Establishing the Moral Authority of Formal Hospice
Care in China: A Case Study of the Songtang Caring
Hospital
By Lillian Prueher
Tufts University, Class of 2012

Senior Honors Thesis
Interdisciplinary Studies: Cultural Studies of Medicine

Directed by Elizabeth Remick
Second Reader: Xueping Zhong
Third Reader: Alisha Rankin

1

TABLE OF CONTENTS
CHAPTER 1: INTRODUCTION
Overview………………………………………………………………………………………......4
Understanding the Significance of Institutionalized Hospice Care in China………………........13
Data Collection…………..............................................................................................................20
Methodological Ambiguity of this Research..................................................................................23
Integrating Three Perspectives on Chinese Hospice Care............................................................25
Defining “Formal Hospice Care”.................................................................................................28
CHAPTER 2: TWO ASSUMPTIONS AT THE CORE OF ANY CHANGES IN THE
MORALITY OF FORMAL HOSPICE CARE IN CHINA
Overview………………………………………………………………........................................32
The First Assumption: Formal Hospice Care is Important in China............................................33
The Second Assumption: Formal Hospice Care Is Inherently Immoral According to a
Traditional Confucian Perspective................................................................................................40
Conclusion.....................................................................................................................................46
CHAPTER 3: ESTABLISHING THE MORALITY OF HOSPICE ONE DEFINITION AT A
TIME
Overview........................................................................................................................................47
Life and Death in Hospice Studies.................................................................................................48
Telling the Difference between ‘Humans’ and ‘Patients’……………..........................................52
Describing Rather than Defining ‘Patients’..................................................................................57
Defining ‘Hospice’.........................................................................................................................60
Presenting Hospice Work as Centering on Interpersonal Connections........................................61
Conclusion.....................................................................................................................................66
CHAPTER 4: THE SONGTANG CARING HOSPITAL AND PRACTICAL LIMITATIONS
ON THEORETICAL IDEALS
Overview........................................................................................................................................68
Understanding the Uniqueness of the Songtang Caring Hospital.................................................69
The History of the Songtang Caring Hospital...............................................................................71
Religion at the Songtang Caring Hospital.....................................................................................76
Caregiver Diversity at the Songtang Caring Hospital..................................................................78
Patient Diversity at the Songtang Caring Hospital.......................................................................87
Conclusion.....................................................................................................................................88
CHAPTER 5: LANGUAGE’S ROLE IN SHAPING FORMAL HOSPICE CARE AT THE
SONGTANG CARING HOPSITAL
Overview........................................................................................................................................90
Using Language to Make People Comfortable with the Idea of Formal Hospice Care................91
Language as Tool for Creating and Maintaining a ‘Moral’ Hospice Hospital’s Culture............95
Language Put into Practice.........................................................................................................101
Conclusion...................................................................................................................................104

2

CHAPTER 6: THE ROLE AND PROMOTION OF OPTIMISM IN PATIENT-CARE
Overview......................................................................................................................................105
“Confucian Family-Determination” and Its Implications for Formal Hospice Care
in China…………………………………………………………………………………………106
Caregivers as ‘Family’: Caregivers’ Protective Attitudes towards Patients’
Psychological States……………………………………………………………………………109
Protecting Patients’ Psychological States through Praise........................................................114
The False Dichotomy between Physical and Mental Care........................................................119
Conclusion..................................................................................................................................122
CHAPTER 7: CONCLUSION
Page…………………………………………………………………………………………..123
APPENDIX A: HOSPICE STUDIES
The Story Behind Hospice Studies...............................................................................................129
Hospice Studies Table of Contents..............................................................................................130
Additional Translations...............................................................................................................136
APPENDIX B: SUPPLEMENTAL FIGURES AND DEFINITIONS
Figure 1.......................................................................................................................................137
Figure 2........................................................................................................................................138
WHO Definition of Palliative Care..............................................................................................138
APPENDIX C: CONTEXTUAL INFORMATION ABOUT CHINA
Overview......................................................................................................................................140
A Historical Perspective on Medicine in China with a Focus on Non-Family-Based
Elderly Care.................................................................................................................................140
Gender Dynamics in China..........................................................................................................145
WORKS CITED
Page……...……………………………………………………………………………………..148

3

CHAPTER 1: INTRODUCTION
Why Hospice?
When I tell people that I am studying end-of-life care, the first response I usually get is
something along the lines of, “Oh. Why are you studying that?” On some level, I understand
the confusion. After all, whether they live in China or the United States, most of the people with
whom I have talked about this project come from societies where death simply is not discussed.
As Americans, we are taught to ‘live in the moment,’ never mind what happens when our
‘moments’ run out. Having spent time in hospice hospitals in both the United States and China, I
cannot help but think, unfortunately, such a mentality does more harm than good. This is
because I believe that, in a fundamental way, living one’s life by periodically reflecting death’s
inevitability not only changes one’s priorities, but also allows one to see enormous potential for
human connection and meaning in life. Not only is that potential for connection often
overlooked, but when death and end-of-life become culturally taboo subjects, as I would argue
they are in the United States and China, I believe it becomes harder for the individuals in those
cultures to find a sense of peace when confronted with their own mortality or that of their friends
and relatives. Coming to terms with mortality, though difficult, is something we all must do -- as
a hospice doctor I met in the United States often used to say, “no one gets out alive.” So, I
suppose part of why studying different approaches to managing and understanding death and
end-of-life care appeals to me is that I believe the more one embraces the idea of death, the
easier it is to embrace mortality and, in so doing, fully enjoy one’s life.
When one considers death in these terms, perhaps the cultural taboos against it begin to
seem strange. And yet, one cannot ignore the fact that medical systems specifically designed to
help patients and their families confront and cope with death are actually fairly new phenomena
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and, as a result, in some ways it is understandable that we have not yet found ways to
comfortably discuss it. In Europe, the United States and China, end-of-life care traditionally has
been handled by the family members of the people who are dying, rather than by trained medical
professionals. In fact, it was not until the 1960s that medical systems in the United States and
Europe began offering institutionalized hospice care and formal end-of-life care programs as we
know them in America today. Despite the 1960s being fairly late in the history of human
development, the medical systems in the United States and Europe established their
institutionalized hospice care programs significantly earlier than those in East Asian nations.
The fact that the first hospice hospital in China was not established until the late 1980s reflects,
in many ways, the shifting state of political and economic stability in China over the past
hundred years and also helps to explain why the idea of end-of-life care being handled by anyone
other than a sick person’s own family members remains difficult for Chinese people to accept
today.
When one examines the way in which formal hospice care has slowly been establishing a
foothold in China over the past few decades, it becomes apparent that, from a Chinese
perspective, the concept of institutionalized hospice care is not only fundamentally foreign, but
also fundamentally ‘Western.’ Evidence supporting this claim can be seen both in the ways
hospice programs are described from theoretical perspectives (as seen in Hospice Studies, a
Chinese hospice textbook that will be examined throughout this thesis) and in caregivers’ own
descriptions of and reflections on their work. While both types of ‘evidence’ will be examined
in greater depth in this thesis, in terms of the underlying framework being used here, it is simply
important to understand that institutionalized hospice care is seen as a foreign construct so that
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one can appreciate that, in studying a Chinese hospice hospital, one is essentially studying the
way in which the idea of hospice has been adapted to a Chinese context.
But, what does it mean for an institution to be ‘Western’ in a Chinese context in the first
place? The body of work on this topic is extensive and, to this day, neither scholars within China
nor those beyond its borders have come to a true consensus about the term. For the purposes of
this thesis, I will use ‘Western’ as the texts I reference and the people I interviewed used it.
While that may simplify complexity surrounding the term to some degree, it is important to
acknowledge that the web of connotations ‘Western’ carries with it do resurface throughout this
thesis. That is because, even though this thesis aims to objectively present formal hospice care1
as it is practiced and without judgments on how ‘modern’ it is or is not, whether the people
connected with the Songtang Caring Hospital saw ‘Western’ this way or not, my addressing
formal hospice care as a ‘Western’ concept in the first place inherently connects this thesis to
broader debates about the relationship between ‘Western’ and ‘modern’ in China. Though I will
not explore the idea in too much depth here, Theodore Huters’ introduction to the book Bringing
the World Home presents a useful example of just how complex that relationship truly is. Huters’
argument is built on the understanding that the semi-colonial nature of the relationship between
European and American powers and the Chinese state that persisted for approximately one
hundred years from the end of the Opium War (1842) to the end of ‘Western’ control within
China (1943 or 1949 depending on how one reads history) created a dynamic between them that
is distinct from ‘standard’ relationships between the colonized and colonizers. According to
Huters, that semi-colonial relationship created a very unique set of circumstances because, while
on the one hand the Chinese experienced over one hundred years of negative interactions with
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“Formal hospice care” will be taken to mean institutionalized, hospital/facility-based end-of-life care throughout
this thesis.
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‘the West,’ on the other hand they determined that in order to survive as an autonomous nation,
China needed to learn from and voluntarily adopt some elements of Western society. As Huters
explains, that “central paradox became lodged in the process of reform itself” and ultimately
meant that ‘modernization’ in China placed Chinese intellectuals and political leaders in the
position of actively seeking out, selecting and implementing ‘Western’ elements into Chinese
society, rather than having foreign ideas and frameworks directly forced on them (Huters 2005,
10). This autonomy to shape their nation’s ‘modernization’ created an environment in which a
plethora of new ideas emerged about what degree of ‘Westernization’ was necessary to make
China’s ‘modernization’ successful. These ideas ranged from largely technology-based
discussions about ‘using foreign things to serve China’2, to Zhang Zhidong’s3 1898 proposal to
essentially just approach Western knowledge as a supplement to Chinese knowledge and “use
Chinese learning as the essence and use Western learning as the means” (zhongxue wei ti, xixue
wei yong)4, to “wholesale Westernization” (quanpan xihua) 5 (Yu 2010, 154-155). These debates
were arguably all tied back to attempting to resolve the ‘central paradox’ Huters describes and
ultimately played a role in both China’s intellectual and political movements from the 1860s
onward. Indeed, some scholars even argue that “from the beginning…the greatness of Chinese
civilization lies partly in its openness to the outside world” (Nie 2011, xv).
Therefore, though examining this paradox reveals a long series of precedents for
‘Western’ elements of society being integrated into Chinese society and seems to imply that
incorporating formal hospice care into the Chinese medical system is something for which there
presumably exists some precedent as well, Huters’ central paradox also helps to clarify why
2

洋为中用
张之洞
4
“西学为用，中学为体”
5
“全盘西化”
3
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formal hospice care seems to hold such a precarious place in contemporary Chinese society.
Specifically, understanding this central paradox sheds light on how and why formal hospice care,
like many ‘Western’ concepts, has come to be associated with such an enormous range of (often
conflicting) moral connotations within a Chinese context. As this thesis will demonstrate,
successfully navigating that moral landscape is one of the major challenges that formal hospice
care in China must face, and it is a predicament that a wide range of direct and indirect methods
have been used to try to resolve.
Though considering Huters’ paradox-framework provides an important understanding of
the cultural, social and moral implications connected to a ‘Western’ concept in China, one should
also consider its effects on institutional integration. In her book examining the way Western
models were incorporated into Meiji Japan, sociologist Eleanor Westney provides a useful
framework for such an understanding when she calls attention to the fact that one must not
“leave unanswered the questions of implementation: how, once the commitments to
modernization policies [or, in this case, the creation of formal hospice care programs] were made,
they were carried out, and how the resources they inherited from the previous regime [or, in this
case, the resources that were available] were actually used. The answers lie in the analysis of the
development of the formal organizations through which the transformational policies were
implemented [in this case, the hospice hospitals themselves], and which themselves came to
shape the nature of those policies. And this leads inevitably to the analysis of organizations that
were very consciously set up on Western models” (Westney 1987, 4). As this excerpt
demonstrates, Westney suggests that new institutions are integrated into foreign cultural systems
by being simultaneously adopted by those cultures and shaped by those cultures’ policies. Given
China’s centuries-long history of incorporating foreign technologies, institutions and concepts as

8

was just mentioned, Westney’s framework seems particularly well-suited for evaluating the
integration of formal hospice care into the Chinese medical system.
With this ever-evolving connection between Chinese and ‘Western’ hospice care in mind,
this thesis will provide a focused study of the first hospice hospital established in Mainland
China – the Songtang Caring Hospital (松堂关怀医院) in Beijing – and further examine how that
institution reflects what Westney would describe as the “cross-societal organizational emulation”
of institutionalized hospice care in China (Westney 1987, 6). Though the Songtang Caring
Hospital is just one institution, as the first hospice hospital in China and one that consequently
has been considered to be a model for hospice facilities in China at various times since its
founding, it provides a valuable case study for understanding Chinese conceptions of formal
hospice care. Although I was not able to find verifiable statistics about the number of hospice
facilities currently operating in China, an unofficial estimate from the China Daily put the
numbers between 10 in Beijing and100 nationwide (Qiu 2009). And yet, Bloomberg Weekly
recently published an article claiming that “China has about 38,000 institutions with 2.7 million
beds serving the elderly, enough for about 1.6 percent of the population over the age of 60,
according to the World Bank” (Balfour & Khan 2012). As bizarre as these conflicting statistics
seem, they are actually quite easily reconciled. In fact, these wildly different numbers are
simultaneously plausible because they are likely discussing two different things: formals hospice
institutions vs. elderly care institutions (particularly, nursing homes (yanglaoyuan)). And yet,
hospices and nursing homes are but two of the many elderly care options emerging in China. In
fact, elderly care in contemporary China is both developing at a rapid pace and in its infancy.
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While the numbers of nursing homes6, community service centers for the elderly7, at-home
private caregivers for the elderly8, and long-term care facilities9 have increased consistently over
the past few decades, elderly and end-of-life care remains highly unregulated today as “the
6

In order to address the need for institutionalized medical care outside of the home, beginning in 2005, the
government began “increasing the number of nursing homes and encouraging good nursing home care quality
through a government-sponsored Elder Care Foundation….By the end of 2005, there were 39,546 institutions
providing different types of services for seniors, which included social welfare institutions for the aged, older
people homes, senior citizens’ lodging houses, and nursing homes for the aged, with a total of 1.497 million beds”
(Chu & Chi 2008, 239). And yet, according to a 2007 study, given the current number of nursing home facilities and
the projected increases in the size of China’s elderly population, “if Beijing were to decide to build more facilities
as a response, this would mean going from approximately 300 NHs [nursing homes] that served on 0.6% of
Beijingers aged 60 and older in 1998…to 1,500 over the next 25 years. This represents a construction rate of 48
new facilities per year” (Flaherty et al. 2007, 1296). That same study found that, as of 2007, the NH system could
only accommodate “.8% of China’s total aging population, far fewer than expected according to international
standards. Based on numbers from the Ministry of Civil Affairs, to increase capacity even to 3%, China needs to
invest at least US $200 billion” (Flaherty et al. 2007, 1298). Therefore, though the number of nursing homes in
China has increased exponentially, it seems likely that they will only be able to support a small fraction of China’s
rapidly aging population. As will be discussed in more depth in Chapter 3 and primarily in Chapter 5, it is significant
to note that, at this point, there seems to be very little practical difference between the type of care provided at
the Songtang Caring Hospital (a ‘hospice’ institution) and the type of care Chinese nursing homes are described as
providing.
7

According to one study, “over the past decade, there has been a great development in community service [for
the elderly]. By 1997, there were 930,000 community service facilities (located in urban areas with comprehensive
service), 5055 community centers, and 1.01 million community service stations (located in small communities with
limited range of services) in the whole country, covering both the urban and rural areas. Eighty-five percent of
these facilities primarily serve older adults in local communities” (Chu & Chi 2008, 238). Many more of these
centers were established as part of the Chinese Ministry of Civil Affairs’ “Star Light Program,” in which it invested
13.4 billion yuan between 2001 and 2004 in building 32,000 “Star Light Centers for Seniors” (Chu & Chi 2008, 239).
Though these centers provide services ranging from health care to recreation to “over 30 million elders,” they are
not institutions where elders live.
8

This type of “one-to-one care [is] from a baomu (literally ‘protection’ (bao) ‘mother’ (mu)), a type of live-in maid
who also provides care for the older person” (Flaherty et al. 2007, 1295). Though the authors of a 2007 study note,
“for many families who have enough income, they are affordable. Estimates of costs range from 600 to 1,000 RMB
(US $75-125) per month,” there are many families who simply do not “have enough income” to afford their
services (Flaherty et al. 2007, 1297).
9

See Appendix B Figure 2 for a graph showing the number of long-term care facilities in Beijing, Tianjin and Nanjing
from 1952-2009 (Feng et al. 2011, 740). As that graph shows, Beijing has had long-term care facilities for the
longest amount of time and in the largest numbers. This suggests that there may have been more of a precedent
in Beijing for a facility like the Songtang Caring Hospital to be established in the first place. The graph also
indicates that there was a significant increase in the number of LTC facilities in Beijing beginning in the mid 1980s,
which would suggest that the Songtang Caring Hospital, founded in 1987, was potentially part of a larger trend to
improve elderly and end-of-life care in Beijing at that time. Because data from Feng et al.’s study demonstrate that
24% of the LTC facilities in Beijing, Nanjing and Tianjin were founded before 1990, it seems possible that the
Songtang Caring Hospital’s founding may have been connected to broader trends (even though this thesis will
explore many other ways in which it is unique) (Feng et al. 2011, 741).
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Ministry of Civil Affairs has not released any explicit quality standard, code of practice, or
practice guidelines for nursing homes to follow” and “there is no specialized geriatric medicine
training for doctors, nurses, or social workers in China…[and a] lack of awareness of geriatric
conditions, such as falls, dementia, and polypharmacy, among doctors in China” (Chu & Chi
2008, 241-242). With so much change and growth happening in the types and availability of
elderly care options in China and so little official monitoring of their development, it is difficult
to get a comprehensive sense of what ‘elderly care’ really means in contemporary China and
how a ‘hospice’ institution like the Songtang Caring Hospital fits into that picture. This is one of
the many reasons why it is important to recognize that the Songtang Caring Hospital and all of
the discussion of it in this thesis is not meant to encompass elderly care in China more broadly
and should, instead, be very clearly understood as a single case study of a single element of
elderly care in China.
Despite being China’s first formal hospice hospital, the Songtang Caring Hospital by no
means represented the epitome of end-of-life care in contemporary China. In fact, during my
fieldwork, several of the caregivers working there mentioned to me that the Songtang Caring
Hospital and the resources at its disposal were no match for those of Beijing’s more recently
founded public hospice hospitals; they even repeatedly suggested I go conduct my research at
those facilities instead. While studying the more recently founded hospices connected to the
central government would doubtless be interesting, in identifying what is at the core of Chinese
understandings of institutionalized hospice care, I believe that studying the first hospice hospital
is more useful for three reasons. The first is that one gets a clearer picture of which elements of
hospice care are seen as most important from a Chinese perspective by examining the ways in
which formal hospice care was initially approached. The second is that, by studying the way
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formal hospice care is orchestrated in a facility with less funding (like the Songtang Caring
Hospital), one also gets a clearer picture of one of the ways in which end-of-life care priorities
are set from a Chinese perspective when there are not enough resources to simultaneously
develop every aspect of the hospital and some functions must be prioritized over others. The
third is that, as this thesis goes on to explore the moral implications of the way in which the
Songtang Caring Hospital was organized and presented on a theoretical level, it will become
clear that much of the ‘work’ associated with establishing the moral authority10 of formal hospice
10

By ‘moral authority,’ I mean something that is generally seen as morally ‘right,’ or at least morally permissible by
Chinese society at large. Though China is a large and complex, varied country (and the range of ‘morals’ by which
people abide is extremely diverse), this thesis will approach morality from the baseline of a ‘traditional Confucian
perspective’ in which “filial piety, or xiao, was often portrayed as the most important value, or the root of all
virtue,” while trying to acknowledge throughout the instances in which such a perspective does not directly apply
to the situation at hand (Whyte 2003, 6). Because of the tremendous social, political and economic changes that
have occurred in China over the past hundred years, the degree to which ‘traditional Confucian values’ impact
contemporary China has been hotly debated. In fact, Martin Whyte argues that the role of Confucian values in
Chinese society has been very dynamic. For example, if one looks at the May Fourth Period of the 1920s and early
1930s, sometimes referred to as the “Chinese Renaissance,” it becomes clear that Confucian values have been
called into question at various points throughout Chinese history and “the collapse of the imperial order combined
with such criticisms and increasing contacts with the West…served to undermine popular confidence that the ways
families had been ordered and children reared in the past were the only proper ways to do so” (Whyte 2003, 9).
This type of criticism of ‘traditional Confucian values’ reemerged after the CCP took power in 1949 to some degree,
but, although the CCP opposed many such values on ideological grounds because they were ‘feudal,’ in terms of
elderly care, “the CCP at no point systematically attempted to get young Chinese to reject filial obligations” and
even “made it a legal requirement for children to support their aging parents (as well as for parents to support
their children)” as part of the 1950 Marriage Law (Whyte 2003, 11). In more contemporary times, Whyte and
others have questioned whether traditional Confucian values can survive the “fact that China’s economic growth
since 1978 has been so rapid [that it] also increases the chances that China’s young people will feel that the
experiences of their elders are out of date and irrelevant, rather than objects of respect” (Whyte 2003, 14; DavisFriedmann 1983, 1). And yet, based on my observations and interviews, many of the essential elements of such
‘traditional values’ continue to affect people’s interactions with one another today, particularly in relation to intrafamily relationships and obligations. Interestingly, the results of Whyte’s own research support this conclusion.
Specifically, his interviews of over 1000 subjects in Baoding in the 1990s revealed that “in many realms grown
children give less support to ‘traditional’ values (both Confucian and socialist) than do their parents. However,
when it comes to family obligations and filiality, children are if anything even more likely to voice support for
traditional views than their parents” (Whyte 2003, 20). Therefore, acknowledging its long and changing history,
the term “traditional Confucian values” is used throughout this thesis as a short-hand way of indicating those
things towards which there is a tendency in contemporary Chinese society to see as generally morally permissible.
Though work by Jing-Bao Nie relates specifically to the study of “transcultural biomedical ethics” and directly
challenges the idea of establishing any kind of binary such as one implicit in the term “[Eastern] traditional
Confucian values,” the use of that term in this thesis is done out of convenience and is not meant to imply that
such a strict binary exists between Chinese and ‘Western’ hospice care (Nie 2011). In fact, despite being inherently
connected to studies of ‘East-West relations,’ this thesis is not meant to be a comparative project. Instead, it
attempts to examine the state of formal hospice care in China in its own right.
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institutions, is being done through the way in which hospice is initially defined and presented to
the population. In this respect, the fact that the Songtang Caring Hospital was the first formal
hospice hospital in China is significant (even if the facility itself is no longer necessarily
representative of the total range of care available among all Chinese hospice facilities) because it
suggests that theoretical conception of formal hospice care presented by this particular institution
most likely played a larger role in defining the moral authority of Chinese hospice care than
more recently established facilities.
By analyzing the ways in which caregivers and patients at the Songtang Caring Hospital
interacted and the hospice-related information with which they were each presented, this thesis
will explore the following questions: how have Chinese caregivers at the Songtang Caring
Hospital interpreted what formal ‘hospice care’ means in a Chinese context? And, specifically,
how do their theoretical understandings of formal hospice care allow them to conceive of it in
such a way that they can confer moral authority upon it and make it possible to integrate it into a
culturally Chinese moral framework?

Understanding the Significance of Institutionalized Hospice Care in China
Before exploring the ways in which institutionalized hospice systems have been adapted
to a Chinese context, it is helpful to understand the factors that have contributed to increased
interest in formal methods of hospice care in China in the first place. Arguably, the main factor
motivating Chinese investment in institutionalized hospice programs is the fact that China’s
population demographics are shifting and, without serious investment in formal end-of-life care
programs, it will become impossible for working Chinese people (and, by extension, the central
government) to support China’s elderly population. According to the Population Division of the
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Department of Economics and Social Affairs at the United Nations in 2008, “by 2030, China is
projected to have 347.1 million (23.8%) people aged 60 or older and 236.3 million (16.2%) aged
65 or older” (Chou 2011, 4). Though the One Child Policy and the subsequently decreased
numbers of young people in the population likely play a significant role in skewing Chinese age
demographics, another major factor in the increasing ‘national age’ is that economic growth has
raised people’s standards of living and improved the quality of medical care available to them,
thereby decreasing nationwide mortality rates. In fact, between 1980 and 2000, life expectancy
increased by more than ten years (Banister & Hill 2004, 69). Though the most dramatic
increases in life-expectancy in China happened between 1949 and 1980 as a result of public
health measures put in place by the Chinese Communist Party (CCP)11, the quality of medical
care available in China today means that China’s older population is also expected to live longer
than their predecessors which, in turn, means that, “at age 65, older Chinese today can expect to
live an average of 16 additional years for women and 14 additional years for men” (Feng et al.
2011, 738).
Economically, the implications of such an aging trend are tremendous. One major reason
for this is that the ‘iron rice bowl’ that used to provide every Chinese citizen with a guaranteed
safety net in terms of social welfare has deteriorated to near-nothingness, relative to its past
strength. This becomes particularly apparent if one considers how the weakening of the Chinese
pension system12 in addition to dramatically rising healthcare costs and low rates of health
11

The CCP’s public health campaigns and new sanitation measures decreased the mortality rate from “25 per
thousand before 1949 to 17 in 1951 (and 10.8 by 1957)” (Gittings 2005, 23). For more information about CCP
medical reforms, see Appendix C.
12
“China’s pension programs were established with the introduction of Regulations on Labor Insurance in 1951,
which provided the frame for the provision of various benefits based on the principle of lifetime employment and
association with a state owned enterprise (SOE)…..Pension payments were set at a comparatively high level:
roughly 80-90 percent of the workers’ salaries at retirement” (Fu 2008, 216). One of the first major blows to
China’s pension system occurred “during the Cultural Revolution (1966-1976), [when] trade unions were abolished
and the [pension] funds were reallocated for other purposes. Individual enterprises [then] became responsible for
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insurance coverage13 are likely to have a drastic combined effect on how, and even whether or
not, families are able to care for their elderly relatives without going bankrupt in the future as the
elderly lose state support, and many become increasingly dependent (both physically and
financially) on their children (Zhan & Montgomery 2003, 213). Despite the staggering
paying pensions out of their income stream” (Fu 2008, 217). After 1978, a combination of increased lifeexpectancy and rural-to-urban migration (and therefore increased numbers of pension-eligible, urban workers)
created “an increase of almost 19 times in [pension] expenditures between 1978 and 1988” (Fu 2008, 217). As the
Central government forced SOE employers to assume sole responsibility for paying their workers’ pensions, “SOEs
had to lay off workers, along with reductions in the comprehensive welfare programs, including pensions, health
care, and education. Some workers, lured by a lump sum to sever their relationships with the enterprises, would
no longer receive any welfare benefits, including pensions” (Fu 2008, 217). Then, “during the 1980s and in the first
half of the 1990s, there was a series of reforms in the pension system, including enlarging the pooling of the [Pay
As You Go] PAYG system, characterized by generous retirement benefits, remained unchanged until 1995. During
1995-1997, pension reform was directed at introducing a multipillar system with a declining replacement ratio”
(Feng, He & Sato 2011, 472). As it became increasingly evident that lower replacement ratios (meaning paying
retirees a lower percentage of their retirement salaries as pensions) were economically viable, the changes to
China’s pension system that began with the 1995 reforms were expanded and a new system was officially
implemented by the end of 2007, which made the “total replacement ratio” decrease from 75% to 58.5% (Feng, He
& Sato 2011, 470). Not only has the replacement ratio decreased, but due to economic privatization and increased
(unofficial) migrant labor in Chinese cities, the percentage of people with access even to that degree of social
welfare is far less than it used to be. This is because, as mentioned, the current pension scheme only covers
workers in the public sector, and, according to data from 2005 and 2006, “employees in the public sector
accounted for 11% of total urban employees….[and] there has been no development of the private pension
scheme in China” (Feng, He & Sato 2011, 472). Also, though this thesis is only focusing on urban hospice care
because the Songtang Caring Hospital was located in Beijing, it is worth noting that the ‘urban-rural divide’ is
particularly stark when one considers pensions and health insurance. Even from its inception in 1951, the Chinese
pension system has not included rural workers because it was determined that the government’s “limited
economic capacity” meant that “the rural population was expected to rely on their family, kin, or local community
for support” (Fu 2008, 216). That being said, more recent government efforts to close the rural-urban divide have
attempted to address this issue. As a result, rural medical insurance provided through the combined efforts of
central, provincial and lower-level governments was included as a provision in the New Rural Cooperative Medical
System established in 2002, and mandates that the government pay 65% of yearly medical charges for those
enrolled in it, and it was (at least theoretically) made available to all rural counties in 2010 (Flaherty et al. 2007,
1299). However, the extent to which that medical insurance has been successfully implemented and made
available remains unclear. See Appendix B Figure 1 for graphs of changing replacement rates for men and women
over time.
13
“From 1980 to 2000, average income in urban areas increased fivefold…[and yet] average medical costs have
increased ninefold,” which, in combination with the fact that “in 2003, only 55% of urban residents…had any
health insurance” has created a serious economic, health-related burden for many Chinese families (Flaherty et al.
2007, 1299). In fact, there are several indicators that these financial issues are playing, and will continue to play,
major roles in defining Chinese healthcare. For example, “out-of-pocket expenditures for healthcare costs
between 1991 and 2001 increased from an average of 38.8% to 60.5% of the total healthcare costs. According to
the same report, 64% of 43% of hospitalized patients who discharged themselves against medical advice did so,
because they ran out of money” (Flaherty et al. 2007, 1299). When one considers that the elderly will likely only
require increased amounts of medical care as they continue to age over the coming decades, the fact that medical
costs already appear to be unmanageable for many Chinese families is a serious cause for concern.
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economic growth the Chinese economy has experienced since the 1980s14, if healthcare and
elderly care remain unaffordable for large segments of Chinese society, the CCP’s legitimacy
and the Central government’s ability to continue functioning could both be questioned.
Culturally, this could happen because “respect and provision for the elderly…is believed to be a
symbolic recognition by the state and enterprise of an employee’s years of service…Thus, it is
considered morally wrong and politically unacceptable to force the elderly to support themselves”
(Fu 2008, 215). In addition, though some argue that the full effects of the One Child Policy “on
long-term care of older people will begin to be seen in 2030” and therefore can only be
speculated on now15, for the “4:2:1” families16 in China, simultaneously contributing to the
workforce and caring for the elderly may become impossible (Flaherty et al. 2007, 1295-1296).
Under such circumstances, families will presumably need to choose between trying to earn
enough money in the workforce to raise a child while hiring someone to look after their elderly
relatives (or putting their elderly relatives in a formal elderly care institution), or, if that is a
financial impossibility for them, leaving the workforce to care for their elderly relatives (which
could cause economic stagnation in its own right). Finally, when one then considers that, more
than ever before, China’s young people are living apart from their parents – whether because
they have moved away for school or long-term job opportunities in other cities, or because they
have become part of China’s enormous ‘floating population’ – coordinating long-distance elderly
14

