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Abstract

For decades, implementation research has sought answers to a simple question:
Why do some policies yield notable outcomes in practice, while others don’t? While
many previous studies have explored a variety of factors, the influences of micro
individual behaviors remain largely unexamined. This dissertation attempts to fill this
research gap by analyzing local implementation of national policy in China from an
actor-centric perspective. Built on the research on policy entrepreneurship, this doctoral
research puts forth the concept of “implementational entrepreneurship” to describe the
innovative and entrepreneurial actions undertaken by local technocrats during policy
implementation. By researching implementational entrepreneurship, this dissertation
also aims to broaden scholarly understanding of how individuals influence policy
implementation and how their actions take effect. In particular, this study focuses on
three research questions: (1) How do mid-rank officials and street-level bureaucrats in
China act as catalysts of policy implementation? (2) What are the strategies adopted by
implementational entrepreneurs in China to accelerate policy implementation and how
do they overcome various hurdles to maximize the outcomes of policy? (3) Why does

implementational entrepreneurship in China succeed or fail at the local level?

Encompassing both mid-rank officials and street-level bureaucrats,
implementational entrepreneurs are sandwiched between various competing objectives
and mandates. This complex situation casts implementational entrepreneurs into an
intermediary role in terms of coupling national policies with local problems, thus offering
them possibilities of accelerating policy implementation. Moreover, this dissertation

argues that entrepreneurial traits and contextual environment have a combined influence



on effective implementational entrepreneurship. On the one hand, entrepreneurial traits
include both the commitment of entrepreneurial officials and their competence in
carrying out public policies. While commitment reinforces persistence and risk-taking,
successful policy implementation requires entrepreneurs to possess strong abilities in
regard to political acuity, persuasion, and network management. On the other hand,
support from the external environment offers implementational entrepreneurs the
resources necessary to clear hurdles and mitigate bureaucratic fragmentation. This
dissertation contends that, when confronting difficulties, implementational entrepreneurs
do not passively wait for opportunities to occur, but rather adopt various strategies to

improve their own abilities and change unsupportive contextual conditions.

Based on this analytical framework, a qualitative comparative case study design
is adopted in this dissertation. Two flagship programs integrating health services in
Guizhou Province—the Telemedicine Program and the County Medical Alliance
Reform—are selected for qualitative investigation. Controlling key contextual factors
across cases, this comparative case study sheds light on the causal dynamics of
implementational entrepreneurship in China by showing key variables of interest and
their impacts on the reform process. By investigating the two cases, this dissertation
underlines that, in both cases, implementational entrepreneurs intelligently used their
domain expertise and familiarity with local conditions to develop action plans. In the
meantime, coordination requires implementational entrepreneurs to maneuver within
fragmented bureaucratic systems and realign conflicting interests in both horizontal and
vertical directions.

Keywords: Implementational Entrepreneurship, Policy Implementation, Local

Innovation, China, Integrated Care
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Chapter 1. Introduction

Policy implementation is a crucial process in public policy. Policies adopted must
be carried out in practice in order to solve the social problems identified. Yet, public
policies are not always successfully implemented, which may result in policy failure in
practice. Why do some policies yield notable outcomes in practice, while others don’t?
What are key variables for effective policy implementation? For decades, scholars of
both public administration and public policy have sought answers to these questions.
Some previous studies have found that contextual factors, such as institutions and
networks, exert critical influence over implementation. However, explaining whether a
policy can effectively achieve its desired goals must also involve a consideration of the
role of individual actors; it is ultimately people, rather than institutions, who make
decisions and take actions. As a result, an actor-centric approach is crucial to
understanding the policy implementation process. Recent years have seen a growing
body of literature discussing the entrepreneurial role of different policy actors in policy
implementation (e.g., Oborn et al., 2011; Zhu, 2013; Arnold, 2015, 2020; Aviram et al.,
2018; Lu et al.,, 2020). Specifically, John Kingdon’s (1985) concept of “policy
entrepreneurship” broadened our understanding of how individuals influence policy

implementation and how their actions take effect.

The concept of policy entrepreneurship originates from the notion of “policy
entrepreneurs”, which refers to individuals who are willing to invest their resources, such
as time, energy, and reputation, in order to promote the desired policy change (Kingdon,
1985). Similarly, Cohen (2021) defined policy entrepreneurs as individuals who exploit

opportunities to influence policy outcomes, in order to achieve their own goals, as there



are limited resources that can trigger the transformation alone. Motivated to change the
“existing ways of doing things”, these policy advocates adopt entrepreneurial activities,
such as displaying social acuity, defining problems, building teams, and leading by
example (Mintrom and Norman, 2009). This process of undertaking strategies that result
in innovative activities in the public arena is defined as policy entrepreneurship
(Zahariadis and Exadaktylos, 2016; He and Ma, 2020). The terms “policy entrepreneurs”
and “policy entrepreneurship” have been used in a largely interchangeable fashion,
notwithstanding the conceptual differences between them. The former mainly
encompasses individuals and collective actors who play an entrepreneurial role in the
policy process, whereas the latter refers to a series of innovative strategies that lead to

policy change.

Originally used as an analytical concept to explain agenda setting—most notably
in John Kingdon’s (1985) seminal Multiple Streams Framework—“policy
entrepreneurship” has been increasingly used to explain the dynamics of policy
implementation (e.g., Ridde, 2009; Goyal et al., 2020; Fowler, 2019, 2022; Zahariadis,
2007; Zahariadis and Exadktylos, 2016). Some of these works have made remarkable
contributions in regard to coupling policy entrepreneurship with implementational
studies. It is argued that problem, policy, and political streams continue to coexist after
the desired policy is adopted; therefore, the coupling role of policy entrepreneurship
remains prominent in the policy implementation stage (Ridde, 2009; Fowler, 2019, 2022).
Policy entrepreneurs in the implementation stage may enrich often ambiguous policy
with necessary details so as to ensure its operability in the practice. By navigating the

policy implementation process, these entrepreneurial actors devote themselves to



coupling local needs and conditions with policy, in order to maximize its outcome and

even go beyond the original expectation (Exworthy and Powell, 2004; Oborn et al., 2011).

Goyal et al. (2020) categorized entrepreneurs in policy formulation and
implementation into six types, according to their distinctive roles, including problem
brokers, policy entrepreneurs, political entrepreneurs, process brokers, program
champions, and technology innovators. Identifying non-ideal situations, problem brokers
identify social problems and spark policy actors’ interest in these problematic situations
(Knaggard, 2015). In response to these problems, policy entrepreneurs look for new
solutions and encourage other policy actors to buy into their ideas (Kingdon, 1985;
Arnold, 2015). Process brokers couple policy formulation with subsequent stages by
working out plans for policy implementation and monitoring the process (Howlett, 2019).
Furthermore, their activities build connections between administration and society, and
catalyze knowledge sharing (Paquet, 2015; Porte and Natali, 2018). When a policy is in
place, program champions add new policy instruments or modify the existing policy mix
to “join up” the policy with local conditions (Paquet, 2015). Technology innovators
create a bridge between science and society, bringing in technological innovations to
address policy problems. Finally, political entrepreneurs provide necessary political
patronship to support entrepreneurial activities adopted by the other five types of
entrepreneurial actors noted above, even during the implementation stage (Ridde, 2009;

Zohlnhofer et al., 2016).

Although these works have greatly broadened implementation research, the direct
application of policy entrepreneurship in scholarly debate surrounding policy

implementation may not be suitable. As noted above, the concept of policy



entrepreneurship is conventionally employed to explain dynamics in agenda setting. In
Kingdon’s (1985) work, policy entrepreneurs intend to bring about change in policy.
Their roles are supposed to be fulfilled once the desired policy has been adopted. In other
words, policy entrepreneurs are not explicitly supposed to participate in the subsequent
stages of the policy process. The overly stretched use of “policy entrepreneurship” in
policy implementation research results in conceptual vagueness. As a result, the
innovative roles of government officials in policy implementation are conflated with
entrepreneurial human agency in policy formulation (e.g., Petchey et al., 2008; Arnold,

2015, 2018; Aviram et al., 2018; Huang and Chen, 2020).

At the same time, conceptualizing entrepreneurial behaviors too narrowly may
create unnecessary analytical hurdles. Previous studies have noted that an entrepreneurial
policy actor may simultaneously play multiple roles (Bakir, 2009). For instance, Lu and
colleagues (2019) presented a case of city greening in Shanghai, in which an
entrepreneurial local official undertook the dual role of designing the initiative and
steering its implementation. Notably, she even managed to catalyze change in local
policy, based on feedback from street-level bureaucrats. Similarly, Oborn et al. (2011)
studied how an academic used his personal network of experts to broker the interests of
both government and academia, thus championing major health care reform in London.
Honig (2006) observed that street-level bureaucrats could act as energetic boundary
spanners in education policy implementation. These works suggest that the existing
categorization of entrepreneurship in the policy process does not adequately reflect the
multiple identities of ambitious individuals (Goyal et al., 2020). Hence, it is an analytical
necessity to establish a meso-level umbrella concept to capture these alternative identities

entrepreneurial individuals adopt during the implementation process.



This doctoral research thus puts forth the concept of “implementational
entrepreneurship” to describe the innovative and entrepreneurial actions taken during

policy implementation. Here, implementational entrepreneurs are defined as individuals

and organizations devoted to policy implementation, with the purpose of better achieving

the objectives of a given policy. Implementational entrepreneurship refers to the process

by which mid-rank and street-level officials in the governmental system perform

entrepreneurial actions in order to translate policy into practice.

The remainder of this chapter is divided into five sections. The first section
elaborates on the concept of implementational entrepreneurship and discusses the
characteristics of mid-rank and street-level entrepreneurship, the two key types of
implementational entrepreneurship. Next, the background of my research setting in
Guizhou province is briefly outlined. The third section establishes research questions and
presents the research design. The key arguments of the dissertation and its research
contributions are presented in the fourth section, and the final section introduces the

structure of the dissertation.

1.1. Local officials and implementational entrepreneurship
Similar to the policy formulation stage, a host of actors, including local leaders,
mid-rank officials, street-level bureaucrats, public service providers, and non-
government organizations, participates in the implementation process. Among these
actors, mid-rank officials and street-level bureaucrats play crucial roles in carrying out
public policies (Lipsky, 2010; May and Winter, 2009). Exercising discretionary power

within the government, it is easy for them to substantially influence the outcome of policy



implementation vis-a-vis others. To theorize this crucial but often underestimated role of
middle- and low-level bureaucrats, this study characterizes two major types of
implementational entrepreneurship: street-level entrepreneurship and mid-rank

entrepreneurship.

The term “street-level entreprencurship” connects street-level bureaucrats with
policy entrepreneurship. In Lipsky’s (2010) seminal work, street-level bureaucrats are
defined as “public service workers who interact directly with citizens in the course of
their jobs, and who have substantial discretion in the execution of their work” (p. 3).
Recent research has expanded the scope of this concept to include grassroots bureaucrats
who are responsible for implementing policies, but have fewer direct interactions with
citizens (e.g., Aviram et al., 2018). Lipsky further summarized three fundamental
characteristics of street-level working conditions. First, policy-makers often give
ambiguous directives regarding policy implementation; assessments of the performance
of street-level bureaucrats are also vague. Second, street-level bureaucrats bear heavy
workloads but have limited resources such as time and money in policy implementation.
Third, their frequent encounters with citizens makes them highly familiar with grassroots

conditions.

These working conditions shape a multifaceted incentive structure for street-level
bureaucrats in policy implementation. On the one hand, the combination of heavy
workloads related to implementation and limited resources breeds inertia on the part of
street-level bureaucrats, prompting them to use their discretion to routinize and simplify
their work (Lipsky, 2010). These coping strategies may result in implementation deficit.

On the other hand, their street-level work experiences enable them to build relationships



and trust between bureaucrats and citizens, which often reinforces their genuine
motivation of serving the people (Perry, 1996; Maynard-Moody and Musheno, 2003).
When rich administrative experience, an awareness of acute local problems, and strong
individual motivation to “make a difference” are favorably aligned, outstanding street-
level bureaucrats may go beyond their normal scope of work and play an entrepreneurial
role to catalyze more effective policy implementation (e.g., Petchey et al., 2008; Aviram

etal., 2018).

Mid-rank entrepreneurs are mid-rank officials who devote themselves to policy
implementation and employ strategies to accelerate the process. There is no scholarly
consensus regarding how to define mid-rank officials, as their identities and
characteristics largely depend on the nature of the political system and administrative
customs at hand. While some scholars describe mid-rank officials as “public managers”
(Lipsky, 2010; May and Winter, 2009), others broadly conceptualize this group of civil
servants as “local officials” (Paquet, 2015; Lu et al., 2019). The ambiguous definition
results in the overly stretched use of “street-level policy entrepreneurship” when
characterizing the entrepreneurship of mid-rank officials in policy implementation (e.g.,
Arnold, 2015, 2020). To address this conceptual vagueness, this dissertation defines mid-

rank officials as technocrats assuming executive positions in local governments.

Similar to street-level bureaucrats, mid-rank officials are also the frontline troops
in policy implementation (Feldman and Khademian, 2007; May and Winter, 2009;
Cooper and Kitchener, 2019). They play an intermediary role in translating national
policies into local practice, which is particularly crucial in a multilevel governance

system. In this system, the central authorities face a dilemma between keeping uniformity



in terms of policy design and ensuring the feasibility of national policy in regard to local
circumstances. Therefore, they must leave considerable leeway for local governments by
intentionally keeping national guidelines quite general in nature. Granted with
considerable discretionary power, mid-level officials convert often ambiguous central
directives into local guidelines, thus setting the operational parameters for frontline
implementation (Lipsky, 2010; Hood, 1991). Without this process of operationalization,
street-level bureaucrats will face significant difficulty in implementation because
national instructions often lack operationalizability. Furthermore, central authorities are
usually too distant from the frontline implementers; therefore, effective implementation
must rely on mid-rank officials, who steer the implementation progress through
monitoring and supervision (Powell, 1997; Gatenby et al., 2015). In this way, mid-rank

officials couple the policy formulation stage with implementation.

A considerable range of administrative activities takes place at this middle
echelon of the hierarchy. Conventionally, mid-rank officials are often characterized as
reluctant policy actors (Scase and Goffee, 1989). Trapped in complex bureaucratic
structures, they tend to strictly follow directives from policy-makers or senior officials
to minimize individual risks (Dopson and Stewart, 1990). However, motivated by career
advancement, professional interest, or sheer benevolence, some mid-rank officials are
willing to dedicate more time, energy, and resources than the ordinary “by-the-book”
type of implementation would typically require (Currie et al., 2008; Teets and Hasmath,
2020). In some instances, they may even adopt aggressive strategies at the risk of
harming their career prospects, in order to overcome hurdles in policy initiatives, a

situation most policy implementers would want to avoid.



Underpinning most research works on policy implementation is the eminent
principal-agent theory, which describes circumstances in which one party (the agent) is
able to make decisions or take actions on behalf of another party (the principal)
(Eisenhardt, 1989). The principal relies on the goodwill of the agent to further his or her
interests when it may not be in the best interests of the agent to do so, as the latter may
take advantage of information asymmetry to cheat the principal (Banks, 1995; Ellig and
Lavoie, 1995; Francis, 1993). In the world of public policy, the relationship between
(national) policy-makers and (subnational) implementers forms a classic principal-agent
relationship. Policy-makers face constant challenges in motivating local implementers to
act as faithful agents in the implementation process. Sandwiched between central
principals and street-level agents, mid-rank officials in the government hierarchy actually
operate within two areas of the principal-agent relationship. These intermediary
personnel are typically subnational agents of the central master but, in the meantime,
they are the superiors of the rank-and-file bureaucrats at the bottom of the pyramid. Their
distinctive position within the hierarchy offers them a certain amount of room for
entrepreneurial maneuver, when deemed necessary, in terms of adjusting central policy
guidelines and accelerating local-level implementation. Unfortunately, there is a paucity

of scholarly investigations explaining this part of their bureaucratic behaviors.

Given the important and multifaceted role played by government officials in this
middle strata of the bureaucracy, the old dichotomous framework of the central-local
relationship in implementation appears to be too crude. This dissertation is guided by a
modified framework that maps out the three distinct levels of the government hierarchy
(see Figure 1.1). This framework highlights the dual identity of mid-rank officials as both

principals in relation to frontline implementation and agents in relation to (national)
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policy-makers. If they lean toward central interests and act as faithful agents of policy-
makers, these mid-rank officials may improve their capacity for steering the
implementation process and pay greater attention to motivating and monitoring street-
level implementers. In some cases, they may even play a more entrepreneurial role in
this process, in order to catalyze policy implementation in practice (Oborn et al., 2011;

Aviram et al., 2018; Lu et al., 2020).

Figure 1.1. The “central-intermediary-grassroots” framework

Sub-provincial
governments

Principal Agents
i Intermediary i
| governments !
i Principal | Collusion Agents i
! Agent Level i

Source: the Author.

In contrast, these mid-rank officials acting as intermediary agents may serve their
own interests or develop perverse motivations that derail them from the faithful
implementation of policy. Even worse, several studies have revealed that distorted
principal-agent relationships caused by mid-rank officials may penetrate down and
“contaminate” the rank-and-file troops at the frontline, creating de facto collusion (Zhou
et al., 2013; Rao, 2015; Shadbegian, 1999). This arguably represents the worst-case

scenario in policy implementation. In recognition of their salient roles in policy
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implementation, this dissertation contends that the innovative activities of mid-level
officials are similarly crucial for effective implementation, vis-a-vis their street-level

subordinates, perhaps to a larger extent than the latter. Implementational

entrepreneurship in this doctoral dissertation thus consists of both mid-rank and street-

level entrepreneurship.

The behaviors of local government officials in China provide a useful example to
illustrate the analytical necessity of broadening the research horizon of implementational
entrepreneurship. With a multilevel governance structure, China’s long history of
authoritarianism and Leninist ideology encourage the central state to strictly control
policy formulation activities (Saich, 2017; Zhou, 2011). However, acting in the third
largest territory in the world, Chinese central leaders confront vast disparities in terms of
local conditions, making the uniform application of the same policy design virtually
impossible. Hence, the central government often adopts a loose top-down approach in
policy implementation but grants local governments considerable leeway in adjusting
policies (Guo et al., 2021). This room for discretion fosters a variety of implementational
behaviors at the frontline. Some mid-rank officials and street-level bureaucrats are
inclined to act in local interests, giving rise to the selective implementation of national
policies (O’Brien and Li, 1999; Eaton and Konsta, 2014; Liu, 2019). Some local
implementers may use the benefits of one program to enhance the progress of another,
undermining the implementation of the former (Xun and Bao, 2007; Zhou et al., 2013).
In other circumstances, these frontline troops play a more entrepreneurial role in coupling
the central government’s policy expectations with local needs to address local

governance challenges (Zhu, 2013; Zhao et al., 2016; Huang and Chen, 2020).
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The bureaucratic system in China is remarkably complex. As Chapter 4 will show,
many local functional departments are placed under the dual leadership of both central
ministries and local governments (Lieberthal and Lampton, 1992; Mertha, 2005; He,
2012). This bureaucratic fragmentation is prone to giving varying and sometimes
conflicting signals to low-level implementers. The balance between the vertical
professional line of the command chain (tiao) and the horizontal territorial leadership
(kuai) is fluid. Most early studies note that grassroots implementers tend to align their
implementation behaviors with local interests, as opposed to directives from above
(O’Brien and Li, 1998; Zhou, 2010; Lian, 2016). Yet, there has been a salient trend of
recentralization since the inauguration of Xi Jinping’s leadership. Some recent studies
suggest that local governments and mid-rank officials are granted greater levels of
political responsibility to enact the unconditional implementation of central policies
(Schubert and Alperman, 2019; Teets, 2016; Teets and Hasmath, 2020). Operating within
such a fragmented bureaucracy and facing rapidly changing political dynamics,
implementational entrepreneurs in China have to cope with heavier bureaucratic
constraints vis-a-vis their counterparts in other parts of the world. As such, research on
China can provide substantial evidence of entrepreneurial behaviors in complex

institutional settings.

The governance system of China is made up of five levels of administration: the
central government, provinces, prefectures, counties, and townships. Whereas the five
administrative levels form a hierarchical pyramid of governance, each individual level
plays a particular role in the formulation and implementation of national policies (see
Figure 1.2). Located at the top of the pyramid, the central authorities make national

policies, including laws, regulations, guidelines, decrees, and plans. Located at the
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middle level of the pyramid, provincial and prefectural governments are intermediary

agents within the bureaucratic system, responsible for converting often ambiquous

national policies into feasible plans. While provincial governments are granted

substantive discretion in operationalization, they may allow prefectural subordinates a
bigger say in some circumstances, especially when policy implementation relies on local

finance rather than on central or provincial funds (Ratigan, 2014; Guo et al., 2021).

Figure 1.2. The five layers of administration in China

Policy makers

Central
government

/ Province \
Intermediary agents
/ Prefecture \

County/district
Local
implementers
Township/neighborhood

Source: the Author.

County and township governments are located at the bottom of the pyramid. At

the lowest echelon of the hierarchy, township governments in China are grassroots

implementers of central policies. However, township governments have become “hollow

shells” (Kennedy, 2007; Li, 2007) in three prominent respects, as some scholars argue.
First, instructions assigned to them are typically split into specific tasks and township
officials are required to implement them at the frontline, leaving them little room for

discretion. Second, stringent supervision from multiple political superiors imposes heavy
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pressure on township officials, who have to spend enormous resources on coping with
inspections on a regular basis (Wu, 2007; Gu, 2006). Third, mandated to perform work
identified and prioritized by political superiors, such as economic growth, COVID-19
prevention, and family planning, most township officials have to hold multiple
concurrent posts, struggling to complete these competing assignments with limited
resources and within a tight schedule (Smith, 2010). Ultimately, the hollowing-out of

township governments in China has drastically reduced their capacity.

County governments are crucial policy actors responsible for local policy
implementation. Given the diversity of local contexts, they enjoy considerable autonomy
throughout a large part of this process (Ahlers and Schubert, 2015), which enables them
to play an entrepreneurial role in policy implementation. Furthermore, compared with
their township subordinates, bureaucracy at the county level consists of essential
functional departments, such as health departments and environment protection
departments. This relatively intact bureaucratic structure enables county governments to

carry out fairly complex work in regard to social affairs.

1.2. Reintegrating health care in Guizhou
To analyze implementational entrepreneurship, this doctoral dissertation uses two
local reforms enacted to reintegrate health service delivery systems in Guizhou province.
Reforming health care systems involves extraordinary complexities. The system in
guestion consists of a variety of components, including governance, service delivery,
financing, payment, and regulations (Roberts et al., 2004; Ramesh and Bali, 2021). While
these components involve different sets of institutions, processes, and actors, they

overlap and are intertwined with each other; initiating change in one area may rely on
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the effective and complementary implementation of another (Savigny and Adam, 2009;
Bali et al., 2022). Therefore, institutional inertia created by path dependence and material
interests embedded in one component area can easily impede reform in another area.
Consequently, substantial changes rarely take place unless reformers possess competence,
commitment, good strategies, and professional knowledge (Robert et al., 2003; He, 2018;
Bali et al., 2022). These reformers include not only policy-makers at the national level
but also implementers at subnational levels. Without firm support from capable local
officials, the desired change would not occur, regardless of how well the policies are

designed, as vested interests may fiercely resist reform.

The integration of service delivery systems is one important area of health care
reform. Integrated care represents a mode of health service delivery in which different
service providers develop close collaborations and connections with each other, in order
to ensure people receive the care they need when they need it (World Health Organization,
2008). Modern medicine is delivered through four independent but interrelated care
systems: curative, preventive, rehabilitative, and promotive care (He and Tang, 2021). In
most parts of the world, the rapid aging of the population accelerates the epidemiological
transition from infectious disease to non-communicable chronic illness, imposing heavy
burdens on both the financing and the workforces of most health systems. Furthermore,
most degenerative diseases require a close connection between curative services and
long-term and social care (World Health Organization, 2015; Nolte and McKee, 2008).
These rapid changes result in a shift from the traditional hospital-centric mode of service
delivery to a primary-centered one. Despite the potential benefits of preventive and
promotive care, most health systems around the world are still dominated by a preference

for curative medicine, aggravating the fragmentation of health services (Glasby et al.,
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2006; He and Tang, 2021). Within the curative system, care integration has become an
urgent imperative to improve the cost-efficiency of health services and respond to the
rising prevalence of the multiple morbidities of the elderly population (World Health
Organization, 2002, 2008). As such, building up an integrated care system is a prominent

policy task in most nations.

The old health system of China under the planned economy did integrate care to
a commendable level (Yip and Hsiao, 2001; Hsiao, 1995). In urban areas, numerous
clinics and hospitals were established by the government and state-owned enterprises
(SOEs). Government employees were given access to free medicine in government-
funded hospitals. Financed by the Labor Insurance Scheme, enterprise-owned clinics and
hospitals provided affordable services to staff and their families, as a form of socialist
welfare (Hsiao, 1995). When encountering difficulties in treatment, enterprise-owned
health facilities could refer patients to government-funded hospitals (Jamison et al.,
1984). In contrast, rural residents enjoyed the benefits brought about by the three-tier
health network, under which barefoot doctors, physicians at township health centers, and
specialists at county hospitals provided services to meet the diverse needs of residents
(Liu et al., 1995; Meessen and Bloom, 2007). Furthermore, these different levels of
services were connected by various mechanisms, such as referral, training, and
supervision. These mechanisms ensured there was necessary collaboration between

facilities in the delivery of affordable health care to the population (Sield and Sield, 1975).

Unfortunately, the market-oriented economic reform enacted over the last two
decades of the 20th century has gradually dismantled the old health system. A laissez-

faire stance has been adopted in health care. Central and local governments have
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drastically reduced the fiscal subsidies granted to public hospitals in both cities and the
countryside, but have granted them greater financial autonomy (Hsiao, 1995; Yip and
Hsiao, 2001). Other health facilities have also suffered from the significant decline in
financial subsidies. In urban areas, the fierce competition brought about by the market
economy forced state-owned enterprises to cut funding for their affiliated clinics and
hospitals (Jamison et al., 1984; Hsiao, 1995). In rural areas, the collapse of communist
communes led to the loss of regular income for numerous village clinics and barefoot
doctors, who had to rely on user charges instead (Wang, 2009; Meessen and Bloom,
2007). In addition, the deterioration of the health service system was exacerbated by a
distorted pricing system that essentially encouraged the use of high-tech equipment and

expensive drugs in treatment (see Chapter 4).

The abovementioned changes fueled de facto competition between large hospitals
and their smaller peers. Attracted by higher salaries and better opportunities for
professional development, many doctors at township health centers moved to urban
hospitals. Within a short period of time, primary care facilities in China suffered from
tremendous “brain drain”. A large-scale study in nine western provinces revealed that
70% of village doctors received formal medical training of less than 20 months (Wang
et al., 2003). As the capacity of township health centers was drastically undermined, they
could no longer provide services of a decent quality to the local populations. Many
primary care facilities were converted into “cash cows”, chasing profits and driven by
various perverse incentives in the Chinese health system. A survey conducted in 1998
and 1999 in western provinces indicated that more than 98% of drugs prescribed by

village doctors were considered inappropriate (Zhang et al., 2003).
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The significant deterioration of primary care led to lower service quality and
declining trust from patients, most of whom ended up flooding to major hospitals in the
cities (Messen and Bloom, 2007; Hsiao, 1995). The collapse of the referral system has
created an enormous waste of health resources because primary care was significantly
underutilized, while overutilization plagued tertiary care facilities (Yip and Hsiao, 2008).
To resolve these problems, the Chinese government has launched a series of reforms
since the late 1990s. In particular, building up an integrated health service delivery
system was envisioned as a key objective in China’s new national health care reform that
commenced in 2009.! Since then, the central government has been encouraging local

governments to explore various forms of care integration.

Located in the Yunnan—-Guizhou Plateau in southwestern China, Guizhou
province faces daunting challenges in health care. As one of the poorest provinces in
China, Guizhou is constrained by both financial and human resources in its health system.
Its mountainous geography creates natural hurdles for the delivery of health services,
especially in the vast countryside. Remote rural areas have very limited access to basic
health services (Li et al., 2009). Within the province, good hospitals are located in big
cities, leading to the highly uneven distribution of health resources. In Bijie, one of the
most underdeveloped prefectures in Guizhou, the number of doctors per thousand
members of the population was 1.12 in 2015—only half that of the national average—

even though the health infrastructure in this region had been significantly improved in

! Central Committee of Chinese Communist Party & State Council. (2009). Opinions on Deepening
Health Reform in China. (guanyu yiyao weisheng tizhi gaige de yijian), available at
http://www.gov.cn/jrzg/2009-04/06/content_1278721.htm, accessed on May 6, 2022.
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the past decade.? In contrast, the number of doctors per thousand members of the

population in Guiyang, the provincial capital, was triple the number of that in Bijie. 3

Against this grave backdrop, the provincial government placed the integration of
health services at the top of its social policy agenda. Over the past decade, numerous
flagship programs have been launched in this respect. For example, the provincial health
commission established a comprehensive telemedicine system between 2010 and 2018,
which greatly accelerated the integration of health services in Guizhou. Another major
reform seeking to integrate health service providers across the urban—rural division by
establishing county medical alliances also yielded commendable outcomes. These two
local health policy innovations are chosen as in-depth cases for this dissertation for two
reasons. First, it has been argued that poor socioeconomic conditions combined with
hierarchical local governance represents the least conducive environment for policy
innovations (Ratigan, 2014; Aviram et al., 2018). The context of Guizhou is one such
example. Poor socioeconomic conditions cause this province to often rely on fiscal
transfers from the central government and top-down mandates in policy implementation.
Therefore, local policy innovations in Guizhou can provide a “least-likely” situation as
a case study. Second, implemented in the same province and almost within the same
period of time, the Telemedicine Program and the County Medical Alliance Reform
represent different policy implementation processes, which allows this study to identify
the causal dynamics between implementational entrepreneurship and reform outcomes

in different contexts.

2 Guizhou Statistic Bureau. (2016). 2015 Guizhou Statistic Yearbook. (guizhou tongji nianjian), available
at https://navi.cnki.net/knavi/yearbooks/YGZTJ/detail, accessed on May 6, 2022.
% Ibid
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1.3. Research questions

As noted above, some previous studies have advanced policy theories by coupling
policy entrepreneurship with policy implementation. These notable works have
underscored the factors that influence the effectiveness and outcomes of public policies,
such as the identities of entrepreneurs (Lu et al., 2020), entrepreneurial abilities (Arnold,
2015, 2020), institutional structures (Aviram et al., 2018), and entrepreneurial strategies
(Arnold, 2015, 2020; Huang and Chen, 2020). However, a comprehensive discussion of
the interactions between these factors and their combined effects in regard to the
entrepreneurial behaviors of local government officials remains largely absent. Therefore,
the causal links behind the effective implementation of entrepreneurship are still unclear.
Furthermore, due to limited empirical evidence, the role of implementational
entrepreneurship needs to be further investigated. In light of these theoretical

considerations, this dissertation raises three sets of questions to guide the research:

Research Question #1: How do mid-rank officials and street-level bureaucrats in China

act as catalysts of policy implementation?

Research Question #2: What are the strategies adopted by implementational
entrepreneurs in China to accelerate policy implementation? How do they overcome

various hurdles to maximize the outcomes of policy?

Research Question #3: Why does implementational entrepreneurship in China achieve

varying outcomes at the local level?
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1.4. Research design
Built on an ontological orientation toward post-positivism, this study follows
deductive logic in its analyses. Through thorough engagement with the literature,
Chapter 2 raises five theoretical propositions to explain implementational
entrepreneurship, which are tested through comparative case studies presented in
Chapters 5 and 6. Controlling key contextual factors across cases, the comparative case
study sheds light on the causal dynamics of implementational entrepreneurship in China

by showing key variables of interest and their impact on the reform process.

Two flagship programs integrating health services in Guizhou province—the
Telemedicine Program and the County Medical Alliance Reform—are selected for
qualitative investigation. Implemented in the same province, these two cases share
similarities in regard to most contextual factors, yet the implementational
entrepreneurship creates different dynamics. Purposive and snowball strategies were
used in sampling. | first identified key interviewees through my extended personal
network, and then gradually snowballed this into a larger group of 15 informants,
including key government officials and frontline hospital staff. Archival resources, open
access data, and internal materials were also used. Qualitative methods were extensively

utilized in analyzing the rich data collected.

1.5. Central arguments and contributions
In this dissertation, | study the role of individual and collective agents in policy
implementation through the concept of implementational entrepreneurship. By
presenting two prominent cases of health care reform in Guizhou, | provide new insights

into policy implementation in China. Implementational entrepreneurs are catalysts of
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policy implementation, and they take the lead in fostering outstanding policy outcomes
on the ground. China’s experimentalist policy style and the central government’s need to
accommodate varying local conditions in the formulation of policy often result in a
considerable amount of vagueness in policies. Severe bureaucratic fragmentation across
both horizontal and vertical lines frequently impedes effective coordination. These
conditions make it remarkably difficult to effectively implement national policies at the
local level. | argue that, under these circumstances, mid-rank officials and street-level
bureaucrats, who used to be described as “doing their jobs as instructed”, can notably
accelerate implementation by developing action plans and enhancing interdepartmental
coordination. In particular, while previous studies have noted the power of street-level
bureaucrats in policy implementation, | further argue that mid-rank officials also play a

critical role in linking policy formulation to policy implementation.

Positioned within the middle and lower echelons of bureaucracy,
implementational entrepreneurs have limited power to influence the policy process
(Cohen and Aviram, 2021). However, driven by a multiplicity of incentives, these active
policy actors are willing to take action to clear hurdles for policy implementation and
accelerate the reform progress. This dissertation argues that, in China, some local
officials actively take up the role of implementational entrepreneurship for three major
reasons: (1) protecting or advancing individual or organizational interests; (2) the innate
desire to share ideas; and (3) the genuine intention of attaining good local governance.
This dissertation elucidates that, once they are motivated, these ambitious local officials
can take advantage of their knowledge in professional domains and local conditions to
catalyze the implementation process. Furthermore, experience of working in the

government enriches their familiarity with bureaucratic procedures. Therefore, these
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active policy actors can intelligently use procedural tools to strengthen the effective
operation of national policies by influencing decision-makers and “rank-and-file”

implementers on the frontline.

This dissertation also examines the causal dynamics underlying implementational

entrepreneurship. The central argument of this thesis is that entrepreneurial traits and

contextual environment exert a combined influence over effective implementational

entrepreneurship. On the one hand, entrepreneurial traits include both the commitment

of the entrepreneurial officials and their competence in regard to carrying out policies.
While commitment reinforces persistence and risk-taking, successful policy
implementation requires entrepreneurs to possess strong abilities in terms of political
acuity, persuasion, and network management. On the other hand, support from the
external environment offers implementational entrepreneurs the resources necessary to
clear hurdles and mitigate bureaucratic fragmentation. Focusing on implementational
entrepreneurship in China, | argue that firm endorsement from political principals is of
vital importance to effective entrepreneurial maneuvers. Consequently, variation in
entrepreneurial traits and contextual factors creates four distinctive types of
implementational entrepreneurship that are illustrated in Chapter 2. Moreover, this
dissertation contends that, when confronting particularly challenging difficulties,
implementational entrepreneurs do not passively wait for opportunities to occur, but
rather adopt various strategies to improve their own abilities and change unsupportive

contextual conditions.

Overall, this dissertation argues that implementational entrepreneurship, as a kind

of human agency, has profound influences on policy implementation in China. These
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ambitious policy actors couple policy goals and the mix of policy instruments of central
authorities with local conditions and clear institutional hurdles related to bureaucratic
fragmentation within the established institutional structure. While entrepreneurial traits
and external environment mutually affect the progress of implementation,
implementational entrepreneurs can strategically improve their own abilities and reshape

the circumstances at hand, and thus accelerate the entire policy implementation process.

These arguments echo previous studies on both policy implementation and policy
entrepreneurship, and make theoretical contributions in four respects. First, the
development of policy implementation research reconciles scholarly debate over whether
policy implementation is predominantly promoted by the national government in a top-
down manner or by subnational agents through a bottom-up approach. However, as
presented in Chapter 2, these notable studies have focused more on influences brought
about by macro political institutions or meso policy networks, but have overlooked the
important role of micro individual actors. However, despite the constraints of
institutional norms and organizational boundaries, it is ultimately frontline implementers
who put policy into practice. Furthermore, the scholarship has resulted in managerial and
instrumental insights. These salient characteristics of previous research have resulted in
significant theoretical fragmentation and have decoupled policy implementation research
from policy process theory (Howlett, 2019). In this context, the concept of
implementational entrepreneurship offers a useful perspective that can be used to fill “the

missing link” in the policy theory literature.

