me there was nothing unique about Weixi, except for its

extreme poverty. “It is very, very poor and backward. It is beyond your imagination,”

were his words. He shared with me that he was Tibetan and religion was a large part of

his life. I asked him about the Lisu in Weixi. He said, “They are the poorest people living

high up in the mountain. You don’t want to know them. Who will be interested in their

life?” This was my first and only interview with Mr. Lin. Once he learned that I was not a

tourist who wanted to travel in Weixi and Lijiang, he probably did not want to waste any

more time on me. However, the interview with him clearly raised the question of poverty

within Weixi in my mind. The first time I heard about Weixi was because of its high

maternal mortality rate. The second time I heard someone talking about Weixi, he

emphasized its poverty. There is no doubt that high maternal mortality and poverty are

correlated with each other. Then, the state’s intention to change existing reproductive

behavior must face the challenge of poverty in Weixi. How does the state maneuver

between high maternal mortality and poverty in Weixi? How do the local multiethnic

populations navigate the resources they have to lower the maternal death rate? What are

the consequences of promoting hospital birth? Carrying these questions, I finally left

Kunming for Weixi.

On July 21, 2008, a group of undergraduate students majoring in ethnology at

Yunnan University was going to a village in Lanping County for their summer field

school. Their head teacher, who was a senior schoolmate of mine in Sun Yat-sen
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University, invited me to join them. I found out that Lanping County is located south of

Weixi along the Lancang River, so I joined them so I could travel to Weixi via Lanping. It

took us about ten hours via bus to get from Kunming to Lanping, a county famous for and

made rich by its lead and zinc mines. We slept in a hotel in the county seat of Lanping,

and the students were welcomed by the local state officials for “researching the minority

culture”3 in Lanping. The next day, I bought a ticket for myself to Weixi and the students

went on their way to their village for the field school. On July 22, 2008, I was sitting on a

bus traveling from the county seat of Lanping to Weideng Town in Weixi Lisu

Autonomous County along the Lancang River,4 somewhere about four hundred miles

away from the capital city of Yunnan province, Kunming, and two thousand miles away

from Beijing. Because this was my first trip to Weixi, I was hoping to become familiar

with Weixi’s geography and transportation and to locate a village for my future fieldwork

site. The bus, which had the capacity for eighteen passengers, turned out to have more

than twenty passengers on it. The overloading of passengers on rural public

transportation was common for both the drivers and the passengers. The bus stopped

whenever there was someone who wanted to get off. All of the passengers were from the

villages or towns along the Lancang River. It was very easy for me to be singled out by

the other passengers on the bus as an outsider, mostly due to my accent of a Kunming

dialect.5 People on the bus were curious about why a single, young female from the

3 Quote from one of officials who greeted the students during their welcome party.
4 Lancang River is the name for the upper part of the Meikong River, which is inside of the Chinese border. The
Lancang River is the world’s 12th longest river and the 7th longest river in Asia. Its estimated length is 2703 miles, and
it drains an area of 307,000 square miles. From the Tibetan Plateau, this river runs through China’s Yunnan province,
Burma, Laos, Thailand, Cambodia, and Vietnam. http://en.wikipedia.org/wiki/Lancang_River
5 Although the Kunming dialect is part of the Yunnan dialect, which all belong to the larger Mandarin speaking family,
the accent and some specific expressions vary from place to place.
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provincial capital6 would be on a bus mostly taken by local people. But, before I opened

my mouth to answer their questions, they answered for me: “You must be a tourist

traveling here.” It was partially true that I was a tourist who was traveling in one of the

world’s most beautiful areas that features astonishing natural beauty7 and bio-diversity,

and that draws thousands of tourists from all over the world annually. Of course, I was

more than just a tourist. After I explained that I was a student who studied anthropology

and wanted to know the local culture, the passengers commented that I was in the right

place to study culture, as they are all ethnic minorities. Some passengers asked me what

Kunming looked like. Other passengers commented on their past encounters with

Kunming, such as a previous trip there or about people they have met from Kunming.

One man’s comment particularly struck me. He said, “You are lucky to be here. Kunming

just had a bomb explode on a bus and it caused casualties.8 Here you are very safe. There

won’t be any bomb here.” Listening to someone comment on the event that just took

place in Kunming the day before and witnessing how the event was narrated and

connected to Weixi by the actual people living in Weixi was an interesting experience. As

the media verified the bomb explosion in Kunming was caused by the Xinjiang

Independence activist in an attempt to sabotage the 2008 Beijing Olympic Games, I was

expecting someone would talk about the Beijing Olympic Games, which were going to be

held in two weeks, but no one mentioned it. No one mentioned the 3.14 Riot in Tibet,

6 Kunming is not only the provincial capital of Yunnan Province, but also the largest city in Yunnan, with a population
of four million.
7 Lancang River is the middle river of Three Parallel Rivers Areas in the Hengduan Mountains, along with the Salween
and the Yangtz. The Three Parallel Rivers of Yunnan Protected Area is on the list of the UNESCO’s world natural
heritage sites.
8 On July 21, a bomb exploded on a bus in Kunming as a protest to the 2008 Beijing Olympic Games. The attack
caused one death and several injuries. The event caused public panic, as people related it to the 3.14 Riot in Tibet. Soon
after, the police discovered the bomb was placed by the Xinjiang Ugars.
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either. This brief encounter on the bus was my first actual contact with people in Weixi.

When the bus arrived in Weidengxiang, I was the only passenger left on the bus.

The next day, I took the bus from Weidengxiang to the county seat of Weixi,

Baohezhen. In Baohe, I met the public health experts and officials of YHDRA, who came

from Kunming via flight to Shangri-la and then drove to Weixi. They planned to meet

with local officials in Weixi and invited me to sit in on their meeting. During this

meeting, I heard different versions of how Weixi and Kunming are viewed. The local

officials who were in charge of Weixi’s public health said that because Weixi was so poor

and backward, they needed more support from the state, especially in terms of finances,

to successfully implement the hospital birth policy. While the public health experts and

officials from YHDRA acquisced to the poverty and backwardness of Weixi, they

criticized the local officials as doing a poor job keeping the maternal mortality rate low

and increasing hospital births. The sharp contrast between local people’s representation of

Weixi and local officials’ representation led me to ponder why there was such large

difference between the two groups of people. From this meeting, I discovered that there

was a basic disjuncture among the local residents, local officials/health providers, and the

public health experts. Each group had different understandings of maternal risk and this

understanding determined how they prioritized the safety of birth against other things,

such as economic conditions, ethnic identity, and political stability. This discovery is how

my initial question for this research project came into being.

In the following chapters, I will engage with this question through a critical

review of the politics, geography, history, everyday life of doctors and local residents, and

local people’s medical consumption. This review provides an anthropological perspective
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on the question of how to best provide affordable health care for the mass population that

every nation state has to face in today’s neoliberal economy. This dissertation fits with

my primary interest of how power and knowledge affect individual medical experiences,

personal well-being, and the governance of the state.
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CHAPTER ONE

INTRODUCTION

1.1 Research Questions

From 2000 to 2007, there were 23 maternal deaths in Weixi Lisu Autonomous

County, a county located in Southwest China’s Yunnan province that has a population of

about 150 thousand, most of whom are Lisu, Naxi, Tibetans, and Han. Twenty of these

maternal deaths occurred at home and all are the ethnic Lisu. The Maternal Mortality

Ratio (MMR) from 2000 to 2007 was 191.06 maternal deaths per 100,000 live births

(Zhao and He 2009). In the year 2007 alone, four women died during childbirth, and all

of them died at home. Weixi’s MMR was 279.33 maternal deaths per 100,000 live births

in 2007.1 Meanwhile, the average MMR in China was 38 maternal deaths per 100,000

live births in 2008 and the average MMR of the United States was 24 maternal deaths per

100,000 live births2 in 2008.  According to the United Nations’ 2010 Millennium

Development Goals Report,3 the vast majority of maternal deaths could be prevented if

pregnant women were treated with “quality reproductive health service and a series of

well-timed interventions to ensure a woman’s safe passage to motherhood” (United

Nations 2010). This position of the United Nations coincided with the public health

development goal in China and was welcomed by the Chinese state. Although the United

Nations did not fund the promotion of hospital birth in China, it has provided the

1 Data obtained from fieldwork.
2 Data obtained from the website of the United Nations Millennium Development Goals. http://mdgs.un.org
3 The Millennium Development Goals Report is an annual report that presents the most comprehensive global
assessment of progress to date, based on data provided by a large number of international organizations within and
outside the United Nations system. http://www.un.org/millenniumgoals/reports.shtml
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international underpinning for the Chinese government to reduce maternal deaths by

promoting hospital birth in Weixi since 2007.

However, when the universal biomedical discourse of safe motherhood

encounters the multi-ethnic population in China’s mountainous borderland and touches

one of the most sensitive social issues in contemporary China—population control—there

is negotiation, collaboration, utilization, and “friction,”4 if borrowing Anna Tsing’s

terminology (Tsing 2004). In addition, the promotion of hospital birth, along with other

methods to modernize rural public health in the multi-ethnic borderland, has exemplified

multiple narratives of modernity. Therefore, this dissertation examines how globalized

biomedical definitions of reproduction5 are being adopted by the Chinese state and

interpreted at the local level in Yunnan. It provides an anthropological perspective on

how to provide affordable health care for the mass population, a question that most nation

states have to contend with in the current neoliberal economy. In the dissertation, I

present a critical view of the state through a medical lens (Kleinman 1995) so as to

reengage anthropological theory and social theory. In particular, I look at how the state

constructs a series medicalized discourses of childbirth through campaigns of promoting

hospital birth and how the recent promoting of hospital birth is rooted in the

transformation of public health policy. In addition, I also examine the construction of

ethnicity through the medical lens by looking at how people belong to different ethnic

groups access to what kind of medical service and how they articulate their medical

choices with their ethnic identity. Therefore, the following chapters of the dissertation

4 In her book, “Friction: An Ethnography of Global Connection,” Anna Tsing uses the term “friction” to describe the
interconnection of the contingent encounter between the local and the global. Such “friction” is “awkward, unequal,
unstable and creative” (Tsing 2004, 4).
5 I refer to the concept of “safe motherhood” as defined by the United Nations. (United Nations 2010)
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investigate how the local people articulate their understanding of medicine, science, the

body, and ethnicity in relation with the state and in the everyday life of medical practice

and consumption. In particular, this dissertation examines the relationship between

different narratives of modernity and ethnicity as embodied in the transformation of the

public health system in Weixi Lisu Autonomous County in Southwest China, the so-

called “margin of the state” (Das and Poole 2004).

As a historical ethnography, I contextualize the transformation of public health

policy in this area within the nexus of shifting political and economic policies from 1) the

Maoist period from 1958 to 1981, during which “cooperative medicine” backed by the

commune provided basic health care for the peasants; 2) 1981 to 2007, the transitional

period from the command economy to the post-Mao market economy, during which most

rural peasants had been left out of post-decollectivization health care; and 3) 2008 until

now, the period in which the New Cooperative Medicine has been implemented in rural

China. By historicizing the transformation of public health policy in the ethnic minority

area, this dissertation not only intends to illuminate how the changing public health

policy has been embedded in the state’s pursuit of modernity, development agenda, and

nation-building strategy in the borderland, it also attempts to portray how its multi-ethnic

residents maneuver their ethnic minority identity within the changing historical periods

by taking on, reconfiguring, or resisting public health policies in their daily life so as to

achieve the maximum benefit of state policies and their citizenship status. In this way,

this dissertation will shed light on how the ethnic minority residents articulate different

narratives of modernity and how their articulation contests and reconfigures the contours

and constitution of modernity.
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1.2 Theoretical Relevance

This dissertation engages with the anthropological literatures on modernity,

development, nation state, ethnicity, biomedicine, and public health. These literatures are

simultaneously situated in the realm of the anthropology of China.

1.2.1 The Anthropology of Modernity and Development

It has been widely acknowledged that modernity originated in Europe (Giddens

1991, Foucault 1969). However, anthropologists, given their long-term interest in non-

western societies, have taken on the task of critiquing Western-led “modernity” and

looking for “other modernities” (Rofel 1999, White 2001) as well as other paradigms of

development (Liu X. 2002, Liu S. 2011), including within China. However, the specific

model of “modernity” in China may be different from that in the West, just as Liu Xin

notes that Foucault’s elaboration of modernity was on the level of the conceptual, while

Lisa Rofel’s take on modernity was on the level of the actual (Liu X. 2002: 125). The

findings of my field research indicate that “modernity” is a fluid concept, whose contours

and constitution are constantly contested and reconfigured in the encounter between a

specific locale and the global. My findings conform to what Timothy Mitchell argues for

in how modernity should be perceived: “modernity is not a product of the West, but is of

its interaction with the non-West” (Mitchell 2000: 13). According to Mitchell, the

language of alternative modernity itself implies “an underlying and fundamentally

singular modernity ... modified by local circumstances into a multiplicity of ‘cultural’

forms. It is only in reference to this implied generic that such variations can be imagined

and discussed” (Mitchell 2000: xii-xiii). Furthermore, Mitchell argues that one

“modernity” is experienced, articulated, and narrated in different locales (Mitchell 2000:
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14). More specifically, modernity is staged as representation (Mitchell 2000: 20). Back to

my research, the Chinese state has staged biomedicine and hospital birth as the symbols

for the particular Chinese modernity that can compete with the Western model of

modernity. The pursuit of modernity initiated by the Chinese state is inherent in the

state’s development agenda.

Moreover, the changing public health policy and the recent promotion of hospital

birth is a clear strategy of the Chinese state to raise the population quality (ren kou su

zhi), which has unmistakable eugenic implications (Anagnost 1995, Dikötter 1998,

Handwerker 2002, Sigley 1998). In particular, changing the reproductive behavior and

related hygienic practices of ethnic minorities in marginal areas is essential to the state’s

population policy. Because, as Gary Sigley6 noted, to ensure the “quality” of ethnic

minorities is to guarantee that they do not damage the general stock of the population

(Sigley 1998). This endeavor of the state is also consistent with Fei Xiaotong’s

elaboration on the “Chinese nation,” which views the ethnic minorities as a part of the

Chinese nation (Fei 1999).7 In addition, a “biological integration”8 is also on the state’s

agenda, which is exemplified by various campaigns that attempt to reformulate

reproductive practices to meet modern biomedical standards (Sigley 1998). Such ideas as

those reflected in the population policies in Weixi conform to the development ideology

that the post-socialist Chinese state employs, originating from Marxian narratives of

6 Gary Sigley is the professor of Asian Studies at the University of Western Australia. He has published extensively on
the population policy and governmentality on China.
7 Fei’s notion of the “Chinese nation” was brought up in his speech, zhong hua min zu duo yuan yi ti hua ge ju [The
Pattern of Diversity in Unity of the Chinese Nation] in 1988. He was the Vice Chairman of the Standing Committee of
the National People's Congress by then. Given his identity at that time, this notion should be read more as he spoke in
support for the state, rather than in an academic sense.
8 According to Sigley, the improvement of transportation and communication can change the isolation of the ethnic
minority gradually. But such physical and geographical integration is not enough for the state, as the state also seeks a
“biological integration” of the minority groups—the regulation on their reproductive conduct (Sigley 1998: 322).
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unilineal social evolution, and follow the state’s “civilizing” agenda (Harrell 1995).

Several China anthropologists argue that the development projects derived from the

central Han-dominated Chinese state for ethnic minorities in the borderland serve as a

form of “internal colonialism” (Schein 2000). The arguments about “internal

colonialism” to some degree parallel other anthropologists’ critiques of the development

projects initiated in the West as serving as “neocolonialism” (Escobar 1995, Ferguson

1994). These previous studies have presented a critical analysis of the development

agencies and the state bureaucracy, but they overlooked the individual positionality of

those who participate in these projects. According to Colin Leys, the individual does not

necessarily make rational choices to maximize their utilitarian gains as assumed by

development theory (Leys 2005). Also, there are often unintended consequences that

emerge from the interaction between indigenous women, family planning, and economic

development programs (see Smith-Oka 2009 on Mexico).9 Taking these arguments into

account, my scrutiny of the uneven nature of people’s positionality in responding to

various population policies will provide an important perspective for understanding the

development projects that target “less developed” areas.

1.2.2 The Anthropology of Southwest China

Questioning modernity from the medical perspective in Southwest China is

particularly meaningful for studying the heterogeneous pursuit of modernity by ethnic

minority residents in the “margin of the state” (Das and Poole 2004,) in light of the

current neoliberal globalization that contests and reconfigures the contours and

9 In her article, Smith-Oka examines how the population policies, economic development program and medical
practitioners have shaped indigenous women’s family planning choices. She argues that these policies are reproduced
and inscribed on women’s bodies to turn them into “good citizens” and “good mothers” that actually constrains
women’s reproductive decisions (Smith-Oka 2009).
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constitution of China’s socialist modernity. The southwestern corner of China, Yunnan

Province, has attracted anthropologists across each generation, producing numerous

works about the Han Chinese (Fei and Chang 1945) as well as ethnic minorities and the

relationship between the two (Hsu 1948). In the early 1950s, following Stalin’s four

standards to distinguish certain ethnic nationality,10 the communist state carried out the

ethnic nationality identification project [minzu shibie] by social scientists, which resulted

in identifying 55 ethnic minority nationalities in China. In Yunnan, the ethnic nationality

identification project has been carried out continuously until the last ethnic nationality

was identified in 1979 (Mullaney 2011). Since China instituted economic reform and

reopened to the world in 1978, anthropological research has flourished in Yunnan. By the

mid-1980s, Westerners were permitted to do research in Yunnan. Despite that most

studies carried out in Yunnan focused on various issues of ethnic minorities (Chao 1999,

Harrell 1995, Hyde 2007, Mueggler 2001, Notar 2006, Walsh 2005, White 1997), a

common feature of these studies is that they are all primarily concerned with the

relationship between a particular ethnic group and the rest of China—Han Chinese. In

addition to Western scholars’ work on the ethnic issues of Yunnan, native anthropologists

at Yunnan University, along with those at the Yunnan Nationalities University and at the

Social Science Academy in Yunnan who inherited the legacy of the previous ethnic

nationality identification project in the 1950s, resumed the study of ethnic minorities in

Yunnan during the reform era. Their work constitutes an important aspect of ethnology

studies in China that exemplifies a clear state ideology (Wang M. 2008). Building upon

10 According to Stalin, people that have a common language, live in a common territory, have a common economic life,
and have a common “psychological makeup,” a kind of shared mentality that was supposed to correspond to their level
of social development, are regarded as the same ethnic nationality (Stalin 1947).
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these previous anthropological studies of ethnic minorities throughout different time

periods, this dissertation examines the relationship between the Chinese state and ethnic

minority groups through exploring the impact of changing public health policy with a

focus on women’s reproductive practice.

1.2.3 The Anthropology of Biomedicine and Public Health

Looking at the transformation of public health policy and its impact is a way to

study the state’s governance of the bodies of its citizens. This builds on previous studies

of the “body politic”: the regulation, surveillance, and control of bodies (Scheper-Hughes

and Lock 1987). Foucault proposes that producing scientific knowledge increases the

medical authority of the state, which simultaneously strengthens its biopower and

national authority to govern its population (Foucault 1991, 1994). Such hidden and subtle

operations of the state are an important aspect of the way in which governmentality

works (Boyer 2003). Giorgio Agamben also proposes that sovereignty works through

governing the “bare life” of its citizens (Agamben 1998). China anthropologists have

explored how the post-socialist Chinese state governs its population by emphasizing the

body of its citizens (Chen 2003, Farquhar 2005, Kohrman 2005, White 1993). In her

study of the population policy in China, Susan Greenhalgh looks at the scientized

population policy implemented by the Chinese state (Greenhalgh 2008). Her work

inspired me to investigate how the construction of scientific knowledge as it is implied in

the national population policies serves as a form of socialist governmentality in

governing the borderland populations in China.

Beyond the above discussion of how the state governs its population, I also argue

that the state hopes to succeed in advancing ethnic minorities’ reproduction of
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“responsible Chinese citizenship” by emphasizing their maternal bodies. My argument of

the “responsible Chinese citizenship” is built upon previous studies of “biological

citizenship” and “therapeutic citizenship,” which gives me a new analytical tool to

investigate how individuals at various levels engage with state governing of the

reproductive body. These literatures agree that the state would emphasize the biological

existence of its citizens so as to incorporate individuals into the formation of the nation

state, while the individual would “pluralize biological and biomedical truth, introduce

doubt and controversy” (Rose and Novas 2005: 446-447). Adriana Petryna uses the case

of life after the Chernobly accident in Ukraine to illustrate how sufferers of nuclear

explosion engage biological citizenship as it is defined by the state through manipulating

the official discourse of the victims to receive compensation from the state which would

otherwise be denied (Petryna 2002). Vinh-Kim Nguyen introduces the term “therapeutic

citizenship” to describe people with HIV who use anti-retroviral drugs as a way to engage

the outside society and at the same transform themselves to meet the norms of the outside

society (Nguyen et al., 2007).  These literatures remind me of the way in which the local

people in Weixi engage the national population policy by manipulating their identities—

as ethnic minorities, as poor, and as “backward”—which are all defined by the Chinese

state as their citizenship status. Such an approach to studying ethnic minorities needs

further elaboration within China studies. Therefore, I will contribute to this part of the

literature by exploring how local people internalize, mediate, or transform the state’s

power/knowledge discourse of “the body” into their own agenda and thus may or may not

reproduce what the state would call “responsible Chinese citizenship.”
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In studying ethnic minority, anthropologists have examined medical pluralism in

the social historical transformation of the Naxi in the Lijiang basin (White 1998a, 1998b,

1999). Vincanne Adams explores how Tibetan medical practice in present Tibet has

shifted its focus from “religious” recognition to “scientific” recognition in post-socialist

China (Adams 2001). Craig Janes, on the other hand, documents the resistance

perspective of Tibetan medicine vis-à-vis the modernization policy of the Chinese state

(Janes 1995). Earlier, Norma Diamond analyzed the development and persistence of

certain beliefs among the Han Chinese that associated the Miao peoples of southwest

China with the practice of deliberate poisoning, usually through magical means—an act

almost always carried out by women (Diamond 1988). These studies of ethnomedicine

situate both medical practice and ethnic identity at the center of their analyses and focus

on examining the relationship between the state’s hegemonic medical discourse and the

local reaction. Departing from these previous studies, this dissertation further examines

how medical pluralism in Weixi within the post-socialist market economy reflects

knowledge, power, and ethnicity.

1.3 Methodology and Fieldwork

This dissertation is a medical ethnography, which, as defined by Arthur

Kleinman, is “a description of society through a medical lens, a systematic focus of

health relevant aspects of social life” (Kleinman 1995, 2005). The purpose of my

research is to see the state through the “lens of reproduction” (Gal and Kligman 2000) by

taking into account the discourses and actions of state policy makers and public health

experts, of local officials in charge of public health and family planning, and of local

health providers and local village residents. These diverse discourses and actions will
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then be analyzed to show how policies, practices, and discourses together create a

constraining context for the reproductive activities of local ethnic minority residents.

Then, in turn, I will analyze how these various actors at different sectors interpret this

constraining context and respond through taking on, reconfiguring, or resisting the state

policies. Therefore, my ethnographic research simultaneously involves multilayered

fieldwork at the provincial level, the county level, and the village level, all of in which I

conducted participant observation and in-depth interviews to obtain firsthand information

on people’s discourses, actions, and life histories that reflect changes over time. Although

my research follows the top-down flow of the public health policy, by doing multilayered

fieldwork I have obtained the data from bottom-up. By moving around at different

hierarchical power levels, I try to bridge the boundaries between these levels and

uncovered the interconnectedness of people positioned at different levels.

