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There are few narratives as compelling, or as contested, as the beginning of an 
epidemic. Where did it come from? How did it spread? The history of medicine 
suggests that these questions are usually impossible to answer definitively and 
often only reinforce harmful stigmas and misconceptions.1 Nonetheless, the 
origin of the novel coronavirus SARS-CoV-2 has attracted a wealth of attention 
and speculation from scientists, government officials, and media commentators. 
The exact means of zoonotic transmission remain unclear, but there is a broad 
consensus that the condition caused by the virus, known as COVID-19, first 
appeared in Wuhan in late 2019. The role attributed to the government of the 
People’s Republic of China (PRC) in responding to the outbreak has varied greatly, 
ranging from accusations of negligence in allowing the virus to spread outside its 
borders to assertions of its success in controlling the outbreak through extensive 
quarantine and rapid resource mobilization.

Distinct cultures and politics of science and medicine have contributed to 
strikingly variable national responses to this global crisis. In South Korea and 
Taiwan, epidemiologists have employed contact tracing, border surveillance, and 
increased dissemination of face masks. In the United States, federal authorities 
imposed barriers to early diagnostic testing, and President Donald Trump promoted 
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the drug hydroxychloroquine despite a lack of evidence for its therapeutic efficacy. 
Swedish officials have articulated the concept of herd immunity, in contrast to 
standard epidemiological usage, as a means by which the majority of a population 
might gain immunity to COVID-19 by contracting it. In each case, the groups and 
individuals involved have tended to claim an objectivity that is itself historically 
contingent and unstable.2

Across this spectrum of responses, the significance of public health systems 
in China remains constant—yet also unclear. If the city of Wuhan played the part 
of a “sentinel post,”3 providing early warning of the crisis, then what responsibility 
lay with the Chinese government to inform other polities, and when? How have 
data and experience from Wuhan informed transnational efforts to trace and 
treat cases of COVID-19? What conditions led to the virus escaping the borders 
of the PRC? These questions expose the ways in which public and global health 
are—and have been—far from neutral and objective fields of inquiry, but are 
instead deeply shaped by political, social, and cultural concerns. This article seeks 
to provide historical context for China’s place in that contested field. Contrary 
to prevalent narratives in the history of medicine, China and Chinese historical 
actors have played key roles in international and global health throughout 
the twentieth century. Several episodes will illustrate this argument: the Qing 
dynasty’s organization of an International Plague Conference in 1911 following 
an outbreak of pneumonic plague; the prominent place of the Republic of China 
(ROC) in the work of the interwar League of Nations Health Organization; the 
role of Chinese diplomats in the establishment of the World Health Organization 
(WHO); Cold War medical diplomacy; and Chinese models of primary health 
care in international health during the 1970s.

These case studies together show that China, and the diverse peoples associated 
with this polity, played a significant role in shaping “global health” even before 
that term rose to prominence in the 1990s. Yet the Sinophone world continues 
to occupy unjustifiably peripheral territory in recent histories of the subject. 
During this period, the polity known as “China” underwent dramatic political and 
social transformation: from the last years of imperial rule to a republic marked 
by regional warlordism, the consolidation of power by the Nationalist Party after 
1927, and the establishment of the PRC in 1949 under the Chinese Communist 
Party. Even as what constituted “China” changed, so too did concepts of public 
and international health take on new meaning; historians have called attention 
to the origins of international health in colonial medicine and traced shifts from 
“international” to “global” health in terms of fluctuating power alliances that 
promoted transnational integration over the twentieth century. Yet even as it has 
reflected these important changes, the historiography of such “interventions into 
the lives of other peoples” has predominantly focused on the work of the WHO 
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and Euro-American nongovernmental organizations as a manifestation of Western 
powers’ efforts to cultivate soft power and resist the global spread of communism.4

China features in these narratives as a site of occasional interest—for instance, 
insofar as its “barefoot doctor” program offered useful examples for rural health 
projects in the 1970s, or the implementation of its one-child policy in the 1980s 
suggested an extreme manifestation of global discourses of population control. 
Within modern Chinese history, by contrast, a number of recent works have 
demonstrated that medicine and public health fundamentally shaped the making 
of modern China.5 Studies of medicine and health in the Republican era, as well 
as the early PRC, have immensely enriched our understanding of these processes. 
In the following account, I seek to demonstrate the significance of this work to 
global narratives.