Second, this dissertation contributes to the Multiple Streams Framework and

policy entrepreneurship literature. Although the Multiple Streams Framework has been
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extensively applied to explain agenda setting and policy formulation, there is an
emerging body of literature attempting to use it to analyze the dynamics of policy
implementation. These works insightfully emphasize that problem, policy, and political
streams do not vanish with the adoption of policies, but rather keep running through the
implementation stage. The entrepreneurship of policy actors is still crucial for coupling
the streams, which fosters successful implementation (see Chapter 2). Despite their
remarkable contributions, these works offer limited explanations of how the coupling
process takes place. My dissertation fills this research gap by illustrating the
entrepreneurial activities of mid- and low-level officials in regard to catalyzing policy

implementation.

Third, this study contributes fresh findings to studies on policy innovation in
China. The existing literature underscores a host of structural and institutional factors
that influence policy outcomes in China, such as experimentalist governance (Heilmann,
2008a, 2008b; Zhu and Zhao, 2021), de facto fiscal federalism (Montinola et al., 1995),
and promotion tournaments among cadres (Teets et al., 2017; Li and Zhou, 2005). In
recent years, a growing body of literature on policy entrepreneurship has provided a
complementary perspective by discussing the crucial role of human agency in catalyzing
policy reforms (Hammond, 2013; Zhu and Xiao, 2015; He, 2018; He and Ma, 2020).
These works have made significant contributions by elaborating on the dynamics of
policy innovation at the local level in China. However, there remains a dearth of
knowledge in regard to how middle- and street-level bureaucrats play innovative roles in
the implementation process. My dissertation seeks to broaden the scholarly horizon in

this area.
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Finally, most previous studies on policy entrepreneurs present single cases, which
limit their capacity to explore effective entrepreneurship variables. In contrast, this
dissertation presents a research design utilizing a comparative case study. The two health
care reforms selected for comparison were enacted in the same province over
approximately the same period of time, but contrast each other in the implementation
process, the level of support from the external environment, and the entrepreneurial traits
of key policy actors. Furthermore, the implementational entrepreneurs adopted different
strategies in these two cases, thus allowing me to make further contributions to the extant
literature by investigating the causal dynamics between the variables of interest and the

effectiveness of implementational entrepreneurship.

1.6. Structure of the dissertation

This dissertation consists of seven chapters. Reviewing the theoretical literature
in relation to policy implementation, Chapter 2 establishes the central research puzzles
at hand. Despite the rich wisdom uncovered over the past few decades, theoretical
pluralism has yielded significant theoretical fragmentation. | underscore that adopting an
actor-centric approach in research enables us to help address this weakness. Summarizing
recent empirical and theoretical knowledge, the rest of Chapter 2 highlights the role of
implementational entrepreneurship in putting national policies into practice and the
causal dynamics involved in doing so. Five propositions are put forward at the end of

this chapter to steer the empirical investigation.

Chapter 3 elaborates on the research methods used in this study. Established on
an epistemological basis of post-positivism, this dissertation adopts an explicit

qualitative approach. Specifically, I use two case studies related to reintegrating health
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services in Guizhou—the Telemedicine Program and the County Medical Alliance
Reform—to explore the role of implementational entrepreneurship and test the
propositions raised in Chapter 2. Chapter 3 also sheds light on the rationales underlying
the case selection in this dissertation; both policy programs have similar contextual
factors and use an experimental approach to carry out Central Government directives,
yet implementational entrepreneurship presents itself in distinctive ways across the two
cases. This research design enables me to explore the causal dynamics behind the
implementational entrepreneurship in question. Details of the data collection process and

analytical methods used are reported in Chapter 3.

Chapter 4 outlines the background of the case studies. | first introduce the
ecological conditions in which implementational entrepreneurs in China work, including
three salient characteristics: complex central-local relations, the preference for
experimentalism, and the prevalence of bureaucratic fragmentation. Chapter 4 then
underlines complexities and difficulties involved in health care reforms in China. While
China used to use an integrated system of health services in Mao’s era, this system
unfortunately deteriorated, leading to a plethora of severe problems in both the health
system and society at large. This chapter also reviews the vision and policy framework
of the landmark national health care reform begun in 2009, especially in regard to how

the fragmented health care system is being integrated.

Chapter 5 and Chapter 6 investigate the development of telemedicine and county
medical alliances, respectively, in Guizhou. The Telemedicine Program presented in
Chapter 5 witnessed the entrepreneurship of mid-rank officials in a top-down

implementation process. Displaying strong professional expertise in health informatics,
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the implementational entrepreneur who embarked on the policy implementation
generated passionate enthusiasm for telemedicine. However, in its early stages, this
implementational entrepreneurship was impeded by the unsupportive environment
within the provincial health bureau. To create more favorable circumstances for the
program, a coalition was proposed for policy implementation, which encompassed a
variety of mid-rank officials from other departments. Then, this collective of
entrepreneurs successfully shifted the venue to provincial leadership. With unconditional
backing from provincial leadership, the implementational entrepreneurs cleared hurdles
presented by bureaucratic fragmentation in both vertical and horizontal directions, which

ultimately resulted in remarkable outcomes on the ground.

Chapter 6 examines a case that combines both top-down and bottom-up
implementation, in which mid-rank entrepreneurs experienced numerous interactions
with street-level entrepreneurs. The County Medical Alliance in Guizhou was first
initiated by a number of pioneering localities, such as Liuzhi. Concerned about the
fragmentation of local health service, officials in Liuzhi health department considered a
medical alliance championed by provincial authorities as a solution. These street-level
entrepreneurs learned from other demonstrated models and persuaded local leaders to
participate. Using a variety of entrepreneurial strategies, the entrepreneurial officials
eventually made remarkable achievements in regard to carrying out the reform. Motived
by numerous factors, the street-level entrepreneurs promoted the Medical Alliance
Reform to provincial health authorities, who decided to scale up the reform to the whole
province. The scaling-up process was sped up after central authorities released general
guidelines. The mid-rank entrepreneurs nonetheless encountered difficulties brought

about by severe horizontal fragmentation and the lukewarm reception from provincial
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leaders. In this context, they accelerated the scaling-up process by championing the

policy program across counties, which consequentially led to successful implementation.

This dissertation concludes with Chapter 7, which summarizes the major findings
arising from the comparative case studies. The role of implementational entrepreneurship
and the causal dynamics underlying it are theorized. This chapter also discusses the
limitations of this dissertation in terms of the research design and data collection. My

future research agenda is presented at the end of Chapter 7.
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Chapter 2. Literature Review

This chapter connects the existing literatures on policy implementation and policy
entrepreneurship, thus characterizing implementational entrepreneurship as the key
phenomenon of concern. Section 2.1. offers a brief introduction to the evolution of
implementation research, highlighting the need for an actor-centric approach to scholarly
investigations. Section 2.2. reviews the literature on policy entrepreneurship as a
theoretical basis for formulating the concept of implementation entrepreneurship
discussed in Section 2.3. The last section concludes this chapter with the theoretical

framework underlying the empirical investigation.

2.1. The evolution of implementation research

The evolution of implementation research dates back to Jeffery Pressman and
Aaron Wildavsky’s (1973) pioneering work. They investigated how the expectations of
the US federal government in terms of developing the local economy failed at the level
of the locality, as the outcomes of the policy programs deviated from their original goals.
Earlier scholars in other fields have also discussed various issues related to policy
implementation, such as discretionary power, the relationship between politics and
administration, and organizational behaviors (Roosevelt, 1949; Wilson, 1968; Dauvis,
1969). However, this early stream of literature typically does not consider policy
implementation as a key issue in the public sphere. As a result, when Pressman and
Wildavsky first considered policy implementation as an independent area of study, they
were regarded as having filled this gap (e.g., Hargrove, 1975; Goggin et al., 1990;

Parsons, 1995; Ryan, 1995).
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In Pressman and Wildavsky’s top-down perspective of implementation research,
when lower-level governments receive policy mandates assigned by their political
superiors, they must use the prescribed means to accomplish their goals. In this way,
implementation should take place in a rational way through a clearly defined chain of
command, while any behaviors that deviate from the original policy goals are regarded
as “abnormal”. Following this top-down perspective, political principals can control the
policy implementation process by improving the policy design and providing incentives

for local implementers (Van Meter and Van Horn, 1975; Sabatier and Mazmania, 2010).

This top-down approach to policy implementation research, however, is
challenged by a bottom-up perspective. In contrast with the top-down scholarship, the
bottom-up approach contends that the variety of contextual factors at play creates hurdles
for the full implementation of policies at the level of the locality (Matland, 1995). In
particular, the dilemma created by the gap between policy goals and limited resources on
the frontline encourages street-level bureaucrats to strategically use their discretion to
adapt national directives based on local conditions (Lipsky, 2010). As such, policy
implementation becomes a process in which local implementers consciously modify the
objectives of policy-makers and select suitable instruments to achieve their goals (Hjern
and Porter, 1981). While debates concerning top-down and bottom-up approaches have
enriched our scholarly knowledge of policy implementation, they have, to some extent,
impeded theory development by freezing the analytical foci as two static modes (Howlett,
2019). To break this theoretical impasse, a “second generation” of implementation
research conducted since the 1990s has sought to reconcile the two contrasting

perspectives.
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First, some scholars have attempted to synthesize the top-down and bottom-up
scholarship through the analytical concept of “networks”, which is defined as relatively
stable social relations between independent actors established for the sake of policy
implementation (Klijn and Koppenjan, 2000). This network perspective has been
increasingly used by scholars to underscore the complexities and dynamics of
collaboration (Dowding, 1995). Network theory assumes that all stakeholders in policy
implementation are part of a virtual network in which they bargain and negotiate with
each other for their own interests. By investigating these interactions, scholars
underscore how networks can affect the outcomes of policy in practice (Lecy et al., 2014).
In particular, identifying the possession and distribution of power is essential in
understanding any type of network, including that of policy implementation, which is
formed as a result of hierarchical authority or advantages in regard to information

(Gouglas, 2015; Hupe and Hill, 2003; Smith, 2000).

Strategies adopted by network managers—critical actors who possess central
power in the network—exert a profound influence on the outcomes of policy
implementation in a variety of situations. For example, when there is no salient conflict
of interest, network managers can hold modest positions and motivate other participants
in the network to collaborate with each other (O’Toole, 1997). In contrast, when
conflicting interests within the network undermine policy implementation outcomes,
these key policy actors can play a more entrepreneurial role in the coordination process

to overcome the barrier of implementation (Bardarch, 1998; Schapf, 1978).

Second, implementation research has been increasingly integrated into policy

process theories. From this perspective, policy implementation is regarded as a legitimate
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part of the entire policy process and, thereby, the effectiveness of policy implementation
is significantly influenced by the outcomes of other stages, such as policy design. The
instrument perspective assumes that policy implementation ultimately involves the
changing behaviors of target groups, relying on the use of policy instruments in the
government’s toolkit to manipulate their incentives (Schneider and Ingram, 1990). Policy
instruments are defined as “the set of techniques by which governmental authorities
wield their power in attempting to ensure support and effect social change” (Vedung,
1998, p. 67). In the past, policy scholars have principally focused “substantive” tools that
directly affect policy outcomes (Hood, 1986; Schneider and Ingram, 1990; Remesh and
Howlett, 2003) but, in many instances, the effectiveness of substantive tools can be
strengthened or weakened with fluctuations in bureaucratic procedures. Recent years
have witnessed the salient development of policy theories through “procedural tools”,
defined as “policy techniques or mechanisms designed to affect how a policy is
formulated and implemented” (Bali et al., 2021, p. 298). Indeed, ample empirical
observations demonstrate the critical importance of these tools, which can practically
affect the power, location, and, ultimately, the behaviors of policy actors in a given

network.

As policy instruments are crucial to implementation outcomes, the selection of
instruments is a core activity in policy design (Ramesh and Howlett, 2003). This “policy
mix” can be built up based on numerous governing resources at the government’s
disposal, leading to the classification of four types of means for attaining policy goals:
information, authority, treasure, and organization (Hood, 1986). Bali and others (2021)
have argued that this schema helps simplify the analysis of substantive tools, as well as

procedural ones (see Table 2.1). Circumscribed by the organizational culture of the
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concerned implementing agencies, the selection of policy instruments can be influenced
by contextual factors and the individual preferences of policy implementers (Linder and

Peters, 1989).

Table 2.1. A typology of procedural policy instruments

Governance resources and target need

Information Authority Treasure Organization
. Public information Independent regulato Subsidies and . .
Substantive . P 8 Y Public enterprise
campaign agencies grants
Purpose of tools

N Administrative adviso Interest grou Government

Procedural Official secret acts . v rest group .
committees funding regulation

Source: Bali et al. (2021, p. 301).

Finally, some scholars have attempted to integrate the study of implementation
with governance theory. Governance refers to the institutional capacity of public
organizations to effectively provide public services and other goods, in order to meet
citizens’ demands in the context of constrained resources (Katsamunska, 2016). The
governance perspective underlines the importance of institutions to the implementation
process, which can be categorized into three modes: hierarchy, market, and networks. In
different modes of governance, government officials may adopt distinct strategies to steer
the implementation process (Hill and Hupe, 2014). For example, hierarchical governance
is typically associated with the use of accountability and mandates to promote effective
implementation. In the mode of market governance, government officials who steer the
process should prioritize the setting of clear objectives and performance targets. In
comparison, network governance is usually associated with persuasive tools and
negotiations that are often used to improve compliance on the part of policy subjects.

Hierarchical governance, on the other hand, is associated with the use of authority and
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mandates within the bureaucracy, whereas market governance and network governance
rely more on principles of exchange and persuasive mechanisms, respectively. Hill and
Hupe (2014) characterized policy implementation as operational governance, during
which frontline implementers undertake various activities to put policy directives into

practice, based on the hierarchical, market, and network mechanisms cited above.

These scholarly efforts to integrate the top-down and bottom-up perspectives
have fostered theoretical pluralism in implementation research, which now incorporates
both macro political structures and micro individual behaviors into the analytical
landscape. However, Howlett (2019) insightfully pointed out that this pluralism has also
created notable theoretical fragmentation, with scholars paying too much attention to
administrative and managerial aspects of policy implementation. To address this
weakness, an actor-centric approach offers a useful heuristic to integrate the fragmented

implementation scholarship.

The actor-centric approach underscores the actions of individuals in institutional
and social changes. As Giddens (1979) suggested, individual actions and institutional
structures presuppose one another, creating a dialectical relationship. An actor-centric
approach never denies the importance of institutional structure or organizational settings,
but it contends that institutions provide areas that individual and collective actors can
manipulate (Mahoney and Thelen, 2009). Furthermore, these actors may be motivated
by goodwill to resolve governance problems or earn profits for personal interest, which
could encourage them to take actions to catalyze the desired change, even though they
may face sanctions for violating institutional rules (Campbell, 2004; DiMaggio, 1988).

Moreover, institutional change cannot take place without the presence of active
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individuals, especially when existing institutions create new political constituencies of
beneficiaries who may resist change (Scharpf, 1997; Pierson, 1994). Therefore, an actor-
centric approach can provide complementary explanations for why institutional change

occurs or fails to occur.

2.2. Implementational entrepreneurship

Put forth by John Kingdon (1985) to explain agenda setting, the Multiple Streams
Framework assumes that three elements are essential for the adoption of a policy; namely,
three parallel streams, policy entrepreneurs, and windows of opportunity. In Kingdon’s
conceptualization, the opening of a window is conditional upon the convergence of three
separate hypothetical streams. The “problem stream” refers to the identification of a
problematic status quo that needs to be addressed. In some cases, these problems are
detected through routine administrative activities, such as monitoring, research, and
feedback. In other cases, social problems are identified in the public sphere through the
occurrence of events, especially crises. When these social problems become acute,
policy-makers are pressured to take action. Composed of a so-called “primeval soup”,
the policy stream denotes the availability of potential policy solutions. The eventual
choice of policy solutions is profoundly influenced by the political stream, which may
be represented by public mood, group campaigns that exert pressure on politicians, and

changes in administration (Kingdon, 1985).

The three streams are assumed to run in parallel in normal times, until a policy
entrepreneur joins them together through active human agency. John Kingdon defined
policy entrepreneurs as individuals who are willing to invest their resources, such as time,

energy, and reputation, and devote themselves to promoting policy change (p. 179).
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Policy entrepreneurs play a decisive role in agenda setting, because they actively couple
the independent streams and open up a policy window. It is crucial to underline that the
opportunities for opening a window may stem from either the political stream or the
problem stream. A political window normally involves routine processes of policy
formulation, such as legislative proceedings, regular government meetings, and the
preferences of key political leaders. In contrast, a problem window typically derives from
real social problems and calls for policy solutions. When they miss one opportunity,

policy entrepreneurs may have to wait until the next window of opportunity opens.

Kingdon (1985) did not seek to expand the Multiple Streams Framework beyond
agenda setting, but more recent studies suggest that this framework can be used to
analyze the rich dynamics between institutions and actors in the subsequent stages of the
policy process (Zahariadis, 2007; Howlett et al., 2015; Howlett 2019). As some scholars
have insightfully pointed out, while the adoption of policy marks the joining together of
the three streams at the national level, a separate set of streams may independently flow
at the local level (Ridde, 2009; Flower, 2019, 2020). Furthermore, stemming from local
problem and political streams, windows of opportunity similarly open and close at the
subnational level, even though their influences are limited within a given region
(Exworthy and Powell, 2004; Oborn et al., 2011). In this context, coupling the adopted
national policy with the local streams appears to be crucial for effective policy
implementation at the subnational level (Howlett, 2019; Goyal et al., 2020), reflecting

the pivotal role of implementational entrepreneurship.

As noted in Chapter 1, implementational entrepreneurs are sandwiched between

various competing objectives and needs. Entrepreneurial street-level bureaucrats need to
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mitigate the tension between top-down policy mandates and local social problems
(Lipsky, 2010). Their mid-rank peers need to reconcile local needs and conditions with
policy-makers’ expectations (Hood, 1991). Indeed, this complex situation casts
implementational entrepreneurs in an intermediary role in regard to coupling national
policies with local problems, thus accelerating policy implementation. Figure 2.1

illustrates the intermediary role of implementational entrepreneurs.

Figure 2.1. The role of implementational entrepreneurship
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Source: the Author.

The intermediary role of implementational entrepreneurship involves both
operationalization and coordination. On the one hand, operationalization acts as a crucial
stage linking policy formulation with policy implementation. As Howlett (2009) stressed,
designing effective policies, in practice, is achieved through coherent policy activities at
different layers of governance. While policy goals and policy means are highly abstract
at the policy level, they are gradually converted to operationalizable policy objectives
and policy mixes, and then turned into specific targets and tool calibration on the ground
(Stavins, 2008; Cashore and Howlett, 2007; Howlett, 2005). Eventually, policy success

depends on the consistency of policy goals, objectives, and the congruence of policy
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means mix and tool calibration (Howlett, 2009).

This process of operationalization is represented in activities related to coupling
national policy with local problem and policy streams. As presented in Figure 2.1,
implementational entrepreneurs actively link the goals of national policies with local
problems through issue reframing. Even assuming the explicit articulation of national
policy objectives, it is still necessary to reframe policy issues at the local level, because
subnational policy actors may not necessarily appreciate the same form of problem
identification (Exworthy and Powell, 2004; Ridde, 2009). Given the critical importance
of contextual factors in local implementation, it is vital that implementational
entrepreneurs develop operational specifications and tailor central guidelines regarding
policy instruments to fit local conditions (Goyal et al., 2020; Ridde, 2009; Hood, 1991).
On the other hand, similar to policy formulation, bureaucratic fragmentation results in
the fluidity of the political stream at the local level. As local departments are often keen
to defend their own territories and seek gains from policy implementation, an
“unwelcomed” national policy may be boycotted in different ways. Furthermore,
bureaucratic fragmentation does not only exist horizontally between functional
departments, but also takes place vertically across the administrative hierarchy. Therefore,
to catalyze effective policy implementation, implementational entrepreneurs must couple
local streams by maneuvering within the fragmented bureaucracy (Aviram et al., 2018;
Lu et al.,, 2020; Arnold, 2015). Coupling local political streams therefore includes

numerous coordination activities.

Before I discuss what constitutes effective implementational entrepreneurship, a

critical analytical problem must be addressed: how to measure its effectiveness. In the
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policy entrepreneurship literature, scholars tend to measure the success of policy
entrepreneurship by whether the desired policy is ultimately adopted. Similarly, this
study assesses the effectiveness of implementational entrepreneurship by whether a
national policy is successfully implemented at the subnational level. Successful
implementation is to be evaluated through policy outputs that arise directly from the

implementation of a given policy.

Most implementation studies tend to define the effectiveness of implementation
in a dichotomous way: success or failure. However, this dichotomy is too broad to capture
the rich dynamics of real-world policy implementation. There are situations in which
social problems can be partially resolved through policy interventions; therefore, a purely
binary conception of implementation is unhelpful in analysis. Following Zahariadis and
Exadktylos (2016), this study employs a trichotomous perspective to assess the
effectiveness of implementational entrepreneurship: success (desired change occurs),

failure (no change occurs), and partial change.

2.3. Effective implementational entrepreneurship

Cohen (2016) characterized six prominent factors with combined impacts that
lead to successful policy entrepreneurship: (1) a window of opportunity; (2) the existence
of an alliance; (3) minor opposition; (4) political ability; (5) the presentation of a
persuasive idea; and (6) the willingness of those involved to take calculated risks. Cohen
argued that the first three factors refer to the structural conditions under which policy
entrepreneurs work and the last three capture their entrepreneurial attributes. My study
uses a conceptual extension of policy entrepreneurship at the implementation stage, in

which implementational entrepreneurship 1is associated with several salient
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characteristics. Cohen’s dichotomous framework yields an effective analytical tool that

underscores the dynamic interaction between individual traits and environmental factors.

Yet, Cohen’s framework is associated with two notable shortcomings. First, this
dichotomous framework cannot cover all of the key variables pertinent to effective
entrepreneurship. For instance, while persistence is characterized as a key attribute of
competent policy entrepreneurs (He, 2018; Shearer, 2015; Kingdon, 1985), it is not
included in Cohen’s group of endogenous factors. In addition, institutional factors are
crucial to effective entrepreneurship (Lu et al., 2020; Frischer-Aviram et al., 2018;
Meijerink and Huitema, 2010). However, they are not incorporated into Cohen’s (2013)
framework either. Another notable weakness is its exclusion of important entrepreneurial
strategies, such as learning and venue shopping, which are crucial factors in improving
endogenous entrepreneurial competence (e.g., He and Ma, 2020; Leeve and Cohen,
2019). As such, I develop three sets of independent variables that are key to
implementational entrepreneurship: entrepreneurial traits, support from the external
environment, and the adoption of entrepreneurial strategies (see Table 2.2). The
remainder of this section explains how these three variables influence effective

implementational entrepreneurship.

Table 2.2. Implementational entrepreneurship variables

Variables Functions
Support from external Intellectual or technological support Making innovative policy devises available
environment
Institutional & organizational support Providing an overarching framework
Political support Providing authority
Entrepreneurial traits Commitment/enthusiasm for entrepreneurship Improving persistence and risk-taking of

implementational entrepreneurs
Entrepreneurial abilities Making implementational entrepreneurs competent in
carrying out the reform

Entrepreneurial strategies Adoption of entrepreneurial strategies Change the endogenous traits of the entrepreneurs and
the exogenous conditions

Source: the Author.
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2.3.1. Entrepreneurial traits

As individuals, policy entrepreneurs typically manifest salient attributes, such as
“letting others listen to their voice”, skills in persuasion and negotiation, and amassing
support from key decision-makers (Kingdon, 1995). The concise yet influential
framework set out by Mintrom and Norman (2009) presented four defining attributes of
successful policy entrepreneurs: displaying social acuity, defining problems, building
teams, and leading by example. Dozens of empirical studies across national contexts have
found that these characteristics indeed distinguish policy entrepreneurs from ordinary
participants in the policy process (Aviram et al., 2018; Lu et al., 2019; He, 2018; Arnold,
2015, 2020). Entrepreneurs at the middle and lower echelons of the governmental system
are known for their lack of resources, and much of the innovative work they carry out
goes beyond what is usually expected on rank-and-file bureaucrats. Hence, successful

entrepreneurial maneuvers rely more on their in-built traits.

In this dissertation, I broadly categorize critical personal traits essential to
effective implementational entrepreneurship into two groups: entrepreneurial
commitment and competence. Commitment refers to the willingness of entrepreneurs to
devote themselves to policy implementation, which stems from a variety of motivations.
Previous studies have identified three major sources of entrepreneurial motivation,
including: (1) protecting or advancing individual or organizational interests (He and Ma,
2020; Arnold, 2020; Kingdon, 1985); (2) the innate desire to share ideas (Lu et al., 2020;
Aviram et al., 2018); and (3) genuine sympathy toward underprivileged groups due to

life or work experiences (Aviram et al., 2021; Lavee and Cohen, 2019).
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Commitment yields persistence and risk-taking among entrepreneurs (Aviram et
al., 2018). Persistence is highly crucial in policy implementation, as it is normally a long
and difficult march that involves growing bureaucratic inertia and declining momentum
among frontline bureaucrats. In addition, carrying out complex reforms often involves
struggles with vested interests and agents who may mobilize resources to boycott reform,
placing implementational entrepreneurs at high risk. Thus, a strong commitment to
“making a difference” represents a remarkable personal trait that distinguishes

implementational entrepreneurs from their ordinary peers.

Competence constitutes another critical entrepreneurial trait. Implementational
entrepreneurs should possess extensive domain knowledge and professional skills in
order to claim certain authority in the implementation process (Cohen, 2016; Mintrom
and Norman, 2009). This is particularly the case in technically sophisticated policy
domains, such as research and development, technological innovation, health care, and
financing (He, 2018; He and Ma, 2020). Policy implementation requires a great deal of
frontline know-how—a strength of mid-rank and street-level bureaucrats—but
competence here means much more than that. First, to capture the short duration of policy
windows, implementational entrepreneurs must display excellent acuity in terms of
identifying opportunities that stem from different problems and institutions. Second,
persuasion and negotiation play crucial roles in creating a shared understanding of the
policy issue at hand, thereby facilitating coordination in the implementation process. To
gain support from other policy actors, implementational entrepreneurs must be adept at
strategically framing an issue using sense-making and rhetoric. Third, policy networks
established in implementation often involve a large number of policy actors, especially

in administrative systems with greater bureaucratic fragmentation. As other actors in the
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policy network may provide complementary resources to the entrepreneurs, managing
the network is particularly vital to accelerating policy implementation. Thus, competent
implementational entrepreneurs typically demonstrate an excellent ability to manage
social networks, build trust, and forge collegial working relationships with key members

of the policy network.

2.3.2. Support from external environment
Implementational entrepreneurs are constrained by institutional structures and
norms, but valuable support may be secured from the external environment. This
sometimes happens accidentally but, in most circumstances, requires active efforts on the
part of implementational entrepreneurs. Two types of support are most crucial:
institutional/organizational support and political support. These twin types of exogenous
conditions are of critical importance for implementation entrepreneurs to maneuver

within the fragmented bureaucracy and couple local streams.

Much of the existing literature underlines the significance of institutions in
bureaucratic coordination (Tsai and Zhou, 2021; Peters, 2018; Kapcau, 2009; Matland,
1995). Institutions, in broad terms, are made up of the formal and informal rules of the
social and political arena, organizational structures, and social norms (North, 1990). They
provide fundamental rules for policy actors with regard to how to engage in collaboration.
Peters (2015, 2018) has argued that institutions within the governmental system, such as
lead agencies, committee, and procedures, offer an overarching framework for other
coordination activities. Located in the intermediate and lower strata of the governmental
system, implementational entrepreneurs are constrained by limited political authority.

Therefore, support from political leaders and senior officials is essential for effective
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implementational entrepreneurship. These political patrons can be invaluable sources of
support, able to not only remove hurdles to bureaucratic coordination, but also reduce

political risks for implementational entrepreneurs.

2.3.3. Entrepreneurial strategies

Coupling the local parallel streams with national policy ultimately relies on the
adoption of entrepreneurial strategies. As indicated above, the coupling process during
policy implementation includes both the operationalization of national policies and local
coordination within the policy network, based on which I characterize two types of
entrepreneurial strategies: strategies for operationalization and strategies for coordination.
Here I synthesize six crucial strategies identified by previous studies, including: learning,
coalition building, leading by example, issue framing, venue shopping, and manipulating
institutions. As Figure 2.2 presents, learning acts as an important source of
operationalization for issue framing and venue shopping, whereas manipulating
institutions is a crucial strategy for coordination. Two salient strategies—coalition

building and leading by example—cut across the two categories.

First, learning is crucial for ensuring the desired change takes place in practice.
Expertise and intellectual capital are both essential for developing operational
specifications before putting policy into practice (Arnold, 2015). In order to obtain
necessary knowledge for catalyzing policy implementation, implementational
entrepreneurs must learn from a variety of sources, ranging from domain knowledge to
lived experiences. Through scientific learning related to knowledge specific to a policy
domain, entrepreneurs must develop a better understanding of the efficacy of individual

policy instruments. By learning from lived experiences, implementational entrepreneurs



46

become more aware of the feasibility of policy instruments in specific local contexts. In
reality, there is a variety of “devices” that can facilitate policy learning at the middle and
lower echelons of the administrative system, such as professional networks, training,
formal sharing, and site visits (Teets and Hasmath, 2020; Lavee and Cohen, 2019; Arnold,

2015, 2020).

Figure 2.2. Entrepreneurial strategies in implementation
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Source: the Author.

Second, implementational entrepreneurs may undertake policy operationalization
by forming an intellectual coalition, in which intellectual capital from policy
collaborators complements that of implementational entrepreneurs (Meijerink and
Huitema, 2010). Such an intellectual network may encompass a variety of policy actors,
enabling implementational entrepreneurs to maximize the power of learning. Aside from
facilitating learning, coalition building can also span across boundaries and improve the

level of coordination among all stakeholders.
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Third, leading by example refers to a strategy of setting up pilots (Mintrom and
Norman, 2009). Piloting allows implementational entrepreneurs to explore appropriate
policy solutions, test the effectiveness of policy instruments, and investigate potential
hurdles for policy implementation. Leading by example thus strengthens policy
operationalization. Moreover, positive outcomes yielded by pilots can demonstrate the
feasibility of the policy solution in question, thereby enabling implementational
entrepreneurs to convince more policy actors to strengthen collaborations within the

policy network. In this sense, this strategy serves coordination too.

Fourth, reframing the issue is a useful strategy to facilitate collaboration. As many
policy actors in the implementation process have varying or even conflicting perceptions
of policy issues, the smart reframing of an issue can potentially help create a shared
understanding that will connect policy actors. Defined as “the use of narratives and
stories to make sense of an issue by selecting particular relevant aspects, connecting them
into a sensible whole and delineating issue boundary” (Failing et al., 2020, p. 406),
reframing is represented by two strategies in practice related to policy. The first involves
delegitimizing the current situation and highlighting the benefits of the policy solution
(Aviram et al., 2018). The second involves connecting the issue with other policy

problems so a problematic situation can be identified (He, 2018; Oborn et al., 2011).

Fifth, venue shopping is a crucial strategy for changing an unfavorable
environment in which to enact policy implementation. Here, a policy venue refers to “the
institutional locations where authoritative decisions are made concerning a given issue”
(Baumgartner and Jones 1993, p. 32). Most policy issues are associated with more than

one policy venue. Therefore, when implementational entrepreneurs encounter opposition,
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alternative venues may provide an additional chance to build an alliance, which increases

the likelihood of successful policy implementation.

Finally, the smart use of bureaucratic procedures offers implementational
entrepreneurs the opportunity to mitigate bureaucratic fragmentation by exploiting
procedural policy instruments. In policy formulation, the smart use of bureaucratic
procedures—or so-called “institutional rule manipulation” (Zahariadis and Exadaktylos,
2016)—is regarded as a crucial entrepreneurial strategy. Strategically planning ways of
influencing the policy process, policy entrepreneurs may adopt “salami tactics” (Ackrill
et al., 2013; Zahariadis, 2003), disseminate information (Zhang and Van Der Schaar,
2013), or use symbols and rhetoric (Zahariadis, 2016, 2007) to encourage policy-makers

to buy into their ideas.

With limited formal power and less substantive tools at their disposal,
implementational entrepreneurs within localities have to rely more on procedural tools
to influence policy outcomes (Cohen and Aviram, 2021; de Vries, 2021). Previous studies
have indicated that entrepreneurs may strategically use bureaucratic procedures in
various ways. For example, implementational entrepreneurs may disseminate their
reframing of policy issues through work reports or direct meetings (Aviram et al., 2021;
Huang and Chen, 2020). In the meantime, placed in a favorable position within the
bureaucracy, some entrepreneurs use their authority to remove implementation barriers,
such as by amending the administrative framework and establishing technical standards
(Lu et al., 2019). Moreover, they may seek opportunities to set aside additional funding
to motivate street-level bureaucrats (Arnold, 2020; Lu et al.,, 2019). Finally,

implementational entrepreneurs can establish new bureaucratic organizations to better
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steer the implementation process (Aviram et al., 2018; Arnold, 2015). 1 categorize
previous findings about the smart use of bureaucratic procedures into four subcategories:
(1) the use of information devices; (2) the exploitation of authority; (3) the adoption of

treasure schemes; and (4) steering implementation via organizations.

These six strategies do not exist in isolation; there is potential for synergetic
effects. For example, leading by example and building up intellectual networks both
facilitate learning, which in turn enriches intellectual capital and benefits the reframing
of policy issues. In the meantime, effective issue framing may strengthen coalition
building and venue shopping. More importantly, as implementational entrepreneurs
strongly rely on procedural instruments, the smart use of bureaucratic procedures often
creates institutional opportunities for entrepreneurs to shift the policy arena toward a
favorable space and forge new alliances. These dynamic interactions between

entrepreneurial strategies are presented in Figure 2.3.

Figure 2.3. Interactions between entrepreneurial strategies
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The three variables noted above collectively impact the effectiveness of
implementational entrepreneurship. Here, I use a metaphor of sailing to describe the
causal dynamics involved. In this metaphor, the process of policy implementation is
similar to a boat sailing on the sea. Heading toward the correct destination relies on the
efforts of both a skilled crew and the impetus of wind in the same direction. Similarly, to
achieve desired policy outcomes, the adopted policy (the boat), should be steered by
competent implementational entrepreneurs in a supportive environment. In this context,
entrepreneurial traits and the supportive environment involve four distinctive types of
implementational entrepreneurship: heading toward the destination, drifting, an empty
boat, and sailing against the wind (see Figure 2.4). Previous studies have provided some

preliminary wisdom to illustrate these four modes of implementational entrepreneurship.

Figure 2.4. The causal dynamics of implementational entrepreneurship
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In the most ideal situation, the boat heads toward the destination smoothly, as
both competent and enthusiastic entrepreneurs and a supportive environment exist in

policy implementation. If both the endogenous and exogenous impetuses of
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implementational entrepreneurship are favorable, the adopted policy is more likely to be
successful on the ground. This ‘“heading toward the destination” mode of
implementational entrepreneurship can be observed in Aviram and colleagues’ (2018)
work. In their case study, the environment of network governance granted competent
local officials convenient access to their political principals, and the policy

implementation yielded remarkable achievements.

In contrast, in the “drifting” mode, the boat deviates from the given route, as
impetus from both the implementational entrepreneur and the external environment is
absent, resulting in sluggish implementation or outright policy failure. For instance,
Arnold (2015) observed that, as far as the implementational entrepreneur in charge is
incapable, subversive tactics adopted by the opponents against the policy ultimately lead

to sluggish implementation.

Moreover, in the “empty boat” mode, despite the supportive environment at the
national level, there is no competent implementational entrepreneur to couple the policy
with local streams. Under these circumstances, sluggish implementation is more likely
to occur. Ridde (2009) observed a case of the “empty boat” mode of implementational
entrepreneurship in Burkina Faso Although central authorities worked hard to champion
health reform, the policy implementation failed because there was no implementational
entrepreneurs to realign the values of the national policy with the problems of the local
health system. As a result, local governments in this case held a reluctant attitude toward

the policy program promoted by the state, which fostered failed outcomes on the ground.

Finally, in the “sailing against the wind” mode, in spite of competent
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entrepreneurs, opposition from the external environment is so strong that
implementational entrepreneurs cannot overcome severe difficulties. As such, policy
implementation resembles a boat sailing against the wind. In this condition,
implementational entrepreneurs need to “row” harder by strategically maneuvering
within the bureaucracy. For example, Lu and colleagues’ (2019) showed how esoteric
features can prevent a policy program from obtaining firm institutional support from the
outset, leading to numerous implementation barriers on the ground, despite the existence

of a competent and enthusiastic implementational entrepreneur.

