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a b s t r a c t

China and India are similarly huge nations currently experiencing rapid economic growth,
urbanisation and widening inequalities between rich and poor. They are dissimilar in
terms of their political regimes, policies for population growth and ethnic composition
and heterogeneity. This review compares health and health care in China and India within
the framework of the epidemiological transition model and against the backdrop of global-
isation. We identify similarities and differences in health situation. In general, for both
countries, infectious diseases of the past sit alongside emerging infectious diseases and
chronic illnesses associated with ageing societies, although the burden of infectious dis-
eases is much higher in India. Whilst globalisation contributes to widening inequalities
in health and health care in both countries – particularly with respect to increasing dispar-
ities between urban and rural areas and between rich and poor – there is evidence that
local circumstances are important, especially with respect to the structure and financing
of health care and the implementation of health policy. For example, India has huge prob-
lems providing even rudimentary health care to its large population of urban slum
dwellers whilst China is struggling to re-establish universal rural health insurance. In
terms of funding access to health care, the Chinese state has traditionally supported
most costs, whereas private insurance has always played a major role in India, although
recent changes in China have seen the burgeoning of private health care payments. China
has, arguably, had more success than India in improving population health, although
recent reforms have severely impacted upon the ability of the Chinese health care system
to operate effectively. Both countries are experiencing a decline in the amount of govern-
ment funding for health care and this is a major issue that must be addressed.

� 2008 Elsevier Ltd. All rights reserved.
Introduction

China and India present intriguing comparative exam-
ples to the health researcher. Both countries are similarly
huge in terms of population size, are currently subject to
rapid economic growth and are struggling to overcome
negative legacies of the past, including marked inequalities
between rich and poor. They are dissimilar in that China is
.ca (T.J.B. Dummer),

. All rights reserved.
run via the Chinese Communist Party (CCP), compared to
the democratic political system in India, the former has
introduced stringent restrictions on population growth
compared to the latter, while India is more ethnically
heterogeneous for example, and contains a complex and
divisive caste system.

In the context of cross-country health comparisons, the
epidemiological transition model provides a useful frame-
work to interlink a nation’s changing mortality and
morbidity profile with population and socio-economic
changes associated with development (Omran, 1971). In
undeveloped societies, mortality is commonly from famine
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and infectious disease epidemics (diseases of poverty). As
society develops, infectious diseases decline and there is in-
creasing mortality and morbidity caused by lifestyle factors
and chronic illnesses, linked to increasing life expectancy
(diseases of affluence). The classical epidemiological transi-
tion model has three phases: the age of pestilence and fam-
ine, the age of receding pandemics, the age of degenerative
and human induced diseases (Phillips, 1994; Smallman-
Raynor & Phillips, 1999). Olshansky and Ault (1986) outline
a fourth phase, the age of delayed degenerative diseases,
where the age distribution of deaths (primarily from de-
generative diseases) shifts markedly towards older ages. A
late-stage epidemiological transition phase has been de-
fined recently to characterise the health changes associated
with the current era of rapid development and globalisa-
tion; in this new phase, improvements in health occur as
a result of medical developments and socio-economic
changes, but uneven development results in many health
problems associated with diseases of poverty (Omran,
1983; Smallman-Raynor & Phillips, 1999).

China and India are both rapidly developing countries fac-
ing a range of health problems, including polarisation of
health care provision and health outcomes in relation to so-
cial, economic and geographical marginalisation. As both
countries continue to develop economically and socially
and move through the epidemiological transition – from
a predominance of infectious diseases to the emergence of
chronic diseases – their health care systems are experiencing
immense pressures from both increasing and changing de-
mands. Previous research has shown that health in China is
characterised by the late-stage epidemiological transition
phase, as defined above, inwhich the transition from diseases
of poverty to diseases of affluence has not reflected smoothly
the country’s social and economic development pathway
(Cook & Dummer, 2004). In particular, diseases of poverty
have not been eradicated but are re-emerging and interact
with new infectious diseases (including HIV/AIDS and
SARS), an increasing prevalence of chronic diseases, rapid
population growth, social, economic and geographical polar-
isation and widening inequalities in health and health care.