I carried out my fieldwork, through which I gathered ethnographic data for this

dissertation, in Kunming, the capital city of Yunnan province, where local state policies

are made by state officials and experts, and in Weixi Lisu Autonomous County in

northwest Yunnan. I spent six months conducting pilot studies in Yunnan province in the

summers of 2007, 2008, and 2009, and carried out my fieldwork from December 2010 to

November 2011. Throughout these periods I utilized archival research, multi-sited

participant observation, household surveys, and interviews. During my fieldwork, I spent

two months in Kunming, and the remaining ten months in several villages throughout

Weixi Lisu Autonomous County.

With a goal of understanding the context and history of population policy and the

way in which the state emphasizes the biological existence of the ethnic minorities, I
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performed archival research in Kunming to collect historical records, official

representations, and documentary evidence from local newspapers, journals, and other

sources concerning reproduction and the minority groups of Weixi County. I interviewed

state policy makers and public health experts in Kunming to understand their individual

roles, personal attitudes, and interpersonal dynamics in constructing the discourses that

inform the population policies, as well as their understanding of policy shifting during

different time periods. These interviews were complemented by my participant

observation, in which I observed these officials as they went about their daily work and

routine meetings.

With the goal of understanding how local officials become carriers of state

population policies and mediators between the state and local residents, I interviewed

local officials in charge of population policy and public health about local family

planning, county maternal care services, and county public health development. After

gaining the trust of some of the officials, I did in-depth interviews with them on their

personal views and experiences of childbirth. The life histories of these officials

elucidated how they implement these policies, while at the same time are part of the local

communities affected by such policies.

With the goal of documenting and examining the interaction between medical

professionals and local residents to understand how local health providers digest the

state’s scientific discourse on childbirth and how they transform these discourses within

the local context, I carried out two months of participant observation in the Weixi

Mothers’ and Children’s Hospital. I observed how the obstetricians interacted with

patients and their relatives and observed obstetricians’ routine work in the hospital. When
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some doctors were dispatched by the state to go to a village to supervise the village’s

maternal care, I followed them and observed their interactions with the village doctors

and local villagers. I interviewed 29 doctors and nurses about their attitudes and views

toward training for new technologies and updated obstetric knowledge and their views on

local medical practices. I selected 6 obstetricians and 4 nurses to conduct in-depth

interviews with to explore their life histories so as to get a holistic picture of their lives.

With the goal of understanding the way in which local people internalize,

mediate, or transform the state’s power/knowledge discourse of “the body” into their own

agenda and thus may or may not reproduce what the state would call “responsible

Chinese citizenship,” I stayed in several villages to conduct household surveys,

interviews, and participant observation. Through a survey of more than 80 households

that included the ethnic groups of the Lisu, Naxi, Tibetans, and Han within the villages of

Biluo, Haini, and Qibie, I obtained basic demographic information and familiarized

myself with the local people. Based on the information I gathered from the household

surveys, I chose the village of Dacun11 as my long-term village level fieldwork site. I

located 42 households in Dacun in which to conduct interviews to gather their

experiences of pregnancy, childbirth, and postpartum care. While staying in the village, I

also engaged in village life, including through the participant observation of daily

practices and the social interactions of villagers, doctors, and officials. I selected five

households with recent or near future experiences of childbirth with whom to conduct

participant observation of their everyday life routines, especially focusing on how

pregnant women and newborns were taken care of, what kind of postpartum care is

11 Pseudonym.
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available, and what medical services they resort to and how they do it. I followed three

expectant mothers to the hospitals where they received prenatal checkups, and I

witnessed the birth process of their babies. In this way, I experienced the “structural

factors”12 that shape the reproductive practices of these women. In addition, I carried out

participant observation and in-depth interviews with four village doctors who used to be

midwives, several local ritual healers, and folk healers to inquire about their perceptions

of the regulations of reproduction and of biomedicine in general and how they cope with

different policy moves. I also learned their life histories so as to situate these individuals

within a larger social and economic picture.

1.4 Dissertation Outline

There are five chapters in this dissertation in addition to Introduction and

Conclusion. Chapter 2 will analyze how geographic location relates to the history and

ethnic relationships of Weixi. By laying out the histories of different ethnic groups within

Weixi, including of the Lisu, Naxi, Tibetan, and Han, this chapter will also provide an in-

depth analysis of the spatial division between different ethnic groups against a historical

background. In addition, this chapter will analyze how Tibetan Buddhism, Christianity,

Catholicism, and Dongba are tied to different ethnic groups and the shifting of the

dominant religion for different ethnic groups over time. By doing so, this chapter engages

the anthropological discussion of how areas like Weixi have the features of “zomia” as

described by James Scott (Scott 2010), that is, their geographical and political

marginalities are integrated by the state, and opens the discussion of the “biological

12 By structure factors, I particularly refer to economics and accessibility in this context.
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integration” of minority groups—the regulation of their reproductive conduct (Sigley

1998).

Building upon Chapter 2, Chapter 3 traces the population policy vis-à-vis the

public health policy in Weixi within the nexus of shifting political and economic contexts

during the following periods: 1) the Maoist period from 1958 to 1981, during which the

Cultural Revolution-founded “cooperative medicine” backed by the commune provided

basic health care for peasants (White 1998b); 2) early 1980s to 2007, or the transition

from the command economy to the market economy, during which most rural peasants

were left out of post-decollectivization health care and at the same time were subjected to

the Birth Planning Policy (Greenhalgh and Winckler 2005); and 3) 2008 until the present,

a period during which the state has implemented a series of programs to replace home

birth by promoting hospital birth based on the New Cooperative Medicine. Exploring

archives of historical records, official representations, and documentary evidence from

local newspapers, journals, and other media sources, this chapter maps out the context

and history of population policy and the way in which the state emphasizes the biological

existence of ethnic minorities.

Chapter 4 is a thick description of the everyday life in a specific village in Weixi.

Through its thick description—a detailed portrait of the routine life of the village

residents, particularly focusing on how pregnant women and newborns are taken care of,

what kind of postpartum care is available, and what medical service they resort to and

how they do it—this chapter aims to provide a firsthand ethnographic account of how

local people live through economic and social changes and how they accommodate these

changes. This chapter further addresses how village doctors, local ritual healers, and folk
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healers deal with hospital birth and biomedicine. By presenting how women in different

generations gave birth as gathered through interviews, I want to show how “historically

situated persons” (Kohrman 2005: 9) internalize, mediate, or transform the state’s

discourse of  “the body” into their own agendas and thus may or may not reproduce what

the state would call the “responsible Chinese citizenship.”

Chapter 5 examines one of the state population programs in particular, the Larger

Shangri-la Project, by analyzing the discourses of reproductive risk in Weixi that have

arisen out of the negotiations between state and local discourses of reproductive

propriety. As a part of a post-Mao national plan to create a “new countryside” and “new

family” by modernizing rural health care, the Larger Shangri-la Project indicates the

changing strategy of state control over women’s reproductive bodies. Exploring how

women’s reproductive bodies and fertility are imagined and regulated by state policy

makers, public health experts, local officials, local health providers, and local residents,

this chapter is primarily concerned with the relationship between the state and its multi-

ethnic constituency, shedding light on nationalist strategies of knowledge production and

social control, as well as local responses to China’s ongoing modernizing project.

By focusing on medical consumerism and the empowerment of the individual’s

agency in choosing medical services, Chapter 6 presents how the individual in Weixi

actively engages in the market reform and health care reform by taking on, reconfiguring

or resisting the state public health discourse. Through examining how the medical

pluralism, as constituted by biomedicine, herbal medicine, tradition Chinese Medicine

and the revitalized local healing practices, is contextualized in the market economy in

Weixi, I argue that there is a significant change of medical pluralism following the
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transition into market economy and the expansion of neoliberal globalization, which in

turn impacts upon local people’s view of ethnic identity and their relationship with the

state. In addition, I argue that the top-down market reform and development from the

state has had caused the unintended consequences for among the individual at the local

level. This chapter will contribute to our understanding of medicine, modernity and

consumption in contemporary China.
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CHAPTER TWO

LOCATING WEIXI

2.1 In the Margins of the State

Figure 2.1 Map of China (Source: Bing Map 2013)
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Figure2.2 Map of Weixi (Source: http://www.lvyou114.com/map/mapfull.asp?mapid=4530
2013)
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From the perspective of political geography, Weixi Lisu Autonomous County is

located far from the political center of China and in close proximity to other nation states,

such as Myanmar (Burma) and India (See Figure 2.1). Situated in the northwestern corner

of Yunnan Province, Weixi is the only Lisu autonomous county in China. One of three

counties in the Diqing Tibetan Prefecture, Weixi has an area of 1799 square miles.13

Weixi is to the west of Shangri-la County and northwest of Lijiang Naxi Prefecture. It

shares its southern border with Lanping Bai and Pumi Autonomous County and its

eastern border with Fugong County and Gongshan Dulong and Nu Autonomous County

(See Figure 2.2). Geographically, as it is the transitional area between the Tibetan-

Qinghai Plateau and the Yunnan-Guizhou Plateau, the altitude of Weixi ranges from 4875

feet to 16,010 feet. Weixi also locates in the core part of the Three Parallel Rivers of

Yunnan Protected Areas,14 with Lancang River15 running through it from north to south

and Lapu River running from east to west (see Figure 2.2).

In terms of the nation state, Weixi is characterized by its versatile ethnicities. In

2008, the population of Weixi was 151,881 and comprised multiple ethnic groups, as

shown in Table 2.1 (Baidu Baike 2013).

13 Diqing Tibetan Prefecture includes Weixi Lisu Autonomous County, Deqin County, and Shangri-la County
(Previously Zhongdian County).
14 Three parallel rivers of Yunnan Protected Areas has been listed as a World Heritage site by UNESCO since 2003.
Weixi is in the core part of this area. http://whc.unesco.org/en/list/1083
15 Lancang River is the name for the upper part of the Mekong River that is within China.
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Table 2.1 The Demography of Weixi

Over 90 percent of these multi-ethnic local residents engage in rural agricultural

production as their primary source of cash income. These characteristics of Weixi,

manifested by its location and ethnic composition, conform to what Veena Das calls “the

margin of the state” (Das and Poole 2004), that is, it is peripheral not only in terms of its

spatiality, but it is also marginal in the Han-centered Chinese state.

While I appreciate Das’ effort to provide analytical angles of studying Southwest

China, I agree with the scholarly work of Southwest China that argues for the “de-

centering of China,” which elevates the study of Southwest China above and beyond the

Sino-centric concept of China by centralizing the region as the radiant nexus where

people, commodities, religions, modes of governance, concepts of modernity, and

development projects flow in and out (Huang and Liu 2012). From this point of view,

Weixi is the intersection where the political and cultural influences of the Han, Tibetan,

and Naxi met historically, as well as the intersection where Tibetan Buddhism,

Christianity, and the Confucian legacy clashed with each other. More recently, in post-
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reform China, Weixi is also a site that displays the reach of market reform, ethnic

minority policy, and changes in public health policy.  Therefore, I argue that in one sense,

anthropological research in the particular marginal location of Weixi is meaningful for

reflecting the boundaries of the Chinese state’s governance, demonstrating the inclusion

and exclusion of the state, and eventually answering the question of what constitutes the

state. In another sense, however, Weixi becomes the central site from where we can trace

the political changes, the migration of people, the intertwining of different religious

beliefs, and how the people situated in this context shape their views of themselves, of

the state, and of the world.

2.2 The History of Political Changes in Weixi

The history of the past fourteen hundred years in the written records of Weixi is

full of migration, war, and more migration. These historical records were written in

Chinese throughout different time periods. There is a tendency towards increasingly

detailed written records as time passed by, which implies not only increased

interaction between the Han Chinese and other ethnic groups, but also indicates the

expansion of rule under the Han Chinese.

Before Tang Dynasty (618-907 AD), there was no specific written record in

Chinese about this region: the intersectional area of Tibet, Sichuan, and Yunnan. The

people who lived in this area, far from zhongyuan (central China),16 were generally

addressed as man and yi (literally translated into English), or the Chinese way of naming

“savages” (Qin and Xu 2008). For example, in Shi Ji (the Records of the Grand

Historian), written from 109-91 BC in Han Dynasty, the author Sima Qian produced a

16 zhongyuan originally refers to the nine states in ancient China. The lands of zhongyuan were primarily inhabited by
Han Chinese and located in the central part of contemporary China.
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volume of Xi Nan Yi Lie Zhuan (the Biographies of the Savages in the Southwest) to

record information about the tribes and geography of present-day Southwest China. Other

historical records indicate that the Lisu, Naxi, Yi, and many other ethnic minority groups

are the descendants of the “Di and Qiang,” an ancient ethnic group originating in West

China (Fang 1987, Gao 1998). According to the folklore genesis of the Lisu, Lisu was the

second child of a couple that were brother and sister17 (Nujiang Lisu Prefecture 1984). In

his research of physical anthropology in The Formation of the Chinese People: An

Anthropological Inquiry, Li Chi argues that the Di and Qiang were also the ancestors

of some Tibetans and Han (Li 1928). Li’s finding echoes the folklore genesis of the

Lisu. Such folklore stories of genesis share many similarities with the origins of the Yi,

Naxi, Hani, and other sub-groups within the Yi (Qin and Xu 2008). Other

anthropological studies of the ethnic minorities in Southwest China also show that

the Di and Qiang are the common ancestors of the Yi (Harrell 1995, Mueggler 2001),

Naxi (Chao 1999, White 1997), and Mosuo (Walsh 2005).

The name “Di and Qiang” appeared in the written history for the first time

during the Warring States period (475 BC to 221 BC). Wang Ming-ke argues that the

name “Di and Qiang” did not refer to a specific minzu (ethnic group) living in West

China, but was a conceptualization invented by the Han Chinese to address the

unknown others who lived in the West (Wang 1997).18 According to Wang, the

demarcation for the border of Hua Xia was set by whether the people had sedentary

17 In the Lisu genesis, the first child was Han, the third child was Yi (Nuosu), the fourth child was Dulong, and the fifth
child was Nu (Qin and Xu 2008).
18 In his book, Hua Xia Bian Yuan: Li Shi Ji Yi Yu Zu Qun Ren Tong. [The Border of Hua Xia: Historical Memory and
Ethnic Recognition], Wang Ming-ke presents a historical review of the expansion of the border of Han Chinese and
how the non-Han Chinese—the others—gradually became part of Han Chinese (Wang M. 1997). Wang Ming-ke
received a PhD in East Asian studies from Harvard University and is a researcher in the Institute of History and
Philosophy at Academia Sinica in Taiwan.



24

agriculture and a hierarchical social organization. The degree of nomadic lifestyle

and social hierarchy decided the degree of otherness (Wang 1997). Based on this

standard of demarcation, people who lived in the vast land of West China were

named as barbarians or savages and were consequently often referred to as Di-Qiang.

The first written record of Weixi can be found in Man Shu (the Book of Savage),

written by Fan Chuo in 863 AD, Tang Dynasty (618-907).19 The present-day

Tachengzhen in Weixi was referred to as Tie Qiao Cheng (the City of Iron Bridge) in the

Book of Savage (Gao 2004), and it was a critical intersection as well as important

military fortress between the Kingdom of Tubo20, the Kingdom of Nanzhao (738-937),

and the Tang Dynasty. Therefore, the territory of where current Weixi locates had been

ruled by the Kingdom of Tubo, Nanzhao, and Dali21 (937-1253) periodically. Guoyu

Fang, an eminent Chinese ethno-historian, noted that in the Book of Savage, the Lisu

originated from the sub-group in wu man (the Black Savage), whose ancestor is Di-

Qiang. The Black Savage is also the ancestor of the Yi and Naxi. According to Fang’s

research, the name of the Lisu (in Chinese,傈僳) was first mentioned as name of the

double savages (Fang 1987). During the Tang Dynasty, because Weixi and the present-

day Lijiang were the middle ground between the Kingdom of Tubo, Nanzhao (later Dali),

and the Tang Dynasty, there were numerous skirmishes fought between these different

regimes to seek control over the region (Gao 1998). The military conflicts forced the Lisu

19 Man Shu (The Book of Savage) is also called Yunnan Zhi (The Gazetteer of Yunnan). It took me quite some time to
figure out that the two names are actually referring to the same book. My cousin, who was a history major at the
Yunnan University of Nationalities, told me that when the people not native to Yunnan usually refer this book, they use
the name Man Shu, but when natives of Yunnan refer to the book, they tend to use the name Yunnan Zhi. The author,
Fan Chuo, was the military officer in charge of An Nan, presently Vietnam, around 862 AD.
20 The Kingdom of Tubo was the regime governing approximately current Tibetan territory from the 7th century to the
9th century. The exact year of the origin and demise of the regime is unknown.
21 The Kingdom of Dali was preceded by Nanzhao which also ruled the territory of current Dali Bai Prefecture in West
Yunnan.
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to migrate westward from Jinsha River, the upper part of the Yangtze River, and cross

over the mountains to Lancang River. Thus, the Lisu became the first residents of Weixi,

settling along the riverbanks of the Lancang River.

In 1253, the Kingdom of Dali was conquered by the Mongol Empire. Later, the

Mongols established the Yuan Dynasty (1271-1368) to combine the territories of the

previous Song Dynasty, the Kingdom of Dali, and the Kingdom of Tubo to be under the

control of the central government and subsequently set up county level bureaucracy in the

territory of current Weixi, which was named Linxi County22 at the time. It was the first

time that Weixi was included under the formal control of a central government in Beijing.

Given its critical location, both Lijiang Tusi23 and the Tibetan regime24 fought numerous

wars to seize de facto control over Linxi (Weixi). During Wanli Emperor’s rule in the

Ming Dynasty (1573-1620), Lijiang Tusi finally obtained complete control over Weixi.

Because of the continuous warfare throughout these periods, the Lisu had to migrate even

further westward. They crossed over the Biluo Snow Mountain to reach the river bank of

Nu River25 and later diverged into two ethnic nationalities: Lisu and Nu (Gao 2004).

From the Yuan Dynasty, the Ming Dynasty (1368-1644) and to the early Qing

Dynasty (1644-1911), Weixi maintained its county level administration. In 1726, the

fourth year of the Yongzheng Emperor’s26 rule of the Qing Dynasty, the Yongzheng

Emperor implemented the policy of “gai tu gui liu,” which was aimed at transforming the

22 Linxi means close to the west.
23 Lijiang Tusi was the upper level bureaucracy that governed the vast territory of Northwest Yunnan, which was
mainly made up of the Naxi ethnic nationality. Tusi was the bureaucratic system that the central government used to
govern the minority groups in Southwest China. Under the Tusi system, the central government appointed a minority
leader as Tusi to rule his minority group. The position of Tusi can be inherited by descendants. Tusi executed as the
representative of the central government and still had some of their own autonomy. Tusi system lasted several hundred
years from the Yuan Dynasty to the early Qing Dynasty.
24 The regime governed the Tibet-Qinghai Plateau that was made up of the Tibetan ethnic nationality.
25 The upper part of Salween River within the territory of China.
26 The Yongzheng Emperor was the emperor of the Qing Dynasty who ruled China from 1722-1735.
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hereditary Tusi system that had been in place to govern the ethnic minority area in

Southwest China since the Yuan Dynasty, into a new system that appointed officials from

the central government, positions that could not be inherited and were subject to orders

from the central government. “Gai tu gui liu” signified the intensified central

government’s state control over its ethnic minorities. The Tusi system was a form of

indirect control by the central government over ethnic minorities, while “liu guan” (the

“floating official”) indicated a stronger authority of the central government (Wang M.

2008). In the following years, the Yongzheng Emperor set up an administration in Weixi

that governed a much larger territory than present-day Weixi County. It included the

current counties of Weixi, Deqin, Gongshan, Fugong, and Wujingxiang in Shangri-la

County. The administration center was in the present-dayYezhixiang, a township that is

along Lancang River and is in the geographic center of Weixi County. After “gai tu gui

liu,” the upper administration governing Weixi was Heqing Fu. In 1756, after 21 years of

Qianlong Emperor’s rule, Weixi was brought under the charge of Lijiang Fu.

After the Qing Dynasty, in the second year of the Republic of China, Weixi

was separated from other counties in Lijiang and its parameters began to represent

that of its current territory. In 1949, along with the victory of the communist

revolution, the communist party of China (CCP) overthrew the rule of the Nationalist

Party in Weixi and established Weixi County People’s Government, which belonged

to the Lijiang District. Weixi was placed under the administration of Diqing Tibetan

Autonomous Prefecture in 1957. In 1985, the State Council of People’s Republic of

China approved Weixi to be the Lisu Autonomous County, which made Weixi the

first and only Lisu autonomous county in China. Currently, there are 10 townships in
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Weixi. Badixiang, Yezhizhen, Kangpuxiang, Baijixunxiang, Zhongluxiang, and

Weidengxiang are the townships along Lancang River. Pantiangexiang and

Tachengzhen are the townships locating along Lapu River, the river that eventually

converges with the upper part of the Yangtze River. In particular, Tachengzhen

stretches to the riverbank of Jinsha River and shares a border with Lijiang.

Yongchunxiang locates along Yongchun River, which converges with Lancang River

in Baijixunxiang. The county seat of Weixi is Baohezhen, which is within

Yongchunxiang (See FIGURE 1.2).

2.3 Ethnicity in the “Spatial Division” in Weixi

The majority of the population in Weixi is ethnic Lisu, and most of the maternal

deaths that occur are among the Lisu. Therefore, although Weixi is a multi-ethnic county,

my primary focus is on the Lisu and their relationships with Naxi, Tibetans, and Han, and

how these latter ethnic groups talk about the Lisu. One significant difference among these

ethnic groups is their different residential locations. People belonging to different ethnic

groups in Weixi tend to live in different locations along the mountain slope. The Lisu

often occupy the middle or upper area of the mountain, Naxi and Tibetans usually live in

the river valley and close to water and transportation, and most Han Chinese stay in town

centers and the county seat. This residential pattern displays an ethnic difference in

“spatial division” that has been used to study differences within the same ethnic group,

i.e., the difference between the basin Naxi and the mountain (shan qu) Naxi in Lijiang

(White 1997) and the difference among different ethnic minority groups, such as the Tai,

Bulang, Akha, Jinuo, Yao, Wa, and Han in Sipsongpanna, located in southern Yunnan

(Hyde 2007). The ethnic differences in a spatial division can play a crucial role in
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shaping perceptions about and the reception of relationships among the ethnic groups, as

well as the ethnic groups’ relationships with the state. In a mountainous area that has poor

transportation and lacks modern communication, the location of residency can decide

who has access to medical services, education, and many other resources.

From a historical perspective to interpret the “spatial division” of different ethnic

groups in the mountain area, James Scott defines the mountain tops in Southwest China

and the adjacent Southeast Asian countries that are inhabited by non-Han people as

“zomia.” Scott argues that historically, people who live in “zomia” are anarchists who

intended to flee from the Han Chinese state governance and the influence of the Han-

centered civilization (Scott 2009).27 Not only does the migration history of the Lisu as

peoples who relocated over the mountains to avoid warfare contribute to the current

residential location of the Lisu, but by living in the “zomia,” the Lisu also had a better

opportunity to migrate historically.

According to historical record, it was not until the late Qing Dynasty (after

1800) that a few Lisu had developed slash-and-burn agriculture, though hunting and

gathering was still their primary livelihood (Gao 1998). The nomadic lifestyle of the

Lisu was conducive to their migration over the mountains and for fleeing from the

frequent warfare. When I interviewed a village doctor, Mr. Zhao,28 in Bailuo,29 a

village located ten miles west of the riverbank of the Lancang River and in the upper

27 In his book, The Art of Not Being Governed: An Anarchist History of Upland Southeast Asia, James Scott brings up
the concept of “zomia” to cover the mountainous regions from the Central Highlands of Vietnam to northeastern India
and five Southeast Asian nations (Vietnam, Cambodia, Laos, Thailand, and Burma) and four provinces of China
(Yunnan, Guizhou, Guangxi, and parts of Sichuan (Scott 2009: ix).
28 Pseudonym. Mr. Zhao is a middle-aged male who graduated from junior high school, which is the highest
education received in the village. I interviewed him in 2011.
29 Pseudonym for the actual village. It is a village with 50 households, all of whom are ethnic Lisu. Bailuo belongs
to Baijixunxiang.
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part of the mountain with an average elevation of six thousand feet, I asked him why

the people chose to live in the mountain instead of on the riverbank or other flatter

places that have better access to transportation. He told me it was because their

fathers had lived there and their fathers’ fathers lived there: it had always been their

home and they were used to it. He also said it was because their fathers’ generation

and the generations before were hunters. For hunters, living close to the mountaintop

was convenient for detecting animals and hunting them. However, Mr. Zhao also said

that they are not hunters anymore, “because there are fewer and fewer animals they

can hunt, and there are animals they used to hunt, such as bears and monkeys, that

are under the protection of the government and are prohibited from hunting.”