2.4. Propositions

Based on the theoretical discussion presented above, I put forth four propositions
to characterize implementational entrepreneurship in China, which steer the empirical
inquiry in this dissertation. First, as discussed in Chapter 4, China is a unitary country,
but its vast territory and huge population result in significant regional disparities in
socioeconomic conditions, leaving a one-size-fits-all type of governance largely unviable.
Furthermore, the Chinese government maintains a prominent tradition of
experimentalism in policy-making. The Central Government usually sets clear objectives
but leaves concrete policy design ambiguous (Zhao et al., 2016). This intrinsic ambiguity
in the political system yields necessary flexibility in governance, but also makes policy
deviation or goal displacement possible at the local level (Zhou, 2010). Situated in such
a complex political ecology, local officials in China are expected to play a more
entrepreneurial role in coupling national policies with local problem, policy, and political

streams. This leads to the first proposition.

Proposition #1: Situated within a complex political ecology, implementational
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entrepreneurs in China can accelerate policy implementation by coupling national

policies with local problem, policy, and political streams.

Second, as noted above, implementational entrepreneurship is motivated by the
desires of advancing individuals or organizational interests. Similar phenomena are
observed in the Chinese context. Specifically, the tournament for career promotion
creates a strong incentive for local officials, prompting them to earn a competitive margin
by accelerating policy implementation (Huang and Chen, 2020; Ahlers and Schubert,
2014; Heimann, 2008a). At the same time, some local officials have a strong commitment
to resolving local problems by accelerating the policy implementation process (Fewsmith,
2013; Chen and Yang, 2009). Moreover, the innate desire to share ideas may act as
another important incentive for implementational entrepreneurship, as officials find
fulfilment in this process (Lu et al., 2020). Overall, these factors are found to motivate
implementational entrepreneurs in China to undertake more innovative strategies in
policy implementation, distinguishing them from ordinary bureaucrats who tend to “do

the job as instructed”. Therefore, I posit the following.

Proposition #2: Motivated by ambitions to advance their careers, the desire to share
ideas, or the ambition to facilitate good governance, implementational entrepreneurs in
China are likely to take more aggressive action in putting national policy on the ground,

which distinguishes them from ordinary implementers.

Third, compared with other policy actors, mid-rank officials and street-level
bureaucrats in China usually operate in the same local system for a long period of time.

As aresult, they enjoy a great deal of expertise in both the policy domain and under local
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conditions. In the meantime, familiar with bureaucratic procedures, these frontline troops
enacting policy implementation acquire deep understandings of procedural policy tools.
These advantages in terms of knowledge enable local officials to play a more crucial role
in coupling national policy with local conditions. Yet, limited intellectual capital may
bottleneck the capacity of local officials to carry out innovative initiatives. In this context,
these officials need to acquire both professional and political knowledge related to the
policy at hand. They rely on their professional networks to do so (Teets et al., 2017; Shin,

2017; Ma, 2017). I thus propose the following.

Proposition #3: Strong domain expertise and knowledge of local conditions offer
entrepreneurs greater room to catalyze the policy implementation process. Notably,
implementational entrepreneurs in China rely on professional networks to facilitate

learning.

Coupling national policy with political streams is not an easy task. The vertical
conflicts between national priorities and local interests may lead to sluggish
implementation in practice. Given the hierarchical structure of the Chinese political
system, institutional support or endorsement from political principals is crucial to
engaging the variety of policy actors in collaboration. As a result, a favorable external
environment normally acts as an important factor of successful implementational
entrepreneurship in China (Zhang and Wang, 2021; Huang and Chen, 2020). Hence, I

propose the following.

Proposition #4: Given the hurdles brought about by bureaucratic fragmentation,

implementational entrepreneurs in China must obtain firm support from institutions or
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political leaders.

Their lack of formal power and resources is a defining characteristic of
implementational entrepreneurs (Cohen and Aviram, 2021). It is difficult for these policy
actors to directly design the mix of substantive policy instruments. However, mid-rank
officials and street-level bureaucrats can usually make use of bureaucratic procedures to
promote entrepreneurial initiatives. In the Chinese bureaucratic system, a host of
procedural policy instruments is at the disposal of these policy actors to use in order to
catalyze policy implementation, such as enforcing accountability (Li and Zhou, 2005),
site inspections (Chen, 2015), writing policy memos (Li, 2013; Wu, 1995), model
demonstration conferences (Teets and Hasmath, 2020; Ma, 2017), and so on. This leads

me to propose the following.

Proposition #5: Experience of working in the government enables implementational
entrepreneurs in China to become familiar with bureaucratic procedures. By intelligently
using procedural policy instruments, they can overcome challenges brought about by

their inferior status, and effectively accelerate policy implementation.

Overall, these propositions summarize the complex causal dynamics behind
effective implementational entrepreneurship. They are tested by two cases in Guizhou in

Chapter 5 and Chapter 6.



56

Chapter 3. Research Design and Methodology

This chapter presents the methodological orientation and research design of this
doctoral dissertation. The first section establishes the methodological orientation and its
epistemological basis. Taking a post-positivist approach, this study seeks to test the
propositions raised in Chapter 2 with qualitative empirical data. The second section
discusses the choice of research design. Adopting a comparative case study design, this
dissertation compares two flagship health care reforms in Guizhou, a province in
southwestern China. The findings are interpreted against the central conceptual
framework formulated in Chapter 2. The last two sections report the methods used for

data collection and analytical procedures, respectively.

3.1. Methodological orientation
I adopt a qualitative approach in my doctoral research. In the social sciences,
qualitative research traditionally refers to a form of inquiry that emphasizes the way in
which people interpret and make sense of their experiences, in order to understand the
social reality of individuals (Mohajan, 2018; Zohrabi, 2013). Although qualitative
methods are associated with a moderate capacity in terms of generalization, their strength
lies in the ability to provide insider insights and grant researchers access to rich details

about social phenomena (Creswell, 2014; Hammersley and Atkinson, 1993).

Two dominant approaches underpin social science inquiries: positivism and
interpretivism (Porta and Keating, 2008). These two competing paradigms contrast each
other in terms of their ontological and epistemological bases (see Table 3.1). Ontological

issues are related to what people can know about the objective world, while epistemology
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refers to how people obtain knowledge. Conventional positivism regards society as an
entity that exists outside the observers’ minds (Durkheim, 1982). Therefore, researchers
can study social phenomena from an objective perspective and explore the causality
behind them (Hay, 2002). In contrast, advocates of interpretivism believe that “reality”
is inherently a social construct influenced by competing value paradigms and associated
belief systems; therefore, even experienced researchers cannot understand social
phenomena objectively, making it very difficult to reveal causality in a fully value-free
way (Giddens, 1993; Porta and Keating, 2008). Therefore, instead of establishing a
causal explanation, interpretivists prefer to appreciate the meaning behind human
behaviors in given contexts and do not seek unconditional generalizations (Flyvbjerg,

2001; Lin, 1998; Bourdieu, 1977).

Table 3.1. Positivism vs. interpretivism

Ontological & methodological issues Positivism Interpretivism

Ontological issues Does social reality exist? Objective, critical realism Objective and subjective as
intrinsically linked

Is reality reliable? Yes, but not easy to capture Somewhat, but not as separate from
human subjectivity

Epistemological Relationship between scholar  Relative dualism: research objects are Aiming at understanding subjective
issues and her objective relatively separated from their observers, knowledge

but knowledge construction is influenced

by the scholar

Forms of knowledge Probabilistic laws (causal links) Contextual knowledge
Methodological How can scholar obtain the Inductive from specific observations from Bottom-up inductive/interpretative
differences knowledge? a large number of cases/deductive- procedures

empirical procedures

Source: Adapted from Porta and Keating (2008).

This distinction between epistemologies determines whether research places
more emphasis on the exploration of causal relationships or causal mechanisms. Lin
(1998) defines causal relationships as “the systematic conjunctions of two factors, one of

which, all things being equal, is argued to follow logically from the other” (p. 164). In
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other words, causal relationships are answers to “what” questions in research. A causal
mechanism refers to explanations for processes through which relationships between
cause and effect take place, but only in given conditions or contexts (Lin 1998, p. 165;
see also George and Bennett, 2005). In other words, causal mechanisms respond to “how”
questions. Lin (1998) stressed that positivism brings about benefits in terms of the
exploration of causal relationships, but does not seek to uncover why such links exist. In
contrast, intending to explore how contextual factors result in the human behaviors under
investigation, interpretivism is much more effective in regard to exploring causal

mechanisms.

Yet, these two epistemological paradigms are not completely mutually exclusive.
Post-positivism, which emerged later on, attempts to reconcile interpretivist and
positivist approaches. Admitting that researchers are indeed influenced by culture, values,
and existing theories, post-positivists contend that knowledge can be constructed in a
hypothetical deductive way. In the hypothetical part of this process, the rich literature on
related issues and abundant empirical observations provide researchers with a substantial
basis for preliminary conceptualizations of causal dynamics. Next, the explanatory power
of the propositions can be tested through systematically analyzing empirical evidence
(Collier et al., 2004; Corbetta, 2003; Wildemuth, 1993; Fischer, 1998). In this way, post-
positivism enables policy research to identify answers to both “what” and “how”
questions (Lin, 1998). This dissertation represents this type of methodological leaning.
Synthesizing the related literature, Chapter 2 establishes the conceptual framework of
this study and formulates theoretical propositions. In Chapter 5 and Chapter 6, two
flagship health care reforms in Guizhou province are investigated to test the causal

dynamics proposed in Chapter 2.
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3.2. Research design

A comparative case study design is adopted in this dissertation. Yin (2014)
defines case studies as a research method based on the investigation of a contemporary
phenomenon (the “case”) in its real-world context, especially when the phenomenon has
blurred contextual boundaries. A case study in the social sciences can be used in both
inductive and deductive empirical approaches, and is able to cope with technically
distinctive situations in which multiple variables exist (Campbell and Yin, 2018; Lin,
1998). In order to improve analytical rigor, data should be collected from multiple
sources of evidence and corroborated. A case study can be used for three purposes. It
may serve the exploration of probabilistic variables and provide directions for future
research (Yin, 2014). It can be purely descriptive, aiming to present an interesting
example of a particular social phenomenon (Stake, 1995; Creswell, 2014). Moreover, a
case study can also act as a tool for exploring causal links through a variety of research

designs (George and Bennett, 2005; Yin, 2014).

Using comparative cases is important in demonstrating probabilistic causal
relations. Yin (2014) suggests that the strength of a comparative case study in exploring
causality stems from theoretical replication. That is, important results are found in one
case, while adverse findings are observed in another case where contextual conditions
are similar with the former case, except for the variables of interest. Causal explanations
can be established as changes in the independent variables that highlight the variance.
Comparative case studies, on the other hand, can be carried out between multiple cases,
and can also be used within a case in which the process of events spans a long period of
time. When the process of events shifts as a result of changes in certain conditions, the

longitudinal cases permit researchers to carry out a “before and after” comparison, in
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which the period before the change in conditions and that afterward constitute two

independent cases for comparison (George and Bennett, 2005; Ragin, 2014).

The power of the replication logic in exploring causality can be further
strengthened by selecting cases carefully. For example, researchers can choose “most
likely” or “least likely” cases for analysis. “Most likely” cases assume that a certain
consequence does not occur, even though the contextual factors predict its presence,
according to theory. “Least likely” cases, in contrast, present the occurrence of
probabilistic causality even though the contextual factors indicate adverse results
(Eckstein, 1975; George and Bennett, 2005; Gerring, 2017). Therefore, “most likely”
cases are typically used to disprove propositions, whereas “least likely” cases are used to

demonstrate the assumed causal relationships.

This dissertation adopts the logic of theoretical replication to verify the assumed
links between implementational entrepreneurship and the independent variables. The two
cases—the Telemedicine Program and the County Medical Alliance Reform—in
Guizhou province were selected as “least likely” cases against the backdrop of public
sector innovations in China. Aviram and colleagues (2018) maintained that
implementational entrepreneurship is more likely to occur in a governmental system with
a flatter structure. Ratigan (2015) also revealed that, compared to coastal regions, central
and western provinces in China are much less likely to observe entrepreneurial reforms
in the public sector. She explained this discrepancy using the conservative mentality
toward innovation held by government officials in the hinterland. The likelihood of
public sector innovation is further reduced due to the weak policy capacity of local

governments in this part of China. For instance, Wu et al. (2013) noted that the
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geographic distribution of local policy innovations in Chinese appears to be unequally
distributed across regions, with western China registering a significantly small number
of such cases. Located in China’s southwestern corner, Guizhou has long been known
for its poor socioeconomic conditions, greatly constraining the government’s capacity
for policy implementation (Zhang et al., 2020; Sun et al., 2016; Wu et al., 2013). As a
result, one may reasonably expect this province to represent one of China’s subnational

regions least likely to initiate innovative policy reforms.

Because this study investigates local policy innovations in the same province and
the same sector (i.e., health care) during largely the same period of time, major contextual
factors have been controlled for, leaving a favorable condition in which to undertake a
comparative case study. Furthermore, both forms of local innovation in Guizhou sought
to reintegrate the health service delivery system—albeit through different ways.
Although the central government did put forth general policy goals for the integration,
no specific policy guidelines were issued until 2010 (telemedicine) and 2019 (medical
alliance), respectively. As the central policy-makers also did not have clear policy
instruments available with which to defragment the health system, they instead
encouraged local governments to try out various possibilities in an experimental manner
(Yip et al., 2019; Husain, 2017). Against this backdrop, reformers in Guizhou enjoyed
considerable discretion in designing their own pilots. As discussed in Chapter 5 and
Chapter 6, both cases were associated with evident implementational entrepreneurship,

leading to their success.

Despite these remarkable similarities, the two cases differ from each other

considerably, thus offering necessary variance to explain the causal dynamics. First, the
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Telemedicine Program attempted to use technological innovation and regulatory tools to
break down the barriers within the health system, while the Medical Alliance Reform
sought to defragment the system through organizational consolidation and streamlining
service delivery. Second, implementational entrepreneurship manifests in distinctive
ways across the two cases. In terms of the telemedicine innovation, mid-rank officials in
the provincial health commission took the leading role. The medical alliance innovation,
in comparison, was associated with “richer” dynamics. First established in a few pioneer
counties, the innovation was significantly accelerated after central government
endorsement arrived. As such, the second case combined bottom-up entreprenecurial
implementation with a certain top-down intervention. Both street-level and mid-rank
entrepreneurship took place in the second case. Third, although both reforms achieved
commendable outcomes, the County Medical Alliance Reform was “less” successful than
the Telemedicine Program. Telemedicine innovations were scaled up to all county
hospitals and primary health centers within three years. In contrast, although the vast
majority of county governments announced their plans for the Medical Alliance Reform,

some did not take substantial actions to in local implementation.

Finally, as the flagship programs of the province, these two reforms offer
longitudinal cases for in-depth investigation. Launched in 2010, the Telemedicine
Program went on for about eight years. In contrast, initiated in 2016, the medical alliance
reform has been carried out for more than five years, and is still ongoing at the time of
writing. During the implementation process, the implementational entrepreneurs shifted
their reform approach and used alternative strategies to cope with the environment. As a

result, the two reforms enabled a “before and after” comparison within each case.
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3.3. Data collection methods
Research data used in this study were derived from three sources: 1) secondary
qualitative and quantitative materials available from the open domain; 2) archival records
provided by informants during fieldwork; and, most importantly, 3) a series of in-depth
interviews. Data collected from the first source mainly include policy documents,
speeches made by key government officials, statistical yearbooks, and news reports. The
second source offered access to internal administrative documents, statistical reports,

professional guidelines, and operational protocols.

This study draws extensively on in-depth interviews that were conducted in a
semi-structured fashion. Fieldwork was conducted between December 2020 and April
2022. Informants were selected through purposive and snowball sampling, in order to
not miss any key individual. A total of 15 informants were recruited, including
government officials from health departments at both provincial and county levels, and
frontline hospital managers. Ethical approval was obtained from the Human Research
Ethics Committee of The Education University of Hong Kong. Some interviews were
conducted online, due to rigid pandemic control measures in informants’ workplaces.
Verbal consent was obtained from informants prior to each interview. Each interview
lasted for approximately 30 to 120 minutes. Informants were reassured of confidentiality.
The profile of informants is summarized in Table 3.2, with key personal identifying

information anonymized. Table 3.3. presents the key questions asked in the interviews.
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Table 3.2. Interviewee profiles

Informants Position Frequency Interview method
MrY Former Director of Health Information Center of Guizhou Provincial | Telephone
Health Commission
Mr Z Former Vice Director of Guizhou Provincial Development and Reform Several Face-to-face, telephone & online
Commission
MrQ Official of Guizhou Health Information Center 1 Face-to-face
Mr C Director of Liuzhi Health Department Several Face-to-face, telephone & online
Mr. R Official of Administration of Primary Care of Guizhou Provincial Health 1 Telephone & online
Commission
MrM Section Chief in Liuzhi Health Department 1 Face-to-face
Mr X Section Chief in Liuzhi Health Department 1 Face-to-face
DrL Director of Administration of Primary Care of Guizhou Provincial | Face-to-face & online
Health Commission
MA Director of a tertiary hospital 1 Face-to-face
MsJ Administrator of a tertiary lead hospital in Guizhou 1 Face-to-face & online
MrD Administrator of a county hospital in Anshun 2 Telephone, face-to-face
MrK Administrator of a lead hospital in Qiandongnan 1 Telephone
Ms CX A “sent-down™ doctor 1 Telephone & online
Mr XH A “sent-down” doctor 1 Telephone & online
Dr RS Local expert in health informatics Several Informal communication

Source: the Author.*

Table 3.3. Key interview questions

Purposes

Example Questions

General inquiry

Identify implementational
entrepreneurs

Identify influences of
entrepreneurial traits

Identify influences of external
Environment

Identify entrepreneurial strategies

Identify reform outputs

00 OO0 OO0 opooooo

o

u]
o
u]
u]
m]
o

u]
m]

Could you please introduce the entire/current process of the implementation?

Is there any event that leaves you with the strongest impression during the implementation?

Who do you think taking a lead part in the implementational process?

‘What kind of role did XXX (name of the candidate entrepreneurs) play in the implementation?
What was the role of your department in the implementation?

Do you think provincial departments are crucial to the implementation? If so, what are their roles?

For Identified Implementational Entrepreneurs:

Why and how did you participate in the implementation process? Had the motives and/or ideas
undertaken any change?

For other Informants:

Can you describe the personalities of XXX (name of the identified implemental entrepreneur)?
What traits of him/her impressed you the most?

Is there any coordinating institution and/or organization established at the provincial level?

Did you obtain political support from any political leader? If so, how did you get it?

What kinds of difficulties did you encounter in the implementation process?

For Identified Implementational Entrepreneurs

How did you overcome the inhibitors?

How did you steer the implementation process? What kinds of strategies did you adopt?
How did you negotiate with other departments? What did you do to persuade other actors?
For Other Actors

What did the provincial department do to promote the implementation process?

How do you think of the implementation? Does the program take effect in practice?
Does your hospital benefit from the implementation?

Source: the Author.

4 Pseudonyms are used to refer the informants in accordance with the academic ethic.



65

3.4. Data analysis methods

Thematic analysis was used as the primary method of data analysis in this
dissertation. Causal dynamics appear when the congruence between propositions and
empirical evidence appears to be high (George and Bennett, 2005). The five propositions
formulated in Chapter 2 outline the causal dynamics between entrepreneurial traits and
the level of support received from the external environment in regard to implementational
entrepreneurship. Therefore, empirical findings in each case were collected to examine
whether the policy implementation at a given period of time was influenced by these
endogenous and exogenous factors. Furthermore, as the fifth proposition assumes the
adoption of strategies is the intermediary factor leading to the shift between different
modes of implementational entrepreneurship, I pay due attention to the congruence

between conceptual causal dynamics and empirical evidence.

Pattern matching (or, the congruence method) was used as the primary method
for within-case data analysis. This technique enables me to examine whether the
outcomes of each case are consistent with theoretical predictions. George and Bennett
(2005) underlined that, to carry out pattern matching, the researcher needs to first
establish a theory that posits certain outcomes from the independent variables, thus
generating predicted patterns. Then, the researchers can analyze a case and ascertain the
existence of the independent variable. Later on, the researcher examines consequences
created by the independent variables (i.e., the empirical patterns). If the empirical
findings and predicted patterns demonstrate a high level of congruence, the results are
believed to strengthen the causal dynamics posited by theoretical propositions (Yin,

2014).



66

Following this pattern-matching logic, I raised five propositions in Chapter 2. To
construct the theoretical patterns, five propositions underscore that the variance in
entrepreneurial traits and support from the external environment contribute to different
types of implementational entrepreneurship. The fifth proposition posits that suitable
entrepreneurial strategies lead to variance in the endogenous and exogenous variables
and, therefore, result in changes in outcome. To construct the empirical patterns, I first
examined the occurrence of implementational entrepreneurship in the Telemedicine
Program and the County Medical Alliance Reform, respectively, and then investigated
their entrepreneurial traits and external conditions, especially the institutional and
political dynamics. Next, I compared the endogenous and exogenous variables at
different phases of each case to identify the variance, based on which a further
exploration was carried out to examine whether concurrent changes in the effectiveness
of implementational entrepreneurship were observed. In the last step, I analyzed the
actions taken by implementational entrepreneurs at different phases to explore whether
entrepreneurial  strategies were adopted and influenced implementational
entrepreneurship by initiating variance in entrepreneurial traits and support from the

external environment.

Provisional coding and elaborative coding were used to elicit qualitative themes
in support of the pattern matching. Provisional coding requires the researcher to develop
a starting codebook; the codebook is then modified based on empirical findings (Miles
and Huberman, 1994; Creswell, 2014). In contrast, elaborative coding is a coding method
used to compare evidence with existing coding—if the evidence does not match the codes,
it may indicate a new finding in the theoretical development process (Auerbach and

Silverstein, 2003). In this study, a provisional codebook was developed based on the
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conceptual framework, which was subsequently modified during the data analysis
process. When analyzing the qualitative data, [ adopted a line-by-line strategy to read the
text. If the paragraph was related to a given theme in the codebook, it was then selected
and categorized using the related subcode. If a paragraph contradicted the subcodes or
indicated emerging findings, it was noted as a form of elaborative theoretical construct.
In this way, the elaborate coding was developed based on the provisional codebook. The
entire coding procedure is presented in Figure 3.1. NVivo 12 was used to develop the

codebook and for qualitative coding.

Figure 3.1. Analytical procedure in within-case coding

Categorize the
Yes — text into the
subcode
Does the paragraph
Yes — match a subcode of the
theme? New
Yes —— theoretical
Can the paragraph constructs
elaborate the old
No _ .
Does the paragraph theoretical
Text — match a theme of constructs? Filter out
the codebook? No — the text
New theoretical
Yes —
constructs
Can the paragraph
No  — elaborate the old
theoretical constructs?
No  — Filter out the text

Source: the Author.

After analyzing the data for each case, I compared the findings between them. In
this phase, the codes of the two cases were compared. In Chapter 5 and Chapter 6, 1
compare the characteristics of implementational entrepreneurship in different cases and
explain the similarities and differences in their implementation strategies. Later on, the
exogenous conditions in each case were compared with each other to illustrate whether
officials in different cases received the same degree of support from the external

environment. Finally, I included the reform process of the two cases in the same
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analytical diagram to visualize their differences and similarities. The logic of the cross-

case comparison is exhibited in Figure 3.2.

Figure 3.2. Analytical procedure in cross-case coding

Yes Build up.causal
explanations
Is there any Is the variance
Cross-case __ difference in the __ consistent with
comparison independent and research
dependent variables proposition?
Dose the difference
indicate any New causal
No — . — .
elaborative causal explanations
explanations

Source: the Author.



69

Chapter 4. Research Background

This chapter offers an overview of the research contexts, setting the scene for the
two case studies. The first section discusses the ecology of implementational
entrepreneurship in China. Under the Chinese political system, implementational
entrepreneurs work in an environment in which policy ambiguity and bureaucratic
fragmentation are widely present. In particular, coordination problems are critically
salient in the health sector. The second section reviews the history of the Chinese health
care system. While China had once established an integrated health service delivery
system, market-oriented reforms led to its dramatic deterioration. Systemic
fragmentation was responsible for a plethora of problems in the health care system,
resulting in vast public dissatisfaction. The Chinese government launched a series of
reforms to reintegrate the health service system, beginning in 2009, which are
summarized in the third section of this chapter. The last section illustrates the
socioeconomic conditions within the study sites and delineates the micro context in

which the two reforms took place.

4.1. Ecology of the Chinese bureaucracy
This section presents the political environment in which Chinese
implementational entrepreneurship operates. Policy ambiguity and bureaucratic
fragmentation widely exist in most political systems, but are particularly salient in China.
The country’s unique political institutions result in the wide use of ambiguous and
experimental policies, and a highly fragmented bureaucracy has existed for more than
seven decades. Both factors profoundly influence policy reforms at the subnational level.

As seen in other policy domains, bureaucratic fragmentation is particularly rigid in the
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health sector, which often requires concerted policy coordination (Ramesh et al., 2014;
He, 2012). Unfortunately, the weak political power and inferior status of the health
bureaucracy has long made it incapable of coordinating in this way. These factors
constrain implementational entrepreneurs but also leave them necessary spaces through

which they can maneuver to push local policy innovations.

4.1.1. Central-local relations

China is a unitary state governed by the Communist Party of China (CPC). The
State Council is the executive branch of the government at the central level. Four levels
of local authorities comprise the subnational governments: provinces, prefectures,
counties, and townships. The CPC party committee exists at every level of the
governmental system, assuming the role of political leadership. In every region, the
administrative chief (the governor, mayor, magistrate, etc.) is positioned below the party
secretary in terms of political authority, as the party secretary is assumed to take overall
responsibility for the governance of local affairs. This power relationship is, of course,
fluid, depending on personality, seniority, and other factors (Mertha, 2005; Landry et al.,
2017). In many cases, administrative chiefs do dominate local policy-making and
implementation, especially in regard to socioeconomic affairs. The power of the party
committee primarily lies in its personnel authorities through cadre management. The vast
majority of party and government officials are appointed by the organizational

department of the CPC party committee at various levels.

Modelled on the Soviet nomenklatura system, the cadre management system in
China enables the CPC to tightly control the incentives of government officials. The

central committee wields power over the appointments, removals, and transfers of
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ministerial and provincial leaders (Zhou, 2011; Brgdsgaard, 2012). This system is further
replicated at subnational levels of administration, in which the local party committee can
make personnel decisions regarding subordinate government officials and those of the
functional bureaus/departments at the same level. This institutional arrangement ensures
the compliance of subordinate governments to decisions made by higher-level authorities,

and thereby establishes a rigid top-down chain of command (see Figure 4.1).

Figure 4.1. The nomenklatura system in China
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Source: the Author.

Aside from appointments and removals, the appraisal of the vast population of
cadres is also managed by the CPC party committee. In particular, the evaluation of
principal local leaders is of great importance because numerous studies have found that
the performance appraisal system powerfully orients the behavior of Chinese local
leaders, which in turn determines the socioeconomic development of a region in
profound ways (Zhou, 2010; Li and Zhou, 2005). Notwithstanding a couple of variants,

the cadre evaluation system typically consists of several key domains, such as economic
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growth, social stability, and party construction; each domain carries a set of specific items
in regard to which local cadres are evaluated on an annual basis. Gaining a higher score
significantly increases one’s chance of promotion, while a “black mark” may effectively

veto a cadre’s prospects in the “promotion tournament” (Bredsgaard, 2012; Li and Zhou,

2005).

The structure of the evaluation scheme is not static, as political superiors may
modify it as appropriate to serve their policy priorities. In the past decades, economic
growth held the greatest prominence in the evaluation system, providing strong
motivations to promote economic development on the part of local leaders. However,
many scholars have noted the salient rise in the weight given to other policy domains in
recent years, especially social welfare and environmental protection. Once marginalized
on local leaders’ priority lists, these policy domains are now given much greater attention

by local leaders (Zhang, 2020; Chen and Jia, 2021).

Despite the unitary nature of the state, the political system in China embraces
some elements of federalism. Its vast territory and huge population, compounded by
significant subnational disparities in socioeconomic conditions, have made a one-size-
fits-all type of governance largely unviable. Thus, it is difficult for the central
government to apply a unified policy instrument across all regions. In recognition of the
tremendous drawbacks of the centralized planned economy, China has taken a robust
approach to decentralization since 1980s, granting subnational governments a great deal
of autonomy in terms of making decisions concerning economic and social affairs. In
particular, various waves of fiscal reforms in the 1980s enabled local governments to

keep a substantive proportion of revenue, which in turn further encouraged their
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enthusiastic pursuit of local economic growth (Lin and Liu, 2000; Oi, 1995). Subsequent
fiscal reforms also strengthened administrative decentralization, giving rise to the
stronger economic bargaining power of wealthy local governments. This unitary political
structure, combined with fiscal decentralization, has been referred to by some scholars
as “fiscal federalism” with Chinese characteristics (Montinola et al., 1995; Jin et al. 2005;

Tsai, 2004).

Yet, central-local relations in China are remarkably dynamic. Despite the
empowerment of local governments through waves of decentralization, the yardstick is
ultimately in the hands of the central political masters. For example, there has been
evident recentralization since the CPC 18" National Congress. Centralized authority has
been viewed as being of utmost importance to political rule since then (Teets and

Hasmath, 2020; Bulman and Jaros, 2021).

4.1.2. Experimentalism

Frequent and extensive use of policy experimentation has been a hallmark of
policy-making in contemporary China. Inheriting a tradition dating back to the
revolutionary era, the CPC has long held various forms of policy pilots as a “default”
way of making national policies. Given the vast interregional disparities and huge
uncertainties involved in policy reforms, effective policy solutions may not be readily
available; even assuming the availability of a potential solution, adopting it nationwide
is inevitably associated with tremendous risks. Hence, experimentalism has epitomized
China’s tradition of “crossing the river by feeling for the stones” since the reform era

(Teets and Hasmath, 2020; Mei and Liu, 2014; Heilmann, 2008a, 2008b). It not only
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helps policy-makers minimize vast risks in the face of uncertainties, but also vigorously

facilitates policy learning through a “learning by doing” pathway.

In China’s experimentalist policy process, policy formulation typically starts with
a number of subnational pilots. These pilots are either instructed to test the “correctness”
of novel policy instruments in which central policy-makers are interested, or are
encouraged to explore innovative policy solutions through open-ended trial-and-error
(Zhu and Zhao, 2021; Mei and Liu, 2014; Teets and Hasmath, 2020). Notably, in both
circumstances, local governments are granted a certain degree of autonomy, ranging
from designing the calibration of policy instruments to mapping out policy goals (Shi,
2012). Pilots considered successful by the Central Government are usually scaled up
nationwide through policy diffusion, commonly referred to as “from point to surface”
(Zhu, 2014; Heilmann, 2008a). Despite the considerable discretion given to local
governments, however, central policy-makers hold the ultimate power over deciding
several critical issues, such as replicating successful models or terminating the
experimental process. As such, Heilmann (2008b) termed this unique policy-making

process in China as “experimentation under hierarchy” (p. 29).

It must be noted that policy experimentation in the governance of China does not
only serve purely “experimental” purposes in the sense of trial-and-error, but is often
given the mission of “model demonstration” (Heilmann, 2008b). Successful pilots
demonstrate the effectiveness of new policy instruments to other regions that may harbor
a conservative stance, and thus help dispel opposition. In this way, model demonstration

catalyzes interregional policy learning (Mei and Liu, 2014).
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Synthesizing the sizable literature and Chinese practice, Zhu and Zhao (2021)
argued that the wide practice of policy experimentation has fostered “experimentalist
governance” in China, under which central policy-makers and local governments interact
through different mechanisms in order to make effective national policies. They
articulated a highly penetrative conceptualization of four models of experimentalist
governance prevalent in China: hierarchical experimentation, adaptive reconciliation,

comparative trial, and selective recognition (see Figure 4.2).

Figure 4.2. The experimentalist governance system in China
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Source: Adapted from Zhu and Zhao (2021).

Under the mode of adaptive reconciliation, the subnational government is
allowed to carry out policy experiments without specific requirements regarding
objectives or instruments. As the diversity of local pilots may create inconsistency, the
central government may take measures to reconcile differences after determining a
national goal. This model is similar to the “experimentation under hierarchy” defined in
Heilmann (2008b). The mode of selective recognition offers subnational governments a

huge amount of leeway to choose and calibrate policy tools to meet the policy goals set
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by central policy-makers. When the central government decides to make a national policy,
it can learn lessons from local reforms. Even assuming that the policy objective is clear,
central policy-makers sometimes have several options of different policy instruments. As
the efficacy of these alternative instruments is unclear, the Central Government tends to
select several regions as pilots, which provide comparative trials of different tools.
Finally, the central government can gain clear expectations of both policy goals and
instruments, but fall short in terms of information about the effectiveness of the policy
itself. In circumstances such as this, the government may launch local pilots to verify the
efficacy of the policy instruments through the mode of hierarchical experimentation (Zhu

and Zhao, 2021).

This seminal conceptual framework suggests the versatility of policy experiments
in China, ranging from conventional “trial and error” types of problem-solving, to
“testing the correctness” of possible policy instruments. Among the four models,
selective recognition is frequently used by the central government as an effective strategy
to reconcile conflicts of interest with subnational agents. After deciding on policy
objectives, the central policy-makers will encourage local governments to launch pilots.
These regional pilots are granted substantive autonomy with which to select policy
instruments that best fit local circumstances (Zhao et al., 2016). If local pilots do succeed,
the central government can either scale them up nationwide through policy mandates or
encourage other localities to learn from successful pilots. As such, the implementation

of national policies is diffused to more localities.
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4.1.3. Bureaucratic fragmentation

Bureaucratic fragmentation is widely found in most political systems, but is
particularly prominent in China. In their pioneering work, Lieberthal and Oksenberg
(1988) denoted it as a form of “fragmented authoritarianism” that is shaped by two key
factors. First, functional specialization creates horizontal fragmentation in the Chinese
bureaucracy. Each line of bureaucratic functions is grouped into a “portfolio” headed by
a deputy executive chief. At each level of the government, a portfolio includes several
ministries, bureaus, offices, and departments.® However, varying organizational pursuits
and sectoral interests aggravate the fragmentation, making policy coordination even
more difficult. For instance, the Ministry of Health (MoH) and the Ministry of Human
Resources and Social Security (MHRSS), two major ministries in health affairs, had long
held contradictory views regarding the design of China’s health care reform. The former
was keen to obtain greater financial subsidies for public hospitals—its key political
constituency (Hsiao, 2007). The latter’s principal concern was to find a balance between
social health insurance funds and minimizing financial risks. The social security
bureaucracy enthusiastically promoted the integration of all health insurance programs
under its custodianship, but this view was boycotted by health bureaucracy, which wishes

to gain a bigger say in health care reforms (He, 2012)

Second, a rigid vertical administrative system was created to govern the country
following the foundation of the People’s Republic of China. Five layers of administrative
division are associated with complex dynamics in intergovernmental relations. Since the

marketization reforms commenced, waves of fiscal and administrative decentralization

5 For example, the Health Commission, National Center of Disease Control and National Administration
of Traditional Chinese Medicine belongs to the health portfolio.
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have granted subnational governments a great deal of autonomy in local affairs. There is
considerable local policy discretion that allows subnational governments to translate
national policy guidelines into local practices in accordance with their own
circumstances. Abundant research has found faithful implementations of national
policies if they are in line with local interests but, in the meantime, local governments
may engage in a variety of opportunistic behaviors if national policies are perceived to
undermine local interests (Zhou, 2020; Mei, 2020; Li, 2015; Ahlers and Schubert, 2015).
Sluggish implementation, intergovernmental collusion, and target replacement are
among the oft-observed strategies used (Waterman and Meier, 1998; O’Brien and Li,

1999; Zhou et al., 2013).

Horizontal and vertical fragmentation has created a dual leadership system in
which most local functional departments are subject to two lines of the chain of command:
the local government as territorial superior, and the corresponding central ministry as the
functional superior (He, 2018). Local departments are often trapped in contradictory
mandates unless the priorities of both superiors are aligned in a perfect way, which is
rare. As a result, local reformers must learn how to strike a skillful balance within these
two lines of leadership. In the health care arena, for example, provincial and sub-
provincial health commissions often have to abide by the directives of the MoH while

also seriously considering the interests of the local government (He, 2012).