Republican Fever Dreams: Early Twentieth-Century
Epidemic Crises and Responses

At the turn of the twentieth century, the Qing dynasty figured in transnational 
sanitary discourses primarily as a dangerous zone harboring deadly infectious 
diseases. These dark visions seemed to manifest in full in the winter of 1910–1911, 
when pneumonic plague stalked the landscape of Manchuria. This epidemic 
exposed geopolitical vulnerabilities of the ailing Qing, beset by agents of Russian 
and Japanese empires seeking to use epidemic prevention as a means to expand 
influence in northeast China.6 Hu Cheng has noted that the perceived need to 
protect sovereignty motivated the Qing to adopt harsh methods of quarantine and 
surveillance.7 Central to these accounts is the work of Wu Liande, the Penang-
born, Cambridge-trained physician whose interventions asserted the authority of 
Euro-American biomedicine in China and led to the establishment of the North 
Manchurian Plague Prevention Service.8

The outbreak also had consequences for international health. At this time, 
“international health” consisted largely of attempting to prevent epidemics, 
especially cholera, from crossing national and imperial borders; a series of 
International Sanitary Conferences had been convened for this purpose since the 
1850s. When the Qing court called for an International Plague Conference to be 
held at Shenyang (then Mukden) in April 1911, it signaled Chinese ambitions to 
participate actively in transnational medical networks at a moment when a growing 
spirit of medical internationalism had increased the significance of such networks 
for the discussion of epidemic control.9 In his welcoming address, Viceroy Xi Liang 
articulated the goal of bilateral exchange: “I sincerely hope that your deliberations 
during the next few weeks will result in the saving of human lives, not only of 
this country but of others also, should this terrible disease unfortunately break 
out elsewhere.”10 Delegates came from across Europe, North America, Russia, and 
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Japan; most requested laboratory space to conduct research and spent a month 
studying and debating questions of the disease’s pathology and transmission. The 
conference thus asserted China as a place where epidemiological research, as well 
as epidemic outbreaks, could carry global significance. Robert Perrins describes it 
as “one of the first major international gatherings that visibly promoted a global 
perspective on human healthcare.”11

The International Plague Conference provided extensive opportunities to 
discuss research and policy questions of plague control. In this function, it created 
professional opportunities for attendees. For Wu Liande, chairing the event offered 
a chance to consolidate his status as a leading researcher and administrator of 
Western medicine in China to global audiences. The American delegate Richard 
P. Strong was at the time a colonial medical officer stationed in the Philippines; 
his participation in the conference, and his role in compiling its summary 
report, facilitated his rise in the field of tropical medicine.12 Because outbreaks 
of pneumonic plague with human-to-human transmission are rare, research 
presented at the conference was of lasting significance.13 The International Plague 
Conference thus provided a foundation for Chinese states’ participation in—and 
contributions to—transnational epidemiological cooperation.

Subsequent decades saw the rise of new organizations that projected 
geopolitical power through medical diplomacy, especially after the influenza 
pandemic of 1918. The Rockefeller Foundation’s interventions to export American 
tropical medicine and implement top-down technical methods for disease 
prevention, especially through its International Health Division, have been well 
documented.14 By 1933 it had invested more money in China than any country 
outside the United States, most notably in the establishment of Peking Union 
Medical College, the only school of medicine the foundation ever established and 
administrated directly. A separate program implemented between 1935 and 1937 
in North China represented an early effort to integrate public health into rural 
development.15