Our aims in this present study are to explore the similar-
ities and differences between health outcomes within China
and India. We build upon previous work on China (Cook &
Dummer, 2004, 2007; Dummer & Cook, 2007) to discover
whether the health problems currently affecting China are
replicated in India. We explore the applicability of the late-
stage epidemiological transition model to the health situa-
tion in India. Globalisation arguably homogenises societies
and economies around the world; if this is so, then we would
expect to find marked similarities in terms of health issues,
health care provision, and health policies in both China and
India. If not, then we can be more confident that unique pre-
conditions lead to unique outcomes. The policy implications
of the latter means that models of health care provision
must be tailored to fit specific circumstances; a ‘one size
fits all’ model would have to be rejected.

Overview: comparing China and India

These vast countries are the world’s largest in terms of
population size, and among the largest in terms of
geographical extent. In the modern era of Western expan-
sion around the globe, China remained largely uncolonised
but nevertheless subject to Western imperialism by a range
of countries, while most of India was directly colonised by
the British, except for the ‘Native States’ that were largely
subjugated to the rule of the Raj. For both countries, the
20th Century was largely a struggle for independence
from foreign control, but whereas this led in China to the
one-party rule of the Chinese Communist Party (CCP)
from the founding of the People’s Republic of China in
1949, the outcome in India was a democratic multi-party
system, albeit often dominated by the Congress Party since
Partition in 1947. While the CCP has been criticised by ex-
ternal observers for excesses such as the Cultural Revolu-
tion or the Single Child Family Programme, India’s
democracy has often seemed weak and fragile, marred by
assassinations of leading politicians such as Indira Gandhi
or her son Rajiv for example, and continual tensions over
Jammu and Kashmir. Despite their differences, both coun-
tries today are being increasingly lauded for their economic
expansion, and in the 21st Century both seem set to be-
come the economic powerhouses commensurate with their
vast populations.

Table 1 summarises key demographic, health and eco-
nomic statistics for each country. China emerges better in
most of the comparisons shown: birth, death and total fer-
tility rates are lower than for India, while life expectancy
for both males and females is considerably higher in China.
The number of physicians and hospital beds are greater per
head of population in China. Infant mortality is higher in In-
dia, while the main cause of death overall is ‘infectious and
parasitic diseases’ in India, contrasting with cancers in
China. Foreign direct investment (FDI) in China is markedly
higher than FDI in India, while its GNP per capita is just over
double India’s and economic growth remains greater in
China than in India, by around two percentage points.
The adult literacy rate is also much higher in China than
in India, especially amongst women. The percentage of
population urban is nearly 10% higher in China. Ethnically,
China is not a particularly diverse country, with Han Chi-
nese being by far the largest ethnic group (92% of the pop-
ulation). By contrast, using linguistic group as an indicator
of ethnic variation shows that in India there is not one spe-
cific linguistic group dominating to the same extent as Han
Chinese dominates in China, although we acknowledge
that we are not quite comparing like with like in terms of
ethnic contrast. The United Nations Development Pro-
gramme (UNDP) Human Development Index (HDI) – a com-
posite indicator of a nation’s social and economic
development based upon three key areas of health, educa-
tion and living conditions – ranked China 81st out of 177 in
2006 with an HDI of 0.768, well above India, ranked 126th
with an HDI of 0.611 (UNDP, 2007). Furthermore, during the
period 1990–2000 China improved its HDI score by a higher
factor (increase of 0.094 units) compared to India (increase
of 0.061 units) (Ram & Mohanty, 2005).

Some of the statistics noted in Table 1 are the result of
embedded contrasts between rich and poor, although
Nsouli (1999), for example, shows that exposure to global-
isation is increasing inequalities in many transitional econ-
omies, with the reasons being greater wage inequalities in



Table 1
Key demographic, health and economic comparisons for China and India

Attribute China India

Demographic
Population 1304.4 m (2005) 1103.4 m (2005)
Birth rate per 1000 13.0 (2004) 22.8 (2004)
Total fertility rate 1.7 (2005) 2.9 (2005)
Percentage urban 38.6 (2003) 28.3 (2003)
Main ethnic groups
(China)/linguistic groups (India)

Han 91.5%; Zhuang 1.3;
Manchu 0.9; Hui 0.8;
Miao 0.7 (2000)

Hindi and related 38.6%;
Bengali 8.2%; Telugu 7.8%;
Marathi 7.4%; Tamil 6.3% (1991)