Though many in the United States think of China’s exponential economic growth beginning in the 1990s, it was
actually in “1981 the Chinese leadership set the goal of quadrupling China's 1980 per capita GNP by the year 2000
in order to raise the people's standard of living to a ‘relatively comfortable level….[And,] except for the early l950s
and the three years 1962-65, when the economy was recovering from war or economic disaster, at no time in the
history of the PRC has the economy grown as fast as in the 1980s” (Yeh 1992, 501-502).
15
One cannot simply assume that there is a direct correlation between the One Child Policy and an increased
necessity for formal end-of-life care in China. This is because, at this point, “analyses of the [full] impacts of the
one-child policy on supports for the elderly must await the aging of the 1980s childbearing cohorts and future data
collection efforts” (Korinek, Zimmer & Gu 2011, 269).
16
“4:2:1” refers to the family structure that results if two only children get married and then become responsible
for financially, emotionally and physically supporting four elderly parents and raising their own single child
simultaneously.
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care becomes exponentially more complicated. As China’s elderly citizens continue to age,
develop more serious illnesses and become more dependent on their children and grandchildren
in order to survive, long-distance family arrangements may end up being either unsustainable or
hugely detrimental to elderly people’s mental and physical wellbeing17.
Realizing that it cannot possibly take financial responsibility for all of China’s elderly
population, the Central government has attempted to use legal measures to ensure that its citizens
act as caregivers for their relatives. The earliest example of this seems to be 1950, shortly after
the CCP rose to power: “…supporting ageing parents was made a legal obligation in the 1950
Marriage Law of the PRC, and in the socialist era this obligation was reinforced, if necessary,
through automatic deductions from the wages of unfilial children” (Whyte 2003, 1008). These
policies in combination with ones offering various degrees of elderly care support through the
commune and brigade systems “meant that China's elderly were more likely than before 1949 to
live with a grown child and have some degree of economic security” (Whyte 2003, 1008). Given
that the “elimination for a generation of meaningful family property, combined with rising
education of the young and other trends, significantly softened the power of the senior generation
in Chinese families,” these government reforms and mandates arguably played a critical role in
maintaining and improving the quality of elderly care following the founding of the People’s
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Though some scholars have argued that technological advances, and cell phone usage in particular, have made
“care at a distance” “more feasible,” and while that may be true so long as people’s elderly relatives are in fairly
good health, it seems unlikely to me that any of the technology currently available in China will be able to make
such “care at a distance” sufficient if and when people’s elderly relatives become seriously ill (Ikels 2004, 348).
This seems particularly true if one considers that parents who become financially dependent on migrant children
could easily end up being unable to insist that their daily needs be met simply because they need to “be flexible
[and not demand too much of their children] if they want the family to benefit from the loyalty (and remittances),
education and ideas of their children” (Whyte 2003, 1013). Additionally, though the financial support migrant
workers are able to provide their parents is often substantial, focusing exclusively on the economic benefits of
such arrangements ignores the fact that emotional and psychological support is sometimes more important than
financial support and being economically secure “does little to ameliorate the parents’ sense of loneliness” (Yang &
Victor 2008, 4-5).
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Republic of China (PRC) in 1949 (Whyte 2003, 1012). The fact the CCP’s laws were rooted in
traditional Confucian values seems to provide a possible explanation for how moral standards
based on filial piety could have persisted even despite the social and political upheaval of the
1950s and 1960s and the condemnation of “the culture of filial piety” during the Cultural
Revolution (1966-1976) (Chou 2011, 5). However, ultimately, evaluating the effects Mao and
the rise of the CCP had on medicine and elderly care in China is very difficult. In some ways,
one could argue that Maoist approaches to medicine and elderly care are irrelevant because so
many of the changes that occurred during Maoist era (legal and otherwise) were reversed once
China began its period of Reform and Opening in the late 1970’s. And yet, the mere fact that so
much of what had been taken for granted for centuries was rejected during that time means that
even changes that were eventually reversed still fundamentally altered society as a whole.
One important point of continuity between the laws passed early on in the Mao Era and
those passed more recently is that the more recent laws also seem to focus on reinforcing
traditional Confucian values. For example, laws and legislative programs such as the Law on
Protection of the Rights and Interests of Older Persons (National People’s Congress of the
People’s Republic of China, 1996) and Family Support Agreements (FSAs), which are discussed
in greater detail below, have helped the government to reinforce the idea that “supporting [one’s]
parents [is] a legal responsibility” (Chou 2011, 5). And yet, regardless of the government
standards, the reality remains that many young people simply will not have the resources
necessary to be able to take care of their aging relatives without external support. That is why,
despite the fact that institutionalized hospice care is diametrically opposed to traditional Chinese
values, which, as will be discussed in Chapter 2, emphasize the importance of people being cared
for by their own relatives, it is critically important that people begin studying Chinese hospices
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and trying to understand how they might be integrated more successfully into Chinese medical
culture. This thesis aims to contribute to the growing body of work that may ultimately facilitate
such integration and cultural acceptance by identifying and analyzing the methods currently
being used to portray hospice in a more morally positive light.
It is also worth mentioning that, while ‘formal hospice care’ could refer to hospice
institutions giving care to patients of any age, this thesis will be focused almost exclusively on
adult and elderly hospice care. There are two main reasons for this. First, especially in a
Chinese cultural context, the significance a person’s age has on his or her social standing, and the
social and cultural expectations placed on that person, is tremendous. Also, the different, albeit
equally intense, psychological impact terminal diagnoses would be expected to have on the old
vs. the young is so large that trying to discuss both groups in depth would be beyond the scope of
this project. Second, this thesis is primarily a case study of the Songtang Caring Hospital, and,
though there was one three-year-old patient there when I conducted my research, all of the other
patients at that facility were middle-aged or older and the majority were elderly. Therefore, this
thesis will primarily limit its discussions to hospice care being given to patients who are forty
years old or older.
As will be discussed in more depth in later chapters, the wide age range among patients at
the Songtang Caring Hospital was just one of the many factors that distinguished them from one
another. Presumably, at least in part, because the Songtang Caring Hospital was generally less
expensive than other formal hospice care options and offered a range of prices and services
(from inexpensive rooms where three patients lived with a single primary caregiver to private,
air-conditioned rooms where patients received one-on-one care), the patients there came from a
wide range of backgrounds. Some seemed illiterate, while others had been professors earlier in
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their lives. Many were from Beijing, but, according to Hospice Studies, the Songtang Caring
Hospital has had patients from at least 25 provinces in the past (Li et al. 2000, 15). As evidenced
by the different levels of care they were able to afford, patients came from hugely different
economic backgrounds. Some patients had families who regularly visited them and were
actively involved in their lives, while others had no living family left or had not been in touch
with their families for years. This range of backgrounds and experiences, though to some degree
impossible to capture here, is important to keep in mind when considering the various methods
that were used to try to establish formal hospice care as a moral option for Chinese families.

Data Collection
The independent research for this thesis was completed during a seven-week period over
the summer of 2011. During the first three weeks, I conducted interviews and engaged in
participant observation at a public, city-level hospital in the city of Lishui in Zhejiang province.
Though the information I gathered during those three weeks was extremely valuable in terms of
giving me a baseline understanding of how doctors’ interactions with patients and their families
are approached in non-hospice settings in China, it is not discussed in depth here because it was
not directly related to institutionalized hospice care. Instead, the main body of this thesis is
based on research conducted during the last three weeks of that trip. During that time, I stayed in
Beijing and went to the Songtang Caring Hospital as often as possible. In total, during my time
in Beijing, I conducted 12 interviews with 11 individuals, as well as over 40 hours of participant
observation18.
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By “participant observation,” I mean that I went to the Songtang Caring Hospital and walked around the facility
observing caregivers, patients and their interactions with each other. In accordance with my IRB proposal, I did
not speak to patients at all unless they addressed me first and it would have been socially inappropriate for me not
to respond. I tried a variety of approaches, ranging from sitting in highly visible locations to observe what was
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Three categories of caregivers will be discussed throughout this thesis: primary
caregivers, nurses and doctors. While the term “caregiver” itself will be used to refer
collectively to the three groups and generally taken to indicate employees at the Songtang Caring
Hospital as a group, understanding the different types of caregivers is important. As discussed in
greater depth in Chapter 4, primary caregivers were expected to be with their patients or on-call
twenty-four hours a day, seven days a week. Presumably because of the strenuous nature of their
work19, the low pay and the low status associated with their work, the average stay for primary
caregivers at the Songtang Caring Hospital was one month (though some had been there for
years). Though there were more female primary caregivers than male, the gender ratios did not
seem highly imbalanced. The majority of primary caregivers were fairly uneducated, and all of
them were from rural areas. Though I could not get concrete data about any of the caregivers at
the Songtang Caring Hospital, based on the estimates people gave me, it seems like there were
100-150 primary caregivers working there at any given time20. In contrast, as far as I saw, the
nurses were all female, all (or almost all) between the ages of 20 and 30 and mostly unmarried.
They had all gone to nursing school and seemed responsible for checking in on patients and
serving as intermediaries between the doctors and primary caregivers. Despite having much
better working hours (they were only expected to work in 8-12 hour shifts) and conditions (they
were not responsible for any of the ‘dirty work’ that primary caregivers were expected to take

happening around me to trying to remain as inconspicuous as possible. I also changed locations several times per
day to try to observe interactions throughout the hospital. I was very lucky that the director of the hospital gave
me license to go wherever I wanted, unaccompanied.
19
Primary caregivers were responsible for making sure all of their patients’ daily needs were met – this included
feeding them, bathing them, cleaning their clothes, making sure they took their medications, helping them move
around and go to the bathroom if they had lost the ability to complete those tasks independently, entertaining
them, coordinating the care they were receiving from doctors and nurses, communicating with their families, etc.
20
It is important to note that when I conducted my research, the Songtang Caring Hospital was in the middle of a
large expansion and renovation project and, based on the director’s estimates about how many patients would be
able to stay in the facility after its renovation, it is likely that the number of primary caregivers rose by 100-150%
after the hospital construction project was completed.
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care of), the average stay for nurses at the facility was also only one month (though, again, some
had been there for almost a year). It seemed like this was generally because the nurses saw their
work as being low-status, ‘temporary’ and generally uninteresting. Though concrete statistics
were again unavailable, there seemed to be 20-30 nurses who rotated on various shifts. The
twenty or so doctors at the Songtang Caring Hospital formed a very different group from the
other caregivers. Unlike both the primary caregivers and the nurses, doctors at the Songtang
Caring Hospital tended to be highly educated (all of them had been trained as doctors and had
careers as practicing physicians within China’s hospital system), all of them were retired and, in
general, comfortable staying at the Songtang Caring Hospital as employees for years on end
(some had been there for a decade). While the differences between these categories of caregivers
will be discussed in greater depth in Chapter 4, these differences will be referenced throughout
this thesis.
In addition to that more empirical research, arguments in this paper are also based on
information from a Chinese textbook, Hospice Studies, that was given to the caregivers at the
Songtang Caring Hospital to provide them with a theoretical overview of formal hospice care.
Though I was told that doctors at the Songtang Caring Hospital each received a copy of Hospice
Studies, I am not sure whether nurses received copies, and I think it is unlikely that primary
caregivers received copies. However, given that, as will be discussed in more depth in
subsequent chapters, the doctors were the only employees at the Songtang Caring Hospital who
did not have extremely high turnover rates, I think it is fair to conclude that they played a larger
role in defining the hospital culture and, even if they were the only ones reading Hospice Studies,
this textbook can still serve as a useful indicator of how caregivers were being told to conceive
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of formal hospice care on a theoretical level. Hospice Studies will be referred to throughout this
thesis and discussed in greater depth in Chapter 3 and Appendix A.

Methodological Ambiguity of this Research
Given the nature of the research on which this thesis is based, it is difficult to define its
overarching methodology. Though the fieldwork for this project was approached as
anthropologically-based ethnography, one must acknowledge that it is somewhat problematic to
define what actually constitutes ‘ethnography’ in contemporary anthropology. Traditionally,
‘ethnographies’ are based on many months or years of fieldwork. So, in that sense, it seems
inappropriate to classify this research as ‘ethnographic’ because it was largely conducted over a
period of several weeks. In addition, given that this project is a compilation of textual analysis,
participant observation and semi-structured interviews with caregivers, labeling it as an
‘ethnography’ is problematic. Ultimately, the degree to which this project should be considered
‘ethnography’ is unclear, and, I believe, fairly insignificant. It is more important to understand
the approach taken to completing this project than finding the perfect label for it.
That discussion aside, it is important to note that there were many limitations and
complications involved with this research. As mentioned, limited time was chief among such
concerns. In addition, the fact that I was a twenty-two-year-old, Caucasian female, in other
words, an identifiably foreign outsider at all times, certainly could have skewed my findings in
numerous ways. Though from a traditional Confucian perspective my status as a young,
unmarried woman should have meant that I had extremely low social status and could have
potentially worked in my favor in terms of making my interviewees feel more comfortable
speaking openly and honestly with me (especially because I conducted all of my interviews
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independently, meaning that my interviewees did not have to consider what a translator would
think of or do with their answers to my questions), other factors were at play. On the most basic
level, the fact that I was a foreigner immediately skewed the power dynamics between me and
my interviewees and could have made me seem more threatening. Sometimes, this manifested
itself in interviewees (particularly with primary caregivers) deferring to me as a presumed expert
on hospice care and answering my questions by giving their own responses and then immediately
seeking confirmation from me (suggesting that, at least on some level, they were trying to tell me
what they thought I wanted to hear). Other times, it cropped up in the distrustful and guarded
responses to questions about their work environments that caregivers (particularly the doctors
and the more experienced nurses) gave me. Sometimes, especially as I honed my interview
technique and got better at asking my questions in slightly less direct ways, my foreignness
seemed to fade to the background and become a non-issue. The reliability of the information I
obtained through my interviews was also complicated by the fact that I asked each of my
interviewees if they would consent to be tape-recorded. Though this may have skewed some of
the data I collected, given how much I ultimately benefited from being able to repeatedly relisten to the interviews I conducted, I cannot help but feel this approach was necessary.
In addition, my interviews were also limited by the fact that I had no structured way of
selecting interviewees. I was connected with the Songtang Caring Hospital when a Chinese
friend of mine, who happened to be a medical student at Beijing University, made a call there on
my behalf to ask if they would be willing to allow me to go there and conduct my research.
Because of my friend’s call, I was introduced to the director’s assistant the first day I went to the
Songtang Caring Hospital, given a tour of the facility and given four hours to speak with the
hospital director and the facility’s only therapist (this conversation was not tape-recorded and is
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not counted among my formal interviews). At the end of that first day, it became clear that I was
not expected to return to the hospital when the director’s assistant explicitly told me that I could
not conduct my research there because the hospital was under construction and things were too
chaotic for any of the doctors, nurses or primary caregivers to have the time to speak with me.
Luckily, after a last-minute appeal to the director, and only because he personally granted me
permission, I was able to pursue my project. Therefore, though the director’s consent was
critically important to my being able to do this research, my status at the Songtang Caring
Hospital was always somewhat unclear. For example, though I was introduced to all of the
doctors and nurses at a staff meeting, to my knowledge, the primary caregivers were never
formally told anything about me or my research. As a result, I was initially an object of curiosity
at the hospital, and, early on, very few people were willing to speak with me. However, after
several days of sitting in different areas of the hospital making observations and chatting with
patients and caregivers who asked me questions, I found the caregivers increasingly receptive to
me and my questions. My interviewees ultimately formed a sample of convenience because I
interviewed any caregivers who looked like they were not too busy, and who were willing to talk
with me. The only exceptions to this rule were the couple of times when one caregiver would
introduce me to another after I interviewed him or her. This happened more toward the end of
my time at the Songtang Caring Hospital and seems like it would have continued and allowed me
to conduct many more interviews had time allowed. My research was certainly limited by time.

Integrating Three Perspectives on Chinese Hospice Care
In this thesis, conclusions about how institutionalized hospice care is being conceived of
and imbued with moral authority in contemporary Chinese society will be primarily based on
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information from three sources, each of which approaches the concept of formal hospice care
from a different perspective. Information about the Chinese caregivers’ theoretical approach to
institutionalized hospice will, as previously mentioned, come from analyses of various sections
of the textbook Hospice Studies. Hospice Studies covers everything from the history of formal
hospice care (both in China and ‘internationally’), to explanations of patient-psychology, to
ethical issues associated with formal hospice care, to descriptions of the Songtang Caring
Hospital in particular and the goal of hospice care more generally21. As a reference for
understanding the theoretical perspective on Chinese hospice institutions, it is extremely useful
both because of the range of topics it covers and because, as a reference geared towards
caregivers, it addresses and describes issues related to patient-caregiver interactions in a very
straightforward, clear way. While the theoretical perspective provided by Hospice Studies is
certainly useful for adding some context to the types of caregiver-patient interactions discussed
in this paper, compared to my observations and interviews many of the descriptions in Hospice
Studies seem somewhat idealized. This is most likely due to both the fact that formal hospice
care is still a fairly new phenomenon in China and there are consequently few places where
empirical data can be gathered about the way a Chinese hospice hospital really runs. As a result,
it makes sense that Hospice Studies would attempt to present caregivers with a more idealized
picture of caregiver-patient interactions in an effort to provide them with a standard to which
they could aspire, even if that standard was somewhat unrealistic in real-world scenarios. Once
again, for the purposes of understanding how the idea of a hospice institution has been
interpreted in a Chinese context, the more idealized elements of Hospice Studies are not a
problem because, arguably even more than a fully realistic description of hospice care, they
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Further discussion of the table of contents for Hospice Studies is in Chapter 3 and a copy of the full table of
contents can be found in Appendix A.
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provide insights into the ways in which various elements of formal hospice care are being
presented in morally positive ways.
In addition to a theoretical perspective on formal hospice care, this thesis will also
consider a second perspective: that of caregivers themselves. Given that hospice care centers on
caregiver-patient interactions that cannot possibly lead to a medical cure, it seems fair to argue
that caregivers’ attitudes toward their work and their patients play a much larger role in ‘defining’
the care that patients receive in hospice settings than they would in ‘normal’ medical settings.
Also, because formalized hospice care is so new in China, it is still a constantly evolving and
developing field. While, on one level, those developments are occurring in the theory being
written about hospice in Chinese academia, in terms of the norms and standards for care that are
being established in real-world hospice settings in China, much of the ambiguity about what
formal hospice care ‘means’ and much of the work of ‘interpreting’ the concept of
institutionalized hospice care is actually occurring in the subjective judgments that individual
caregivers make. This is why, in trying to understand how hospice is being interpreted and
defined as an institution in cultural and moral terms, this thesis gives significant attention to
exploring the way caregivers approach and describe their work. Information related to this
caregiver perspective is primarily from interviews that I conducted with caregivers working at
the Songtang Caring Hospital.
The third and final perspective that will be taken into consideration in this thesis will be
the way formal hospice care actually occurs at the Songtang Caring Hospital, in contrast to both
the way it is described on a theoretical level in Hospice Studies and the way caregivers claim to
interpret it in interviews. While a discussion of hospice care in China should certainly be
informed by understanding the ways in which hospice is explained and approached from a
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theoretical level as well as by understanding the way caregivers conceive of hospice and their
roles in it, ultimately, that discussion must be rooted in observations of real-world caregiverpatient interactions. In other words, one must examine caregiver-patient interactions to try to
understand how theoretical ideals and caregivers’ personal views about hospice care are
translated into action.
This thesis will combine all three of these perspectives and analyze them in light of both
traditional Chinese understandings of death, dying and care-giving, as well as the social, political
and economic factors that have shaped those understandings in China over the past hundred
years. In that context, this thesis will explore how current approaches to formal hospice care in
China are designed to help integrate formal hospice care into the Chinese medical system. It will
do this by considering certain conceptions of end-of-life care in a Chinese context and examining
methods for conferring moral authority onto both hospice caregivers and hospice institutions.

Defining “Formal Hospice Care”
Before discussing in too much depth the nuances of the way formal hospice care is
understood and presented in China, one must first establish what is meant by the term ‘formal
hospice care.’ Though ‘hospice’ may seem synonymous with ‘formal hospice care’ the reason
this thesis explicitly discusses ‘formal hospice care’ is because, as previously mentioned, the
focus here is on formal hospice institutions and ‘hospice’ in general can refer to a wide range of
programs, including, but not limited to, hospice institutions, at-home care, hospital-based outpatient care, etc. In the 1976 Discursive Dictionary of Health Care, the United States
government defined ‘hospice,’ at least as it is practiced in the United States, as:
“a program which provides palliative and supportive care for terminally ill patients and
their families, either directly or on a consulting basis with the patient's physician or
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another community agency such as a visiting nurse association... an organized program of
care for people going through life's last station. The whole family is considered the unit
of care, and care extends through the mourning process. Emphasis is placed on symptom
control and preparations for and support before and after death; full scope health services
being provided by an organized interdisciplinary team available on a 24-hours-a-day,
seven-days-a-week basis.”
As will be demonstrated in Chapter 3, this definition is interesting in part because of how
similar it is to the way formal hospice care is presented in a Chinese context. At the same time,
this American definition of ‘hospice’ is also significant because both it and the Chinese
definition stand in contrast to the World Health Organization’s (WHO) approach to defining
‘hospice.’ In fact, the WHO’s website does not actually define ‘hospice’ at all. Instead, it offers
an extensive definition of “Palliative Care”22 as a subheading of “Cancer” and separate from the
Cancer subheading about “Treatment.” The semantic significance of an international medical
authority like the WHO choosing to define ‘palliative care’ rather than ‘hospice care’ and then
choosing to list ‘palliative care’ as a subtopic in relation to cancer specifically is, in several ways,
readily apparent. For example, the decision to discuss ‘palliative care’ rather than ‘hospice’
seems to indicate that there is an assumption that people will either not understand the word
‘hospice’ or, worse yet, have unduly negative associations with the word to the point that, if the
WHO wants to promote the use of end-of-life care, then it is in that organization’s best interest to
refer to it as ‘palliative care.’ Unfortunately, the way they choose to arrange their website
simultaneously seems to down-play the significance and potential importance of hospice and
palliative care by implicitly suggesting that it is not a valid method for handling a disease (and
thus separate from “treatments”) and that it is somehow only relevant to cancer patients rather
than all terminal patients). This range of definitions is important to keep in mind when one
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considers that it is simply the general idea of formal end-of-life care that is currently being
interpreted into a Chinese medical context as both ‘hospice’ and ‘formal hospice care.’
But, if there is such disagreement about how to approach end-of-life care in the United
States and the international community at large, then one must consider what kind of an impact
that has on Chinese society when it seems to be explicitly viewing ‘hospice’ as a distinct foreign
concept to be interpreted. Returning to Eleanor Westney’s work once again helps provide a
framework for understanding how this ‘cross-societal organizational emulation’ occurs. For
example, if one applies Westney’s argument about Meiji Japan’s modernization to China’s
emerging hospice hospitals, then her claim that “traditional values…had much greater generality
and flexibility than the specific patterns they had legitimated; they could be framed so as to
justify a wide range of structures and behaviors” seems to suggest that one way in which this
cross-societal organizational emulation occurs, in spite of somewhat ambiguous definitions of
what is being emulated in the first place, is that whatever foreign concept is being integrated
simply gets connected (at least on a theoretical level) to whatever cultural norms and traditions
are already in place (no matter how much the meaning of those norms must be manipulated in
order to accomplish that) (Westney 1987, 221).
However, this is not the only way in which Westney’s work is relevant to Chinese
hospice care. For example, when Westney describes the problems faced by newspaper
enterprises trying to establish themselves in Japan during the Meiji period, they seem quite
similar to those faced by hospice hospitals trying to establish themselves as integral parts of the
Chinese medical system today. According to Westney, those problems were, “they had to
increase the number of people who knew what a newspaper was; they had to convince buyers
that the newspaper was something they wanted every day, not just intermittently; and they had to
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develop distribution systems to make regular purchase as convenient as possible for the buyer”
(Westney 1987, 161). Though the topics are clearly different, the problems of awareness about
what formal hospice care is, convincing people they want it and developing an effective system
to distribute it certainly still resonate with the current situation in China. By highlighting these
issues, Westney’s work reinforces the importance of understanding the practical limitations that
exist when a concept like institutionalized hospice care is translated between cultural contexts.
Finally, though some of the questions Westney considers in relation to the way various
“Western models” were interpreted and adapted to Japan either cannot yet be answered with
regard to hospice care in China (because, as a field, formal hospice care is simply too new in
China) or are not entirely relevant to hospice in China, many of the questions she asks actually
do provide an important framework for approaching and understanding the significance of how
and why formal hospice care is being approached the way it is in contemporary China. Westney
argues that the following questions must be taken into consideration in evaluating this type of
cross-societal organizational emulation:
“Why did the organization-builders select the models they did? What features of the
original Western model were observed and emulated? What departures from the patterns
of the model can we observe, and what caused them? How were the resources to build
these organizational systems mobilized? Did the organizations become more like their
Western models over time, or less? What impact did the new organizations have on the
social environment, and did that impact in turn affect the development of other
organizations?” (Westney 1987, 7).
Though some of these questions will be addressed more directly than others, they should
all be kept in mind as one reads the following chapters and considers the central questions of this
thesis: How is formal hospice care establishing its moral authority in China today? And, what is
the significance of the method(s) hospice institutions are using in their attempts to establish
moral authority?
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CHAPTER 2: TWO ASSUMPTIONS AT THE CORE OF ANY CHANGES IN THE
MORALITY OF FORMAL HOSPICE CARE IN CHINA
Overview
Though the main body of this thesis explores how a specific hospice institution in
contemporary China has attempted to confer moral authority onto itself, there are two key
assumptions that must be substantiated before the intricacies of that process can be reasonably
explored. The first assumption is that institutional hospice care, as a field, is actually important
in contemporary Chinese society. Though quantitative evidence supporting this assumption is
provided in the previous chapter, this chapter will further strengthen the validity of that
assumption by considering how much attention the Chinese Central government has given to
issues of elderly and end-of-life care (as reflected in the number of legal measures that have been
implemented to strengthen or establish elderly and end-of-life care systems within Chinese
society). The second assumption is that moral authority is something which, in a contemporary
Chinese context, a formal hospice care institution would not inherently possess and therefore that
must be actively established hospice institutions itself. This assumption will be substantiated by
examining cultural practices that have traditionally been maintained in Chinese culture as well as
traditional Confucian values, which both clearly indicate that, at least in the past, moral behavior
in Chinese culture required that people take care of their elderly relatives and particularly their
elderly parents.
By establishing these two assumptions, this chapter lays the foundation for subsequent
arguments about why formal hospice care is being presented the way it is in contemporary
Chinese culture.
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The First Assumption: Formal Hospice Care is Important in China
The previous chapter briefly discussed the aging population trends and economic factors
in China that have pushed formal hospice care into both the Chinese government’s and the
Chinese citizens’ consciousness. In recognizing that formal hospice care is becoming a more
necessary aspect of Chinese society, it is helpful to consider the degree to which the Central
government has underscored its significance through various legal measures.
Examination of the Chinese legal code reveals that managing elderly and end-of-life care
has become an important priority for the Chinese government. For example, studying the
Central government’s approach to social welfare for the elderly suggests that the government
sees elderly and end-of-life care as important but is unwilling (or unable) to assume sole
responsibility for providing this care (the pension system, as discussed in the previous chapter, is
a prime example of this). Under these circumstances, an intermediary (i.e. a hospice institution)
may be a necessary component to making the government’s current programs as effective as
possible.
As it currently stands, the Central government sees itself as half of a larger two-pronged
system for protecting and meeting the basic needs of China’s elderly population. According to
this system, in contemporary China, the elderly theoretically can rely on ‘informal’ support they
are expected to receive from their family members and, whenever necessary, ‘formal’ support
from the government’s social welfare programs, legal code and pension system (Pei & Pillai,
1999)23. Though such a dual-support system might seem comprehensive, in actuality, it covers a
fairly limited portion of the population. This is because the government’s social welfare
programs are actually only designed to provide “individuals of the ‘Three Nos’ (san wu; i.e.,
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Some scholars suggest that it is actually a ‘three-pronged system’ comprised of 1) family support, 2) government
support (including both pensions and social welfare programs, and 3) personal savings (Hussain 2007, 101).
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individuals having no children or other dependable legal guardians, no work ability, and no
means of livelihood) with ‘Five Guarantees’ (wu bao; i.e., food, shelter, clothing, health care,
and burial expenses)” (Hao 1997). Unfortunately, even if it were functioning flawlessly for the
communities of people it claims to target, such a system still makes it incredibly difficult for any
people whose children do not want to, or cannot, support them to have their material needs met.
The financial effectiveness of this dual formal/informal support program is also
undermined by the fact that even those people who are eligible for social welfare programs are
increasingly finding it difficult, if not impossible, to actually receive their money. When those
eligible and in need of pension funds and welfare support find themselves unable to collect, these
government programs often put elderly people in the position of either struggling to find jobs and
continuing to work beyond the mandatory retirement age (which is “60 for males, 55 for female
managers and 50 for female workers”), being destitute, or relying heavily on family members for
support (Feng, He & Sato 2011, 472).
And yet, it is worth noting that this government system is both fairly new and still
evolving. Although the government’s financial incentives to shift some portion of the legal
responsibility for providing social welfare services onto citizens themselves have arguably
always been present, this approach to social welfare is not possible unless the population at large
is economically stable enough to support it. And, though the program is clearly imperfect, it
does seem much more plausible now than it would have been before the reforms in 1979 and the
decades of economic growth that followed them. This is seen in the fact that “even though today
most of China's elderly lack health insurance, [and even though, as discussed in Chapter 1,
medical costs are rising at a faster rate than people’s incomes] their increased economic
wellbeing has enhanced their ability to pay for medical care and medications, and the quantity
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and quality of medical personnel, clinic and hospital facilities, and medications have greatly
improved in the reform era” (Banister and Hill 2004, 67). However, despite the fact that some
groups in Chinese society are now able to fully pay for their own medical care, there is still need
for government support among the poor segments of the population, as well as among the
majority of people whenever they find themselves facing “catastrophic or chronic medical needs
for which treatment is costly” (Banister and Hill 2004, 67).
When it comes to providing for these less financially secure segments of the population,
many approaches have been taken in the past. And, although there are certainly instances when
families simply do not have the resources to provide the support elderly people need, the Chinese
government has implemented legislative measures to try to force any families with the capacity
to support their elderly relatives to do so. As will be discussed in the next section of this chapter,
much of this legislation reflects traditional Confucian understandings of ‘the family.’ For
example, Article 49 of the Chinese Constitution stipulates that, “Parents have the duty to rear and
educate their children who are minors; and children who have come of age have the duty to
support and assist their parents” (National People’s Congress of the People’s Republic of China,
1982). Likewise, Articles 20, 21, and 22 of the 1980 Marriage Law “further extend the duty of
mutual support from between parents and children to between adoptive, foster, or stepparents
and children and between grandparents and grandchildren” (National People’s Congress of the
People’s Republic of China, 2001). Not only that, but “Chapter 2 of the People’s Republic of
China Law on Protection of the Rights and Interests of Older Persons provides additional
guidelines on the legal responsibilities of family members in providing economic support,
housing, care in daily living, medical care and expenses, and emotional support for adults aged
60 or older” (National People’s Congress of the People’s Republic of China, 1996). Finally,
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“additional laws and legislative programs such as the Law on Protection of the Rights and
Interests of Older Persons (National People’s Congress of the People’s Republic of China, 1996)
and Family Support Agreements (FSAs) further emphasize that “supporting parents [is] a legal
responsibility” (Chou 2011, 5).
FSAs are a particularly interesting example of a legal intervention designed to improve
elderly and end-of-life care because of the way they have developed over time within Chinese
society. Though FSAs first appeared in the mid-1980s, “as a family agreement, the FSA also has
a precedent in the fenjia xieyi (household division agreement; [HDA]), which has long history in
China” and is used to clearly and legally divide both property and filial responsibility among
children (usually sons) (Chou 2011, 3, 9). Since its inception, “the FSA has been promoted and
monitored by [local and central governments]. By the end of 2005, FSAs had been signed by
more than 13 million rural families across China and is now finding its way into cities. A
voluntary contract between older parents and adult children concerning parental provisions, the
FSA represents an innovation to help meet the challenge of providing elder support. Although
the FSA’s moral persuasion is based on filial piety, violations of the FSA are subject to penalties
by law” (Chou 2011, 3, 7). Therefore, like some of the other legislation discussed, FSAs serve
the somewhat strange purpose of enforcing filial actions, which, as will be discussed,
theoretically are only morally acceptable when voluntarily performed. And yet, despite this
contradiction, the development of FSAs is quite logical because they were created out of
necessity when, “in 1984, the Committee for Seniors of Dafeng County, Jiangsu Province,
noticed that 30% of aged parents received inadequate support and 10% received no support from
adult children, and that 384 lawsuits concerned family support in 1983–1984 in the county. In
response to the situation, 14 local cadres in 1985 designed the FSA” (Chou 2011, 4). Over time,
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the FSAs’ provisions have been extended and, in the process, brought their requirements more in
line with traditional Confucian beliefs by covering “emotional support, health care, and funeral
and burial expenses” in addition to “material support,” which often includes provisions regarding
medical care and long-term care (Chou 2011, 6). However, the FSAs are still far from perfect in
this respect because they do not “address the quality of support or the manner in which the
support should be delivered.…[Further,] for older parents, receiving low-quality support or only
material support without respect is both condescending and demoralizing and also makes the
provisions more rigid and less responsive to changes in needs” (Chou 2011, 11).
In some ways, FSAs also seem to be a legal response to the issues discussed in this
Chapter in relation to the One Child Policy and increased mobility in China. Despite the fact that
many elderly people now find themselves living far away from their only child (and thus from
their only support system), FSAs seem to be an attempt to maintain a tighter sense of connection
and obligation between the children and parents in those families. This is because “adult
children who live apart from their older parents are particularly encouraged to sign FSAs, and
typically, all adult children, especially sons, are expected to share parental support
responsibilities” (Chou 2011, 6). And, while “especially sons” are encouraged to sign FSAs, it is
important to note that daughters have also become expected to take on substantial, if not
complete, responsibility for caring for their biological parents in addition to their parents-in-law.
It is significant that this is “inconsistent with traditional [Confucian] norms,” which dictated that
women “marry into husbands’ families and take care of their parents-in-law24...[and,] even
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In fact, this understanding of a daughter’s inevitable ‘role’ as another family’s caretakers was one of the primary
explanations for Chinese people’s preferences for sons over daughters (Yang & Victor, 4; Tsai, Chen & Tsai 2008,
288). Beyond gender-specific roles in elderly and end-of-life care, Confucian Thought also dictated gendered
differences in social roles and social expectations for men and women. This included everything from how
members of each sex were expected to interact with one another, to the spaces each sex is supposed to inhabit, to
the roles each sex was supposed to play in familial hierarchies, to how each sex was expected to mourn the deaths
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during the Communist regime from 1949 to the 1970s…remained fundamentally unchanged,
particularly in the practice of parent care” (Zhan & Montgomery 2003, 210). This traditional
differentiation between expectations for relationships between daughters and their parents and
sons and their parents most likely explains why sons might face more pressure to sign an FSA.
And yet, this seems likely to change given that recent studies suggest that “daughters’ families
also provided assistance for [their biological] parents at a level that was comparable to sons’
families” (Zhan & Montgomery 2003, 233). More recently, some scholars have gone so far as to
claim that the One Child Policy has allowed daughters born under it to “enjoy unprecedented
parental support because they do not have to compete with brothers for parental investment.
Low fertility enabled mothers to get paid work and, thus, gain the ability to demonstrate their
filiality by providing their own parents with financial support” (Fong 2002, 1098).
Though the idea that being able to provide for their parents is enough to essentially give
daughters the status of sons indicates how critically important elderly and end-of-life care is in
Chinese society, and, whether signed by sons or draughts, FSAs are far from ideal solutions to
the problems associated with that care. The government theoretically encourages all families to
signs FSAs, but, specifically because of the intrinsic motivation traditional Confucian values
deem necessary for filial actions to be fully ‘moral,’ FSAs can carry a fairly significant stigma.
Therefore, while “families with parental support conflicts may deem the FSA as a necessity,
families who are living in harmony may regard it as not only unnecessary but also awkward or
even harmful to the parent–child relationship and thus shy away from it” (Chou 2011, 7).
Inherent in the FSA contract is a degree of distrust implying, at least on some level, that it may
become necessary for parents to sue their children in order to get them to fulfill their duties. This