During my first visit to Weixi in 2007, I heard a story in the village of Tongle

in Yezhixiang, a village also located in the mountains along Lancang River. The

storyteller, Mr. Zhang,30 a 50-year-old male, told me that their ancestors used to live

at the foot of the mountain close to the river. But their ancestor found their younger

children were stolen at night when the family was gathered around the fireplace.

They did not know who or what stole their children and they were scared, so the

ancestors decided to move up to the mountain. They found that the higher they went

up in the mountain, the safer they felt, and no more children were stolen when they

settled down in their current location of the mountain. This story presents an

imagination of an unknown object, probably a ghost. Ghost stories are also prevalent

in other ethnic groups (see Muegglar 2001 on Yi in Yunnan, Liu S. 2011 on Nuosu in

Sichuan) and are often a way of self-perceiving the relationship with other ethnic

30 Pseudonym, as well. He was the chief of the village in 2007.
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groups or with the state. Both Mr. Zhao’s and Mr. Zhang’s narratives clearly

illustrate the Lisu’s self-identity as mountain people.

The difference in residential location is further embodied in the livelihoods of

the Lisu, Naxi, and Tibetans. The present-day Lisu are no longer hunters and

gatherers. They produce wheat as their primary source of domestic staple. They also

plant corn for feeding the livestock they raise. Every family raises a few pigs and

poultry for domestic consumption during important festivals; the pigs and poultry are

seldom for sale. The animal husbandry of cattle and goats are primarily for sale and

are the most important source of cash income for a family. In 2000, the local

government introduced white kidney beans for the local residents to farm, which

later also became an important source of cash income. The introduction of the white

kidney bean was one of the local government’s poverty alleviation projects, and it

has achieved great success. One pound of white kidney beans can be sold for 3.5

yuan. Several local residents told me that since they began to plant white kidney

beans, they finally had cash to buy rice, which they considered much better than

wheat.

The Lisu have continued to carry out some of their gathering traditions. They

still gather various kinds of wild mushrooms, which act as another important source

of cash income these days. Some wild mushrooms have high economic value, not

only on the local market, but also on the international market. For example, the dried

morels mushroom can be sold for three hundred to four hundred yuan per pound on

the local market, which will be exported abroad at a much higher price later on.

Matsutake mushrooms are another wild mushroom with high economic value, which
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are mostly exported to Japan. Fresh matsutake mushroom were sold for two hundred

yuan per pound in 2011.31 This wild mushroom usually grows above ten thousand

feet, high in the mountain, from March to August. Every year during that time, the

female members of each household will scout out areas around the mountain for

these valuable wild mushrooms, not for their own food, but as a source of income.

In contrast to the mountain people, the Naxi, Tibetans, and a few Han inhabit

the fertile river valleys, of which the elevation is between five thousand to six

thousand feet. By residing in the river valleys, they are instantly closer to water,

flatter land, and transportation. Because of the lower elevation, the river valley has

warmer temperatures throughout the year and better irrigation systems, thus, its

residents can produce rice as their staple. Most of the rice production is for domestic

consumption; only a small portion will be available for sale. Meanwhile, they also

farm a few acres of corn for feeding the livestock they raise, such as cattle, chicken,

and pigs. During the rest of the year, the river valley residents produce wheat in the

same field where they plant rice. Due to easier transportation, the township

governments, schools, clinics, and markets all locate in the river valley. Therefore,

the Naxi and Han, who live along the Lancang River valley, have better access to

education, medical services, and commercial exchange.

Although they all live in the same area, the elevation of the mountain and the

related different livelihoods present as obstacles to interaction between the different

ethnic groups. I remember when I needed to visit Bailuo from the town center of

Baijixunxiang: first, I had to take a car ride to travel six miles of paved road from the

31 The prices of wild matsutake varies from year to year.
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Lancang River bank to Bailuo, a road that was only finished in 2010. The remaining

four miles is on a narrow mountainous dirty road that only horses and pedestrians

can travel. As I am not a regular mountain climber, it took me two hours to walk on

the mountain road to Bailuo. The local people said it usually takes them one hour to

climb the mountain to get home. However, the only time the Lisu come down the

mountain is during the weekly or bi-weekly marketplace (jie zi) in the town centers

along the Lancang River valley. The Lisu will come down the mountain to exchange

their homegrown grains and poultry for necessities such as salt, tea, and alcohol. The

marketplace plays an important role in mountainous people’s life (Wang Ming-ke

2008). There are more than ten major marketplaces along the Lancang River valley

that occur every week or every two weeks. The day when the marketplace is open is

also the busiest time for the township clinic, as it is usually the only time pregnant

Lisu women would possibly come in for prenatal checks. If it was not for the market

day, most Lisu residents would stay at home, as the transportation from the Lisu

villages in the mountain to the river valley is mostly done by foot and can take hours.

2.4 The Coexistence of Religions: Tibetan Buddhism, Christianity, and Catholicism

The differentiated locations of residence not only go hand in hand with different

ethnic identities, but also with different religious beliefs. As it shares its northern and

eastern borders with Tibet, Tibetan Buddhism has a strong presence in Weixi. In addition

to the Tibetans, the Lisu, Naxi, Han and other ethnic groups in Weixi are also believers of

Tibetan Buddhism. In every Tibetan and Naxi family home I visited in Weixi, there was

an altar for Buddha. The director of the United Front Work Department of the Communist
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Party of China32 of Weixi County, Mr. Yang,33 told me that the majority of Weixi

residents believe in Tibetan Buddhism, and there were 163 registered monks in Weixi.34

Mr. Yang said the registered monks were “full time Buddhists,” which means they do not

engage in any kind of work except worshipping Buddha. Their living expenses all depend

on the dedication of the believers and government support. The monks, particularly those

who have a state-sanctioned certificate, are usually better off in their own village.

Therefore, the state has strict control over the number of registered monks.

Although Mr. Yang himself is a communist party member and Han, born and

raised in a village where the majority of the residents are Naxi along the Lancang River,

he is not a Buddhist. However, he expressed his compassion for the Buddhists by stating,

“Some of the Buddhists are very devout. They will walk around the mountains (zhuan

shan) by kotow at every step around the mountain. Some people will take two years to

finish plodding around one circle of a given mountain so as to worship the Buddha. You

can’t find such kind of devoutness in other religions.”

There are also other religions that exist in Weixi. By the end of the 18th century,

both Catholicism and Christianity had been spread in the area by foreign missionaries,

and many people in Weixi County, especially the Lisu, have since converted to

Christianity. As of now, the majority of the Christians in Weixi are the ethnic Lisu, whose

number of believers is about six thousand in official statistics, though the actual number

32 This is the department within the CPC in charge of the relationship between the CPC and other parties, ethnic
minority issues, religious affairs, and issues concerning Hong Kong, Macau, and Taiwan. This department is parallel
with the bureaucracy of the communist party at different hierarchical levels.
33 Mr. Yang, pseudonym, was born in 1969. He graduated from Yunnan College of Pubic Security (Yunnan Gongan
Zhuanke Xuexiao) .
34 After the 314 Riot in Tibet, all monks must register with the state. Within the state bureaucracy, there is the Bureau
of Management of Temples of Weixi County, established in 2010, in charge of the registration of monks and dealing
with Tibetan Buddhist temples. After registration, each monk receives the Identification Card of Yunnan Tibetan
Buddhist Personnel. The card has information such as a picture of the monk, their Tibetan names, religious names, and
their personal identification numbers.
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is much higher. Yaohai Yu, the vice president of the Chinese People's Political

Consultative Conference (CPPCC) of Weixi and the Chairman of Weixi National

Committee of Three-Self Patriotic Movement of the Protestant Churches in China

(National TSPM), as well as a devoted Christian who converted in 1981, said that there

were about sixty-three hundred Christians who were baptized and there were over twenty

thousand believers who have not been baptized, and over 99 percent of these people are

Lisu. There are 65 state-sanctioned churches in Weixi, whereas the number of

underground churches35 is unknown. Both my research of the archives and conversation

with Mr. Yu illustrate that Christianity was brought to Weixi by Western missionaries in

the late 19th century from Burma. In particular for the Lisu, James Outram Fraser36

(Crossman 2001), a British Protestant Christian missionary on mission to China with

the China Inland Mission37 in 1909, developed a script based on the pronunciation of the

Lisu language and thereby translated the Bible into the Lisu language. Before Fraser’s

invention of the writing system for the Lisu language, the language only had a speaking

system and no written system.38 Fraser’s creation of a writing system for the Lisu

language greatly facilitated the transmission of Christianity among the Lisu.

While Christianity is popular among the Lisu, it is not well accepted by the Naxi,

Tibetan, or Han living in the same area. In my field observation, I found that in Weixi

only the Lisu people believe in Christianity and go to church. Naxi and Tibetans in Weixi

35 All churches are supposed to be approved by and registered with the Chinese state as a way of state control over
people’s beliefs. Churches that are not approved or registered are called “underground churches.”
36 For Fraser’s missionary experience in China and his life experience, I am referring to Mountain Rain: A Biography
of James O Fraser Pioneer Missionary To China, written by his second daughter, Elieen Fraser Crossman.
37 China Inland Mission changed its name to Overseas Missionary Fellowship after 1964, and then recently changed its
name to OMF International. http://en.wikipedia.org/wiki/OMF_International (accessed 2013)
38 In the 1920s, Warenbo, a native-born Lisu in Weixi, invented another writing system for the Lisu language. But it did
not spread as widely as Fraser’s script. In 1992, the Chinese government officially recognized the Fraser alphabet as the
official script for the Lisu language. http://en.wikipedia.org/wiki/James_O._Fraser (accessed 2013)
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are strong believers of Tibetan Buddhism. When Fraser came to Yunnan to spread

Christianity at first, he did not successfully convert many people to Christianity. It was

not until he met the Lisu that he began to convert many followers (Gao 2010). In the

missionary records, Weixi and the adjacent mountains and river valleys that the Lisu

inhabited were called the “Lisuland” (Crossman 2001), which exemplified the great

success of Fraser’s missionary work.

However, in the eyes of Naxi, Tibetans, and Han, Lisu’s Christian belief becomes

another marker for the Lisu ethnicity, in addition to residential location. In my field

research, I often heard medical professionals, who are mostly Naxi and non-believers of

Christianity, say that some Christian Lisu would refuse to use medical alcohol for

sterilization, which often led to infection, particularly during childbirth. In the medical

professional’s discourse, Lisu’s refusal of using medical alcohol and their Christian

beliefs become another reason for their high risk in childbirth. It was the fact that when

missionaries like Fraser converting the Lisu to Christianity, the Lisu stopped drinking

alcohol (Gao 2004). Mr. Yu said that when Fraser told the Lisu to stop drinking alcohol,

they thought it meant to stop consuming all kinds of alcohol. One hundred years later,

when medical professionals wanted to use medical alcohol for sterilization, the Lisu

refused. “But we have educated them. Now they would accept medical alcohol,” said Mr.

Yu.

2.5 Conclusion

The history, residential locations, and religious beliefs have been narrated in

people’s discourse about their ethnicity, and as Stuart Hall argues, ethnicity is constructed

in history and narrative (Hall 1996). The multiple cultural, religious, and ethnic identities
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are reflected in people’s ideas of health, family, and childbirth. It is within such a social

context that local people’s medical practice and reproductive practice are shaped and

changed. The highest national maternal mortality and infant mortality rate in Weixi have

drawn the attention of the state in recent years. Accordingly, the state implemented a

series of programs to promote hospital birth on top of current public health policy in

Weixi to lower the maternal death. In the following chapters, I will illustrate how the

changing population policy of the state reflects the changing state ideology towards

minority ethnicity, borderland security, and nation building.
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CHAPTER THREE

CHASING THE PUBLIC HEALTH POLICY MOVES IN WEIXI

“It was a rainy day on May 23, 2011 when I met Dr. Zheng He39 in her clinic in
Dacun40 Village for the first time. I took a ride by car from Tachengzhen to Dacun in the
morning. It was about ten miles from Tachengzhen to Dacun, but the roads were under
construction at that time. So, it took me almost one and a half hours to reach Dacun. Even
though on the map Dacun is located by the main road, Zheng’s clinic was a little bit off
the road. So, I had to walk another half an hour to reach her clinic. There were several
divergences of the trails in the village, I had to ask for directions several times before I
finally got to Zheng’s clinic. As I had contacted Zheng before my travels, and Dr. Yang
at the Tachengzhen Clinic also introduced me to her, Zheng was expecting to see me
today. When I arrived, it was about one o’clock in the afternoon. Zheng was surrounded
by patients, but she still lifted her head and greeted me. She asked me to wait for a few
more minutes, as she was going to finish seeing the patients soon. So I waited. While
waiting for her, I took a look around her clinic. It was a two-story wooden house with the
first floor as her office, pharmacy, waiting room, ward, and a tiny grocery store. The
second floor was partially finished with no wall, window, or door, and was used for
storing the used paper packages of the medicine that can be sold later for recycling. There
were five patients in her clinic when I came. Three of them were receiving intravenous
(IV) drips; one patient was having a conversation with Zheng, and another one was
waiting to be diagnosed. Very quickly, Zheng gave the fourth patient an IV drip and then
also the fifth patient. While they were all receiving IV drips, Zheng had time to talk to
me. She asked me whether I had lunch yet, a common greeting in China. I told her I did
not. So she said she would take me to her house and her daughter-in-law would prepare
lunch for me. Then, I followed her to her house. Her clinic was at the foot of the
mountain, and her house was about one hundred and sixty feet higher on the same side of
the mountain. At first, she wanted to lead me to take a shortcut, which was a small steep
dirt road from her clinic to her house. But then she thought I was not able to climb up the
trail, so she led me to walk the paved cement road. On our way to her house, I asked her
how many patients she would possibly see each day. She said almost fifteen or sixteen on
average. And every one of them came here to seek IV drips, all kinds of IV drips. If it
was not for IV drips, they wouldn’t bother to come to the clinic. It was inconvenient for
them to leave home and travel to the clinic. So if they came, they would definitely want
IV drips. After five minutes’ walking, we reached her house. It was a typical rural house
in Weixi with a rectangular-shaped fully walled yard. One side of the yard was an old
two-story wooden building and the next side was a new one-story building with brick
wall and wooden beams, windows, and roof. A cement paved yard was in the middle.
Zheng’s daughter-in-law, Chumu, was expecting me in the kitchen. It was also the first
time I met Chumu. After Zheng introduced me to Chumu, she said she had to go back to
the clinic to look after the patients. I asked whether she had her lunch yet. She said not
yet and she would grab something to eat in the clinic. Then, I asked her how many

39 Pseudonyms for all of the people’s names appear in this chapter.
40 Pseudonym.
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patients would come in the afternoon. She said usually there would be no patients in the
afternoon and she was going to plow the earth in the corn field this afternoon…”

Excerpt from my field notes

The above excerpt from my field notes depicts a typical day of Dr. Zheng He, a

female village doctor in her late 50s in Weixi. As one of a few female village doctors in

Weixi, Zheng has over forty years of experience as a doctor working in the rural areas of

Weixi. Her experiences reflect the impact of changing public health policy vis-à-vis

population policy in the nexus of shifting political and economic contexts since the

founding of the People’s Republic of China. Zheng was among the five village doctors

that I had in-depth interviews with in the four natural villages of Weixi. I also did fourth

months of participant observation in Zheng’s clinic to gather first-hand information.

Throughout my ten-month stay in Weixi, I visited Zheng and her family frequently.

Drawing on the life histories of Dr. Zheng He and others and exploring the archives of

historical records, official representations, and documentary evidence from local

newspapers, journals, and other media sources, this chapter maps out the context and

history in which the impact of the changing public health policy has been felt at the local

level. I have no intention of claiming that the life histories of Zheng and Wubin41 are

representative of all the village doctors in Weixi. Instead, as Liu Xin argues for

ethnographic authority42 (Liu X. 2002), I want to show that their “historically-situated

experiences” and their “culturally specific commentaries” (Liu X. 2002) about their life

changes open up a window for reviewing the rural public health transformation in P. R.

China.

41 Another village doctor who appears later in this chapter.
42 In this book, The Otherness of Self: A Genealogy of the Self in Contemporary China, Liu Xin argues that
ethnographic authority lays in the fact that the “characters of the story are already socially determined from the outside”
and the comments on their own practice are constituent elements of lived experiences in a larger picture of society and
history (Liu X. 2002, 23).
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3.1 The Cooperative Medicine Era: the Maoist Period (1958 - 1981)

There has been extensive research from social science perspectives performed

both in China (Zhang, Wen and Liang 2002) and abroad (Fang 2012, Huang 1988,

Lampton 1981, White 1998b) on cooperative medicine and barefoot doctors.43 In this

section, I want to layout the public health policy and the formation of barefoot doctors on

a national level first, and then I will situate the individual experience of the policy move

in the specific locale of Weixi.

As noted in Chapter 2, after winning the civil war over Guomingdang (the

Nationalist Party), the Communist Party of China established its rule over the vast land of

China in 1949, including the remote borderland, such as Weixi. How to govern the mass

population residing in this vast land has always been a consistent focus in state policies.

In the Maoist period, emphasis was put on increasing the quantity of the population while

keeping people in their rural and urban localities by a strict hukou (household

registration) system (Potter and Potter 1990). In line with the political movements in the

countryside, especially the movement of the people’s commune during the Great Leap

Forward that began in 1958 and was aimed at completely transforming the countryside

into communism under Mao Zedong’s call (Huang 1989, Potter and Potter 1990), a

rudimentary form of cooperative medicine had been formed in some parts of China (Xia

2003, Wen 2002a). In this early trial period of the cooperative medicine, “only the

commune had medical staff and they rarely went to the brigade. So it was still

inconvenient for the peasants to see doctors” (Wen 2002a, 17).

43 A detailed explanation of barefoot doctors will be followed later in this section.
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The massive promotion of cooperative medicine was not started until 1965, when

Chairman Mao made comment on rural public health on June 26, 1965. Mao’s comment

later became a milestone in the development of public health in China, which is known as

the “626 Direction”44 (Wen 2002a). In his comment, Mao particularly stressed the

urgency of shifting the emphasis of public health from urban areas to rural areas. At that

time, the establishment of cooperative medicine began to be fully deployed in China.

During the Cultural Revolution, the spread of cooperative medicine came to a peak, first

in the media and then in reality in the nation’s rural countrysides. From 1968 to 1969, the

People’s Daily45 published a series of articles on the discussion of the rural public health

system, covering details ranging from the experience of cooperative medicine in various

locations to how to train rural medical staff and solve the shortage of medicine by using

local herbal medicines (Wen 2002a). The name “barefoot doctor” was first mentioned in

an article titled Cong “Chi Jiao Yi Sheng” de Cheng Zhang Kan Yi Xue Jiao Yu Ge Ming

de Fang Xiang: Shanghai Shi de Diao Cha Bao Gao (The Views for the Direction of

Revolution in Medical Education from the Growth of “Barefoot Doctor”: The

Investigation of Shanghai Municipality), which was first published by Hong Qi (the Red

Flag)46 in the 3rd Volume in 1968, then republished by the People’s Daily on September

14, 1968, and it has gained widespread attention since then.

44 In Mao’s 626 Direction, he said, “Tell the Department of Health, the work of the Department of Health only serves
15% of the population in the country, and the majority people among the 15% are the milord. The vast number of
peasants cannot access to medical care. First, there is no doctor. Second, there is no medicine. The Department of
Health is not people’s Department of Health. It has been changed to the Department of Health for the cities or milord’s
department of health or urban milord’s department of health.” Excerpt from Mao’s speech on June 26 1965. (Wen
2002a)
45 The official newspaper of CCP, English translation for Ren Min Ri Bao.
46 Hong Qi (Red Flag) had been a periodical focusing on the political theory published by the central committee of CCP
since 1958. During the Cultural Revolution, Red Flag became the frontline of political propaganda for the Cultural
Revolution. It was renamed as Qiu Shi (seeking truth, if literally translated into English) in 1988.
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Even though cooperative medicine and barefoot doctors had appeared before the

Cultural Revolution, because the establishment of the commune was finished before the

Cultural Revolution and the commune provided the basic existent condition for

cooperative medicine, it was not until the Cultural Revolution that cooperative medicine

had gained the momentum necessary to spread widely all over the countryside in China.

Barefoot doctors, as the quintessential part of cooperative medicine, were usually

peasants from their own villages who received basic medical training in a short amount of

time. The name “barefoot doctor” was a vivid portrayal of their dual identities.

“Barefoot” indicates their partial identity as peasants when they stood in the field to do

farm work without wearing shoes, which was normal practice for peasants in rural China.

The latter part of the name, “doctors,” stands for the other part of their identity as doctors

when they did not do farm work and instead treated patients. David Lampton defines

barefoot doctors in China as “paramedics” (Lampton 1981). The income of barefoot

doctors, again, reflected their dual identities. Operating within the commune system, a

barefoot doctor could receive commensurate work points by treating patients instead of

doing farm work. When they were not treating patients, they would engage in farm work

and receive work points accordingly. Another reading of the “barefoot doctor” in official

documents was the medical treatment they use. Under the direction of Mao—who said

traditional Chinese Medicine (TCM) “is the great treasure house” of China—and A

Barefoot Doctor’s Manual (Revolutionary Committee of Hunan Province 1977), the

“bible” of barefoot doctors (White 1999), the medical treatment that barefoot doctors

provided was a combination of biomedicine/western medicine, TCM, and local herbal

medicine.
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It was within this national context that barefoot doctors like Zheng He and Wubin

Yi came into being. Zheng He, born in 1954, the year of the horse, was almost sixty in

2011.47 Her father’s family has lived in Dacun for seventeen generations, and her mother

was from another village in Tachengzhen in Lijiang.48 Zheng has six siblings and is the

oldest.49 As Dacun is a small mountainous village that only had forty households in 2011,

most of the villagers more or less have a kinship relation with Zheng. Zheng’s father,

Dezhi He, born in the year of the mouse (1925), was 76 in 2011. He used to be a party

cadre in Dacun from 1958 to 1993. In 1967, when Zheng was 16,50 Dezhi sent Zheng for

barefoot doctor training in the Tachengzhen. Zheng was accepted for training due to her

being from a party cadre’s family51 and because she had a few years of education. Zheng

told me she went through the first grade and the second grade. She then skipped the third

grade. In the fourth grade, the school stopped teaching to ask students to recite Chairman

Mao’s Quotation. She remained in school for half a year in the fifth grade, and then quit

school upon the request of her father. Even though Zheng had limited education, she was

the only female who had formal schooling and who could read and write when the

campaign to search for females in Dacun to train to be barefoot doctors started in Weixi

in 1967. In September 1967, after two months of training at the Tachengzhen Clinic,

Zheng became a barefoot doctor. From 1967 to 1972, she was one of four barefoot

doctors in the brigade and the only female doctor there. In 1972, the brigade

47 When the local people introduce how old they are, they usually do not remember what year they were born. Instead,
they would tell you what their Chinese zodiac sign was. So when Zheng told me how old she was, she just said she was
born in the year of the horse. Although she was actually 57 years old, she liked to tell people that she was almost 60.
48 The two Tachengzhens are near each other. One belongs to Weixi and the other belongs to Lijiang. They are divided
by the mountain.
49 See the Genealogy Chart for Zheng’s extended family in the appendix I.
50 Zheng was not 16 years old in 1967, but actually 13 years old according to her Chinese zodiac sign. However, she
told me she was 16 at that time. I suppose that was how she wanted to portray when her career started.
51 The state only selects people with the correct class background to be a barefoot doctor. The Chinese state would not
allow landlords or their children to be a barefoot doctor.
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recommended Zheng to study at the Weixi County Hygiene School.52 This was a life-

changing event for Zheng, as she shifted from being a barefoot doctor to a doctor who

would later work in the state owned hospital.