A key agency in the interwar geopolitical order, the League of Nations, took on 
international public health as a major function. The goal of establishing hygienic 
infrastructure in China helped shape the agenda of the League of Nations Health 
Organization (LNHO) from its formal establishment in 1924 through its disbanding 
in 1946. One of its earliest projects was the establishment of a Far Eastern Bureau 
in Singapore; in 1925 the LNHO’s medical director, Ludwik Rajchman, traveled to 
China and subsequently became deeply invested in facilitating the development 
of public health there. Physician Andrija Štampar’s work on behalf of the LNHO 
as a consultant to the Nationalist government in the early 1930s, especially his 
advocacy for preventive and social medicine, also played a formative role in the 
establishment of health administration.16
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During this period, Rajchman and his colleagues sponsored and oversaw the 
establishment of a Central Field Health Station in Nanjing. “Above all, it performs a 
truly pioneering service in rural districts, where the need of its manifold activities 
is felt more acutely than in many other countries,” wrote Rajchman of the station 
and associated health services.17 Iris Borowy has pointed to the significance of 
this project for testing the ideological goals of the LNHO: namely, to provide 
“blueprints for national health systems”; to articulate “a comprehensive concept 
of health, which incorporated medical, political and social responsibilities”; and 
to use this concept of health as a means of supporting world peace.18 Although the 
LNHO ultimately fell short of its operational goals in China, Chinese experiences 
shaped its broader approach to medical interventions around the globe (Rajchman 
was instrumental in founding UNICEF).

By the eruption of the Second World War, China’s notoriety as a place that was 
both vulnerable to epidemic outbreak and in need of medical infrastructure made 
it central to considerations of transnational epidemic control and intervention. 
Yet the story was not one of abject exposure to disease and death. Even during 
the turmoil of the Second Sino-Japanese War, researchers and administrators 
contributed their voices and work to discourses that framed China as an 
experimental space,19 one where epidemics might take thousands of lives in the 
course of one bitter winter, but also where the causative agents of those outbreaks 
might be identified and new public health projects could be developed using a 
range of cooperative alliances.

Medical Diplomacy in the Postwar Order

In 1945, Szeming Sze (Shi Siming, 1908–1998) played a key role in the establishment 
of the WHO. The time was April 1945; the event was the United Nations (UN) 
Conference on International Organization in San Francisco. Sze, the son of the 
statesman Alfred Sao-ke Sze (Shi Zhaoji, 1877–1958) and a Cambridge-trained 
physician, was the secretary of the chief delegate from China, T. V. Soong. Unaware 
that the US and UK delegations had privately agreed that health should not appear 
on the meeting’s agenda, Sze and two other delegates, Norway’s Karl Evang and 
Brazil’s Geraldo De Paula Souza, agreed that an international health organization 
should be established. “Luckily, securing the approval of the Chinese delegation 
for initiating the proposal was rather easily accomplished, as I had the ear of the 
chief of the delegation,” Sze later noted.20 Sze subsequently wrote a text advocating 
for such an agency, which he presented with Souza as a declaration that met with 
enthusiastic approval. Sze then coordinated meetings for a preparatory committee 
to establish what became known as the WHO. In January 1946, the Chinese 
delegation to the UN Economic and Social Council called for a conference of 
UN member governments to establish a new health organization. Sze oversaw 
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the passage of subsequent proposals through the administrative machinery of the 
UN and successfully argued for the new agency to be named the World Health 
Organization.21 Although Chinese diplomats were conjuring up a new world of 
international health, China itself remained mired in military conflict. As Sze made 
his proposals in San Francisco, civil war was erupting between China’s Nationalist 
and Communist Parties. After the establishment of the People’s Republic on 
the mainland in 1949, Chiang Kai-shek’s Republican government—now on 
Taiwan—continued to represent China in the WHO, UN, and other organizations 
of international governance. The resulting bifurcation of Chinese medical 
administrations would have a major impact on international health.