of relatives in different ways (Benson 2002, 26; Tan 2004, 233). For more of a discussion of gender roles in a
Chinese context, see Appendix C.
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is problematic because “taking an offspring to court is regarded as a disgrace to the family…[and]
even if the parents win the lawsuit, they will still be in a potentially awkward and stressful
situation—needing to be in contact with their adult children and rely on them for support while
possibly having damaged the parent–child relationship during the lawsuit” (Chou 2011, 8).
Therefore, though disputes may arise regarding how to take care of elderly members of a family
for a myriad of reasons (ranging from misunderstandings about what is expected and legally
required of children, to children explicitly refusing to support their parents), “parents usually
favor mediation…over lawsuits for solving family support disputes” and may be reluctant to rely
on FSAs (Chou 2011, 6, 8).
Though it is conceivable that a more robust hospice network could provide an effective
alternative to the lawsuits and baseline level of care that FSAs are trying to mandate, for the
purposes of this section, what is most significant about examining the various legal responses to
elderly and end-of-life care in China is simply that they demonstrate that the Central government
has deemed elderly and end-of-life care to be sufficiently important as to warrant extensive legal
action. Of course, beyond this, these legal measures are also interesting to consider in light of
their relations to moral authority in Chinese culture, specifically because they occupy a fairly
morally ambiguous place in Chinese society.
Though this section has explored why elderly care seems to be such an important issue in
modern China, fairly examining how elderly care is provided in China today and appreciating the
mental associations Chinese people would be expected to have with formal hospice care requires
that one add to this base of knowledge. Therefore, the remainder of this chapter will give a brief
overview of how expectations for, and beliefs about, death, dying and elderly care have changed
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over the past hundred years in China from various social, religious, economic and political
perspectives.

The Second Assumption: Formal Hospice Care Is Inherently Immoral According to a Traditional
Confucian Perspective
Once one accepts that elderly and end-of-life care are becoming increasingly important
topics in contemporary Chinese society, the potentially huge ramifications of designing effective
formal hospice programs begin to emerge. However, in order to determine what characteristics
define ‘effective formal hospice programs,’ one must first understand how death and dying have
traditionally been approached in a Chinese context. Such an analysis reveals that, according to a
traditional Confucian moral framework, contemporary formal hospice care programs are
inherently immoral institutions (at least at face value). Ultimately, the negative associations
formal hospice care would be expected to carry as a result of these Confucian values are
extremely important because, not only does a tendency toward Confucian values seem to persist
today25, but also, as subsequent chapters will demonstrate, formal hospice care today has
developed directly in response to many of the moral concerns associated with those values.
Though the term ‘traditional Confucian values’ was briefly defined in the previous
chapter, it is worth returning to in more depth for a moment. As previously mentioned, one of
the central aspects of this term is the idea of filial piety. In fact, “by the time of Confucius (551479 BCE) xiao [filial piety] was fully registered in the ethical domain and formed a key thread in
the Chinese cultural fabric” (Chan 2004, 155). Filial piety played a major role in defining moral
and amoral behavior, and, as one scholar describes, the implications of Confucian theory for
25

As the previous chapter mentioned, an extensive study organized by Martin King Whyte in 2003 revealed that
“when it comes to family obligations and filiality, children are if anything even more likely to voice support for
traditional views than their parents” (Whyte 2003, 20).
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elderly care in China could be “succinctly summarized by the classic adage ‘Raise children to
ensure old-age support’ (yang er fang lao)…[and] provided the cornerstone of old-age security
in traditional China for thousands of years” (Chou 2011, 9). Exploring what the Confucian
standards for ‘old-age support’ entailed reveals what can seem like an extreme set of practices
from a modern-day perspective. This is because, according to the Confucian ideal, a child (again,
traditionally a son) was obligated to “repay the immense debt he owes [his parents] for feeding
and raising him when he was a child. Hence, when his parents become infirm and helpless with
age, he must carry out his end of the reciprocal bargain….a son must forever repay with filial
piety the toil, blood, and pain that his mother has extended in raising him” (Knapp 2004, 57-58).
Though “forever repay with filial piety” may initially sound reasonable, traditionally speaking,
expressions of “filial piety” could be as extreme as committing ritual suicide, “cutting off one’s
flesh to make a medicine for one’s parents (or parents-in-law)” and sacrificing one’s own
children as part of a ritual process to heal one’s parents (Pomeranz 1997, 201). According to the
Confucian and filial value systems, “fathers and elder brothers bring up their sons and younger
brothers and are in turn supported by them. It is said in chapter 30 of the Record of Rites: ‘While
parents are living, the son dares not regard his person or property as his own’ [27:14]” (De Bary
and Lufrano 2000, 353). Thus, from a Confucian perspective, no aspect of a son’s life can take
priority over his filial duties, and displaying filial behavior clearly can be seen as a cornerstone
of leading a ‘moral’ life in a Chinese context.
And yet, as briefly mentioned in the previous section, Confucian values also dictate that,
more than what one actually does for one’s parents, it is the way in which people treat their
parents that determines whether or not they are acting in a ‘filial’ manner. That is because sons
are always expected to demonstrate “gongyang,” a combination of “the concepts of yang [care]
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and jing [respect], thereby enabling [them] to display respect for [their] parents through the
manner in which [they meet their parents’] physical needs” (Knapp 2004, 45). The emphasis on
the way in which filial duties are carried out does not, however, mean that the actions performed
are irrelevant. On the contrary, it simply means that in order for an action to fulfill a filial
obligation, it must not only be performed, but also be performed in an appropriately respectful
and compassionate way. In relation to elderly care, one sees this exemplified in the Confucian
idea that “in the service of parents, there is no higher degree of filial conduct [xiao] than to live
contentedly wherever they [one's parents] may dwell,” an ideal that, notably, is difficult to attain
in modern Chinese society and blatantly violated by the idea of a formal hospice hospital (Chan
2004, 157). One cannot merely be content with and respectful towards his parents, nor can he
just live with them – in order to fully achieve the filial standard of conduct, he must do both.
Unfortunately, as was briefly mentioned in the previous section of this chapter, as China
develops and its population becomes increasingly mobile, it is becoming more difficult and
impractical for young people to attain these traditional standards of filial piety. As one scholar
describes it, after people began traveling around the country in search of better prospects,
although “the ideal of a large family which remained undivided for several generations was
generally shared by the Chinese people, only the richer segments of society were able to
approximate this in reality” (Cohen 1992, 358). Though the fact that such a traditional ideal
persists seems to indicate that people are still very cognizant of Confucian moral frameworks,
the fact that population mobility has increased and people seem to be trying to take advantage of
opportunities to improve their material circumstances regardless of where those opportunities
take them also indicates that the traditional ideals are either being disregarded or reinterpreted
within contemporary Chinese society.
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Examining young people’s approaches to living with and caring for their elderly parents
reflects this tension between the continued tendency toward Confucian morality ideals and the
desire to reinterpret those moral constructs to fit more smoothly within contemporary Chinese
society. For example, “although parent–child co-residence may be on the decline overall, it does
not appear to have been wholly undermined as an institution. It rises sharply following
widowhood and otherwise remains pervasive among relatively ‘needy’ elders, such as those who
have a number of and severe [difficulties with bathing, dressing, toileting, getting out of bed,
continence, or feeding themselves]” (Gu, Korinek, & Zimmer 2011, 268). On the one hand, the
fact that parent-child coresidence has declined at all might indicate that Confucian ideals are less
intrinsically compelling for young people in China today than they were in the past. On the other
hand, this description of co-residence patterns also demonstrates that the concern for elders’
wellbeing (which is arguably the feeling the Confucian system emphasizes so heavily) is still
present; children now are just more likely to take their own personal circumstances into account
when deciding whether or not to act on their ideals (Tsai, Chen & Tsai 2008, 288). Therefore,
though the filial sentiment remains, it may only be displayed under specific circumstances or in
non-traditional ways. This room for reinterpretation of moral standards has tremendous
implications for formal hospice care because it suggests that there may now also be space for
formal hospice care to be reframed and fit into a moral, filial approach to end-of-life care.
There are several signs that such a reinterpretation of traditional Confucian values is
occurring in contemporary China. For example, young people increasingly seem to emphasize
having filial emotions (i.e. concern and respect for their parents) even when their actions are not
in-line with those dictated by traditional Confucian beliefs. Interestingly, the emphasis
traditionally placed on the attitude people have toward filial actions they perform facilitates this
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type of reinterpretation because, “although material support [for parents] is essential [according
to filial piety standards], nonmaterial support such as respect and affection is even more
important. Moreover, filial behaviors ‘should be willingly and freely practiced, not as a result of
authoritarian commands or coercion’” (Chou 2011, 5).
Unfortunately, the process of reinterpreting traditional Confucian values is far from
simple, and, in its wake, new intergenerational tensions within families and throughout society
have emerged. Particularly in terms of views on elderly care, “the generation of parents born
1940–1950 are more likely to have traditional attitudes towards filial piety,” while their children
may prioritize their own and their spouses’ and children’s needs rather than “follow the filial
tradition” and sacrifice for their parents (Tsai, Chen & Tsai 2008, 284). As several scholars have
noted, “this gap between the two generations in expectations of filial piety creates a conflict for
adult children, leading to family conflicts and care dilemmas during the process of caring for
frail parents” (Tsai, Chen & Tsai 2008, 285). This becomes especially problematic when one
considers that “physicians involved in the treatment of a seriously ill Chinese patient work
closely with the family, disclosing to it, rather than to the patient directly, the nature of the
disease, its likely prognosis, and the range of therapies available” 26 (Ikels 1997, 103).
Essentially, the Chinese medical system is structured around the assumption that seriously ill
patients will have their family members involved in their treatments, and that such family
involvement reflects the filial (and thus moral) behavior of the people in a given family. In order
for young people today to maintain their ‘moral’ standing and still be less directly involved in
their parents’ health care (whether for financial or other reasons), it might seem as though they
have shifted their framework for defining ‘moral’ levels of child-involvement in parents’ care.

26

See Chapter 6 for a more extensive discussion of the implications this practice has for contemporary end-of-life
care.
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Such a ‘shift’ could potentially reconcile what would otherwise seem like a conflict between
young people seeming to weight traditional Confucian values more heavily than their parents, as
Whyte has found, and young people’s actions as prioritizing their children’s and spouses’
interests over those of their parents, as the observations just mentioned describe. This type of
‘shift’ would indicate that people’s moral tendencies toward Confucian values have remained
constant, but the ways in which they enact these values in their own lives has changed over time
to accommodate new social and economic realities27. That the studies cited here seem to suggest
a reinterpretation of how people act on their value systems is possible within a Chinese context is
significant, because this thesis is examining how attitudes toward ‘moral’ elderly and end-of-life
care may be undergoing just that type of change – a shift where concepts of filial obligations to
elderly relatives remain intact, but people act them out by turning to formal hospice institutions
rather than assuming personal responsibility for their care. And yet, as this section has
demonstrated, it remains important to appreciate that formal hospice care is immoral according
to the moral standards of a traditional Confucian framework.
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It is important to note that, over time, some elderly people’s perspectives on end-of-life care have also shifted.
In fact, Ikels remarks in one article how quickly an ideological shift seemed to occur in China regarding the social
acceptability of institutionalized elderly and end-of-life care. She explains how a study she conducted in 1997
among the elderly revealed that the majority of them felt elderly care should be handled by elderly people keeping
themselves healthy and helping one another for as long as possible, by families hiring helpers to come into their
homes to meet any daily care needs, and by workplaces allowing their workers to go home to care for elderly
relatives as needed and offering elderly support for any retired workers connected with them. She then writes,
“when, in 1998, I asked older people how families could best be helped in looking after the elderly, I was startled
by the number who responded that the government should open more homes for the aged, at a price ordinary
people can afford” (Ikels 2004, 346). According to her study, it was felt “that this would improve one’s
psychological state as well as relieve the younger generation. That there is widespread fear that one might not be
able to count on one’s children is obvious” (Ikels 2004, 346).
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Conclusion
This chapter, even more than the ones that follow, is very much the sum of its parts. On
one level, it explores two key assumptions that lie at the core of this thesis. The first is that
formal hospice care is actually an important, relevant topic to be considering in a Chinese
context. An analysis of the social and economic changes that have so transformed Chinese
society over the past few decades that it has become questionable whether or not traditional
methods of elderly and end-of-life care will even be possible, as well as a discussion of the ways
in which the Central government has attempted to address issues of elderly and end-of-life care
with legal measures, seem to suggest that formal hospice care is indeed vital. The second
assumption is that formal hospice care is an inherently immoral concept when considered from a
traditional Confucian perspective. This assumption is substantiated in large part by an
examination of traditional Confucian views on the morality of filial piety and the type of
physical and emotional support moral acts of filial piety required. Although these assumptions
may seem somewhat disconnected, the arguments developed in the remainder of this thesis
cannot reasonably be made without first establishing that these assumptions are valid. In fact, in
some ways, the subsequent chapters can all be seen as a response to these assumptions.
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CHAPTER 3: ESTABLISHING THE MORALITY OF HOSPICE ONE DEFINITION AT A
TIME
Overview
The previous two chapters explored the various social, political, cultural and economic
factors that have shaped end-of-life care in China over the past hundred years and established
that, both according to historical traditions and Confucian value systems, end-of-life care that
was not carried out by a sick person’s family members was seen as amoral within a Chinese
context. As a result, it should be fairly evident at this point why formal hospice institutions in
China face enormous challenges in terms of becoming culturally accepted, integrated
components of the Chinese medical system. This chapter will examine how those challenges are
met on a theoretical level by analyzing excerpts from the textbook Hospice Studies. Specifically,
in examining the way the authors of Hospice Studies choose to define certain terms, this chapter
will demonstrate that these those authors used certain definitions to try to counter the culturally
unacceptable, amoral associations people living in a Chinese context would be expected to have
with the idea of formal hospice care.
As soon as one begins reading Hospice Studies, it becomes immediately apparent that the
process of defining and categorizing terms plays a central role in creating formal hospice
institutions in China, as well as in establishing what those institutions represent on a conceptual
level. Nearly every chapter in Hospice Studies includes one or more sections focused on
explicitly classifying and delineating hospice-related terminology. Though such a focus on the
meaning and grouping of words may seem excessive (particularly given that nearly all of the
terms, at least at face value, seem fairly straightforward since they are used beyond the context of
formal medical care as well), there is more significance to such an emphasis than meets the eye.
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Through analyses of broader terms – death, life, human and patient – and then of ‘hospice’
itself, this chapter will examine the power and processes of establishing definitions associated
with end-of-life care. Discussions of these terms and their representations in Hospice Studies
reveal that the textbook is not only establishing what the ideal standards are for hospice care on a
practical level, but also, arguably more importantly, is facilitating the integration of formal
hospice care into a Chinese medical system by attempting to confer moral authority through the
way in which it defines certain crucial terms.

Life and Death in Hospice Studies
In the context of end-of-life care, words as simple as ‘life’ and ‘death’ intrinsically
become ethically, politically and ideologically loaded. Though these words may seem extremely
straightforward, in the U.S. and abroad, the legal and ethically-recognized starting point and ‘end’
of a person’s life, as well as the implications of a person’s death, can be hotly debated. The issue
at the core of many such debates seems to be: when do we think of this being as a ‘person’?
When are individuals and societies morally and legally obligated to begin protecting this being’s
interests as they would their own? And, when are they morally and legally allowed to stop doing
so?
In addressing these anxieties, Hospice Studies takes an interesting approach. On the one
hand, its authors often use a somewhat detached tone when discussing these morally-loaded
words. Though there are many potential explanations for that, I think the most reasonable one is
that they are trying to present formal hospice care, and end-of-life care in general, in an objective,
scientific way in an effort to counter the fact that, historically in China, that type of care has been
regarded as a family matter rather than a medical matter. The effects of the scientific language
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used in these definitions will be discussed in more depth later in this chapter, but, in terms of the
definitions of ‘life’ and ‘death,’ the detached tone employed in Hospice Studies is worth
discussing here. Early on in the book, the authors address the idea of ‘death’ and write, “[Every]
individual life inevitably will come to an end. Linzhong indicates the specific period in life when
a life is approaching its end, or when, before death, the essence of life deteriorates so
irrecoverably that it is leading to death. Here, [we] should first understand what death truly is,
what irreversible deterioration is, as well as how to demarcate [them]” 28 (Li et al. 2000, 34). In
this passage, death is described as ‘inevitable,’ as being proceeded by what seems like a clearly
identifiable period of time, and as something that is very clearly distinct from ‘irreversible
deterioration.’ Though this somewhat removed language is not particularly empathetic, I believe
that it is trying to be comforting by stripping death of some of its frightening ‘un-know-ability.’
There are signs that it is coming (‘irreversible deterioration’). There is a time period which
precedes it. In this context, death is an equalizer, an inevitability that everyone will face. This
implies that there is nothing to be particularly concerned about if someone or her loved one
happens to be facing it now rather than later and, in that way, the authors are presenting a way of
thinking about death that seems meant to calm those who might otherwise be very anxious at the
idea of death. I believe that the authors’ attempts to present death in a more objective,
unemotional light are actually necessary steps in conferring moral authority upon formal hospice
care. This is because, according to Confucian values, the immoral aspect of formal hospice care
is that people allow strangers to take care of their dying family members in a foreign
environment, rather than supporting and caring for them personally at home (and offering a level
of emotional support that, presumably, is both needed as someone approaches the end of her life
28

个体生命必然会至临终期，临终是指生命的临近终止，或死亡前即生命本质发生了无法复原的退化至死亡
的这一特殊的生命阶段。在这里应先了解什么是真正的死亡，什么是不可逆的退化，以及是如何界定的。
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and best provided by her own family). Therefore, by presenting death as a fairly non-threatening,
inevitable part of life, Hospice Studies simultaneously implies that the intense emotional support
(that only family members were considered truly capable of providing one another and that
necessitated people dying in the comfort of their own homes) is not actually necessary. This
suggests, by extension, that it is not an immoral neglect of one’s familial obligations to put one’s
relative in formal hospice care. Therefore, while this one definition may not present formal
hospice care in a wholly positive light, it does at least take an important step toward removing
some of the moral stigma that would be associated with formal hospice care according to a
traditional, Confucian viewpoint.
Hospice Studies then goes on to define ‘life’ in an equally significant way. According to
the book, “life” is “the state of living” (Li et al. 2000, 34). Thankfully, the authors go on to
clarify that what they mean by that is ‘life’ equates to being biologically alive. Specifically, they
see ‘life’ as, “the time all living things have between birth and death” (Li et al. 2000, 34). The
authors then further qualify that definition by specifying that ‘life’ begins with a fetus and ends
with death, and that it is “everything that separates organisms from lifeless, inorganic chemical
compounds or already dead organic compounds” (Li et al. 2000, 34)29. The most striking aspect
of this definition is arguably how obvious, and even tautological, much of it seems. Ultimately,
this definition is primarily (and even explicitly) a biological one that, like the somewhat
emotionally-detached definition of ‘death,’ reduces issues of life and death to somewhat less
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（一）生命的定义
（1）生命是活着的状态。由新陈代谢，生长，繁衍以及对环境的适应所表现出来的特征，动植物器官能完
成其所有或部分功能的状态。
（2）生命是有机体的出生到死亡之间的时期。从生物学角度，完整的生命起始于胎儿，终结于死亡。但由
于法律上或其他方面的原因，如何定义生命的开始有各种不同的解释。然而，说生命是个体的延续，任意
地而非严格地表明生命在某时开始或在某时结束是不科学的。
（3）将生物体与非生命，非有机的化学物或已死的有机物区别开来的特征的总和”（34）
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threatening forms than they might otherwise have. As with the definition of ‘death,’ this
definition of ‘life’ emphasizes that it is something ‘all living things’ share in common, and
something that has a clearly defined (and easily identifiable) time period. Particularly for a
definition of ‘life’ that is to be used in a hospice hospital, this glosses over the morally and
ethically complicated aspects of defining ‘life’ that arise in real-world scenarios. A purely
biological definition of life cannot help people determine when to stop treating a patient. A
purely biological definition does not address issues of quality of life. Though Hospice Studies
seems to go on to define ‘human’ in an effort to address some of the ambiguity left by this
definition of ‘life,’ the fact that it begins from such a basic, broad definition of ‘life’ in the first
place seems to reinforce the idea that the textbook’s authors are trying to establish ‘life’ and
‘death’ in as general, non-threatening terms as possible, presumably in an effort to downplay the
moral obligation to care for elderly and sick family members that Confucian values would
otherwise dictate. By tying ‘life’ into the idea of ‘death’ and writing that ‘life’ is ‘everything that
separates organisms from lifeless, inorganic chemical compounds or already dead organic
compounds,’ this definition also implicitly underscores the argument that ‘death,’ and
specifically a transition from life to death, is inevitable.
In addition to these formal definitions of ‘life’ and ‘death,’ Hospice Studies is also full of
isolated sentences that draw connections between the two terms. For example, at one point, the
authors write, in a section entitled “The Ontology of Life,”30 “if people lose life, there is nothing
left to discuss”31 (Li et al. 2000, 70). Again, in the context of a hospice textbook being used in a
hospice hospital, this phrase takes on an important significance – it draws a clear end point for
when caregivers are absolved of all responsibility for their patients. In this way, it somewhat
30

生命本体论
人如果失去了生命，一切都将无从谈起

31
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strangely establishes ‘death’ as something that caregivers are working towards, and, perhaps
even more significantly, defines ‘life’ as something to be lost. Interestingly, this dichotomy
indicates some of the broader moral tensions that caregivers in hospice hospitals face: the moral
obligation to help prevent their patients from ‘losing’ their lives and the moral obligation to help
them move toward the natural ‘end-point,’ and sometimes even the goal32, of death. Each of
these discussions of the meaning of ‘life’ and ‘death’ are bursting with different meanings and
moral implications, but, overall, they seem to be written in ways that remove some of the moral
weight from the process of dying. In this way, these definitions attempt to remove some of the
stigma from the idea of formal hospice care and thereby make it possible for other definitions in
Hospice Studies to confer real moral authority on formal hospice care. Ultimately, these
definitions are trying to present formal hospice care in a morally positive, albeit theoretical and
somewhat idealized, light.

