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Despite the great strides that have been 
made during China’s recent healthcare 
reform to improve access to healthcare,1 
substantial gaps in quality persist.2 In a 
study of 33 tertiary hospitals in China, 
Jian and colleagues reported no improve-
ment in most process indicators on 
healthcare quality for acute myocardial 
infarction, cerebral ischaemic stroke, 
chronic obstructive pulmonary disease 
and bacterial pneumonia, from 2013 
to 2018.3This study provides the most 
contemporary evidence of quality trends 
during a 5- year period after the launch of 
China’s healthcare reform. More impor-
tantly, it covers a broad set of treatments 
for four common clinical conditions that 
are commonly used for assessing health-
care quality.4–9

The poor performance and lack of 
improvement in Chinese hospitals 
revealed in this study aligns with prior 
findings. In a nationally representative 
study on ST- segment elevation myocar-
dial infarction (STEMI) from 2001 to 
2011, no improvement was found in 
in- hospital mortality outcomes, which 
may be a result of the continued underuse 
of reperfusion therapy and other recom-
mended treatments.10 Through compar-
isons between urban and rural hospitals, 
the same study also found that despite 
differences in treatment and the avail-
ability of advanced facilities, outcomes 
for patients admitted to rural hospitals 
were similar to those of patients who 
were admitted to urban hospitals, indi-
cating that the additional resources avail-
able at urban hospitals did not result in 
greater benefits to patients.11 Given the 
tremendous political commitment and 
financial investment in China’s health-
care reform during the past decade, it is 
critical to understand how to improve 
nationwide healthcare quality.

An important step toward improve-
ment is to understand the reasons 
underlying the current quality of care in 
China. Overall, performance measure-
ments are inadequate.2 The government 
established a nationwide claims data 
system—the Hospital Quality Moni-
toring System (HQMS) —to collect a 
common dataset of information from 
all inpatient medical records in tertiary 
hospitals. However, except for reporting 
crude in- hospital mortality rate and 
length of stay, the measurements have 
rarely been used to identify quality gaps 
or to develop improvement strategies. In 
addition, there are few incentive mech-
anisms to link performance with the 
interests of care providers.2 Payments 
to healthcare providers in China are 
mainly under the fee- for- service model, 
which is based on the amount of services 
provided rather than the appropriate-
ness of the processes or the success of 
the outcomes.12

Improvements in quality of care are 
not easy to achieve. Through a compre-
hensive literature search, we identified 
several trials designed to develop and 
evaluate hospital- level quality improve-
ment strategies for cardiovascular disease 
care (online supplementary table),13–25 
but gaps in knowledge remain. First, the 
findings on effectiveness in these studies 
were mixed, with about half showing 
no difference even though most used 
targeted performance feedback as one 
of the main strategies. Second, most of 
the studies focused on process indicators 
related to individual behaviours that are 
easy to change, such as medications in 
the hospital and at discharge, rather than 
more difficult ones that require multidis-
ciplinary collaboration, such as the use 
or timeliness of reperfusion therapies. 
Third, the changes in process indicators 
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achieved in these studies did not always improve 
patients’ outcomes; for example, a stepped- wedge trial 
on care for acute coronary syndromes found no signif-
icant effect on in- hospital outcomes, despite showing 
improvement in early antiplatelet treatment and other 
care process indicators.25

Nevertheless, there are notable successes such as the 
nationwide door- to- balloon (D2B) Alliance in the USA. 
The D2B Alliance, initiated by the American College 
of Cardiology and comprising a group of more than 
1000 hospitals, was developed to improve D2B times 
for patients with STEMI who undergo primary percuta-
neous coronary intervention. Based on the six key strat-
egies for hospitals to reduce D2B times developed via 
nationwide qualitative and quantitative studies, educa-
tional sessions that disseminated information about 
innovative approaches and provided information about 
experiences at various sites were conducted.26 From July 
to September 2006, 54% of patients received primary 
percutaneous coronary intervention within 90 min. This 
number increased significantly during the study period, 
to 75% from January to March 2008.27 Moreover, the 
shorter D2B times were consistently associated with 
lower mortality over time.28

Another example is the Chinese Cardiac Surgery 
Registry (CCSR), which consists of 102 urban 
tertiary hospitals in China. In the CCSR, compre-
hensive performance feedback and targeted technical 
support has been provided by the China National 
Center for Cardiovascular Diseases (NCCD) since 
2004. In addition to the site- specific performance 
feedback report with analysis regarding patient 
characteristics, surgical processes and in- hospital 
outcomes in unadjusted and risk- adjusted formats, 
the NCCD provides participating hospitals an array 
of technical support such as seminars, on- site assis-
tance and training programme. Cardiac surgical 
teams at NCCD visited 20–30 participating hospi-
tals annually to provide on- site guidance and share 
practical experiences with local teams. In the past 
3 years, 696 trainees, including cardiac surgeons, 
anaesthetists and cardiopulmonary bypass doctors, 
attended NCCD’s training programmes for 5 months 
on average. Two recent studies found improvements 
in isolated coronary artery bypass graft- related 
in- hospital mortality, major complication rates 
and length of stay from 2004 to 2013.29 In elderly 
patients, in- hospital mortality after coronary artery 
bypass graft surgery has been gradually approaching 
the level observed in hospitals in the USA.30

Compared with the well- conducted trials in the 
online supplementary table, the D2B Alliance and 
CCSR had a successful two- pronged approach: ongoing 
efforts spanning many years to change care provider 
behaviours and consequently patient outcomes, and 
targeted technical support that demonstrated how to 
improve in conjunction with performance feedback 
that specified what to improve.

Thus, several combined efforts are needed to improve 
healthcare quality. To establish sustainable mechanisms 
for quality assessment and improvement, national infor-
mation platforms in China—such as the HQMS and 
social medical insurance—need to be configured to 
capture and integrate data from everyday practice nation-
wide. Also, the government could increase performance 
accountability through payment policies such as those 
that were recently issued on diagnosis- related groups to 
reward high- quality and high- value care. In addition, 
to provide targeted technical support in specific clin-
ical fields, leading hospitals could collaborate by taking 
responsibility for disseminating their knowledge and 
experiences to local, poorer performing hospitals. The 
national medical science centres and regional medical 
care centres,31 in the planning stage by the government, 
could play key roles in this effort, particularly through 
the healthcare alliance with collaborations between 
hospitals of varied levels.

We agree with Jian and colleagues that during this 
new era of healthcare reform, with its strong focus 
on quality and efficiency, the Chinese government 
should invest increased effort in promoting a quality 
agenda.32 An overarching strategy for nationwide 
quality improvement is to build a learning health 
system2 in which the data generated in the ongoing 
delivery of care should be leveraged to produce 
insights and discoveries that are made available 
to providers to improve care and performance. 
Outcomes and implementation research surrounding 
monitoring the performance of providers and 
comparative effectiveness of strategies could act as 
engines to generate and evaluate new knowledge 
in a rapid cycle of identifying targets, intervening 
to improve and assessing the effects. It is not only 
about what strategies work in which populations—it 
is also about how best to ensure that care is opti-
mally delivered. Such a learning health system will 
be able to ensure appropriate treatments and opti-
mised outcomes in China, and provide lessons for 
other countries facing similar challenges.
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