These problems arising from systemic fragmentation have been further
complicated by the peculiar administrative rank system in China. Rooted in communist
cadre management rules, the system confers a specific rank to all cadres managed by the

CPC, ranging from the level of section chief/township all the way up the hierarchy to
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national leaders. Each rank is associated with a distinct salary point, welfare package,
and political prestige (Lieberthal and Oksenberg, 1988). Although rank is closely geared
toward the formal position held by a cadre, there is considerable variation, because an
official appointed to a senior position may temporarily hold a slightly lower rank
incommensurate to this particular position. The de facto rule of policy coordination often
emphasizes the equivalence of the ranks of various parties involved, as lower-ranking
officials may be put in an inferior position to their counterparts during the negotiation
process. This peculiar administrative ranking system is pertinent to the health sector
because it covers not only government and party officials, but also the lead cadres of
public schools, universities, public hospitals, state-owned enterprises (SOESs), and other
government-funded institutions (He and Liu et al., 2022). In a very “Chinese” situation,
managers of key public hospitals in a locality usually enjoy equivalent or even slightly
higher ranks than directors of government departments in the same place, including
chiefs of the local Health Commission. As a result, local health departments have to deal
with not only the (sometimes) conflicting mandates of two masters, but also rival
departments, especially the social security bureaucracy (He, 2012). Even worse, seeking

“buy-ins” from powerful big hospitals constitutes another challenge in the policy process.

4.2. Health care reform in China
Reforming the health care system is arguably one of the most daunting challenges
faced by policy-makers. Both extraordinary complexities and deeply vested interests
often serve to deter major policy changes, as can be vividly seen in the arduous trajectory

of health care reform in the US. Roberts et al. (2004, p. 68) have insightfully elucidated:
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“Fixing the health care sector is not easy. Many parts and pieces are interrelated
and many consequences occur. Designing a comprehensive health care reform
is a complex technical process. Reformers often seek to improve many parts of
the system at the same time, making both the details and the overall impact of

the program difficult for non-experts to grasp.”

Health care reforms in China epitomize this complexity. By the end of the
1990s, the strategic policy vision at play aimed to build up a basic but widespread
social health insurance system that was able to offer essential financial protection to
the vast population of China. Despite impressive progress made in expanding the
coverage of social health insurance in the past two decades, however, policy-makers
have increasingly recognized that universal health coverage is not merely universal
health insurance coverage, as cost inflation remained rapid while patients continued
to face major financial risks when catastrophic diseases occurred (He and Wu, 2017).
It has become increasingly clear that reform must be capable of realigning the
multitude of incentives in the entire health system—financing, delivery, payment,

regulation, and pharmaceuticals (He, Bali, and Ramesh, 2022).

The National Health Commission (NHC) and its subnational agencies are
expected to take a leading role in health policy. Unfortunately, the inferior status of the
health bureaucracy in China constrains its capacity to do so (Hsiao, 2007). The former

MoH® historically constituted a weak bureaucracy and its status has further deteriorated

® The organization of the health authorities in China has been changed for three times. The central health
authority had been named as the Ministry of Health since the foundation of the People’s Republic of
China. In 2013, the MoH was consolidated with the National Family Planning Commission into the
National Health and Family Planning Commission. As the one-child policy was abolished, the NHFPC
was renamed into the National Health Commission in 2018.
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since the 1980s. Since the economic reform began in the 1980s, social welfare policies
were given lower priority by both central and local governments, which instead
concentrated on industrialization and infrastructural development (Hsiao, 1995). The
Chinese government essentially adopted a laissez-faire attitude toward health care policy,

resulting in a myriad of problems that are summarized in Section 4.2.2.

4.2.1. Health care in Mao’s era

The Chinese health system in Mao’s era was deeply embedded within its
communist planned economy. Public hospitals, urban health stations, and hospitals
funded by SOEs were the chief providers of health services in the cities. Services
provided by SOE hospitals were available not only to employees and retirees, but also
their family members, as a manifestation of communist welfare superiority (Yip and
Hsiao, 2001; Hsiao, 1995). Government-funded urban hospitals were responsible for
providing care to the rest of the urban population. A wide range of public organizations,
such as universities, the military, and the railway system, also established their own
hospitals and clinics. These sectoral health facilities formed a relatively independent mini
health system, but referrals to government hospitals were possible if a patient’s condition

required higher levels of care (Jamison et al., 1984).

Both types of urban health facilities charged nominal fees that were regulated by
the government. Public hospitals mainly earned income from recurrent subsidies from
the local government, while sectoral health facilities were directly funded by their own
institutions. Under the planned economy, medical fees were paid by patients mainly
through social health insurance programs and nominal copayments (Wang, 2009; Liu et

al., 1995). The Government Insurance Scheme insured civil servants, teachers in public
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schools and universities, and similar public institutions. As the chief social health
insurance program in the cities, the Labor Insurance Scheme covered SOE workers and

their dependents.

Health care in rural China was financed jointly by the local government and
communist communes through an organizational form of village-level collective
agricultural production. Staffed by doctors and nurses with moderate levels of medical
training, township health centers were the main providers of secondary care. They were
typically able to perform not only outpatient care, but also basic ambulatory and inpatient
services. Patients with severe conditions would be referred to county hospitals, or even
to major cities (Meessen and Bloom, 2007; Sidel and Sidel, 1975). Village clinics were
at the bottom of the pyramid and were primarily staffed by the barefoot doctors. They
were typically farmers who held basic educational credentials, such as primary education,
and were chosen by their production brigades to receive short-term medical training in
township health centers or county hospitals. Sent back to villages afterward, these
barefoot doctors were able to render basic medical services. Local health departments
used to provide continuing education to upgrade their professional skills from time to
time. The vast majority of rural residents were insured by the Cooperative Medical
Scheme, a basic community risk-pooling program from which their medical fees were

paid.’

The arrangements outlined above underpinned a three-tier health service network

that achieved a fairly impressive level of integration (Sidel and Sidel, 1975). As shown

" Shaoguang Wang (2009)’s research indicated that the Cooperative Medical Scheme had been adopted
by 92.8% of production brigades nationwide and covered 85% of the rural population by 1976.
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in Figure 4.3 below, this network was associated with the clear division of labor among
health facilities at three levels. The scope of the services and responsibilities of each type
of service providers were properly defined. Primary, secondary, and tertiary facilities
were connected through two-way referral mechanisms, and cross-level collaboration was
further reinforced through training and capacity building. For example, lead hospitals in
cities and counties were required to not only host continuing education for health workers
from low-tier facilities and barefoot doctors, but also assign specialists for temporary

services at grassroots clinics.

Figure 4.3. The health service system in Mao’s era
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Until recently, China was an agrarian nation. The majority of people lived in the
countryside and serving the vast rural population was the primary responsibility of the
health system. County hospitals were assigned a key role, acting as a hub of secondary

and tertiary care. Staffed by health professionals with formal medical educations, they
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not only provided most types of specialist care, but were also able to perform major
surgeries (Sidel and Sidel, 1975). Provincial lead hospitals were in charge of

administering treatment to patients referred by both county and prefectural hospitals.

This high degree of integration was arguably achieved through administrative
rationing, the rigid planning of the workforce, and the centralized allocation of resources,
all of which were embedded into the communist planned economy (Meessen and Bloom,
2007). This integrated health care system provided basic but cost-effective care to the
vast population when China remained a poor country. Excellent records of population
health indicate its performance. The average life expectancy at birth increased from 35
years in the late 1940s to 68 years by the end of the 1970s. The infant mortality rate

dropped from 250%, in 1949 to 50%o. within 40 years (Sidel and Sidel, 1975). The three

urban and rural health insurance programs offered essential financial protection to most
citizens; therefore, financial accessibility to health care was remarkably high under the
planned economy. These excellent achievements were lauded by international
organizations and governments of many low-income countries. China’s rural health care
network in particular inspired the World Health Organization to put forth a primary care

mode of service provision in the 1978 Alma-Ata Declaration (Jamison et al., 1984).

4.2.2. Deterioration of the old health care system
The old health care system has unfortunately deteriorated since the start of
China’s market-oriented reforms. The Household Responsibility System instituted in the
late 1970s replaced the communist communes that were deemed responsible for low
agricultural productivity and poor rural livelihoods. While the communes collectivized

agricultural production and provided little incentive to farmers to work harder, the
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Household Responsibility System realigned economic incentives by decollectivizing
production. The economic outcome was immediate. From 1980 to 1985, the annual grain
production per hectare increased from 2.7 tons to about 3.5 tons.? It is estimated that the
Household Responsibility System contributed to approximately half of China’s
agricultural growth during the period of 1978-1984 (McMillan et al., 1989; Lin, 1992).
This increase in productivity led to astounding improvements in household incomes and
living standards. In 1980, the rural per capita household disposable income was 191 yuan,

but the figure soon doubled in just five years following the rural economic reform.®

However, economic reforms in the countryside also dismantled the CMS that was
embedded into the commune system, resulting in detrimental consequences in health care.
On the one hand, essential financial protection evaporated for the majority of rural
residents, who suddenly found themselves uninsured against health risks. On the other
hand, village clinics and barefoot doctors were no longer able to earn the bulk of their
incomes from the CMS. These key workforces for primary care in rural China were soon
forced to switch to private practice (Hsiao, 1995). Operating according to market
economy rules, they were no longer motivated by the provision of cost effective care, but

had to survive by earning their own revenues from private pockets.

Changes were equally dramatic in the cities. The SOE sector, the backbone of
China’s economy, was suffering from a significant productivity deficit due to the
incentive failures inbuilt in the planned economy. The mushrooming private and foreign

enterprises in the 1980s constituted a stark contrast with the bulky non-performing SOEs

8 See data from the National Bureau of Statistics, available at https://data.stats.gov.cn.
9 Ibid
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that were quickly marginalized in the market economy. Most SOEs had to significantly
cut down subsidies to their own public hospitals. In the meantime, government revenues
also declined, due to the financial loss of SOEs—their key source of tax contributions.
Governments also soon found that they were no longer able to offer sufficient fiscal
subsidies to public hospitals (Gu, 2001). Most health facilities in urban China faced
critical financial hardships in the 1980s and 1990s. These drastic economic changes

shook the foundation of the health care system.

Underpinned by the notions of autonomization and marketization, the urban
economic reforms yielded encouraging outcomes in the 1980s that led Chinese policy-
makers to posit that the same formula could be replicated in regard to the struggling
health system. Unable to fully fund hospitals and clinics, the government instead granted
them considerable leeway to earn revenue (Gu and Zhang, 2006). For a long time,
government subsidies barely covered the basic salaries of health workers in public
facilities and nominal capital investment. Hospitals had to earn 90% of their incomes
independently to break even. The quality of care and affordability of services became

secondary concerns.

A defective pricing system adopted by the government in the 1980s also resulted
in long-term consequences. Under the planned economy, the prices of health services
and drugs were intentionally set below their actual costs in order to ensure affordability
for the poor and uninsured (Yip and Hsiao, 2001). The financial gap on the part of
hospitals was largely filled by regular subsidies from the government or SOEs. From the
1980s onward, however, policy-makers had to respond to mounting outcry from hospitals

that were facing great financial hardships due to the withdrawal of government funding.
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In the end, the central government instituted a problematic fee schedule that allowed
health facilities to charge a 15% price mark-up on retail drugs (Hsiao, 1995; Yip and
Hsiao, 2001). A similar practice was adopted in the pricing of high-tech diagnostic tests,
leading to a fierce medical arms race among big hospitals (Qian et al., 2019). The
defective pricing system severely distorted incentives for numerous health facilities,
which were motivated to overuse high-tech tests and drugs to earn profits (Hsiao, 1995;
Hu, 1995). Drug sales used to account for about half of hospitals’ incomes (Liu et al.,

1999; Meng et al., 2005).

These severe consequences were further exacerbated by a perverse bonus scheme
that was used to incentivize millions of health workers. From the 1980s onward, various
bonus schemes were introduced by hospitals to encourage greater productivity and
efficiency on the part of doctors (Zheng and Hiller, 1995; Meessen and Bloom, 2007).
However, this powerful incentive also created unintended consequences. AS
“productivity” was often evaluated by the sheer quantity of services and revenue earned
for the hospital, this bonus scheme essentially rewarded doctors for making money from
patients and penalized them for failing to do so (Liu and Mills, 2002; Qian and He, 2018).
Ultimately, this perverse practice resulted in the vast provision of unnecessary services

in Chinese hospitals (He and Qian, 2016; He, 2014).

These undesirable changes had a huge impact on the delivery of health services
in China. Struggling to survive, health facilities became profit-minded, while the cost-
effectiveness of care and cost containment were largely ignored (Ramesh et al., 2014;
Hsiao, 1995). Earning the bulk of their incomes from user charges, neither major

hospitals nor their lower-tier peers had financial incentives to make referrals, even when
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necessary (Yip and Hsiao, 2008; Eggleston et al., 2008). Dwindling government funding
was particularly fatal for primary care facilities, some of which found it difficult to pay
basic wages to their health workers (Liu et al., 1995). A sweeping “brain drain” hit the
primary care system in the 1980s and 1990s, as qualified doctors were lured away by
major public hospitals that were able to offer better pay, while many less qualified
doctors gave up their medical careers. For example, township health centers in China lost
more than 80% of their medical staff within two decades once labor market restrictions

were relaxed (Gong and Wikes, 1997; Meessen and Bloom, 2007).

By the end of the 1990s, the vast majority of primary care facilities in China were
poorly staffed by qualified professionals and equipped with dated infrastructure. The
majority had neither the capacity nor the momentum to play the role of gatekeepers. Even
worse, the weak health bureaucracy had virtually no effective policy instruments with
which to maintain the functioning of the two-way referral system. With little trust in the
quality of primary care, most residents preferred to seek care directly at tertiary hospitals,
even for very minor illnesses, and there was no rule to stop them because the provision
of health services was essentially operating as a free market at the time (Eggleston et al.,
2008). As Table 4.1 shows, in 1985, more than three quarters of patients treated village
clinics and township health centers as their primary point of care for outpatient services,
but this percentage declined to 82% within three years. Outpatient visits to county

hospitals doubled in the same period.

The influx of patients caused tertiary hospitals to become overcrowded in most
parts of China, creating a prosperous “industry”. In the meantime, however, essential

gatekeeping mechanisms were nearly non-existent, as primary care was severely
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underutilized. For instance, the year 2014 recorded 260 million patient visits to Chinese
hospitals, 46% of which took place in tertiary hospitals. 1 A 2014 national survey
indicated that 92% of doctors in tertiary hospitals suffered from excessive workloads. **
Long queues and big crowds led to extremely poor clinical encounters in major hospitals.
Consultations were typically conducted in a rushed manner, with doctors spending barely
a couple of minutes with each patient (He and Qian, 2016). Patient satisfaction and

doctor—patient relationships deteriorated in China as a result (He and Qian, 2016; He,

2014).
Table 4.1. The distribution of hospital visits in the 1980s
Proportion of Hospital Visits (%)
1985 1988
Outpatient Inpatient Outpatient Inpatient
Village 37.8 2:5 28.2 0.7
Township 38.2 49.6 33.8 37.1
County 11.7 342 23.7 47.1
Prefectural and Above 2.2 13.6 5.3 15.1
Total* 89.9 99.9 91.0 100.0

* The columns are not all-inclusive

Source: Yu (1992).

4.3. Reintegrating health services in China
The myriad of problems outlined above prompted Chinese policy-makers to
initiate a series of reforms aiming to reintegrate the health service system in the late

1990s. This section begins by reviewing the importance of care integration. China’s

10 National Health Commission. (November 5, 2015). Bulletin on 2014 Statistics of Health and Family
Planning in China (2014 nian woguo weisheng he jihuashengyu shiye fazhan tongji gongbao), available
at http://www.nhc.gov.cn/guihuaxxs/s10742/201511/191ab1d8c51240e8b2f5¢81524e80119.shtml,
accessed on September 11, 2022.

1 Chinese Doctor Association. (July, 2017). White Paper on Medical Practice of Chinese Doctors
(zhongguo yisheng zhiye zhuangkuang baipishu), available at
http://www.cmda.net/u/cms/www/201807/06181247ffex.pdf, accessed on September 11, 2022.
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reform efforts in this regard are then summarized.

4.3.1. The importance of care integration

Health care consists of a complex set of services, involving a wide range of
specializations performed by various types of professionals. Modern medicine
increasingly requires close collaboration among specialties, in light of rapid aging and
the rising prevalence of multiple morbidities. Seamless collaboration among diagnostic
services, rehabilitative care, and nursing services is vital for clinical outcomes (World
Health Organization, 2015; Nolte and McKee, 2008). Modern medicine is also typically
associated with the vertical division of labor among primary, secondary, and tertiary care,
with each assuming a pre-defined set of responsibilities. In a properly structured health
care system, primary care providers act as the gatekeepers of the entire system, as well
as patients’ first point of contact. Predominantly staffed by general practitioners, these
facilities should be able to treat common conditions. Referral to secondary and tertiary

care providers becomes necessary in cases of critical conditions or complications.

Integration is remarkably important to the development of health care systems.
The growing population of elderly people usually suffers from multiple chronic
conditions, and thereby has complex medical and non-medical needs (Chen et al., 2018;
Tey et al., 2016; Ambigga et al., 2011). The old fragmented health care systems in most
countries impede the provision of comprehensive, coordinated, and continuous care, and
also fuel the skyrocketing inflation of medical costs caused by over-reliance on curative
services. These problems underline an urgent need to integrate health services, as the
collaboration across different service sectors and between different service providers is

conducive to the provision of more cohesive and cost-efficient care (World Health
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Organization, 2015, 2008).

The World Health Organization (2008) defines integrated care as “the
organization and management of health services so that people get the care they need,
when they need it, in ways that are user-friendly, achieve the desired results and provide
value for money”. In practice, the degree of integration varies from building up loose
connections in a basic form to full organizational consolidation between service
providers (Kodner and Spreeuwenberg, 2002; Curry and Ham, 2010). Care integration
cements collaboration between different specialties and levels of care, thus creating
synergistic effects in care provision. Rapidly aging populations pose tremendous
challenges to health care systems in most parts of the world, resulting in a remarkable
epidemiologic transition from infectious to non-communicable chronic diseases and
mental illnesses. This transition requires not only better curative care, but also
appropriate long-term and social care. Unfortunately, most health care systems remain
characterized by their concentration on expensive curative care. The use of expensive
pharmaceuticals, diagnostic technologies, and treatment procedures in the curative
system has powerfully inflated health care costs worldwide, making health care itself
increasingly cost ineffective and placing a strain on financing in many health systems
(Curtis and Hordin, 2009; Dudley and Garner, 2019). Without the smart integration of
health services, most health systems will become even more fragmented, cost inefficient,
and financially unsustainable (He and Tang, 2021). There is wide agreement that care
integration intrinsically requires the strengthening of primary care, empowering it to play

a central role in the provision of care.

The integration of health services can occur in different forms. Fulop et al. (2005)
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categorized four types of integrated care: organizational, functional, service, and clinical
integration. Organizational integration refers to the synergy of health care organizations
through the building up of formal alliances or through the virtual coordination networks
of service providers. In the meantime, the application of information and communication
technologies (ICTs) and reform in administration may result in the consolidation of non-
clinical functions, such as electronic health records (EHRs) and electronic medical
records (EMRs). Moreover, health services can be horizontally integrated through the
building up of designated organizations, such as multi-specialty groups, in which
professionals from multiple disciplines cooperate to provide treatment. Finally, clinical
integration synergizes health services of different levels into a coherent process through

appropriate referral mechanisms.

These four integration models may be adopted both individually and in
combination. Curry and Ham (2010) pointed out that organizational and functional
integration may occur in the absence of clinical and service integration. Despite the
creation of a bigger organization, this integration may remain a facade unless new rules
and incentives are structured to favor collaboration at the operational level. Ultimately,
care integration should seek to reorient the behaviors of health professionals toward
better coordination. On the other hand, different providers may still be fully motivated
to coordinate even in the absence of a united organizational structure. Therefore, the
coordination of care, including clinical synergy, is as important as organizational

consolidation.

Initiatives regarding integrated care are widely observed around the world. For

instance, Shortall et al. (2014) found five key modes of integrated care in the US:



93

integrated delivery systems, multi-specialty groups, physician hospital organizations,
independent practice associations, and virtual physician organizations. The study
suggested that integrated care led to substantive improvements in the quality of care,
especially for patients with multiple chronic illnesses. Several other similar studies have
shed light on key factors of success in care integration programs, such as the wide
application of ICTs, the establishment of effective leadership, and the development of

collaborative culture (Curry and Ham 2010; Hofmarcher et al., 2007).

4.3.2. The reintegration of health services in China

The continuous escalation of health care costs and expensive access to care
became burning social issues between the late 1990s and early 2000s, eroding the
performance-based legitimacy of the state in China (Liu et al., 2002). In 1997, the CPC
Central Committee and the State Council initiated a health care reform (“the 1997
Reform™) that set integrating health services as one of the key policy objectives. Since
then, the Chinese government has issued a number of guidelines articulating the policy
framework. A highly ambitious national health care reform was launched in 2009 (“the
2009 Reform”) to revamp China’s health system. Again, the integration of the
fragmented health service delivery system gained prominence in the Central
Government’s agenda. For example, the 2009 Reform promised to integrate rural and
urban health care resources based on the appropriate division of labor. In an official

document issued in 2015, the State Council explicitly stated:

“Building up an integrated health service system based on the appropriate
division of labor is a fundamental measure for ensuring the optimal distribution

of health care resources, which is in turn crucial for the establishment of an
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equitable health system. Improving the integration of health services can bring
about long-term benefits, and it is essential for improving the health status and
livelihood of the Chinese population. Therefore, this reform is a cornerstone for

initiating fundamental changes in the health care system of China.” 12

All of these policy initiatives ultimately seek to revamp the current hospital-
centered system to one built on a strong foundation of primary care. The policy vision is
illustrated in Figure 4.4 below. GPs and primary care facilities, such as community and
township health centers, are envisioned to play a more active role in health service
delivery. Policy-makers expect primary care providers to offer ambulatory services for
minor conditions and to play a bigger role in long-term care and people’s health
management (World Bank and World Health Organization, 2019). In the policy-makers’
vision, public hospitals should be relieved from treating common illnesses but should
serve as the hub for specialist care. Building up a functioning two-way referral system
was seen as the key to connecting health facilities across three levels. Inspired by
practices under the planned economy, policy-makers also expect health facilities at
different layers of the pyramid to build up multiple forms of collaboration beyond the
clinical realm. For example, lead hospitals are asked to host more training programs for
health workers from secondary and primary facilities. Senior specialists are also
encouraged to participate in multi-site practice, especially in community and township
health centers, which may help to reduce the caseloads of lead hospitals. However,
addressing fragmentation in the health care system is not an easy task. As Yip et al. (2019)

emphasized, market-oriented health care reform in the past decades created far-reaching

12 Office of State Council. (September 8, 2015). Guidance on Accelerating Development of Integrated
Care System (guanyu tuijin fenji zhenliao zhidu de zhidao yijian), available at
http://www.gov.cn/zhengce/content/2015-09/11/content_10158.htm, accessed on September 9, 2022.
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influences on health professionals, and it may take decades to “normalize” their
behaviors. Furthermore, to realign the perverse incentive system, it is vital for the
government to adopt comprehensive reforms in financing, provider payment, governance,

and regulation.

Figure 4.4. A vision of the reintegrated health care system in China
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As the reforms went on, several key strategies were adopted to accelerate care
integration (see Table 4.2). First, the central ministries generously invested in upgrading
the infrastructure and medical equipment of primary care facilities. Second, local
governments were instructed to undertake “scientific” regional health planning by
allocating more resources to strengthening primary care and the integration of services.
This requirement was reiterated in several key policy documents, such as The Plan on
Development of Rural Health Care (“the 2006 Rural Health Plan”) and Guidelines on
Development of the Integrated Health Services (“the 2015 Integration Guidelines”).

Third, given the lack of qualified doctors at the primary level, the State Council initiated
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a scheme in 2018 (“the 2018 Integration Scheme™) to train GPs and motivate qualified
doctors to practice at primary health centers. Fourth, since social health insurance has
become the main purchaser of health services in China, policy-makers have introduced
new payment methods to offer incentives to promote the utilization of primary care. For
instance, many local health insurance agencies set up a descending scheme of
reimbursement rates for primary, secondary, and tertiary services, which essentially
rewards the utilization of primary care through a financial lever. Fifth, some recent
policies highlight the significance of ICTs to care integration and strive to accelerate the
development of health informatics (for example, see Guidelines on Development of
Health Informatics, “the 2012 Health Informatics Guidelines”). Finally, the central
government announced a policy in 2017 to encourage the pilot of medical alliances (“the

2017 Medical Alliance Policy™).

Table 4.2. Major strategies for reintegrating health care

Strategies Definition Source(s)
Improve infrastructure Update housing conditions and equipment * The 1997 Health Reform
Optimize health planning Make allocation of health resources more rational = The 2006 Rural Health Plan

» The 2009 Health Reform

* The 2015 Integration Scheme
Reinforce primary care Train more GPs for primary care facilities = The 1997 Health Reform

» The 2006 Rural Health Plan

* The 2009 Health Reform

* The 2018 GPs Reform

Use social health insurance  Use payment of social health insurance to alter behaviors of = The 2009 Health Reform
service providers and patients * The 2015 Integration Scheme
= The 2017 Medical Alliance Scheme
Develop health informatics ~ Apply health informatic technologies, such as e-record and * The 2009 Health Reform

telemedicine, to strengthen the collaboration * The 2015 Integration Scheme
= The 2012 Health Informatics Guidelines
Encourage formation of Encourage service providers to form medical alliances in * The 2015 Integration Scheme
medical alliances various modes * The 2017 Medical Alliance Scheme

Source: the Author.

Telemedicine represents a useful technology that can be used to consolidate
fragmented health services. World Health Organization (2010) defines telemedicine as

“the delivery of health care services, where distance is a critical factor, by all health care
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professionals using information and communication technologies for the exchange of
valid information for diagnosis, treatment and prevention of disease and injuries,
research and evaluation, and for the continuing education of health care providers, all in
the interest of advancing the health of individuals and their communities” (p. 8). Able to
break down the geographic barriers between health service providers, this technology is
particularly useful in connecting rural and remote areas with medical hubs in major cities,
significantly easing access to quality care for rural residents. In addition, telemedicine
also offers a conducive virtual platform for the delivery of multi-specialty care in multi-
locality settings (World Health Organization, 2010). The expansion of telemedicine
programs has been accelerated in China, as the National Health Commission and the
Ministry of Finance encourage local governments to set up pilots. Three provinces stand
out as national achievers in this respect: Zhejiang, Guizhou, and Ningxia. Key features

of the Ningxia model are exhibited in Box 4.1 below.

Box 4.1. Telemedicine in Ningxia

Telemedicine in Ningxia was initiated in 2014. Progress so far includes:

* Building up a comprehensive service network covering all five levels of care, including 30
prestigious hospitals in China, 7 provincial hubs, 22 public hospitals in cities and counties and
196 township health centers.

* Synergizing information systems of curative medicine, preventive medicine and social health
insurance. The database gathers more than 10,000,00 pieces of medical records and 1.1 billion
pieces of information on social health insurance.

» Providing consultative services to more than 900,000 cases in 2017.

» Helped regulatory framework that creates healthier environment for the development of
telemedicine.

Source: Ningxia Health Commission®3

13 Health Daily (Jiankang bao). (May 29, 2019). Ningxia Successfully Established a Five-layer Service
System of Telemedicine (ningxia jiancheng wuji yuancheng yiliao fuwu tixi), available at
http://www.nhc.gov.cn/xcs/s7847/201906/c5b05322e¢68248{394911ea00b3180c3.shtml, accessed on
August 1, 2022.
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Some preliminary evaluations have noted the improvement of service quality and
cost-effectiveness brought about by telemedicine programs. For example, Wang et al.
(2016) traced the medical records of telemedicine services in Sichuan for a period of 12
years, and found that the use of telemedicine resulted in a marked increase of diagnostic
accuracy. Furthermore, as it was no longer necessary for patients to make long-distance
travels for high-quality health services, the telemedicine networks created an estimated
net saving of more than 2.3 million US dollars over the decade. Other studies underlined
the crucial role of telemedicine services in encouraging communication and collaboration
between general practitioners and specialists, thus improving both satisfaction and
efficiency on the part of health professionals (Xu et al., 2020; Liu et al., 2021; Ma et al.,

2022).

Medical alliances emerged as another crucial approach toward care integration in
China. A medical alliance refers to a real organization or virtual network consisting of
different health facilities (Curry and Ham, 2010). Within a medical alliance, different
service providers may stress organizational or curative integration, based on which two
types of conglomeration have emerged in China: the closely-integrated model and the
loosely-integrated model. In the first model, service providers at different levels of care
normally form a uniform board of directors in charge of making decisions in regard to
operational, financial, and personnel affairs. By creating shared interests, closely-
integrated alliances are expected to create closer cooperation between all health facilities.
In comparison, health facilities in loosely-integrated models largely keep their
independence in decision-making, but collaborative arrangements bring them together in

service delivery, training, and research. 4

14 See Footnote 12.
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The effectiveness of some early trials of medical alliances appeared to be mixed.
As Yip et al. (2019) noted, most existing alliances are barely loose networks that do not
integrate responsibilities, management, patient care, or economic interests across the
different levels of care. Without aligning administration and interests with primary health
facilities, large hospitals predominantly take advantage of their dominate positions and
use medical alliances as channels for absorbing patients (World Bank and World Health
Organization, 2019). Notwithstanding the mixed outcomes in early trials, several
prominent models have thrived through in the past decade, yielding remarkable outcomes

in care integration (see Box 4.2 below).

Box 4.2. Lead examples of medical alliances in China

1. Zhenjiang Model
The medical alliance reform in Zhenjiang city was launched in 2010 with three highlights:

* Two medical alliances: one adopts the closely-integrated model and the other adopts the loosely-integrated
one

* The closely-integrated medical alliance is led by a board encompassing directors from hospitals and health
centers

» Notable policy outcome: the volume of outpatient services increased from 39.5% to 52% after one year of the
reform and the closely-integrated medical alliance yielded better performance

2. Luohu Model
Luohu initiated a medical alliance reform in 2015 and it has three characteristics:
* One closely-integrated medical alliance is established
» GPs are motivated by competitive salaries
* The central government highly praised the Luohu model

3. Tianchang Model
The health reform in Tianchang offers a lead example for county medical alliance in three aspects:
* Two closely-integrated medical alliances
» Each medical alliance is led by a board of directors
» The policy outcome is mixed: 90% of hospital services to local citizens were rendered by county health
facilities, yet this number was slightly decreased next year

Source: Guangming Daily®; Yuan (2018); Yue et al. (2019); Shen et al. (2018); Yu et al. (2020).

> Guangming Daily. (Janurary 9, 2019). Jiangsu Zhenjiang: the Health Reform Remarkably Improved
People’s Accessibility to Health Care (Jiangsu zhenjiang: ‘sanyi liandong’ changtong baixing jiuyilu),
available at http://www.scio.gov.cn/32344/32345/39620/40079/40086/Document/1650497/1650497.htm,
accessed on August 1, 2022.
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The outperformance of these models has inspired the Chinese government, who
perceived the medical alliance as a main form of policy innovation in the national health

care reform. As the State Council underlined:

“[The Medical Alliance Reform] can improve the optimal distribution of health
care resources and enhance the transition from a hospital-centric model of care
to a primary-centric model. Remarkably, by encouraging cross-level
collaboration, this reform will improve service capacity of primary care, and

thereby provide more cost-efficient health services to the people.”®

Putting the reform at the center of the government’s agenda, the central ministries
encouraged the development of medical alliances in both urban and rural areas (State
Council, 2017). To cement closer cooperation between health facilities at primary and
secondary levels, the National Health Commission issued a policy in 2019 encouraging
counties to undertake medical alliance pilots based on the closely integrated model. This

dissertation pays due attention to the Medical Alliance Reform in Guizhou counties.

4.4. The socioeconomic and health system conditions of Guizhou
Located in southwestern China, Guizhou province consists of nine prefectural
divisions, including three ethnic minority autonomous prefectures (locations indicated in
Figure 4.5). A total of 88 counties are under the jurisdiction of the nine prefectures. The
population of Guizhou was 38.58 million in 2020 and around half of the population lived
in rural areas. Well known for its ethnic diversity, this province is home to various

minority groups.

18 Tbid
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Figure 4.5. The geographic location of Guizhou

Source: the Author.

With more than 90% of its land covered by mountains and hills with steep
slopes, Guizhou features a rather harsh geography. Until recent years, transportation
had long been a severe obstacle for the livelihood and economic growth of the
province. The Karst landscape in the province results in severe problems related to
rock-desertification. Unfavorable geography was the key factor related to
socioeconomic underdevelopment and wide poverty in Guizhou for centuries. As an
old saying goes: “The sky is not clear for three days; the land is not flattened for

three miles; and people have no three cents of silver.”

Guizhou is one of the most deprived provinces in China. Its economic status

constantly places this province in the bottom strata nationally (see Table 4.3) and it had
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the largest presence of absolute poverty in China until 2017.” The Nationwide Poverty
Elimination Campaign commencing in 2015 yielded impressive outcomes in this
province. Now, its gross domestic product (GDP) places Guizhou in the middle of
China’s 31 provincial administrative divisions. Nonetheless, Guizhou still lags behind
on many economic indicators, compared with other regions. For instance, its per capita
disposable income and GDP per capita remain lower than the national average (see Table

4.3). Significant intra-provincial disparities are widely found in Guizhou, as shown in

Table 4.4.
Table 4.3. Economic development in Guizhou (2000-2020)
2000 2010 2020
. % of national . % of national . % of national
Guizhou Guizhou Guizhou
average average average
Urban unemployment population 102,000 1.7 122,000 1.3 195,000 1.7
Average wage of urban employees (yuan) 7,468 79.7 31,458 84.7 94,276 93.8
Per capita disposable income (yuan) 2,290 61.5 7,226 57.7 21,795 67.7
GDP (billion yuan) 1,030 1.0 4,519 1.1 17,863 1.6
Per capita GDP (yuan) 2,759 347 12,882 41.8 46,267 64.4

Source: National Bureau of Statistics of China.®

Guizhou’s economic status has inevitably affected its health system. The poor
remuneration it can offer is often perceived as being unattractive to medical school
graduates and senior doctors. Even worse, Guizhou suffers from severe “brain drain”, as
many qualified doctors move away to coastal China to attain better financial prospects.
As illustrated in Figure 4.6, the percentage of health professionals holding postgraduate
degrees is much smaller in Guizhou, compared to the national average. The proportion

of experienced doctors in primary care facilities is even lower, bottlenecking the

17 National Bureau of Statistics, available at http://www.stats.gov.cn/, accessed on February 7, 2022.
18 Thid.
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capacity-building of primary care in this province. According to official statistics,
approximately 60% of doctors at primary care facilities of Guizhou do not possess a
bachelor’s degree. Moreover, merely 7% of health workers at township health centers

hold middle or senior rank professional qualifications.

Table 4.4. The variance in prefectural-level development (2010)

Population GDP Per Capita GDP
Prefectures Ratio to Data (billion  Ratio to Provincial Ratio to Canke o et
S 8 0 o to Provincia anita G
Data Provincial yuan) Average (%) Data (yuan) Provincial Capita GDP
crage (Y
Average (%) v & Average (%)
Guiyang 4,320,000 12.45 1121.82 24 26,209 196 1
Liupanshui 2,850,000 8.21 500.63 11 17,462 131 2
Zunyi 6,120,000 17.63 908.76 20 14,650 110 3
Qiannan 3,230,000 9.30 356.68 8 10,861 81 -+
Qianxinan 2,810,000 8.08 307.13 7 10,839 81 5
Anshun 2,300,000 6.61 232.90 5 10,014 75 6
Tongren 3,090,000 8.90 293.62 6 9,304 70 7
Bijie 6,540,000 18.81 600.85 13 9,113 68 8
Qiandongnan 3,480,000 10.02 317.57 7 8,839 66 9
Guizhou 34,740,000 100 4639.96 100 13,356 100 NA

Source: 2011 Guizhou Statistic Yearbook.®

At the same time, the uneven socioeconomic development in Guizhou has left a
clear mark on the intra-provincial distribution of health care resources. In 2014, for
example, Guiyang, the provincial capital, had more than two doctors per 1,000 people,
whereas, in Bejie, the ratio was just over one doctor per 1,000 people (see Figure 4.7).
As can be seen in Chapters 5 and 6, these socioeconomic and health system conditions
form the ultimate context of the two local reforms in Guizhou. Implementational

entrepreneurship has to operate within grave constraints.

19 Guizhou Statistic Bureau. (2012). 2011 Guizhou Statistic Yearbook. (guizhou tongji nianjian),
available at https://navi.cnki.net/knavi/yearbooks/YGZTJ/detail, accessed on May 6, 2022
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Figure 4.6. The ratio of highly educated medical staff (2014)

7.5%

National

average (all

facilities)

4.6%

l_'i'/.I

Guizhou (all
facilities)

® Ratio of Postgraduate (doctor & master)

9.5%
63% 6.1%
1.8%
1.2%
I 0.1% .
National Guizhou National
average (hospitals) average
(hospitals) (township
cenlers)

0.7%
0.0% -
Guizhou

(townshi
centers)

» Ratio of Senior Titles

Source: The 2015 China and Guizhou Statistic Yearbooks.?®

Figure 4.7. The distribution of medical resources (2014)
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20 Guizhou Statistic Bureau. (2016). 2015 Guizhou Statistic Yearbook. (guizhou tongji nianjian),
available at https://navi.cnki.net/knavi/yearbooks/Y GZTJ/detail, accessed on May 6, 2022.
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Chapter 5. The Implementation of a Telemedicine Program in Guizhou

This chapter analyzes the Telemedicine Program in Guizhou in a chronological
manner. Launched in 2010, this provincial program was undertaken in response to an
ambitious national policy set out in The Initiative on Development of Telemedicine (“the
2010 Initiative). The implementation process was accelerated after 2014, when Guizhou
was selected as one of the national pilots for the program. Thus far, the province has
made remarkable achievements in establishing a comprehensive telemedicine network.