Telling the Difference between ‘Humans’ and ‘Patients’
Among the many definitions in Hospice Studies, one of the most ethically charged is that
of ‘human being.’ As part of that discussion, the book includes several passages that describe
the various ways in which humans are different from animals and even has a couple of pages
explaining Darwinian evolutionary theory and the discovery of DNA in conjunction with a larger
discussion of what it means to be ‘human’ (Li et al. 2000, 49-50). As with the very basic
definitions of ‘life’ and ‘death,’ this biological definition of ‘human’ is significant in that it
removes some of the emotional and ethical connotations the word might otherwise have. Here,
‘human’ is presented as a clearly identifiable, and even genetically verifiable and traceable
32

Several patients at the Songtang Caring Hospital described themselves as “waiting to die” (deng si) and there
seemed to be a general consensus that some patients’ quality of life was so poor that the sooner death came
(barring artificial inducements of death), the better.
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quality. Such an unambiguous, all-encompassing definition seems like it might be in place to
comfort patients because the word ‘human,’ ren, carries powerful ethical connotations in Chinese
culture33. As a result, presenting an all-encompassing definition of ‘human’ that seems like it
would apply to all hospice patients makes the ethical obligations of the word assumed rather than
specified. In other words, by defining ‘human’ in this way, the authors of Hospice Studies give
hospice caregivers the freedom to interact with human patients without having to think of them
as being ‘human’ in personal ethical terms because the definition of the word ‘human’ is set in
such broad, biological terms that it could arguably be seen as encompassing more than, or
possibly something different than, the ethically-defined ren. At the same time, patients and their
families presumably would feel comforted to know that understanding the “humanity” of patients
was a significant aspect of defining hospice care in a Chinese context because they could assume
that the ethical implications of the word were an important part of that definition.
However, this is not to say that Hospice Studies does not directly address the ethical
concerns associated with defining humanity and the degree to which one does or does not see it
connected to personhood. In fact, later in the textbook, its authors begin moving into this more
ethical discussion as they write, “a person’s life and biologically human life are both different
and connected, the two are not the same and yet also cannot be completely separated. Only in
these terms can we fully recognize the meaning of a human life. [This is] just like medical ethics
definition of life: life is the existence of consciousness and reason, a biological attribute and a
social attribute of an entity” (Li et al., 73)34. This passage is interesting not only because it
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In Chinese, ren (人) refers not only to a person’s genetic humanity, but also her personhood. As will be seen in
Chapter 4 and the discussion there about the founding of the Songtang Caring Hospital, there is both a political and
moral significance to someone feeling like he or she “zhen de shi ren,” or “really is human.”
34
人的生命与人的生物学生命既有区别又有联系，不完全一致，也不能完全割裂开来。这样，才能正确地认
识人的生命。正如医学伦理学为生命下的定义：生命是自觉和理性的存在，是生物属性和社会属性的统一
体。
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leaves the scientific realm and directly claims that a ‘person’s life’ is “the existence of
consciousness and reason,” but also because it then puts that more subjective, individualistic,
‘personhood’ definition of life on par with the biological aspects of life which it had
predominately focused on up to that point. In this way, Hospice Studies implicitly defines the
moral parameters of hospice caregivers’ work as focusing equally on the physical and
psychological wellbeing of their patients. And yet, this excerpt in the book also leaves an
interesting sort of moral loop-hole available to caregivers by defining patients’ lives as people as
connected to “the existence of consciousness and reason.” Many hospice patients, and what
seemed to be the large majority of the patients at the Songtang Caring Hospital in particular, no
longer have the mental capacity to reason. Some patients had Alzheimer’s disease. Other
patients were simply less coherent and aware of their surroundings due to old age. Some patients
were so physically weak that they were only conscious for a few minutes or hours each day, and
some had lost consciousness altogether. Though some cases were more clear than others, who
was to say which patients were still alive as people and which were ‘only’ biologically alive? If,
as Hospice Studies suggests, caregivers do not need to treat their patients as human beings if they
are ‘only’ biologically alive, then the subtle ambiguity in this definition of ‘a person’s life’ has
important implications for the way in which caregivers approach their work. That is to say, it
leaves space for subjective judgments on the parts of patients’ caregivers as to whether or not
they need to, or even theoretically should, think about their patients as being people. As will be
discussed in later sections of this thesis, based on my observations at the Songtang Caring
Hospital, having the space to make such subjective assessments both of patients’ conditions and
of the amount and type of care those patients needed was critically important to making
caregivers’ jobs (and, especially primary caregivers’ jobs) manageable. In terms of caregivers’
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own peace of mind and in terms of their limited time and energy resources, having a theoretical
framework (as provided by Hospice Studies) that allows some flexibility in its definitions of the
types of patients to whom it applies appears to be both necessary from a practical perspective and
worth noting as a significant aspect of the way in which formal hospice care is presented from a
theoretical perspective in a Chinese context.
All of these elements – definitions of death, life and human/person – converge and their
moral implications become even more apparent in later passages in Hospice Studies. Perhaps the
best example of this is a section of the textbook entitled “The Essence of Human Life”35. In it,
the authors write:
“it is true that the essence of human life is the self-awareness that develops as a result of
all [of people’s] connections to their society. [After the] loss of the ability to experience
self-awareness, [a being] is no longer human. It is precisely this type of self-awareness
that separates humans from primates, fertilized eggs, embryos, fetuses and brain dead
patients. It is this type of self-awareness that conditions humans to undergo a physical
developmental process in a qualitatively different way (from other primates): when the
human body’s developmental processes produce self-awareness, biological life produces
human life. Should irreversible loss of self-awareness [occur], human life [once again]
becomes [purely] biological life. Therefore, biological life indicates mammalian class,
primate, Hominidae, [and/or a] “Homo” living entity (human being), whereas human
life is built on the foundation of [this] biological life. [It is] located within specific social
relations [and] enacted in specific social roles; it is an entity [that] has self-awareness
(person)” 36 (Li et al. 2000, 78).
This passage is notable for several reasons. First, as mentioned, it serves as a useful
synthesis and reflection of the significant moral aspects of definitions of ‘death,’ ‘life’ and
‘human,’ discussed in this chapter (especially the use of scientific language to create emotional
distance from the topics at hand and the juxtaposition of a patient’s ‘life’ with either
35

人的生命的本质特征
的确，人的生命的本质特征是人在其所处的社会关系中产生的自我意识。失去了有意识经验的能力就不再
是人了。正是这种自我意识，把人与非人的灵长类区别开，把人与受精卵，胚胎，胎儿以及脑死亡者区别
开；正是这种自我意识，使人体发展过程发生质的变化：当人体发展到产生自我意识时，生物学生命发展
为人的生命，当不可逆地丧失自我意识时，人的生命又复归为生物学生命。所以，人的生物学生命是指哺
乳动物纲，灵长目，人科，人属的生命实体（human being）而人的生命是建立在人的生物学生命基础上，
处于一定社会关系之中，扮演一定社会角色，有自我意识的实体（person）
36
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animals/biologically non-human entities or “brain dead patients,” which suggests that, morally
speaking, brain dead patients should be seen as non-human and, in some ways, not living).
Second, it further complicates some of those moral undertones by framing the discussion of
‘human’ and consciousness or self-awareness in terms of ‘loss.’ This is significant because, as
discussed above, it suggests that on some level caregivers are morally obligated to try to help
their patients prevent the ‘loss’ of their humanity, at the same time indicating the presence of a
morally gray area that emerges after such ‘loss’ has occurred regarding how patients should be
treated. Third, it focuses on social relationships as being important elements of what defines an
individual’s humanity and personhood. And, finally, the Chinese text’s use of two English
words, “human being” and “person,” serves as an important reflection of the connections that
seem to be implied in a Chinese context between formal hospice care and foreign medical and
cultural (and, in this case, even moral) systems (e.g. those in ‘Western’ societies that use English
as their first language). In light of the ‘central paradox’ described in Chapter 1, this use of
English terminology in the midst of a Chinese text written for a Chinese audience seems to be an
attempt to give the authors of Hospice Studies and their claims more authority by showing their
definitions of key terms as being interchangeable with ‘Western’ definitions of those terms.
All of these sections, like the definitions in them, provide a slightly different perspective
on the moral framework Chinese hospice caregivers receive. Ultimately, by focusing so much
attention on the definitions of these crucial words, the authors of Hospice Studies actually seem
to be attempting to establish the standards against which caregivers can measure their patients,
and, based on which, caregivers can make moral judgments about their responsibility for patients’
psychological and social needs as people, rather than just taking care of their physical needs as
human bodies.
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Describing Rather than Defining ‘Patients’
Unlike so many of the basic terms that are explicitly defined in Hospice Studies, there is
no direct definition provided for ‘patients.’ The book goes to some length to categorize patients,
to describe patients’ circumstances and even, as this chapter has shown, to present extremely
detailed definitions and discussions of the words that seem most related to patients’ experiences.
And, while the categorization of patients seems to be based largely on a more medicalized,
scientific separation between them (the categories of patients provided are based almost entirely
on the type of illness those patients have), the closest Hospice Studies seems to come to defining
‘patients’ as a group is its discussion of two patient case studies in a section entitled, “Practical
Issues in Hospice.” Unlike the broad, unemotional, all-encompassing definitions provided for
‘life,’ ‘death’ and even ‘human’ and ‘person,’ when it comes to talking about patients, the case
studies focus on the individual details of each scenario. Not only that, but these scenarios are
presented more as stories than scientific cases to be analyzed. They are emotional, and even
sensational at times (one story ends with the patient dying and then assuming a saint-like status
and being seen by some people in the room to have a halo around her head)37. The patients’ ages
and illnesses are mentioned (as one would expect in a medical case study), but sometimes so are
their professions, their relationships with their family members and friends, their connections
with their caregivers, etc. If anything, these case studies seem to emphasize that patients’
experiences are entirely subjective and variable; that there cannot be a single definition of

37

It is interesting to note that there are a surprising number of parallels between descriptions of this patient case
and records of the deaths of holy men, and especially women, who were posthumously made Christian saints
beginning around the Middle Ages in European history. For further discussion of early attempts at canonization
and descriptions of the signs that indicated someone was a saint (i.e., a halo, a corpse that did not rot or simply
smelled sweetly for a long period of time, etc.), see Katherine Park’s book, Secrets of Women (Park 2010). To read
the full story of this saint-like patient description from Hospice Studies, see Appendix A.
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‘patients.’ As a result, the moral message these cases present is that all of the decisions about
how to treat patients at the end of their lives must be made based entirely on those patients’
individual circumstances.
The case studies themselves may be idealized renderings of how a patient’s end-of-life
experience should actually be, but based on the way they describe relationships between patients,
their loved ones and caregivers, the case studies seem to be striving to present formal hospice
care in a moral light. This is most apparent in the first case study38. It tells the story of a
seventy-six year old woman, Grandma Zhang, who attempts to kill herself out of shame when
she develops incontinence and diabetes and her loving daughter-in-law, who is caring for her in
their home, ends up having to clean her genital area. In this case study, Grandma Zhang is
brought to a hospice hospital after her suicide attempt fails. The importance of a psychotherapist
being connected to any hospice hospital is emphasized when discussions with the hospital
therapist ultimately make Grandma Zhang feel comfortable acknowledging the reason why she
tried to kill herself. The therapist is portrayed as being responsible for explaining to her that, at
the hospice hospital, she has nothing to feel badly about because it is the job of the caregivers to
take care of her physical needs. In this story, the hospice institution is portrayed as a sort of
moral savior – it saves the family from having to navigate more complicated relationships in
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“Zhang ---, female, 76 years old, middle school teacher, developed late-stage diabetes and incontinence [in] April
1996. [Her] only son and daughter-in-law were extremely filial and took care of her every need in her daily life. All
of her neighbors thought her situation was ideal. But, after a few months, she suddenly took a large quantity of
sleeping pills in an attempt to end her own life. After [she was] saved, [she] entered a hospice hospital. As far as
the therapist understood it, the reason [the woman had attempted] suicide was [that] when her daughter-in-law
washed [her] private parts it made her feel like she had completely lost of her sense of respect. In the hospice
hospital, faced with nurses who [would] wash her, she could recognize that that was the nurses’ job and therefore
it was much less awkward [for her than when her] daughter-in-law [washed her]. Here, her [sense of] respect was
safeguarded” (Li et al. 2000, 44). (Original: 张 x，女，76 岁，中学教师。1996 年 4 月时糖尿病晚期，大小便失
禁。其独子与其儿媳非常孝敬，无微不至地照料她的生活起居，邻居们都非常羡慕她。但几个月后，她却
突然吞食大量安眠药准备结束自己的生命，经抢救后住进临终关怀医院。据心理医生了解，自杀的原因是
她的儿媳给她清洗会阴时使她感到自己的尊严丧尽。在临终关怀医院里，面对护士为她进行的清洗，她能
认识到这是护士的工作，而没有了面对儿媳妇的尴尬，在这里她的尊严得到了维护。)
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terms of respected elders becoming physically dependent and embarrassed and it literally saves
the patient’s life by giving her an alternative to family-care that can preserve her sense of mianzi,
or ‘face’, and self-respect.
On an even more theoretical level, Grandma Zhang’s case study suggests that formal
hospice care not only does not conflict with the moral frameworks in place in a Chinese context,
but actually fits directly into them. That is because the way in which formal hospice care is
described in this case study – an entity external to the family unit that handles the practical side
of care but does so at the request of the family and thereby (at least as suggested here) leaves the
moral and filial standing of the family members intact – is a direct reinterpretation of the way
moral end-of-life care is described according to traditional Confucian values. According to a
traditional Confucian view point, a ‘filial’ (and thus moral) son takes care of his elderly parents
by marrying a girl (a biological outsider relative to the nuclear family) and ensuring that she
takes care of his parents’ practical needs. Interestingly, this traditional care-taking relationship is
even directly referenced in Grandma Zhang’s case study because, initially, her daughter-in-law is
her primary care-giver. The fact that the primary caregiver is actually a degree removed from
the patients is ultimately what allows the familial hierarchy to remain intact. In other words,
what allows a son to be filial and ‘show respect’ toward his parents is specifically that he finds
someone else to do anything that might make them feel embarrassed. Therefore, by portraying
formal hospice care as filling that role and essentially being the ‘daughter-in-law’ that daughtersin-law can now use to care for their husbands’ elderly parents (or, given women’s increased
social standing and the fact that many only-children who are daughters feel the same obligations
toward their own parents that were traditionally only felt by sons), the authors of Hospice Studies
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take what initially seems like the foreign, morally corrupt institution of formal hospice care and
show how it can be seamlessly integrated in to a Chinese moral framework.

Defining ‘Hospice’
The symbolic reinterpretation of formal hospice care just described, though illustrative of
some of the more subtle ways in which the authors of Hospice Studies approach defining formal
hospice care in a moral way, is fairly indirect. And yet, when it comes to defining what ‘hospice’
(linzhong guanhuai) means, there are many places within the book where its authors are much
more explicit. However, before getting into more textual analyses, it is important to take a
moment to remember that, as mentioned in Chapter 1, formal hospice care is, for all intents and
purposes, a fairly new field in China, and one must consider the implications of this ‘newness’ in
terms of how the term is defined. For example, because of that ‘newness,’ many people are
unlikely to have had real-world experiences with hospice facilities or have a solid frame of
reference for evaluating them. As a result, one would expect any assumptions or pre-dispositions
toward formal hospice care to have a slightly larger impact on the way in which people perceive
it, pre-dispositions one would expect to be negative rather than positive in a Chinese context
based on the understanding of formal hospice care as immoral that was discussed in Chapter 2.
Additionally, the fact that formal hospice care is so new in China suggests that more explicit and
detailed descriptions and definitions of what formal hospice care entails are necessary on a
practical level, since average citizens are likely to each have their own understandings of what
hospice-related terms mean. Finally, the ‘newness’ of hospice institutions in general suggests
that the true ‘meaning’ of formal hospice care in China is still evolving and has not yet reached a
stable, unified state. Though such unification may never occur, that does not change the fact that,
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at this point in China’s hospice infrastructure’s development, it is especially useful to study the
theoretical explanations of formal hospice care because, while those theoretical ideals may be
interpreted by different caregivers in vastly divergent ways in real-world scenarios, they are at
least (theoretically) more consistent aspects of formal Chinese hospice care39.
The remainder of this chapter will take all of these conditions into consideration and
demonstrate that one of the primary roles definitions of formal hospice care presented in Hospice
Studies play in establishing the moral authority of formal hospice care is to increase the
confidence patients and their families have in hospice hospitals and giving hospice caregivers a
positive image of their work. These positive associations with formal hospice care are generated
by idealizing the hospice hospital environment, emphasizing the significance of the social and
interpersonal connections caregivers theoretically form with their patients and their patients’
family members, and simultaneously underplaying both the medical and the more mundane daily
tasks that, particularly for primary caregivers, are a major part of what it means to work in
formal hospice care. Even if this somewhat idealized description of formal hospice care only
exists in theory, I argue that it is very important because if formal hospice care is to become an
integrated part of the Chinese medical system, then redefining the mental image patients, their
families and caregivers have of hospice in a more positive light is crucially important.

Presenting Hospice Work as Centering on Interpersonal Connections
Though the definitions of some terms in Hospice Studies are extremely scientific and
medicalized, descriptions of hospice itself have a remarkably heavy focus on the more personal
side of formal hospice care. As a result, the interpersonal relationships between caregivers and
patients, patients and their families, and caregivers and patients’ families repeatedly emerge as
39

This will be explored in more depth in Chapter 4 and Chapter 5.
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being important. This can be seen throughout Hospice Studies, but particularly in a section
discussing the “hallmarks (tedian) of hospice care.” In that section, the authors state that one of
the hallmarks of formal hospice care is that it requires caregivers to look out for patients’
families psychologically and to “help family members to have the courage to bravely start fresh
in their own lives”40 (Li et al. 2000, 42). This is significant not only in that it explicitly states
that part of caregivers’ jobs is to offer psychological and emotional support to their patients’
family members, but also because it goes a step further to suggest that caregivers are responsible
for continuing to offer that support to patients’ family members even after their patient passes
away and as their patient’s family members move forward with their own lives. From what I
observed at the Songtang Caring Hospital, even the suggestion that every patient’s family
members received emotional support from caregivers while their loved ones were in the hospital
would be an idealized exaggeration; the idea that emotional support would continue after patients
had already passed away seems highly unlikely. However, if anything, the fact that this
description of caregivers’ work seemed so widely disconnected from the care they were actually
able to provide only makes it more significant; it suggests that a major goal of the description
itself was to establish the ideal, to set a standard that caregivers could strive towards and to
present the role of the caregiver in the most morally positive light possible. Presenting
caregivers as being supportive of patients’ families even after those patients die has particular
moral significance because it suggests that their roles are those of surrogate family members –
regardless of what happens to their patients, they will continue to maintain some degree of moral
connection to, and responsibility for, their patients’ families. Given that one of the most
culturally and morally unnatural aspects of formal hospice care is that it allows strangers to care

40

帮助家属重新建立新的生活勇气
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for people’s family members outside of their own home, the more caregivers can be shown to be
extensions of patients’ families, the less morally complicated their work theoretically becomes.
In addition to mentioning caregivers’ responsibilities to patients’ family members, the
“Hallmarks of Hospice Care” section in Hospice Studies also mentions several other significant
tedian. As one might expect, it cites psychological care (presumably for patients) as being an
important hallmark of hospice care, which based on what I observed, again seems to be more of
an ideal standard than something caregivers were regularly able to fully offer their patients.
Then, somewhat surprisingly, the authors of Hospice Studies write that the essence of hospice
care is that it is collectivistic and describe attracting volunteers to the hospice facility as being an
element of hospice care that is equally important to primary care and nursing, or at least
complementing those caregivers’ work in a significant way41 (Li et al. 2000, 41-42). Given that
the Chinese Communist Party governs the country, it is perhaps not surprising that the authors of
Hospice Studies make this type of an attempt to present all types of caregivers as playing
significant roles in patient-care regardless of where they are within the medical hierarchy. And
yet, given the absolutely critical role that I observed nurses and, especially, primary caregivers
playing at the Songtang Caring Hospital, the claim that primary and nursing care played equally
important roles as the care volunteers or even the implication that volunteers’ contributions were
significant enough to be mentioned as complementing the work of nurses and primary caregivers
in a significant way seems absurd. Though their role may have been different at other facilities,
as mentioned in Chapter 1, the primary caregivers at the Songtang Caring Hospital were
expected to be available to take care of their assigned patients twenty-four hours a day, seven
days a week. They were expected to bathe, feed, dress, toilet, entertain and emotionally and
physically support their patients, as well as facilitate communication between their patients’
41

护理工作与吸引社会志愿服务并重
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doctors, nurses, and loved one regarding each patient’s care regimen. And the volunteers?
Though they certainly seemed to do a great deal of good in terms of raising patients’ spirits by
singing with them or sitting and talking with them, or putting on performances for them, as far as
I saw, they only came sporadically (maybe once every few weeks) and each of their visits only
lasted for a few hours. While drawing such a connection between nurses and primary caregivers
and volunteers under these circumstances may seem inappropriate to the point of being offensive,
I do not believe that is how it was meant to be interpreted. Instead, I would argue that the
authors’ decisions to highlight the collective nature of hospice care and elevate the contributions
made by the most peripherally involved caregivers to being even remotely on par with those of
the people who are literally live-in caregivers at the hospital were, once again, actually made in
an effort to paint hospice hospitals in a morally positive light. This is because the implications of
that description are that everyone’s contribution to caring for patients is valued, that there is not
competition or hierarchical division between different groups of caregivers.
Though the idea that everyone’s contribution is, at least to some degree, expected and
equal seems to connect this description of hospice back to more ‘Chinese’ ideas of a family unit
and to the non-hierarchical, politicized medical system of the Mao Era42, one should also
consider the context of the many connections between formal hospice care and ‘the West’ that
appear in various ways throughout Hospice Studies as well. For example, the epigraphs at the
42

Once the CCP took power, “in an effort to “eliminate elitist tendencies and to promote a more egalitarian work
relationship among different ranks of healthcare personnel, [it was decided in the 1950s that] every person was [to
be] addressed as ‘comrade’ instead of honorific titles such as doctor or nurse. In the hospitals, physicians and
nurses were mandated to share the menial work, such as cleaning and taking care of patients’ daily needs….In the
1960s, the anti-elitist movement further intensified. Nursing training was merged with doctor training, and
medical training in general was halted for four years. Instead, more part-time health workers were trained to be
primary healthcare givers: the barefoot doctors in the countryside, red medical workers in the urban
neighborhoods, and worker doctors in the factories. Among them, barefoot doctors became increasingly active
during the Cultural Revolution, contributing the bulk of basic medical care in the rural areas” (Pang 2003, 30). For
more information about the history and evolution of the Chinese medical system see Appendix C.
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beginning of each chapter are Chinese translations of death-related quotes from famous Western
thinkers, ranging from William Shakespeare to Michel Montaigne (or “Mantaigne” as it is
misspelled in Hospice Studies), to William James, to Vergil, to George MacDonald. The section
of the textbook entitled “Contemporary Developments in Hospice” only refers to hospices
outside of China (Li et al. 2000, 8). Many of the moral and ethical issues raised in Hospice
Studies quote American or British scholars as a way of lending credibility to their claims. Thus,
though one could argue that any one of these elements of Hospice Studies would not be enough
to support the claim that the textbook was connecting hospice with ‘Western’ influences on a
theoretical level, when considered collectively, they seem to indicate that quite clearly.
Moreover, whether such an outcome was intended by the authors of Hospice Studies or not, my
interviews with both the director of the Songtang Caring Hospital and with several other
caregivers often included comparisons that they made between hospice in China and in the
United States, which also suggested that they personally saw formal hospice care as being
connected, at least in some way, to ‘Western’ cultures43. In today’s globalized world, this
connection between formal hospice care and ‘Western culture’ (xifang wenhua) may seem fairly
innocuous. And yet, this understanding of the situation is quickly complicated if one returns
once again to the ‘central paradox’ described in Chapter 1 and considers the negative, or at least
complex, implications of the ‘Western-ness’ of formal hospice care. The authors of Hospice
Studies seem to have been very aware of the fine balance they needed to strike between
describing formal hospice care as ‘Western’ and ‘Chinese’ in order for hospice institutions to be
43

Given that I, a Caucasian female student, was the one conducting these interviews, it is very possible that
caregivers were more prone to make comparisons between China and the ‘West’ simply because they knew that
was my frame of reference and because my simply being there probably made them more likely to think about
their responses in relation to the United States. However, I still think it is significant that they discussed hospice in
relation to ‘the West’ (xifang) because, regardless of why they mentioned it, the fact that they did mention it
seems to suggest that, on some level, the connection between ‘hospice’ and ‘West’ exists in their minds (which
makes sense when one considers how the connection is explicitly drawn in Hospice Studies).
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portrayed in a morally positive light. This is evident in the fact that they balanced the reference
to ‘the West’ just mentioned with not only an emphasis on historically-grounded, collectivistic
medicine, but also further tied their arguments to ‘Chinese’ culture by periodically using words
and phrases that were popular during the Great Leap Forward and the Cultural Revolution to
describe caregivers’ commitment and self-sacrificing attitudes toward their patients 44. Such
linguistic choices seem to suggest that formal hospice care will have the best ‘the West’ has to
offer – great thinkers, medical technology, etc. – and yet still be carried out by ‘real’ Chinese
caregivers who will approach their work with the revolutionary idealism and commitment that
founded the PRC and remains something which is described with a warm, sometimes even
idealized, nostalgia even in China today.

Conclusion
As this chapter has demonstrated, definitions play a major role in Hospice Studies and the
way it is organized. The newness of formal hospice institutions in China, as has been discussed
throughout this thesis, is certainly a likely factor in causing that – with such a new system of
providing care, it makes sense that the authors of Hospice Studies would feel the need to include
fairly blunt, scientific definitions of terms simply in order to help explain what it is that formal
hospice care does and is. However, as this chapter argues, there is more to the definitions in
Hospice Studies than meets the eye. While they certainly do shed light on what formal hospice
care ‘does,’ the way in which they go about this also indirectly attempts to not only remove but
reverse the moral stigma tradition Confucian values would seemingly impose on formal hospice
hospitals and paint hospice in a morally positive light. The degree to which the authors succeed
in this endeavor is debatable, but the fact that they even try is yet another reflection of how, in a
44

For example, caregivers are described as “热衷临终关怀事业” and “有奉献精神” (Li et al. 2003, 45).
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Chinese context, hospice hospitals must actively demonstrate how they fit into a broader moral
framework and constantly balance their ‘Western’ and ‘Chinese’ perspective in order to be
successfully integrated into larger medical systems.
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CHAPTER 4: THE SONGTANG CARING HOSPITAL AND PRACTICAL LIMITATIONS
ON THEORETICAL IDEALS
Overview
Up to this point, much of this thesis has focused on presenting the contextual background
that caregivers, patients and their families would be expected to share in a Chinese setting – the
theoretical and foundational understanding of hospice care that was transmitted via Hospice
Studies (and therefore, at least presumably, shared by doctors and translated in some form or
another to the other caregivers at the Songtang Caring Hospital) and some of the social, political
and historical contexts that would have been expected to be shared (at least initially) by
caregivers, patients and patients’ families. However, there is a dramatic difference between this
shared theoretical understanding of formal hospice care and the way in which caregivers’
different interpretations of this theoretical understanding were put into practice. This chapter
will ground the more abstract discussions that have preceded it by examining how China’s
specific cultural and historical contexts, caregivers’ understandings of what formal hospice care
actually was, and practical constraints and limited resources ultimately created a disconnect
between the real-world organization and care at the Songtang Caring Hospital and the idealized
way in which the facility’s organization and care were described.
In exploring this split between the care that was actually provided at the Songtang Caring
Hospital and the idea of formal hospice care presented in Hospice Studies and sometimes even
reflected in caregivers’ own explanations of their work, this chapter will consider the effects that
several different real-world factors had on caregivers’ abilities to achieve the theoretical ideals
for hospice care. The factors that will be considered are: globalization, religion in China, the
State’s varying degrees of involvement in providing social welfare programs, the class divide
between urban and rural and the inter-generational divides in China. Ultimately, through
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descriptions of the Songtang Caring Hospital, this chapter will illustrate the ways in which these
factors are currently shaping and defining institutionalized hospice care in contemporary China.
Specifically, this chapter will examine how these real-world factors inescapably limited the
extent to which the standard, idealized level of hospice care presented in Hospice Studies could
be achieved in practice at the Songtang Caring Hospital, as well as consider the implications that
limited capacity for achieving the ideal standards has for the field of formal hospice care in
China moving forward.