Zheng’s leaving Dacun left a vacant barefoot doctor position, which was filled by

Wubin Yu in 1974. Wubin was 67 in 2011, and he had been the barefoot doctor in Dacun

from 1974 to 1987. He received schooling up to the third grade in elementary school.

When his mother suffered from sickness and he was unable to find a doctor, he began to

learn herbal medicine from an old doctor in the nearby Chuanda village before becoming

a barefoot doctor himself. As had already been a local herbal medicine doctor,

particularly specialized as a bone doctor, Wubin was selected to be Zheng’s successor as

the barefoot doctor from Dacun in the brigade. Wubin said there were four barefoot

doctors on the medical team of the brigade. He had to go to work in the brigade every

day, which was about a one hour walk from his home. He received 18 yuan per month as

compensation for his work. While serving as the barefoot doctor, he had to learn Xi Yi

(western medicine)53 by reading medical texts on his own. Chi Jiao Yi Sheng Shou Ce (A

Barefoot Doctor’s Manual) was one text he still remembered he had to read. He also

received training in the county seat for three months. Wubin said he was learning western

medicine, such as giving injections, from the perspective of Chinese medicine.54 When I

visited him in Dacun, he took out a very old book titled The Pictures for Lijiang Herbal

Medicine (Lijiang Caoyao Tuji). He said it was a book he had been reading for years and

was the major source of his knowledge of herbs. Wubin cherished this book very much.

52 The Weixi County Hygiene School was the vocational school primarily set up for training nurses and doctors at the
county level. It only lasted for five years.
53 The local people always refer to biomedicine as western medicine. In this dissertation, I follow local people’s way of
referring to biomedicine.
54 Wubin’s original word was “zhong yi xue xi yi.”
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He did not want me to touch it and only let me look at the book while he was holding it at

first. It was not until he became more familiar with me that he finally let me hold the

book myself. The pages of the book were yellow and dirty, and the cover was missing.

From the vague print on the front page, I could only tell it was a book written during the

Cultural Revolution by a group of local herbal medicine doctors in Lijiang and published

by the Lijiang Cultural Revolution Committee. The content of the book includes pictures

for each kind of local herb and descriptions of their functions. This book is surely a

legacy of the Cultural Revolution and Mao’s call for promoting Tradition Chinese

Medicine (TCM) within the cooperative medicine system. Wubin quit his career in 1987

when a new wave of public health policy moves in China had begun.

3.2 Rural Public Health in the Market Economy Era (1981-2006)

The late 1970s in contemporary China was characterized by drastic social change.

After Mao’s death in 1976 and the trial for the Gang of Four, the Cultural Revolution not

only ended, but a new era of economic reform and opening up to the world was initiated

when Deng Xiaoping seized power. Since 1978, economic reforms have transformed the

Maoist-planned economy into the post-Mao market economy under the governance of a

still centralized state. In Weixi, decollectivization—the dismantling of the commune and

the establishment of the household responsibility system—started in December 1979 and

was not completed until 1982.55 The decollectivization led to a lack of support for

cooperative medicine. As under the household responsibility system, “work points” no

longer existed and could not be used to pay for barefoot doctors’ work. Since 1980, many

cooperative medical teams in the brigades have been changed into village clinics (Wen

55 The data was obtained from http://www.weixi.gov.cn/ (2013).
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2002a). The change in name from the cooperative medical team to the village clinic

implies that the doctors are now responsible for the losses and earnings of their work. In

other words, the doctors’ incomes come from treating patients directly, which is similar

to operating a business.

Nevertheless, the household responsibility system placed family at the core of

production once again.56 The household responsibility system in the reform era not only

“liberated the productivity”57 of the peasants, as families regained their agency to decide

which crop to plant and when and how to plant the crop, it also meant families were on

their own when dealing with the gains and losses of their crops. Therefore, if a family

member was sick and could not engage in field farm work, the burden of the work would

fall on the other family members. In addition to the workload, financial burdens also

became a serious concern. Therefore, peasants may not want to or cannot afford to go to

the village doctor. Despite that clinics were now run the same as operating a business, not

every village clinic was used to the mode of self-reliance for losses and earnings.

Because the village doctors’ incomes cannot match the work they do and many village

clinics cannot survive in the market economy, the number of barefoot doctors nationwide

has been waning dramatically since 1980 (Huang and Zhang 2002).

Furthermore, the Department of Health of China decided to stop using the name

“barefoot doctor” in 1985, as it carried the legacy of the Cultural Revolution. At the same

time, they required all village level medical service providers to take a test in order to

obtain the license to be a village doctor. Those who could pass the test would be licensed

56 In the Maoist period, the family as the basic unit for agricultural production was only part of the commune (Potter
and Potter 1990).
57 “Jie fang sheng chan li,” a quote from Deng Xiaoping.
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as the village doctor. Those who failed the test or those did not take it would be given the

title of wei sheng yuan (hygiene consultant). Less than half of the existing barefoot

doctors were able to pass the test. Eventually, the title “barefoot doctor” exited from

history (Wen 2002a), but some of the former barefoot doctors still treat patients in an

informal way.

Wubin Yu was the one of the barefoot doctors who went through this policy

change. After decollectivization, Wubin still worked at the brigade medical team, which

was renamed as the administrative village clinic. In 1987, he quit his work as the village

doctor in the village clinic. Commenting on that part of history, he said, “I had been the

doctor for 13 years (1974-1987). I had to go to the clinic every day and be there for the

whole day. So I could not take care of the family at all. But, I received very little income,

just 18 yuan per month. I could not afford my children’s education.58 I had to ask my

wife to quit her job in Tachengzhen to come home to take care of the family.” After

returning home, Wubin continues to see patients informally to this day. Villagers from

Dacun and other nearby villages often recognize him as the doctor who specializes in

bone disease. Even Zheng’s husband, who fell off a tractor and broke his leg, went to see

Wubin for treatment. Wubin told me a story of one male patient he used to treat: “A male

patient had been suffering with waist pain for two to three years. He went to see Xi Yi

(the doctors of western medicine), but he didn’t get any better. The man lived in Weixi

(the county seat). He heard my name, so he came to see me a couple of times. I gave him

my special herbal medicine to take by mouth and a special powder mix made up of

58 Wubin has four children. The eldest son graduated from college. The second son graduated from elementary school.
The third son graduated from Kunming Construction School. The daughter graduated from junior high school.
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different herbs mixed with hot yak butter59 that is used to massage the aching area. After

doing this treatment a few times, he felt much better.” As Wubin no longer needs to go to

the brigade to work, he can stay at home and share the housework. For example, he

would help herd pigs every day to graze all over the nearby mountains. When he walked

the pigs in the mountain, he would look for all kinds of herbs and bring them back home

to process them for treatment. I asked him how he received payment for his treatment.

Wubin shook his head and smiled: “Whatever they can bring. Sugar, wheat, cash, no

matter how much they can give. I never asked for money. I would say nothing if they

didn’t give me anything. ” Then I asked, “What about western medicine? Do you give

them any western medicine? You said you had learned western medicine before.” Wubin

replied, “No western medicine. No shots. I am not a doctor anymore.” In this former

barefoot doctor’s discourse, without the state’s recognition as a doctor, he does not

consider himself as a doctor. Although he continues to treat patients, he does not consider

it a career. He sees patients at any time when they come to his home for treatment and

does not expect to get paid, but he has accumulated a good reputation and high respect

through his work, which is more important to him than money. Finally, his discourse

clearly indicates that he regards western medicine as associated with the state, even

though it may not be as effective as his herbal medicine.

Zheng embarked on a new trajectory in her life when she was recommended to

study at the Weixi County Hygiene School in 1972. She had studied there for three years.

She said she had the lowest level of education in her class, and she only scored a 30 out

of a 100 on the exam, which was the lowest score in the class. Zheng said her most of her

59 Yak butter is a popular food in Tibet and among other ethnic minorities in Southwest China. It is often used to make
butter tea.
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classmates were zhi shi qing nian (educated young people from urban areas), who were

supposed to have better education than her.60 After graduating from the Weixi County

Hygiene School in 1974, she worked in the Obstetrics Department of the Weixi County

Hospital for two years. From 1976 to 1982, she worked in Weixi County Leprosy

Hospital,61 which was close to Dacun. The Health Bureau of Weixi then wanted to

transfer her to Deqin County, but her husband did not want her to go, as she had to take

care of the family. As a result, Zheng resigned from her job in 1987. It was very unusual

to resign from a state owned hospital at that time, as any state job was considered an

“iron rice bowl,” or an extremely secure job with guaranteed welfare. Zheng often

repeated to me how much she regretted her decision in those days, but resigning from her

job to take care of the family was the only option she had at that time.

After coming back to the village, she was able to take care of her family full-time.

Her husband was a common peasant in the village, and being the only adult male in the

family, he did not do any housework. However, the local villagers from Dacun and

nearby villages still consider Zheng to be the real doctor. Many people would come to

consult her before going to the hospital, especially to ask her to assist with giving birth.

Before 1990, Zheng did not have a clinic or a permit from the state to carry out

medical practices. She had been providing informal medical services until 1990, when

three accidents changed her. She told me three deaths occurred, which could have

absolutely been avoided if treated with proper medical procedures. One person died of

appendiceal perforation, one of acute gastroenteritis, and the third died of post-partum

60 During the Cultural Revolution, the educated urban youth would at least finish the elementary school. They grew up
in the urban areas and received education in the urban areas.
61 It is closed now.
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hemorrhage. Zheng said when she reached their homes, she could tell the cause of the

symptoms and how to treat them. However, she was not a doctor anymore and she did not

have the medicine or proper equipment to do so. So, she watched these people die, and

there was nothing she could do. These incidents struck her severely. She decided to

borrow 3000 yuan from the Women’s Federation of the administration village with

endorsement from the Dacun village committee to set up her own clinic in 1992.

3.3. New Cooperative Medicine and the Creation of Peasants’ Hygiene Consultants

(2007 -2013)

Three decades later, the result of Deng’s economic reform and opening up the

economy to the outside world is that China has become an emerging global power.

Nonetheless, its poor rural areas present an opposite image of this picture. The outbreak

of SARS in 2003 especially challenged the country’s fragile public health infrastructure

in rural areas (Kleinman and Watson 2005), as peasants have been left with no form of

state-supported medical care and are left to their own devices to take care of health

issues. In 2003, in the aftermath of the SARS epidemic and country-wide public health

crisis, the 16th National Congress of the Communist Party of China proposed a “New

Cooperative Medicine” (NCM), a term referring to the revitalization of the “Cooperative

Medicine” established under collectivization during the Maoist period. The NCM

exemplifies the Hu administration’s effort to “construct a harmonious society” aimed at

providing basic health care to rural peasants (Zhang and Liu 2007). In the following

years, NCM was gradually expanded from its trial areas to the entire countryside,

including Weixi County, where this project began in 2006. In order to participate in
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NCM, each peasant must pay ten yuan62 per year, for which he or she is given a

certificate of participation in the program. By taking the certificate to the clinic or

hospital, an individual can receive a designated percentage of reimbursement from the

state when they seek health care (See Table 3.1). Through the NCM initiative each person

is eligible for healthcare benefits totaling up to 15,000 yuan per year.

Table 3.1 The Reimbursement of NCM in Yezhizhen, Weixi County63

Inpatient Section
(the amount of
reimbursement, %)

Outpatient Section
(the amount of
reimbursement, %)

Village (cun) doctor N/A 30
Township (xiang/zhen) Clinic 70 40
County (xian) Hospital 60 N/A
Prefecture (diqu) Hospital 40 N/A
Out-of-prefecture Hospital 35 N/A

Aside from the state subsidy for peasants’ health care, the reestablishment of the

state-supported village clinic is another important aspect of NCM. In 2010 in Weixi, a

four-tiered public health system has been established as shown in Table 3.2.

Table 3.2 The Four-Tier Public Health System in Weixi (until 2010, source: Weixi
County Bureau of Health)

Location Name

First
tier

County (xian) Baohezhen
(County seat)

Country Hospital (Xian Yiyuan)
County Mothers’ and Children’s
Hospital (Xian Fuyou Baojian Yuan)
County Demography and Birth
Planning Bureau (Xian Renkou he
Jihua Shengyu Weiyuanhui)
County Centers for Disease Control
and Prevention
(Xian Jibing Yufang Kongzhi
Zhongxin)

62 In 2010, ten yuan is equal to US$1.47. The data presented here was gathered in 2010 in Weixi. This amount of
money varies in different places and changes year to year.
63 The data was obtained during my fieldwork.
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Table 3.2 Continued

Second
tier

Town(xiang/zhe
n)

Ten township
centers

Township Clinic (xiang/zhen
weishengyuan)

Third
tier

Administrative
Village64

(xingzhengcun)

70
administrative
villages

Village clinic (xiang cun zhensuo),
each village clinic has one village
doctor

Fourth
tier

Natural Village
(zirancun)

Per every 300
persons

Peasants’ Hygiene Room (nongjia
weishengshi) with 171 peasants’
hygiene consultants

The peasants’ hygiene room is the most rudimentary level of care in the Chinese

public health system. It is where the peasants’ hygiene consultants work, and it can be set

up as household-based, either in the peasants’ hygiene consultant’s home or in a separate

location. Diqing Tibetan Prefecture aims to set up each peasants’ hygiene room to

provide coverage for every 300 people, which may cover one natural village or several

natural villages. Until 2008, there were 495 peasants’ hygiene rooms with 495 peasants’

hygiene consultants in Diqing.65 A peasants’ hygiene consultant is not, however, equal to

a doctor. Peasants’ hygiene consultants’ main responsibilities include providing basic

medical services for common diseases and bodily injury, assisting township clinics with

immunization, disease prevention, and monitoring childbirths in their individual villages.

The creation of the peasants’ hygiene consultant position echoes the barefoot doctor

system during the Maoist period, which also aimed to provide affordable health care for

the mass population. However, the state ignores the fact that peasants’ hygiene

64 Administration villages usually comprise several natural villages in Weixi. There are usually more than one hundred
households in an administrative village. The size of a natural village varies from one hundred to less than ten
households.
65 Data obtained from the Health Bureau of Diqing Tibetan Prefecture.
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consultants are operating in a market economy, which is a different context than that in

which the barefoot doctors operated.

Ideally, the prefecture health bureau wants peasants’ hygiene consultant positions

to be filled by former barefoot doctors or village doctors, or graduates from mid-level

professional medical schools. In reality, it is often difficult to find people who can meet

these criteria in every village. In some villages I visited, the township clinic picks the

person who has obtained the highest level of education and can speak Mandarin to be the

hygiene consultant. When I was doing fieldwork in the Tachengzhen Clinic, the director

of the clinic, Dr. Yang, provided the example of the Duonage village66 to illustrate the

difficulty of finding a peasants’ hygiene consultant:

Among all the villagers, a guy who graduated from Junior High School at
Tachengzhen was the one with the highest education and the one who could speak
Mandarin. We persuaded him to be the peasants’ hygiene consultant, who can be
paid 150 yuan each month for their work. The guy had the job for a few months.
But he was an alcoholic and was always drunk. He missed a few assignments we
gave him. So I blamed him once. Then he quit the job and went to da gong
(finding temporary jobs in other places, which is a popular way to get out of the
village among young people in rural China). Now I have to look for people who
graduated from elementary school to be the peasants’ hygiene consultant.
On the surface, the lack of educated people who are willing to be the peasants’

hygiene consultant is a challenge. More profoundly, however, this difficulty has to do

with the lure of the market economy, meaning compensation is another obstacle to

finding a peasants’ hygiene consultant. As Dr. Yang mentioned, the state pays each

peasants’ hygiene consultant 150 yuan per month. Just as in Duonage, peasants’ hygiene

consultants are easily attracted to other higher paying jobs. In the town of Badi, the

director of the township clinic said three of their village peasants’ hygiene consultants

left the job to work at the nearby road construction site that can pay them 100 yuan per

66 Duonage is a natural village under the Chuanda administrative village with 77 households and a population of 302.
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day. In addition to the state’s compensation, peasants’ hygiene consultants are able to

make a little extra profit by selling the medication they receive from the township

clinic.67 However, depending on how many patients/local villagers they can treat, this

part of their income varies among the consultants. For example, as a locally well-known

doctor, Zheng can treat 20 patients from Dacun and nearby villages on an average day.

So, her income was relatively higher compared to other peasants’ hygiene consultants.68

A peasants’ hygiene consultant in a village just half an hour walk from Dacun presented a

different story. Lixi He,69 a 30 year old female, who graduated from junior high school

and the nursing school of Yunnan Radio and TV University as well as received training

at the Tachengzhen Clinic for one year, was the peasants’ hygiene consultant in

Selibutong. She said she usually only had one to two patients each day. During my two

day stay at her clinic, which is set up in a room in her house, only one patient visited her.

So, her income from the medical services she provides would be very limited compared

to Zheng.

Zheng He is the peasants’ hygiene consultant in Dacun. She had been running her

private clinic since 1992, until the clinic was brought into NCM system as the “Peasants’

Hygiene Room” (nong jia wei sheng shi) (as shown in Figure 2.1) in 2007. The medical

career of Zheng has transformed from a barefoot doctor, to a doctor in a state owned

hospital, to an owner of private clinic, to her current position as a peasants’ hygiene

consultant. The transformation of Zheng’s career, although it is particular to her, is also a

reflection of the impact of changing public health policy in rural China.

67 The price of each kind of medicine is set up by the state, and the peasants’ hygiene consultant does not have the
authority to price the medicine.
68 Based on my participant observation in Zheng’s clinic, Zheng can make about six thousand yuan per month.
69 Pseudonym.
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Figure 3.1 Zheng’s Clinic in Dacun (Photo taken by Qingyan Ma)

3.4 Conclusion

This chapter traces the public health policy moves in Weixi within the nexus of

shifting political and economic contexts in the following periods: 1) the Maoist period

from 1958 to 1979, during which the Cultural Revolution-founded “cooperative

medicine,” backed up by the commune, provided basic health care for peasants (White

1998); 2) from the early 1980s to 2007, the transition from the command economy to the

market economy, during which most rural peasants were left out of post-

decollectivization health care; and 3) from 2008 until now, a period during which the

state has implemented New Cooperative Medicine. Through presenting the impact of the

public health policy move in each period, and situating the life histories of the village

doctors within these changes, this chapter has shown the impact of the policy moves and

how the individual adapted to the changes. This chapter also provides historical

background for the chapters that follow.
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The clinical encounter—the interaction between patients and doctors in the

clinical setting (Farquhar 1994) —in different tiers of the public health system in Weixi is

important for understanding the construction of ethnicity vis-à-vis public health policy

and economic reform at the local level. In the first tier, the county hospital, the doctors

are primarily Naxi and Han, as well as a few Tibetans and a few Lisu. Therefore, most of

the doctors speak the languages of Naxi and Han. For the ethnic Lisu, who have versatile

languages even within the same state recognized ethnic group, if they cannot speak Naxi

or Han or have no one translate for them, they will rarely choose to go the county

hospital. There is no interpreter at the hospital to intermediate between the patients and

the doctor. In second tier of the clinical encounter, the township clinics, the doctors are

mostly Naxi, and a few are Han or Tibetans. Some of the doctors are capable of speaking

the local Lisu language. So this is the level at which most local Lisu villagers would seek

medical treatment, and it is also considered both by the patients and the state as

“hospital” treatment. The village clinic or the peasants’ hygiene consultant’s room

comprise the most readily available level of the clinical encounter. The village doctors or

the peasants’ hygiene consults are usually from the local village and can speak multiple

languages that the local villagers speak. Although this type of clinical treatment is readily

accessible, neither the state nor the local villagers consider this is as hospital treatment.
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CHAPTER FOUR

THE TRANSFORMATION OF EVERYDAY REPRODUCTIVE PRACTICES IN
DACUN

4.1 Introduction

This chapter presents a thick description—the detailed approach to routine life

(Geertz 1973)—of a specific village in Weixi. In particular, I situate the transformation of

reproductive practices within the larger picture of the residents’ everyday village life.

Through analyzing the data obtained during my fieldwork, I found out reproductive

practices could be categorized into three age groups with distinctive features:70 1) women

who gave birth from pre-1949 to the early 1980s; 2) women who gave birth from the

early 1980s to 2007; and 3) women who gave birth after 2008. My categorization by age

group is based on 1) the degree of state regulation on reproductive practices; in particular,

state regulation on the number of births each household is permitted and on the location

of where births may occur; 2) the degree of the involvement of modern technology in the

birth-giving process; and 3) the degree of the medicalization of women’s reproductive

body. This categorization largely corresponds with the public health transformation

outlined in Chapter 3. By presenting the women in these three ages groups and narrating

their memories and comments on their past experiences, I aim to expose the ways in

which “historically situated persons” (Kohrman 2005, 9) internalize, mediate, or

transform the state’s discourse of their reproductive body into their own agendas and thus

reproduce, or do not reproduce, what the state would call “responsible Chinese

citizenship,” as specified in my introduction.

70 Each age group may contain women from more than one generation.
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Anthropologists have explored human reproduction in various circumstances as

“an entry point to social life” (Ginsburg and Rapp 1995). An important aspect of studying

reproductive practices is to examine how a given state balances its population growth so

as to avoid potential negative outcomes, such as those proposed by Thomas Malthus in

the 18th centry (Lock and Nguyen 2010)—for example, family planning policies enacted

in India (Chatterjee and Riley 2001), the one child policy established in some parts of

China (Greenhalgh 2008) (although, it should be noted the communist party of China did

not accept the Malthusian theory in the first place), and the reproductive practices of

Palestinian women in Israel (Kanaaneh 2002). In addition to studying state interventions

into natural birth with technologies such as contraception and abortion in the name of

science (Greenhalgh 2008), anthropologists have explored how local health providers

interact with the state and other international organizations to participate in various

programs to enhance population productivity, such as the safe motherhood movement in

Guatemala (Berry 2009), the promotion of hospital birth among indigenous people in

Canada (Kaufert and O’Neil 1993, 1995), and the biomedical intervention to lower

maternal mortality in Egypt (Morsy 1995). Attention has also been paid to the structural

factors in a given context that influence people’s reproductive activities (see

Maternowska 2006 on Haiti, Browner 2000). While the quantity of the population is a

large concern for the Chinese state, how to raise the “quality” (suzhi) of the population

after the economic reform in the 1980s has also drawn the attention of social scientists

(Anagnost 1995, Dikötter 1998, Handwerker 2002, Sigley 1998). Aside from the study of

state policy makers and health providers, feminists have also critiqued how hospital birth

pathologizes women’s reproductive body—thus disempowering women from the whole
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birthing process (Murphy-Lawless 1999)—as well as how local individual agency deals

with the biomedical intervention of childbirth (see Maraesa 2010 on Belize). Yet, the

study of reproductive practices from a historical perspective that is intertwined with

larger social economic changes and the reach of the state has not yet been explored. This

is precisely the goal I aim to achieve in this chapter.

4.2 An Overview of Dacun

The village of Dacun (pseudonym for the real village’s name) is a natural village

located along the Yongchun River (see FIGURE 2.2 Map of Weixi on pp19) as well as

the major gateway from central Yunnan to the county seat of Weixi. It is twenty-five

miles from the county seat and twelve miles from Tachengzhen. The construction that

expanded and updated the road from Lijiang to the county seat of Weixi via Dacun has

just been completed in late 2011. When I was doing fieldwork in Dacun, the road was

still under construction. Traveling by car from Dacun to the county seat would take from

two to four hours, and travel from Tachengzhen to Dacun would take one to two hours,

depending on the road’s condition and weather. The Dacun villagers had high

expectations for the road construction. They told me that after the road construction was

finished, they expected to be able to travel to Weixi (the county seat) in under an hour

and to Tachengzhen in half an hour. As it is located right next to the major transportation

gateway, Dacun has easier access to transportation compared to other Lisu villages in the

mountains along the Lancang River, despite that Dacun is also a typical Lisu village.