Figure 5.1 exhibits the timeline of the program.

Figure 5.1. Timeline of the Telemedicine Program

2010 2010 Initiative Launched
2014 2014 National Pilot Scheme launched
2016 Scaled up telemedicine to all county hospitals
2017 Provincial administrative regulatory released
Scaled up telemedicine to all township health centers
2017 |  Scaled up telemedicine to all maternal care institutions

Source: the Author.

A core team of technocratic officials within the provincial health commission and
the provincial development and reform commission are key implementational
entrepreneurs in this program. Those from the former initiated the Telemedicine Program,
whereas those from the latter have formally participated since 2014, after the central

government launched the national pilot scheme.
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5.1. Launching telemedicine in Guizhou (2010-2013)

The 2009 National Health Care Reform accelerated the development of health
informatics in China, with significant fiscal investments made. The Ministry of Health
and the Ministry of Finance jointly launched the “2010 Telemedicine Initiative” to
encourage the local adoption of telemedicine. According to the initiative, central and
western provinces were required to set up an online platform to offer patients virtual
consultation services provided by doctors of major urban hospitals. This network was
also expected to strengthen the collaboration between health facilities at various levels.
Technically, this form of telemedicine entailed the installation of basic virtual functions
into the system, particularly video conferencing and online workshops, both of which
required service integration. The central government initiative also required provincial
governments to establish a dedicated information center for telemedicine. Local health
departments were further asked to develop a regulatory framework to govern this
emerging form of health care services. Furthermore, the Ministry of Health provided

substantive funding for local governments to initiate the program.

Figure 5.2 below depicts the design of the telemedicine system according to the
2010 Telemedicine Initiative. In this framework, the telemedicine system is expected to
integrate seven major functions online in order to strengthen connections between health
service providers: (1) the provision of tertiary care; (2) diagnostic consultations based on
medical images; (3) two-way referrals; (4) registration for tertiary care; (5) video
conferences; (6) online training; and (7) the sharing of digital resources, such as
databases of medical journals. To perform these functions, each hospital was instructed
to develop an internal information system, composed of a subsystem for video

conferencing and virtual workstations for clinical services. Given their better financial
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conditions, tertiary hospitals are responsible for the maintenance of the servers.
Secondary and tertiary hospitals are connected through the designated information center,

which is responsible for data transmission and technical support.

Figure 5.2. The telemedicine framework

Tertiary Hospitals

oo Functions:
;] - OClinical service
- O Online education
Video Conference Work Stations Servers O Video conference

O Online registration
O Online specialty service
O Online promotive service

Information
Center for
Telemedicine

Secondary Hospitals

(. =

Video Conference  Work Stations

Secondary Hospitals

- =

Video Conference  Work Stations

Secondary Hospitals

O =

Video Conference  Work Stations

Source: the Author.

In response to the national policy, the provincial health commission designated
the Division of Health Administration and the Health Information Center as lead agencies.
Working out an operational protocol, they initiated two pilot projects: the “5+1” scheme
and the “3+24” scheme. The former integrates one provincial lead hospital and five
county-level hospitals through the online platform, while the latter builds up connections
between three tertiary hospitals and 24 secondary hospitals. These two schemes use
different methods to connect service providers. Specifically, in the “5+1” scheme, service
providers at different levels of care build up direct connections through a local virtual
network, in which the provincial lead hospital is not only responsible for providing
telemedicine services, but also for the maintenance of the digital platform. In contrast,

the “3+24” scheme follows the national initiative, and a designated information center
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was established to manage the digital platform.

5.1.1. Domain expertise and operationalization

As Director of the Provincial Health Information Center, Mr. Y was automatically
involved. Mr. Y is a typical technocrat. Having graduated from a prestigious university
in southwestern China, he specializes in computer sciences. After graduation, Mr. Y
joined the government, working as an ICT technician. He took part in the establishment
of the Health Information Center in 2004, and thereby witnessed the development of
health informatics in Guizhou. His expertise in ICT soon enabled Mr. Y to contribute to
this new initiative. Prior to his engagement in the Telemedicine Program, he was
responsible for several major projects, such as the promotion of hospital information
system and building the electronic system for the New Cooperative Medical Scheme

(NCMS) in Guizhou.

These rich experiences made Mr. Y a competent implementer of the Telemedicine
Program. Leveraging his expertise in health informatics, he drafted a local action plan
for the national telemedicine initiative, which spelled out detailed parameters for both
digital infrastructure and its operation. During the process, Mr. Y recognized two major
implementation problems. First, the lack of experts bottlenecked the development of
health informatics in Guizhou. At the time, Mr. Y was the only official in the entire
provincial health commission who had earned a degree related to ICT. This remarkable
capacity deficit made it extremely difficult for Guizhou to meet the central policy
mandates related to telemedicine. Furthermore, constrained by their poor fiscal capacity,

local governments there could not afford major investments in digital infrastructure.
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To overcome these constraints, Mr. Y adopted cloud computing technology as the
solution. As an emerging data processing technology, simply put, cloud computing is “the
delivery of computing services—including servers, storage, databases, networking,
software, analytics, and intelligence—over the internet (‘the cloud’) to offer faster
innovation, flexible resources, and economics of scale”.?? By streamlining all necessary
clinical data into a central server, cloud computing technology enables the Health
Information Center to act as a hub for telemedicine services, while hospitals and health
centers can simply use terminal devices in the course of actual service delivery. This
design essentially minimized the demand for ICT expertise because a small number of
technicians are sufficient to sustain its daily operation. Moreover, centralizing the data
processing work in the province not only made the whole project much more affordable
because of the economy of scale, but also relieved the concerns of local governments
about the considerable recurrent cost of system maintenance. Mr. Y clearly demonstrated
his ability as a mid-rank official to fully appreciate local circumstances in the conversion
of general central guidelines into a viable local approach to implementation. Furthermore,
echoing Proposition #1, this part of the case demonstrates that local officials can use their
domain expertise to find out appropriate solutions for addressing local problems, thereby

coupling national policies with local policy streams.

5.1.2. Drifting of the 2010 Initiative
Although Mr. Y as the implementational entrepreneur demonstrated his domain
expertise in health informatics by working out the operationalizable action plan,

implementation of the 2010 Telemedicine Initiative encountered two major difficulties.

2 Microsoft Azure. What Is Cloud Computing? A Beginner’s Guide, https://azure.microsoft.com/en-
us/resources/cloud-computing-dictionary/what-is-cloud-
computing/#:~:text=Simply%20put%2C%20cloud%20computing%20is,resources%2C%20and%20econ
omies%200f%20scale.
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First, although a few frontline doctors and hospital administrators were aware of the
importance of telemedicine to improving quality of primary care (Interview with Mr. D,
20210205), a suspicious stance was also held by many frontline doctors and even hospital
administrators, who were conservative about this new technology, as they thought that
their “old ways of doing things were okay”. (Interview with Mr. M 20201103; Interview

with Mr. Y 20201105; Interview with Ms. J 20210225).

Second, perhaps more importantly, coordination was absent when putting the
2010 Telemedicine Initiative on the ground. A technocratic mindset prevented the health
bureaucracy from seeking cooperation from other departments. The Ministry of Health
and its local agencies considered telemedicine to be the application of innovative
technology in the clinical setting, but paid little attention to the host of essential
incentives and administrative arrangements that would accompany it. While the Action
Plan for the 2010 Telemedicine Initiative of Guizhou made a seven-step plan for policy
implementation, none of them mentioned about the incentives and administrative
arrangements for telemedicine services.?® Compared with lengthy paragraphs on details
of technical parameters, there was only one paragraph related to the development of the

regulatory framework:

“After gaining sufficient experience of providing telemedicine services, the
provincial health commission, prefectural and county health departments and
hospitals joined in the pilot program shall work together on developing a

suitable regulatory framework on telemedicine for local contexts in Guizhou.

23 The seven steps are (1) designing technical parameters, (2) biding for the software and hardware, (3)
building up the digital network for the telemedicine system, (4) developing and modifying the software
for telemedicine services, (5) piloting the application of the software (6) scaling up the application of the
software and (7) evaluating the outcomes.
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The regulatory framework includes rights and responsibilities of different
service providers, distribution of malpractice accountability, protection on

patients’ privacy and other issues related to the telemedicine services.””?

The technocratic mindset of the health bureaucracy negatively affected the reform
progress, as it exerted the officials unaware of the significance of interdepartmental
coordination in creating such a policy framework. For example, setting a reasonable fee
schedule is crucial to a sustainable telemedicine system, because health facilities would
otherwise have no economic incentive to engage such services. In the meantime, setting
the fees too high would raise grave concerns about the financial risk of social health
insurance. The task of setting fees belonged to the Provincial Development and Reform
Commission, whereas the Social Security Bureau managed social health insurance. The
participation of social security departments in the telemedicine scheme is most crucial,
because most patients will be unable to use telemedicine services outside the coverage
of their social health insurance. However, neither of these departments was invited to

discuss policy coordination in 2010.

Even internal coordination was largely absent in the health bureaucracy itself.
Although Guizhou Provincial Health Commission did set up a steering group for the
2010 Telemedicine Initiative, the Deputy Director in charge considered the involvement
of multiple divisions in this program to be unnecessary. As a result, he only enlisted the
Health Information Center and the Division of Health Administration. In the end, limited

bureaucratic coordination prevented the provincial health commission from developing

24 Guizhou Provincial Health Commission. (October 12, 2012). The Action Plan for the 2010
Telemedicine Initiative.
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proper administrative guidelines to facilitate the implementation of telemedicine. All of
these hurdles could not be easily overcome without a strong commitment on the part of
technocratic implementers and certain entrepreneurial strategies. Mr. Y candidly
acknowledged that his original motivation was to fulfill the task assigned by the Ministry
of Health (interview with Mr. Y 20201105). In this way, the implementational
entrepreneurship of the 2010 Telemedicine Initiative fall into the “drifting” category. This
part of case also echoes Proposition #1 and demonstrates that national policy may fail in
coupling with local problem and political streams without the participation of

enthusiastic and capable implementational entrepreneurs.

The absence of other provincial departments in policy implementation in
particular resulted in the failure to create an effective incentive system. Consequentially,
both doctors and patients in secondary hospitals had little momentum to use the services,
although the demand for remote virtual health services was actually rather high in this
particular province. Some observations on outcomes of the 2010 Telemedicine Initiative
demonstrated this point. For example, Ms. J, an administrator of a lead provincial hospital,

the local implementation was a “failure”:

“In 2010, my hospital was required to join the Telemedicine Program and I was
delegated as the person in charge. At that time, the provincial health commission
instructed us to establish connections with three county hospitals and provided
assistance to them. My hospital gave each secondary hospital a sum of financial
aid of 300,000 yuan to upgrade their digital infrastructure. Despite the large
investment, the outcome was rather disappointing. Only one county hospital

asked for our clinical assistance for one case (patient) through telemedicine.
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Even in that case, the telemedicine system did not perform very well—the
consultation was frequently interrupted due to the poor internet connection.
Since then, the service has been totally left untouched in our hospital.”

(Interview with Ms. J 20210225)

Mr. Y shared the same viewpoint. He acknowledged that this policy initiative did

not achieve the desired outcome:

“We [the Health Information Center] developed a ‘5+1° scheme to implement
the 2010 Telemedicine Initiative, which included a tertiary hospital and five
secondary hospitals. In 2011, we expanded the scale of the initiative and
launched a ‘3+24’ scheme. In this new scheme, we set up a designated
information center and used it to provide technical support to the entire system.
However, when putting the two schemes into practice, we sadly found that few
hospitals utilized this telemedicine system; therefore, neither the ‘5+1’ nor the

‘3+24’ scheme achieved its initial purpose.” (Interview with Mr. Y, 20201105)

Clearly, the 2010 Initiative failed to yield notable effects in integrating health

services and building primary care capacity.

5.1.3. Social learning and shift of entrepreneurial motivations
Although the 2010 Initiative did not achieve the desired goals, the experience of
policy implementation enabled Mr. Y to elaborate his understandings of values of the

telemedicine services for addressing various issues of health care in Guizhou.
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“I was engaged in the program by chance. In 2011, I took charge of the program
as the chief of the Health Information Center. At the time, | just wanted to
complete the task assigned by the Ministry of Health. Yet, | observed that this
technological innovation provided doctors at different levels with a highly
efficient tool with which to share knowledge. Before the launch of the
Telemedicine Program, specialists from lead provincial hospitals were also
required to train doctors in county hospitals and primary health centers through
lectures. They had to either physically visit the counties or summon students to
Guiyang. Either way, it took people a really long time to travel, given the poor
transportation in Guizhou. As such, telemedicine is more cost efficient than

traditional modes of communication.” (Interview with Mr. Y 20201105)

Mr. Y was well aware that telemedicine may serve as an important way to
improve the quality of primary care, which is not only a key objective of the 2009 Reform,

but is also a critical necessity in Guizhou. He added:

“As the program went on, I thought that telemedicine may offer a regular
mechanism in regard to capacity building for numerous primary care facilities.
For example, the health commission can require doctors in lead urban hospitals
to spend several hours every day providing guidance to lower-level facilities.
They may select some cases from the telemedicine system and discuss them
with doctors at county hospitals. During this process, senior doctors from lead
hospitals may reflect on the treatment for these cases, and tell their junior
colleagues at the grassroots level what to do in the future when they encounter

similar cases. In this way, the professional skills of primary care providers can
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be substantively improved.” (Interview with Mr. Y 20201105)

These views suggest that Mr. Y’s was elevated from a merely technocratic “do
the job as instructed” type to one with a higher level of policy acuity. His recognition of
the value of telemedicine in regard to integrating China’s health service system inspired
Mr. Y’s devotion to the program. In particular, Mr. Y believed that he was making a
difference to local health care in Guizhou, his hometown. These motivations prompted
Mr. Y to be proud of his work and to become committed to the Telemedicine Program.
While Aviram and coauthors’ (2018) argued that “ideological entrepreneurs” are
motivated by a sense of satisfaction derived from policy implementation, Mr. Y provided
a vivid example of this in the Chinese context. This part of the case also demonstrates
that learning plays an important role in changing motivations and arousing commitment

of implementational entrepreneurship.

5.2. Going against wind (2013-2014)

In the second half of 2013, Mr. Y learned that the National Health Commission
(then named the National Health and Family Commission and Ministry of Health) and
the National Development and Reform Commission were about to launch a nationwide
pilot program for telemedicine innovations. Four renowned lead hospitals in Beijing?
would be matched with counterparts in hinterland regions to provide telemedicine
services to patients from remote areas. The lead hospitals were expected to not only offer
online clinical services, but also help local governments there design the digital network

and operational standards. The pilot selection was on a competitive basis, as provincial

5 The four lead hospitals are the General Hospital of the People’s Liberation Army, the Peking Union
Medical College Hospital, the Peking University People’s Hospital, and the China-Japan Friendship
Hospital.
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health commissions were asked to submit an application together with a pilot proposal
to the central ministries. With dedicated fiscal package of RMB 50 million, the pilot
program was certainly attractive to local governments, particularly those in central and

western China.

Leading the implementation of the 2010 Initiative, Mr. Y realized that the lack of
interdepartmental coordination is a crucial factor underlying the implementation failure.
As a mid-rank official in the government, he displayed a high level of political sharpness
and considered the national pilot scheme to be an invaluable opportunity to put policy
innovation onto the Provincial Government’s agenda, and thus overcome bureaucratic
fragmentation. He intuitively felt that gaining a certain status regarding the pilot would

help him gain a breakthrough in Guizhou’s Telemedicine Program. He elaborated:

“In the second half of 2013, officials in Beijing occasionally disclosed that
they were planning to set up telemedicine pilots in western provinces. | kept
wondering why the project initiated in 2010 had not produced the desired
outcomes. | increasingly realized that the development of telemedicine was
not a simple application of technology. Instead, it inherently relies on
innovation in regard to certain mechanisms. If this program could be
designated as a ‘key work’ of the provincial government, the chance of
success can be increased, because this status requires all related provincial
departments to engage in the project. As | had been working in the province
for so many years, | knew that the national pilot can attract provincial leaders’
attention. If we let this opportunity go, it would be difficult to push the

program forward any further. Therefore, | must seize it. | think devoting



117

myself to the national pilot was the most important decision that | had made
since my participation in this program began.” (Interview with Mr. Y

20201105)

Overall, as Mr. Y identified the National Pilot Scheme as a chance to “revive” the
halted program, he devoted all effort in promoting the application for this pilot
opportunity between 2013 to 2015. This pilot opportunity prompted him to take a more
aggressive stance in regard to reinvigorating the halted program in Guizhou. At the time,
Mr. Y, as a mid-rank official in the government, was not entirely certain about the
frontline factors underlying the failure of the 2010 attempt, but he displayed a high level
of political sharpness and considered the national pilot scheme to be an invaluable

opportunity to put policy innovation onto the Provincial Government’s agenda.

5.2.1. Hurdles of bureaucratic fragmentation

The first step taken by Mr. Y in regard to the application was to build up
cooperation with lead national hospitals. After several trips to Beijing, he decided to seek
a breakthrough from the General Hospital of the People’s Liberation Army (PLAGH), a
pioneer in China’s telemedicine innovations. With its first telemedicine program
launched in 1997, the PLAGH spearheaded the entire country in this area. Its unique
status as the medical hub of the Chinese military system has put PLAGH in a favorable
position to extend its telemedicine network from Beijing to the rest of China. More than
two decades of development in this area have nurtured a professional team of both

administrators and senior specialists excelling in telemedicine services.?® As a result, the

% See Zhang Meikui’s presentation at the Sth Industrial Conference for Mobile Health Care of China,
available at http://www.mhealthchina.org/wp-content/uploads/2015/08/2015081905540980.pdf.,
accessed on February 7, 2022.
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PLAGH became the natural candidate for health policy officials in Guizhou to reinforce

their own program.

While Mr. Y was keen to promote cooperation with the PLAGH, the change in
the provincial health administration brought about unexpected difficulties. In 2014, the
central government initiated another round of organizational restructuring that merged
the Ministry of Health and the National Commission of Family Planning into the
National Commission of Health and Family Planning. This change was duplicated at all
levels of the administrative system. The newly formed Guizhou Provincial Commission
of Health and Family Planning was no longer headed by Professor U, the previous
Director of the health department, who was appointed with a directorship of the
provincial food and drug administration. Instead, Mr. W, the former Director of the
family planning commission started to head the restructured provincial health

commission.

With a professional degree from the West China Medical University, an elite
medical school in China, Professor U had practiced in a lead provincial hospital in
Guizhou for about 10 years. His eminent reputation soon established him as a full
professor and, later, as the President of a local medical university in 2002. Professor U
was appointed as the Director of the provincial health bureau in the early 2010s, kicking
off his political career. As an “expert leader”,?’ he understood the essential role of

telemedicine in reintegrating China’s fragmented health system, and endorsed Mr. Y’s

27 Expert leader is a concept created by Amanda Goodall (2012). An expert leader has three salient
characteristics. First, she should acquire adequate technical knowledge of the core-business activity, which
can be obtained through education or practice. Second, an expert leader ought to work in the core-business
area for a relevantly long time, and thereby accumulate rich experience in that industry. Finally, it is better
for that person to possess leadership capabilities that includes management and leadership experience and
training, acquired during the leader’s earlier career.
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engagement with the PLAGH. In contrast, the lack of necessary knowledge about
medicine and health services on the behalf of Mr. W, the new Director, soon turned out

to be an obstacle for the initiative. As Mr. Y remarked:

“As far as I can see, Mr. W was unfamiliar with the Telemedicine Program as
a form of health system innovation. To earn his support, | briefed him,
thoroughly explaining what telemedicine is and how it may contribute to the
integration of health care. Mr. W offered his feedback: ‘I cannot fully
understand how telemedicine can benefit health care services. Although the
central government will grant RMB 50,000,000 to the pilot provinces, it may
not be worthwhile for us to spend so much time and resources for such a
modest amount of funding.” When reporting to Professor H, the Deputy
Governor, Mr. W also admitted that he could understand the purpose and
content of all of the health reform initiatives, except for the Telemedicine

Program.” (Interview with Mr. Y 20201105)

Within the provincial health commission, most divisions held a lukewarm stance
in regard to the Telemedicine Program. Mr. Y therefore had to rely on himself to break

the impasse. He sighed emotionally when recalling this difficult situation:

“From the end of 2013 to early 2014, I had a really tough time. Both Mr. W and
other divisions were unwilling to support me. They did not believe that the
vision portrayed by me was an attainable one. The division heads even doubted
whether telemedicine could truly bring benefits to local health care. As a result,

I was struggling to push forward the Telemedicine Program.” (Interview with
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Mr. Y 20201105)

As the external environment set obstacles to implementational entrepreneurship,
the early attempts at applying for the National Pilot Scheme fell into the “sailing against

the wind” category.

5.2.2. Maneuvering within the bureaucracy
Changing unfavorable circumstances requires skillful adoption of entrepreneurial
strategies. Three key strategies were employed by Mr. Y to gain more support for the
Telemedicine Program: issue framing, smart use of bureaucratic procedures, and venue
shopping. I will elaborate on these three entrepreneurial strategies in the next sections,
especially how implementational entrepreneurs use their domain expertise and

knowledge of inner workings of the governmental system to accelerate the reform.

As discussed in Chapter 2, collaboration is essentially a process of creating a
shared form of cognition among actors by reframing the issue. To arouse Mr. W’s
awareness of the value of telemedicine, Mr. Y constructed new persuasive narratives. In
his narrative, Mr. Y attributed the variety of local health care problems—especially the
expensive access to care—to the poor transportation infrastructure, and highlighted the
value of telemedicine in resolving these problems. He depicted the reform as an effective
tool not only for overcoming coordination difficulties across various levels of the health
care system, but also for easing the access to quality care for millions of people living in
poor and remote areas. Furthermore, he emphasized that telemedicine is capable of
cementing the connections between health service providers, which would greatly

improve the quality of primary care in Guizhou. At the same time, Mr. Y associated the
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application for the national pilot with other ongoing projects of the Health Information
Center, creating the impression that the Telemedicine Program would bring advanced
health informatics to the poor province. Mr. Y recalled how he yoked different issues into

one compelling narrative package:

“In the health commission, we [division chiefs] need to report the progress [of
our own divisions] to the Commission leadership every month. I used this
opportunity to reiterate the fundamental role of telemedicine in the development
of health informatics. When making my reports to Mr. W, I told him that the
Telemedicine Program could accelerate the process. For instance, I shared how
we purchased equipment for lower-level hospitals. I also underscored that the
[2010] implementation of telemedicine encouraged primary health centers to
upgrade their electronic systems, which significantly improved their managerial
capacity. If we go down this path, the successful application of the national pilot

can push forward this progress.” (Interview with Mr. Y 20201105)

This strategy worked. Although Mr. W still harbored doubts as to the
effectiveness of telemedicine in reintegrating health services, he did recognize its value
in advancing Guizhou’s health informatics, which appeared to be high on his policy
priority list. In the end, he offered to join the bid for the National Telemedicine Pilot. Mr.
Y’s case demonstrates how mid-rank officials can skillfully improve their harsh working
conditions by intelligently coupling the national vision for policy with local needs in
reality. In particular, owning legitimate “domain authority” in health informatics, this
mid-level entrepreneur successfully aroused interest in innovation by linking it with other

issues related to health informatics. Echoing Proposition #3, this part of the case
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demonstrates how mid-rank entrepreneurs can take advantage of their domain knowledge

to catalyze policy implementation.

The smart use of authority and information devices stood out as another useful
strategy when Mr. Y was striving to soften the unfavorable environment inside the
provincial health commission. Owing to their inferior position in the hierarchy, mid-rank
entrepreneurs typically lack adequate political resources to make major policy changes
(Cohen and Aviram, 2021); instead, their position in the technocratic echelon of the
bureaucracy offers them ample space to exploit bureaucratic rules and procedures to
amass political capital for a breakthrough. This entrepreneurial strategy manifested itself
clearly in Guizhou’s application for the national pilot, during which time Mr. Y made
smart use of several bureaucratic procedures to reinforce the legitimacy of the

Telemedicine Program.

Written comments—a distinctive type of informal document in the Chinese
political system, in which senior leaders mark their opinions on internal reports submitted
by subordinate agencies—were one effective procedural tool exploited by Mr. Y. Senior
officials may offer endorsements of a proposal, make comments on ongoing
policies/programs, or highlight important issues to follow up. According to Chinese
administrative custom, endorsement through written comments indicates senior officials’
positive stance toward a reform or proposal, which grants the lead department with
considerable legitimacy to continue (Meng and Chen, 2016). In the midst of the 2010
Telemedicine Initiative, the provincial health commission invited a research institute to
evaluate the program. The evaluation report was subsequently submitted to the Provincial

Governor. In his written comments, the Governor instructed the Health Commission to
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scale up the Telemedicine Program. Although written comments are typically not
considered to be politically binding formal documents, they still offered Mr. Y a symbolic
source of support to strengthen the legitimacy of the Telemedicine Program. After all,
very few peer bureaucrats could negate an endorsement from the Governor, the top
administrative chief in the province. In Mr. Y’s own words, he was essentially “waving

a chicken feather as a token of authority”.

Writing policy memos served as another useful method employed by Mr. Y.
Before the provincial government promulgates important policy documents, it usually
encourages subordinate departments to submit policy memos to inform the formulation
of these provincial policy documents. Departmental directors usually further assign the
task to division heads, who are technocratic experts in specific policy areas. This
mechanism grants mid-rank officials a precious “fast lane” to let their views be heard by
provincial leaders. Because some of these memos may eventually be developed into
provincial-level policy plans, division chiefs, who are responsible for drafting the memos,
can make use of this opportunity to promote their initiatives. Mr. Y took full advantage
of this mechanism to amass political capital. In 2013, the provincial government was
preparing a strategic planning document, which was about to spell out the direction of
socioeconomic reforms in Guizhou. His great political acuity prompted Mr. Y to seize
this opportunity to increase the legitimacy of the Telemedicine Program. Nonetheless,
the process was rather demanding, since all divisions wanted their memos to be accepted
by the provincial government. Mr. Y described the fierce competition inside the health

commission:

“In 2013, the provincial commission was invited to submit policy memos to the
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provincial government for consideration. The Director asked us to submit a
memo representing our division. I knew that this opportunity was precious. If [
missed it, | wouldn’t get another one in the short term. Therefore, I drafted the
memo on behalf of the Health Information Center, in which I called for the
provincial government’s attention to telemedicine, emphasizing that this reform
could speed up the integration of health services in Guizhou. My suggestion,
however, was rejected twice, because the senior management of the commission
considered the policy issues raised by other divisions to be of higher priority. In
this difficult situation, I decided to request a meeting with Mr. W, in which I
reiterated the significance of telemedicine to Guizhou’s health care reform. I
even showed him the written comments of the Provincial Governor as a proof

of his enthusiasm about this project.” (Interview with Mr. Y 20201105)

His efforts worked. Eventually accepted by the Director, Mr. Y’s policy memo
was later on incorporated into the provincial planning paper, which marked the elevation
of this program from a departmental initiative to a provincial policy. The smart use of
bureaucratic procedures granted the mid-rank entrepreneur a powerful tool with which
to increase the legitimacy of issue framing. Furthermore, the entrepreneur made
intelligent use of his familiarity with the decision-making rules within the governmental
system, which stems from his experience of working in the government. This part of the
case reinforces Proposition #3, suggesting that implementational entrepreneurship can

benefit from officials’ knowledge about the inner workings of a governmental system.

Finally, Mr. Y attempted to shift the venue from health care to other professional

sectors. As discussed earlier on, venue shopping is an effective strategy for
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implementational entrepreneurs to use to gain backing, especially when too many
opponents exist in the policy arena. Entrepreneurial officials can create a favorable
environment for the policy program by convincing stakeholders across organizational
boundaries or carrying the proposal to another administrative level (He and Ma, 2020).
In this case, his application for the National Pilot offered Mr. Y a perfect opportunity to

find a more appropriate venue in order to accelerate the implementation of telemedicine.

Since the national pilot scheme was launched by both the National Development
and Reform Commission and the National Health and Family Planning Commission, the
Provincial Development and Reform Commission was assigned as the lead department
in the province. Mr. Y hence had a chance to work with Ms. Z, the Deputy Director of
the development and reform commission. Although Ms. Z did not have much experience
in health care per se, she was fairly familiar with technological innovations; Ms. Z had
worked in the metal smelting industry for decades, making her a qualified technocratic
expert. Her expertise in science and technology impressed provincial leaders, who later
on appointed Ms. Z as the head of a research institute. During that period, she led
numerous successful projects. Given her extensive experience in technological
innovation, Ms. Z had held a very positive stance toward the Telemedicine Program since

she took office at the development and reform commission in 2011.

With a wide portfolio consisting of the planning and formulation of strategically
important policies, the development and reform commission is the most powerful
bureaucracy in the Chinese administrative system. In Mr. Y’s analysis, an unbeatable
alliance could be formed if he was able to secure Ms. Z’s interest in the reform. He

requested a meeting with Ms. Z and managed to formally present his telemedicine
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blueprint. Mr. Y analyzed how the Telemedicine Initiative could help reintegrate the
fragmented health care system, presenting a bright future related to technological
innovation. Knowing Ms. Z’s specialization in science and technology, he even explained

to her the nuts and bolts of telemedicine and its feasibility in Guizhou.

While this presentation did impress Ms. Z, Mr. Y also “led by example” to
strengthen her appreciation of the reform. In early 2014, the child of Ms. Z’s colleague
developed a severe disease and was sent to an intensive care unit. Even specialists in the
provincial hospital failed to improve the child’s critical condition. Learning about this
situation, Mr. Y sought the PLAGH’s urgent assistance through the Pilot Telemedicine
Network. Specialists in Beijing soon came up with a clinical protocol. This unexpected

incident bolstered Ms. Z’s recognition of the value of telemedicine. She remarked:

“At that time, the PLAGH and the provincial health commission had just signed
an MoU, and no medical equipment had been installed yet. However, the
hospital in Beijing still sent a team to Guiyang on the same night for an on-the-
spot service, which was headed by their top specialist. In the meantime, Mr. Y
called the partner company, which was responsible for operating the information
system, for technical assistance. The Beijing doctors used their telemedicine
system to work out a clinical protocol and guided the curative process. I am
really grateful to both Mr. Y and doctors from the PLAGH for saving the child’s
life. This incident also made me appreciate the strong commitment of the central
government to addressing the expensive access to care. Furthermore, I
personally witnessed how telemedicine brought about convenience to doctors

and patients. I was also thinking that, if the program could be scaled up to the
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whole province, more patients would benefit from it.” (Interview with Ms. Z

20210523)

Ms. Z then recommended the program to Professor H, the Deputy Provincial
Governor overseeing health affairs. As a distinguished expert in engineering, he is an
open-minded senior official and always receptive to novel knowledge. Ms. Z recalled her

encounter with the Deputy Governor:

“Professor H is a modest leader. As the Deputy Governor, he is always willing
to learn from subordinate colleagues and experts. I remember that he once had
some questions related to my research area and invited me to give him a lecture
in his office. I was a little nervous at the beginning. However, when I entered
his office, Professor H greeted me and we shook hands. He said, ‘You are a
renowned expert in this area so I should seek enlightenment from you.’ Professor
H is so smart that he could quickly grasp what we were talking about, even when

the topic was beyond his scope of expertise.” (Interview with Ms. Z 20210523)

Knowing Professor H’s open-mindedness, Ms. Z invited Mr. Y to introduce the
Telemedicine Program to the Deputy Governor. The presenter used plain language to
establish both the necessity and the feasibility of the reform, supported by statistical data
and empirical evidence. For example, Mr. Y compared the ratio of qualified doctors in
Guizhou with the national average to demonstrate the critical shortage of human
resources in primary care. He also presented the prefectural number of physicians per
thousand population as proof of the inequality in health care. Professor H quickly grasped

the ideas conveyed by the mid-rank officials. He agreed that this reform could bring
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benefits to millions local people and telemedicine would indeed have great value for

Guizhou, given its harsh geography and the shortage of quality health resources.

In the end, Professor H wrote notes instructing provincial departments to do their
best in the application for the national pilot. ?® In particular, all related departments were
asked to cooperate with the two commissions in charge. Once again, Professor H showed
his amiability; he allowed Mr. Y to directly report work to him, which is rather
exceptional according to informal customs in China’s government hierarchy. As Mr. Y

remarked:

“To be honest, as a chu-rank official, I have no right to meet the Deputy
Governor directly. Yet, I was granted exceptional access to his office. Professor
H is really an easy-going person. It is no exaggeration to say that I went to the
Deputy Governor’s office as frequently as I went to the garden in my own house.”

(Interview with Mr. Y 20201105)

Despite the unsupportive environment within the provincial health bureaucracy
at the beginning, Mr. Y effectively carried the Telemedicine Program forward to more
powerful arenas, where he obtained precious support from mid-rank officials of other
departments and the provincial leader, who was enthusiastic about the reform. As
illustrated below, these entrepreneurial strategies significantly changed the environment
for the reform. Consequently, the implementational entrepreneurship was shifted from

an “against the wind” mode, in which the entrepreneurial official was stifled by

28 Deputy Director H. (March, 2015). A Speech at the Provincial Working Conference on the National
Pilot Scheme for Telemedicine (zai yuancheng yiliao shidian gongzuohui shang de jianghua).
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unsupportive external circumstances, to a “heading toward the destination” mode, where
the conditions became favorable. Furthermore, the unfailing efforts of Mr. Y demonstrate
that competent entrepreneurs can change their environment by skillfully adopting various
strategies to initiate the shift from one implementational entrepreneurship mode to

another.

5.3. Turning the tide (2014-2015)

In March 2014, the National Health Commission and the National Development
and Reform Commission issued a notice, launching the National Pilot Scheme.
Maintaining the technical framework prescribed in the 2010 Telemedicine Initiative, the
National Pilot Scheme had three major differences (see Table 5.1). First, drawing lessons
from the 2010 Telemedicine Initiative, the central authorities admitted that the
development of telemedicine services in China faced “hurdles of insufficient policy
provision”.?° Therefore, the national pilot program set the development of regulatory
framework as a priority for the Telemedicine Program. Second, in the 2014 Pilot, the
central government granted local governments greater room for discretion by requiring
them to develop an action plan suitable for local conditions. Third, the central ministries
instructed local authorities to ensure the interdepartmental coordination by establishing

steering groups.

Apparently, by granting local governments with greater autonomy and instructing
them to establishing steering groups, the central ministries endorsed the national pilots

at the institutional level. Such a policy design further improved the external

29 The National Health Commission and the National Development and Reform Commission. (March 25,
2014). Notice on Arranging the National Pilot Scheme on Telemedicine, available at
http://www.gov.cn/xinwen/2014-03/25/content_2645258.htm, accessed on February 7, 2022.
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circumstances of the reform in Guizhou, where the Ms. Z and Professor H had already
provided unconditional support. As a result, the implementational entrepreneurs were
enabled to work in a very favorable environment when applying for the National Pilot

Scheme.

Table 5.1. The 2010 Initiative vs. the 2014 Pilot Scheme

The 2010 Initiative The 2014 Pilot Scheme

The purpose of the initiative is to primarily build up a The national pilots shall stress on the development of

Priority works . .. .
data center for telemedicine services.

process in future.

. . The central government sets up technical parameters ~ The central government grants greater room for local
Local discretion

for the local authorities. authorities to work out the action plan.