Although narratives of global health have focused on the Western world 
and its often neocolonial use of medical interventions to support Cold War 
objectives, the socialist side of the story has received less attention. Recent work 
has drawn attention to the ways in which the Soviet Union and allies established 
networks of health cooperation and intervention.22 Gao Xi has demonstrated the 
significance of Chinese engagement with Soviet medical aid in the early 1950s.23 
Domestically, the PRC invested in public health programs, notably schemes of 
training paraprofessional health workers—eventually called “barefoot doctors”—
in Chinese and Western traditions to support rural health, as well as mass 
immunization against infectious diseases and schistosomiasis control.

In the 1960s and 1970s, Chinese health officials also promoted their work 
abroad as a matter of foreign policy. The PRC used medical diplomacy to compete 
for influence and acknowledgment with the ROC on Taiwan, focusing their efforts 
on the “nonaligned” world. Southeast Asia, Latin America, and especially Africa 
became important battlegrounds for both the governments that claimed authority 
over one China. In the PRC, these efforts largely focused on Africa, where 
diplomats emphasized shared experiences of anti-colonial conflict. Medical aid 
most often manifested on the ground in teams of physicians, supplies, educational 
materials, and occasionally student-exchange programs. These programs 
promoted a distinctively Chinese form of rural health. For instance, starting in 
1964, physicians helped establish a health program in the United Republic of 
Tanzania that drew on the barefoot doctor model and included training medical 
personnel, building a medical laboratory, administering hospitals, and conducting 
health demonstrations in villages.24 A People’s Daily report capitalized on these 
programs’ symbolic meaning for domestic audiences: “Chinese medical personnel 
often braved the scorching sun and torrential rain, traversed mountains and forests, 
and crossed rapids to provide medical care to villages. . . . When the Tanzanian 
people saw the spirit of the Chinese medical personnel to sincerely serve them, 
they were very moved.”25 PRC medical diplomacy continued throughout the 
Cultural Revolution and the postsocialist transition. From the early 1960s to the 
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early 2000s, over fifteen thousand Chinese medical workers traveled to forty-seven 
African nations as part of cooperative programs.26

Across the Taiwan Strait, similar strategies of medical diplomacy took 
shape, albeit in a radically different geopolitical context; the ROC oversaw the 
replacement of Japanese colonial medicine on Taiwan with American standards 
and professional organization.27 Drawing on American financial support, ROC 
diplomats also actively participated in efforts to contain mainland Chinese 
influence in the so-called developing world, often focusing on the same African 
territories that PRC efforts in medical diplomacy targeted. In 1959, the ROC 
announced an International Cooperation Program that provided agricultural 
assistance, including medical programs, to newly decolonized states in Africa. The 
Ministry of Foreign Affairs launched this program in 1961 with the dispatch of 
a team to Liberia; it ultimately sent 922 experts to Africa and brought over 400 
Africans to Taiwan during the 1960s and 1970s.28

These initiatives faltered as Taiwan encountered difficulties on the global 
political scene. In 1971, following the rapprochement of the PRC and the United 
States, the former rejoined the UN as the sole representative of China, resulting in 
the expulsion of the ROC. As a UN affiliate, the WHO followed suit, welcoming the 
PRC in 1972 and ejecting the ROC. With the exception of a brief period from 2009 
to 2016, in which the ROC was permitted to attend the World Health Assembly 
as an observer, the ROC has since been largely excluded from international health 
policymaking. The current absence of Taiwanese models and precedents from 
contemporary discussions of COVID-19 in global health organizations should be 
understood in this historical context.

The Gospel of Primary Health Care: Making a
Chinese Model for the World

From its new vantage point as a member of the WHO, throughout the 1970s, the 
PRC actively promoted its system of rural medical care as a model for the future of 
global health governance. Although the policy impact of these efforts was short-
lived, their success lay in again bringing Chinese voices and actors to the forefront 
of international health. Officials stressed the good health of China to demonstrate 
not only medical competence, but also their ability to lead medical administration 
on a global stage.