Education: primary school enrolment 92% (2000-2005) 76% (2000-2005)
Adult literacy

Male 95% (2000–2005) 73% (2000–2005)
Female 87% (2000–2005) 48% (2000–2005)
Female as % of male 92% (2000–2005) 66% (2000–2005)

Health
Death rate per 1000 6.9 (2004) 8.4 (2004)
Infant mortality per 1000 25.3 (2004) 57.9 (2004)
Life expectancy, Male 70.4 years (2004) 63.3 years (2004)
Life expectancy, Female 73.7 years (2004) 64.8 years (2004)
Main causes of death per 100,000 Malignant neoplasms 119.7;

Cerebrovascular diseases 88.4;
Diseases of the respiratory system
78.1; Heart diseases 74.1 (2002)

Infectious and parasitic diseases 420;
Diseases of the circulatory system 268;
Malignant neoplasms 71; Chronic
respiratory diseases 58 (2002)

Physicians 1 per 687 persons (2004) 1 per 1853 persons (2001)
Hospital beds 1 per 432 persons (2004) 1 per 1139 persons (2001)

Economic
GNP per capita US$ 1290 (2004) US$ 620 (2004)
Foreign direct investment US$ 72.4 Billion (2005) US$ 3.6 Billion (2005)
Economic growth Over 9% (2005) Over 7% (2005)

Sources: World Data, and World Affairs, Britannica Book of the Year, 2006, Chicago: Encyclopaedia Britannica; UNICEF, 2007. Information by Country. http://
www.unicef.org/infobycountry/index.html, Accessed 01.11.07; Yee (2006) FDI in India expected to double. The Financial Times. FT.com, Published: December
28, 2006, 17:09, http://www.ft.com/cms/s/0/623c5fa0-968e-11db-8ba1-0000779e2340.html?nclick_check¼1, Accessed 01.11.07.
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the new private sector compared to the old public sector,
a higher percentage of incomes from self-employment
and property, and a decline in incomes for the unemployed
former state sector workers. Spatially, ‘even in the fastest-
growing economies, such as China and India, vast areas re-
main poor and underdeveloped’ (Burton, Tseng, & Kang,
2006: 12). In China, economic growth is most apparent in
the ‘Gold Coast’ of the eastern seaboard and its major cities,
whilst remote rural areas of the interior and western prov-
inces are relatively underdeveloped (Cook & Dummer,
2007). Likewise, unemployment is highest in the western
or central provinces of China, compared to the eastern
provinces (Wu, 2006: 299), and although since 2005 the
Chinese Government has been working to overcome such
problems, it remains difficult to reduce economic uneven-
ness across China.

In India, the greatest concentrations of wealth do not
have such an obvious or simple regionality as in China,
but cities once again emerge as centres for wealth accumu-
lation not just centres of population concentration. Mum-
bai, Delhi and Kolkatta across the north of the country,
and Bengaluru in the south (where Information and Com-
munications Technology (ICT) is a particularly important
aspect of urban development), exemplify the urban prom-
ise, notwithstanding significant pockets of poverty within
their environs, especially in Kolkatta. This contrasts with
high levels of rural poverty in many Indian states such as
Uttar Pradesh and Bihar.
Health issues in China and India

Historically, we are dealing with large vulnerable popu-
lations. Floods and famines were periodic dangers, as were
threats from such sources as earthquakes and typhoons in
China and cyclones in India (i.e. the Indian sub-continent at
that time), while communicable diseases such as tubercu-
losis, typhoid, schistosomiasis or dengue fever frequently
reached epidemic proportions. In modern times, the largest
loss of life in China was probably found during the 1930s
via a range of disasters (Cook & Dummer, 2004: 331), while
the Bengal famine of 1943 killed up to 2 million across the
Bengal delta, including that part now lying in Bangladesh
(Bradnock, 1989: 32). Mortality rates in both countries
were very high, exacerbated via what has been previously
termed systemic breakdown. Both countries have worked
hard to reduce these mortality rates, but by 1965 the crude
death rate in India was still high at 45 per 1000, reducing to
33 per 1000 by 1985 (Ryland, 1989). By contrast, the death
rate in China had already fallen to 9.5 per 1000 by 1965
(MoH, 2005). Table 1 shows that by 2004 the death rate
in India was down to a more reasonable level, at 8.4 per
1000, although still higher than in China where the equiv-
alent rate was 6.9. An Indian baby born today can expect to
live twice as long as her great-grandfather did (Srinivasan,
2006), and the infant mortality rate has been halved, to 68
per 1000. But this is still a very high rate, and ‘in 2001, peo-
ple continue to die for the same reasons they did when India
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became independent in 1947: infectious diseases’ (Srinivasan,
2006: 2).