No steering group is formed in the provincial Governments of pilot provinces should establish steering
Steering group govcm_mc_nt; within_ Guizhou Provi_ncial Health groups _for the tclcmcdicinc_program. Headed by tt_lc

Commission, there is a small steering group formed  provincial leaders, the steering group takes the major

by two divisions. responsibility for making major decisions.

regulatory framework and gain experience for the scaling-up

Source: the Author

5.3.1. Formation of collective entrepreneurship

Changes in external environment significantly accelerated the formation of
collective entrepreneurship, which is not rare in practice. Meijerink and Huitema (2010)
describe two of its advantages in the policy process. First, actors coming from different
arenas may draw on strategies from their respective fields, enabling collective
entrepreneurship to influence the reform through diverse approaches. Second,
participants may have different skills and capacities, irrespective of their positions.
Therefore, the shortcomings of one implementational entrepreneur can be made up for
by the complementary characteristics of others, creating a synergetic effect. While the

individual role of Mr. Y was salient in the early stages of the application, collective
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implementational entrepreneurship was formed later on when he was joined by two
additional mid-rank officials, Ms. Z and Mr. W. Although Mr. W was the Director of
Guizhou Health Commission between 2014 and 2018, he had neither a medical
background nor prior work experience in the health sector before his inauguration.
Limited in domain knowledge, he was not appreciative of the Telemedicine Program at
the beginning. Yet, his mentality was gradually changed by Mr. Y, who linked
telemedicine with other issues related to health informatics in Guizhou. During this

process, Mr. W proved himself to be an open-minded senior official. Mr. Y recalled:

“As the reform went on, Mr. W gradually adopted a supportive attitude to
telemedicine and granted us with considerable autonomy to carry it out. In
particular, he was impressed by my enthusiasm and commitment to the reform.
Mr. W told me that he has no expertise in health care, but he now understood
the potential value of telemedicine. If there is not potential in this program, I
wouldn’t have expended so much effort trying to persuade him. As a result, Mr.

W said that he was willing to support it.” (Interview with Mr. Y, 20201105)

Mr. W formally joined the collective entrepreneurship team in early 2011, after
he was entrusted to co-lead the steering group. Since then, his endorsement has removed
most of the hurdles encountered within the provincial health commission. Under Mr. W’s
instruction, a departmental steering group was established to strengthen division-level
coordination. Unsurprisingly, he appointed the Health Information Center as the lead
division, which placed Mr. Y at the center of steering the policy implementation.
Furthermore, he granted Mr. Y with several privileges to ensure his continuous leadership

in the Telemedicine Program. For example, the Health Information Center enjoyed
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privileged access to various resources. In the meantime, Mr. Y and his team were
exempted from performing other “key work™. This significantly reduced their workload

and allowed the team to concentrate on the Telemedicine Program.

Overall, the collective implementational entrepreneurship created a marked
“chemistry” among the mid-rank officials involved. They were then able to complement
each other in the coalition, facilitating the implementation process. The motivations,
interactions, and complementary roles within the collective implementational
entrepreneurship are illustrated in Figure 5.3. The newly forged collective
entrepreneurship was soon engaged in working out an action plan and coordinating the

fragmented bureaucracy.

Figure 5.3. Collective entrepreneurship of the Telemedicine Program
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5.3.2. Social learning and professional networks

Although the National Development and Reform Commission and the National
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Health and Family Planning Commission had identified several candidate regions, the
number of national pilots was limited. The central ministries were to make the final
decision, based on the feasibility of the action plans submitted by candidate regions.
Therefore, Guizhou needed to draw up a high-quality proposal. In the meantime, drafting
the action plan also provided implementational entrepreneurs a chance to operationalize
the national guidelines. Yet, while mid-rank officials had gained considerable experience
from the 2010 Telemedicine Program, they had not attempted to conduct such a program
on a full scale at the provincial level. As a result, the implementational entrepreneurs did
not have clear ideas about how to carry out the national pilot. Mr. Y’s explanation

epitomizes the vagueness the government officials were confronting:

“When drafting the action plan, we did not have a clear idea about what the
telemedicine network in Guizhou should look like. Some thoughts came to my
peers and myself through extensive discussion, but they were too ambiguous to
guide the operation. For example, although we knew that the government should
encourage hospitals to use telemedicine, how exactly could we do that? More
importantly, should we give priority to building up the administrative guidelines
or to the installment of hardware and software? To be honest, we were ‘crossing

the river by feeling for the stones’ at that time.” (Interview with Mr. Y 20201105)

Learning was used as an effective strategy to cope with the pervasive ambiguity.
This strategy can either help implementational entrepreneurs accumulate intellectual
capital, or lead them to find an effective way to overcome hurdles. The implementational
entrepreneurs in this case learned from three major sources during the process of

formulating an action plan. They first learned from past experiences, especially the gains
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and pains of the 2010 program. Recognizing the power of cloud computing in the pilots,
Mr. Y reassured his colleagues that this technology was suitable for Guizhou and should
be scaled up in the national pilot. In the meantime, the unpleasant ending of the 2010
program led them to realize that such a reform would not succeed with technology alone;

a conducive policy framework is of utmost importance.

Site visits and information sharing served as other useful mechanisms for learning.
Headed by Ms. Z, a research team visited Zhejiang and Xinjiang, two outperforming
provinces in telemedicine. The trips turned out to be fruitful, as the implementational
entrepreneurs gained a valuable understanding of the design of a pilot program. They
also attended several briefing sessions hosted by the central ministries. For example, in
one of the meetings in June 2014, central government officials advised local governments
to establish a local regulatory framework before pursuing the installation of technology.
% This advice usefully answered the puzzle faced by Mr. Y regarding why the 2010
attempt failed. He realized that a telemedicine program is by no means a form of
technology installation per se, but involves a great deal of “connection work™ that align
all incentives and mechanisms in a coherent manner. In the end, the advice offered by
the central ministries was set up as a key principle guiding the telemedicine innovation

in Guizhou.

Fieldwork was the third source of learning for implementational entrepreneurs in
this case. Although they knew that the poor transportation infrastructure inhibited

communication between health service providers, they did not have an exact picture of

30 CN-Healthcare. (December 4, 2017). Guizhou is Advanced in the Development of Telemedicine
Services (yunshang Guizhou zhulu yuancheng yiliao), available at
https://www.medsci.cn/article/show_article.do?id=480a122259b2, accessed on February 7, 2022.
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the severity and scope of such problems, nor did they fully understand to what extent
rural residents were in need of telemedicine, or the interest of hospitals in providing such
services. Thus, Ms. Z asked provincial departments to do “homework” through several
field trips. This fieldwork furnished the implementational entrepreneurs’ abundant fresh
observations of the difficult access to care faced by numerous rural residents, many of
whom had to spend several days in Guiyang when unwell with catastrophic diseases. The
rich empirical evidence collected during the course of the fieldwork was subsequently

incorporated into the action plan:

“In recent years, health services in Guizhou have made remarkable
achievements, with assistance from the central government and sister provinces.
However, the underdeveloped economy creates various problems at the local
level, such as the big gap in hospital funding, poor health infrastructure, and the
lack of qualified health professionals. All of these problems severely constrain
the advancement of health care in Guizhou. In this context, doctors in Guizhou

can seek guidance from leading medical experts by using telemedicine.”3!

Building up an intellectual coalition was another key strategy for
implementational entrepreneurs to cope with the ambiguity and uncertainty of policy
programs. The participation of scholars and practitioners can provide additional support
and further strengthen the legitimacy of the reform. During the operationalization stage,
the provincial government set up an advisory panel composed of leading scholars and

senior hospital administrators. The panel reviewed the draft plan and offered useful

31 Guizhou Development and Reform Commission and Guizhou Provincial Health Commission (May,
2014) The Operational Protocol for the National Pilot of Telemedicine in Guizhou.
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feedback. For instance, Ms. J, a hospital administrator who participated in the 2010
Telemedicine Program, also sat on the advisory panel this time. She described the heated

debate between advisors and government officials:

“I was invited by Mr. Y to join the advisory panel in 2014. We held a number of
meetings to fine-tune the draft plan. The government officials shared their
thoughts about the provincial guidelines for telemedicine. They said the
framework should be as detailed as possible. Otherwise, county hospitals may
not know what to do unless explicit guidance is given. However, 1 knew this
proposal would stifle creativity at the county level, even though it sounds
reasonable. I met many smart people at prefectural and county hospitals. They
wanted to promote the local development of health informatics and had
innovative thoughts about how to do that. What they were expecting was merely
an opportunity granted by the upper-level government. Therefore, I suggested
the government officials leave considerable autonomy [in the plan] to hospitals.
To dispel their concerns about the lack of capacity on the ground, I submitted a
compromised proposal. That is, we could establish a loose policy framework,
but still provide relatively detailed guidelines for the sake of smooth operation.”

(Interview with Ms. J 20210225)

Ms. J’s suggestion was accepted in the end. Apparently, the advisory panel was
not a matter of routine formality, put in place to simply endorse a plan that had already
been decided; instead, it did actually help substantially in the proper operationalization
of the plan. Echoing proposition #3, this part of case demonstrates how professional

networks provide implementational entrepreneurs in China a useful tool for accumulating
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valuable knowledge for operationalization.

5.3.3. Using procedures to mitigate fragmentation

Bureaucratic fragmentation again became another hurdle at the operationalization
stage. In particular, the development of administrative guidelines governing telemedicine
entailed the participation of several provincial departments, which may have divergent
views and interests in regard to this issue. For instance, the provincial social security
department and the health commission held different opinions about whether
telemedicine services should be included in the benefit package provided by social health
insurance and to what extent individuals should be reimbursed for such services.
Implementational entrepreneurs took advantage of bureaucratic organizations to enhance
coordination. Following central instructions, the government of Guizhou launched a
steering group in May 2014. Headed by Professor H, this interdisciplinary and
interdepartmental team stands at the center of the reform. Figure 5.4 presents the structure

of the steering group.

The steering group brought two major benefits to implementational
entrepreneurship in regard to bureaucratic coordination. First, government officials from
lead departments could assign necessary tasks to other agencies through the steering
group. Therefore, it provided an efficient mechanism through which entrepreneurs could
manage the implementation. Second, the steering group offered a mechanism through
which to consolidate the same mindset across departmental directors. It worked as a
useful platform for different parties to exchange opinions about the reform. Government
officials were asked to formally explain the views of their respective departments and

strengthen their arguments with supportive evidence. This was a useful way to mitigate
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bureaucratic tension across government departments due to their respective sectoral
interests, because participants at the meeting were able to deliberate in regard to the
reform in a rational manner. Moreover, the group leader held the ultimate power over
making final decisions. As a result, when different provincial departments held
contradictory viewpoints, Ms. Z could submit the issue to Professor H and ask him to
settle the debate. The result of this “arbitration” was usually binding; hence, this steering
group enabled implementational entrepreneurs to cope with bureaucratic fragmentation
more efficiently. Echoing Proposition #5, this part of case demonstrates how
implementational entrepreneurs smartly use bureaucratic organizations as a procedural

tool for enhancing interdepartmental coordination.

Figure 5.4. Structure of the steering group
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In the end, the provincial government worked out an action plan in mid-2014,
which integrated the central expectation of developing telemedicine within local contexts.
The plan spelled out the necessity and urgency of telemedicine, as well as the use of

cloud computing that would be involved, as mentioned above. This plan was assessed as
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being feasible. For instance, experts from the PLAGH evaluated the action plan highly,
stating that both the technical design and administrative framework envisioned by
Guizhou were in accordance with their thoughts about the Telemedicine Program.
Therefore, they recommended Guizhou’s action plan to the National Development and
Reform Commission, as it was far stronger than those by other candidate provinces

(interview with Mr. Y 20201105).

5.4. Translating telemedicine into practice (2015-2018)

Its successful designation as the national pilot province reactivated Guizhou’s
pursuit of telemedicine innovation, at a faster pace and on a larger scale this time.
Implementational entrepreneurs continued to play an active role in this process. The
change in provincial leadership also accelerated the scaling-up process, as the new
Governor was a health policy expert. Guizhou made remarkable achievements in
developing a comprehensive health service delivery system within three years. This
section first reviews the transformation that resulted from the shift in provincial
leadership, and then presents how implementational entrepreneurs make use of favorable

environments in scaling up.

5.4.1. The shift in provincial leadership
In October 2015, Dr. S was inaugurated as the new Governor of Guizhou province.
As a veteran political leader, he had extensive work experience in both central and local
authorities. During his earlier tenure as the Deputy Governor of Anhui province, Dr. S
had launched an ambitious health care reform that was recognized by the central
government. Much of the “Anhui experience” was subsequently scaled up to the rest of

the country. As a result of his talent and achievements in health affairs, Dr. S was
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appointed as the inaugural Director of the State Council Health Care Reform Office in
2010, and held this position until 2015. His office was the policy hub coordinating

China’s ambitious national health care reform.

As a distinguished expert, Dr. S was certainly aware of the value of telemedicine,
especially in regard to integrating China’s fragmented health service delivery system.
Even before his arrival in Guizhou, Dr. S had already been an enthusiastic advocator of
telemedicine when serving in the State Council Health Care Reform Office. In August
2015, just two months before he took office as the Governor in Guizhou, Dr. S attended
an information session in Beijing, where he reiterated the significance of telemedicine.

He stressed:

“County hospitals provide services to more than nine hundred million people in
China. They are hubs of the three-tier medical network. In the meantime, these
lead hospitals in rural areas serve as the bridge between primary care and
secondary as well as tertiary care. Therefore, local governments must pay
attention to the reform of county hospitals. Specifically, local governments
should strategically plan the distribution of medical resources and advance the
integration of health services. In particular, health departments should explicitly
define the roles of county hospitals, township health centers, and village clinics
in terms of service delivery, and encourage cooperation between them.
Furthermore, county hospitals should invest more resources in health
informatics and use telemedicine technology to provide better services to

patients in the countryside.”
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Being appointed as Provincial Governor offered Dr. S an excellent chance to
translate his policy vision into practice. Soon after his arrival, he lifted the national pilot
of telemedicine up to the “key health care reform task™ of the entire provincial
government.®? This shift in provincial leadership significantly accelerated the reform
progress. When meeting directors of provincial departments, Dr. S instructed them to
accelerate county hospital reform. While the action plan regarding telemedicine expected
the launch of a few pilots at township health centers first, Dr. S set an ambitious goal of
including all primary care facilities in the Telemedicine Program. He also offered mid-
rank officials a great deal of support. In his annual government work report delivered at
the Provincial People’s Congress, Dr. S underscored that the Telemedicine Program
could improve the livelihoods of local people, placing it at the top of his work agenda.*
The Governor instructed the provincial finance bureau to allocate an additional fund of
15 billion RMB to install necessary technologies. Mr. Y attributed the success of the

Telemedicine Program to Dr. S’s enthusiastic support:

“Given Dr. S’s leadership at the [National] Health Care Reform Office, he is an
expert in this area [health policy] compared to his predecessor. He showed great
passion for the reform soon after he took office. As Dr. S made the Telemedicine
Program a high priority, local governments knew that they must gear up. As a
result, it became easier for us to seek assistance from prefectural and county
leaders. Moreover, after Dr. S became the Governor, fiscal investment in the
program increased too. Even now [the time of the interview; 2020], it is still

exceptional for a provincial government to invest such a huge amount of money

32 Guizhou Daily. (December 29, 2018). Major Events of Guizhou in 2018: Milestones of the
Telemedicine Program (guizhousheng 2018 nian yuancheng yiliao dashiji), available at
http://szb.gzrbs.com.cn/gzrb/gzrb/rb/20181229/Articel08003JQ.htm, accessed on June 15, 2020.
3 Ibid
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in health informatics. When we acquired both political and financial support,
building an integrated health service delivery system became an easier task.”

(Interview with Mr. Y 20201105)

This view was shared by Ms. Z, who argued that the progress would have been
much slower had Dr. S not been the Governor of Guizhou (interview with Ms. Z
20210523). The extraordinary enthusiasm of the Governor also inspired mid-rank
officials to devote more efforts to the implementation. They wanted to seize this precious
opportunity to translate the ambitious plan into practice. Several strategies were used to
do so. Echoing proposition #3, this part of case demonstrates how professional networks
provide implementational entrepreneurs in China a useful tool for accumulating valuable

knowledge for operationalization.

5.4.2. Entrepreneurial strategies for accelerating the program

Notwithstanding the endorsement of the Governor, the implementational
entrepreneurs still needed to cope with issues around ambiguity. In particular, there was
no precedent in China of a provincial regulatory framework governing telemedicine.
Vertical bureaucratic fragmentation also impeded the implementation of the program.
The motivations of local governments and hospitals varied remarkably, with some
gaining genuine momentum and others taking a rather passive stance. Mr. D’s hospital
belonged to the first category. His county hospital in Anshun was very keen to enhance
their collaboration with other health facilities through ICT. Mr. D’s explanation reflects

the strong momentum of some hospitals in this program:

“The new technologies installed by the provincial health commission are not the
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only form of telemedicine [doctors actually use]. Actually, doctors at lower-level
facilities sometimes contact those at big hospitals through instant messaging or
mobile apps. For instance, as early as the mid-2000s, doctors in my hospital had
already learned how to send diagnostic images to their colleagues in Guiyang
through multimedia messages, seeking their advice. You know, smartphones
were not very common at that time. These informal relations demonstrate that
the need for collaboration between different levels of hospitals has always been
there. In 2015, we cooperated with several township health centers to develop
an information system for online registration. Although the system soon lost its
value, as WeChat launched a similar module, the experience reinforced hospital
directors’ appreciation of telemedicine. Therefore, when the provincial
government launched the reform, we considered it to be a valuable opportunity

for the hospital.” (Interview with Mr. D 20210205)

In contrast, other local governments and hospitals regarded the reform as
constituting an additional workload, and behaved passively as a result (interview with
Ms. Z 20210523; interview with Mr. Y 20201105; interview with Mr. M 20201113). An

official of the provincial health commission remarked during a meeting:

“Although the Telemedicine Program made remarkable progress, there are still
several problems. Some local governments and hospital directors were not
aware of the necessity and urgency of the reform. Therefore, they were reluctant
to adopt this technological innovation. Some of them even tried to boycott this
program. For example, some hospitals left the telemedicine equipment

purchased by the provincial government unused. The sluggish implementation
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severely impeded the reform process.””3*

This speech made by the provincial health official indicated considerable
passivity at the county level. Clearly, although the fragmentation within the provincial
government had been largely mitigated, the national pilot scheme was not fully coupled
with local problem, policy, and political streams. Further entrepreneurial strategies
became necessary at this stage, including small-scale pilots, the use of information

devices, the exploitation of authority, and steering implementation via organizations.

Pilots provide implementational entrepreneurs with an effective tool to test the
efficacy of policy solutions. In Guizhou, collective entrepreneurs initiated a series of
small-scale pilots to try out various telemedicine models. For example, a trial run was
launched across 69 hospitals to explore the optimal collaborative mechanisms between
lead hospitals and county-level hospitals. In this experimental model, the provincial
health commission was responsible for the purchase and installment of necessary
technologies, whereas most telemedicine services were provided by county hospitals
under the guidance of lead hospitals. Nested within the National Pilot, these small-scale
pilot runs were used to improve the operability of the reform. They facilitated policy
learning on the part of implementational entrepreneurs, as these mid-rank officials were
able to solicit real-world lessons and recalibrate their policy plans. For example, Ms. J
found out that hospital doctors had little incentive to practice telemedicine. Therefore, at
an advisory meeting held by the Provincial Health and Family Commission, she proposed

connecting doctors’ performance in this regard to their career promotion:

34 Deputy Director H. (March 22, 2016). Accelerating Implementation of the Telemedicine Program in
Guizhou by Defining Targets and Accountabilities: A Speech at the Provincial On-site Demonstration
Conference in Zunyi (mingque mubiao, luoshi zeren: zai quansheng yuancheng yiliao fuwu tixi jianshe
xianchang huiyi shang de jianghua).
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“Monetary rewards alone could not effectively encourage doctors to provide a
service. I considered how to improve the incentive system. After chatting with
several doctors, I found they were more concerned about their career
advancement. In 2016, I was invited to an advisory meeting held by the Guizhou
Health and Family Planning Commission. In that session, I shared my
observations and argued that the absence of effective incentives hampered the
progress of the [telemedicine] reform. Furthermore, I suggested that doctors’
performance in telemedicine services should be adopted as a necessary
condition for awarding professional qualifications. The government officials
accepted my proposal and wrote it into the administrative framework.”

(Interview with Ms. J 20210225)

This strategy indeed took effect. Mr. J noted that many doctors who used to be
passive in regard to telemedicine services even asked her for more opportunities in
practice. Furthermore, the small pilots facilitated learning across local health departments.
Latecomers were able to draw useful lessons from pioneers. The provincial health
commission selected outperforming counties and hospitals as models and invited their
representatives to formally share their experiences in the peer network. Site visits were
organized from time to time, through which the forerunners inspired and even coached

latecomers. As such, the learning process accelerated implementation.

Once again, bureaucratic procedures played a pivotal role in championing policy
implementation at the locality. Three types of procedural instruments were primarily used

in this process: information devices, authority, and organizations. First, information
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sessions and rankings were adopted by implementational entrepreneurs to nudge local
officals performing better in policy implementation. Aside from facilitating collective
learning, as noted above, information-sharing sessions also provided a useful channel for
provincial principals to deliver instructions and communicate with local implementers.
To encourage local championship, provincial supervisors morally persuaded
implementers and aroused their awareness. 7ing-rank officials tended to reiterate the
significance of the reform by linking the local necessity with the ideologies of the CPC

and national policies:

“The 18th National Congress of the CPC raised an ambitious goal of creating a

moderately prosperous society in all respects 4= [H] & il /N FE 4L & by 2020. In

the meantime, the central authorities promised that the government would do
their best to develop health informatics and improve the service quality of
primary care. These proposals are in accordance with General Secretary Xi
Jinping’s announcement that the state will provide better health care to meet
people’s increasing demands. Launching the reform in telemedicine provides
our province with an opportunity to translate these grand visions into practice.
The 2009 Health Reform in particular underscored the significance of attaining
integrated care. As a result, this program will bring benefits to local people. In
recent years, Guizhou has made remarkable progress in the development of
medical care, which has significantly improved people’s health. However, the
service delivery system in our province is still less developed in many respects.
The national pilot provides us with a perfect opportunity to catch up to

advancements in health care in other provinces as a late mover.”*®

3 Professor H. (September 16, 2015). 4 Speech at Provincial Conference on Implementation of the
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In contrast, conversations conducted by chu-rank officials were oriented by the
need to resolve hurdles in practice. For example, to assuage hospitals’ doubts about the
Telemedicine Program, Mr. Y held a series of sessions and invited hospital administrators
to voice their concerns about the operational protocol. On these occasions, Mr. Y
patiently explained the reasons behind the decisions made, and frontline workers were
encouraged to voice their opinions. Furthermore, he asked the attendants of information
sessions to hold similar open discussions upon their return to their hospitals. These
conversations forged shared perceptions about telemedicine services, and thereby

improved vertical coordination between provincial departments and local implementers.

Ranking was another important procedural tool adopted by the implementational
entrepreneurs. The Chinese administrative system has been adept at using such “naming
and shaming” tools to encourage good policy implementation. To accelerate the
construction of the telemedicine system at the township level, county health departments
were asked to regularly report their work on a daily basis. Mr. Y was then able to gain a
timely grasp of the process on the ground, and to benchmark the performance of the
health departments based on the rankings. The results of rankings were released in a
WeChat group consisting of local officials from all counties in Guizhou. County officials
perceived a good ranking as a recognition from the provincial government (Interview
with Mr. C 20220409; interview with Mr. X 20201121). In contrast, a poor ranking often
ignited embarrassment on the part of county leaders that, in turn, could encourage greater

efforts (communication with Dr. S; interview with Mr. Q 20200209; interview with Mr.

National Pilot Scheme of Telemedicine (zai quansheng yuancheng yiliao shidian gongzuo huiyi shang de
Jjianghua).
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Y 20201105).

Second, located at the middle echelon of the bureaucracy, implementational
entrepreneurs held certain authority that enables them to catalyze the policy

implementation process. Site supervision (‘& &) was employed as one important method

for engaging local implementers. During site supervisions, provincial health officials
attended prefectures or counties in-person, similar to a site visit, but focused on
monitoring local implementation processes. The supervisors listened to the presentation
of local work progress and checked pertinent administrative records. Furthermore, they
traveled to hospitals and township health centers for onsite inspections. At the end of
each site supervision, provincial health officials made comments about local
implementation, providing guidance for frontline implementers. In this way, site
supervision was combined with the learning process. Local implementers’ enthusiasm
for learning can be aroused as a result of site supervisions. For example, Ms. J remarked
on the change in frontline staff members’ attitudes toward learning brought about by a

site supervision:

“Mr. Y invited me to participate in a site supervision in late 2015, during which
we found out that the reform had not achieved the desired progress. Some local
governments and hospitals were not aware of the necessity and urgency of the
program, so they were slow in terms of implementation. Others were unable to
resolve problems encountered in practice. Next, I suggested Mr. Y let me give
a lecture to the frontline staff. He agreed and invited me to organize a workshop.
During the workshop, I was disappointed to see many attendants would rather

play with their smartphones than listen to me. After that meeting, the provincial
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health commission organized additional site supervisions. In 2016, Mr. Y asked
me to organize another workshop. I was pleasantly surprised that the attendants
were listening to my lecture carefully. Many of them even took photos of my
presentation slides. They raised their hands during the session, asking me
questions about how to resolve problems in practice.” (Interview with Ms. J

20210225)

Accountability was another important authority-based mechanism. From 2016 to
2018, the provincial health commission included the performance of implemented
telemedicine as a major indicator in performance appraisals of local governments.*® This
accountability system was further reinforced by the participation of prefectural and
county leaders. As noted below, the firm endorsement of Dr. S granted provincial health
officials access to ways of alleviating bureaucratic fragmentation between the health
bureaucracy and local leaders. Provincial health officials could thereby raise local
implementers’ awareness by stressing their accountability to local leaders. Mr. Y’s

recollection epitomized this point:

“I was unsatisfied with the performance of the local health departments and
hospitals. To make them aware of the issue, I told the attendants, ‘We are
accountable to the provincial leader, and you are accountable to prefectural and
county leaders. This reform is priority work determined by the Governor and,
therefore, we must accomplish it on schedule. If the progress is delayed, you

will cause the prefectural mayor in your prefecture or the magistrate in your

36 Guizhuo Health Commission. (March 1, 2017). Guizhou Initiated the Program of Expanding
Telemedicine to Township Health Centers (guizhou qidong xiangzhen weishengyuan yuancheng yiliao
quanfugai xiangmu), available at https://www.sohu.com/a/127600193 120967, accessed on August 18,
2022.
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county to be criticized by the Provincial Government. You should think about
the consequences afterward.” The next day, Mr. W gave another speech to the
attendants. His words were even harsher than mine.” (Interview with Mr. Y

20201105)

Third, steering groups play a pivotal network management role in accelerating
the implementation process. After Dr. S positioned the Telemedicine Program as
constituting priority work for the provincial government, prefectures and counties
replicated the steering group for their governments, headed by local leaders and
participated in by related departments. Prefectural and county health departments were
selected as lead agencies. Forming an integrated framework of command, these
steering groups granted officials of the provincial health commission privileged access

to prefectural mayors and county magistrates (see the dashed line in Figure 5.5).

For example, the provincial health commission organized an implementation
acceleration conference in Zunyi in 2016, during which Mr. W gave a speech to
increase local health officials’ awareness of the importance of telemedicine. Mr. Y also
offered technical guidance on how to carry out the policy.3’ Later on, leaders of some
prefectural governments also held similar meetings and instructed county magistrates
and health officials to gear up. Ultimately, the implementational entrepreneurs were
able to wield influence over county leaders through the command chain mentioned
above. While this finding demonstrates how bureaucratic organizations acted as

catalysts of implementational entrepreneurship, it further echoes the fourth proposition

37 Affiliated Hospital of Zunyi Medical University. (March 22, 2016). The on-site-visiting meeting of the
telemedicine program in Guizhou was held in Zunyi (guizhousheng yuancheng yiliao fuwutixi jianshehui
zai woyuan nongzhong zhaokai), available at https://www.zmuhospital.com/Article/Show.asp?id=7140.,
accessed on August 18, 2022.
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in Chapter 2, as the entrepreneurs could even integrate the intrinsic bureaucratic

fragmentation across both functional and territorial lines.

Figure 5.5. The network of steering groups
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5.4.3. Policy outcomes
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The three-year advancement in telemedicine enabled Guizhou to spearhead the

process across provinces. It is the first region in China to expand telemedicine to all

community and township health centers. At the same time, it also became a forerunner

in establishing a provincial regulatory framework for the delivery of health services.

38

The telemedicine system has brought about remarkable benefits for numerous patients.

According to official statistics, more than one million people were granted access to

38 People’s Government of Guizhou. (December 25, 2017). Guizhou Held a Press Meeting on Progress

of the Telemedicine Program (guizhousheng jvxing yuancheng yiliao quanfugai qingkuang fabuhui),

available at http://www.scio.gov.cn/xwibh/gssxwibh/xwfbh/guizhou/Document/1614209/1614209.htm,

accessed on June 17, 2022.
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telemedicine services by 2019. In particular, more than one third of patients use the
system to share diagnostic images with lead hospitals through the electronic system,
greatly facilitating the provision of consultations and care.3® Some observations from the
frontline have reflected on the way in which the Telemedicine Program attained its
original goal of improving the service capacity for primary care. For example, Mr. D, the
administrator of a county hospital in Anshun, described the transformation brought about

by the Telemedicine Program:

“Telemedicine now has improved collaboration across different levels of the
health system. The video conferencing function was tremendously helpful in our
COVID-19 response. Telemedicine is frequently used to share medical images,
especially between lead hospitals and township health centers. It helps us build
a close connection with the [township] health centers, which are now more

willing to refer patients to hospitals.” (Interview with Mr. D 20210205)

This view was shared by Mr. M, a government official from a county in
Liupanshui. He underscored the important role of telemedicine in improving the quality

of primary care:

“Since the telemedicine system was built up in my county, the service capacity
of both county hospitals and primary centers has significantly improved. At the

county level, the telemedicine system enabled lead hospitals to transfer [lab]

39 People’s Government of Guizhou. (December 6, 2019). Guizhou Held a Press Meeting on
Achievements of the Telemedicine Program (guizhousheng jvxing “jiankang guizhou, wei renmin baojia
huhang fabuhui”), available at
http://www.scio.gov.cn/xwibh/gssxwfbh/xwfbh/guizhou/Document/1669677/1669677.htm, accessed on
June 17, 2022.
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sample data to doctors at provincial hubs or even lead hospitals in coastal
provinces, seeking their advice. As for primary care, telemedicine brings about
benefits in two respects. First, it offers an excellent chance for township health
centers to update the information infrastructure. Second, it improves the quality
of primary care. After primary care doctors finish the medical imaging of
patients, they can immediately send it to lead hospitals with the primary
diagnosis. Then, specialists [in the cities] can review the results and give
feedback, in which they highlight pathology that may have been overlooked. In
the next encounter, primary care doctors will pay more attention when coming
across similar cases. This interaction helps primary care staff strengthen their
professional skills. The notable decrease in malpractice cases in our county
provides a convincing piece of evidence for its success. We used to receive quite
a few malpractice complaints about primary care but, in recent years, this hasn’t

happened.” (Interview with Mr. M 20201113)

Guizhou’s Telemedicine Program is generously recognized by the central
government as a national model. The National Health Commission organized an onsite
demonstration conference in the city of Zunyi, inviting officials from other local health
departments to learn from the Guizhou experience.*’ Professor Ma Xiaowei, Minister of
Health, offered recognition of the achievements made by Guizhou at the National

People’s Congress in 2019:

“Integrating the fragmented health service delivery system is a crucial mission

of the 2009 National Health Care Reform. China’s health care reform will not

40 See Footnote 37
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be successful unless an integrated health service system is built up. Developing
health information technology is an effective tool for doing so. Telemedicine is
one of the information technologies adopted in the health sector. This
technological innovation makes a great contribution to rebalancing the
distribution of medical resources and improving the quality of primary care. At
present, most provincial lead hospitals have launched telemedicine services,
serving patients in impoverished regions. Some provinces, such as Guizhou,
have even extended the system to the village level, granting all residents access
to high-quality health services. I am impressed by their remarkable progress,
because these provinces have accomplished goals that the National Health

Commission pursued for many years but failed to achieve in the end.”*

Basically, the Telemedicine Program in Guizhou proved to be successful. In
addition, the implementation process indicated that this achievement would not have
been possible without the series of entrepreneurial activities carried out by mid-rank
officials. These implementational entrepreneurs not only adopted strategies to change the
unfavorable environment, but also made good use of opportunities to engage various
actors closely in the implementation process. They adeptly coupled the three local
streams with the national policy and opened a new local window for significant progress
that eventually benefited millions of people in a poor province. As such, this case
reinforces propositions regarding causal mechanisms between entrepreneurial traits,
external environment, entrepreneurial strategies, and the effectiveness of

implementational entrepreneurship.

4l See Chinanews. (March 8, 2019). Ma Xiaowei: The Achievement in Integrated Care Marks the Success
of Health Reform in China (Ma Xiaowei: fenji zhenliao shixian zhiri, shi zhongguo yiliao tizhi gaige
chenggong zhishi), available at https://www.chinanews.com.cn/gn/shipin/cns/2019/03-
08/news806731.shtml, accessed on June 15, 2020.
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5.5. Summary

By investigating the Telemedicine Program in Guizhou, this chapter examines
how implementational entrepreneurship acts as a catalyst for policy implementation in
China. This case study finds that, motivated by a variety of incentives, implementational
entrepreneurs in China are willing to use aggressive strategies and devote themselves to
putting central policies into local practice. These salient attributes distinguish them from
rank-and-file technocrats. Huang and Chen (2020) argued that the innovation activities
of street-level bureaucrats stem from the interaction of multiple motives, and empirical
evidence in this study further shows that this conclusion is similarly applicable to the
implementational entrepreneurship of mid-rank officials. Despite the variety of
incentives, implementational entrepreneurs in the Telemedicine Program presented a
genuine intention for “making contributions” to their hometown. This observation echoes
Teets and Hasmath (2020)’ argument that the desire to enhance local good governance
often serves as the primary incentive for local officials in China to carry out innovations.
Holding a stance of accelerating policy implementation, these officials are willing to use
aggressive strategies and devote themselves to putting central policies into local practice.

These salient attributes distinguish them from rank-and-file technocrats.

Proposition #1 in this dissertation underlines the importance of coupling national
policies with local policy, problem and political streams for successful implementation.
This case study indicates how implementational entrepreneurship plays a significant
intermediate role in linking policy-makers with frontline implementers (see Figure 5.6).
In the Telemedicine Program, local technocrats in health informatics combined their
domain knowledge with frontline know-how, and smartly used their expertise to translate

the broad central guidelines into operationalizable specifications. In the meantime, while
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the failure of 2010 Initiative stemmed from decoupling of national policies with local
problem and political streams, the success of the National Pilot Scheme presented how
mid-rank entrepreneurs accelerate the implementation by refreshing mindset of local
actors, aligning their perspectives with national strategic objectives, and coordinating the

fragmented bureaucracy.

Figure 5.6. The role of implementational entrepreneurship in telemedicine reform

‘ Horizontal coupling
Shortage in IT Poor service capacity
professionals & poor transportation

| National telemedicine policy ‘
_____ s T B B
Nf""'f’"' Policy goals }
guidelines |
|
Vertical coupling Vertical coupling }
Implemental Operational Support from Implementational Local need in Implemental }
entrepreneurs plan provincial leaders entreprencurs telemedicine entrepreneurs |
|
|
|
|
|
|
|

__________________________________________________________________________ |
’ Subnational policy windows } “;

]

\ Successful implementation ‘

Source: the Author.

Moreover, this case study demonstrates how “small” policy windows open at the
local level (e.g. Exworthy and Powell, 2004; Oborn, et al., 2011; He, 2018). Although
these subnational policy windows were rooted in local problem or political streams, local
political windows (e.g. the shift of provincial leadership) appeared to play a more crucial
role in catalyzing policy implementation. Given the short duration of political windows,
implementational entrepreneurs must timely seize the opportunities and gain support

from powerful policy actors.

Situated between 2010 and 2018, this case study also presents an evolving

process of implementational entrepreneurship and explores the causal dynamics
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underlying it (see Figure 5.7). Despite their expertise in regard to professional knowledge,
it appears that Mr. Y lacked strong commitment and political acuity in the 2010
Telemedicine Initiative. Perhaps as a result, this initiative received less support from the
external environment, resulting in the policy’s failure. However, his participation in the
program gradually changed Mr. Y’s mindset, and he became motivated to play a more
entrepreneurial role in policy implementation. Strong opposition within the health
bureaucracy prevented implementational entrepreneurs from attaining their ambitious
goals. Therefore, these enthusiastic implementers had to put forward the program
“against the wind”. This study reinforces He’s (2018) observation regarding local policy
entrepreneurship; the fragmentation within the bureaucracy in China offered
implementational entrepreneurs ample room to build coalitions. The newly forged
collective entrepreneurship demonstrated outstanding characteristics of tenacity,
persistence, and political acuity. The implementational entrepreneurs successfully
obtained political endorsements from provincial leaders. With unconditional support
from critical policy actors, the Telemedicine Program ultimately continued smoothly. In
this way, this case study sheds light on how entrepreneurial traits and external

environment jointly influence implementational entrepreneurship.