Understanding the Uniqueness of the Songtang Caring Hospital
Before delving into a discussion of the interplay between real-world care and idealized
care at the Songtang Caring Hospital, there is an important caveat that must first be established:
the Songtang Caring Hospital was a very unique institution and the trends observed there should
not be considered automatically applicable to other facilities in China, nor should they be
generalized and considered representative of all contemporary forms of formal hospice care in
China. Rather, as mentioned in Chapter 1, this thesis should be seen as a case study, a significant,
albeit isolated, example and exploration of how a single hospice institution in China functioned.
Despite it occasionally having been used as a model for other facilities in the past (which
makes sense given that it is the first hospice hospital ever founded in China), the Songtang
Caring Hospital is inherently a bit quirky because of the fact that it is privately run. Not only
that, but Li Songtang, the man who founded the hospice hospital and is serving as its director (at
least in name), is also a fairly eccentric man who has spent years living abroad in Canada, is not
a member of the CCP45 and, as far as I could tell, has never been formally educated in hospital
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It may seem strange to mention this detail, but Li Songtang had very strong political views and mentioned to me
several times that the CCP wanted him to join the Party (as he explained it, this was because he had been so
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management (at least when I met him in 2011). In addition to these factors, the location of the
hospital facility itself was also somewhat unique in that it was located in an area that, most likely,
had been considered suburban when the facility was initially constructed, but that was less than a
mile away from the nearest subway stop by the time this research was conducted. Finally, this
research should not be considered to be representative of hospice care in China because the
Songtang Caring Hospital was under construction during the time my fieldwork was conducted
and it is therefore possible that some of the trends I observed were only short-term responses and
ways of coping with the construction, and/or that they will have already evolved in new ways
since the completion of the construction (which was due to be finished in October, 2011).
In addition to these more distinctive physical features of the Songtang Caring Hospital,
certain aspects of the hospital’s organizational structure and functioning also contributed to its
uniqueness. For example, the Songtang Caring Hospital experienced what seemed like an
extremely high turnover rate among some of its employees, and, though high turnover rates are
common in elderly and end-of-life care facilities in the United States and (presumably) in China
as well, it had such a large impact on the hospital culture at the Songtang Caring Hospital that it
is still worth mentioning here. As was briefly mentioned in Chapter 1 and will be discussed in
more depth later in this chapter, the range of differences between the three main groups of
caregivers at the Songtang Caring Hospital – doctors, nurses and primary caregivers – and the
level of diversity among individual employees seemed to have such a heavy impact on the
hospital culture that it may also invalidate any broader generalizations about hospice facilities in
China based on this research.
successful and they did not like it when people, particularly entrepreneurs, were successful without being affiliated
with the Party). I mention it here because his insistence on remaining independent from the Party (or at least only
unofficially connected to it) was clearly very important to him and, to my mind, the degree to which he
intentionally avoided becoming a member of the Party serves as one of the clearest examples of his personal
eccentricity.
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The History of the Songtang Caring Hospital
Given that the Songtang Caring Hospital is being presented here as an isolated case study,
it is important to understand its specific background and history as an institution. As one might
expect, the story of the Songtang Caring Hospital’s founding is also fairly unique. As one might
not expect, that story revolves around postage stamps, a white lie and an epiphany...or so I was
told.
Both Li Songtang (the director) and the assistant director at the hospital explained the
establishment of the Songtang Caring Hospital as a result of Li Songtang’s adolescent experience
as one of the many ‘sent-down youth’ who were moved from cities to rural areas for ‘reeducation’ during the Cultural Revolution. As Li Songtang told the story, when he was sent to
the countryside as a teenager, he was trained to be a barefoot doctor46 and, by age 17, he was
responsible for taking care of all the people in the village where he was living. While there, he
met and befriended an old man who happened to be an intellectual sent to the countryside for
thought reform after being labeled a “rightist” (a “youpaifenzi”). Unfortunately, by the time Li
Songtang met this man, the man was already dying of cancer, and they met as doctor and patient.
One day, when they were talking, Li Songtang learned that, despite having led a very moral life,
the man was extremely anxious about dying because he felt he needed people’s forgiveness –
after being politically labeled as a “rightist,” the man felt he could not die in peace because the
people in his community seemed to despise him and would not even greet him in public. In an
effort to comfort him, Li Songtang told the man that he would talk to their superiors and see if it
46

“Barefoot Doctors” are defined by William Joseph as “paramedics trained (usually by medical teams of the
People’s Liberation Army) to attend to the primary and preventative medical needs of people in China’s rural areas
during the Maoist era, especially in the early 1970s….They also promoted hygiene and family planning” (Joseph
2010, 50). As this definition indicates, ‘barefoot doctors’ were often only given the most basic level of medical
training. For more information about the Chinese medical system during the Mao Era, see Appendix C.
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was possible to politically restore the man’s good name. However, Li Songtang knew that it
would have been too politically dangerous to actually do that, . As it seemed like the man’s
death was truly imminent, Li Songtang began visiting him more frequently and encouraging the
man’s students to do the same (the man had been an elementary school teacher in the
countryside). After a few days, the man was in terrible physical pain because of his disease, so
Li Songtang gathered food from people in the community and made the man soup and fed it to
him. Then, one day after the man’s health had continued to deteriorate, Li Songtang thought to
himself, “why not comfort him?”47 and decided to simply tell the man that he had spoken with
their superiors and that the man’s name had officially been cleared. As Li Songtang described it,
the man was so moved that he said that evening was the happiest he had ever felt in his life, that
he felt like “he really was human,” 48 and, later that night, he died peacefully. After the man died,
Li Songtang was very moved and made sure that he was properly buried. Li Songtang told me
that as he stood by the grave, he thought to himself, “I really didn’t do that much to help [this
man] because I was still a child – I didn’t have any experience, or any abilities. It was just one
sentence. It was just my one comforting sentence that changed his whole life. Originally, he
was living with so much suffering, and this one sentence changed everything. I thought [at the
time], ‘people nearing the end of their lives need care so very much’ and [then] a thought came
to me: in the future…if I was able, I would most certainly found a hospice [hospital].” 49 After
carrying that thought for nearly twenty years, Li Songtang was finally able to make it a reality. It
took such a long time because he was not allowed to leave the countryside until after the end of
the Cultural Revolution, and, even then, he needed to earn enough money to be able to fund his
47

为什么不安慰他？
他真的是人
49
我并没有给 X 老师太多的帮助因为我也是一个孩子也没有经历，也没有能力。就是一句话。就是我一个
安慰的话，就能把他一生给改变。原来他特别痛苦地生活了，就是一句话改变了。我想临终的人多么需要
关怀。当时我的脑出了一个想法：我将来。。。我要是可能的话，我一定要办这样临终的[hospital]
48
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project. His first step toward achieving that goal was to get a job and save up a small amount of
money after he returned to Beijing. Then, when a friend of his from Beijing who had been sent
to Xinjiang50 sent him a letter with a very rare and valuable Mao postage stamp on it, he caught a
lucky break. He wrote back to his friend right away to ask where the stamp had come from, and
his friend, unaware of how valuable the stamp was, wrote back saying that those were simply the
stamps being sold at the local post office. Li Songtang then sent his friend the entire sum of
money that he had saved and told him to buy every postage stamp like that in the post office and
mail them to him in Beijing; he told his friend that he could keep an amount equal to whatever
the stamps cost for himself in exchange for helping Li Songtang by buying and mailing the
stamps to him. Though confused, his friend gladly did what Li Songtang asked. According to Li
Songtang, he was then able to sell the stamps at an enormous profit and earn several thousand
Yuan per stamp. By 1987, he had accumulated enough money to open the Songtang Caring
Hospital. Between 1987 and 2011 when I conducted this research, the site for the hospital had
been changed more than ten times (according to some people, it had been changed as many as 34
times) for various financial and social reasons (apparently at different times the hospital was
pushed out of various communities because some people disliked the idea of having a formal
hospice care facility in their neighborhoods). That said, the Songtang Caring Hospital had been
at the location that I visited for nearly ten years by the time I arrived.
Though some aspects of the director’s story seemed far-fetched, it (or some version of it)
is arguably possible given the tumultuous period in Chinese history during which it took place.
And yet, the significance of his story lies not in its plausibility, but in the moral framework it
implied by its being the ‘official’ history of the Songtang Caring Hospital’s founding. In many
ways, the story of the old man in the countryside is one of an idealized death in a non-traditional
50

An extremely poor province in far-Western China
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setting. Core elements of a traditionally ‘good’ death are absent: his family, his physical comfort,
being in his ancestral home, etc. And yet, through the story, Li Songtang demonstrates how a
non-family member can successfully (or at least semi-successfully) address each of those
deficiencies – he takes on a son-like responsibility in terms of feeding, comforting, and
physically caring for the old man before his death (and brings in the man’s students to visit him
in the same way one might have traditionally expected family members to visit a deathbed), he
comforts him physically and emotionally, and he makes sure the man is buried with respect
(even if the burial cannot physically occur in the man’s ancestral home). Though it is perhaps
ironic that the main act of compassion in the story is the lie that Li Songtang tells the man, this
too seems to shed light on the way morality is being judged in these types of end-of-life
situations. That is to say, this story conveys the message that anything that comforts a dying
patient is morally permissible; that, particularly given so little can be done for terminally ill
patients in the first place, caregivers must be practical and take advantage of any tools they have
at their disposal to care for their patients.
This mentality is one that Li Songtang put into practice in terms of the way he interacted
with patients as the director of the Songtang Caring Hospital. For example, one day, after the
daily morning activities had ended51, I was sitting in the courtyard observing the therapist and
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Everyday, the Songtang Caring Hospital’s one therapist would organize two hours of morning activities from 8:00
AM to 10:00 AM and two hours of afternoon activities from 2:00 PM to 4:00 PM. These activities normally took
place outside (I am not sure where they were held in winter) in the front courtyard area of the hospital and
consisted of the therapist standing in the center of a circle of twenty-or-so wheelchairs, playing a CD of upbeat
music and trying to get the patients (many of whom had little-to-no mobility) to move as much as possible. In
addition to the people in wheelchairs, there was also one elderly male patient who could still walk, brought his
own chair to sit on and attended these activities. While the therapist did hand exercises and tried to get the
people in wheelchairs to pass a small ball around the circle, the old man and sometimes one or two of the strong
patients in wheelchairs would be encouraged to stand up and dance for a minute or two in the center of the circle
before sitting down to rest for a while. Some patients sang along to certain songs, and, if there were volunteers at
the hospital that day, they often sang or danced at the morning or afternoon activities as well. However, for the
most part, the patients who attended these activities seemed disengaged and it became apparent over time that
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several patients. The director came over and began talking with an elderly, female patient who
seemed somewhat confused and anxious. She began asking the director if he knew where “Old
Zhou” was. Then, the director turned to me and quietly explained that “Old Zhou” was her
husband, and that he had been dead for nearly ten years. The director then turned back to the
woman and began telling an elaborate story about how “Old Zhou” had just called him and said
that he was on his way but had run into a few problems that were delaying him. When the
woman seemed skeptical and hesitant to accept his story, the director reassured her that he and
“Old Zhou” were good friends and that he was absolutely telling the truth; “Old Zhou” was on
his way. After several minutes, the woman smiled, took the director’s hand, thanked him and
walked away. The director then turned to me and explained that, particularly with the older
patients, one simply needed to distract and comfort them, that they were like children and if you
distracted them they would become happier. This situation indicated that, like the mentality in
the director’s story about the old man in the countryside, his priority, and his sense of the value
and importance of end-of-life care, was essentially to take a protective attitude toward patients’
psychological states and do whatever one could to “calm them”52 and convince them that
everything was OK (regardless of whether or not that was ‘true’). Though perhaps not entirely
unique to Chinese hospice care, this attitude toward patients was extremely strong at the
Songtang Caring Hospital and seemed to play a major role in defining the moral standards
underlying doctor-patient interactions in that environment. As will be discussed in depth in
Chapter 6, I believe this protective attitude ultimately played an important role in establishing the
moral authority of formal hospice care in a Chinese context by allowing the ‘protective caregiver’
to essentially assume the role of the ‘protective family member’ and thereby remove some of the
some of them were brought there simply because their caregivers needed the break to do other things (i.e.
laundry, cleaning, or simply resting for a while).
52
哄着他们
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non-familial, otherwise amoral edge of formal hospice care. For the purposes of this chapter, it
is simply important to note that one of the ideals that caregivers at the Songtang Caring Hospital
were able to achieve more often than others was that of psychologically protecting their patients
by deceiving or distracting them.

Religion at the Songtang Caring Hospital
Li Songtang felt strongly that people should be able to express and live according to their
own religious views, and that attitude was clearly reflected in several aspects of the Songtang
Caring Hospital’s organization. There was a Buddhist temple on the hospital grounds where
end-of-life religious rites could be performed over any patients who identified as being Buddhist.
Buddhist patients were all given small, electronic speakers to keep in their rooms that chanted
Buddhist prayers whenever they wanted and thereby helped their spirits. Volunteers from a local
Buddhist organization came to the hospital several times a week to check-in on Buddhist patients.
According to the director, a Christian chaplain was also available to be called in to pray with and
pray over any patients who identified as being Christian. Young adults from a local church
periodically volunteered at the hospital by reading the Gospel to Christian patients. According to
the director, none of these services would have been available to patients at a state-run hospice
hospital.
Not only was the presence of so much religious support for patients something that
clearly made the Songtang Caring Hospital distinct from the public hospice facilities available in
Beijing, but it also represented an aspect of hospice care that the director of the Songtang Caring
Hospital personally valued (despite being an atheist himself) and one that was highlighted by
him and several caregivers as being an important element of what made their facility unique.
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This emphasis on religion begins to make more sense when one considers that, nearly every time
it was mentioned in interviews or in theoretical explanations of hospice care in Hospice Studies,
a connection was made between attending to patients’ spiritual needs and achieving a ‘Western’
standard of end-of-life care.
Therefore, though this integration of religion into a formal hospice facility may seem
fairly straightforward, it should be viewed in the context of broader, underlying tensions between
the contemporary political culture in China, the seemingly ‘traditional’ Buddhist culture that was
more prevalent before the Cultural Revolution and the ‘Western’ Christian culture. Politically,
though religious facilities are kept distinct from public medical facilities, the CCP is actually
much more tolerant of religious practice today than it has been in the past. As James Tong notes,
the Central government has undergone a “relaxation of ideological control over religious
communities and the new restrictions placed on bureaucratic power and government intervention
in religious affairs…are part of systemic reforms toward more limited government” (Tong 2010,
872). According to Tong, “the ‘Regulations on Religious Affairs’ that took effect in March 2005
attempts to bring China’s anachronistic religious policy within the same political time zone as
the country’s systemic reform policies” (Tong 2010, 884). Of course, that being said, “only five
major religions are recognized nationally [Buddhism, Daoism, Islam, Roman Catholicism and
Protestantism (though, the Russian Orthodox Church is also recognized in Heilongjiang
Province)] and among these, religious practice can only be legally held in registered venues by
registered personnel of registered organizations” (Tong 2010, 861). Therefore, though the
degree to which the Songtang Caring Hospital was able to achieve the ideal standard of freedom
of religious practice and comprehensive religious care that it set was perhaps somewhat limited
by resources (particularly in terms of access to religious resources for non-Buddhist patients),
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when one considers that religious patients were certainly in the minority at the Songtang Caring
Hospital, the emphasis placed on meeting their needs was substantial. Not only that, but the
Songtang Caring Hospital’s religious resources clearly separated it from state-run hospice
facilities and the way it navigated, providing a range of religious services (including none at all
for nonreligious patients), serves as yet another example of the delicate ways in which this
hospice facility had to balance conflicting ideas about morality and end-of-life care. This is
because, for those patients who were religious, having the right kind of spiritual ‘care’ at the end
of their lives was almost certainly a key component for them to feel like the institution caring for
them was a ‘moral’ place.

Caregiver Diversity at the Songtang Caring Hospital
One aspect of the Songtang Caring Hospital that contributed to its uniqueness and
ultimately created practical issues that limited the degree to which it could attain its theoretical
ideals was the high level of diversity among its employees and patients. Though it is likely that
such diversity is much more common in Beijing facilities because, relative to less developed
areas of China, Beijing’s population is quite diverse (although, dramatic increases in population
mobility in China over the past twenty years53 have increased the levels of diversity in Chinese
cities across the board), within the Songtang Caring Hospital diversity seemed to be an important
aspect of shaping the way the facility operated.
As Chapter 1 briefly described, caregivers at the Songtang Caring Hospital came from a
strikingly wide range of backgrounds and approached their jobs in accordingly distinct ways. As
a group, the doctors seemed to be the most cohesive. Though I was only able to formally
53

As Tony Saich summarizes, “there have been previous waves of migration post-1949 but at the end of 2008, the
migrant population was estimated at over 225.4 million of whom 140 million had found work outside of their
home county” (Saich 2011, 28).
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interview two of the approximately twenty doctors 54 working at the Songtang Caring Hospital,
both of them had already been working at the hospital for several years (one of them had been
there for ten years), and both of them had pursued higher education and obtained extensive
medical training and hands-on medical experience (both had worked for decades as doctors in
public hospitals before retiring and coming to work at the Songtang Caring Hospital55). Both
doctors had families with whom they were currently living, both were financially secure56, both
intended to stay at the Songtang Caring Hospital long-term. Even based solely on observation
and inference alone, it was clear that all (or nearly all) of the doctors at this facility were retirees
who had medical experience and had received formal medical training.
Of course, there were some differences among the doctors. For example, though several
of them seemed to be members of the CCP (the assistant director was not only a Party member,
but had also made a good deal of money working throughout her career as a health inspector57),
there was at least some degree of variation in their levels of political involvement. The doctors
also seemed to come from different backgrounds geographically (at least in terms of their home
provinces), but again, it is unclear how large of an impact that had on their mindsets and the
ways in which they conceived of and approached their work. The likelihood that their different
54

The statistics I was give regarding the number of doctors, nurses, primary caregivers, patients, etc. varied – the
director would give me one number, the assistant director would give me another, a primary caregiver would give
me yet another number, and so on. I asked the director for these types of concrete data several times, but he
insisted that was not possible and often replied by quoting me a series of estimates. Unless stated otherwise, the
numbers reported here represent either the averages of those numbers or the estimates I was given that seemed
most reasonable in light of my observations.
55
It is worth noting that the reason nearly all of the doctors at the Songtang Caring Hospital were retired is that
the retirement ages in China (55 for men in blue collar jobs, 60 for men in white collar jobs, 50 for women in blue
collar jobs and 55 for women in white collar jobs) are so low that many retirees are forced (or choose) to find work
in the public sector (simply helping their children raise their grandchildren) in order to support themselves
56
Both of them indicated that their salaries were not very important because they had already retired and
described their work at the Songtang Caring Hospital as being more along the lines of charity and filling a social
need than seeking financial compensation. This same sentiment was expressed by the Assistant Director who said,
“It doesn’t matter that I’m paid so little; I take whatever money they [the hospital] can give me each month.”
57
Though I never found out specifically, my impression was that the assistant director had been fairly highly placed
in her past profession.
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geographic backgrounds impacted their work was somewhat minimized by the fact that, as
mentioned, doctors tended to stay at the hospital for longer amounts of time, and many of them
had been living in Beijing long-term (and planned to stay there) when I met them. Also, given
the level of education that the doctors had received, it seems likely that most, if not all, of them
came from urban rather than rural backgrounds. If that was the case, then, regardless of their
provinces of origin, one would expect to find a certain degree of consistency among their
experiences. When taking all of this into account, the doctors at the Songtang Caring Hospital
formed a more cohesive group than any of the other groups of caregivers. Essentially, the fact
that doctors were more likely than any other group of caregivers to stay at the Songtang Caring
Hospital long-term meant that their differences (particularly in terms of their geographic origins)
were somewhat muted over time, and, regardless of any differences that persisted, generationally,
financially and educationally, they seemed fairly equal from the start. Ultimately, this
cohesiveness among the doctors became significant because, as the group of caregivers with the
lowest turnover rates, doctors at this facility most consistently played the largest role in defining
the character of the hospital as a whole. 58
While doctors were most often the people with whom patients’ family members would
want to speak in order to understand their loved ones’ physical states, they also often had less
interaction with patients than any other group of caregivers did. One reason for this was that
there were only approximately twenty doctors to oversee the treatment of the nearly three
hundred patients in the facility and the majority of the doctors only worked from 8:00 AM to
6:00 PM each day (though two-to-three seemed to stay at the hospital for the night shift), which
meant that they often simply did not have as much time available to interact with their patients.
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This is a significant distinction because, as discussed below, the primary caregivers seemed to play a larger role
in defining the nature of patients’ experiences and, to a somewhat lesser degree, the nature of patients’ family
members’ experiences.
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Another potential explanation for the more limited interactions between doctors and patients is
that they simply were not necessary given the type of care doctors were meant to provide. That
is because care at the Songtang Caring Hospital was remarkably well-compartmentalized. That
is to say, the types of interactions different types of caregivers were supposed to have with
patients clearly varied between different categories of caregivers. As a result, the therapist was
seen as being responsible for patients’ mental health (with some overlap with patients’ primary
caregivers), doctors were seen as responsible for pain management and treatment of minor
illnesses (meaning that, unless patients were having problems in those areas, it was unlikely that
they were interacting with a doctor everyday), nurses were responsible for administering
medication and checking vital signs (giving them limited but consistent daily interactions with
patients) and primary caregivers were responsible for making sure patients daily needs were met
(which, as necessary, also meant reaching out to other types of caregivers if they noticed their
patients having issues that fell under those caregivers’ specialties). Though the effectiveness of
this type of compartmentalized system is discussed at the end of this section, it is important to
recognize that their different responsibilities most likely colored the way caregivers interacted
with their patients (i.e. the types of symptoms they looked for, the types of support they felt
comfortable offering, etc.), as well as colored the overall tone of the hospital environment. It is
also significant to note that this reality of compartmentalization stood in stark contrast to the
idealized picture Hospice Studies painted of a hierarchy-less, community-based, family-like
environment that was created by all caregivers (including doctors) as described in Chapter 3 of
this thesis. As a group, the doctors simply did have the manpower to achieve that standard.
More like the doctors than the primary caregivers, nurses at the Songtang Caring Hospital
were also uniform in their educational backgrounds and tended to be much more similar in age
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than the primary caregivers. In fact, as mentioned in Chapter1, all of the nurses I saw were
young women (meaning less than thirty years old). While they seemed to come from
geographically and (to some degree) financially different backgrounds, the fact that nearly all of
them were unmarried, single women meant that their socioeconomic positions in life were fairly
similar. Most of them seemed to live with their parents or other relatives in Beijing and, like the
doctors, they had regular work shifts that did not seem to exceed twelve hours at a time. That
being said, the nurses were more similar to the primary caregivers in three important ways. First,
they seemed to have closer relationships with their patients than the doctors did (patients would
periodically call certain nurses over to chat with them, and nurses would sometimes directly
follow-up with primary caregivers or, to a lesser degree, patients themselves, about specific
changes in patients’ physical or mental states, etc.). Second, while the doctors I spoke with all
identified altruistic motives for working in a formal hospice institution, the nurses tended to cite
a range of practical and altruistic motives59. Third, in relation to that, the nurses tended to
resemble the primary caregivers more than the doctors in that they generally viewed their
employment at the Songtang Caring Hospital as being short-term. I found this reflected both in
the way nurses described their jobs and in the fact that the director identified nurses and primary
caregivers as, on average, staying at the hospital for no more than one month before seeking
employment elsewhere. While that did not mean that all nurses and primary caregivers only
stayed at the hospital for one month before moving on (to the contrary, particularly among the
primary caregivers, some people had been at the Songtang Caring Hospital and even living and
working with the same patients for years), it was still a defining feature of the ‘nurse population’
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When asked why they had chosen to work at the Songtang Caring Hospital the nurses I interviewed and talked
with informally cited everything from emotional stories about elderly grandparents who had raised them and
kindled an altruistic desire in them to help the elderly to practical motivations about the hospital being close to
their relatives’ homes (thereby being a feasible option for them if they depended on relatives for housing) to
earning money before trying to move somewhere else.
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as a whole and colored the way in which they approached their job and interacted with their
patients60. Clearly, the short-term, often practically-motivated nurse population does not match
up with the ideal presented in Hospice Studies of nurses who are ‘like family’ and motivated to
fully commit to their work by pure altruism. And yet, one cannot fault the nurses for their
pragmatism – though it may have limited the extent to which they could fulfill their ideal role,
the fact remained that many of them still took their work seriously and took good care of their
patients even if they were not as intrinsically committed to hospice care as Hospice Studies
suggested.
And yet, of all three categories of caregivers, the primary caregivers were undoubtedly
the most directly responsible for defining the nature of patients’ daily experiences and, arguably,
had the largest impact on patients’ quality of life. This is because, unlike both doctors and
nurses, primary caregivers were expected to be at the hospital around the clock. Depending on
the level of care their patients paid to receive, primary caregivers were responsible for anywhere
from one to three patients. In this case, ‘responsible’ means that, among other things, primary
caregivers lived and slept in the same room with their patient(s), and took care of feeding them,
bathing them, helping them go to the bathroom, coordinating their care between their doctor(s)
and nurse(s), hand-washing their dirty clothes and, theoretically, keeping them in good spirits by
offering them round-the-clock emotional support, entertainment and physical and mental
stimulation. It is important to note that these psychological elements of patient-care, though
theoretically uniform, were actually implemented in a wide range of ways depending on
caregivers’ subjective attitudes toward their patient(s) and their work and depending on how
much time and energy caregivers had to spare in light of the extremely high demands placed on
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As discussed in Chapter 1, job prestige, income and work-enjoyment were all factors that are likely to have
contributed to the high turnover rate among nurses.

83

them. For example, I observed that, particularly when their patient(s) was/were more lucid,
primary caregivers tended to try to treat them as quasi-family members. That is to say, they went
out of their ways to make sure their patients were comfortable, they spent time socially
interacting with them (i.e. eating with them, watching TV with them, playing mahjong with them,
etc.), and they formed deep personal relationships with them and, in some cases, with their
family members. Though these relationships were much closer to the theoretical ideal laid out in
Hospice Studies for the family-like bond that supposedly exists between all hospice caregivers
and patients, some primary caregivers (especially those with less lucid patients) did everything
within their power to spend as little time with their patients as possible. In fact, as mentioned,
some primary caregivers would leave their patients at the morning and afternoon activities
everyday, leave their patients to nap or listen to a radio, watch TV in their rooms all day or put
their patients in wheelchairs in communal hallways and go back to their rooms to watch TV
themselves in an effort to make sure they got break time each day. Though many caregivers took
advantage of these options for having someone else temporarily look after their patients so that
they could do their daily chores (i.e. laundry), there was a fine line between those caregivers who
used these options because, practically speaking, they needed to and the ones who simply
seemed uninterested in spending any more time with their patients than was absolutely necessary.
Most primary caregivers seemed to fall somewhere in between these two extremes and offered
their patients both physical and emotional support to some degree but also prioritized their own
needs and relaxation time. However, as their range of involvement with their patients
demonstrated, there was an enormous amount of flexibility built into the primary caregivers’
schedules. As a result, their personalities and subjective preferences played significant roles in
shaping their patients’ daily experiences. When this range of different approaches to patient
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interaction and patient care is considered in light of the fact that, like the nurses, the primary
caregivers only stayed at the Songtang Caring Hospital for an average of thirty days before
moving on in search of less strenuous work and being replaced, the extent to which differences
among primary caregivers defined the character of the Songtang Caring Hospital and the limited
extent to which the hospital could conceivably achieve its overall theoretical ideals for patientcare begins to emerge. Such ‘differences’ were further compounded by the fact that all of the
primary caregivers came (and, according to the director, were directly recruited from) rural areas,
were approximately middle-aged (although the age-range among primary caregivers seemed
wider than among either of the other two categories of caregivers), had received little education
(though many seemed illiterate, again, as a group, they seemed to have the widest range of
education levels compared to the doctors and nurses as groups61), came from different regions
(and had stronger regional ties than the doctors and nurses because many of them came directly
from the countryside to the Songtang Caring Hospital and then only left the hospital grounds on
their breaks, which caused them to form cliques among themselves), and had a wide range of
family connections and motivations for working at the hospital in the first place, none of which
was fully altruistic (as part of China’s ‘floating population,’ some caregivers had children, some
were married, some were single, some had taken the job simply to change their lifestyles, some
had taken it to be nearer to children and other family members in Beijing, several had taken it
simply to earn money, etc.)62. It should come as no surprise that these differing perspectives led
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That being said, to my knowledge, none of the primary caregivers had ever received any sort of medical training
or geriatric training. Since there was no formal training provided by the Songtang Caring Hospital, the director
explained to me that new primary caregivers were expected to essentially ‘shadow’ a current primary caregiver for
their first day of work and, after that, begin caring for their own patient(s) independently.
62
It is interesting to note that descriptions of nursing home staffs in China reveal that they face many of the same
problems as those encountered at the Songtang Caring Hospital. This is because, “the staff turnover rate [at least,
among the nursing home equivalent of the Songtang Caring Hospital’s primary caregivers] is also very high” (Chu &
Chi 2008, 240). The reasons given for this, like those observed at the Songtang Caring Hospital, are low pay and
“low social status and prestige” (Chu & Chi 2008, 240). Also like the primary caregivers at the Songtang Caring
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to a wide range of approaches to caring for patients and created a care giving atmosphere that
was far more varied and shaped by real-world circumstance than Hospice Studies and ideals
established by the Songtang Caring Hospital itself would have suggested.
The fact that these three categories of caregivers – doctors, nurses and primary caregivers
– had such radically different backgrounds is important for several more specific reasons that
also each seemed to contribute to the Songtang Caring Hospital’s overall limited ability to
achieve its ideals. First of all, the differences between caregivers imply that they also had
conflicting interests63 and thereby suggest that navigating the social dynamics among the
caregivers was potentially a significant aspect of their jobs. Second, the differences between
caregivers highlight the sheer range of caregiver-patient interactions that could (and did) occur at
this hospital by demonstrating how vastly different caregivers’ subjective predispositions and
responses to their patients might have been. Third, and perhaps most important, the differences
between caregivers suggest that one model for an institutionalized hospice facility catering to an
extremely diverse group of patients might be employing an equally diverse group of caregivers
and giving them freedom to interact with patients based on what they personally thought was
Hospital, these caregivers at nursing homes in China are often “laid-off workers in previously state-run factories
and migrant workers from rural villages. They often do not have any training in elder care or nursing home care
before they start working in nursing homes for older adults…none of these workers are required to have formal
training in geriatric care before they enter into their work. As a result, the quality of care is generally low and very
variable” (Chu & Chi 2008, 240). One reason cited for high rates of turnover among nursing home employees that
may or may not apply to the Songtang Caring Hospital was the “discouragement by their [the workers’] family
members who dislike the low social status, pay, and prestige (ie, ‘lose face’) of nursing home jobs” (Chu & Chi 2008,
240). Interestingly, the White Paper on China’s Undertakings for the Aged I 2006 theoretically addressed this issue
of “deficiency in staff training” by announcing “a policy to train management and service staff to provide services
to the aged,” and, “by the end of 2005, approximately 20,000 persons had obtained these [new care giving]
qualifications” (Chu & Chi 2008, 240). However, based on what I observed at the Songtang Caring Hospital, these
training programs are far from universal and were not in place in any form at that facility.
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For example, depending on the range of factors just discussed – how long different types of caregivers were
planning to stay at the facility, how lucrative they thought their job was relative to their other options (and how
important earning money was to them), whether they felt they had or wanted a community of peers in the
hospital environment, etc. – different caregivers may have approached their work with varying degrees of
commitment to their patients and any number of motivations in addition to the jobs they were being paid to
accomplish.
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best so that, ideally, a more holistic type of patient care could be offered through the combined,
and at times opposing, efforts of the various types of caregivers. While I would argue that the
diversity among the caregivers at the Songtang Caring Hospital seemed to clearly be a product of
necessity rather than design (particularly given that the ideals spelled out in Hospice Studies
never mention this type of variation being part of ideal hospice care), it was still a significant
element of the way in which the Songtang Caring Hospital was organized and it also suggests
that such a model for institutional hospice care in a Chinese context might be particularly
effective.