In addition to its relative convenient transportation, Dacun has about seventy

acres of arable flat land that stretches from the river bank of Yongchun River toward the

foot of the mountain, which is the largest area of flat land in all the villages in
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Tachengzhen. Almost every Dacun villager I talked to was proud of their basin. The

average elevation in Dacun is about eight thousand feet, which is too high to cultivate

rice, the staple food that the local residents consider better than wheat. The 42 households

in Dacun all own a portion of land in the basin based on the size of their household. For

example, my key informant’s family, the village doctor Zheng, has eight people in their

household, and therefore has the largest portion of the basin land in Dacun, roughly nine

acres. The houses of Dacun were built around the border of the basin and stretch towards

the foot of the mountain.

According to my survey of 42 households (see Appendix II for household survey

guideline) throughout my four-month stay in Dacun, there were 188 people living in

Dacun in 2011. Most of the residents are registered as ethnic Lisu, as shown on their

national identification card. However, the Dacun Lisu often consider themselves as closer

to Naxi, so they recognize themselves as hua Lisu (flowery Lisu), or Naxi Lisu, which is

different from the Lisu who live in other parts of Weixi. The Dacun residents are all

multilingual. Most of them speak at least Lisu, Naxi, and Mandarin. Some of them also

speak Tibetan. Of all the residents, 37 percent are illiterate, and over 70 percent of those

who are illiterate are female.

4.3 Zheng He’s Family

As I mentioned in Chapter 3, Zheng He is the village doctor in Dacun. Through

my survey in Dacun and interviews with other households, I located Zheng’s family as

my key informant family. I conducted in-depth interviews with her family members and

participated in their daily life. I will present a synopsis of the daily life of Zheng’s family

in the following section. It is important to note that their life is not representative of all
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families in Dacun, but rather, by providing their particular way of life, I sought to help to

facilitate our understanding of everyday life in Dacun.

Like all families in Weixi, Zheng’s family was based on patrilineal marriage.

Zheng He was born in Dacun and married into another family in Dacun. However, I will

be using Zheng He’s name rather than her husband’s name to talk about her family,

because Zheng is a locally well-known doctor and all the local people addressed her by

her name, and address her family as the Zheng family. There are eight people in Zheng’s

family: Zheng’s husband, who is age sixty, Zheng’s mother-in-law, who is age ninety, the

sister of Zheng’s mother-in-law, who is also around age ninety, Zheng’s son, Guanghui,

and his wife, Chumu, both in their mid-thirties, and Guanghui and Chumu’s two

children—Yuliang, who is 15, and Xiaobao,71 who is 11 (see Appendix I, the Genealogy

chart of Zheng’s extended family Part II). However, among these eight people, only

Zheng and Chumu are able to engage in farm work. Chumu’s husband, Guanghui, often

went outside the village to find temporary jobs and seldom helped with farm work.

Zheng’s husband fell off a tractor more than 10 years ago and injured his leg (see Chapter

3). Due to his injury, he is now disabled and thus cannot engage in farm work often.

Zheng herself has to devote a large portion of her time to running the village clinic,

though she still helps with the farm work when she not attending patients. Zheng’s

mother-in-law and her mother-in-law’s sister were in their 90s, and thus cannot do heavy

farm work. The two children were away from home at school. Therefore, out of the eight

household members, Chumu is the only one who takes care of a majority of the farm

work, as well as cooks and does all the chores for the family. The following table denotes

71 All the names of Zheng’s family members are pseudonyms.
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Chumu’s yearly calendar, derived from my observations of and conversations with her.

Table 4.1 Chumu’s Yearly Calendar (until 2011)
Month Activities

January Collecting fallen pine leaves,72 visiting friends, collecting firewood in
the mountain.

February Collecting fallen pine leaves, visiting friends, collecting firewood in the
mountain, preparing for the Chinese New Year.

March Plowing and fertilizing the land, planting potatoes and trees, such as
walnut, papaya, apple, and chestnut.

April Foraging morel mushrooms in the mountain, which must be done before
April 15. After April 15, planting corn. The corn must be planted within
one week. After corn is planted, return to foraging morel mushrooms.

May Foraging morel mushrooms, planting soybeans and white kidney beans.
Plowing the corn field for the first time of the year (if planting rice, start
on May 15 or May 16).

June Harvesting wheat. Continue to plant white kidney beans and plow the
cornfield.

July Planting white kidney beans, plowing the field, sticking pods for white
kidney beans, harvesting flower peppers (hua jiao),73 foraging porcino
mushrooms in the mountain.

August Threshing wheat on the ground, harvesting the potatoes, planting
vegetables for pig food. Foraging porcino mushrooms in the mountain.

September Picking up walnuts.

October Harvesting corn, will last from ten to fifteen days. After finishing
harvesting the corn, plowing the field, planting wheat seeds, and
harvesting white kidney beans.

November Threshing white kidney beans on the ground; if there are a lot of white
kidney beans, this may last for twenty days.

December Selling white kidney beans, collecting fallen pine leaves, visiting friends.

72 Fallen pine leaves were first used as mat in the stables for pigs. After being mixed with the excrement of the pigs and
naturally fermented, the fallen pine leaves would become a good source of natural fertilizer.
73 This is a condiment widely used in Chinese cuisine in Sichuan and Yunnan.
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This calendar depicts the busy life of Chumu, a 36 year-old woman who is

illiterate, but learned Mandarin through watching TV. Zheng and Guanghui sometimes

will help with plowing the field, planting, and harvesting. I need to note that this work is

all done by hand with simple tools, such as a hoe, a shovel, and a reaping hook.

Threshing wheat and white kidney beans are facilitated by a threshing machine, which is

shared between different families who take turns using the machine. Threshing day is a

big day in the village, as most family members—if they are capable—will participate in

the work, and the families the machine is shared with will also come to help, as shown in

Figure 4.1.

Figure 4.1 A Threshing Day in Dacun

Other people’s calendars are more or less the same as Chumu’s, depending on

how much land they have and what crops they plant. Chumu’s yearly calendar presents a

clear picture of what the current daily life of Dacun villagers may look like. It is within
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this daily life that the Dacun villagers talk about their reproductive practices of the past

and engage with their current reproductive practices, which I will elaborate on in the

following section.

4.4 The Reproductive Practices of Women in Three Age Groups in Dacun

4.4.1 A Nai—Pre-1949 to the Early 1980s

In Dacun, the local people address all women with grandchildren as an A Nai

(grandma). This age group ranges from age fifty to age ninety, and includes women who

gave birth from before 1949 to the early 1980s. Although the age group of A Nai spans an

extensive historical period with dramatic political changes in China—from the founding

of P. R. China to the Great Leap Forward (collectivization), to the Cultural Revolution

(cooperative medicine) and to de-collectivization after the demise of Mao Zedong74—

women in this age group share similar reproductive experiences. The common features of

the A Nai reproductive experience include the following:

1) A Nai usually gave birth to multiple children. One of the A Nai has ten surviving

children, the highest number of surviving children in Dacun. The average number of

children women in this group have is four.

2) All of the A Nai gave birth in a natural way. They all delivered at home with no

professional assistance or prenatal check-ups. High maternal mortality and low infant

survival rate were also features of the women in this age group.

3) The A Nai usually engaged with household chores and farm work during pregnancy as

they normally did. There were also only a few days’ rest in bed for an A Nai after they

74 See Chapter 2 and Chapter 3 for a description of historical changes.
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gave birth. They did not engage in zuo yue zi (one-month special care after delivery).75

These common features indicate that, in contrast to the rest of China, women’s

reproductive practices in Dacun had remained consistent for many years, regardless of

political turmoil or changes occurring throughout the country. Furthermore, it also means

that the state’s governance had not yet reached the reproductive body of women in

Dacun. In other words, biomedical interference and political regulation of people’s

reproductive practices had yet to arrive in Dacun.76 For women in the A Nai age group,

the medicalization of their reproductive body was remarkably low. They were considered

an active labor force throughout their pregnancy by their families. For example, after

local villagers learned that I came to Dacun to study their reproductive customs, they told

me I should go talk to Zhixiu,77 who in 1960 gave birth to her daughter in a cornfield

while picking corn, and then cut the umbilical cord herself when she arrived home with

her daughter and the placenta.

However, natural birth also came with high maternal mortality and a low infant

survival rate. Zheng told me her mother gave birth to twelve children, only six of whom

survived, and she was the oldest (see Zheng’s genealogy chart in Appendix I). “A single

woman would give birth to eight to ten babies. Only half of the babies can survive. No

one had any medical knowledge at that time. It was common in the countryside. Our

minzu (ethnic group) has very strong survivability,” Zheng shared. As the village doctor

of Dacun for almost 40 years, Zheng witnessed the changes in local reproductive

practices firsthand. The following quote is Zheng’s memories and commentary of an

75 zuo yue zi is a common postpartum practice in China. It not only applies to Han Chinese, but also to other ethnic
minority people that are influenced by Han culture.
76 In the Maoist period, a newborn would be registered, but there was no regulation of the number of children each
household could have.
77 Pseudonym of an A Nai, who was 84 years old in 2011.
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experience she had assisting with the childbirth of an A Nai.78

Our minzu (ethnic group)79 had a rule that women cannot give birth where they
usually sleep. They had to sleep separately with hay and lay on it. Then people
just need to change the hay, so they can use that place again. People can’t afford
to change the blanket on the bed. We had nothing to change. There was no blanket
and no clothes. Giving birth was dirty. Whoever gave birth had to go to a different
location in the house to be separate from the rest of the family. We really suffered
worse than the cow and horse. This was the feature of our minzu (ethnic group).
We inherited it from the ‘old society.’80 When the baby was about to come out, the
expectant mother had to stand up. Our minzu (ethnic group) had to give birth in
the standing position. Of course, most women cannot stand up by themselves at
that time. Because they had already been suffering from great pain. So they were
tied by a rope across their chest through their underarms, so they can lean on the
rope. When they push, they can lean on the rope to push. Just like the livestock
giving birth. They all gave birth in that way, all of them. Although there may be
other family members around, none of the people can sustain her for a long time.
She had to be tied up, high up. So she can push by herself. They cannot get up for
the next seven or eight days after delivery.

I don’t like the standing position in giving birth. It can cause too much pain and
hurt for women. When I was little, I saw my mother hanging up on the rope to
give birth. I was so scared. It was too painful. Sometimes, it would take one day
and one night. She went unconscious and came back, and went unconscious and
came back again. She was like this every time when she gave birth. Besides, we
did not have much to eat at that time. After the baby came out, all of her body was
swelling and red. It was such suffering. And there was no midwife or other
professional assistant. It was like killing her. The baby was very likely to be
choked by the amniotic fluid rushing down out of the vagina and dropping into
the baby’s mouth suddenly. The baby will pass out. In severe cases, the baby will
die. Isn’t that pathetic? If you lie down to give birth, the perineal body will be
well protected. Isn’t it? There are medical professionals to take care of you. And
the baby.

My first time assisting with childbirth in Dacun was 39 years ago, after I finished
study at the Weixi Hygiene School. I told the expectant mother to lie down to
push. They were all against me, and even yelled at me: ‘You said lie down to give
birth? No one can give birth by lying down. What did you learn in school?!’

From my conversations with Zheng in 2011

78 Zheng’s narration is based on my conversations with her during different times throughout my stay in Dacun. I
translated her account from Chinese to English. I tried to maintain her original Chinese syntax as much as possible.
79 During my conversation with Zheng, she likes to use the term “our minzu (ethnic group)” when she talks about the
customs and rules that are specific to Dacun residents.
80 In China, it is normal for people to refer the historical period before 1949, the founding of the People’s Republic, as
the “old society,” which is also the propaganda of the communist party.
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As the village doctor and party member who received three years of formal

medical training, Zheng was a supporter of biomedical intervention in childbirth. But

when A Nai gave birth, the standing position was a popular position, not only in Dacun,

but also in many other regions. In other parts of Weixi that I visited, everyone told me

they used to give birth standing up. My other informant, Liumi, who does not belong to

the A Nai age group, told me that when she gave birth to her oldest daughter in 1995, she

had to stand to push, which she thought would give her more strength, even though

Zheng had asked her to lie down. Nonetheless, all the women I interviewed expressed the

same hatred for hanging up by a rope to give birth as Zheng did. Zhixiu said she was

lucky, as her daughter was born in the cornfield, so there was not enough time to have her

hung up by the rope. Chumu also told me many times that hanging up by the rope was

terrible, and she was glad she never had to experience that. As for Liumi, who insisted on

the standing position, stated that she was able to lean on her husband throughout the

birth, so she did not need a rope.

4.4.2 Chumu—the Early 1980s to 2007

The second age group, Chumu, includes women who were between thirty to fifty

years of age in 2011 and gave birth between the early 1980s and 2007. They are the

women who have been affected by the birth planning policy since its implementation in

Weixi in the early 1980s. They also experienced de-collectivization, the establishment of

the household responsibility system, and economic reform (see Chapter 3). Within the

context of these historical changes, the common features of their reproductive

experiences include the following:

1) Increased state regulation on women’s reproduction, or in particular, the birth planning
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policy in Weixi required each household in the rural part of Weixi to be limited to only

two children and required the two births to be four years apart. This specific requirement

in Weixi applies to all non-Tibetan ethnic groups, including the Han, Lisu, Yi, and other

minority groups registered as the rural population.81 This policy is still effective today.

Therefore, in Dacun, the average number of births has dropped to two.

2) Increased medical intervention in childbirth. Most births in Dacun have been assisted

by the “new midwifery” (xinfa jiesheng).82 In Dacun, this particularly means births are

assisted by a midwife—Zheng. Zheng also uses medical alcohol to sterilize the cutting of

umbilical cord. In contrast to the women in the A Nai group, women in the Chumu age

group would lie down to give birth. However, hospital births and prenatal check-ups were

still rare for the women in this age group. Nonetheless, with Zheng’s assistance, no

women or infants died during childbirth during this time period.83

3) Along with the economic reform and the household responsibility policy, some

households began to have more material goods and better living conditions. Most women

in this age group would have zuo yue zi (one-month special rest after delivery).

Chumu gave birth to her daughter, Yuliang, in 1996 when she was 20 years old.

She was able to lie down on her own bed for delivery, with a blanket on the bed, rather

than on a temporary wood board with hay on it, as mentioned before. Chumu said this

was because their life was much better, and they could afford to change blankets. When

Yuliang was born, they had a cotton cloth to wrap her with, instead of goat skin. Zheng

81 For the residents registered as the urban population in Weixi, they can have only one child, regardless of their
ethnicity. For the rural and urban distinction, see Potter and Potter 1990. Rural Tibetans are not subjected to any birth
planning policy, due to P. R. C.’s specific ethnic minority policy and the American style Affirmative Action regarding
the Tibetans.
82 The New Midwifery Movement was promoted within cooperative medicine during the Cultural Revolution in China,
but it did not reach Dacun until the early 1980s.
83 This feature is based on my data discovered in Dacun.
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also assisted with Chumu’s birth as the midwife. However, Chumu did not have any

prenatal check-ups. Chumu told me that Zheng gave excellent care for both her and her

daughter, so she did not want to seek any external assistance. Four years later, in 2000,

Chumu’s son, Xiaobao, was born—also under the care of Zheng and without prenatal

check-ups.

Liumi had similar birthing experience to Chumu. She is Chumu’s best friend and

cousin-in-law and is the same age as Chumu (Liumi’s husband is Chumu’s husband’s

cousin; see Appendix I for the genealogy chart Part I for Zheng’s extended family).

Although Liumi insisted on using the standing position when delivering her first child in

1995, four years later, she lied down when delivering her son, Xiaoming. When I asked

why she chose to lie down the second time, Liumi said she was more used to this seeing

this style and everyone was doing it. In addition, Liumi even had one prenatal check-up

in the County Hospital when she was pregnant with her son, because her father-in-law

was working at the post office in the county seat, and her sister-in-law was also working

in the county seat. Thus, Liumi could afford the trip to the county seat and had family

members nearby to take care of her. In addition, Liumi graduated from junior high school

in Tachengzhen and is fluent in Naxi and Mandarin. As a result, she was able to have

conversations with the doctors at the county hospital without any language barrier. The

women who do not have relatives in the county seat or who are illiterate usually stay in

the village throughout their pregnancies.

Liumi’s experience at the hospital and her ability to have a clinical encounter with

the doctors in the county hospital are dependent on that 1) she can afford to travel to the

county seat; 2) she has relatives in the county seat; and 3) she can speak Mandarin and
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Naxi. From my observations in Weixi Mothers’ and Children’s Hospital, most patients

from the villages in Weixi have to meet at least two of these three conditions to travel to

the county seat to have prenatal check-ups. Otherwise, they would remain at home and

not go to the county hospital. As in the hospitals in the county seat, which I primarily

refer to as the Weixi County Hospital and Weixi Mothers’ and Children’s Hospital, the

doctors are mostly Naxi and Han, and a few Tibetans, who speak Mandarin, Naxi, and a

little of the Tibetan language. When I was doing fieldwork in the Weixi Mothers’ and

Children’s Hospital, only one doctor was able to speak the Lisu language. The patients, or

their family members or friends who accompany them to the hospital, have to be able to

speak Mandarin or Naxi. If they do not speak either of these languages, they cannot

communicate with the doctors. There is no interpreter in the clinical encounter to

translate the conversation. Therefore, the people who can go to the county seat to see a

doctor are those who are already better off than those who cannot go to the hospital.

Next, let me turn to Zheng’s narrative of her experiences as the midwife who assisted

with the births of the women in this age group.

After I began to be the village doctor and the midwife to assist births, all the
births in Dacun were assisted by me. After a few years, more and more women
accepted the lying down position in giving birth. So, I can help them with a good
birth and wrap the baby. I was using the new midwifery. I would sterilize with
medical alcohol and I would use cotton cloth. In births I helped as the midwife,
the baby would be taken good care of. I would place a hot water bag on the belly
of the woman who just delivered the baby as a hot massage. After the hot
massage, I twisted the umbilical cord, the placenta would easily come out. In this
way, the patient would not suffer too much, and there was much less bleeding.
Sometimes, the placenta would not come out by itself; I can help to get it out.
There was another habit of our ethnic group. We used to tie one of the shoes with
the umbilical cord and let the shoe hang outside, waiting for the placenta to be
delivered. Just like that. Everyone was like that. This was the habit of our minzu
(ethnic group). The umbilical cord was cut on the baby’s side, and the other side
was tied with the shoe to wait for the placenta to come out. Some women died
because of this. Because I had been working in the Obstetrics Department in
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Weixi County Hospital, I know very well how to get the placenta out. I would
twist the umbilical cord, twist and twist (showing me the gesture). Twist like this
and twist again and pull it a little bit, then usually the placenta will get delivered.
If not, I can try again.

From my conversations with Zheng in 2011

4.4.3 Xiumei—2008 Until Present Day

Xiumei was 24 years old when I stayed in Dacun in 2011. She had just given birth

to a daughter in the Mothers’ and Children’s Hospital in Shangri-la one month prior.

Women in the Xiumei age group, who are in their 20s and gave birth after 2007, have

different reproductive experiences compared with the women in the previous two age

groups. The common features of the reproductive experiences of the women in this age

group include:

1) Intensified state control of women’s reproductive practices. The state initiated the

promotion of hospital birth,84 which is situated within the New Cooperative Medicine

(see Chapter 3 for details). The promotion of hospital birth also includes changes at the

administrative level of managing the local population. One important change is that only

the babies born in a hospital can be given a birth certificate—children born at home no

longer qualify for birth certificates. Without a birth certificate, a newborn baby cannot

register his or her hukou, which means he or she cannot be registered as a member of the

household. Consequently, they cannot go to school or claim any form of state welfare if it

exists. This was a serious modification of the state’s rules. Control exerted over the birth

certificate further forced local people to give birth in the hospital. Additionally, hospital

birth is free, and locals can even receive a reward, such as 110 pounds of rice or 100

yuan, if they go to the hospital to give birth. The financial incentive is especially

84 See Chapter 4 for details of the state rationale, discourse, and discussion of promotion of hospital birth.



71

attractive to some villagers.

The population policy that applied to the women in the previous age group is still

effective, as well. This policy combined with the promotion of hospital birth has made it

even more difficult for the local villagers to have more than two children. The

effectiveness of the promotion of hospital birth is obvious: before 2007, there were no

hospital births in Dacun, and all births were assisted by Zheng. Since 2008, all five of the

village newborns had been born in the hospital.

2) In addition to hospital birth, women’s bodies have become increasingly medicalized.

More and more women in this age group have begun to have prenatal check-ups. Also,

after thirty years of economic reform, some rural villagers now have more wealth than

others, for various reasons. Some wealthier villagers will go to better hospitals to give

birth and have more frequent prenatal check-ups. A hospital-style and biomedical

narrative of childbirth initiated by the state has gradually been accepted, as well as further

developed by the people as they engage with hospital birthing. There have been no deaths

of women or infants during childbirth in this time period.

3) During hospital births, antibiotics are used. Episiotomies during delivery are also very

common. Most women will have zuo yue zi (one-month special care) after delivery, and

there is more food and opportunity for rest available to women during this one-month

special care.

4) There is no qualified midwife to assist with home births, as the only village doctor,

Zheng, quit. In other words, there has been no successor to be the midwife in the

countryside.

Xiumei is one of the women in this age group who has experienced these changes.
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Xiumei is an ethnic Naxi who married Yaoming from the nearby Naxi village. She

graduated from elementary school and owns a clothing store in Tachengzhen. Her

husband, Yaoming, graduated from a vocational school in Shangri-la and majored in

tourism. He currently works in the Natural Reserve of the Snub-nosed Monkey in

Tachengzhen. Yaoming was the first person in Dacun to buy a car. His car was a Chinese

brand compact four-door sedan, purchased for about twenty-seven thousand yuan, which

is a little more than four thousand US dollars. Xiumei said she got to know Yaoming

because they both worked in Tachengzhen. At the time I visited Xiumei in Dacun, there

were five people in her family: Xiumei and Yaoming, Yaoming’s parents, and Xiumei’s

newborn daughter. Below is Xiumei’s narrative of her recent reproductive experience:

During my pregnancy, I had been to Judianzhen85 three times, Tachengzhen once,
and Shangri-la once for prenatal check-ups. I had an ultrasound every time I had a
prenatal check-up so I could see the growth of the baby in my uterus. When I was
pregnant, I still had to take care of my clothing shop in Tachengzhen. So I could
go to the clinic in Tachengzhen to check my blood pressure almost every week.
The doctor there would also check the fetal heart rate and my body weight. I had a
blood test once in Tachengzhen. Even though Tachengzhen is very close to where
I live, I still prefer the clinic in Judianzhen, which can provide better
examinations.

My due date was June 4. I went to Shangri-la to live with my relative on May 25.
My relative’s house is very close to the hospital. My husband drove me to
Shangri-la.86 I began to feel the pain from contractions around 3 p.m. on June 7,
so I went to the hospital around 8 or 9 a.m. on June 8. My husband, A Nai87, my
cousin, and my aunt were by my side. At 7:30, the contractions got more intense,
and I felt great pain. At 8:30, my daughter was born. At the time my daughter was
born, my husband went to my relative’s home to kill a chicken to prepare the
chicken broth for me.