The effective adoption of entrepreneurial strategies resulted in the development
of implementational entrepreneurship. This case study highlights three crucial strategies
in this respect. First, learning is vital for amassing the intellectual capital necessary for
successful implementation, which strengthens implementational entrepreneurs’ policy
acuity and ability in regard to operationalization. This finding is in line with previous
studies that underscore the significance of learning to foster local innovation (see Teets

and Hasmath, 2020; Teets et al., 2017; Ma, 2017). Furthermore, this case study sheds
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fresh light on the way in which, through strengthening mid-rank officials’ appreciation
of the value of reform, learning can also increase mid-rank officials’ devotion to policy
implementation. Consequently, learning enables competent implementational
entrepreneurs to accelerate local innovation, thus increasing the likelihood of reform
success on the ground. In addition, the empirical findings cohere previous studies, which
underscored that learning of implementational entrepreneurs usually take place through
professional networks comprising professionals from both inside and outside of the
government (Teets and Hasmath, 2020; Teets et al., 2017). For example, while workshops
held by the central ministries changed the technocratic mindset of the mid-rank officials,

feedback from hospital administrators provided valuable information about the practice.

Figure 5.7. The development of entrepreneurship (Telemedicine Program)
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Second, when confronting fierce opposition in an old arena, venue shopping
provides an effective tool for implementational entrepreneurs to use to make
breakthroughs in terms of collaboration. In particular, the Telemedicine Program in
Guizhou provides an example of “upward” venue shopping, in which entrepreneurs

promote the policy to their political principals. As can be seen in this case study,
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intervention from higher parts of the hierarchy can lead to a change in the “direction of
the wind”, thereby clearing hurdles that previously impeded policy implementation.
Third, this case study indicates that, positioned within the technocratic echelon in the
local government, implementational entrepreneurs in China rely on a multiplicity of
procedural policy instruments to catalyze policy implementation. These tools largely fit
into Bali and colleagues’ (2021) categories, whereas information devices, authority, and
bureaucratic organizations play a significant role in specifically putting the Telemedicine
Program into practice in this case study. As noted above, meetings, work reports, and
other mechanisms offer implementational entrepreneurs effective tools with which to
disseminate their ideas, communicate with other policy actors, and nudge frontline
implementers to perform better. Moreover, the Telemedicine Program in Guizhou
highlights ranking as a typical tool in China based on the “naming and shaming”
mechanism. Some authority-based instruments, especially written comments, can also
provide legitimacy for entrepreneurial activities. Implementational entrepreneurs can use
the accountability system to create stronger incentives for local officials. In terms of
bureaucratic organizations, the steering group consolidates administrative authorities and
places the provincial department at the center of the policy network. This institutional
arrangement enables implementational entrepreneurs to better engage stakeholders and
realign the interests of both the health bureaucracy and leadership at different layers of

governance.
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Chapter 6. The Implementation of County Medical Alliance Reform in Guizhou

This chapter presents the case of the County Medical Alliance Reform in Guizhou
province in a chronological manner. Compared with the Telemedicine Program, the
County Medical Alliance Reform was pursued through both bottom-up and top-down
approaches. From 2016 to 2019, some counties commenced the reform as local initiatives,
without explicit central or provincial instructions, and soon became pioneers in Guizhou.
In the meantime, little effort was exerted in regard to policies within the provincial
government until the National Health Commission announced a nationwide policy in
2019, which encouraged the wider establishment of medical alliances across China. The

timeline of Guizhou’s Medical Alliance Reform is illustrated in Figure 6.1.

Figure 6.1. The timeline of medical alliance reform

2016 Medical alliance reform in Liuzhi launched

2017 2017 Medical Alliance Policy released

2018 Provincial health commission set up 15 pilots

2019 2019 Medical Alliance policy released

2020 Scaled up telemedicine reform to 77 counties

2021 Scaled up telemedicine reform to 81 counties
! 2021 Plan released

Source: the Author.

The process portrayed above indicates the coexistence of two types of

implementational entrepreneurship in the reform, including that of both street-level
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bureaucrats in the county health department and mid-rank officials in the provincial
health commission. Each type of entrepreneurial officials took a leading role in the
respective phases of the reform. The first section of this chapter analyzes how
implementational entrepreneurs carried out local experimentation in regard to
establishing medical alliances in the county of Liuzhi before 2019. The second section
illustrates how implementational entrepreneurs in the Guizhou Provincial Health

Commission pushed forward policy implementation after national policy was released.

6.1. Setting up pilots in Liuzhi (2016-2018)

Located in the west of Guizhou province, Liuzhi is a county under the
administrative jurisdiction of Liupanshui, a prefectural city. Covering an area of about
1,800 square kilometers, Liuzhi had a population of 536,873 in 2020, two thirds of whom
live in the countryside. Elderly people account for more than 20% of the local population,
imposing the increasing pressure of an aging population on both the health care system
and local finance.*? These demographic characteristics are associated with increasing
demands for primary care. Unfortunately, Liuzhi suffers from a remarkable shortage of
medical resources. A research report prepared by the Liuzhi Health Department in 2010

noted the limited service capacity at the level of primary care:

“The decrease of revenue in township health centers resulted in a shortage of
qualified doctors in Liuzhi. Approximately 84% of doctors at township health

centers do not have a bachelor’s degree (in 2009). Moreover, merely 7% of

“2 Liuzhi Statistic Bureau. (2021). Bulletin on the 7th Demographic Census in Liuzhi County (liuzhi tequ
diqici renkou pucha gongbao), available at

https://www.liuzhi.gov.cn/newsite/zwgk 5753282/zfxxgk/fdzdgknr 5759066/tjxx_5759073/tjgb_575907
5/202106/t20210617_ 68583572 html#:~:text=%E5%85%A8%E5%8C%BA%ES5%B8%B8%E4%BD%8
F%E4%BA%BA%ES%8F%A3%E4%B8%BA536873%E4%BA%BA%EMean3%80%82, accessed on
June 20, 2022.



https://www.liuzhi.gov.cn/newsite/zwgk_5753282/zfxxgk/fdzdgknr_5759066/tjxx_5759073/tjgb_5759075/202106/t20210617_68583572.html#:~:text=%E5%85%A8%E5%8C%BA%E5%B8%B8%E4%BD%8F%E4%BA%BA%E5%8F%A3%E4%B8%BA536873%E4%BA%BA%EMean3%80%82
https://www.liuzhi.gov.cn/newsite/zwgk_5753282/zfxxgk/fdzdgknr_5759066/tjxx_5759073/tjgb_5759075/202106/t20210617_68583572.html#:~:text=%E5%85%A8%E5%8C%BA%E5%B8%B8%E4%BD%8F%E4%BA%BA%E5%8F%A3%E4%B8%BA536873%E4%BA%BA%EMean3%80%82
https://www.liuzhi.gov.cn/newsite/zwgk_5753282/zfxxgk/fdzdgknr_5759066/tjxx_5759073/tjgb_5759075/202106/t20210617_68583572.html#:~:text=%E5%85%A8%E5%8C%BA%E5%B8%B8%E4%BD%8F%E4%BA%BA%E5%8F%A3%E4%B8%BA536873%E4%BA%BA%EMean3%80%82
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health workers at primary care facilities hold middle- or senior-rank professional
qualifications. Furthermore, there are barely 0.56 doctors per one thousand
people in rural areas, which is far lower than the national criteria of 0.8 to 1.4
doctors per thousand people. At the same time, although the infrastructure at the
level of primary care has been remarkably improved since 2006, diagnostic
equipment remains outdated. About one third of the township health centers still
rely on stethoscopes, sphygmomanometers, and thermometers. Lacking
professional training, doctors at township centers are prone to errors in diagnosis
and treatment. In addition, aside from treating minor diseases, about 60% of
township health centers in Liuzhi are unable to perform surgeries, which

prevents people from receiving good health services.”*?

In addition, the poor capacity of township health centers further reduces access
to quality health services for numerous local residents. Mr. X, a section chief of the

Liuzhi Health Department, recalled the poor conditions before the reform:

“Before the county government launched the Medical Alliance Reform, access
to care was limited and the problem of medical impoverishment was rather
widespread. Most health centers lacked the capacity to provide basic services
and villagers did not trust them. Therefore, patients had to travel to county lead
hospitals for proper treatment. They spent a lot of money on both travel and
accommodation. As a local saying goes, ‘Calling an ambulance service exhausts

your savings earned from raising a pig’. Therefore, rural residents often had to

43 Liuizhi Health Department. (2010). Survey and Thoughts on Development of Health Care in Rural
Areas in Liuzhi (guanyu liuzhi tequ nongcun gonggong weisheng tixi jianshe de diaocha he sikao),
available at http://jjyj.gzlps.gov.cn/jjyj/2010nd4q/dybg_50099/201705/t20170510 12825415.html,
accessed on June 20, 2022.
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delay necessary treatment in order to save for hospital expenses.” (Interview

with Mr. X 20201021)

These health care issues captured attention of street-level entrepreneurs. Mr. C,
Deputy Director of the Liuzhi Health Department, determined to change this grave
situation. As a native of Liuzhi, Mr. C graduated from a medical school in Guiyang, and
then returned to his hometown, working in the county health department for decades
before his appointment as the deputy director. His rotation around various administrative
offices within the department equipped him with a deep understanding of local health
management, and made him a versatile official. Although Mr. C certainly understood the
importance of a strong primary care system in addressing the local health care problems,

he realized that the Health Department itself did not have the capacity to do so:

“I wanted to help the health centers, but I have little professional knowledge of
medicine. I can neither tell them how to read electrocardiographs, nor teach
them how to improve their clinical skills. Even if I were a medical professor, it
would be unrealistic for me to visit the centers one by one. Therefore, I was
thinking about asking county hospitals to provide guidance, as they are more
professional. However, lead hospitals in our county had few connections with
township health centers; they were even competing with each other for patients.
The competition between hospitals and health centers actually further weakened
primary care, as the hospitals used higher salaries to attract qualified doctors
away from the latter. In this context, [ was considering engaging the two parties

together.” (Interview with Mr. C 20220409)
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As a result, after his appointment as the Deputy Director, Mr. C planned to
explore an effective tool to rebuild cooperation between county and township health
facilities after his appointment. A provincial directive on primary care issued in 2016
gave him some direction. Mirroring policy expectation of the central government*, this
plan encouraged local governments to establish collaborative mechanisms based on
shared resources. The plan also suggested medical alliances as a promising model for the
integration of health service delivery.*® Under these circumstances, Mr. C decided to take
several entrepreneurial strategies to engage the initiative of medical alliances for the local

government’s agenda and put it on the ground.

Similar to implementational entrepreneurs in the Telemedicine Program, his
experience of working in the government taught Mr. C the importance of local leaders’
support for reforms. Therefore, he submitted an initial proposal to county government
leaders in late 2016, seeking endorsement. Being familiar with the field is a defining
characteristic of street-level entrepreneurs (Lavee and Cohen, 2019), Mr. C’s offered a
good example of how they smartly use the frontline know-how in issue framing. When
proposing the County Medical Alliance Reform for the government’s agenda, Mr. C
shared his observations in the practice and highlighted that the limited capacity of
township health centers was a major factor contributing to the expensive access to care

and medical impoverishment. He supported this view through concrete evidence:

“I went to the county leaders’ office and tried to convince them to support the

4 Office of State Council. (March 6, 2015). Outline of National Plan for Health Care: 2015-2020
(quanguo weisheng fuwu tixi guihua gangyao: 2015-2020), available at
http://www.gov.cn/zhengce/content/2015-03/30/content 9560.htm, accessed on August 28, 2022.

45 Office of People’s Government of Guizhou. (October 8, 2016). The Three-Year Plan for Improving
Service Capacity of Primary Care in Guizhou: 2016-2018 (guizhousheng jiceng yiliao weisheng fuwu
nengli sannian tisheng jihua: 2016-2018).
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proposal. I even calculated the average medical bill of patients to demonstrate
the inefficiency of the health service system. If a patient decided to seek care
from county hospitals rather than township centers, he or she should be escorted
by at least two other family members on the trip. Three of them need to spend
180 yuan on transport. If the patient is lucky enough to get an empty hospital
bed, companion family members still need to stay in hotels. Even the most
economical accommodation would cost them 80 yuan per day. Meanwhile, they
would have to spend a minimum of 90 yuan on meals. Moreover, the income
loss due to leave should also be taken into account. For an ordinary family living
in the countryside, this is a huge expense. As I explained these reasons behind
the vast medical impoverishment in our country, I told the leaders that launching
the Medical Alliance Reform could mitigate these problems.” (Interview with

Mr. C 20220409)

The county leaders were convinced. Although they had no prior knowledge about
care integration, Mr. C’s explanation made them believe that the reform was a promising
endeavor on which to embark. What impressed them most was the potential effect of the
reform on poverty alleviation. This was a particularly salient issue in poverty-stricken
Guizhou and, more importantly, the CPC Central Committee was committed to
eradicating absolute poverty in China by 2020 and a national campaign was underway.
Addressing poverty was high on local governments’ agendas across the province. Given
that medical impoverishment was the principal cause of poverty in Liuzhi, local leaders
naturally appreciated the proposal of medical alliances as a promising way to solve this

longstanding problem.
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6.1.2. Forging collective entrepreneurship

As discussed in Chapter 5, collective entrepreneurship is crucial to successful
reform, because multiple members can forge a “battle squad” by leveraging their
respective resources and skills. Collective entrepreneurship in the Liuzhi Reform was
forged by technocrats from the local health department. As the Deputy Director, Mr. C
took advantage of his acquaintance with other officials when forming his reform team.
Having worked together at the NCMS oftice, Mr. C found that Ms. Q was a reliable
colleague with whom to work. Therefore, he recommended she draft the action plan.
Some other officials had worked at health centers for a long time, and they were familiar
with the primary care system; they were invited to join the team too. The team
membership was expanded to include officials beyond the health sector, as they were
able to complement existing members in their own ways. Mr. X, an executive of the local

CPC Propaganda Department was also invited to be a core member of the reform team:

“When Mr. C invited me to join this reform, I was an absolute rookie in the
health care domain. I learned everything from my new colleagues. During the
reform, I found coordination to be the most important aspect of building up a
medical alliance. You need to frequently communicate with hospital directors,
administrators, and officials from other departments and seek their support.
Therefore, I used my previous experience of communication. Later on, I also
made my own contribution to the reform. Mr. C knew I was a good writer.
Therefore, he asked me to draft publicity materials. Then, I started to promote
the reform through mass media. Moreover, my previous work in the Propaganda
Department had enabled me to make friends with some journalists. I invited

them here to Liuzhi to report on our reform. Some of these reports appeared in
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mainstream provincial media later on.” (Interview with Mr. X 20201021)

Mr. X’s experience illustrates how individuals used their skills and resources to

contribute to policy implementation as a group (see Figure 6.2). While most officials
followed Mr. C’s leadership, they were also motivated by the desire to help local people.
With extensive work experience on the frontline, these street-level officials had genuine

sympathy for the underprivileged and an understanding of medical impoverishment.

They wanted to make a change. As analyzed below, the engagement of enthusiastic and

competent implementational entrepreneurs in the reform acted as a critical factor leading
to its success.

Figure 6.2. Collective entrepreneurship in Liuzhi
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6.1.3. Entrepreneurial strategies for launching the pilot

Notwithstanding the political support granted by local leaders, Mr. C still faced

two major challenges. First, because no sister localities in Guizhou had ever carried out

medical alliance reforms or other reforms of this sort, there was virtually no precedent to
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which he could refer. Second, the lack of references cast serious doubt on the feasibility
of the reform program. The Tianchang model emerged as a key source of learning for Mr.
C. As indicated in Chapter 4, Tianchang has been an outperformer in terms of integrating
health services. While the lack of incentive was the key hurdle to cooperation between
health care providers, the Tianchang model overcame this deep-seated problem through
systemic policy change. In its reform, a medical alliance was formed by bringing together
a major lead hospital and several satellite township facilities. Within the conglomeration,
all health service providers work based on a high degree of synergy in both organizational
structure and actual operation. This successful reform has been widely recognized as a
key policy “template” for local health policy reformers in China, particularly those in

less developed regions.

Keen to learn from the Tianchang model, Mr. C led an official delegation to visit
Tianchang at the end of 2016. They met local officials and visited the medical alliance
there. Members of the Liuzhi delegation were impressed by the reform in terms of both
policy design and outcomes. This trip greatly broadened their horizons. The Tianchang
model enlightened Mr. C and his colleagues about how to restructure the governance of

hospitals and strengthen connections between lead hospitals and township health centers.

In the new governance system (see Figure 6.3), the two health conglomerations
are placed under the leadership of the same steering committee, which is formed by
county leaders, health department officials, and representatives of other stakeholders.
The steering committee not only provides a platform to enhance horizontal coordination
between local government departments, but also acts as the steward of the local health

system. The committee enjoys a broad level of power in terms of hospital funding,
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appointment decisions regarding hospital directors, major investments, and planning.
The board of directors is granted managerial autonomy in day-to-day operations. This
reengineered structure led to a clear separation between regulation and administration in

health care.

Figure 6.3. The governance structure of medical alliances in Liuzhi
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Mr. C’s previous appointment at the NCMS Office of the Health Department
made him aware of the role that social health insurance can play in the integration process.
He modified the Tianchang model in several respects, based on local circumstances. For
example, while both Tianchang and Liuzhi fund medical alliances through global budgets,
Liuzhi offers health facilities greater autonomy in allocating the fund surplus. The
financial autonomy realigned providers’ incentives. Health facilities in Liuzhi’s medical

alliances have stronger motivation to deliver services in a more cost-efficient way.

Later on, Mr. C and his team submitted a policy memo to county leaders after
their trip to Tianchang. The county magistrate was convinced that undergoing a similar

reform in Liuzhi was feasible. Furthermore, the county leaders appreciated Mr. C’s
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suggestion in regard to modifying the Tianchang model. The policy deliberation
eventually led to the official launch of the Medical Alliance Reform in Liuzhi in March
2017. Echoing Proposition #2, this part of the case demonstrates how implementational
entrepreneurs take advantage of the professional networks to improve their skills for

coping with ambiguity in policy implementation.

Smartly using bureaucratic procedures is another important type of strategies
adopted by street-level entrepreneurs in Liuzhi for catalyzing the reform. In March 2017,
the county government officially launched the Medical Alliance Reform and assigned the
health commission to lead the process. Similar to their mid-rank counterparts in the
telemedicine case, implementational entrepreneurs in Liuzhi faced many challenges in
regard to coordination, despite the political support gained from local leaders. First, most
county hospitals considered the reform as increasing their workload without substantial
benefits. Furthermore, with the same administrative rank, hospital directors were
reluctant to follow Mr. C’s instructions. In order to facilitate integrated administration
with the medical alliance, doctors and hospital administrators were instructed to take up
the directorship of township health centers. However, most of them declined the
appointment due to the poor living conditions in the countryside. Second, the reform was
fiercely opposed by township centers, which would have to hand over the control of their
revenues to the medical alliance. The reform was therefore seen as being detrimental to
their financial autonomy because the new rules required township centers to submit all
revenues to the medical alliance for centralized reallocation. Third, township
governments were concerned about their loss of control over health centers. As a result,

they also adopted a lukewarm, if not entirely negative, stance toward the reform.
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No major stakeholder was supportive of the reform. Trapped in such a difficult
situation, implementational entrepreneurs demonstrated remarkable persistence to soften
resistance, moving the reform forward by using three types of procedural policy
instruments. First, information-based procedures provided a mechanism for
implementational entrepreneurs to extensively engaging stakeholders and changing their
mindsets. Several rounds of meetings were organized, to which Mr. C invited county

government leaders. Mr. C remarked:

“The two lead hospitals were instructed to send doctors and administrators to
township health centers. In the meantime, they needed to pay duty trip
allowances to these staff members. However, as the medical alliance had only
just been launched, very few tangible benefits had materialized. Therefore,
hospitals were reluctant to carry on. In this context, I invited county government
leaders to communicate with the hospitals. At one of the meetings, the county
magistrate promised to offer additional subsidies to hospitals. He also told the
directors that the medical alliance could effectively resolve the problem of
medical impoverishment and thereby serve the interests of the local people. As
government employees and party members, we should overcome all difficulties

in the implementation of this reform.” (Interview with Mr. C 20220409)

This speech elevated the significance of the reform to a political and moral high
ground, over which few stakeholders could possibly cast doubt. This political
mobilization was effective. Hospital directors gradually shifted their mindsets, knowing
that their career advancement was ultimately determined by local government leaders.

The ensuing years saw greater efforts expended by lead hospitals in the reform. A similar
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strategy was employed to boost the momentum of doctors and administrators who were

“sent down” to the grassroots.

“Doctors from county hospitals were appointed as directors of township centers,
but some of them could not stand the poor living conditions there. They
expressed a strong desire to return. Many of them said they would rather perform
operations in their urban hospitals than take the directorship. I organized
informal meetings with these doctors, telling them that taking office at the health
centers was an unusual but worthwhile experience. Furthermore, as party
members, they should honor their promise of serving the people. If they did not
take the positions offered, their career prospects might be negatively affected.”

(Interview with Mr. X 20201021)

The reluctance gradually diminished, as both “carrots” and “sticks” had been
explicitly presented to these health workers. The reluctant doctors shifted their mindsets
after the conversations, as they were aware of the negative consequences of poor
performance. As they presented an increasingly keen interest, the doctors worked hard to
promote the development of the health centers as directors. In the midst of this process,
they established acquaintances and even friendships with the medical staff, which
stimulated the reform process. Ms. CX, a medical specialist sent down to the township
health center, shared her observations regarding the changing relationships with local

doctors:

“I was appointed as the Deputy Director of a township center in Luobie in 2017.

As a specialist from a secondary hospital, I wanted to help local doctors to
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improve their medical skills by teaching them standard clinical procedures.
However, my proposal received fierce resistance, because local doctors thought
that the standardization of medical procedures imposed too many requirements
and increased their workload. Furthermore, we did not know each other’s
characters. Therefore, we had arguments in the early stages. However, after
working together for a period of time, we became gradually familiar with each
other. More importantly, the improved quality of health services notably
increased the volume of outpatient visits at the township health center, and
increased the incomes of medical staff. These remarkable achievements changed
local doctors’ attitudes and significantly improved our relationships. At present,
we are like a family—we send greeting messages to each other on holidays and
have dinner together occasionally. Moreover, when they want to refer patients
to our hospital, the doctors at the township centers just need to give me a phone

call.” (Interview with Ms. CX 20220819)

Stakeholder engagement was further strengthened through transparency and
collective learning and competition. The implementational entrepreneurs held quarterly
meetings to update colleagues and staff members about the progress achieved and
problems encountered. Directors of the two medical alliances were also invited to report
to county government leaders, who would offer comments on their work. As such, the
regular meetings not only offered a platform for sharing experiences, but the two medical
alliances were also able to set benchmarks with each other, which in turn encouraged
them to improve their performance. In this way, these meetings essentially served the

purpose of “nudging”.
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A defining characteristic of implementational entrepreneurs is their lack of
resources (Cohen and Aviram, 2020; Aviram et al., 2018). As bureaucrats sitting at the
bottom of the hierarchy, they need to seize every available opportunity to amass political
support and administrative resources in order to push reforms. Steering the committee
was another crucial technique the implementational entrepreneurs could use to facilitate
coordination because it granted them formal and convenient access to local government
leaders. Ms. G, the deputy magistrate, also served as the group leader. She was a pivotal
source of support for Mr. C and the team when critical difficulties arose in regard to

coordination. Mr. C recalled:

“As the deputy magistrate in charge of the health portfolio, Ms. G was keen to
reform. She encouraged me to do my best and promised to offer unconditional
support. After the reform was launched, every time [ was in need of help, Ms. G
would hold a [steering committee] meeting, calling directors of all related
departments to attend, during which we discussed issues that needed to be
resolved. Without a formal platform such as this, the departmental directors
would not have listened to me because we are of the same administrative rank
and I had no authority over them. Moreover, Ms. G gave us substantial
assistance in communicating with township governments. In some instances,
she even visited the townships and met local officials in person. As the county
leader showed her enthusiasm, the township governments started to gear up in
the implementation. Some of them even offered an earmarked fund of 500,000
yuan to the health centers as a special form of support.” (Interview with Mr. C

20220409)
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The same view was shared by other health officials, who attributed the success of
the reform to local leaders’ enthusiastic interest in it (interview with Mr. X 20201021;
interview with Mr. M 20201113). Overall, echoing Proposition #5, this part of the case
indicates that procedural policy instruments are significant in reconciling perspective of

local stakeholders with central strategic goals and mitigatingbureaucratic fragmentation.

6.1.4. Reform outcome in Liuzhi

The Medical Alliance Reform yielded remarkable outcomes in Liuzhi. The
quality of primary care services saw considerable improvement. The remarks of directors
of township centers indicated that, with limited capacity for health services in the past,
township centers can now not only cure chronic and ordinary illnesses, but also perform
some basic forms of surgery.*® Under guidance from the lead hospital, one health center
was even able to help perform an emergency delivery through cesarean section on a
pregnant woman.*’ The improvement in service quality set a solid foundation for the
effective operation of the two-way referral system. In 2018, lead hospitals in Liuzhi
referred more than 400 patients to township centers for rehabilitative care after

operations,*® and this number had tripled one year later.*

Patients’ perceptions have been gradually changed, as they now tend to place

46 Also see other remarks of other health center directors. Sohu. (March 197, 2019). Alleviation of
Medical Impoverishment in Liuzhi (sanceng wenluan hujiankang: kan liuzhi tequ jiankang fupin de juti
shijian), available at

https://www.sohu.com/a/301817252 120093412, accessed on August 10, 2022.

47 Guizhou Daily. (October 10, 2017). Health Reform in Liuzhi: Using Medical Alliances to Benefit
People (liuzhi yigai: yong yigongti zaofu renmin), available at
http://szb.gzrbs.com.cn/gzrb/gzrb/rb/20171007/Articel01008JQ.htm, accessed on August 10, 2022.

8 Wumeng News (January 17, 2019) The County Medical Reform in Liuzhi Made Outstanding
Achievements (meihua xiangzi kuhan lai: liuzhi tequ yigongti qude xianzhu chengxiao), available at
https://www.sohu.com/a/289537288 100196203, accessed on August 10 2022.

“SLiuzhi Health Department. (November 5, 2020). Report Submitted to Guizhou Health Commission on
Progress of Medical Alliance Reform in Liuzhi.
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higher levels of trust in primary care providers. The utilization rate of primary care has
been increased thus far. Specifically, the volume of outpatient services at township health
centers increased about 43% in Liuzhi from 2016 to 2019, and inpatient volume has
witnessed a 57% increase.”® A well-functioning two-way referral system has taken shape
in Liuzhi. The majority of local patients do not have to undertake long journeys to seek
care in big cities, thanks to the strengthened capacity of the integrated health system. By

2019, 97% of hospital visits by local residents occurred within medical alliances.>

The reform also brought about substantial benefits to doctors. Official statistics
suggest that the average salary of health workers at primary centers registered a six times
increase from 2016 to 2019. The average annual performance-based bonus increased
from 5,000 yuan to 33,000 yuan during the same period.>? The implementational

entrepreneurs’ observations capture the positive outcomes of the reform:

“Now, the service capacity of primary care facilities in Liuzhi has been
remarkably improved. Before the reform, the average revenues health centers
earned from services were less than 100,000 yuan a year. Yet, since they joined
the medical alliance, their average annual revenues have climbed to 500,000—
600,000 yuan. Furthermore, some ambitious directors have been sponsoring
doctors for further training at big urban hospitals, seeking to build up a stronger
professional team. In another lead health center, the influx of patients forced
staff to set up additional sickbeds in the corridor outside one of the wards. We

don’t dare to imagine all of these changes several years ago.” (Interview with

% Tbid
% Tbid
52 Tbid
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Mr. X 20201021)

These impressive outcomes speak volumes of the reform in Liuzhi, whose
performance in care integration was recognized from the provincial government. The
held a model demonstration conference in 2018 to disseminate the Liuzhi experience.
The conference was attended by local officials of sister cities and counties. Liuzhi was

also officially established as an exemplar in health service reforms in the province.

6.2. Scaling up the Medical Alliance Reform to the province (2017-present)
Notwithstanding the above accomplishments, key officials of Liuzhi harbored
bigger ambitions. They wanted their reform formula to spread to other parts of the
province, seizing every possible opportunity to promote the Medical Alliance Reform,
particularly to bureau heads and division chiefs in provincial departments. Mr. C visited
Guiyang several times, presenting the reform progress and achievements to officials of

the provincial health commission. He recalled:

“In late 2017, I accompanied Ms. G, the vice magistrate, on her duty trip to
Guiyang. We met the Director of the Division of Primary Care Administration
(of the provincial health commission). [ introduced the Medical Alliance Reform
and highlighted its innovativeness. The Director showed enthusiastic interest in
the reform and asked me to update him with necessary information. Therefore,
every time I attended provincial conferences in Guiyang, I sent a message to the
Director. She met me in her office and I reported the recent progress and

outcomes of our reform to her.” (Interview with Mr. C 20220409)
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Several motivations were at play behind the zealous promotion of local reform.
First, the keen interest shown by officials in the provincial government essentially served
as a testament of good local leadership. From a purely utilitarian point of view, promoting
the reform was perceived to be beneficial to the political careers of not only local leaders,
but also the technocrats who were instrumental to the reform (interview with Dr. L
20210219; communication with Mr. C; interview with Mr. X 20201021). Second, gaining
attention from upper-level governments enabled implementational entrepreneurs to
access a wider range of resources—including financial support and favorable policies—
that are necessary for sustainable reform. Third, reporting work to senior leaders gives
implementational entrepreneurs an opportunity to collect feedback and guidance. Both

are useful sources of policy learning.

All of these promotional efforts worked. The provincial government later decided
to scale up the Medical Alliance Reform to encompass the whole province. However, the
success of local pilots was not the only factor that the upper-level health authorities took
into consideration. In particular, mid-rank officials were worried about the uncertainty
and risk of mandating all counties to adopt the innovation. For instance, Dr. L, the
Director of the Division of Primary Care Administration, expressed her concerns about

the medical alliance reform:

“Indeed, some counties in Guizhou had already launched local medical alliance
reforms in 2017. In 2018, Mr. I was appointed as the new Director of the
provincial health commission. He showed an extraordinary interest in this
program as soon as he took office. Yet, lacking central instructions, the

provincial government did not have a clear idea about how the reform should
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be carried out in Guizhou. Therefore, we organized an information session in
Liuzhi in 2018. After that meeting, Mr. I instructed the provincial health
commission to set up pilots in all counties in the next year. In the meantime, |
was asked to issue operational guidelines on the reform. However, I knew that
Mr. I’'s ambitious goal could not be achieved at once. In my view, the
operational guidelines should be released after the central government release
instructions, for three reasons. First, building up a medical alliance in all of the
counties is not an easy work. Many parties whose material interest may be
affected would certainly boycott the process. Second, as only a few counties
have launched local pilots, there is little experience to which to refer. Third,
under the aforementioned circumstances, the provincial health commission
should be very careful even with the wording of the operational guidelines. In
this consideration, the basic principles of the provincial guidelines should
remain in accordance with central instructions.” (Interview with Dr. L

20210219)

After Dr. L explained this to Mr. I, the latter agreed to delay the promulgation
date of the provincial guidelines. In this way, aside from setting up pilots in 15 counties,
the provincial health commission did not take substantial actions to promote the policy
change in practice. As such, the medical alliance reform in Guizhou was implemented in

an incremental way until mid-2019.

6.2.1. The 2019 Policy: opportunities and hurdles
The 2019 Medical Alliance Policy issued by the National Health Commission

accelerated the reform in Guizhou. As mentioned in Chapter 4, this policy required
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provincial governments to select national pilots for the Medical Alliance from counties
where local leaders were keen to pursue such reforms. Moreover, the 2019 Policy also
indicated some guidelines to local governments on how to carry out the reform on the
ground (see Table 6.1). Stressing on the government’s leading role in the reform, the
central ministry instructed local governments to establish one or several medical
alliances formed by hubs and township health centers. Collaboration within these
conglomerations could be strengthened through various mechanisms. For example, the
2019 Policy encouraged county the hubs “to send doctors down to the township health
centers and improve their capacity for service provision”.%® In the meantime, to improve
efficiency, medical alliances should integrate administration and management of

informatics of different levels of care.>*

Table 6.1. Contents of the 2019 County Medical Alliance Policy

Area of reform Proposal on

v Building up medical alliances
Establishing steering committees
Integrating the administration

Organization

<<

Developing the two-way referral system
Enhancing vertical collaboration between different curative levels
Completing the general practitioner system

Service provision

LS

v Reforming payment methods of social health insurance

Finance E 4 S 2

v Securing the finance for medical alliances

v" Reforming the personnel management system
Personnel : Z ; 5

v Improving salary of the medical staff
Performance v Assessing the reform outcomes

Source: the Author

%3 National Health Commission and National Bureau of Traditional Chinese Medicine. (May 15, 2019).
Notice on Accelerating the Scaling-up of County Medical Alliance Reform (guanyu zuzhi kaizhan
shengyuan hezuo yuancheng yiliao zhengce shidian gongzuo de tongzhi), available at
http://www.nhc.gov.cn/jws/s3580/201905/833cd709¢8d346d79dcd774£e8119d83.shtml, accessed on
February 7, 2022

5 Ibid
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As the central policy offered explicit guidelines, mid-rank officials of the
Guizhou Provincial Health Commission finally had the opportunity to carry out the full-
scale implementation of the Medical Alliance Reform in the entire province. Their efforts

began in June 2019.

Compared to the Telemedicine Program and the Liuzhi Reform, the provincial
level Medical Alliance Reform was promoted by collective entrepreneurship from the
outset. Mr. I, the successor of Mr. W, took up the directorship of the provincial health
commission. He has been a firm supporter of the Medical Alliance Reform. Although he
had no prior experience of working in the health sector, Mr. I demonstrated exceptional
enthusiasm about the reform. In his view, the Telemedicine Program implemented earlier
had laid a good foundation for integrating the health service system in Guizhou, but
policy-makers should not be content with this program alone. Instead, he perceived the
Medical Alliance Reform as a crucial step toward further integrating the health service
system.>® Therefore, Mr. I wanted to kick off another round of innovation to consolidate

the positive outcomes attained thus far.

Mr. I’s interest created a favorable environment for implementational
entrepreneurs, with Dr. L being the key person involved. As a medical doctor by training,
Dr. L had worked in the provincial health commission for decades. Heading the Division
of Primary Care Administration, she observed the lack of incentive on the part of primary

care facilities. In the past, the Chinese government had allowed a 15% price mark-up for

55 CN-Healthcare. (January 14, 2019). Ligi Yong: Drawing up Blueprint of Healthy Guizhou (ligiyong:
bohua jiankang guizhou lantu), available at https://www.cn-healthcare.com/article/20190112/content-
513580.html, accessed on June 25, 2022.
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pharmaceutical products procured by public health care facilities, as a de facto measure
to compensate under-funded hospitals. However, the central government officially
abandoned the controversial price mark-up in 2009, as it was responsible for rapid cost
inflation in China. While this policy move was widely lauded, the removal of the price
mark-up also took a vital source of income away from the vast majority of township
health centers, many of which slipped into financial troubles (Yu et al., 2010; Wang et

al., 2012). The situation was particularly severe in poor Guizhou.® Dr. L recalled:

“In the 2010s, a provincial leader shared his concerns about the primary care
reform at a conference. He thought that the cancellation of the 15% price mark-
up would de-incentivize primary health centers in regard to service provision,
unless an alternative financial incentive was provided. After I joined the
Division of Primary Care Administration, I found out that his worries had come
true. In my field trips, I discovered that the township health centers, which had
been crowded with patients in the past, had few patients. Some of them even
locked the door at the night, because doctors were not paid for their overtime
work. As such, I was looking for new incentives for primary care facilities. The
Medical Alliance Reform is one promising solution.” (Interview with Dr. L

20210219)

The 2019 County Medical Alliance Policy opened a window of opportunity for
mid-rank entrepreneurs to scale up the reform. Yet, unfortunately, the policy itself
provided little assistance to integrating the fragmented bureaucracy within the provincial

government like the Telemedicine Program. Focusing on county pilots, the National

% See Footnote 43
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Health Commission required local governments to establish steering committees for

improving intergovernmental coordination.

“Pilot counties should establish steering committees based on principles of
coordination and efficiency. The steering committee should be led by local Party
Committee and the government and formed by representatives from relevant
stakeholders, such as the development and reform commission, the social
security bureau, the finance department, the health commission, the personnel
office, lead hospitals and township health centers. The steering committee is
responsible for strategic planning, finance, personnel management, performance

review of medical alliance.”’