Patient Diversity at the Songtang Caring Hospital
Like the caregivers, patients at the Songtang Caring Hospital also came from a wide
range of backgrounds. This was most likely because the Songtang Caring Hospital was,
according to the director and the people working there, fairly reasonably priced, and, if there was
an open bed, the facility would accept any patients who could pay the monthly hospital fees. As
a result, according to Hospice Studies, there had been patients from twenty-five different
provinces at the hospital at some point in its history (Li et al. 2000, 15). Because of the wide
range of care offered at the hospital, the amount of money that patients paid to stay there
(between 1500 yuan per month and 3000 yuan per month) as well as the patients’ socioeconomic
backgrounds varied dramatically. Some patients had been university professors in the past,
while others had never received any formal education. Some patients were fully lucid and fully
mobile and had been living at the Songtang Caring Hospital long-term and used it more as an
assisted-living facility, while others were seriously ill and used it as a nursing home and many
others were suffering from various degrees of dementia and conditions that left them partially or
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completely physically immobile and used it more as a traditional hospice facility. On average,
patients only stayed at the Songtang Caring Hospital for around one month before passing away,
and yet one patient had been there for eight years. The average patient-age was eighty-two, and
yet a seriously-ill three-year-old was there receiving hospice care and the oldest patient was over
one hundred. Some patients were mentally and physically functional enough to walk around the
facility unattended, read newspapers and play mahjong with the guards at the entrance gate to the
facility, while the mental and physical capabilities of others were so limited that they were left
immobile, in safety restraints in their beds for most of the day. Many patients had family
members who lived in the area, visited on a regular basis and had formed relationships with the
doctors, nurses and (particularly) primary caregivers for their relatives, and yet some patients’
families had never come to visit the facility. These were the extremes. Many patients’ situations
fell somewhere in between, but the diversity of circumstances and subsequent range of patient
needs both facilitated and demanded the multi-leveled, subjectively-assessed care that they
received and the flexible nature of the standards upon which the Songtang Caring Hospital
seemed to be founded. At the same time, it also made it impossible for the single, unified
standard of ideal care, where all patients felt like their caregivers were their quasi-family
members and capable of meeting their every need, to be achieved.

Conclusion
By exploring in more depth the way the hospital’s ideals were reflected and embedded in
the story of its founding and the way care was actually approached at the Songtang Caring
Hospital, this chapter goes a step further in demonstrating why, given real-world constraints, the
ideal level of hospice care was not always feasible. In some ways, by identifying that a divide
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existed between the theoretical portrayal of formal hospice care in Hospice Studies and in the
Songtang Caring Hospital’s own rhetoric about itself as an institution (rhetoric that will be
examined in more depth in the following chapter), this chapter calls the relationship between
theoretically establishing the moral authority of hospice care and actually creating moral (in a
Chinese context) hospice institutions into question. While this chapter suggests that the
theoretical conceptions of formal hospice care do not always translate directly into real-world
settings, it also highlights the facts that the fluid nature of hospice care within an institution like
the Songtang Caring Hospital actually allows caregivers’ subjective interpretations of that theory
to play major roles in defining the type of care their patients receive and that rooting patient-care
in such diverse caregiver subjectivities may actually be more well-suited to the extremely diverse
backgrounds and needs of the patients in a facility like the Songtang Caring Hospital. Though
the ideal, uniform standard of care is important for defining the concept of formal hospice care,
this chapter argues that the many lenses through which that concept is interpreted and the
different meanings ascribed to it in real-world settings may ultimately be essential to hospice
caregivers being able to function in highly taxing work-environments and, as previously
mentioned, to patients with extremely different needs being taken care of as well as possible.
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CHAPTER 5: LANGUAGE’S ROLE IN SHAPING FORMAL HOSPICE CARE AT THE
SONGTANG CARING HOPSITAL
Overview
The previous chapter took a more in-depth look at the Songtang Caring Hospital and
explored both how that institution tried to strengthen the moral authority of formal hospice care
by presenting it in a somewhat idealized way on a theoretical level, and how various factors
inherently limited the degree to which those ideals could be attained in practice. This chapter
will continue exploring this tension between theoretical and practical versions of formal hospice
care at the Songtang Caring Hospital by looking specifically at the power of language. That is to
say, this chapter will examine not only the way the Songtang Caring Hospital used language to
describe itself as a facility, but also how the language that was used was incorporated into,
reflected in, and reinforced by, the physical structure and organization of the hospital itself.
The idea that this type of cyclic relationship exists between the way something is defined
in language and its real-world manifestations is nothing new. In fact, it is arguably a modified
version of what Pierre Bourdieu famously described as habitus in his ground-breaking
anthropological work, Outline of a Theory of Practice. In that piece, Bourdieu writes that
habitus is “the durably installed generative principle of regulated improvisations, [that] produces
practices which tend to reproduce the regularities immanent in the objective conditions of the
production of their generative principle, while adjusting to the demands inscribed as objective
potentialities in the situation, as defined by the cognitive and motivating structures of the habitus”
(Bourdieu 1977, 78). Thus, habitus can be understood essentially as practices that become
ingrained elements of a culture by creating or promoting the types of situations and environments
that would naturally lead people to enact those practices. In other words, according to Bourdieu,
habitus is the cyclic relationship that explains why specific cultural practices evolve in certain
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societies, as well as why some practices are passed on within certain societies. On the surface,
connecting Bourdieu’s habitus to the way language became a defined and defining part of the
hospital culture at the Songtang Caring Hospital may seem strange because language, and
especially anything written down on a sign or placard (which is the majority of what will be
discussed here) is fairly concrete and does not seem to leave much room for the ‘improvisation’
that Bourdieu describes. And yet, through its analysis of the language used within the Songtang
Caring Hospital, this chapter will demonstrate that even the language that was so solidified that it
was literally carved in stone and bronze outside the hospital was actually both a product of, and a
contributing factor to, a broader habitus that revolved around symbolically defining caregivers as
their patients’ family members and equating the hospital facility with patients’ familial ‘homes.’
This chapter will explore the powerful way in which language fueled this cyclic habitus and, in
so doing, how it not only contributed to establishing the moral authority of the hospice facility on
a theoretical level, but also how it translated those concepts of moral formal hospice care into
morally-accepted practices within the actual Songtang Caring Hospital.

Using Language to Make People Comfortable with the Idea of Formal Hospice Care
In order to appreciate the integral role language played in creating a more morally
acceptable environment and the implications descriptions of a more morally acceptable hospice
hospital had in practice, one must start by examining the terminology that was actually being
used. The most obvious example of language being used to portray the Songtang Caring
Hospital in a more morally acceptable light is just that: it was called “the Songtang Caring
Hospital.” Given the newness of formal hospice care, the limited number of formal hospice
hospitals available in China (which would seem to imply that such hospitals would benefit from
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stating their purposes as clearly as possible), and the extent to which Hospice Studies goes in
trying to provide a clear definition for the field, one cannot help but initially wonder why the
facility was not called “The Songtang Hospice Hospital.”
According to the assistant director, the Songtang Caring Hospital’s name was very
intentionally chosen. In Chinese, “the Songtang Hospice Hospital” would have directly
translated to “松堂临终关怀医院” (Songtang Linzhong Guanhuai Yiyuan). The difference
between that name and the hospital’s actual name (松堂关怀医院 – Songtang Guanhuai Yiyuan)
is only two characters – 临终 (linzhong). However, the qualitative difference between the names
is enormous.
While guanhuai simply translates to ‘care’ or ‘caring,’ linzhong guanhuai, though often
translated as ‘hospice,’ literally translates to ‘nearing the end care.’ The idea that patients and
their families would find it depressing to continuously be reminded of the fact that they or their
loved ones were ‘nearing the end’ every time they said the name of the hospital or saw it written
down makes sense. This is especially true when one once again considers the ‘newness factor’
and remembers that the term for hospice would likely not only be emotionally difficult for
patients and their families to hear and say, but also a term to which they could be especially
sensitive given that its strangeness or novelty might draw their attention to it any time they used
it. Given this context, the assistant director’s claim that “linzhong” was left out of the Songtang
Caring Hospital’s name in effort to comfort patients and their families seems reasonable. When
one considers, as has been mentioned throughout this thesis, that the moral obligations people
have (according to Confucian value systems) to personally care for their relatives are at their
highest when those relatives are nearing the end of their lives, the decision to remove “linzhong”
from the Songtang Caring Hospital’s title also seems to indicate that an effort was being made to
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remove some of the moral stigma that might otherwise be associated with people using formal
hospice care specifically by using language to keep attention from being called to the aspect(s) of
formal hospice care that were least morally acceptable. And yet, given the power of language,
the director’s decision to remove linzhong from his facility’s name raises an interesting question:
if the Songtang Caring Hospital is not called a ‘hospice hospital,’ then what exactly makes it a
hospice hospital? If one pauses to consider the fact that caregivers at that facility had not
received formal geriatric or ‘hospice care’ training64, that they treated a range of patients
including many who could have fit the categories of patients accepted in Chinese nursing
homes65, and that even the name of the Songtang Caring Hospital did not state that it was a
hospice facility, then it begins to seem like the only reason it was qualified as one was that it had
proclaimed itself to be the ‘first hospice hospital in China’ and it advertised itself (though not
through its name) as a hospice hospital. Certainly, the fact that the average patient stay was two
to four weeks would qualify the Songtang Caring Hospital as offering ‘hospice care’ by
American medical standards, but until there is data collected regarding how long Chinese
patients tend to stay in ‘nursing homes,’ I would be cautious about assuming that the average
patient-stay at the Songtang Caring Hospital actually set it apart from other types of elderly care
facilities in China. Unfortunately, at the time I was conducting my fieldwork, it did not occur to
me to ask the director why he portrayed the Songtang Caring Hospital as a hospice hospital
rather than a nursing home, but there are many possible explanations. For example, it is
conceivable that, since the Songtang Caring Hospital was a private facility that therefore needed
64

As mentioned in Chapter 1, “there is no specialized geriatric medicine training for doctors, nurses, or social
workers in China” (Chu & Chi 2008, 242).
65
Again, as mentioned in Chapter 1, the four categories of nursing care offered in China are “(1) Grade 3:
independent in self-care; (2) Grade 2: semi-dependent in self-care; (3) Grade 1: inability in self-care; and (4) special
nursing needs (ie, totally dependent or paralyzed elders,” and all of these ‘grades’ were present at the Songtang
Caring Hospital (Chu & Chi 2008, 241).

93

to be very conscious of making a certain amount of income, the director decided that starting a
‘hospice’ facility might be more lucrative since there were no other facilities advertising
themselves as such in the late 1980s. However, in this case, I think a less cynical interpretation
is probably more accurate. That is because, regardless of the director’s pursuit or lack of
financial goals for his facility, if one returns to the discussion of how social and economic needs
to create elderly and end-of-life care programs in contemporary China deeply conflict with
traditional Confucian understandings of morally right behavior, then taking linzhong out of a
hospice facility’s name can be seen as simply another example of an institution trying to strike a
balance in the face of Huters’ central paradox66. In other words, regardless of the director’s
motivation for claiming to run a ‘hospice facility’ and then intentionally giving that facility a
more ambiguous name, I think it is important to recognize that, irrespective of the type of care
being offered, as an elderly and end-of-life care facility in China, the Songtang Caring Hospital’s
indirect (and, in some ways, less informative) approach to advertising its purpose may have
played a significant part in its success.
Though attempting to prevent potentially upsetting language from being associated with
their facility clearly seemed to be important, the director and caregivers at the Songtang Caring
Hospital also found ways to use language to their advantage as they worked to establish the
moral authority of their institution in more direct ways. One very natural way in which this was
done was by creating a hospital culture in which familial epithets were used whenever caregivers
addressed patients. There were two particularly interesting aspects of this hospital norm. First,
as the case study about “Grandma Zhang” in Chapter 3 demonstrates, such an approach to
interacting with patients was explicitly included in Hospice Studies and therefore was part of the
theoretical introduction to formal hospice care that doctors and (whether directly or via the
66

See Chapter 1.
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doctors) nurses and primary caregivers received. There is no way of knowing at this point
whether Hospice Studies used those epithets because it was trying to reflect the way formal
hospice care was already being approached or because using familial epithets with non-family
members is a common practice in contemporary Chinese culture as a way of expressing a feeling
of closeness. However, regardless of why the authors of Hospice Studies included these epithets
in patient case studies, it is significant simply to note that using language to create a familial
sense of closeness between patients and caregivers was integrated into the hospice culture on a
theoretical level. Second, the importance of these family epithets was reflected in the fact that I
both observed caregivers at the Songtang Caring Hospital using them with patients and was
encouraged by caregivers to use them myself as a way of showing respect and ‘making the
patients happy.’ This suggests that, unlike many aspects of Hospice Studies, the use of language
to promote a hospital environment that made patients feel better about receiving formal hospice
care was actually translated from theory into practice. Again, when one considers the Chinese
cultural context, it seems logical that promoting a sense of familial bond between patients and
caregivers (particularly through language when, in Chinese culture, it is generally standard
practice to address elders with familial epithets whether or not one is biologically related to them)
was a way for the Songtang Caring Hospital to fit itself better into a Chinese moral context – the
more caregivers created an illusion of being ‘like family,’ the less ostensibly immoral formal
hospice care became according to traditional Confucian value systems.

Language as Tool for Creating and Maintaining a ‘Moral’ Hospice Hospital’s Culture
The previous section describes how certain words were or were not used in conjunction
with formal hospice care in an effort to counteract the negative, amoral associations patients and
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their families were, at least on some level, expected to have in relation to formal hospice care.
However, language was also used to promote a culturally ‘moral’ atmosphere and definition of
formal hospice care within the Songtang Caring Hospital itself. In fact, there were many
examples of this type of language being integrated into the facility’s physical environment.
One prominent example of this was the Songtang Caring Hospital’s motto – three lines of
text written in large, golden characters that were the first thing one saw when entering the
hospital’s main gate. Roughly translated, the motto read, “Help all sons and daughters be filial /
Help ease the difficulties parents face / Share the burdens of the [Church/facility] and the
government”67. This motto provided a remarkably succinct summary of the moral roles that a
Chinese hospice program would be expected to play and, in some ways, serves as linguistic
‘proof’ of the morality of formal hospice care simply by implying that such roles were actually
being played by the Songtang Caring Hospital. If one closely analyzes the motto, it becomes
clear that each line is serving a slightly different moral purpose. For example, the first line
seems aimed at comforting the children of patients (and, arguably, the patients themselves) by
reassuring them that they are making the filial, and therefore morally ‘right,’ decision by
choosing to care for their relatives through a formal hospice institution. It is attempting to instill
the idea that formal hospice care is a ‘filial’ option. In contrast, the second line is, interestingly,
ambiguous in terms of to whom it is addressed. On the one hand, it seems most clearly to be
addressing the children and family members of patients and indirectly arguing that formal
hospice care is morally ‘good’ because it offers more support to the elderly than traditional athome care – it implies that formal hospice care is intrinsically better at ‘easing parents’ cares’
than their children and relatives would be. On the other hand, because the motto is at the front
67

帮天下儿女尽孝 / 给天下父母解难 / 为堂和政府分忧
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gate of the hospital and therefore read by everyone who enters or leaves the facility, both patients’
families and patients themselves, it could also be interpreted as directly addressing patients. In
that context, one could argue that the motto is addressing those patients who questioned why
they had been put in a hospice facility in the first place and feared that they were essentially
being left to die, and that it tries to comfort them by assuring them that their needs will be met at
that facility. And yet, there is also a third, crucially important perspective from which the second
line can be interpreted: that of caregivers. If one considers the possibility that the second line
was directed at the caregivers entering and leaving the hospital, then it becomes even more
apparent that, on an institutional level, caregivers were all at least theoretically thinking of their
work in terms of helping to ease their patients’ troubles; that they were not trying to cure patients
or save them, but simply help them feel more comfortable. Though it is unclear whether this line
in the motto referred to easing patients’ physical or mental difficulties (or both) and the degree to
which the attitude it describes affected real-world caregiver-patient interactions, its linguistic
representation as part of the facility’s motto still arguably contributed to building the Songtang
Caring Hospital’s moral authority. This was because, at the very least, it countered any
assumptions people with no previous knowledge of formal hospice care might have had about
hospice failing to address patients’ needs and thus being an amoral option for end-of-life care.
Though the motto as a whole will be discussed in greater depth, it is significant at this point
simply to note that various aspects of it seemed to be simultaneously addressing patients, their
families and their caregivers. The idea that all three of these groups might need the motto at the
front gate to tell them the role formal hospice care could play in their lives emphasizes the
newness of hospice as a field in China and further underlines the degree to which the Songtang
Caring Hospital was responsible for defining (and providing its employees) with a theoretical
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definition of formal hospice care that could then provide the foundation for creating a moral
hospital culture. While the third line of the motto matches the first two in its somewhat
ambiguous wording, its implications are even more difficult to pin down. This is because, on the
surface, the third line appears to be related to the Chinese government and society at large (at
least, if one interprets it as meaning “Church and State”). However, the character translated as
“Church” in this context, tang, could also be interpreted as being a reference to the hospital
director, Li Songtang, and the facility itself, the ‘Songtang Caring Hospital.’ Based on the
context of the first two lines, the second interpretation seems more correct, which would suggest
that the third line was geared toward explaining to caregivers entering the hospital grounds that
their work was morally justified because they were helping both the government and their own
employer to do well68. And yet, in either translation, the third line of the motto still seems to
imply that, as a hospice program in China, the Songtang Caring Hospital was responsible for
demonstrating to society as a whole that it provided a morally viable way to care for the elderly.
That is, this motto suggests that every person entering the Songtang Caring hospital needed to be
told that part of the role being played by that institution was sharing the government’s, and thus
society’s, responsibilities to take care of the elderly and dying. Ultimately, all three lines can be
seen in relation to the core moral tensions related to hospice care – those rooted in ideas about
what roles filial, moral family members ‘should’ play in the care of their sick and dying relatives.
In that context, the first line convinces patients’ family members that formal hospice is a ‘moral’
alternative to at-home, family-based elderly care. The second line reassures patients and families
alike (while reaffirming the role of caregivers) that formal hospice programs are effective at
addressing the needs of the elderly. The third line addresses society at large and the government,
68

Considering the “low social status and prestige” associated with elderly care in contemporary Chinese society,
creating a physical reminder for caregivers that highlighted the importance of the work they were doing as a way
to encourage them to continue engaging in it seems reasonable (Chu & Chi 2008, 240).
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presumably in an effort to redefine society’s perception of formal hospice care in a more positive
light and, in so doing, to lighten the social stigma that patients and their families would
traditionally be expected to face in a society defined by traditional Confucian values.
In addition to the motto by the front gate, there were other linguistic elements of the
Songtang Caring Hospital that were clearly meant to address the various family-related, moral
tensions that caregivers were likely to have expected their patients and their patients’ families to
face. For example, the director of the Songtang Caring Hospital had written a poem that, like the
hospital motto, defended the filiality of any children who had chosen to put their parents into
formal hospice care, explained that the care patients received at the hospital was ideal, and
argued that the hospital simultaneously served the role of helping society, helping families and
helping patients69. This poem attempted to address the moral obstacles patients and their
families were expected to have regarding hospice care, and, like the motto at the front gate, it
explained the moral ‘rightness’ of institutionalized hospice care from patients’ perspectives, their
families’ perspectives and society’s perspective. Not only that, but this poem was then
integrated into the medical, institutional culture at the Songtang Caring Hospital (and thereby, in
a habitus-like way, became a factor that encouraged and generated the type of behavior it
advocated) because many of the employees working there appeared to have memorized it, and it
was printed on a large placard displayed at the entrance to the hospital. In these ways, the poem
arguably played a part defining hospice’s moral role and gave everyone working at the Songtang
Caring Hospital at least a theoretical explanation of why formal hospice care was a morally
69

爷爷奶奶住松堂: 往日的汗水 / 留在城镇和农庄 / 毕生的心血抚育儿女 / 亲爱的朋友不能忘记 / 上了年纪要
幸福地成长 / 老人家呀 / 现在住松堂 / 志愿者鲜花伴着歌唱 / 和谐的社会 / 松堂大家庭啊 / 敬老的美德在这里
弘扬 (Grandfather and Grandmother are living at Song Tang: In days past [they] sweat / [They] stayed in towns
and villages / [Spent] a lifetime of [their] hearts’ blood raising [their] sons and daughters / [Their] beloved friends
will never forget [them] / As [they] grow older [they] will happily live longer / The elderly / Now live at Song Tang /
Volunteers’ fresh flowers accompany singing / Harmonious society / Song Tang’s big family / The virtues of
respecting the elderly are promoted here)
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‘good’ and filial way to care for the elderly, as well as a broad understanding of the roles they
were (at least theoretically) expected to play as employees at a hospice institution.
Language in that poem comparing the Songtang Caring Hospital to a family unit, like the
references to filial piety in both the poem and the motto by the front gate, was also highly
significant. It suggests that the presumed ‘loss’ of familial support that, according to traditional
Confucian values, would be implicit in becoming a patient in a hospice facility meant that the
hospice institution itself had to not only care for patients but also assume responsibility for
giving patients, their families and society at large a new set of definitions for what ‘moral’
behavior was in order to create, at least on a theoretical level, a sense that end-of-life and elderlycare given by non-relatives and outside of the home was morally permissible. Interestingly, the
way in which the poem establishes the moral validity of formal hospice care is by working with,
not against, the Chinese conception of end-of-life care as being a familial responsibility – the
poem, like Hospice Studies and the caregivers I spoke with, defines the professional caregivers
as members of their patients’ families, rather than suggesting that non-familial end-of-life care is
a morally valid form of care in its own right. This becomes apparent even in the title of the
director’s poem, which uses the familial epithets “grandpa and grandma” to refer to patients.
Not only are the characters used in the poem specifically the ones for referring to one’s paternal
(and therefore, historically in China, more important) grandparents, but they are also both words
that can be interpreted as collective nouns for either “grandfathers and grandmothers” or simply
“elderly men and elderly women.” Therefore, this title is somewhat ambiguous in terms of
establishing the narrator’s relationship to the elderly people being described and, as a result,
suggests that the nature of formal hospice care in China is such that ‘familial’ ties can become
more inclusive and ambiguous as, in many ways, professional caregivers assume the roles of
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family members for their patients. Ultimately, such a use of language provides an example of
how formal hospice care could operate without violating traditional, Confucian moral standards
in China.

Language Put into Practice
So far, this chapter has looked at how language was directly used to shape the image the
Songtang Caring Hospital portrayed in a more morally positive way. However, like Bourdieu’s
habitus, the language used within the Songtang Caring Hospital also had concrete effects on how
the facility was run (effects that then promoted more social connection, which promoted more
communication of familial-esq ties between caregivers and patients, which promoted more social
connection, etc.). In relation to the facility’s moral authority, the type of language that should be
examined is that related to the idea of family, since, once again, the root of the amorality of
formal hospice care is that it takes end-of-life care outside of the family and home domains.
But what impact did the caregivers’ insistence that their patients were ‘like family’ have
on the way in which the Songtang Caring Hospital was actually run? Some of the most readily
apparent effects of this type of language and the mentality it fostered among caregivers was that
an explicit effort was made to keep the hospice environment as ‘familial’ and non-institutional as
possible. The patients’ rooms were all painted different colors, which, according to the director,
the assistant director and several of the caregivers, gave the facility a ‘homey’ feeling (you
jiating de ganjue). For the same reason, patients were encouraged to bring possessions from
their homes to decorate their rooms (though I saw very little evidence that anyone other than the
most lucid patients actually did so) and, while doctors, nurses and administrative staff each had
distinctive uniforms, both patients and primary caregivers were allowed to wear their own
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clothing, rather than uniforms. Patients’ family members were welcome to visit their relatives at
any time of day and stay for as long as they wanted. Primary caregivers in particular were
encouraged to spend time eating and socializing with their patients as if they were family (i.e.,
chatting with them, watching TV with them, listening to the radio with them, etc.). Though, as
Chapter 4 describes, the degree to which caregivers actually made an effort to interact with their
patients in more familial ways was left to their own discretion.
And yet, this ‘family-esq’ hospice environment also shaped the Songtang Caring Hospital
in other ways. For example, another important aspect of the hospital environment at the
Songtang Caring Hospital that played a significant role in promoting a familial atmosphere in the
hospital was a TV area set up in the entryway to the hospital itself. Though several of the
patients’ rooms had TVs in them which helped the patients connect with their caregivers in a
more familial way, a large TV in the main entryway to the hospital promoted that familial
atmosphere on a larger scale. In the approximately 400 square-foot area between the front door
to the hospital and the main hallway with doctors’ and nurses’ offices and the patients’ room,
space was left open for wheelchairs and a handful of chairs and stools to be positioned around a
large TV broadcasting CCTV 13 (one of the government-run news channels) all day. Though
this was not the only communal space in the hospital (there were several open areas and, when
the weather was nice, patients in wheelchairs were sometimes put together outside), this
particular space still served a very important role within the Songtang Caring Hospital in terms
of giving all of the patients (especially those whose caregivers were less engaged) a social
environment that was reminiscent of a family living room where families might gather around a
TV together. Furthermore, the TV provided patients with information about, and a sense of
connection to, the outside world. The fact that this area was positioned in a major thoroughfare
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of the hospital (it was actually impossible to enter the hospital facility without walking through
the TV area) suggests that it was also intentionally highlighted as an important part of the
hospital, one that any visitor should see. I believe this was because the TV area had been
deliberately created at least partially in response to the conception Chinese patients and families
were expected to have of formal hospice care being a cold, isolated, institutional environment.
Contrary to that image, the TV area was a place for patients to interact. They could talk and sit
with each other. They could connect with the ‘outside world’ by watching the news. They could
choose to eat their meals in front of the TV if doing so made them more comfortable than eating
in their rooms. They could interact with the visitors who came and went (some of whom actually
pulled up chairs and sat with patients for various lengths of time). If they were mobile enough to
use a wheelchair and lived on the first floor of the hospital (as nearly all of the mobile and semimobile patients did), then they could choose whether to enter or leave the TV area. They could
flag down nurses, doctors, the therapist or primary caregivers, who were coming and going
through the front door. Essentially, it gave them a space in which they could connect to a
broader social community at the hospital on their own terms and, in this way, served a very
important role in terms of preventing the sense of loneliness of loss of family connection that
patients were expected to have once they were no longer living at home and being taken care of
by their relatives. At the same time, because the TV area was in one of the most public areas of
the hospital, it also seemed to be designed to help allay patients’ families’ concerns about
‘abandoning’ their elderly relatives in an institutionalized setting by displaying this more familial
environment at the hospital’s entrance. Ultimately, the space functioned as a concrete reflection
and reinforcement of the familial language at the core of the moral institutional image that the
Songtang Caring Hospital portrayed and thus served as yet another silent response to the
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concerns that patients, their families and Chinese society at large were expected to have
regarding formal hospice care.

Conclusion
This section has explored the critically important role that language played in
broadcasting and establishing a moral image of hospice care in Chinese society, promoting a
‘moral’ hospital culture within the Songtang Caring Hospital itself and creating spaces within the
hospital that were concrete responses to the moral concerns and sense of familial loss that
patients and their families were expected to face. As the Songtang Caring Hospital’s motto and
poem suggested, it needed, as a formal hospice care facility in a Chinese context, to consistently
take steps to portray itself as an extension of its patients’ families in order for it to operate in a
culturally ‘moral’ way. Though the language usage discussed in this chapter was largely related
to the institutional level (and thus affected the hospital culture on a broad, institutional scale), the
following chapter explores similar themes but focuses more on how language used by caregivers
in one-on-one interactions with their patients at the Songtang Caring Hospital also contributed to
establishing the moral authority of the Songtang Caring Hospital as a formal hospice institution.
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CHAPTER 6: THE ROLE AND PROMOTION OF OPTIMISM IN PATIENT-CARE
Overview
The previous chapter’s discussion of caregivers’ theoretical frameworks for
understanding formal hospice care and how those theoretical concepts were reflected in the
physical organization of the Songtang Caring Hospital itself once again reflected that, on a
fundamental, theoretical level, connections were drawn between caregivers and their patients’
family members. This chapter will explore those connections, both theoretical and actual, on a
deeper level by specifically analyzing the protective, at times paternalistic, way in which
caregivers approached their patients’ psychological wellbeing. This chapter will show that, in
practice, the foundation of caregivers’ moral authority as stand-ins for patients’ absentee family
members was generated not through the way they physically cared for and watched over their
patients, but specifically through the protective roles they assumed in relation to their patients’
emotional and psychological states.
Though it may seem strange to claim that caregivers’ attitudes toward patients and the
mere way they conceived of and responded to their patients’ emotional and psychological needs
was the major factor in establishing their moral authority, as was discussed in Chapter 2, there is
actually a strong precedent in Chinese culture for valuing mental support over physical support.
As was discussed, according to traditional Confucian values, particularly in relation to elderly
care, physically caring for one’s relatives is certainly expected. However, even if people meet all
of their relatives’ physical needs, the true measure of whether or not they are filial is the extent to
which they provide emotional and psychological support. Therefore, in understanding the
dynamics of the relationship between caregivers’ emotional and psychological protectiveness
over their patients and their moral authority as ‘family’ figures, Confucian values as well as care
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giving norms and the dichotomy between the way caregivers treated patients’ physical and
mental states at the Songtang Caring Hospital will all be considered.