My doctor told me I had an episiotomy.88 When I went to the hospital in Shangri-

85 Judianzhen is a town in Lijiang, about 124 miles away from Dacun.
86 It is ninety miles from Dacun to Shangri-la.
87 A Nai here refers to Xiumei’s mother-in-law, but the local people are used to referring to women with grandchildren
as A Nai, as aforementioned in the previous section.
88 This medical terminology was original from the interviewer. I translated it from Chinese to English. The same is true
for the medical terminology that appears in the following narrative.
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la to have a prenatal check, the doctor told me that the ultra sound showed the
umbilical cord was around the neck of the baby, so the doctor couldn’t see the
face of the fetus. When I had the ultrasound in the clinic in Tachengzhen, it also
showed the umbilical cord around the neck. The doctor in Tachengzhen said it
(umbilical cord around the neck) may indicate some complication at birth. During
my delivery, after the head of the baby was out, the doctor cut off the umbilical
cord right away. I thought I was lucky to go to Shangri-la to give birth. There
were seven or eight doctors there. There cannot be that many doctors in the clinic
in Tachengzhen.89 I think I made the right choice not to go to Tachengzhen. I also
heard that someone in Genatong (a nearby village of Dacun) gave birth to a baby
in Tachengzhen. The doctor put the baby in a paper box for one day and one night
until the baby’s first cry. After hearing these rumors, I didn’t dare to go to
Tachengzhen to give birth.

I had stayed in the hospital for five days and I left the hospital on June 13. During
my stay in the hospital, I received IV fluids, but I don’t know what they are.
When I got home, I still have zuo yue zi (one month’s special care after
delivery90). According to our local custom, I had chicken broth, mijiu (rice wine),
and eggs cooked in various ways, such as steamed egg, boiled egg, and fried
egg.91

Based on my conversations with Xiumei

Xiumei became well known in Dacun because she was the first woman in the

village to go to the hospital in Shangri-la92 to give birth. All of the other four newborn

babies born in Dacun since 2008 were delivered in the clinic in Tachengzhen. Xiumei’s

experience of giving birth in Shangri-la was talked about by the Dacun villagers a great

deal. Many local villagers told me, “You should visit Xiumei. She went to Shangri-la to

give birth.” The villagers who commented on Xiumei’s experience indicated that they

thought it was not worth going to Shangri-la to give birth. At the same time, their

comments also expressed their ambiguous feelings toward hospital births. According to

89 There was one doctor in the obstetrics department in the clinic of Tachengzhen. There was another doctor who
practiced general medicine who could assist with delivering the baby. There were several nurses in the clinic who took
care of every patient in the clinic, including the new born babies and the expectant mothers.
90 Zuo Yue Zi, the one-month special post-partum care, is very import and common in China. The specific custom may
vary according to different regions.
91 This custom is also common for Naxi. Xiumei is ethnic Naxi, and Dacun is close to other Naxi villages in
Tachengzhen—thus, it is not surprising that they have the same zuo yue zi custom.
92 The Shangri-la Prefecture Hospital is the regional hospital and has much better conditions and more doctors than the
county hospital and township clinic.
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another informant of mine, Wenhai He,93 Xiumei was “making a great deal out of a trifle”

(xiao ti da zuo).

Xiumei’s clinical encounter in the prefecture hospital in Shangri-la illustrated that

she is among the patients who can speak Mandarin or Naxi, who have relatives or friends

in the city, and who can afford the trip to the hospital. In particular, Xiumei’s experience

in the prefecture hospital as compared with other people’s hospital birth experiences

indicates that in addition to ethnicity, education, and language, personal finances play an

important role in people’s acceptance of hospital birth.

In the following section, I am going to present Wenhai He’s narrative of her

daughter-in-law’s experience of hospital birth. Wenhai He was a woman in her 50s. Her

husband passed away due to esophageal cancer in 2010. She was living with her son, 26,

her daughter-in-law, and their 3-year-old daughter in 2011. Her granddaughter was the

first child in Dacun to be born in the Tachengzhen clinic, which is also considered

hospital birth by the state. I visited Wenhai’s family several times during my stay in

Dacun; most of the time her son was not home. Her son had bought a cargo truck, so he

was always working away from home for his transportation business. I wanted to talk to

her daughter-in-law, Xiuyun, but she was too shy to talk to me. Instead, Wenhai spoke

with me, and she was a good story-teller. So, most of the information I received about

Xiuyun’s reproductive experience was from Wenhai, who is also fluent in Mandarin and

Naxi.

Wenhai’s granddaughter was born on October 24, 2008 in the clinic in

Tachengzhen. This experience was consistent with the promotion of hospital birth in

93 Wenhai is the pseudonym. “He” is a popular last name for Naxi and some Lisu.
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Weixi, and in particular, with the Larger-Shangri-la Project (which will be discussed in

Chapter 4) that designated Tachengzhen as a pilot location for promoting hospital birth.

Wenhai said the doctors of the Tachengzhen clinic came to Dacun to promote hospital

birth. Zheng, as the village doctor, also told women to go to the hospital to give birth, and

she said she would no longer handle any births by herself after 2008. Wenhai emphasized

that the doctors at the Tachengzhen clinic made sure to tell them that it was free to give

birth at the hospital, and they would not need to worry about the cost. Additionally,

Wenhai said the doctors in the township clinic would come to the administrative village

to provide free prenatal check-ups, including measuring women’s blood pressure, weight,

and the size of their belly. She accompanied her daughter-in-law to Tachengzhen for an

ultrasound once, which was Xiuyun’s only prenatal check-up in the hospital. Below is

Wenhai’s account of Xiuyun’s delivery experience.

We prepared all the stuff needed to go to the hospital one month before the due
date, such as blankets, cookware, a few live chickens, and stuff for the baby. We
prepared baby clothes, receiving cloths, a blanket to wrap the baby, and even
socks for the baby. On the night of the due date, she began to feel contractions. So
we started to look for a car to go to the hospital. We arrived at the hospital at 3am,
and found out only the general doctor was on duty, who arranged for us to go to
the patient ward.

My son found the telephone number of obstetrics on the wall, so he called her. He
called her several times, but she did not answer the phone. Finally, she answered,
but she refused to come to the hospital. My son got too worried, and he went to
find her at her house. We all know that she lives in the house by the gas station.
My son knocked the door for a while before she opened the door. She asked
whether it was the first baby or the second. My son said it was the first. Then she
told him to go back to wait until the dawn when she went to work. My son had to
come back. I was so worried that I cried. My daughter-in-law was in great pain,
and the doctor was not there. What can I do if she was going to deliver? I gave
birth to three children, but they were all at home. If it was a home birth, I
wouldn’t be worried at all. I could have asked Zheng to help. All the births of
babies in Dacun and Chuanda were assisted by her. She was the best midwife. At
that time, though, my son and I were outside of our village. We really did not
know what to do.
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We waited until the doctor showed up at 8 a.m. in the morning. The doctor came
to the ward to check on us. She began to take responsibility at that time, and my
granddaughter was born at 2 p.m. in the afternoon in the ward. Although there
was a doctor, I didn’t think the whole birth process was smooth. I almost thought
it was a dystocia. She pushed for a while, but the baby just didn’t come out. The
head of the baby came out a little bit, and she had already been too tired to push. I
was extremely nervous at that time and even the doctor became nervous. She
asked for help and another doctor came in. The new doctor pressed her tummy,
the other doctor went to catch the baby from the bottom. The new doctor pressed
her tummy for several times, and asked her to continue to push and she did so.
Finally, the baby came out. I felt so relieved, although in our custom, pressing the
tummy during delivery was something we would never do. When Zheng was
helping with delivery, she would coat her hands with warm lard and massage the
tummy, then the baby would come out. We went home the second day after birth.
I was glad we were well prepared for a hospital birth. I still remember the people
on the nearby bed didn’t prepare anything. The hospital gave every patient a
washbowl, receiving cloth, and a blanket. However, I thought the ones we brought
were better.

Based on my interview with Wenhai

In addition to Wenhai’s family, I also heard about other experiences of hospital

births in Dacun. Most of them went to the clinic in Tachengzhen to give birth. During my

stay in Dacun in 2011, there was one pregnant woman who planned to go to Weixi

County Hospital to give birth, because she was worried about the negative birthing

experiences she had heard about at the clinic of Tachengzhen. The negative experiences

at the township clinic—for example, newborn babies being put in a paper box, difficulties

with asking the doctor to take care of the expectant mother, Xiumei’s experience profiled

above, as well as being in the hospital instead of the familiar surroundings at home—

seems to increase the hesitation of the local villagers, who seldom leave their village, to

give birth in the township clinic. However, the transition to hospital births in Dacun was

thorough and quick. Before the promotion of hospital birth in 2007, none of the village

women went to the hospital to give birth. Instead, all births were attended by Zheng, the
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village doctor and midwife. Since 2008, Zheng has refused to attend any births, as she

must follow the rules of the township clinic, otherwise the township clinic would not

allow her to be the village doctor. Zheng also told me she was too old and tired to assist

with births anymore, anyway. Even if the state had not asked her to stop assisting home

births, she would probably would have quit in a few years. However, there was no one in

Dacun or the nearby villages who could take over her job.

In addition, local people’s attitude towards hospital births is ambiguous. On one

hand, they do not like to or want to leave their homes—their familiar surroundings—to

give birth in a hospital, a totally strange place for them. They also do not like having to

commute between the hospital and their home before delivery and after delivery. One

reason for this is that travel after delivery is in opposition to their zuo yue zi tradition,

which requires women to not go outdoors after giving birth for one month.94 On the other

hand, they enjoy the safety of birth in the hospital and fully embrace biomedicine and

modern technology in the hospital setting, such as IV drips and ultrasound machine (see

details in Chapter 5).

4.5 Conclusion

This chapter has presented rich ethnographic data of the current everyday village

life in Dacun, and the narrated reproductive experiences within this daily life of women

in three age groups. From their narratives, we discover that the state’s control over

women’s reproductive practices has increased dramatically. The first increase in control

began when the birth planning policy became effective in the early 1980s. The second

increase in control occurred when the state started to promote hospital birth in 2008.

94 Zuo yue zi particularly requires women to remain indoors and lie on a bed for one month to rest, because outdoor air
is not good for their recovery.
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Along with the increased state control, the number of children each woman has given

birth to has dropped sharply, accompanied by a sharp drop in infant mortality and

maternal mortality. By the same token, the local people began to internalize the state

biomedical discourse of hospital birth into their own agenda, further medicalizing

women’s reproductive bodies. In the next chapter, I will examine one of the programs

that has promoted hospital birth in Weixi, which will further illustrate the rationale and

discourse regarding hospital birth.

Another conclusion that can be drawn from this chapter is that the experience of

the clinical encounter that the ethnic Lisu in Dacun have when they give birth in the

township clinic, county hospital, or the prefecture hospital is differentiated by variances

in their language ability, education, family resources, and income. After the promotion of

hospital birth was successfully launched in Dacun, and no more newborns were born at

home in Dacun, the clinical encounter became an inevitable challenge that every Dacun

villager had to face. For those like Liumi and Xiumei, who were educated, could speak

Mandarin and Naxi, had relatives in the county seat or the capital of the prefecture, and

had adequate financial resources to travel to the hospital, the promotion of hospital birth

provided a trigger for their search of a modern, safer, and less painful childbirth

experience. For others, like Xiuyun, who did not have much education, could not speak

fluent Mandarin or Naxi, and did not have friends or relatives to support her in the

hospital, leaving home for the hospital to encounter the highly strange clinical experience

still seems a burden and intimidating.
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CHAPTER FIVE

THE DISCOURSES OF RISK IN THE PROMOTION OF HOSPITAL BIRTH

5.1 Introduction

In this chapter, we will leave Dacun and shift gears to examining a particular

program—the Larger Shangri-la Project (LSP)—that has aimed to promote hospital birth

in Weixi since 2006. I will explore how competing notions of “risk” in childbirth are

produced and communicated by actors at various levels of the Larger Shangri-la Project

(LSP). The LSP program, I would assert, also serves the state’s purposes of

“development” and nation-building in the multi-ethnic borderland. My fieldwork research

indicates that, since its initiation in 2006, this program has been interpreted and accepted

idiosyncratically by different parties at both the provincial level—i.e., state policy makers

and public health experts in the provincial capital of Kunming—and at the county level—

i.e., local officials and local health providers in the county seats, as well as local village

residents. Despite all parties’ shared goals of reducing maternal and infant risk and

mortality, participants at different levels vary in their understandings, participation, and

endorsement of the program. This contradiction between the state’s expected policy goal

and the degree of actualization of the policy not only points to a question germane to the

Larger Shangri-la Project itself, but also to the improvement of rural public health, and

even to the overall development agenda: in the face of contrasting and possibly

discordant interests and personal agendas concerning a common policy goal, how does

one (or more) understanding(s) eventually become dominant vis-à-vis others in a specific

regional context of a given state? I argue that the contradictions embedded in the LSP
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reveal the limits of governmentality (Foucault 1991) as well as the inability to govern

“bare life” (Agamben 1998) in the post-socialist Chinese state in the specific context of

the Larger Shangri-la Area.95

Instead of uncritically accepting official hegemonic statements on childbirth risk

and hospital birth, different participants take on, reconfigure, or resist this authoritative

knowledge in daily practices within various social contexts. In this case study of the

Larger Shangri-La Project, my goal is to examine how different constructions of the

discourses surrounding the safety of childbirth are produced, communicated and acted

upon among and between various levels of participants in the promotion of the hospital

birth program. Seeking answers to this question enables me to deconstruct state

governance over population into everyday reproductive practices occurring at various

levels and degrees, and thereby further enables me to uncover the multifaceted nature of

the state entity and the operation of post-socialist Chinese governmentality. Ideally, my

findings will also help design a better public health program that enhances the population

productivity in the area by alleviating the contradictions mentioned above, as well as help

examine the practice of promoting hospital birth as one of the WHO’s international goals

for reducing maternal and infant mortality (WHO 2004), which will be of interest to the

human rights community with respect to ethnic minorities in China.

5.2 Situating the Larger Shangri-la Project (LSP)

The Larger Shangri-la Project (LSP) is part of the “New Countryside, New

Family” plan that the National Population and Family Planning Commission of China

(NPFPC) implemented to improve the overall health of rural peasants throughout the

95 The Larger Shangri-la area is a region that was specifically created by the state to cover the intersectional region of
Yunnan, Sichuan, and Tibet. Weixi is one of nine counties in this region.



81

country. It was a three-year long project (2007-2009), the long-term goal of which was to

change the “traditional” mode of life and reproduction to a “modern” and “scientific”

one, thereby promoting the construction of a “socialist new family” and a “new

countryside” in the country’s “remote” and “multiethnic” areas.96 Within its three-year

term, the project focused primarily on lowering the rates of maternal and infant mortality.

The LSP is situated in particular within the New Cooperative Medicine policy proposed

in the 16th National Congress of Communist Party of China in 2003, which aimed at

providing rural peasants with the basic health care that had been suspended since the

dismantling of collectivization in the early 1980s (see Chapter 3 for details).

As I mentioned in the introduction, the high rate of maternal and infant mortality

in Southwest China’s Larger Shangri-la area has drawn the attention of public health

experts and the state. The tremendous gap between China’s underdeveloped West and

well-developed East, as manifested by this reproductive health measure, represents a

contradiction to the state’s promotion of “constructing a harmonious society” under the

previous Hu Jintao administration, and the high Maternal Mortality Rate (MMR) is not

consistent with the United Nations’ Millennium Development Goals (see Introduction).

Therefore, one strategy the Chinese state has proposed for resolving the health gap

between east and west was an attempt to lower the risk of maternal and infant mortality

by increasing hospital births, and the LSP was one of these attempts. Through the LSP,

the local residents were to be educated about the purported dangers associated with home

birth and be encouraged to accept the biomedical definition of risk as it related to their

96 I put these terms in quotation marks because they are used as state categories that have been naturalized through its
discourse.
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reproductive practices. In addition, the LSP is implemented through a state-sanctioned

NGO, Yunnan Health and Development Research Association (YHDRA). As a result, the

current reproductive practices of the local people are the outcome of constant negotiation

between public health experts, local officials, local health providers, and local residents.

Rates of high maternal and infant mortality often reflect an uneven distribution of

medical and other resources that exists in peripheral regions of the world (see Pinto 2008

on India; Scheper-Hughes 1993 on Brazil), as well as in the peripheral regions within

particular national boundaries. The worldwide spreading of a universalized biomedical

discourse surrounding the safety of birth and the construction of a similarly standardized

discourse of risk has legitimized the move from home to hospital birth (Fraser 1995;

Kaufert and O’Neil 1993, 1995; Murphy-Lawless 1999), and high rates of mortality often

legitimate the state’s medicalized intervention into childbirth (Morsy 1995). This type of

intervention informs China’s 30-year birth planning policy—a policy loaded with eugenic

dimensions (Anagnost 1995; Greenhalgh 2003, 2008; Greenhalgh and Winckler 2005) as

discussed in the introduction.

Foucault (1978, 1991, 1994) proposes that there is a rise in new forms of power

that are no longer concentrated in governmental institutions of the state but are

increasingly dispersed throughout society in the disciplinary institutions of medicine,

education, and law. Through these power channels, governance spreads beyond the direct

control of its population to create rationalized schemes and programs with a variety of

techniques and forms of knowledge intimately tying the corporeal to the body politic

(Foucault 1991). As knowledge of the body becomes closely related to overt juridical and

administrative power, a structure of bodily dispositions is cultivated whereby policies
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become the vehicle for the implementation of modern power and the instruments of

modern governance (Bourdieu 1992; Foucault 1978; Greenhalgh 2003; Shore and Wright

1997). In China, the LSP, as a state policy, interrelates the power, knowledge, and interest

of hierarchically situated parties through their reproductive discourses, behaviors, and

practices by giving particular focus to the place of birth.

In this chapter—my case study of the LSP—hospital versus home birth has

become a yardstick with which to measure the degree of modernity of a particular

community, especially when the area is historically marginalized in the country’s political

geography (cf. Fraser 1995). The emphasis on hospital birth thus conforms to and

embodies the state’s grander plan to develop the marginal, ethnic minority area and

exemplifies the pursuit of modernity in post-socialist China. The development ideology

that the post-socialist Chinese state employs originates from Marx’s unilineal evolution.

Leys (2005) critiques development theory as too universal in its assumptions that

individuals make rational choices that maximize their utility. Similarly, the reproductive

practices of ethnic minorities in Weixi County and the public health policies targeting

these groups encompass broader issues of development and the governance of ethnic

minorities in borderland China, revealing the uneven nature of people’s positionality in

responding the LSP and to state governance at large.

5.3 The Discourses of Risk in the Larger Shangri-la Project (LSP)

The LSP, since its initiation, has entailed a complicated nature. It is part of the

population policy, as it deals with women’s reproduction directly. It also must be situated

within the New Cooperative Medicine (NCM), so it can have financial support from

NCM. Under this circumstance, the LSP, which was first initiated by the National
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Population and Family Planning Commission of China (NPFPC), required the

collaboration of different state departments at the local level, as well as the involvement

of the state-sanctioned NGO—Yunnan Health and Development Research Association

(YHDRA). During its implementation process, the discourses of reproductive risk played

an important role. There are several parties at different positions in the state/NGO/local

hierarchies who participated in this project: public health experts, policy makers, local

officials, local health professionals, and local peasants. They each have different

knowledge of and attitudes toward the mortality rates, different positions within the

power hierarchy, and different discourses of risk in relation to the project. All of these

differentiations shaped the practices and outcomes of the project.

5.3.1 The State

The state, represented by policy makers and public health experts, was the

initiator of the LSP. In the official discourse, home birth is the primary factor that lead to

high maternal risk due to limited prenatal care, lack of screening for high-risk pregnancy,

the danger of post-partum hemorrhage, infections, and heart failure. In the current official

discourse, home birth is invariably represented as “unsafe” and “backward” (Zhang and

Liu, 2007). High rates of maternal and infant mortality in the Larger Shangri-la area as

compared to inland China were the initial motivation for proposing the LSP. According to

public health experts and policy makers, the widely circulated explanation for the high

risk of poor maternal outcomes in the Larger Shangri-la area was the low utilization of

delivery in hospitals. They argued that the reasons for the low rate of hospital birth are,

first, related to the uneven economic development manifested by personal income,

educational level, and infrastructural issues such as transportation, communication, and
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health facilities. Second, experts pointed to the demography of the Larger Shangri-la area,

given that predominantly Tibetans, Naxi, Lisu, and other ethnic minorities inhabit this

area. Therefore, based on the deeply rooted Marxian unilineal evolutionary agenda and

the Han Chinese’s long-term civilizing project (Harrell 1995), public health experts and

policy makers regard high maternal risk as a result of these minorities’ cultural, religious,

and medical practices that are traditionally regarded as “backward,” and, thus, in need of

improvement or eradication. Finally, geography is put forth as a risk factor. The Larger

Shangri-la area is located within the country’s “periphery,” which shares its borders with

Burma, Nepal, and India and is located far from China’s central government. The central

government argues that this distance complicates its goals in implementing health

policies.

These “weaknesses” in policy implementation make the Larger Shangri-la a

critical area, both because of its borderland location as well as its diversity in

demography, geography, and natural resources. Therefore, the state argues that particular

interventions to alleviate maternal risk are necessary to reduce disparities in public

health, as well as to promote the “New Countryside in the harmonious society” (Zhang

and Liu 2007). I would assert that by doing so, the state can continue to reinforce its

control within the periphery as well as motivate the ethnic minorities in this area to

become more involved in the larger “civilizing projects of the state,” such as education

and economic development (Harrell 1995). I would also argue that the state hopes to

succeed in advancing ethnic minorities’ reproduction of a “responsible Chinese

citizenship” by emphasizing their maternal bodies (see my discussion in the

Introduction).



86

The health experts and policy makers involved in the LSP were members of the

Yunnan Health Development and Research Association. Although YHDRA operates

outside of the state official operation, most of its members have dual identities as NGO

members and as government officials, public experts, or social scientists working for the

state. While the LSP was first proposed as a state project, YHDRA was the actual agency

that created the detailed plan of the project. In other words, YHDRA was the agency that

performed the state’s function at the local level. Grassroots NGOs in China often call an

NGO like YHDRA a “GONGO” (the initials for GOvernment NGO). These GONGOs

receive funding and support from the state, as well as subcontract projects from the

state.97 Moreover, the LSP was a project that required cross-sectional collaboration from

the County Health Bureau, the County Treasury Bureau, the County Committee of

Minority Affairs, and the County Population and Family Planning Commission. None of

the current governmental agencies can do this, thus, YHDRA’s special identity made it

the most appropriate choice.

In addition, China is currently engaged in a post-socialist neoliberal economy,98

97 YHDRA also undertakes projects on behalf of international NGOs, such as the Ford and Rockefeller Foundations,
and receives funding from them.
98 I argue that the current Chinese state has surpassed the post-Mao era. In Deng Xiaoping’s China and his successor,
Jiang Zeming’s China (from the early 1980s to 2003), the central argument of the Chinese state was whether China
should engage with a socialist road or a capitalist road (xing zi hai shi xing she de wenti). In other words, should China
carry on Mao’s planned economy, or should China develop a market economy? This era ended with a boom of private
enterprises and a market economy. The private sector began to control a large amount of the social wealth. Mao’s only
remaining legacy lies in that the political institution is still under the one-party rule. However, the contradiction
between a free market and the centralized state is increasingly deepened. Therefore, since Hu Jintao came into power in
2003, in order to maintain the one-party rule of the Chinese Communist Party (CCP), we have witnessed a substantial
retreat of the private economy and a massive progression of a few state-owned enterprises (guo jing min tui). The social
wealth aggregated in the hands of a few people who are closely related to the state and a few state owned enterprises.
But, guo jin min tui by no means indicates the Chinese state is going back to Mao’s planned economy. In the meantime,
the state continues to retreat from the public welfare sector and follows the neoliberal logic in dealing with social
welfare. As a result, the social disparity is dramatically increased and the central argument of the state is how to
maintain its one-party rule, as the one-party rule (yi dang zhuan zhi) is the only socialist legacy left. So the state has
spent a tremendous amount of administrative power to maintain its governance or wei wen (maintaining the social
stability). Therefore, I argue it is more appropriate to use “post-socialist” rather than “post-Mao” to address the Chinese
state since 2003. This is also a popular term used in the recent scholarly works in China studies (Zhang and Ong 2008).
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which means not only has the state stopped providing socialist welfare such as medical

care and education and has let the market take its place for functions that previously

belonged to the state, there also has been enlarged space between the state and the market

that requires the involvement of a state controlled civil society (Ma n.d. 2007). Therefore,

I argue that the state has a greater need for GONGOs like YHDRA to execute the

functions that the state is no longer able to perform.