China has generally been more successful in reducing
mortality rates, except for the period following the ex-
tremes of the Great Leap Forward in 1958, when large num-
bers died in famines, with estimates ranging up to 25–30
million deaths from 1959–1962. Table 2 compares death
rates, overall and by urban and rural areas, for China and
India, 1989–1999. During this time, there was only a very
modest decrease (�1.2%) in the overall death rate in China,
reflecting the country’s achievements in reducing death
rates considerably during the 1960s and 1970s to a low
level by 1989. By contrast, India experienced a 12.6% de-
crease in overall death rates in 1989–1999, although the
rate in 1999 remained considerably higher than the death
rate in China. Both countries display marked disparities be-
tween death rates in urban and rural areas, although the
rural–urban relative risk (RR) is consistently higher in India
compared to China (RR in China 1.25 in 1999, RR in India
1.50 in 1999).

Previous studies (Blumenthal & Hsiao, 2005; Cook &
Dummer, 2004) have shown that despite China’s successes
in reducing infant deaths, the infant mortality rate is in-
creasing in poor rural areas. Those provinces with highest
rates of infant deaths are much more likely to be the least
urbanised provinces such as Yunnan, Guizhou, Hunan and
others, compared to lower rates in cities in the Gold Coast
such as Beijing, Shanghai and Tianjin (Cook & Dummer,
2007) – see Fig. 1 for details of the location of China prov-
inces and Fig. 2a for distribution of births and deaths. Over-
all mortality and life expectancy show a similar
distribution, with higher death rates and lower life expec-
tancy in the rural, poor and western provinces compared
to the more urbanised and eastern provinces (Fig. 2a and
b) (China Statistical Yearbook, 2005). For example, the
death rate in Yunnan was 6.6 per 1000 population and
life expectancy 65.5 years compared to a death rate of 5.4
and life expectancy of 76.1 in Beijing. At the state level, In-
dia also displays wide variations in mortality and life ex-
pectancy (see Fig. 3a and b), although without such
a clear regional split. Generally, the wealthier states of
Table 2
Urban and rural variation in death rates in China and India, 1989–1999

Year China death rate (per 1000 population)

Overall Cities Counties County–

1989 6.5 5.8 6.8 1.2
1990 6.7 5.7 7.0 1.2
1991 6.7 5.5 7.1 1.3
1992 6.6 5.8 6.9 1.2
1993 6.6 6.0 6.9 1.2
1994 6.5 5.5 6.8 1.2
1995 6.6 5.5 7.0 1.3
1996 6.6 5.7 6.9 1.2
1997 6.5 5.6 6.9 1.2
1998 6.5 5.3 7.0 1.3
1999 6.5 5.5 6.9 1.3

% change over time �1.2 �4.7 þ1.0 –

Sources: China data: China Statistical Yearbook, 2000. Note: Data unavailable by u
India data: Ministry of Health and Family Welfare (MoHFW, 2005a), Governme
cbhidghs.nic.in/hia2005/2.05.htm, Accessed 01.11.06.
the south and east, such as Kerala, West Bengal and Maha-
rashtra tend to have lower rates of mortality, whereas the
highest mortality rates are found in the poorest western
and central states, including Rajasthan, Orissa, Madhya Pra-
desh and Uttar Pradesh. Life expectancy (where data are
available) also shows variation along wealth lines, with
the richer states (such as Kerala, Tamil Nadu and Punjab)
having higher life expectancy compared to the poorest
states (including Rajasthan and Bihar). There are, inevita-
bly, some exceptions to what is a broad geographical
classification, with some wealthier states – including
Gujarat – having relatively low life expectancy.