“Confucian Family-Determination” and Its Implications for Formal Hospice Care in China
Before attempting to evaluate the various ways in which patients were or were not being
‘protected’ by their caregivers, one must first understand the significance of ‘protecting’ patients
in a Chinese context in its own right. According to traditional Confucian values, medical
decisions related to specific individuals’ care generally would be made by their family members
because, ideologically speaking, their roles as members of family units were more important than
their roles as individuals. Though Chinese society is dramatically different today than it was
during Confucian time, the predisposition to prioritize family members’ wishes over those of
patients has continued.70 However, the modern-day justifications for this emphasis on family
involvement in patients’ health-related decisions are no longer solely rooted in Confucian
ideology. Though it is acknowledged that, “the family-determination model [still] plays a crucial
and indispensable role in everyday medical treatment in Chinese society,” its influence is
arguably less direct than it once was (e.g. when Confucian families would be solely responsible
for making healthcare decisions for each individual who was part of them) (Li & Wen 2010,
590).
Today, one of the clearest examples of the family-determination model is the way in
which informed consent is understood and used in China. Essentially, after the 1998 Standing
Committee of the National People’s Congress’s Zhiye yishi fa (Practising Physicians Law),
70

As Ding writes, “it is common practice for doctors to discuss the condition of the patient with family members
instead of the patients themselves, especially when the patient has a serious illness or needs hospitalisation or a
major operation…a large number of doctors even insist that competent patients’ decisions may be overruled by
the decisions of their family members in the case of conflict” (Ding 2010, 142).
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“optional consent” became a key aspect of Chinese medical care; this “provides that physicians
shall honestly disclose to a patient or his family member all the information about the disease
unless the disclosure may have a negative influence upon the patient’s health” 71 (Ding 2010,
141). As has been extensively documented by various scholars, “in this framework, withholding
information from patients about their diagnosis and treatment would be done out of a kind of
“paternalistic protection” (Ding 2010, 143). However, this raises the question: why is there an
assumption in Chinese society that patients need protecting against information related to their
own physical health? How is preventing patients from having access to informed consent
justified and viewed in a Chinese medical context?
Several factors can collectively explain this protective attitude toward patients. First, on
the most basic level, there is an assumption that telling patients they have untreatable diagnoses
or poor prognoses is simply not worth doing because it will inevitably cause some level of
psychological distress for the patient and it “does no good to the progress and outcome of the
proposed medical treatment” (Ding 2010, 144). This implies that an entirely different
framework is in place for understanding the issue of informed consent and assessing its value in
this type of Chinese context – rather than considering what autonomy or sense of security might
be lost by denying patients the ability to exercise informed consent, in this situation people
simply look at the practical good that could be caused by giving patients informed consent and
conclude that, since giving patients access to this type of information is unlikely to actually
improve their prognoses, it is simply not worth doing. Second, because there is a sense that being
filial requires looking after one’s elderly relatives’ mental states as well as their physical states, it
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Emphasis is mine. Also, though Ding suggests this is complicated by the fact that “family member” has yet to be
defined in a Chinese context and that this requirement is specifically made in relation to “experimental clinical
treatment,” particularly when it comes to end-of-life care, other aspects of this regulation are particularly
complicated (Ding 2010, 142).
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is one’s duty to ‘protect’ them from upsetting information because “elderly relatives should not
be burdened [either with aggressive treatments or psychologically upsetting information]
unnecessarily73 when they are ill” (Zeng 2011, 361). Third, a recent “population-based
investigation” suggested that “the general position is that severely ill patients should not be
informed of their real conditions” both out of respect for their families’ wishes74 and “concerns
about their own well-being” (Zeng 2011, 357). This suggests that there is an understanding that
informing patients that they have untreatable diagnoses or poor prognoses could be not only
psychologically overwhelming for them, but physically detrimental, as well. Finally, this
understanding that patients should be shielded from certain information about their conditions
also arguably stems in part from a sense of professional obligation caregivers feel towards them.
This is because, as one study has shown, “many Asian cultures place a high value on beneficence
(physicians’ obligation to promote patient well-being) by encouraging patients’ hope, even in
terminal illness” (Zeng 2011, 360). In this way, one sees the desire to preserve patients’ senses
of optimism and “maintain patients’ confidence in therapeutic regimens and hope in recovery”
prioritized as “the most crucial ethical obligation for the health care professionals in
contemporary Chinese medical care” (Pang 1999, 249). However, this does not imply that
caregivers are not ethically required to honestly convey information about patients’ conditions.
On the contrary, it simply shifts the burden of coping with that information to patients’ family
members, who are then expected to assume responsibility for it as part of fulfilling their own
73

Though it is somewhat ambiguous, “unnecessarily” here presumably refers to anything that would not tangibly
improve the patients’ prognoses.
74
According to the scholars responsible for conducting this investigation, the reason patients’ families might be
expected to be inherently opposed to giving patients more information about their illnesses (especially if those
illnesses were terminal) was exemplified by “family members [of cancer patients] who want[ed] the cancer
diagnosis to be concealed from patients” and were shown to be “afraid that the cancer diagnosis [would] upset
patients, and that they [the family members] [would] be unable to manage patients’ strong emotional responses”
(Zeng 2011, 361).
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roles as moral beings. Collectively, these factors demonstrate why both Chinese caregivers and
the family members of Chinese patients with serious illnesses generally feel a need to protect
those patients from information about their illnesses, which is seen as having the potential to be
both physically and psychologically dangerous to them.

Caregivers as ‘Family’: Caregivers’ Protective Attitudes towards Patients’ Psychological States
The previous section established the various reasons why caregivers and patients’ family
members generally feel protective over patients, particularly in relation to providing them with
extensive information about untreatable medical diagnoses or poor prognoses that they might
have. With this understanding in mind, the rest of this chapter will explore how such a
protective attitude shaped the way caregivers actually interacted with patients and how
caregivers’ actions can be understood in connection to the broader, protection-oriented ethical
framework outlined in the previous section.
The extent to which this ethically-validated, protective attitude toward patients was a key
component of formal hospice care at the Songtang Caring Hospital specifically was both
reflected and reinforced by the facility’s organization and the protocols it had in place to define
how caregivers and others were expected to interact with patients. As one might expect, this
protective attitude was particularly evident in the way caregivers were instructed to handle
information related to patients’ diagnoses and prognoses. A clear example of this could be seen
on the website for the Songtang Caring Hospital where there was a page addressed to hospital
volunteers that explicitly told them not to discuss patients’ families or illnesses with them. That
such a warning was given to anyone interested in volunteering at the Songtang Caring Hospital
indicates not that caregivers assumed no responsibility for helping patients cope with the
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psychological ramifications of their illnesses, but rather that they interpreted that responsibility
to mean that they should do everything in their power to keep patients from having to think about
or discuss their illnesses. When I asked several of the primary caregivers and the therapist about
whether or not they discussed death or the serious nature of their illnesses with patients, I was
repeatedly told that, in the interests of protecting patients’ mental health, they only spoke to
patients about death and/or the seriousness of their illnesses if patients voluntarily brought up
those topics with them first. This distinction is significant because it adds weight to the
argument that, even in their silence, caregivers were actually trying to help their patients
psychologically cope (albeit through more indirect means). In other words, the fact that
caregivers did not go out of their ways to discuss patients’ illnesses with them did not
(necessarily) mean they were unwilling to discuss them, but rather that they felt an obligation to
protect patients’ rights to choose whether or not they wanted that kind of emotional support from
their caregivers in the first place. Though the idea that patients might not want certain kinds of
emotional support may seem counterintuitive, if one once again considers that weight traditional
conceptions of filial piety place on emotional support (and the idea that it should primarily come
from family members), it becomes somewhat easier to understand why looking to a caregiver
who is a non-relative for such support might have been particularly difficult for patients who did
not want to equate their living in a hospice facility with no longer having familial support. In
fact, in light of the first patient case study presented in Chapter 3, the idea that patients might not
want emotional support from their caregivers (and thus the idea that their right to choose whether
or not to include their caregivers in their emotional support networks should be protected) makes
sense. Ultimately, that case study indicated that the moral authority of formal hospice
institutions rests largely on their abilities to function the way daughters-in-law traditionally did

110

in Chinese culture. That is to say, the hospice facilities present themselves as external parties
that can preserve and enact the filial piety of patients’ family members by acting as the means
through which patients receive physical care (thereby protecting the power dynamics between
patients and their family members by preventing patients from being embarrassingly dependent
upon those relatives) but not necessarily emotional and psychological care. For this system to
function, it is clearly important that patients’ abilities to choose whether or not they want to
receive more than physical care from their formal caregivers be protected.
In understanding the implications of patients being ‘protected’ in this way at the
Songtang Caring Hospital, it is useful to consider how much information patients in non-hospice
medical settings in China are generally given about their illnesses. Based on three weeks of
observation that I conducted at a ‘regular’ city hospital in Zhejiang Province during the summer
of 2011 and on interviews with doctors at the Songtang Caring Hospital where I asked them to
discuss their previous experiences working in non-hospice hospital settings, I believe that the
way Pang describes the relationship between patients, their families and their caregivers in nonhospice settings in the following passage is quite accurate:
“Primacy is given to fostering a favourable environment so that patients' confidence in
therapeutic regimens and hope in recovery can be maintained during the treatment process, even
at the cost of undermining the patients' right to information and their autonomous right to selfdetermination in treatment decisions. Likewise, family members are expected to protect patients
by taking major care responsibility of the patients. In hospital care, I found that nurses act as
family surrogates, taking charge of patient care only if the patient is alone, or when no family
member is around” (Pang 1999, 250).

This is because, based on my observations and interviews, it seems to me that in
contemporary Chinese medical culture patients are rarely told that they have a life-threatening
illness by a medical professional – doctors who realize their patients are seriously ill instead
generally inform their patients’ families and then leave decisions about whether and how to
inform the patient to the family’s discretion. Though this may seem perfectly in-line with the
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precautions taken by caregivers at the Songtang Caring Hospital that have been described up to
this point, there is a crucial detail that has not yet been mentioned: relative to patients receiving
non-hospice medical care, patients at the Songtang Caring Hospital were remarkably wellinformed about the nature of their illnesses. Given the efforts already described here that
caregivers took to protect patients from receiving information about their illnesses that was seen
as being potentially detrimental to their physical and mental wellbeing, the fact that patients at
the Songtang Caring Hospital ultimately seemed more informed about their illnesses than
patients in non-hospice medical facilities may seem strange. Then again, there also might be a
tendency to simply attribute this discrepancy to yet another example of real-world interpretations
or executions of theoretical ideals being inherently limited at the Songtang Caring Hospital.
While plausible, such an explanation seems incomplete in this situation. This is because while
patients in a non-hospice setting might have been lied to by their caregivers about the nature of
their illnesses (at least, if their families decided that was in their best interest), at the Songtang
Caring Hospital, patients who directly asked their caregivers were often told the truth about their
diagnoses and prognoses.
When I asked caregivers why patients in mainstream Chinese medical culture were
shielded from such diagnoses while those in the Songtang Caring Hospital seemed to be more
informed, many of them cited the connection between optimism and health outcomes and replied
that, in non-hospice settings, protecting patients from the information about the seriousness of
their illnesses (especially if those illnesses are potentially life-threatening) makes them more
likely to recover. They also mentioned that telling patients about their illnesses could make
those patients’ family members very angry if they did not want those patients to know. The
caregivers then went on to explain that such a philosophy did not entirely apply to patients at the
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Songtang Caring Hospital because those patients were likely to assume they were seriously ill,
regardless of what their families and doctors told them, simply because they were living in a
hospice facility in the first place. While none of the caregivers I interviewed mentioned this
directly, in light of Pang’s description which states that, “primacy is given to fostering a favourable
environment so that patients' confidence in therapeutic regimens and hope in recovery can be maintained
during the treatment process,” it seems reasonable to assume that another contributing factor was that,
given the incurable nature of those illnesses, any negative impact that information might have on hospice
patients’ health outcomes was seen as relatively insignificant (Pang 1999, 250). However, this would
imply that, on some level, the increased amount of information hospice patients sometimes

received about their conditions directly correlated to a loss of hope both on their parts and on the
parts of their caregivers and family members – it was permissible for them to be informed
specifically because any health damage related to them being more informed had either
automatically been caused once they were moved to a hospice institution or was negligible
relative to their already terminal diagnoses. While caregivers honestly answering patients’
questions about their illnesses could be interpreted in this light, returning to Pang’s description
on non-hospice medical care seems to suggest otherwise. As mentioned above, according to
Pang, “family members are expected to protect patients by taking major care responsibility of the
patients…nurses act as family surrogates, taking charge of patient care only if the patient is alone, or
when no family member is around” (Pang 1999, 250). I do not know if the patients who spoke to me
about their illnesses at the Songtang Caring Hospital had family members in the area who were actively
involved in their care or not, but it is possible that one reason why they were more informed was that they
did not have family members who could or would pressure their caregivers to withhold information from
them. While it is conceivable that the patients who were more informed about their illnesses might have
been so distressed and not knowing their prognoses that their caregivers felt it was in their best interests to
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be told the truth, it is important to reiterate that such a circumstance was generally avoided because, in a
Chinese context, telling patients they had terminal illnesses cracked the illusion and the theoretical ideal
the hospice hospital set for itself as being ‘like their patients’ homes’ and of caregivers as being ‘like their
patients’ family members.’ This is because, as has been discussed, truly filial family members are
expected to protect patients by bearing the burden of knowledge about those patients’ illnesses alone.

Protecting Patients’ Psychological States through Praise
Though shielding patients from information about their illnesses was a goal caregivers at
the Songtang Caring Hospital tried to achieve, there were other ways in which their protective
attitude toward patients’ psychological states became apparent. For example, from the hospital
director down to the primary caregivers, people working at the Songtang Caring Hospital almost
all seemed to place a heavy emphasis on making an effort to praise patients. Caregivers
complimented patients on their excellent singing voices, even when they were barely audible and
only remembered a handful of words in each song. They remarked on how nice patients looked
in their clothing, even as they smoothed out shirts and redid buttons that had gone askew.
Caregivers celebrated the slow, shuffling steps of patients who could barely walk and praised
them for being so mobile. And, on occasion, caregivers even had a tongue-in-cheek way of
complimenting senile patients for their ‘excellent memories.’ Sometimes, it seemed like no
matter what patients did, they could be praised if the right caregiver happened to pass by and see
them. While a tendency to compliment and encourage patients through praise may not initially
seem like an indicator of caregivers being protective over their patients, this section will
demonstrate how the two were intrinsically connected.
According to the director, caregivers at the Songtang Caring Hospital were explicitly
encouraged to praise their patients because, “everyone likes to hear good things about themselves.
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When they [patients] hear us [caregivers] saying nice things about them, it does them good.” I
heard similar explanations from the therapist, the nurses, the doctors and the primary caregivers
– everyone was convinced that complimenting patients was good for patient-morale. Given the
connections established in the previous section between patient moral and patient health, it seems
clear that in promoting one, caregivers were implicitly trying to protect and maintain the other.
Though the idea that one find ways to celebrate patients’ abilities is not novel in and of itself, the
extent to which this was done at the Songtang Caring Hospital suggests that praise might play an
even more important role in institutionalized hospice care in China than it has in the United
States. In a Chinese context, where formal hospice care runs so counter to traditional attitudes
toward elderly and end-of-life care, it makes sense that there might be a stronger sense among
caregivers that extra effort must be made to keep patients in good spirits. Aside from this
ideological reason for focusing on complimenting and praising patients, especially in the case of
the Songtang Caring Hospital, there also seemed to be a more pragmatic reason at play. That is
because, ultimately, irrespective of the type of care caregivers wanted to provide their patients,
the fact remained that the Songtang Caring Hospital had extremely limited resources (both in
terms of financial resources and staff) at its disposal. As a result, the care caregivers were able to
provide was often limited to what they as individuals had the time, energy and desire to do. In
this context, it seems logical that giving praise might be emphasized, especially given how little
time and effort is required to compliment patients (at least, relative to trying to raise their spirits
by offering them emotional support, planning activities for them, etc.). Finally, the emphasis on
praise at the Songtang Caring Hospital also seemed at least partially rooted in the fact that the
institutional culture at that facility was one in which caregivers tended to conceive of and
approach patients as if they were children. In nearly every interview I conducted, whether with
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the director, doctors, nurses or primary caregivers, the most consistently used phrase to describe
their work was “old people are like children” (laonianren gen haizi yiyang). This concept of
patients played a part in shaping many aspects of caregiver-patient interactions.
Particularly when interacting with patients who were not fully lucid, caregivers were
more likely to physically force them to eat, drink and move as they deemed necessary whether
patients wanted to or not, more likely to try to distract patient who were upset rather than push
them to discuss whatever was bothering them, and, understandably, more likely to praise patients
for comparatively small talents or accomplishments as a means of encouraging them. The fact
that caregivers tended to physically treat patients more like children seemed quite clearly to be
protective; it was as if caregivers assumed that their patients had lost the ability to judge what
was in their own best interests. Then, like parents of young children, caregivers would assume
responsibility for making even the most basic decisions for their patients, as well as taking
responsibility for keeping them in good spirits by praising them for whatever ability level they
happened to be at and cheering them up when they were upset by any means necessary (even
simply distracting them or lying to them75).
While such an emphasis on praise seems fairly logical in theory, part of the reason why it
had particularly interesting ramifications for patient-care in practice was that not only had all of
the patients living at the Songtang Caring Hospital already suffered physical and mental losses in
their abilities to function relative to where they had been at earlier points in their lives, but their
conditions were perpetually deteriorating (albeit at different rates). This meant that, in order to
find reasons to praise patients, caregivers first had to evaluate their patients’ abilities to function
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See the story about the Director lying to the female patient about her deceased husband, ‘Old Zhou,’ in Chapter

4.
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using a relativistic standard in which their abilities to function were always measured (whether
explicitly or not) against the least functional patients in the hospital.
However, there were some instances in which caregivers could not automatically assess
patients’ abilities relative to the lowest possible standard of functioning. It was interesting to see
how caregivers navigated these circumstances because they often still tried to find ways to praise
their patients, even when they could not personally set a low standard against which to measure
their patients. Strangely, one of the clearest examples I saw of caregivers being forced to defer
to a pre-established standard was when I myself was seen by caregivers as providing such a
standard. The experience I am referring to revolved around my interactions with one of the
patients and the Songtang Caring Hospital. During my time there, I met an elderly, male patient
who had studied foreign languages in his youth, and who, despite poor sight and poor hearing,
could still speak a little English. When he first saw me, he began speaking to me in English and,
during my subsequent visits, he and I would periodically sit together and review vocabulary
words as I drew pictures of different objects and animals in my notebook and he tried to
remember how to pronounce the name of each one in English. Eventually, I learned that,
decades earlier, that man had been an English teacher at a high school, and I could not help but
be impressed by how many words he still remembered. At the same time, knowing more about
his background also made me more aware of how much fluency he must have lost; no matter
how many simple words he remembered, his knowledge of English was clearly nowhere near the
level it would have had to be at when he was an English teacher. It sometimes took him minutes
to think of a word like “chair,” he could not remember the word for “tree” until I wrote it out on
the page, and no matter how impressive his recollections were, it was undeniable that substantial
‘losses’ had occurred in terms of his language ability.
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And yet, the more I observed the way caregivers responded to seeing him speak English
with me, the more I began to see that the mechanism caregivers used to determine how and when
to praise their patients was actually based on ‘protecting’ them by distracting them from their
illnesses. Every time this patient and I began to practice English vocabulary, a small crowd of
caregivers would form around us. Though there was certainly an element of novelty associated
with seeing a foreigner interact with one of their patients, and an element of novelty associated
with seeing one of their patients speaking a foreign language, I noticed that the caregivers
seemed most interested in observing the two of us when they heard me praising this man for
correctly remembering a word. In those cases, the caregivers would look at the patient, look and
me, and then, in Chinese, ask me something to the effect of, “was he right? Can he really speak
English?” Once I confirmed that the patient had indeed been correct, then they too would praise
him for being very smart or having a good memory, or they would simply say to him, “you’re
really awesome!” It is important to note that almost none of those caregivers spoke or
understood any English themselves – they asked me whether or not he was correct because they
genuinely did not have any standard for assessing, whether or not he was right. In and of itself,
the fact that the caregivers had no way of knowing whether or not their patient’s memory of the
English words was correct did not make the situation unique. On the contrary, the extremely
limited amount of background information caregivers received about each patient meant that
nearly all patient performance ultimately had to be assessed in terms of caregivers’ subjective,
un-contextualized understandings of it. What made the English lessons different from those
other cases was me. By giving the caregivers the ability to instantly confirm that their patient’s
responses were correct before they praised him, I provided a standard that could be used to
assess his performance. Though the situation might have unfolded differently if I had been more
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critical of the patient (like the caregivers, I made a conscious effort to be encouraging and focus
on the words the patient had remembered rather than those he had forgotten), the outpouring of
praise that was lavished on the patient whenever I did confirm that he suggested that, although
caregivers were accustomed to using a relativistic standard for assessing patients’ performance
and praising them and seemed cognizant of protecting patients’ mental states, they were even
more comfortable praising them when they had a concrete, established standard to justify giving
praise in the first place.

The False Dichotomy between Physical and Mental Care
Just as caregivers’ praising patients ultimately served as an indirect method of protecting
their psychological states, the way patients’ physical independence was handled at the Songtang
Caring Hospital also seemed geared toward making patients feel as good as possible about their
physical abilities, regardless of how developed those abilities were. This statement may seem
strange given the way patients were described as being physically treated ‘like children’ earlier
in this section. However, in actuality, though the majority of patients were given little-to-no
control over their bodies, in nearly all of those cases the patients themselves were not capable of
functioning independently. Under those circumstances, the idea that caregivers would treat
patients ‘as children’ was presumably a psychologically reassuring one that fit into the
theoretical framework of caregivers as being ‘like family’ and implied that caregivers were
keeping a constantly watchful eye over their patients (the same way that people watching over
children must constantly stay vigilant). That was for the majority of patients. At the same time,
because of the heterogeneous population of patients at the Songtang Caring Hospital, this was
not how all patients in that facility were treated.
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For the small group of more physically and mentally functional patients, caregivers’
approaches to their physical wellbeing initially seemed almost at odds with the protective
attitude that seemed to be taken toward all of the patients’ mental wellbeing. This is because,
while caregivers seemed proactively protective over patients’ psychological and emotional states,
they also allowed (and even seemed to encourage) patients capable of any degree of physical
independence to exercise it. At times, this ‘encouragement’ was so intense that, on the surface, it
seemed to border on negligence. And yet, I believe that taking a closer look at the way in which
the Songtang Caring Hospital was designed to foster patients’ physical independence reveals that,
ultimately, it too was a means through which patients’ psychological wellbeing was being
protected and preserved by their caregivers.
This is because, as a facility, the Songtang Caring Hospital was designed to preserve
patients’ senses of physical independence for as long as possible. In addition to wanting to give
patients as many opportunities as possible to do things for themselves (any one of which also
automatically provided an opportunity for patients to be praised), other factors contributed to
making the Songtang Caring Hospital an environment that promoted physical independence
among patients who were capable of exercising it. As with so many aspects of that facility, there
were extremely limited resources available (both in terms of financial resources and personnel) it
was inherently impractical for caregivers to offer patients any support beyond what was strictly
necessary. Though this could be seen as a cause in and of itself, I believe that it ultimately
worked in tandem with caregivers’ protectiveness over their patients’ psychological states
because, given how limited the facility’s resources were, the best way to respect patients and
provide them with the highest quality of life possible was by creating an environment in which
they could function independently for as long as possible.
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Though patients’ abilities varied widely, they all took advantage of the elements of the
Songtang Caring Hospital that facilitated physical independence to whatever degree they could –
those who could walk, walked; those who could feed themselves were left alone to eat. Not only
would caregivers not intervene to perform tasks they knew their patients were capable of
accomplishing, but they also did everything they could to give patients the tools they needed to
maintain fairly independent lifestyles, even as patients’ transitions into more dependent lifestyles
were in the process of occurring. For example, portable commodes and folded up wheelchairs
were stationed throughout the first-floor of the hospital near the doctors’ and nurses’ offices.
This allowed even those patients with severely limited mobility to move relatively freely around
the hospital (as long as they were capable of getting themselves to one of the wheelchairs and
setting it up) and to go to the bathroom without a caregiver’s assistance, but also without risking
personal injury because they were always near enough to caregivers’ offices to call for help if
they realized that they needed any. Though this type of arrangement required the semisurveillance of caregivers, it seemed to be fairly effective given that, as mentioned before, the
mobile and semi-mobile patients at the Songtang Caring Hospital lived primarily on the ground
floor and the hallway commodes and the majority of the wheelchairs were only available near
the doctors’ and nurses’ offices on the ground floor. This arrangement provided patients with the
tools they needed to be able to prolong their abilities to function independently beyond the time
when they would have been able to naturally maintain such independence and can thus be
understood as an institutionally-based attempt to help them maintain a higher quality of life. Not
only that, but, as Grandma Zhang’s case studies in Hospice Studies (which was discussed earlier
in this thesis76) indicates, the issue of patients’ physical privacy and independence is of major
concern to patients, and, accordingly, the degree of self-respect they feel in relation to that
76
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independence can have a major impact on their quality of life. Therefore, by explicitly
protecting patients’ physical independence for as long as possible, caregivers can also be
understood as protecting their psychological wellbeing and senses of self-respect.