The formal readmission of the PRC to the WHO provided an opportunity 
to challenge prevailing idealizations of the practices and standards of Euro-
American professional medicine.29 Over the 1970s, Su Jingjing suggests, 
“exchanges in medicine and public health became a means of understanding 
China’s governmental achievements, as well as its social and economic situation.”30 
The Ministry of Health invited delegations of researchers and physicians from 
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Europe and North America to visit the PRC and observe firsthand its successes in 
medical administration. Visitors returned with glowing reports of the integration 
of Chinese and Western medical traditions via acupuncture anesthesia, barefoot 
doctors, and other programs, having been shown carefully curated sites and 
clinics.31

These good impressions translated into admiration for the systems of rural 
health that the PRC enshrined for foreign audiences. Over the 1970s, these 
programs presented a model for emergent ideals of “primary health care,” which 
combined strong local leadership, grassroots labor, mass education, and affordable 
preventive work—distinctive elements of the health programs deployed in projects 
of medical diplomacy in previous decades. The organization and administration 
of these programs drew particular attention. For instance, Philip Lee, professor 
of social medicine at the University of California, San Francisco, reported after 
a 1973 trip to the PRC that two aspects of its medical policy offered lessons for 
Americans: “the priority accorded public health programs and a clear set of guiding 
principles.”32 The Chinese case ultimately articulated a vision for public health that 
attracted worldwide consensus. A 2008 WHO publication claims that “China’s 
barefoot doctors were a major inspiration to the primary health care movement,” 
which culminated in the Alma-Ata Declaration of 1978, a resolution that set forth 
primary health care as a major new direction for the WHO.33

Although Chinese models thus provided a basis for one of the most striking 
shifts in global health policy of the twentieth century, recent studies suggest that 
these models emerged from a more complex medical environment. The barefoot 
doctors, widely praised for combining medical traditions, actually frequently 
embraced practices identified with Western medicine.34 The model of health care 
that became enshrined in Western discourses of global health contrasted with 
the practices that actually made anti-schistosomiasis campaigns successful.35 
And the successes of epidemic control that legitimized this model were built 
on familiar, largely top-down strategies of mass immunization.36 Against this 
background, health officials articulated strengths of medical administration, 
bound up with ideals of primary health care and building upon experiences of 
socialist internationalism, in order to assert capability and authority in world 
health governance.

Conclusions

Chinese dreams of health for all became global ambitions at the end of the 1970s, 
but they were never fully realized. In international health, the 1980s saw the 
emergence of “selective primary health care,” which eschewed sweeping reforms 
in favor of limited interventions that largely continued traditional focuses on 
targeted technological approaches such as immunization.37 Even in the PRC, 
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economic, social, and political transformations in the 1980s and 1990s led to the 
disintegration of support for rural health in many provinces.38 The 2003 eruption of 
a novel coronavirus, SARS-CoV-1, lay bare structural shortcomings in the health 
systems of the postsocialist PRC. The episode provoked a major reformulation 
of epidemiology in China, largely designed to avert the possibility of a similar 
scenario reemerging.39 And yet, seventeen years later, the world faces a second 
novel coronavirus, even more fearsome.

I will not attempt to predict what COVID-19 will leave in its wake—or even 
that there will ever really be a definitive end to this pandemic. In response to 
the AIDS epidemic of the 1980s, the historian of medicine Charles Rosenberg 
articulated a dramaturgy of epidemics that sets out discrete stages of revelation, 
explanation, response, and memory.40 Yet recent scholarship—and current 
experience—suggests that we should resist such simple narratives. Epidemics leave 
exposed in their wake personal grief, scientific controversies, and institutional 
failings, even as their disruption of existing social, cultural, and political systems 
offers the potential for productive transformation.41 Organizations that claim 
neutral coordination on the basis of medical science in fact carry forward historic 
social, cultural, and political entanglements that complicate efforts to coordinate 
pandemic responses. Acknowledging the history of those relationships may help 
provide a means of transcending them.
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