The World Health Organisation (WHO) (2006a) and of-
ficial data from the Ministry of Health (MoH) (2004 and
2005) show wide disparities in infant, child and maternal
mortality between China’s urban and rural areas. For India,
the Ministry of Health and Family Welfare (MoHFW)
(2005a) presents similar variations. Table 3 highlights ur-
ban–rural inequalities in infant mortality for the years
1991–2003. China’s rural infant mortality rates are more
than twice as high as the urban rates, with a three-fold in-
crease in 2000. For India, rural–urban variation in infant
mortality is not quite as marked, but nonetheless RR ratios
are around 1.7 throughout this time period, with indica-
tions of growing disparity in the current century. Lack of
hospital births and rural doctors contribute to these risk ra-
tios, plus an overall imbalance in health expenditure to
rural areas compared to urban ones.

In India, there is a high death rate among children under
the age of 5 – in 1999, India was 49th out of 187 countries in
the under-five mortality rate. Many thousands of children
still die each year from preventable diseases such as diph-
theria, diarrhoeal diseases and polio, with 1 in 2 of every
death by polio globally occurring in India, although the
global incidence of polio is now very low and India’s suc-
cess in reducing polio through vaccination has been im-
pressive. It is widely recognised that improvements to
water supply, sanitation, higher immunisation rates and
better levels of nutrition (both to the mother and to the
child) among other solutions would dramatically reduce
child deaths. These are the very solutions that were rolled
India death rate (per 1000 population)

city RR Overall Urban Rural Rural–urban RR

10.3 7.2 11.1 1.5
9.7 6.8 10.5 1.5
9.8 7.1 10.6 1.5

10.1 7.0 10.9 1.6
9.3 5.8 10.6 1.8
9.3 6.7 10.1 1.5
9.0 6.6 9.8 1.5
9.0 6.5 9.7 1.5
8.9 6.5 9.6 1.5
9.0 6.6 9.7 1.5
9.0 6.0 9.0 1.5

�12.6 �16.7 �18.9 –

rban/rural status for China, city/county used as a surrogate for urban/rural;
nt of India, Health Information of India, Chapter 2 Vital Statistics. http://

http://cbhidghs.nic.in/hia2005/2.05.htm
http://cbhidghs.nic.in/hia2005/2.05.htm


Fig. 1. Administrative boundaries: India States and China Provinces.
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out by the Chinese Communist Party in the 1950s, ‘mobilis-
ing the masses’ to combat the threats of the main parasitic
diseases (Worth, 1973). However, whilst these measures
were highly successful, by the early 1990s it was estimated
that 60 million rural Chinese were still suffering from en-
demic diseases, including malaria and schistosomiasis,
with the latter reappearing after decades of attempts to
eradicate it (Dummer & Cook, 2007) and despite major sup-
port for snail eradication from the World Bank (Chen,
Wang, Cai, Zhou, Zheng et al., 2005). In India, a comparable
issue has been dengue fever, which flared up in late 2006
(Ramesh, 2006). Table 4 shows that this is nothing new,
with high figures in 2005 as well as 2006, and metropolitan
areas such as Delhi and rural states such as Haryana and
Maharashtra alike suffering from this mosquito vectored
disease.

Table 5 illustrates the contrasts and similarities between
China and India in terms of deaths from major causes, for
selected years. In China there are concerns over tuberculo-
sis, which entered the official statistics in 2003 as the tenth
major killer in rural areas; current estimates suggest 2 mil-
lion TB cases, many of which are in rural areas (Cook &
Dummer, 2007). Meng, Li, Cheng, and Blas (2004) identify
a growing TB problem, especially in poorer and rural
counties, relating to the inability of local government to fi-
nance TB control measures. Smoking is also a major health
threat to Chinese society (Cook & Dummer, 2004). Other
concerns in China include HIV/AIDS, SARS and avian



Fig. 2. China, demographic and health data by Province (a). Sources: Infant mortality rate – China Statistical Yearbook, 2004, Table 4.15. Sample Survey on Pop-
ulation Changes, 2003. The sampling fraction was 0.982% (person); Birth rate, death rate, natural growth – China Statistical Yearbook, 2005. Birth rate per 1000
population, death rate per 1000 population, life expectancy calculated for the year 2000. China, life expectancy by Province (b). Source: Life expectancy, 2000 –
China Statistical Yearbook, 2005.
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Fig. 3. India, demographic and health data by State (a). Sources: 2003 data. Ministry of Health and Family Welfare (MoHFW, 2005a), Government of India, Health
Information of India, Chapter 2 Vital Statistics. http://cbhidghs.nic.in/hia2005/2.11.htm, Accessed 01.11.06. India, life expectancy by State (b). Source: Life expec-
tancy 1998–2002. Ministry of Health and Family Welfare (MoHFW, 2005a), Government of India, Health Information of India, Chapter 2 Vital Statistics. http://
cbhidghs.nic.in/hia2005/2.11.htm, Accessed 01.11.06.
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Table 3
Urban and rural variation in infant mortality rate in China and India, 1991–2003