Conclusion
This chapter has considered various ways in which caregivers were protective of their
patients’ psychological states. By demonstrating the way patients’ family members have
traditionally been expected to promote their patients’ psychological wellbeing by keeping them
optimistic about their prognoses, this chapter explores the different ways in which caregivers at
the Songtang Caring Hospital did and did not assume those familial roles in an effort to protect
their patients. More importantly, this chapter examines the various implications caregivers’
approaches to their patients’ psychological states had in terms of conferring moral authority upon
themselves, as well as upon hospice institutions more generally, in a Chinese cultural context.
Though caregivers’ protective roles took different forms – shielding patients from potentially
unwanted medical information, protecting their health by complimenting and praising them to
keep their spirits up, and maintaining their senses of self-respect and physical independence for
as long as possible – each approach, whether directly or indirectly, put caregivers in a protective
role and in-so-doing created subtle connections between the roles played by caregivers and
hospice institutions and those played by family members. Ultimately, this subtle assimilation of
formal hospice into broader understandings of moral end-of-life care (in this case, subtly placing
hospice caregivers in ‘familial roles’ as ‘protectors’) serves as a good example a strategy for
integrating formal hospice care into China’s current medical system and moral landscape.
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CHAPTER 7: CONCLUSION
At its core, this thesis is about understanding how cultures evolve and how cultural norms
develop over time. Though, for the most part, each chapter can be read independently, when
combined they paint a more holistic, complex picture of how formal hospice care has been
interpreted in a contemporary Chinese context and, at least at the Songtang Caring Hospital in
particular, the reasons for it evolving the way it has so far.
Because it is tracing changes in Chinese approaches to end-of-life care over time, this
thesis begins in Chapter 2 by establishing why formal hospice care is so important in
contemporary Chinese society, demonstrating that formal hospice care is a fundamentally
immoral concept according to a traditional Confucian perspective and showing that the way
cultural values are enacted in Chinese society has evolved over time (particularly in relation to
elderly care, end-of-life care and issues related to those fields). Ultimately, Chapter 2 provides a
crucial layer of context for this thesis overall. As it argues, many of the ways in which the
Songtang Caring Hospital attempted to establish its moral authority as an institution were
actually direct responses to aspects of formal hospice care that would have been considered
inherently immoral from a traditional, Confucian perspective. Therefore, these attempts
represented modern-day reinterpretations of traditional value systems that remained essentially
unchanged even as the way they were acted upon shifted.
As a whole, one of the main goals of this thesis is to come to terms with what
‘establishing moral authority as an institution’ actually means by exploring how it was
approached at the Songtang Caring Hospital. Chapter 3 begins that process by focusing on the
way certain key terms are defined in Hospice Studies. The significance of those terms and the
way in which Hospice Studies presents them becomes apparent when one realizes that their
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definitions are not only implicitly countering the negative connotations that formal hospice care
would be expected to have from a traditional Confucian perspective, but also presenting hospice
in morally-acceptable terms (at least, on a theoretical level).
Though the theoretical concept of formal hospice care presented in Chapter 3 is an
important component of formal hospice care as it was practiced at the Songtang Caring Hospital,
the picture it presents is incomplete. This is revealed in Chapter 4 and its discussion of how the
theoretical ideals presented in Chapter 3 were achieved to varying degrees and reinterpreted in
practice at the Songtang Caring Hospital as a result of the real-world limitations that existed
within that specific institution.
Chapter 5 then shifts away from examining formal hospice care in relation to its portrayal
in Hospice Studies and instead considers the moral implications of how language was used both
on an institutional level and by individual caregivers working in the Songtang Caring Hospital.
Even though the chapter as a whole focuses on language usage in relation to hospice care, one of
the final sections of Chapter 5 also goes beyond that and examines specific examples of how,
once certain words and concepts were adopted into the vocabulary and the physical environment
of the Songtang Caring Hospital, they also then became reflected in the institutional organization
of the hospital itself. Therefore, overall, Chapter 5 emphasizes the power language has both as
tool for conferring moral authority onto formal hospice institutions and for creating morally
positive environments and institutional norms within formal hospice institutions in China.
Finally, Chapter 6 looks specifically at the interactions between caregivers and patients at
the Songtang Caring Hospital and how the protective attitude caregivers displayed toward their
patients served as a response to the presumed immorality associated with formal hospice care
described in Chapter 2.
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When considered individually, these chapters each provide a snapshot of one aspect of
formal hospice care in China. As a whole, this thesis creates a cross-section of what formal
hospice care has ‘meant’ at China’s first hospice hospital on theoretical, practical, institutional
and individual levels. Though this document only scratches the surface of what formal hospice
care has come to ‘mean’ in the Chinese medical system as a whole, and, even less so, what it
could mean for Chinese society, presenting a definitive, comprehensive understanding of every
way in which formal hospice care and formal end-of-life care are being approached in China
today was never the intended goal of this thesis. Assuming such a mammoth undertaking was
even possible, accomplishing the feat would be far beyond the scope of this project. Instead, this
research has set out to provide a framework for studying formal hospice care in China by
presenting a case study of the first formal hospice institution founded there and analyzing the
effectiveness of various approaches it has taken to meet the needs of its patients and their family
members, while also defining itself as a moral facility.
As chapters exploring the intricacies of the Songtang Caring Hospital reveal, one of the
major goals of this thesis is to demonstrate the inescapably central role historical, political and
ideological contexts play in shaping formal end-of-life care in China and how, whether directly
or indirectly, overtly or covertly, they are influencing formal hospice care from the theoretical
level, to the institutional level, all the way down to the level of individual caregiver-patient
interactions. By analyzing the layers of meaning subtly shaping these aspects of formal hospice
care, this thesis also aims to highlight the fact that moral authority is playing, and must play, a
critical role in developing effective formal hospice care in China.
Struggles to gain this moral authority and to counteract negative assumptions about the
immorality of formal hospice care seem to have played major roles in molding the Songtang
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Caring Hospital. These struggles manifest themselves in the way Hospice Studies and the
Songtang Caring Hospital tried to create new narratives that explicitly demonstrate how formal
hospice care fits into, rather than challenges, the moral framework established by traditional
Confucian values. Essentially, this thesis suggests that, if formal hospice care is going to
become fully integrated into the Chinese medical system, the best way to overcome any cultural
and moral obstacles to it is not to ignore them or attack them, but rather to accept that, at least
when it comes to end-of-life care, traditional Confucian values continue to impact patients, their
families and even their caregivers. In other words, this thesis suggests that successful forms of
hospice institutions operating in a Chinese context will find ways to define themselves as
extensions of preexisting value systems rather than attempting to redefine moral standards
themselves.
As such, future research could take many forms. For example, similar studies at other
hospice hospitals either in Beijing or in other cities in China could provide interesting points of
comparison for this research. As briefly mentioned in Chapter 4, it would be especially
informative to compare the way end-of-life care was approached at the Songtang Caring Hospital
with how it is approached at publically funded hospice hospitals. Not only would studies at
other hospice facilities in China be interesting, but, particularly given how short the fieldwork for
this research was, even an extended follow-up study at the Songtang Caring Hospital itself would
likely produce an extremely useful point of comparison for this research (this is all the more true
given that, as mentioned, the Songtang Caring Hospital was both under construction and in the
process of expanding its facility by nearly fifty percent during the time when this research was
conducted and the way the facility functions following those changes may be dramatically
different from the observations discussed here). In addition to these comparative studies, future
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research could also explore the integration of formal hospice care into the Chinese medical
system from other angles. For example, though Hospice Studies was the textbook used at the
Songtang Caring Hospital, it appears that a handful of other hospice books geared towards
educating caregivers have been written since 2000, and a study comparing them (both among
themselves and to Hospice Studies) could provide important insights into how theoretical
understandings of formal hospice care have changed even over the last decade. Because this
research was also limited almost exclusively to understanding how caregivers thought about and
described their work, a study based on interviewing patients and their family members about
what brought them to formal hospice care, what they were expecting from it and the degree to
which they were satisfied with the care they (or their loved ones) were receiving could also
potentially provide an even more direct look at how formal hospice care might most effectively
be integrated in the Chinese medical system. At the same time, if one sees the ultimate goal of
all of this research as understanding how best to create formal hospice care programs that can be
easily integrated into the Chinese medical system, then limiting future research to hospice
hospitals would be a mistake. This is because, though this thesis has focused mainly on the ways
in which a hospice hospital can attempt to present itself as a natural extension of traditional value
systems in China, as mentioned in Chapter 1, formal hospice programs can take (and have taken)
other forms as well, and it is very possible that the smoothest way to integrate formal end-of-life
care into a Chinese context may be through such non-institution-based programs. Therefore,
studying these emerging programs could also provide valuable insight into the formal end-of-life
care in China.
Ultimately, this thesis attempts to illustrate some of the issues formal hospice care
programs in China will have to overcome in order to be successful. Though approaching this
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topic from so many perspectives and trying to understand formal hospice care as an entity
existing in theoretical, practical, and individually-defined spheres has limited the range of
hospice-related topics that this thesis can address, one of the primary goals of this thesis was to
strike a balance between the different lenses through which formal hospice care could be
interpreted. In embracing that complexity, it has tried to question whether what on the surface
sometimes seem like ineffective approaches to patient-care actually play important roles in
making hospice a culturally and morally acceptable part of the Chinese medical system.
This research suggests that formal hospice care in a Chinese context may assume a
different form than its counterparts in the United States and Europe, but it also underscores the
fact that formal hospice care in China is only in the early stages of coming into being. Now is
the time to be experimenting with different approaches to formal hospice care in China. At this
moment in the development of China’s hospice infrastructure, studies like this one should be
encouraged because only by examining the successes and limitations of how formal hospice care
has been approached up to this point can we develop a more comprehensive sense of how endof-life care can be and should be designed to cope with the enormous challenge that China’s
current elderly and aging populations will pose to Chinese society. Finally, given that formal
hospice care is highly stigmatized in many countries beyond China, research targeting how to
overcome cultural and moral taboos associated with formal hospice care in China also have the
potential to provide insights into how formal end-of-life care programs could be more effectively
designed in other parts of the world as well.

128

APPENDIX A: HOSPICE STUDIES
The Story behind Hospice Studies
During my fieldwork at the Songtang Caring Hospital in Beijing, I came to be good
friends with several of the doctors who worked there. One day, one of those doctors invited me
out for a meal and gave me a book entitled <<临终关怀学>>, Hospice Studies. The doctor said
that each of the doctors working at the Songtang Caring Hospital had been given a copy of that
book as a reference and insisted that I keep it because it could be useful for my research. Though
I was initially reluctant to accept the doctor’s gift, agreeing was ultimately one of the best
decisions I made during my fieldwork.
Although five authors are listed on the outside cover of this small, light-weight book, the
fact that the only author whose biographical information is given on the inside cover is an
ethicist is arguably reflected in the philosophical tone of much of the book’s writing. Hospice
Studies was published in Mandarin in Beijing in 2000 by the China Science and Technology
Press. Although the book is only 251 pages long, it attempts to paint a holistic picture of hospice,
and the issues related to it, over the course of eleven chapters. As the table of contents (copied
below) suggests, a large portion of this book (nearly half of it, in fact) focuses on simply
explaining what hospice is. Though that information could potentially be interpreted in different
ways, I believe that, more than anything else, it speaks to the newness of hospice as a field in
China, as well as the difficulties associated with providing hospice care – after all, if patients and
their families are unfamiliar with what hospice entails, then they are less likely to seek out, and if
average citizens are unfamiliar with what ‘hospice’ means, they are less likely to be willing to
work as hospice caregivers. Given the predominantly indirect psychological care patients
received at the Song Tang Caring Hospital, it also seems significant to note that a large
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proportion of Hospice Studies seems to focus on issues directly related to patients’ mental states.
Finally, though it is illegal in China and a topic that caregivers were almost universally unwilling
to discuss with me (and which is therefore not discussed in this thesis), euthanasia is interestingly
allocated an entire chapter in Hospice Studies.

Hospice Studies Table of Contents
The Table of Contents for Hospice Studies is roughly translated as:
Preface
Chapter One: The Practice and Exploration of Hospice Care
Section One: The History of Hospice Care
1. The Origin of Hospice Care
2. A Survey of Ancient Hospice Care
Section Two: Hospice Care Today
1. The Modern Development of Hospice Care
2. Brief Overview of Famous Foreign Hospice Hospitals
3. Relatively Famous Hospice Hospitals in China
Section Three: Trends in the Development of Hospice Care
1. The Rational behind Hospice Care
2. Actual Developments in Hospice Care
3. Standardizing the Management of Hospice Care77
Chapter Two: The Essence of Hospice Care
Section One: The Definition of “Society’s Womb”
1. The Proposal of “Society’s Womb”
2. The Implementation of “Society’s Womb”
Section Two: The Concept and Characteristics of Hospice Care
77

目录
前言
第一章：临终关怀的实践与探索
第一节：临终关怀的历史
一。临终关怀的追溯
二。人类早期临终关怀的概况
第二节：临终关怀的现状
一。现代临终关怀的发展
二。国外著名临终关怀院简介
三。我国较著名的临终关怀医院
第三节：临终关怀的发展趋势
一。对临终关怀的理性思考
二。临终关怀的临床实践发展
三。临终关怀的规范化管理
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1. The Concept of Hospice Care
2. The Characteristics of Hospice Care
Section Three: The Object of Hospice Research
1. The Object of Hospice Research
2. Theorizing about Hospice Care
3. Practical Issues Related to Hospice Care
4. Hospice Workers’ Professional Requirements78
Chapter Three: The Theoretical Foundation of Hospice Care
Section One: The Essence of Being Human
1. Biological Evolution
2. The Social Nature of Human Beings
Section Two: Post-Modern Medical Models
1. Biomedical Models
2. The Bio-psycho-social Medical Model
3. Bio-psycho-socio-environment Medical Model
Section Three: The Purpose of Medicine
1. A Re-examination of the Purpose of Medicine
2. Choosing Different Goals79
Chapter Four: Hospice Care and Quality of Life
Section One: The Ontology of Life
78

第二章：临终关怀的本质
第一节：“社会沃母”界说
一。“社会沃母”的提出
二。“社会沃母”的实施
第二节：临终关怀的概念和特点
一。临终关怀的概念
二。临终关怀的特点
第三节：临终关怀的研究对象
一。临终关怀的研究对象
二。临终关怀的理论建设
三。临终关怀的实践问题
四。临终关怀工作人员的从业要求
79

第三章：临终关怀的理论基础
第一节：人的本质
一。生物的进化
二。人的社会属性
第二节：后现代医学模式
一。生物医学模式
二。生物-心理-社会医学模式
三。生物-心理-社会-环境医学模式
第三节：医学目的
一。对医学目的的重新审视
二。目的选择
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1. The Origins of Life
2. Human Life
Section Two: The Theory of the Sanctity of Life
1. Historical Background and Historical Significance
2. The Limitations of the Theory of the Sanctity of Life
Section Three: Quality of Life and Life’s Value
1. Discussions of Quality of Life
2. Discussions of Life’s Value80
Chapter Five: The Morals/Ethics of Hospice Care
Section One: Morals/Ethics
1. Morals/Ethics
2. The Social Function of Morality/Ethics
Section Two: Medical Morals/Ethics
1. The Function of Medical Morals/Ethics
2. The Theoretical Foundation of Medical Morals/Ethics
3. The Connotation of Medical Morals/Ethics
Section Three: The Moral/Ethical Principals of Hospice Care
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Additional Translations
The second patient case study from Hospice Studies that is mentioned in Chapter 3 is roughly
summarized and translated as:
“A hospice patient [named] Zheng ---, 82 years old. Before going to the [hospice] hospital, [the
patient] first went to a doctor at another hospital, not only was [her] condition continued not to
improve, but also everyday there was a stronger possibility of it worsening; the terrible pain [she
had] was difficult to bear and could only [be managed by] injecting [her] with morphine once
every hour. Two weeks after she was hospitalized, doctors and nurses [tried to] meet her every
need, but the serious illness never stopped tormenting her. One morning, she told the hospital
director, “I’m extremely afraid. I’m begging Buddha. Buddha [has] already reminded [me]
many times [that] I should be in another world. My suffering is going to end. I [have been]
Buddhist for decades; [I] should [follow] Buddha’s teachings. Please doctor, don’t give me any
more shots or medicine, but [I] hope the hospital [will] help [me with this].” [When she]
finished speaking, [she] took out a notebook full of telephone numbers [and] invited Buddhist
friends [to] help [chant] end-of-life prayers [over her]. The next day, several of her Buddhist
friends came to her side, cleaned her, changed her [into] clean clothes, split into three [groups
and each took a] shift at her bedside [and] started to sincerely [chant the end-of-life prayers].
Their chanting continued without a pause. 48 hours passed, [and] the hospital director gently
leaned over her face and asked, “Grandma Zheng, are you still in pain?” She replied that she
was not in any pain at all. Twenty-four hours later, the director asks her if she’s thirsty and she
shakes her head to indicate that she is not. Four days later, with her friends, doctors, nurses and
the hospital director at her bedside, she simply stops breathing. Her friends then cry out that they
can see a halo over her head and that her body is emitting a sweet smell, but the director does not
see the halo and, even though he takes a deep breath, does not smell the sweet smell. However,
the story ends by stating that the director did “certainly feel Grandma Zheng was not at all afraid
as she approached death. In a composed state, she ended her life”89 (Li et al. 2000, 44-45).
一。我国的善终习俗
二。临终前的准备
第三节：善后
一。送终
二。居丧期家属的心理特征
三。善后
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某临终关怀医院临终病人郑 xx，82 岁。来院前曾求治于其他医院，但病情一直不见好转，而且有日益加
重的可能，难忍的疼痛只能依赖每小时注射一次吗啡支撑着。人院近半个月来，医生，护士给予其无微不
至的关怀，但病魔从未停止对其的折磨。一天早晨，她对院长说：“我极度恐惧，我向佛求救，佛已多次
提示我应该到另外的世界去了，我的罪过要结束了。我信佛教几十年，应听从佛的指引。请医生不要再给
我打针，吃药了，但希望医院帮助。”说完，掏出一本记满电话号码的笔记本，邀请居士朋友为她临终助
念。第二天十几位信奉佛教的朋友来到她身边，为她洗净身体，换上新衣裤，分三班围在她床边开始了真
诚的助念。佛号的旋律不再间断。48 小时过去了，院长轻轻地靠着她的脸庞问：“郑奶奶，你还疼吗？”
89
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APPENDIX B: SUPPLEMENTAL FIGURES AND DEFINITIONS
Figure 1:

(Feng, He & Sato 2011, 473)

全神贯注念佛的她被这亲切的问候惊醒了，睁开双眼看到院长，又好像在全身搜索着她的疼点。过了一会
儿，说：“我哪儿都不疼。”随即合上了双眼。她又问到了动的世界。有过了 24 小时，院长再次附在她的
耳旁问：“郑奶奶，你渴吗？”这问她冷静地睁开眼，轻轻地摇了摇头。第四天清晨，居士，家属，院长
守在她身边时，她停止了呼吸。突然几个居士大声喊到：“院长，你看在她头上有一道光环。”院长睁大
了眼睛。又有几个居士大叫起来：“你们闻，她身上发出了香气。”院长用力嗅着。后来院长说，他虽然
没看到光环，也没有嗅到香气，但却能感到郑奶奶在临死前没有一丝恐惧。她在安详中结束了自己的生
命。” (44-45)
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Figure 2:

(Feng et al. 2011, 740)

WHO Definition of Palliative Care
Listed as a subheading of “Cancer” and separated from the subheading on “Treatment,” the
WHO definition of “Palliative Care” is as follows, according to the WHO website
(http://www.who.int/cancer/palliative/definition/en/):










“Palliative care is an approach that improves the quality of life of patients and their families
facing the problem associated with life-threatening illness, through the prevention and relief of
suffering by means of early identification and impeccable assessment and treatment of pain and
other problems, physical, psychosocial and spiritual. Palliative care:
provides relief from pain and other distressing symptoms;
affirms life and regards dying as a normal process;
intends neither to hasten or postpone death;
integrates the psychological and spiritual aspects of patient care;
offers a support system to help patients live as actively as possible until death;
offers a support system to help the family cope during the patients illness and in their own
bereavement;
uses a team approach to address the needs of patients and their families, including bereavement
counselling, if indicated;
will enhance quality of life, and may also positively influence the course of illness;
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is applicable early in the course of illness, in conjunction with other therapies that are intended to
prolong life, such as chemotherapy or radiation therapy, and includes those investigations needed
to better understand and manage distressing clinical complications.
WHO Definition of Palliative Care for Children
Palliative care for children represents a special, albeit closely related field to adult palliative care.
WHO’s definition of palliative care appropriate for children and their families is as follows; the
principles apply to other paediatric chronic disorders (WHO; 1998a):
Palliative care for children is the active total care of the child's body, mind and spirit, and also
involves giving support to the family.
It begins when illness is diagnosed, and continues regardless of whether or not a child receives
treatment directed at the disease.
Health providers must evaluate and alleviate a child's physical, psychological, and social distress.
Effective palliative care requires a broad multidisciplinary approach that includes the family and
makes use of available community resources; it can be successfully implemented even if
resources are limited.
It can be provided in tertiary care facilities, in community health centres and even in children's
homes.”
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APPENDIX C: CONTEXTUAL INFORMATION ABOUT CHINA
Overview
This appendix provides a brief introduction to several aspects of Chinese culture and the
history of the Chinese medical system that are important to understanding this thesis’s broader
arguments but in slightly more peripheral ways. Specifically, this appendix presents a broad
outline of the historical development of the Chinese medical system (with a focus on the
evolutions of formal, non-family-based elderly care) and of gender dynamics in China and how
they have changed over the past hundred years.

A Historical Perspective on Medicine in China with a Focus on Non-Family-Based Elderly Care
Technically speaking, “Chinese Medicine has a long history of three to four millennia,
traceable by texts that date back at least 2000 years. Until comparatively recently, Chinese and
Western medical concepts had more in common than they differed. Similar to Hippocratic
traditions, Chinese concepts were based on the idea that physical well-being depended on
harmony of substances and energies” (Borowy 2009, 11). And yet, when it comes to elderly care,
clear differences between ‘Chinese’ and ‘Western’ medicine emerge fairly early on. Even “in
522, in the Liang dynasty, Emperor Wu issued a decree ordering the establishment of an
institution to care for the young and the aged” in China (Lum 1985, 31). Monasteries also used
their land to provide “the poor and the sick with medical care, lodging, clothes and food” as early
as the Tang dynasty (Lum 1985, 31). Then, as early as the Song dynasty (960-1279), there is
documentation suggesting that “family members were required to assume the major
responsibility in helping their sick relatives to recover, including choosing the best possible
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treatment. The failure of treatment signified the failure of a person to fulfill his or her role
responsibility in providing good care to the sick family member” (Pang 2003, 11-12).
One of the major changes in the Chinese medical system occurred when “Western
medicine was introduced into the Chinese Empire, beginning in 1557 when the Portuguese
occupied [the coastal city of] Macao” (Xu 2011, 1; Borowy 2009, 13). At that time, medical
knowledge was not particularly well-respected. This is largely because formal education (which
was almost exclusively reserved for men) focused entirely on enabling students to pass a
Confucian civil service exam – only then could students pursue the highest status careers as
government officials or Confucian philosophers. Within this educational system, the study of
Medicine was devalued; as the Jesuit Nicholas Trigault (1577-1628) observed during the Ming
dynasty, “it is evident to everyone here [in China] that no one will labor to attain proficiency in
mathematics or in medicine who has any hope of becoming prominent in the field of [Confucian]
philosophy. The result is that scarcely anyone devotes himself to these studies, unless…by
reason of family affairs or mediocrity of talent” (De Bary & Lufrano 2010, 65).
Institutionalized medical practice began slowly in China. For example, missionary
hospitals providing Western medicine and almost always run by foreigners were founded in
different regions of China (especially from the 1700s onward and in areas like Canton), but their
influence was fairly limited on a national scale. At the same time, “in 1724 the Yung-cheng
emperor of the Ch’ing dynasty issued an edict instructing the governors of all the provinces to
establish poorhouses to care for the poor, and the aged who had no one else to care for them,”
which, though they were not exclusively defined as medical institutions, seem to have provided a
very basic degree of medical care (Lum 1985, 28). Again though, it becomes apparent that these
types of institutions only served a very small portion of the population when one considers the
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fact that in one home in the 1700s specifically for “aged men,” magistrates were expected “to
ascertain if the applicants were actually of advanced age (over 70), destitute and without family”
before giving them the rations and support offered by the home (Lum 1985, 44). In an age where
Confucian values still had a significant impact on society and mortality rates were far higher than
they are today, it seems unlikely that people who were “over 70,” and “destitute” and “without
family” represented anything more than a fraction of the population. Still, it is significant that
these types of quasi-medical, poor-relief institutions existed in various cities from the 1700s
onward and were even fairly widespread within cities like Nanjing in the early twentieth century
(Lipkin 2006, 219-220).
Because these more legitimate institutions reached such a small proportion of Chinese
society, formal medicine continued to used very cautiously early on in Chinese society. This can
be seen in that, “the ‘professional’ physician, selling his medical knowledge and skills for money,
was not socially respected in premodern China” (Unschuld 1986, 4-5). Ultimately, this low
perception of formal medical training, among other factors, likely contributed to the belief that
people were better off being taken care of by their own relatives rather than ‘professionals’
whenever they were sick (and particularly when they were seriously ill). Because there was little
faith in the medical community’s ability to improve sick people’s health, it makes sense that
those who elected to leave their loved ones to medical practitioners rather than care for them
themselves would have been seen, at best, as shirking their familial duties and, at worst, as
endangering their loved ones’ health. Under such circumstances, the logic behind equating
moral behavior with personally caring for one’s sick and dying relatives becomes clearer.
If one jumps ahead to the mid-nineteenth and early-twentieth century, the impact political
factors had on the development of China’s medical system become more apparent. This makes

142

sense if one considers that “between 1839 and 1947, [China] suffered no fewer than five wars of
foreign aggression, in addition to three civil wars, in which foreign military was also involved,”
including the Warlord Period (1916-1926) and the first Civil War between the Chinese
Communist Party (CCP) and the Nationalist Party (Borowy 2009, 16). Given such chaos, it is
perhaps unsurprising that the Chinese medical system underwent dramatic changes (and
completely deteriorated several times) in, and immediately after, this period. During such times
of political upheaval, traditional remedies that could be created and administered in people’s
homes without assistance from a medical specialist became the main source of medical treatment
available for the vast majority of the population. However, this lack of formalized medical care
was not wholly bad because it provided an opportunity for the development and testing of many
traditional therapies. As one scholar explains it, “the lack of medicine and medical treatment for
the tremendous number of sick people [during the anti-Japanese war and the Chinese Communist
revolution] provided a test case for various kinds of traditional health practices; the most
effective and practical of these [i.e. qi practice] thus survived and were taken up by ordinary
people” (Xu 2011, 973). Evidently, during this era in Chinese history, elderly care, like the rest
of medical care, was done within homes and within families with little or no external support
from government or medical programs. While it should be noted that there may have been
exceptions to this trend because there was an enormous range in the experiences of people in
different regions of China during this time, the political chaos of the early 1900s in China does
seem to have pushed common (and commonly accepted) medical practice even farther into the
family sphere. If anything, this period seems to be an example of traditional Confucian values
taking an even stronger hold on society.
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However, to some degree, that type of family-based medical care did begin to shift when
the Chinese Communist Party (CCP) took power in 1949. This is because, among its many
reforms, the CCP implemented several highly successful public health campaigns, including
sanitation measures that decreased the mortality rate from “25 per thousand before 1949 to 17 in
1951 (and 10.8 by 1957)” (Gittings 2005, 23). And yet, those changes were minor in comparison
to the ‘Revolution in Public Health’ that Chairman Mao pushed forward beginning in the early
1960s during the Great Lead Forward, and that continued through the Cultural Revolution
(which included the early 1970s) (Gittings 2005, 85). During this revolution, “training periods
were shortened to three years for doctors and between six months and a year for ‘barefoot
doctors’ (paramedics). Many urban doctors were sent to improve rural health services,” research
was directed toward preventative measures and there was a “nationwide introduction of a rural
co-operative medical scheme by 1968, organized at the brigade or commune level” (Gittings
2005, 85). Not only that, but as the following description demonstrates, politics directly shaped
Chinese medical practice in even more fundamental ways once the CCP took power:
“in an effort to “eliminate elitist tendencies and to promote a more egalitarian work relationship
among different ranks of healthcare personnel, [it was decided in the 1950s that] every person
was [to be] addressed as ‘comrade’ instead of honorific titles such as doctor or nurse. In the
hospitals, physicians and nurses were mandated to share the menial work, such as cleaning and
taking care of patients’ daily needs….In the 1960s, the anti-elitist movement further intensified.
Nursing training was merged with doctor training, and medical training in general was halted for
four years. Instead, more part-time health workers were trained to be primary healthcare givers:
the barefoot doctors in the countryside, red medical workers in the urban neighborhoods, and
worker doctors in the factories. Among them, barefoot doctors became increasingly active during
the Cultural Revolution, contributing the bulk of basic medical care in the rural areas” (Pang 2003,
30).

One of the most interesting results of these changes was that the Mao years brought with
them a broadened access to healthcare that was “realised and administered in urban areas by dan
wei [work units]….[and] in rural areas…[where] communes, brigades and teams were
responsible not only for agricultural production but also for many other important community
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affairs [including welfare provision]” (Yang & Victor 2008, 307). In terms of elderly care, this
increase in the number of ‘reliably trained’ doctors (at least to the extent that barefoot doctors
could be considered ‘reliably trained’) coupled with huge developments in social welfare
programs specifically designed to support the elderly meant that, for the first time, children were
not solely responsible for caring for their aging parents and grandparents. Not only that, but
medical institutions and infrastructure also increased during this period and “in the mid-1960s,
there were some 819 nursing homes serving 111,000 older adults in urban areas and 10,000
homes serving 550,000 childless older people nationwide” (Chu & Chi 2008, 239). This
certainly marked a significant change in terms of how elderly care was practiced, but a change in
practice does not necessarily indicate a shift in moral ideology.

Gender Dynamics in China
In addition to changes in the way financial factors have impacted moral standards related
to elderly and end-of-life care in China, so too have changes in gender dynamics in China over
the past hundred years. According to traditional Confucian Thought, filial piety and elderly care
are the responsibilities of sons, much more than of daughters. As Martin Whyte describes it, this
was primarily because:
“After marrying, a daughter was expected to visit periodically her natal family and remain on
close terms emotionally, but she had no obligation to support her parents in their old age. Instead
she transferred her filial obligations to her husband’s parents, and the duty to support her own
parents rested solely with her brother or brothers (and their wives). Only if a family had
daughters but no sons and managed to persuade a young man to marry into their household would
this pattern be reversed but this eventuality was seen as highly undesirable…Regardless of
whether the family structure was nuclear, stem, or joint, Chinese family relations were organized
in a very hierarchical fashion. The family head (generally the eldest male) controlled all family
property, including the earnings of family members, and represented the family in public” (Whyte
2003, 5).
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Though Confucian values equated to women be subjugated to men through much of
Chinese history, gender equality began to vary somewhat from place-to-place during the Warlord
Period, when the CCP took power in 1949, one of its top priorities was to “address the longstanding inequality between men and women” (Benson 2002, 26). Though the Marriage Law of
1950 “made men and women equal before the law, and proclaimed the right of a woman to seek
a divorce from her husband,” there was much opposition to it in society and “complaints about
the lack of implementation led the Party to renewed efforts to popularize the law in 1953…but
[women’s] social standing remained well behind that of men” (Benson 2002, 26-27). Though
women’s ability to make meaningful labor contributions outside of the house was recognized
with the Great Leap Forward and their “regularized” wages (albeit lower than men’s wages)
gained them respect, “it would still be some years before the principle of equal pay for equal
work was embraced in rural and urban settings” (Benson 2002, 33). One of the major
implications of women’s work outside of the home taking so long to be socially and
economically validated is that women’s roles as caregivers rather than producers in society
remained surprisingly constant despite their legal ‘equality’ with men after 1950.
Today, not only is China's gender gap still present in many regions, but some scholars
argue that it “is widening as well. Women are no longer exhorted to do whatever men can. They
are reminded that it is no shame to be a good housewife and mother. In the countryside, with
men off working in cities, factories or in transport, women stay at home in the double bind of
farmwork and housework, relating primarily to other women and less to the larger society” (Gold
1985, 671). That being said, “contrary trends…indicate a more diverse society and make it
harder to generalize on gender relations in contemporary China” (Gittings 2005, 265). On the
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one hand, this suggests that, in areas where women are encouraged to work within the home, it is
more likely that they also are responsible for caring for elderly people living in the household.
In some ways reflective of the limited degree to which women are recognized for their inhome care of their family members, inheritance practices are, and have always been, heavily
gendered to favor men and generally based upon Confucian values. Interestingly, these practices
also remained relatively consistent over time even despite the massive social and political
changes that happened with the Revolution in 1949. As one scholar describes it, there was a
“continuity with traditional arrangements throughout the period of communist rule with respect
to rights to succession to the family estate: brothers (but not sisters) had rights to portions of
equal value....These arrangements are notable for their lack of correspondence to Chinese law,
which stipulates that men and women have equal rights of inheritance” (Cohen 1992, 368).
Though stories of women inheriting property are much more common today, it is unclear the
degree to which the laws do or do not continue to be implemented in a non-gender-neutral
fashion.
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