In contrast, the 2019 Policy had no similar requirement on provincial
governments, despite their significant role in developing operationalizable plans and
scaling up the reform. Consequentially, bureaucratic fragmentation again stood out as a
major impediment to implementation of the 2019 Policy. In particular, the Social Security
Department refused to get on board. The social security bureaucracy had authority over
health affairs because they were the custodian of two flagship social health insurance
programs. Any big health care reform would face formidable prospects if the social
security departments were not supportive. Dr. L described the difficult situation faced by

the implementation entrepreneurs:

“In mid-2019, T met Mr. U, the Director of the newly established Guizhou

Provincial Healthcare Security Administration [the successor organization of the

5 Tbid
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provincial social security department], seeking his support for the Medical
Alliance Reform. In particular, we invited his administration to co-sign the
policy document. Although Mr. U had worked for the provincial health
commission for more than 10 years, he thought that the Medical Alliance
Reform would bring about no benefits to social health insurance. Therefore, Mr.
U said that he had contacted the National Healthcare Security Administration
for advice, and they advised him to decline my proposal. I knew this was an
excuse because the central ministries rarely intervene in interdepartmental

coordination at the provincial level.” (Interview with Dr. L 20210219)

When implementational entrepreneurs sought cooperation from other provincial
departments, they were confronted with a similar situation. In principle, provincial
departments are allowed to ask the provincial government to release policy documents
that are perceived as being highly crucial. It is common practice in the Chinese political
system for line departments to highlight the strategic importance of its new policies and
to gain greater compliance from sub-provincial governments. Unfortunately, this
pathway was closed to the implementational entrepreneurs in the present case because
the central government was leading another round of a “red tape cutting” campaign.
Required to minimize the number of policy directives, the provincial government had
declined to issue the Medical Alliance Policy document. This awkward situation is
similar to the health care reform in Fujian province at the end of the 2000s, where the
provincial health commission was left to lead a hard reform on its own due to the absence
of support from other key provincial departments (He, 2012). The weak bureaucratic
power of the Health Commission made it difficult to implement the Medical Alliance

Reform without inter-departmental collaboration. What made it even worse was the
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lukewarm response of provincial leaders. Consequentially, implementational

entrepreneurs in this case needed to “go against the wind”.

6.2.2. Entrepreneurial strategies for scaling up medical alliances

Trapped in an arduous situation in which neither provincial government nor peer
departments were willing to lend support, the implementational entrepreneurs of the
health commission shifted their strategy in order to break the impasse. The success of the
Medical Alliance in Liuzhi inspired them; county government leaders may be a group of
reliable allies. As explained earlier, this group of local officials typically have stronger
incentives to embark on reforms not only for the purpose of solving local health care
problems, but also because of their strong motivation for career advancements. Therefore,
the Medical Alliance Reform offered them a precious opportunity to make tangible
achievements in the name of policy innovation. Moreover, the Medical Alliance Reform
was considered an easy one because there was no significant vested interest involved.
Eager to move the reform arena to the county level, the implementational entrepreneurs
adopted three strategies, including social learning, “downward” venue shopping, and the

use of bureaucratic procedures.

To operationalize the central guidelines, provincial health officials resorted to
policy learning. Once again, professional network played an important role in learning.
First, implementational entrepreneurs frequently attended information sessions
organized by central ministries, during which they could seek useful pointers from
policy-makers and learn about practices adopted by other provincial governments.
Second, the provincial health commission built up an intellectual network formed by

officials from pioneer counties and domain experts. Dr. L asked the forerunners to submit
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their action plans to her division to enable them to learn from the plans. These collective
implementational entrepreneurs drew lessons from both the achievements and drawbacks
of each pilot and analyzed the factors behind the varying levels of progress in regard to
the implementation. Dr. L’s remarks on the county protocols epitomize this learning

process:

“As the division in charge of the reform, we were very careful about the
operationalization process. We first held several meetings and invited professors
and officials from pioneer counties to join. We asked the health department
directors [of these counties] to share their experiences with peer officials. Next,
we required them to submit their action plans and drew lessons from them. The

change in payment method of the NCMS provided a good example.

As a result, the health commission announced the provincial policy guidelines
governing medical alliance that combine central government requirements and lessons
learned from local pilots. The reform concerning the payment method of the NCMS
provided a good example. Although the central instructions required us to use global
budgets as the payment method, the technical specifications were unclear. For instance,
if a medical alliance has overspent, who is supposed to cover the deficit? In contrast, if a
heath facility has saved money for social health insurance funds, how are we to cope with
the surplus? The county plans gave us many useful clues. In this context, the county plans

provided many useful clues to the mid-rank entrepreneurs. As Dr. L admitted,

“We also learned lessons from unsuccessful pilots. For example, although

Jinping County worked out an excellent protocol, it established only one



187

medical alliance. Health workers there also showed weak levels of motivation
as there was virtually no competition. As a result, we encouraged the counties
to set up more than one medical alliance in order to promote necessary
competition between them. In short, the pilot counties provided us with
excellent examples when we were preparing the operational guidelines.”

(Interview with Dr. L 20210219)

Overall, it appears that in this case, examples set by pioneer counties act as a
preliminary source for implementational entrepreneurs to accumulate necessary

knowledge for operationalization.

While implementational entrepreneurs in the Telemedicine Program conveyed
implementation issues ‘“upward” to the provincial government, the mid-rank
entrepreneurs in this case shifted the venue “downward” to the county government. To
lobby local officials, the mid-rank entrepreneurs in particular linked the Medical Alliance
Reform with local people’s livelihoods. In this way, they managed to shift the rhetorical
space away from the domain of health care alone to much more significant local
governance mandates. The poverty alleviation campaign was the flagship social policy
program in President Xi’s second term. Eliminating absolute poverty was a political task
of utmost political salience in poor Guizhou. County government leaders in particular
had the greatest responsibility to deliver in regard to the poverty alleviation targets. This
rhetorical strategy was certainly appealing to county government leaders. The speech
made by Mr. I at a provincial health conference in 2020 offered a good example of this

strategy:
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“General Secretary Xi Jinping reiterated that winning the poverty alleviation
campaign by 2020 was a crucial objective in attaining good governance. As
Guizhou is the main battlefield in the battle against poverty, we must overcome
all difficulties caused by the COVID-19 pandemic to earn a victory. Developing
the health service system is an important approach to reducing poverty. From
2015 onward, the advancement of health services has improved the livelihoods
of about 520,000 people in Guizhou, making a valuable contribution to the war
against absolute poverty. Whereas the health reform resulted in this success, we
should keep on working hard. All prefectural and county health departments
should accelerate the process of the Medical Alliance Reform in order to provide

affordable care to the people.””®

The implementational entrepreneurs took advantage of field trips in the poverty-

alleviation programs to lobby with these officials. Dr. L shared her observations of this

process:

“Last year, we had more field trips to different counties for the poverty
alleviation campaign. Every time we were visiting a county, Mr. I met the county
magistrate in person and told him or her that the Medical Alliance Reform was
an effective way of integrating the health service system. Furthermore, this
program could benefit local people by easing their access to health services and

reducing medical impoverishment. As such, effective implementation could

%8 Guizhou Health Commission. (March 15, 2021). Guizhou Health Commission Held the 2020

Conference of Health Care (quansheng jiankang xitong tongchou tuijin yiqing fangkong, tuopin gongjian

Ji 2020 niandu weisheng jiankang huiyi zhaokai), available at

https://www.guizhou.gov.cn/ztzl/fkxxgzbdgrdfy/gzbs/202110/t20211009_70805235.html, accessed on

August 10.
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help the counties to better accomplish the political task of poverty alleviation.”

(Interview with Dr. L 20210219)

These observations demonstrate how implementational entrepreneurs exploited
rhetorical space across different policy domains, and coupled the benefits of the Medical

Alliance Reform with policy issues about which local leaders were most concerned.

Aside from strategies discussed above, procedural policy instruments were
significant again in regard to implementational entrepreneurs seeking cooperation from
local leaders. They moved policy implementation forward in three ways. First, extensive
engagement with county leaders was undertaken through collective learning. From 2019
to 2021, the National Health Commission held a series of video conferences on the
County Medical Alliance Reform, during which senior officials in Beijing provided
guidance on policy implementation. For instance, Professor Wang Hesheng, Associate
Director of the National Health Commission, encouraged local governments to take a
leading role in the Medical Alliance Reform in one of the national video conferences.*
The implementational entrepreneurs from Guizhou Provincial Health Commission

invited local leaders to attend. Dr. L explained why:

“The National Health Commission held numerous video conferences on the
County Medical Alliance Reform in 2019. After receiving notice from the
central government, we invited county government leaders to attend the

meetings. In my opinion, the video conferences grant local leaders access to the

% Health Daily (Jiankang bao) (2019-06-19). Wang Hesheng Instructed that the County Medical
Alliance Reform should Focus on the Facet of Integration (wang heheng: xianyu yigongti jianshe yaozai

‘oong’zi shang zuowenzhang), available at https://www.sohu.com/a/321683339 464387, accessed on
August 10, 2022.
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vision of central policy-makers. Once the mindset of local leaders is updated,
they are more willing to provide firm support for the reform.” (Interview with

Dr. L 20210219)

Second, Dr. L and her colleagues used supervision as an effective procedural tool
based on authority. In some circumstances, supervision was undertaken through
reviewing local work reports. County health departments were asked to report their work
on a monthly basis. In addition, the implementational entrepreneurs conducted site
supervisions in the field. When traveling to different counties, Dr. L and her colleagues
asked directors of county health departments to present their progress during the field
supervision, and held meetings with frontline staff to collect their views about the

implementation. Dr. L preferred to visit hospitals and health centers in person:

“County officials may exaggerate the facts when they report to me. Therefore, |
still need to visit hospitals and health centers on site. I will make my own
judgments by seeing how many patients are there. A larger number of patients
in the outpatient department usually reflects a satisfactory quality of service. In
contrast, few outpatient visits to primary care facilities typically tells me that the
local implementation is not as successful as the local officials describe. I also
chat with medical staff during the site supervisions. For example, | ask them
about whether their incomes have improved or not since the reform.” (Interview

with Dr. L 20210219)

As a result of this wide stakeholder participation, senior supervisors developed a

better grasp of the real progress of reform. Recognition from the officials of provincial



191

departments notably increased local leaders’ confidence in the reform. As Mr. C recalled:

“We presented the progress of the Medical Alliance Reform in Liuzhi when
senior leaders from the provincial health commission came here. We acted as
tour guides if they wanted to conduct field visits at hospitals and health centers.
County government leaders normally attended the meetings and site visits. In
both circumstances, a high appraisal given by the provincial officials can
provide the county leaders with the impression that we have made remarkable
achievements. Consequently, they are more confident to the reform, and are

thereby more willing to offer us firm support.” (Interview with Mr. C 20220409)

Implementational entrepreneurs’ strategy of engaging county governments turned
out to be very effective. The vast majority of county governments in Guizhou have
announced their plans for medical alliances by the end of 2021. A total of 35 counties
were selected as national pilots in August 2019. Initially assuming a passive stance
toward the reform, the social security bureaucracy has since become supportive
(interview with Dr. L 20210219). Since then, the provincial health commission has been
able to engage other departments to promote medical alliances. These changes of the
external environment indicate that the implementational entrepreneurship gradually
shifted from the “going against wind” mode to a more promising “heading to the

destination” mode.

6.2.5. Reform outcomes in Guizhou
The Medical Alliance Reform promoted commendable changes in the health care

service system of Guizhou province. Official statistics indicate that, by 2020, 93% of
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hospital services provided to local citizens were rendered by county hospitals, indicative

of their strengthened capacity in regard to providing a good service.® County hospitals

can now perform 37% of major surgeries.®! The integrated health service network also

yielded remarkable effects in regard to cost containment. The total payment amount from

social health insurance to county hospitals and township health centers decreased from

62.2% and 17.8% in 2019 to 58.5% and 14.8% in 2020, respectively.5? Moreover, the

income of health workers saw impressive increases, which boosted their productivity and

job satisfaction. Table 6.2 summarizes the major changes brought about by the reform.

Table 6.2. Outputs of medical alliance reform in Guizhou

Indicators

Data in Guizhou

National data

2019 2020 Variation (2020)
Ejlt;?vot health services rendered at county level or 89.9% 93.2% +3% 90.4%
Ratio of inpatient services rendered at county level or 80.2% 78.2% 2% 75.1%
Improvements of  below
service capacity atio of atient services rendered at ¢
pacit lf){xlt‘l)ilol outpatient services rendered at county level or 54.4% 55.6% 1.2% 550
elow
Ratio of major surgeries performed in county hospitals 34.3% 37.1% +2.8% 41.9%
Ratio of social health insurance payment (to hospitals) 62.2% 58.5% -3.7% 65.4%
Cost saving §  mm o m ’ .
Il?caqt;:)ho::::t:i health insurance payment (to township 17.8% 14.8% 3% 21.6%
Meilicdl stafth Ratio of county hospitals’ expense on salaries 45.4% 45.6% +0.2% 39.7%
Tedical staff’s
revenue R::Ll: of government subsidies in medical staff’s 36.5% 52.9% +16.4% 45.7%
salaries
Satistacti Patients’ satisfactory ratio 93.2% 94.6% +1.4% NA
Satisfaction . : : ;
Medical staff’s satisfactory ratio 89.6% 93.3% +3.7% NA

Source: Guizhou Health Commission

63

The scaling-up of the Medical Alliance Reform

has resulted in impressive

improvements in the service capacity of primary care facilities. Since 2020, the National

Health Commission has been organizing annual performance reviews of primary health

80 Guizhou Health Commission. (September 7, 2021). Work Report on Progress of the County Medical
Alliance Reform in Guizhou.

®1 Tbid
82 Tbid
8 Ibid



193

centers, in which 111 township centers in Guizhou were rated outstanding in health
service provision.®* By 2021, close to 60% of outpatient services in the province were
provided by township health centers.®® Impressed by the stunning achievements of some
prefectures, the National Health Commission organized a model demonstration
conference in Guizhou to disseminate its experience of medical alliances to the rest of

the country.%®

At the same time, the relatively weak support from provincial leaders and
powerful departments constrained the provincial health commission’s capacity for
further scaling up medical alliances to all counties. As the health commission noted in an
internal work report, bureaucratic fragmentation had resulted in the absence of provincial
initiatives for accelerating the reform. As a result, some county governments made no
substantial progress towards the goal of integrated care, even though they had announced
local plans for establishing medical alliances. 8’ Furthermore, the lack of
interdepartmental coordination also created problems of insufficient policy provision

concerning service pricing, personnel management, and provider payment reforms.5®

Despite certain deficiencies in the reform progress, the provincial leaders were

64 National Health Commission. (March 18, 2021). Notice on Praising Primary Health Centers Making
Outstanding Performance in Health Services, available at http://www.nhc.gov.cn/cms-
search/xxgk/getManuscriptXxgk.htm?id=22b87170053c44af91757a9030b3aec8, accessed on August 10,
2022.

8 Guizhou Daily. (July 30, 2022). The County Medical Alliance Reform in Guizhou Made Remarkable
Achievements, available at

https://baijiahao.baidu.com/s?id=1739725642605879237 &wir=spider&for=pc, accessed on August 10,
2022.

8 Guizhou Daily. (September 28, 2022). The National Health Commission Held a Model Demonstration
Conference in Zunyi, Guizhou, available at
https://baijiahao.baidu.com/s?id=1679089881093334625&wir=spider&for=pc, accessed on August 10,
2022.

57 See Footnote 60
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satisfied with the remarkable success achieved thus far and they decided to offer greater
support to the reform. At a provincial conference on health care in 2022, Mr. B, the newly
inaugurated Governor of Guizhou, instructed local governments to “improve the
accessibility and affordability of health services for people by sparing no effort to
develop medical alliances in counties.” % It can be expected that the provincial

government will provide more support to the County Medical Alliance Reform in future.

6.3. Summary
This chapter investigates the County Medical Alliance Reform in Guizhou. Once
again, this ongoing policy scheme indicates that implementational entrepreneurship is
pivotal for reinforcing the effectiveness of national policies on the ground. In particular,
both street-level and mid-rank entrepreneurship took place in this case study, and they
mutually reinforced each other in regard to accelerating the Medical Alliance Reform.
The pioneering program in Liuzhi highlights the role of street-level entrepreneurship in

bottom-up implementation (see Figure 6.4).

In this case study, although the central authorities had not issued explicit
guidelines, they still exerted a notable influence at the local level by championing
medical alliances as an innovative concept, and encouraged localities to explore action
plans. As indicated above, medical alliances enlightened Mr. C and his team, providing
a solution to acute local problems. Therefore, street-level entrepreneurs managed to
couple the problem stream with local needs. In the absence of clear policy guidelines,

street-level entrepreneurs further sought inspiration from innovative models in other

8 People’s Government of Guizhou. (October 29, 2021). The Provincial Health Conference was Held in
Guiyang (quansheng weisheng jiankang gaozhiliang fazhan dahui zai guiyang zhaokai), available at
https://www.guizhou.gov.cn/home/tt/202110/t20211009 _70816127.html. accessed on June 27, 2022.
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areas with similar contexts and made local adaptations. In these processes, street-level
entrepreneurs’ frontline know-how enables them to sort out acute local problems and

modify examples learned from other areas based on local conditions.

Figure 6.4. The role of street-level entrepreneurship in Liuzhi
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At the same time, the model motivated local officials in Liuzhi to promote the
reform to provincial authorities, activating the scaling up of medical alliances to the
whole province through a bottom-up approach (see Figure 6.5). Yet, the incremental
scaling-up process suggested that mid-rank officials took an advantageous position vis-
a-vis street-level entrepreneurs; they could therefore determine the timing to accelerate
the policy implementation. Exworthy and Powell (2004) argued that significant policy
change is likely to occur only when “big” windows in the center match “small” windows
at the local level, especially within multi-layered governance systems. This case study
provides evidence of Exworthy and Powell’s argument, as the announcement of the
national medical alliance policy opened the “big” window at the center and cleared
concerns within the provincial government. Mid-rank officials then started to take more

aggressive actions to accelerate the scaling-up process.
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Similar to the Telemedicine Program, mid-rank entrepreneurs in this case study
played a significant intermediate role between national policy and frontline implementers
(see Figure 6.5). The previous pilot programs made it evident that medical alliances are
an effective tool that can be used to reintegrate fragmented health services; therefore,
implementational entrepreneurs in the provincial health commission focused on
operationalization. Again, lessons learned from pioneering counties provided
entrepreneurs an important source of inspiration regarding the most suitable form of
policy calibration. In the meantime, the need for poverty alleviation and county leaders’
keen interest in adopting policy innovation fostered “small” local windows.
Demonstrating strong policy acuity, the mid-rank entrepreneurs successfully lobbied
county leadership to participate in policy implementation. With backing from local
leaders, the political stream at the county level was largely coupled together.
Consequently, the provincial health commission successfully championed the County

Medical Alliance Reform on the ground.

Figure 6.5. The role of mid-rank entrepreneurship in scaling up medical alliances
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In this case study, implementational entrepreneurs in both county and provincial
health commissions clearly demonstrated their enthusiasm, persistence, and domain
expertise. In particular, similar to the Telemedicine Program, achieving good local
governance acted as a common motivation of entrepreneurs. Yet, contextual factors
resulted in variance in coordination—the supportive environment enabled the Medical
Alliance Reform in Liuzhi to sail toward its policy objectives, yielding outstanding
outcomes in practice; in contrast, limited endorsement from both leadership and the
institutional framework significantly increased difficulties in coordination, and
compelled the provincial health commission to move forward ‘“against the wind”. These
difficulties were overcome in the end, to a certain degree, after the implementational
entrepreneurs successfully engaged a wider range of counties in the program. In this way,
the Medical Alliance Reform in Guizhou highlighted the significance of endorsement
from higher-level authorities to accelerating the implementation progress. Figure 6.6
presents the development of implementational entrepreneurship at different levels of

governance.

Figure 6.6. The development of entrepreneurship (Medical Alliance Reform)
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Once again, the adoption of entrepreneurial strategies was crucial for explaining
changes in implementational entrepreneurship. Chapter 5 illuminates the role of learning,
venue shopping, and the smart use of bureaucratic procedures in accelerating policy
implementation; the pivotal role of these tactics was observed in this case study too.
Learning clearly represents an effective tool that can be used to amass necessary
intellectual capital for operationalization. Compared with the Telemedicine Program,
lead examples acted as the most important source of learning in this case study, as there
were a number of successful pioneering pilots available for implementational

entrepreneurs to refer to.

The scaling up of medical alliances in Guizhou shed fresh light on the way in
which, aside from shopping a venue “upward” to provincial leadership or powerful
provincial departments, implementational entrepreneurs can also lobby “downward” at
lower-level governments. The Iukewarm stances of provincial leaders notably
constrained the health commission’s capacity for hierarchical coordination. Although
implementational entrepreneurs in this case showed different patterns in utilizing
procedural tools, they actually had few coercive tools at their disposal. Therefore, even
though they established diagonal coordination with local leadership in some counties,
these entrepreneurs could not compel other non-compliant counties to “buy in to” their
policies. In this context, if county leaders refuse to cooperate, implementational

entrepreneurs have few means through which to push the process forward.

Finally, the qualitative findings show that the smart use of bureaucratic

procedures is a critical catalyst for policy implementation, and implementational
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entrepreneurs of different layers of governance may exploit similar procedural tools,
including information devices and authority. Similar to the Telemedicine Program,
meetings offered implementational entrepreneurs a platform for lobbying other policy
actors and enhancing collective learning. In this case study, mid-rank entrepreneurs did
not use accountability or other rigid tools to push frontline troops, but rather tended to
enact more persuasive means, such as supervision, to nudge implementers. As noted
above, supervision enabled implementational entrepreneurs to closely steer the
implementation through the timely grasp of information on the ground and provide

guidance to grassroots rank-and-file bureaucrats.
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Chapter 7. Conclusion

For decades, implementation research has sought answers to a simple question:
Why do some policies yield notable outcomes in practice, while others don’t? While
many previous studies have explored a variety of factors, such as political structure at
the macro level, and policy design and networks at the meso level, this dissertation
discusses the influences of micro individual behaviors. Specifically, 1 focus on the
significant role of mid-rank officials and street-level bureaucrats. Most previous studies
consider these local officials as merely implementing policies “by the book”, or
manipulating the discretionary power granted by the central government to protect their
own interests. The literature has overlooked the possibility that they might actively shape
the implementation process as creative and innovative policy actors. This dissertation
engages the notion of “policy entrepreneurship” from John Kingdon’s (1985) Multiple

Streams Framework and develops the concept of “implementational entrepreneurship”.

Some recent studies have shown a keen interest in the entrepreneurial role of mid-
rank officials and street-level bureaucrats. In China, the political ecology in which local
officials work differs from that of many other political systems. The complex
bureaucratic system results in severe fragmentation within the bureaucracy, whereas the
hierarchical structure makes it extremely difficult for implementers to amass political
capital and resolve coordination problems. However, the rich rewards brought about by
the “promotion tournament” offer strong incentives to local officials, and thus encourage
them to undertake local innovation. China’s tradition of experimentalist governance
grants local governments ample opportunities to calibrate the mix of policy instruments

in innovative ways. These intrinsic features of the bureaucracy offer fertile ground for
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implementational entrepreneurship in China. This dissertation is dedicated to examining

the rich dynamics at work in this context.

The previous chapters analyze how implementational entrepreneurship acts as a
catalyst of policy implementation and the causal dynamics underlying this process.
Chapters 5 and 6 comprehensively investigate the entrepreneurial activities of local
officials in policy implementation on the ground, demonstrating that entrepreneurial
traits, support from the external environment, and the adoption of various strategies have
multiple impacts on effective implementational entrepreneurship. To conclude this
dissertation, this chapter first summarizes the key findings from the main chapters and

then concludes with limitations and my future research agenda.

7.1. Major findings

Mid-rank officials and street-level bureaucrats have been described as reluctant
policy actors by traditional implementation research. Why are they willing to devote
themselves and even risk their careers to catalyze policy implementation? This
dissertation demonstrates a variety of motivations underlying implementational
entrepreneurship in China, including earning a competitive edge for the sake of career
promotion, the innate desire to share ideas, and the genuine momentum related to
enhancing good local governance. Teets and Hasmath (2020) observed that the
institutional incentives in the Chinese bureaucracy are actually inadequate, as the
majority of local officials do not participate in the “promotion tournament”. They argued
that most entrepreneurial officials at the local level are motivated by a genuine desire to
resolve local problems. Their argument is mirrored in the qualitative findings of this

dissertation, as most implementational entrepreneurs in the two case studies devote
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themselves to accelerating implementation because they believe that national policies
can benefit numerous local people. Furthermore, when national policies yielded positive
changes in practice, these entrepreneurs developed a strong sense of fulfillment. Once
local officials became implementational entrepreneurs, their ambition and enthusiasm

often distinguished them from conventional rank-and-file bureaucrats.

John Kingdon (1985) conceptualized influential factors of agenda-setting into
problem, policy, and political streams, and suggested that the coupling of the three
streams results in the adoption of a policy. This dissertation, however, demonstrates that
the coupling process is still necessary at the implementation stage, since local conditions
foster another set of problem, policy, and political streams. As technocrats within local
governments, implementational entrepreneurs play a significant intermediate role in
joining up national policies with local streams, which encompass both operationalization
and coordination. Operationalization includes activities related to specifying policy goals
and calibrating the mix of policy instruments. In both cases, implementational
entrepreneurs intelligently used their domain expertise and familiarity with local
conditions to develop action plans. In the meantime, coordination requires
implementational entrepreneurs to maneuver within the fragmented bureaucracy and

realign conflicting interests in both horizontal and vertical directions.

The most important finding in this dissertation is the illumination of the causal
dynamics underlying implementational entrepreneurship. Specifically, the two case
studies suggest that the intrinsic traits of entrepreneurs, external circumstances, and the
adoption of entrepreneurial strategies commonly influence the effectiveness of

implementational entrepreneurship, which yields four distinctive categorizes: “heading
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toward the destination”, “drifting”, “sailing against the wind”, and “empty boat”.
Chapters 5 and 6 demonstrate these causal dynamics. First, the “drifting” mode was
observed in both cases. The empirical evidence demonstrates that local officials show
little persistence and risk-taking when lacking enthusiasm. Furthermore, with limited
policy acuity, they lack the ability to clear hurdles set up by bureaucratic fragmentation.
As a result, sluggish implementation or outright policy failure is more likely to occur as

a result of the lukewarm stances of other policy actors.

Second, learning notably increases the willingness of local officials to engage in
policy implementation, and thus become implementational entrepreneurs. In the
meantime, learning serves as an effective tool for implementational entrepreneurs to cope
with intrinsic ambiguity embedded in policy implementation, as they gain domain
expertise and frontline know-how that are essential for developing the operationalizable
plan for implementation. Empirical findings of this dissertation demonstrate that
professional networks are crucial sources for mid-rank and street-level entrepreneurs to
accumulate intellectual capital. As the two cases showed, the professional networks
comprise of experts from both inside and outside of the government, who provide diverse
and valuable insights that enlighten implementational entrepreneurs. For example,
guidance from central ministries can point out the direction for better policy
implementation; peers in other areas offer good examples for implementational
entrepreneurs to refer to; feedback from frontline operators enable the officials to modify

their action plans to fit local conditions.

Although learning from professional networks can notably arouse local officials’

commitment to policy implementation and improve their capacity of operationalization,
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entrepreneurial officials may still encounter severe obstacles stemming from
bureaucratic fragmentation, resulting in the “sailing against the wind” mode of
implementational entrepreneurship. While Kingdon (1995) characterized policy
entrepreneurs as “surfers waiting for the big wave”, He (2018) suggested they do not
always passively wait for the occurrence of opportunities; rather, this process actively
entails more stakeholder participation and creatively reshapes the context based on the
established framework. Indeed, similar phenomena can be seen in implementational
entrepreneurship too. As the two case studies show, implementational entrepreneurs must
“row” harder against the wind by using a variety of strategies to amass political capital

and realign different interests.

Third, once strategies adopted by implementational entrepreneurs take effect, the
external environment will provide favorable conditions for competent entrepreneurial
officials, such as placing them at the center of policy networks. In this context,
implementational entrepreneurs can take full advantage of their extensive domain
expertise and familiarity with local conditions, develop operational plans, and better steer
the process of carrying out policies in practice. Consequently, this “heading toward the
destination” mode of implementational entrepreneurship yields outstanding outcomes on

the ground.

Aside from unfolding variables related to effective implementational
entrepreneurship and the causal dynamics underlying it, this dissertation also underlines
that contextual factors have significant impacts on strategies adopted by
implementational entrepreneurs. Notably, national policy granted sufficient legitimacy

to implementational entrepreneurs in the Telemedicine Program to enable “upward”
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venue shopping with powerful departments and local political principals, who offered
mid-rank officials sufficient political capital to maneuver within the bureaucracy.
Furthermore, with unconditional support from the political principals, implementational
entrepreneurs in this case study were allowed to use more coercive tools to push forward
the implementation process. In contrast, inadequate institutional support in county
medical alliances fostered failure in seeking assistance from powerful policy actors and
partial change in practice. Mid-rank officials eventually decided to lobby “downward” at
street-level governments, which resulted in less effective coordination compared with
that in the Telemedicine Program. Figure 7.1 presents the divergent trajectories of

implementational entrepreneurship in different contexts.

Figure 7.1. Varying trajectories of implementational entrepreneurship
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Table 7.1 highlights the variance of contextual factors, entrepreneurial strategies,

and reform outcomes.
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Table 7.1. Telemedicine Program vs. County Medical Alliance Reform

Telemedicine Program County Medical Alliance Reform
Institutional The 2010 Initiative: Early trial in Liuzhi
Support v Had no instruction on setting up mechanisms for v The county government set up a steering committee
interdepartmental coordination at the provincial level The 2019 Policy:
The 2014 Pilot Scheme: v Had no instruction on setting up mechanisms for
v' Instructed the provincial government to set up interdepartmental coordination at the provincial
mechanisms for interdepartmental coordination level
Political Support ~ The 2010 Initiative: Early trial in Liuzhi
v' Only the National Health Commission initiated the v* The initiative was supported by county leaders
reform The 2019 Policy:
v" Provincial leaders offered no support v Only the National Health Commission initiated the
The 2014 Pilot Scheme: reform
v A powerful central ministry joined in v' Provincial leaders offered no support
v’ Provincial leaders offered unconditional support
Main v' Learning from central ministries and peers v' Learning from central ministries, peers and
entrepreneurial v’ Issue framing pioneering pilots
strategies v Coalition building Issue framing
v" Venue shopping upward Coalition building
v

Use less coercive procedural policy instruments

4
v
Use more coercive procedural policy instruments v" Venue shopping downward
v
v The program was scaled up to the vast majority

Reform outcomes v* The program was scaled up to the whole province in

three years (2015-2018) counties within three years (2019-2022), yet some
v' A comprehensive regulatory framework was  county governments made no substantial progress
established towards the goal of establishing medical alliance

v’ _The policy provision was insufficient

Source: the Author

Another important finding in this dissertation is that implementational
entrepreneurs rely on bureaucratic procedures to yield positive outcomes on the ground.
The empirical evidence highlights the use of three types of procedural instruments:
information devices, authority, and coordinating organizations. Table 7.2 summarizes
the main procedural instruments used in the cases. As noted in Chapters 5 and 6, the
smart use of bureaucratic procedures significantly reinforces other entrepreneurial
strategies adopted. However, comparison between the two cases also illuminates that
implementational entrepreneurs may adopt different strategies. As shown in Table 7.2,
compared with the Telemedicine Program, officials in the provincial health commission
depended “less” on coercive instruments to accelerate the reform. For instance, they
neither ranked the reform progress of the local governments, nor linked the performance
of policy implementation with accountability. Furthermore, the implementational
entrepreneurs enacted few mechanisms for enhancing interdepartmental coordination

like the steering group in the Telemedicine Program. Two factors lead to such variance.
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First, as mentioned above, the selection of bureaucratic procedures is associated with
individual preference of implementational entrepreneurs. Second, the lack of institutional
and political support constrains the officials’ ability to use more powerful procedural

instruments (see Table 7.1).

Table 7.2. Procedural policy instruments

Procedural Policy Tools

Information Authority Treasure Organization

work report, policy memo, written comments, network of steering

Telemedicine Program . . e . .. no observed
meeting, ranking accountability, site supervision groups
County Medical Reform in work report, meeting, . .. . .
. . i site supervision no observed steering committee
Liuzhi ranking
County Medical Reform in . ..
work report, meeting supervision no observed no observed

Guizhou

Source: the Author.

Additionally, this dissertation explores implementational entrepreneurship in
both top-down and bottom-up implementation across the two cases. In regard to top-
down implementation, mid-rank entrepreneurs taking a leading role in policy
implementation impose explicit policy targets at the street level. Therefore, street-level
entrepreneurs have less room to innovate as a result of their lack of discretion. Bottom-
up implementation, in contrast, encompasses “richer”” dynamics between street-level and
mid-rank entrepreneurship—while the former enables reform at the local level and offers
lead examples, the latter handles the implementation process and champions policy
change on the frontline. Furthermore, these two groups of policy actors largely play a

similar role in carrying out national policy and use the same kit of procedural policy tools.

Although this study sets the research context in China, its findings may be

generalizable to other states. First, despite differences in political systems,
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implementational entrepreneurs in multi-level governance systems are located at the mid-
rank or street-level echelon of the bureaucracy. This similarity makes local officials
across national contexts play a similar intermediary role in coupling national policy with

local problem, policy, and political streams.

Second, innovations championed by implementational entrepreneurs are often
technical, possessing relatively low political salience and visibility. Therefore, having
extensive expertise in a particular policy domain and frontline know-how often act as the
most important factor for these individuals to accelerate policy implementation. Some
previous studies observed that similar to those in China, implementational entrepreneurs
in other parts of the world also rely on professional networks to facilitate learning
(Arnold, 2020; Oborn et al., 2011; Lavee and Cohen, 2019). These studies highlighted
the significant role of learning through professional networks in implementational

entrepreneurship.

Third, lacking formal authority represents a defining characteristics of mid-rank
officials and street-level bureaucrats in many parts of the world. Therefore, they must
smartly use bureaucratic procedures to reinforce their capacity for influencing policy
outcomes. Some previous studies underlined the role of organization-based instruments
in improving the effectiveness of implementational entrepreneurship (Oborn, etal., 2011;
Arnold, 2015, 2020; Goyal et al., 2020; Arnold, 2020). These works suggested that
bureaucratic procedures provide implementational entrepreneurs not only in China, but

also in other states effective tools for accelerating policy implementation.
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7.2. Limitations and future research

This dissertation is not without limitations, including those related to the research
design and data availability. One significant limitation concerns the selection of cases.
As a preliminary study, | selected two policy programs focusing on the reintegration of
health services in the same province. This research design largely ensured similarities in
the contextual factors of the cases, but also created problems concerning generalization.
That is, given the regional differences across China, to what extent can findings in one
province be replicated in others? While this dissertation addressed this problem by
focusing on Guizhou as a critical case, further studies focusing on cases in other
provinces or even other countries is still necessary in order to be able to generalize the

conclusions in this dissertation.

Another limitation of this dissertation is related to the data collection. As both
cases took place a number of years ago, many informants cannot remember all of the
details of events accurately. This potential inaccuracy may have a negative influence on
the credibility of the data. The solution to this problem is to locate more sources of data—
| use data from documents issued by the government and online news as supplementary
evidence; if data from other resources indicate the same findings, information provided

by the interviewee can be proved to be accurate.

Moreover, the COVID-19 pandemic negatively affected the data collection
process from 2020 onward. Compulsory quarantine policies notably increased the costs
of face-to-face interviews and fieldwork. More importantly, most informants in this study
work in the health sector. Therefore, they became too busy to participate in interviews

when outbreaks occurred. Unfortunately, a severe outbreak of COVID-19 took place in
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Guizhou in early 2022, which delayed my schedule for carrying out another round of
data collection. To cope with this difficult situation, I relied on numerous second-hand

materials and drew some of my data from these materials.

The aforementioned limitations provide valuable opportunities for future
research. Using this doctoral dissertation as a starting point, there are two major research
areas on which future research could focus. First, | intend to carry out research in regard
to a larger landscape and study implementational entrepreneurship in other provinces,
especially those in central and costal China. As such, future studies | conduct will explore
whether regional differentiation will influence implementational entrepreneurship.
Furthermore, | will compare implementational entrepreneurship in China with that in
other counties, which can improve the theoretical replicability of this dissertation.
Second, research findings in this dissertation underline several interesting research areas.
For instance, the concept of procedural policy instruments provides a useful framework
for recategorizing entrepreneurial strategies. Moreover, it would be insightful to compare
implementational entrepreneurship with other types of human agency that exist in the

policy process.
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Appendix A: Work Report for the National Pilot Scheme of Telemedicine
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Appendix B: Operational Plan of the Medical Alliance Reform in Liuzhi
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Appendix C: Operational Plan of the Medical Alliance Reform in Guizhou
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