5.3.2 Local Officials

In the LSP targeted areas where YHDRA needed to collaborate with local

governments, the LSP was accepted differently. This was due in large part to the ways in

which the “risk” of maternal mortality is understood and positioned differently by the

local actors. First, at the regional level, officials regard local economic development as a

priority over anything else, including maternal mortality. At the main entrance to

Tachengzhen, one of the townships in Weixi County in which most residents are Tibetans,

Naxi, and Lisu, there is a large banner that reads, “Ecology is our foundation, culture is

our strength, and industry is our prosperity. Based on these things, we can build a united,

harmonious, civilized, and prosperous Tacheng.” Local officials do not perceive maternal

risk to be as an important development factor as economic growth. Thus, they were

reluctant to embrace the LSP in the way that YHDRA expected.

Moreover, the local officials also complained that their ability to implement the

LSP was conditioned by the county’s poor financial status. In 2005, the gross income of

Weixi County was 249,940 thousand yuan (roughly equal to US $30,113).99 As a county

with a population of 152 thousand, Weixi’s per capita income was just 208 US dollars per

99 The exchange rate between the U.S. dollar and the yuan was 1:8.3 in 2005.
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year. The LSP was situated within the New Cooperative Medicine for which hospital

birth would receive a certain amount of reimbursement from the state. In addition, each

woman would receive a 400-550 yuan subsidy from the state as an incentive to encourage

hospital birth. As a result, under the LSP, hospital birth should be almost free for pregnant

women and their families. The central government would provide 200 thousand yuan for

the LSP in Weixi County each year with the remainder of the state subsidy coming from

local financing.

In one of the meetings between the experts from YHDRA and Weixi County

government officials in the summer of 2008, the head of the County Treasury Bureau

complained that the state’s financial support for the LSP was not enough; local financing

was similarly insufficient. As a small-scale agriculturally based county with a formerly

timber-based revenue source, recent policies prohibiting deforestation had devastated the

local economy. As such, the local government had minimal income to spare for the LSP.

Additionally, tourism is not well developed in Weixi County as compared to its

neighboring counties. The absence of a well established industry and poor transportation

also account for the low income in the local treasury. This lack of financial support

increased the local officials’ reluctance to implement the project. Finally, when YHDRA

interacted with other actors at the local level, it was viewed more as an NGO instead of as

a state agency. Because of the project’s cross-sectional nature and YHDRA’s self-

representation as an NGO, local officials perceived the LSP as less official and not as

mandatory as other state projects. A former deputy head of Weixi County in charge of

public health explained that the local health officials did not welcome YHDRA because,

“We did not think of it as a governmental agency.” This perception of a lack of legitimacy
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as well as a lack of authority bordering on outright illegality tainted the local officials’

view of the project.100

In a report to the central government, the director of YHDRA wrote that some

leaders in Weixi County did not pay enough attention to maternal health issues, which

then resulted in the highest maternal and infant mortality rates in the region. After the

former deputy head overtly refused to recognize YHDRA’s position and authority, the

LSP was almost suspended in Weixi County until a new deputy county head was elected

in the spring of 2008. At a meeting with the new deputy county head, YHDRA had to

emphasize their relationship with the government by calling on the identities of

governmental officials working within YHDRA in order to gain legitimacy and authority

with local officials.

5.3.3 The Local Health Care Providers

Another group at the local level that used a different risk discourse were the local

health care providers who participated in the LSP, including obstetricians in the Weixi

County Hospital, obstetricians and pediatricians in the Weixi Mothers’ and Children’s

Hospital, village doctors, and personnel in the County Population and Family Planning

Commission. In their discourse, the reproductive risk is more strongly related to their

concern for the statistics of maternal mortality, which may affect the evaluation of their

work. Compared to public health experts, the local health care providers are assumed by

policy makers to have less biomedical knowledge and less technical skills, as county

workers generally have less professional training. Nonetheless, most of them did graduate

100 Because NGOs have only recently emerged in China, their legitimacy may not always be recognized by the
government (Ma n.d. 2007).



90

from health schools.101 Village doctors, usually aged from 20s to 60s, however, were the

least skilled, having usually only a high school education with limited formal medical

training. However, their position within the community was quite important since many

of the local health care providers grew up in the area, and were, therefore, more familiar

with the local cultural and religious practices. They also shared some similarities with the

barefoot doctor of the Maoist period (see Chapter 3 and White 1998b), although they

operated differently in the newer market economy. More significantly, many of the

village doctors were multi-lingual in Mandarin, local Tibetan, Naxi, and Lisu dialects and

could communicate directly with the residents of Weixi County. Given their extra-

medical importance, the LSP proposed to remedy the educational shortcomings of the

local healthcare workers with training sessions in obstetric knowledge, including how to

deal with emergencies and how to use new obstetrical equipment.

Whereas the goal of the County Population and Family Planning Commission was

to control the rate of unplanned births, the goal of the LSP was to lower the mortality rate

regardless of whether the births were planned.102 In other words, for the obstetricians in

the county hospital and in the county Mothers’ and Children’s hospital, their mission was

to save as many lives as possible—planned pregnancy or not. In my conversation with

the president of Weixi Mothers’ and Children’s Hospital in 2008, she told me that if they

did not save the pregnant woman, even though they knew she was having an unplanned

birth, there would be one more name on the maternal death roll, leading to an increase in

the mortality rate in Weixi County. Consequently, county leaders, public health experts,

101 One form of secondary professional education of nursing and public health in the People’s Republic of China.
102 In Weixi, a planned birth signifies that each rural household can have up to two children. While Tibetans are exempt
from this limit due to China’s minority policy, childbirths that exceed this limit are regarded as unplanned and are
officially prohibited.
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and upper level hospital personnel would blame them for not doing a good job. This led

to a conflicting operation between the obstetricians and the cadres of the Population and

Family Planning Commission. Although they shared the common goal of lowering the

rates of maternal mortality and unplanned births—thereby making Weixi County appear

more “developed” and “updated” in the state projects—the internal contradiction in birth

planning policy and the construction of a “harmonious society” that requires

empowerment of the local people and more human rights led to an inevitable conflict

between the two parties. Yet, as the state mandated directing agency, YHDRA’s

suggestion for enhancing the collaboration and information sharing between the

obstetricians and the family planning groups to solve the puzzle was just too simple to be

effective.

5.3.4 The Local Residents

The local residents, the direct target of the LSP and those identified as being at

risk for maternal death, articulated a different view of “risk.” The local residents in Weixi,

as discussed in Chapter 2, are composed of over 66 percent ethnic Lisu, with the

remainder made up of Tibetans, Naxi, and Han, living sparsely in different locations. The

spatial division of the residential pattern for the ethnic groups (see Chapter 2 for details)

plays an important role in people’s access to and discourses about hospital birth.

According to YHDRA’s data, most of the maternal deaths occur among the ethnic Lisu in

Weixi. Most Han live in towns, whereas Naxi and Tibetans live closer to the river valley

where it is relatively flat and conducive to rice cultivation. Han, Naxi, and Tibetans live

within easy access to vehicle transportation and public services such as hospitals and

schools. Lisu, on the other hand, often live in the mountains, with close to 60 percent of
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Lisu living in areas where the altitude is above 12,000 feet and lacks drivable roads. For

the Lisu, walking and horseback is the dominant form of transportation (Tao et al. 1999).

The great distance to hospitals and clinics and difficult transportation limit Lisu’s access

to the hospital and town-based medical care.

In the past, home-based birth with an elder woman in the family serving as the

midwife was the normal birth practice for most Lisu women living in the mountainous

villages. In some villages, where there was a barefoot doctor serving as the midwife, such

as Dacun discussed in Chapter 4, New Midwifery was used. The primary feature of New

Midwifery is to use medical alcohol for sterilization in home-based childbirth, which can

greatly lower the chance of infection. However, this kind of home birth still meant

minimum prenatal care and no back-up medical services. Similar to Morsy’s (1995)

research in Egypt, post-partum hemorrhage is the leading cause of death, followed by

infection and heart failure. However, local residents’ reception of hospital birth is

different.

As I presented in Chapter 4, although most residents in Dacun are ethnic Lisu, due

to the village’s relative convenient transportation, Dacun has accepted hospital birth and

no additional home births have taken place since 2008. Whereas in other regions of

Weixi—in particular, the mountainous villages along Lancang River—even under the

LSP home birth has remained the norm for a number of reasons. First and foremost, home

birth is more affordable. Although the LSP entitled women to give birth in the hospital

for free, it did not cover the cost of transportation or other expenses of family members

accompanying the pregnant woman. For example, the doctor at the county Mother’s and

Children’s Hospital told me one woman in Tachengzhen had been hospitalized for one
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month before she delivered, resulting in an exorbitant expense for the family members

who accompanied and kept watch over her. Cases like this further impede local people’s

willingness to give birth in the hospital.

Whereas the Dacun villagers began to embrace modern technology, such as

ultrasounds in prenatal check-ups (see Xiumei’s care in Chapter 4), women in other parts

of Weixi explained that they did not want prenatal care. In my conversations with some

of the local women during my visit to the mountainous villages along Lancang River, I

was told that they are afraid of obstetric technologies like the ultrasound machine and

other prenatal check-up procedures like pap smears and blood draws for genetic

screening. They also worry about the expenses associated with prenatal care that are not

covered by the LSP, such as transportation to and from the health center, food, and travel

incidentals. Because they are not receiving prenatal care, it is also hard for the women to

project their exact due date. Consequently, it is challenging for them to know when they

should go to hospital.

For the local residents living in the mountainous regions, the village doctors are

the medical care providers who are more readily available to provide primary care

services including obstetrics. Despite their accessibility, women are still reluctant to see

the village doctors in Weixi County for reasons of gender: they do not want to see male

doctors for maternity care—a female issue. Only twelve of the seventy village doctors in

Weixi County are female. The lack of female doctors is due to women usually receiving

less education than men. Only a few women graduate from high school—the prerequisite

to becoming a village doctor. The lack of female village-based doctors puts the burden of

maternity care on the county level hospitals. The hospitals, however, are inaccessible for
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the people living high up in the mountain, such as the Lisu, for the aforementioned

reasons of transportation and cost.

Another concern the local residents expressed regarding hospital birth was that

they did not want people outside their immediate family to know that they are going to

give birth. Some local people explained that pregnancy is very private affair. However,

more were concerned about their unplanned births and the state involvement that results

from this occurrence. To conceal an unplanned pregnancy, home birth is a favorable

choice, despite the associated risks. In the village of Bailuo, as I mentioned in Chapter 2,

Laoka is a 46-year-old man, who had ten children. Six of his children passed away, all

between the ages of one to five.  According to Laoka,103 all six of his deceased children

died from fever. Now, he has an 8-year-old son in school and two daughters who are

married to Suzhou104 and Nujiang.105 When I brought up the issue of home birth versus

hospital birth, he said: “How can we go to Baijixun?106 How long did it take you to reach

here? How can my wife walk the mountain road when she was in late pregnancy? What if

she gave birth on the road? Give me a road. If there is a road passing by right in front of

my house, we will definitely go to hospital to give birth.” Unfortunately, I could not give

him an answer, nor could I give him a road. I then asked him what he thought about the

risk of not giving birth in the hospital. He said: “Our minzu (ethnic group) has lived here

for generations. No one died of childbirth. If you die at home, you will die in hospital

too.” That there were no deaths during childbirth in Laoka’s village may be true, but

according the data I found in Weixi Mothers’ and Children’s Hospital, there were three

103 Pseudonym.
104 A city in eastern China.
105 A nearby prefecture of Diqing in western Yunnan.
106 Baijixun is the town center where the clinic is located, which is along the Lancang River valley. Bailuo is high up in
the mountain (see Chapter 2 for details of Bailuo).
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maternal deaths in Baijixun in 2007, which all took place in villages in locations similar

to Bailuo—high up in the mountain, with no paved road to the township clinic. However,

in villages like these, maternal death has been normalized as the course of one’s destiny.

5.4 Conclusion

The population policy has a long-standing history since the founding of the

People’s Republic of China, with the recent Larger Shangri-la Project being the latest

manifestation in the era of a post-socialist market economy. The LSP, as a continued form

of fertility regulation—from the Maoist pro-natalism encouraging as much childbirth as

possible to the post-Mao controlled number of births—and supplement to birth planning,

was situated within the New Cooperative Medicine, a program of state health care reform

intended to provide affordable health care for a large rural population. YHDRA, as

somewhat independent from the government, was assumed by the state to have the ability

to bridge the junctures among the different governmental sectors. The “governmental

organization” nature of this NGO as the state controlled civil society legitimized its

existence under a post-socialist state; its multifaceted nature enabled its ability to fulfill

tasks in different contexts. Different players’ discourses of risk, as exemplified by the

LSP, again indicate the idiosyncratic acceptance of state policy at different levels. Each

level’s acceptance and accordant actions were contingent on their access to power and

knowledge. In other words, even though the Chinese state implemented the LSP through

their official mouthpiece, the policy was not received homogenously. Current

reproductive practices in Weixi County remain the outcome of a constant negotiation

among the policy makers, public health experts, local officials, local health providers, and

local residents.
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CHAPTER SIX

FROM MEDICAL PLURALISM TO MEDICAL CONSUMERISM

6.1 The Questions of Medical Consumption

By focusing on medical consumerism and the empowerment of the individual’s

agency in choosing medical services, this chapter presents how the individual in Weixi

actively engages in market reform and health care reform by taking on, reconfiguring, or

resisting the state public health discourse. Through examining how medical pluralism—

as constituted by biomedicine, herbal medicine, tradition Chinese Medicine, and the

revitalized local healing practices—is contextualized in the market economy in Weixi, I

argue that there has been a significant change in medical pluralism following the

transition to a market economy and the expansion of neoliberal globalization, which in

turn impacts local people’s view of ethnic identity and their relationship with the state. In

addition, I argue that the top-down market reform and development from the state has

had caused unintended consequences for individuals at the local level. This chapter will

contribute to our understanding of medicine, modernity, and consumption in

contemporary China.

When I arrived at Zheng’s clinic for the first time, as I mentioned in Chapter 3, I

was shocked by the scene of patients lined up outside the village clinic to receive IV

drips. Regardless of age, gender, or distance traveled to the clinic, everyone who made

the journey along the unpaved road to this clinic primarily asked for one thing: an IV

drip. This scene was repeated every day during my stay in Dacun, and I was told by the
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local villagers that it had been this way ever since the clinic opened in 1992. Such a scene

led me to think about one simple question: what is the magic power of IV drips? IV drips,

taking the form of glass bottles or plastic bags filled with liquid, hypodermic needles, and

plastic tubes, epitomize the treatment of biomedicine in the eyes of the local villagers. So

the underlying questions that can be further raised include the following: Why does

biomedicine, despite its pharmacology and biotechnology, as represented by IV drips,

gain a miraculous power when the rural peasants search for a cure? How does medical

pluralism, as constituted by biomedicine—known as Western Medicine (WM) in

China—Traditional Chinese Medicine (TCM), and local herbal medicine and the

revitalized secret local healing practices in the multi-ethnic locale of Southwest China,

play out in post-socialist107 rural China, and what is the implication of the changing

medical pluralism in the new market economy?

A quintessential context that prompts these questions to arise is the changing

conditions under which people make medical choices. In line with the transition into a

market economy in post-socialist China is the availability of more and more kinds of

commodities on the market. Medical services, although a special kind of commodity,

have been no exception to this general trend that has been occurring since 1979. This

chapter examines the relationship between medical consumerism and medical pluralism,

as constituted by biomedicine, local herbal medicine, traditional Chinese Medicine

(TCM), and the revitalized local healing practices. I am particularly interested in

exploring the penetration of the market, capitalism, neoliberalism, and globalization, all

of which have been manifested in local people’s medical care choices, which is

107 See my footnote 5 in Chapter 4 for my explanation for the usage of “post-socialist” in the dissertation.
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simultaneously and inescapably intertwined with the state’s agenda of economic

development and modernization of health care in this ethnic minority area. In addition, I

argue in this chapter that the top-down market reform and development from the state has

had unintended consequences for individuals at the local level. By focusing on medical

consumerism and the individual’s agency in choosing medical services (Lupton 1997), I

present how the individual, through both bodily practices and discursive practices of

medical choices made between biomedicine or other medical practices, actively engages

in market reform and health care reform by taking on, reconfiguring, or resisting state

policies in post-socialist China. Thus, I will further shed light on the changing

relationship between the individual and the state in the current neoliberal globalization

we are all involved in.

6.2 Theoretical Engagement

This chapter is concerned with theories of medical pluralism, consumption,

biopower, modernity, and development. According to Arthur Kleinman, medicine can

serve as a social idiom, which means medicine can be used to redefine and negotiate

social identities (Kleinman 1997). Similarly, in her ethnography about the medical

system in the highlands in Bolivia, Libbet Crandon-Malamud argues that when medical

pluralism exists, through the primary resource of medicine, people have access to

secondary resources, the principal one being social mobility. Therefore, medical choice is

based not on medical efficacy, but on political concerns (White 1993). In her case study

of medical pluralism in the Lijiang Basin among the Naxi in southwest China, Sydney

White suggests that “medical pluralism, in its essence, is how relationships of power and

meaning are played out between diverse therapeutic practices in a given context and shift
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over time” (White 2001, 172), which is integrally linked to the politics of cultural

identities. In my study of medical pluralism in Weixi, I further situate local people’s

medical choices in the changing social, political, and economic context of post-socialist

China. In particular, I argue that there has been a significant change in medical pluralism

following the transition to a market economy and the expansion of neoliberal

globalization, which in turn impacts local people’s individual agency and their

relationship with the state.

One consequence of the development of a market economy in post-socialist China

is the transition towards a consumer society (Gillette 2000, Yan 2000, Zhu 2010). In their

article, “Consumers and Consumption,” published in the Annual Review of Sociology in

2004, Zukin and Maguire argue that in the transition towards a consumer society, and in

particular the shift from state socialism to a market economy in China, Russia, and other

eastern European countries, “these changes depend not only on the development of

markets for the exchange of goods but also on the weakening of state, religious, or other

normative controls over material means of expression and the rise of new, independent

rationalities” (Zukin and Maguire 2004, 189). Among these changes, medicine occupies a

specific place. Previous research on the consumerism of medical services mostly focused

on western societies with long-standing histories of free market capitalism (see Lupton

1997 on Australia) or medical tourism in developing countries. For example, in the case

of Australia, Lupton concludes that one approach to studying medical consumerism is to

investigate how to empower patients so they have more rights and a greater capacity for

autonomy over their medical decisions, so as to achieve the best possible patient

outcomes. An additional approach is to look at how medical services maximize their
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competitiveness in a market economy so that medical professionals can survive in a free

market (Lupton 1997). While I agree with Lupton’s approach to studying medical

consumerism, I am also aware that the distinct medical consumerism of China needs to

be located in the specific political and historical context of post-socialist China.

The significance of people’s ability to maneuver among distinctive medical

practices in post-socialist China echoes Zukin’s argument that there is an established

market (although this may not be perfect) in which patients can choose between all kinds

of medical practices. However, this lessening of state control does not necessarily mean

that the state has been weakened. My fieldwork data shows that biomedicine has turned

out to be the predominant medical practice for both medical professionals and for

laypeople when they search for a cure, although biomedicine and other aforementioned

therapeutic practices are not mutually exclusive. Instead, they overlap or integrate with

each other. Under market conditions, medicine is also presented as a commodity, in

which biomedicine has achieved dominant status over other medical practices,

manifested by people’s fetishism for biomedicine in a context that has plural medical

practices. Although, in their study of modernization and herbal medical knowledge in a

Caribbean village in Dominica, Quinlan and Quinlan suggest that the modernization—

such as an increase in consumer items—may have little effect on traditional herbal

knowledge (Quinlan and Quinlan 2007); people’s medical choices are not solely based on

their knowledge of medicine. The fetishization of biomedicine has witnessed it become a

commodity whose value has far exceeded its original efficacy. Timothy Burke,108

108 In his book, Lifebuoy Men, Lux Women: Commodification, Consumption, and Cleanliness in Modern Zimbabwe,
Timothy Burke tackles modern colonialism and global colonialism by looking at the post-World War II commodity
culture in Zimbabwe (Burke 1996).



101

borrowing from Marx, suggests that “fetishism is more than (but includes) the meanings

invested in goods; it is also the accumulated power of commodities to actually constitute,

organize, and relate to people, institutions and discourses, to contain within themselves

the forms of consciousness through which capitalism manufactures its subjects” (Burke

1996, 5).

With this in mind, we have to ask what the value of biomedicine is vis-à-vis other

medical practices, given that the nature of a commodity is something produced with value

and can be exchanged (Marx 1977). Marx argues that an object can acquire value only by

appearing to embody, or represent, some quality beyond itself. He further stated that it

can never be just “a thing” but always appears, like a character on stage, as something

that represents something further (Marx 1977, 76-77). So what do biomedicine and other

medical practices represent in the post-socialist market economy? On one hand,

biomedicine, as supported by modern science and experiments, symbolizes the civilized,

advanced and scientific medical practice in the official discourse of China, whereas other

therapies, including TCM, local herbal medicine, and the revitalized local healing

practices are considered otherwise. The supremacy of science discourse is in line with the

Marxist evolutionary theory that the Communist Party of China (CCP) adopted, which

also underlies the state’s pursuit for modernity. On the other hand, producing and

promulgating scientific knowledge through various channels is the essential mechanism

of biopower. The top-down permeation of scientific knowledge to back up biomedicine is

an important part of the state public health strategy that the Chinese state has employed.

By the same token, the commodification of medicine in the market economy is an

inevitable consequence of market reform in post-socialist China, which nonetheless
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coincides with the state pursuit for modernity and its development agenda. As James

Ferguson points out, the intentionality of development planning is always important, yet

often produces unintended outcomes (Ferguson 1990). It is these unintended

consequences of development and local individual articulations of modernity that matter

to anthropological inquiry. Building on these previous studies, I am going to present the

ways in which the local resident in Weixi maneuver different medical practices so as to

achieve what they believe as the maximum efficacy of different therapies in post-socialist

China.

6.3 The Medicines

Based on the data I collected, I categorized four major therapeutic practices that

coexist in the current context of Weixi—herbal medicine, traditional Chinese medicine

(TCM), revitalized local healing practices, and biomedicine. My field research indicates

that the local people have their own idea, or to be more specific, a “folk” conception of

health, sickness, medication, and treatment. Based on this “folk” conception, local people

hierarchize different therapeutic practices. In what follows, I will describe how the local

people maneuver among these medical practices so as to achieve the best efficacy

possible in the post-socialist market economy.

6.3.1 Herbal Medicine

Herbal medicine has the longest history in Weixi compared to other therapeutic

practices. As a mountainous region covered by natural forests, Weixi has rich resources

for herbal medicine, and most of the herbs can be picked directly from the land. Local

people dry some of these herbs in the sun or above their fireplaces; other herbs are used
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fresh. Usually, people boil the herbs in water and drink the water as one would drink tea.

Some herbs are also used as plaster for external traumas or bone injuries.

In the Maoist Cultural Revolution period, under Cooperative Medicine, there was

an emphasis on the use of local herbal medicine in the countryside, so as to solve the

shortage of biomedicine and to lower the associated costs (see Chapter 3 for details). The

village doctor, Zheng, was one of the “barefoot doctors” trained in the Maoist Cultural

Revolution period to recognize different herbs and know how to use herbal medicine.