Year China Infant mortality (per 1000 live births) India Infant mortality (per 1000 live births)

Overall Urban Rural Rural–urban RR Overall Urban Rural Rural–urban RR

1991 50.2 17.3 58.0 3.4 80.0 53.0 87.0 1.6
1995 36.4 14.2 41.6 2.9 74.0 48.0 80.0 1.7
1997 33.1 13.1 37.7 2.9 71.0 45.0 77.0 1.7
2000 32.2 11.8 37.0 3.1 68.0 44.0 74.0 1.7
2001 30.0 13.6 33.8 2.5 66.0 42.0 72.0 1.7
2002 29.2 12.2 33.1 2.7 63.0 40.0 69.0 1.7
2003 25.5 11.3 28.7 2.5 60.0 38.0 66.0 1.7

% decrease over time 49% 35% 51% – 25% 28% 24% –

Sources: China data: Chinese Health Statistical Digest, Ministry of Health, 2004 and 2005, pages 67 and 69. 2004 data source: WHO (2006b) Maternal and
Child Health in China; India data: India data: Ministry of Health and Family Welfare, Government of India (MoHFW, 2005a), Health Information of India,
Chapter 2 Vital Statistics. http://cbhidghs.nic.in/hia2005/2.07.htm, Accessed 01.11.06.
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influenza A (H5N1). Estimates of HIV/AIDS cases vary
greatly, Chinese official data states 650,000 cases, whilst
the UN and WHO suggest the number is around 1 million
(Dummer & Cook, 2007). The huge influx of migrants into
China’s burgeoning cities is linked to some of these health
issues, posing risk via sexual behaviour and alcohol use for
example (He, Detels, Chen, Jiang, Zhu et al., 2006; Hong,
Stanton, Li, Yang, Lin et al., 2006; Lin, Li, Yang, Fang, Stanton
et al., 2005). Further, as China’s urban centres continue to
grow, increasing population density and overcrowding
are likely to exacerbate problems related to the spread of
infectious diseases. Respiratory problems have been the
main cause of death in rural areas of China for many years,
contrasting with malignant tumours being the main cause
of death in urban areas 1989–2004 (Cook & Dummer,
2007), see Table 5 for 1995 and 2004. In 2004, malignant
tumours became the largest cause of death in rural areas,
indicating a shift in the countryside through the epidemio-
logical transition towards increased prevalence of diseases
of old age. However, 20% of China’s population still live in
Table 4
Cases and deaths from dengue fever in India, 2001–2006

State 2001 2004

Cases Deaths Cases De

Andhra Pradesh 1 0 230 1
Bihar 0 0 0 0
Chandigarh 0 0 0 2
Delhi 322 3 606 3
Goa 1 0 3 0
Gujarat 69 0 117 4
Haryana 260 5 25 0
Karnataka 220 0 291 2
Kerala 41 0 686 8
Maharashtra 54 2 856 22
Sikkim 0 0 12 0
Punjab 49 0 52 0
Rajasthan 1452 35 207 5
Tamil Nadu 816 8 1027 0
Pondicherry 0 0 0 0
Uttar Pradesh 21 0 8 0
D&N Haveli 0 0 1 0
West Bengal 0 0 32 0

Total 3306 53 4153 45

Source: Government of India (2007) www.nvbdcp.gov.in/Doc/DenStatusNote.pdf
areas where the epidemiological transition has not oc-
curred (Hsiao, 1995).

In India’s rural areas (where 72% of the population live)
conditions diagnosed as associated with ‘other clinical find-
ings’ are the main cause of death, but respiratory disease as
well as infectious/parasitic disease are problems (Table 5).
TB is a major concern, where there is a high prevalence cou-
pled with declining detection and treatment rates due to
problems with health care infrastructure (WHO, 2007).
Although infectious and parasitic diseases dominate, chronic
diseases relating to an ageing population (such as cancers,
diabetes, and cardiovascular disease) are emerging (Sriniva-
san, 2006). These findings suggest that, similar but more
pronounced than for China, India’s move from stage two
through to stage three of the epidemiological transition is
not complete: diseases of poverty (infectious and parasitic
diseases) persist in many areas alongside the increasing
prevalence of diseases associated with an ageing and more
affluent society. Indeed, a large proportion of the population
of India – including large swathes of rural people and the
2005 2006

aths Cases Deaths Cases Deaths

99 2 35 5
0 0 0 0
0 0 0 0

1023 9 1637 30
1 0 0 0

454 11 443 3
183 1 214 1
587 17 90 7

1028 8 794 4
349 56 240 22

0 0 0 0
251 2 367 4
370 5 697 10

1142 8 307 1
0 0 0 0

121 4 457 12
0 0 0 0

6375 34 429 4

11985 157 5710 103

, Accessed 21.02.07.
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Table 5
Death (as percentage of total deaths) from major causes, urban and rural areas, selected years in China and India

China India

1995 2004 1993 1998

Cause of death Urban Rural Urban Rural Cause of death Rural Rural

Malignant tumour 21.8 16.5 23.9 23.7 Other clinical findings 27.6 20.1
Cerebrovascular disease 22.1 16.4 19.1 14.8 Respiratory disease 14.4 17.2
Heart disease 14.9 10.4 18.8 12.5 Infectious/ parasitic diseases 12.5 12.5
Respiratory disease 16.1 25.3 13.1 13.3 Diseases of circulatory system 7.6 9.6
Trauma and Toxicosis 6.7 12.0 5.9 6.6 Perinatal, pregnancy, congenital malformations 11.6 9.4
Digestive diseases 3.5 4.8 3.2 2.8 External causes, accidents, poisoning 9.6 10.8
Urinary disease 1.5 1.3 1.8 1.61 Inflammatory diseases of central nervous system 4.2 6.0
Mental disease – 1.8 – – Viral infection 4.2 4.3
Neuropathy 0.9 – – – Neoplasm 3.1 3.3
Internal System, Nutrition,

Metabolite and Immunity
2.2 – 2.8 2.5 Diseases of the blood 3.1 2.4

Pulmonary Tuberculosis – – – 0.6 Digestive diseases 1.4 2.1
Metabolic disease 0.6 1.2
Diseases of genitourinary system 0.5 0.7
Mental/ behavioural disorders 0.6 0.6

Sources: China Statistical Yearbook 1996, 2005; Ministry of Health and Family Welfare (MoHFW, 2005a), Government of India, Health Information of India,
Survey of causes of death (rural) 1998. Note: Data unavailable for urban areas.
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many millions of urban slum inhabitants residing in over-
crowded and densely populated communities – live in areas
where the epidemiological transition has not occurred and
where parasitic and infectious diseases dominate due to em-
bedded poverty and inadequate health care systems.

Like China, smoking is a major health concern in India,
where 65% of men and 33% of women use some form of to-
bacco (John, 2005). India’s HIV/AIDS rate is also a major is-
sue and the scale of the problem is much greater than in
China. In 2006, UNAIDS estimated that some 5.7 million
people in India were infected with HIV (UNAIDS/WHO,
2006), although more recent Indian official data indicates
that the scale of infection is possibly half the UNAIDS rate
at around 3.2 million, making India third to South Africa
and Nigeria with regards to HIV prevalence (BBC News,
2007). In terms of the number of cases, HIV/AIDS has a rural
focus, with 60% of HIVþ people living in rural areas, al-
though this relates partly to the larger number of people
living in rural areas. Issues around rural poverty, migration
to urban areas and within rural areas due to economic pres-
sures, and the limited provision of health care services in
many rural areas amplify the problem. In response, the In-
dian government announced a major initiative in 2006 to
raise awareness of HIV/AIDS in rural areas, including im-
proving AIDS education to all people not just high risk
groups, involving village community leaders in outreach
campaigns and making condoms more accessible, as well
as targeting high risk groups such as migrant workers
and truck drivers (Chandrasekaran, Dallabetta, Loo, Rao,
Gayle et al., 2006).