Zheng continues to serve as the village doctor today, and still provides herbal medicine

for patients for no additional charge.

However, through my interviews I found that in the memories of some of the

elderly local villagers of Dacun, using herbal medicine in the Maoist period was due to

being “too poor and too backward to afford any kind of biomedicine,” which was why

they were “waiting to die, if they have big sickness.” Although this narrative of the elder

villagers is not entirely true, as there was secondary and tertiary care at the commune and

town-level clinics during the Cultural Revolution (see Chapter 2), the narrative they

create today about herbal medicine has already inevitably been influenced by what they

feel about the current status of herbal medicine vis-à-vis biomedicine.

Haiying Yu109 was a 36-year-old female I met who had married when she was 22

and had two sons, ages fourteen and twelve. She was a frequent visitor to Doctor Zheng’s

village clinic in Dacun. Haiying claimed that she had been sick for nine years, but she did

not know exactly what her sickness was or what had caused it. Her symptom was pain all

109 Pseudonym.



104

over her body, which kept her from engaging in any farm work or heavy lifting. For the

past nine years, she had been seeking medical care everywhere from the regional hospital

in northwest Yunnan, to the prefecture hospital in Deqing Tibetan Prefecture, to the

county hospital in Weixi, and to the township clinic. Haiying said she received

biomedical treatment, in particular IV drips, in all of these hospitals, but they did not

work: she still felt pain. She said that each time she visited these hospitals, she could not

finish the treatment due to her insufficient personal finances. So every time she came

back from these hospitals, she had to continue to go to Zheng’s clinic to receive more IV

drips. Because of her sickness, her family had fallen deeply into debt. When I asked her

whether she took herbal medicine, she said she never stopped taking herbal medicine,

although it was not effective. “I have to take IV drips. It is the only thing that can cure

my sickness. If I had more money, I would be cured now.” In other words, although

Haiying took herbal medicine every day at almost no cost, compared to the costly IV

drips she received from time to time, she did not consider herbal medicine as a potential

cure for her sickness. Almost every person I interviewed in Dacun said they would rather

take biomedicine—in particular, penicillin—for flu, cough, fever, or any other painful

symptom, and penicillin is the most popular ingredient in the IV drips most people

receive.

Jiaxing was a 58-year-old retired worker from the Diqing Tibetan Prefecture

Power Company and the son of a well-known herbal medicine doctor, Shaobin, in Dacun.

Jiaxing said although his father was famed as an herbal medicine doctor in the nearby

villages, he did not trust herbal medicine and he never took it. Therefore, despite the fact

that Jiaxing is the eldest son of Shaobin and herbal medicine is usually passed down from
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father to son, Jiaxing did not learn herbal medicine from his father. Thus, it is likely that

when Shaobin passes away in the future, his specialty of herbal medicine will

discontinue.

Despite the general opinion that herbal medicine is less effective than

biomedicine, most people in Weixi still take herbal medicine. From my investigation in

both the village of Dacun and the county seat of Weixi, I witnessed how herbal medicine

has been an integral part of the local people’s lives. My household survey of Dacun

shows that every household had a history of using herbal medicine. In Zheng’s words,

“everyone in Dacun knows herbs to some extent.”  In particular, the villagers I

interviewed often mentioned there were four herbal medicine doctors in Dacun, and they

were each well known for their specialties. Shaobin, at age eighty, was one of the doctors

well known for treating internal sicknesses, such as stomachaches. Wubin, as I mentioned

in Chapter 2, was another herbal medicine doctor well known for his treatment of bone

injuries. Throughout my time in Dacun, I heard many cases of Wubin’s miracle treatment

for bone injuries. He even treated Zheng’s husband when he fell off a tractor and broke

his leg. Based on his diagnosis of patients’ bone injuries, Wubin would prepare different

herbs to wrap the injury or fracture. Wubin does not make a profit off of his treatment,

but he has gained great respect and fame in the village—treating bone injuries is almost

the only part of herbal medicine that most people agree has better efficacy than

biomedicine.

When it comes to the county seat of Weixi, people’s knowledge of herbs

continues to permeate. During my fieldwork in Weixi Mothers’ and Children’s Hospital,
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Dr. Yang,110 who worked in the hospital, frequently invited me to her home. Her two-

story single family house had a yard for planting vegetables, in which she also planted

some herbs. When I first went there, she pointed to each kind of herb and told me its

name and function. She said she would pick different kinds of herbs directly from her

tiny yard and make tea with them. On one occasion when I said I had a sore throat, Dr.

Yang picked a few leaves of dandelion and mixed them with dried yellow

chrysanthemum to make herb tea for me. I asked her how she knew the herbs and their

functions. “Just common sense. Everyone knows it,” she said.

6.3.2 Traditional Chinese Medicine (TCM)

TCM shares many similarities with herbal medicine, among which the most

evident one is that TCM uses almost the same herbs as herbal medicine. However, one

outstanding difference between the two is that TCM has a whole system of medical

theory from etiology, diagnosis, prescription, and evaluation of efficacies (Farquhar

1994), whereas herbal medicine remains solely as household-based herbal remedies

(minjian caoyao) (White 1993) that lack a systematic therapeutic theory. All of the four

herbal medicine doctors in Dacun only consider themselves “herbal medicine doctors”

(caoyao yisheng), and none of them would call themselves doctors of TCM, including

Zheng. Zheng told me she did not know much about TCM. She knew the quality of herbs

and the application of herbs for certain symptoms, but that was all. Zheng pointed out

another difference between TCM and herbal medicine: you can purchase the medicine of

TCM in a drugstore, but you have to look for the herbs by yourself in the mountain if

using herbal medicine. I traveled to all seven townships in Weixi and did not find a TCM

110 Pseudonym.
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clinic in any of them. Only in the county seat of Weixi is there a dedicated clinic for

TCM. There is also a department of TCM in the Weixi county hospital, which mostly

serves the urban residents in the county seat. As a result, TCM is not a popular

therapeutic option for the local villagers. However, TCM does provide a certain back up

for herbal medicine. For example, the name and medical efficacy of certain herbs is

consistent with that in TCM. In Wubin’s home, he showed me a very old pamphlet, titled

“The Album of Lijiang Herbal Medicine” (Lijiang Caoyao Tuji) (see Chapter 2), which

was written during the Cultural Revolution by a group of local herbal medicine doctors in

Lijiang and published by the Lijiang Cultural Revolution Committee. Although the book

is titled Caoyao Tuji, it includes pictures of each kind of local herb along with a

description of their functions following the logic of TCM. As written and distributed

during the Cultural Revolution, the book is undoubtedly a legacy of the Cultural

Revolution and Mao’s call to promote TCM within the cooperative medicine system. It is

also additional proof of the relationship between TCM and local herbal medicine.

6.3.3 The Revitalized Secret Local Healing Practices

The revitalized secret local healing practices in Weixi often combine the forms of

fortune telling (suan ming) and herbal medicine. As a healing practice, it is rooted in the

intersectional space of different religions popular in this region, including Tibetan

Buddhism, Daoism, and other folk beliefs. Local healing practices also resemble what

Norma Diamond describes in her article on Gu and Miao in Southwest China (Diamond

1988), but their particular function lies in healing rather than poisoning. This form of

healing practice was categorized as mi xing (superstition) and had been subdued for a



108

considerable length of time in the Maoist period. In the post-Mao era, however, while

still remaining mysterious to some extent, it has been revitalized.

Local people still address the person who practices healing as a doctor, as this

person would diagnose their symptoms and provide treatment for their sickness. Yet, the

difference of this medical practice lies in that the practitioners of revitalized healing

would perform fortune telling first to diagnose the symptom and then give advice to

patients that may or may not include the use of herbs. Both those who seek out this

healing practice to treat their symptoms and the healers of this practice address

themselves sarcastically as “doing some superstition” (gao mi xing). This is because in

the Maoist period, any form of “mi xing” was forbidden and represented in the official

discourse as feudal superstition—or superstition for short—that was backward, outdated,

harmful, and blocking the development of science. This Maoist legacy of naming this

healing practice as superstition has been carried to today, and the local people would use

this term for fun and to remind outsiders of its mystery. For the most part, people are

reluctant to talk about this particular healing practice with strangers. For example, when I

first arrived at Dacun, I asked people whether there were any secret healing practices, and

they denied the existence of any immediately. Zheng’s son, Guanghui, who was 35 years

old, told me: “We don’t have secret healing practices anymore. It is superstitious and

backward. We are better off now. We don’t need that.” Other people said, “We haven’t

heard of any secret healing for a long time. It is outdated. We all believe in science right

now.” However, when people feel a stranger has become more familiar, they will begin

to talk about secret healing, although they still prefer to use the word “superstition” to

describe the activity.
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The next time I stayed in Dacun, I did not mention or ask about secret healing

practices again. At the time, I even believed that secret healing was probably not being

practiced any more. That is, until one week before I left, when Chumu asked me whether

I was interested in going to look for medication for her son, adding that this medication

would involve some “superstition.” I said yes, and the next day, along with her husband,

Guanghui, we went to another village situated on the other side of the mountain opposite

from Dacun to look for the practitioner of “superstition.” The healer was actually a

fortune teller, who was in his thirties and the son of an older herbal medicine doctor who

inherited the ability of fortune telling from his grandfather. In the healer’s house, the

healer ignited three pieces of incense first, and then he asked Chumu to throw five dice

onto a piece of old yellow cardboard paper; he also asked about her son’s Chinese zodiac.

Depending on the location of where the dice landed on the paper, the healer told Chumu

the cause of her son’s sickness. Before going to see the healer, Chumu told me that she

thought her nine-year-old son was not in good health—he had frequent diarrhea and a

cough. Even though her son’s grandmother, Zheng, was the best doctor in all of the

nearby villages, Chumu still thought her son’s sickness had been lingering. So, she

decided to see this healer. After “doing some superstition,” the healer asked Chumu

whether there was a tree in her house that was dying. Chumu said yes. The healer then

told her that was the reason for her son’s sickness and she had to water the tree three

times a day for three continuous days. The healer went on to say that he had herbal

medicine for Chumu’s son, too. “Superstition and herbs combined together can cure your

son. Just one of them won’t work,” the healer said to Chumu, Guanghui, and me. Before

we left, Chumu gave the healer 200 yuan. The healer refused to take the money at first,
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but as Chumu insisted, he finally accepted it. On our way back to Dacun, Chumu told me

how great this healer was. She had been to see him before, and he had cured her long-

term sickness. He was the best known healer in the nearby villages. Because there were

only a few healers as good as him, she was willing to travel a great distance and to give

him a large amount of money (the money Chumu gave to the healer accounted for almost

1/30 of their annual household income). Chumu’s belief in the healer is only

representative of some of the local people’s view towards this revitalized local healing

practice—there are other people who do not seek this avenue for treatment. For example,

Haiying, who was a frequent visitor of Zheng’s clinic and who had been to many

hospitals at different levels, said she would never choose the revitalized secret healing to

treat herself—what she really believed in was biomedicine.

6.3.4 Biomedicine

Biomedicine, often referred to by the local people as Western medicine, has

gained extreme popularity. The local people often say that biomedicine, particularly as

represented by antibiotics and IV drips, is a quicker way to relieve pain, so it can actually

save them money by bringing a faster recovery, which enables them to return to work as

soon as possible. Although they have to pay for biomedicine, compared to the free-of-

charge herbal medicine, the shorter recovery time actually lessens the financial burden on

families and requires fewer family members to have to share the workload. So choosing

biomedicine is a rational choice for people acting as free agents in the market economy.

When I stayed in Dacun, due to spending fieldwork hours in Zheng’s village

clinic every day, I got the flu. Two days later, Chumu probably got the flu virus from me.

We had the same symptoms: sore throat and drowsiness. Chumu suggested both of us
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should go to see Zheng, her mother-in-law, for some IV drips. “In particular, penicillin

will be perfect,” said Chumu. I told her I had had the flu before, and it would take more

than a week to recover, no matter which medication we took. She did not listen to me,

and went to ask Zheng to give her an IV drip. On the first day of her illness, Zheng gave

her an IV drip with penicillin. Zheng also suggested that I have an IV. Again, I told her I

had had the flu often, but I did not need to receive an IV for it, as I preferred to take

tablets or pills, and that antibiotics were not always necessary for the flu. Zheng and

Chumu were surprised by my reaction. They responded: “We have never heard of any

one who has the flu and does not take antibiotics.” Although Chumu and I recovered at

almost the same time, she thought she did not suffer as much as I did because she took IV

antibiotics. However, during the time Chumu was suffering from the flu, she was

drinking many kinds of boiled herbal tea, as was her habit in her normal daily life. She

thought the herbs helped her recovery, but could not cure her. This experience of us

having the flu reminds me of my first conversation with Zheng when I had just arrived at

Dacun after being shocked by the line waiting for IV drips outside her clinic:

On our way to Zheng’s house from her clinic, I asked her how many patients she
would possibly treat each day. ‘Almost fifteen or sixteen on average,’ said Zheng,
‘and every one of them comes to seek for IV drips, all kinds of IV drips. If it is
not for IV drips, they won’t bother to come to the clinic. It is inconvenient for
them to leave home and travel to the clinic. So if they come, they definitely
expect IV drips.’ ‘Is an IV really necessary to treat their symptom?’ I asked. ‘No,
not always. But once they come here, they just expect it,’ Zheng said.

Excerpt from field notes (5/23/2011)

Zhichai He, a 58-year-old male, was another frequent visitor at Zheng’s clinic. He

was well known in the village as an alcoholic. He declined to be interviewed by me at

first when I met him as he was waiting for an IV drip at the clinic, insisting that I needed
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to buy him a bottle of beer first. He said, “Without a bottle of drink, I cannot find my

word.” After I had bought him beer from the grocery store next to the clinic, he started to

talk to me. Zhichai said he was preparing herbal medicine at home while sitting at

Zheng’s clinic waiting for IV drips. After finishing the IV drip, he would go home to take

the herbal medicine. “The herbs alone cannot cure my sickness. If it is IV drip alone, my

sickness can still be cured. But when IV drips are combined together with the herbs, I

will recover sooner,” said Zhichai. I asked him whether he knew what kind of medicine

was in the IV drip. He said he did not and he also did not care. He said he would come to

the clinic for an IV even if he had a hangover or poor appetite. When he was not sick,

sometimes he would still come to the clinic to ask Zheng to give him what he named the

“energy” IV.111 Zhichai said after taking the “energy” IV, he felt refreshed and

comfortable. After the coverage of the New Cooperative Medicine, Zhichai thought

visiting the clinic did not cost too much and was worth the money.

It is undeniable that the placebo effect of biomedicine as represented by

antibiotics and IV drips play an important role in people’s recovery. IV drips, with their

disposable hypodermic needles, plastic tubes and bottles filled with liquid, have become a

symbol of biomedicine that can provide the patients with a tremendous placebo effect. In

addition, the patients ignore or are not aware of the drug resistance that is built up from

frequent use and overuse of antibiotics. As laypeople, they have no professional

knowledge of what is inside the IV bottle or what its actual efficacy is, but they see the

equipment as exotic compared to their familiar herbal medicine. The doctor, on the other

111 Zheng later told me the “energy” IV that Zhichai took was an IV with glucose and saline.
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hand, in order to survive in a market economy, has to conform to patients’ requests for IV

drips, and sometimes, antibiotics.

In addition, an IV drip usually lasts for one to two hours, or even longer, which is

much longer than it takes to take pills or tablets. So, receiving an IV drip actually gives

the patients a break from their daily lives. As Haiying put it, sitting in Zheng’s clinic

receiving an IV drip was the most leisurely moment of her life. The clinic gives people a

temporary shelter from their routine life. By the same token, sitting outside the clinic for

hours to wait for their IV drips is a chance for the villagers to socialize with each other.

By going to Zheng’s clinic every day when I stayed in Dacun, I got to know most of the

residents, and they were able to get to know me before I even went to their homes.

6.4 Conclusion

It is obvious that most local residents would take more than one medicine at a

time. When maneuvering different medical practices, Haiying, Chumu, Zhichai, and

countless other people I met in Weixi all displayed their own knowledge of how to

achieve the best results of combining various treatments, despite their tendency towards

overusing IV drips and antibiotics. Under the changing governmentality in post-socialist

China, I argue that the individual in China, regardless of their ethnic identity or their

residence, is inevitably involved in the current processes of neoliberal globalization

(Harvey 2005). It is neoliberal on two levels. First, under the current market economy in

China, the coexistence of multiple medical practices becomes the premise under which

the individual can exert their “entrepreneurial freedom” (Harvey 2005, 2) through their

own dynamic mixing and matching of different kinds of medical practices to achieve

what they think is the maximum efficacy of different therapies. They are also empowered
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by increased personal income (see the diversified sources of income discussed in Chapter

1) and the New Cooperative Medicine that shares partial cost of their medical expenses.

Second, the locals are responsible for their own health in the market economy, that is, in

the market economy, they become individual entrepreneurs in charge of taking care of

their own health. It is also inevitably involved in globalization, as the source of their

medical knowledge and their discourse are all under the influence of globalization,

especially from media presentation and interaction with local medical professionals.

Therefore, my examination of medical consumerism shows that the local people actively

engage in the market economy and the state discourse of modern health.

However, the hegemonic notion of science that the communist party state always

promotes (Greenhalgh 2008) has been internalized in people’s consumption of and

attitude towards biomedicine. In one sense, people are now free to choose biomedicine as

their treatment, but in another sense, their predominant choice of biomedicine is the

manifestation of the biopower that the state enforces. In the case of southwest China,

biomedicine thus becomes the intersection of macro state biopower through its

hegemonic discourse of science and micro individual consuming power manifested by

the local’s obsession with biomedicine. Through the consumption of biomedicine, people

do not only want to achieve the healthy and strong national body as expected by the state

(see Haiying’s and Zhichai’s case), but they also maintain the responsible P. R. C.

citizenship112 regardless of their ethnic identity. Therefore, the triumph of biomedicine in

the ethnic minority borderland is in congruence with the state’s nation building agenda in

the name of market economy.

112 See my discussion of responsible citizenship in the Introduction.



115

Moreover, as consumption itself is the process that reflects the opportunities and

constraints of modernity (Zukin 2004), and the penetration of biomedicine into daily life

is also a part of modernity, people’s embracing of biomedicine in the current context,

while still mingled with other medical practices, becomes a way of them finding their

own articulation of the local version of modernity through medical consumerism. If each

local version of modernity is what Timothy Mitchell argues as staged so as to be arranged

to produce the unified, global history of modernity (Mitchell 2000), biomedicine is

certainly staged as symbols of modernity. In particular, as the most evident and the most

accessible form of biomedicine in the local village, IV drips can be visualized and

experienced by most local residents firsthand. Thus, local people’s obsession with IV

drips is another way of expressing their “yearnings” (see Lisa Rofel’s Other Modernities:

Gendered Yearnings in China After Socialism. Rofel 1999) for modern life and for

involvement in globalization. Also, the fact that local herbal medicine is almost free

makes it less valuable and thus, less effective in the eyes of the local residents. I will end

this chapter with a quote from Haiying, whose articulation of biomedicine and money can

properly illustrate the unintended consequences of the development of modern public

health and consumption in the margins of the state.

“I sold anything valuable at home for cash for my treatment. But my sickness is
still here. I still have pain. My sickness is not cured. It has never been completely
cured. For nine years, I’ve been to seek intravenous (IV) drips once I had saved
some money. After I spent all the money, I had to come back. I’ve never had
enough money to completely cure my sickness, although I have been seeking
treatment continuously for nine years. If I were rich enough, I would be cured
now.

From my interview with Haiying in 2011



116

CHAPTER SEVEN

CONCLUSION

When I started to do the preliminary research for my dissertation project, I was

often questioned by people: “Why did you choose Weixi? How can you be sure you are

not just adding another case to the pile of anthropological studies that have already done

a tremendous amount of work in Yunnan?” Well, by locating my research in the

southwestern borderland, the so-called “margins of the state,” I can better explore the

penetration of state control, market, capitalism, neoliberalism, and globalization as is

manifested in local people’s reproductive practices, ideas of health, and choices of

medical care, which are simultaneously and inescapably intertwined with the state’s

agenda of the development and modernization of health care and of the ethnic minority

area in general. Through my illustration in the previous chapters of the historical changes

of public health policies, people’s reproductive practices, and the latest thriving medical

consumerism in Weixi, I argue that anthropological research in the particular marginal

location of Weixi is meaningful for reflecting on the boundaries of the Chinese state’s

governance, demonstrating the inclusion and exclusion of the state, and eventually

answering the question of what constitutes the current Chinese state. In addition, by

centralizing Weixi as the nexus, I have presented how the people situated in this context

shape their views of themselves, of the state, and of the world.

Chapter 1 analyzes how geographic location relates to the history and ethnic

relationships of Weixi and how Tibetan Buddhism, Christianity, Catholicism, and
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Dongba are tied to different ethnic groups, as well as the shifting of the dominant religion

for different ethnic groups over time. Building upon Chapter 1, Chapter 2 traces the

population policy vis-à-vis the public health policy in Weixi within the nexus of shifting

political and economic contexts during different historical periods. This chapter maps out

the context and history of the population policy and the way in which the state

emphasizes the biological existence of ethnic minorities. Chapter 3 is a thick description

of the everyday life in a specific village in Weixi. Through its thick description, this

chapter aims to provide a firsthand ethnographic account of how local people live

through economic and social changes and how they accommodate these changes. Chapter

4 examines one of the state population programs in particular, the Larger Shangri-la

Project (LSP), by analyzing the discourses of reproductive risk in Weixi that have arisen

out of the negotiations between state policy makers, public health experts, local officials,

local health providers, and local residents. This chapter sheds light on nationalist

strategies of knowledge production and social control, as well as local responses to

China’s ongoing modernization project. This dissertation is concluded by examining how

the individual in Weixi actively engages in market reform and health care reform by

taking on, reconfiguring, or resisting the state public health discourse in Chapter 5. By

focusing on how medical pluralism, as constituted by biomedicine, local herbal medicine,

tradition Chinese Medicine, and the revitalized local healing practices, is contextualized

in the market economy in Weixi, this chapter contributes to our understanding of

medicine, modernity, and consumption in contemporary China.

As the first in-depth ethnographic examination of the reproduction of ethnic

minorities that is under the regulation of the Chinese state, my dissertation can make
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contributions both to medical anthropology and China studies. With respect to medical

anthropology, it provides an anthropological perspective on how to provide affordable

health care for the mass population, an issue that every nation state has to face in today’s

neoliberal economy. The findings of my research will help to design a better public

health program to enhance the “population productivity” of an area by alleviating the

contradictions between the different parties involved. My dissertation also presents a

critical view for of the state through a medical lens (Kleinman 1995) so as to reengage

anthropological theory and social theory.

With respect to China studies, this dissertation demonstrates the way in which the

state enhances its medical authority, and thus strengthens the state’s national authority to

incorporate minority groups into the building of the modern Chinese nation. In this way,

my research provides a new angle for probing the relationship between the state and

ethnic minorities in nation states around the world. This dissertation also sheds light on

how ethnic minority residents articulate different narratives of modernity and how their

articulation contests and reconfigures the contours and constitution of modernity.
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APPENDIX A

THE GENEALOGY CHART OF ZHENG’S EXTENDED FAMILY

.
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APPENDIX B

HOUSEHOLD SURVEY GUIDELINE

1. Family size, names of the existing family members
How many people are on hukouben (the Book for the Registered Permanent
Residents); how many people has left and how many came into, when and why?

2. Age, ethnicity and language
The age of each existing members, ethnicity, and the language spoken

3. Family property
How many acres of land, how many livestock owned, any other source of
income?

4. Kinship
The relationship of the family members to other people in the village or in other
village

5. Birth experience
Where and when did the birth giving take place? The number of the total births.
How many survived and how many did not survive? Who assisted with the
delivery?

6. Education
The years of education of each family member, including those who have left the
family, e.g go to work, marry out or go to study.

7. The history of sickness

8. The history of seeking for medical service