Caste is implicated in India’s health inequalities, as
shown by a number of recent studies that delve into the
data from the large-scale National Family Health Survey
of 1998–1999 (Brennan, McDonald, & Shlomowitz, 2006;
Subramanian & Davey Smith, 2006; Subramanian, Nandy,
Irving, Gordon, Lambert et al., 2006). Despite a policy of af-
firmative action for lower caste groups (‘Scheduled Castes’),
in which public sector jobs in particular are likely to be re-
served for these castes, this has generally proved to be
insufficient to overcome the pre-existing contrasts in afflu-
ence between upper and lower castes, even though neither
all lower caste members are poor nor all upper caste mem-
bers rich. The contrasts with generally affluent castes are
similar too for ‘Scheduled Tribes’, partly due to geographi-
cal variation, but even when this variable is controlled for,
differences remain (Kijima, 2006). For the outside observer,
caste is often a perturbing phenomenon, and in May 2006 it
was especially perturbing to witness a 3-week strike by
doctors against affirmative action intended to boost the
number of low caste members in state-funded professional
colleges (Chatterjee, 2006).

In human populations, the male–female sex ratio at
birth is generally between 105 and 107 male births for ev-
ery 100 female births (Hesketh & Zhu, 2006). Distortions to
this trend occur in a number of countries in Asia and North
Africa, due in part to the tradition of a preference for sons.
Consequently, the proportion of boys to girls is higher and
has resulted in a large number of ‘missing’ girls and
women. It is estimated that China and India account for
80 million missing females, out of a total of 100 million in
Asia and North Africa (Hesketh & Zhu, 2006). The interpre-
tation of this trend is complicated by the inadequacy of
population register data in these countries. Further, China’s
one child policy may have resulted in some births not being
registered as they may be unapproved under the policy
(Hesketh & Zhu, 2006). Census results from India indicate
there were 933 girls born to every 1000 boys in 2001. The
Guardian newspaper (Prasad & Ramesh, 2007) presents ev-
idence that this ratio had declined to 882 girls per 1000
boys by 2004. Only China has lower girl to boy sex ratios,
with estimates varying from between 847 and 877 girls
born to every 1000 boys in 2002 (Jha, Vasa, Kumar, Dhingra,
Thiruchelva et al., 2006). The social consequences of the
phenomenon of missing females are wide-ranging, includ-
ing marginalisation of a ‘surplus’ of males, a lack of mar-
riageability of some men within societies where marriage
is socially expected and can influence social status, and re-
lated issues of antisocial behaviour and social problems
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(Hesketh & Zhu, 2006). Both China and India have acknowl-
edged these problems and have laws banning infanticide,
gender-based terminations, child abandonment and ne-
glect of females – although laws are often un-enforced
(Hesketh & Zhu, 2006; Prasad & Ramesh, 2007). In the
1990s in India, globalisation was implicated in this prob-
lem, with the spread of Western medical technology, in-
cluding the sale of ultrasound scanners from large
multinational companies (Prasad & Ramesh, 2007). These
scanners can be used to determine an unborn baby’s sex,
and until 1994 sex-selective termination was not illegal in
India, and there is some evidence that such practices per-
sist (Prasad & Ramesh, 2007). Positively, Hesketh and Zhu
(2006) highlight some changing attitudes in China, with
a recent national survey showing 37% of the Chinese
women surveyed expressed no gender preference and
45% believed one boy and one girl was ideal.

We have highlighted both similarities and differences in
health experience between China and India. Whilst overall
death rates and infant mortality rates are lower in China
compared to India, both countries display marked regional
and urban/rural inequalities in mortality and morbidity
and continuing health problems associated with income in-
equalities. Whilst we consider each country to have moved
(in part) through the epidemiological transition and conse-
quently share some similarities in health experience, there
are many instances unique to each country and in both
countries (but more so in India) large proportions of the
population still live in areas where the epidemiological tran-
sition has not been completed. Indeed, India’s mortality and
disease profile contrasts markedly with China’s, in terms of
an emphasis on infectious and parasitic diseases and prob-
lems associated with sanitation, water supply and food secu-
rity. Such differences in mortality profile suggest that India’s
move through the epidemiological transition has been more
spatially and socially variable and lags behind the situation
in China. Other indicators of social and economic transition,
such as education, literacy, fertility rates, GDP, HDI and FDI
also highlight how India lags behind China in development
terms. Encouragingly, both China and India have made con-
siderable progress in reducing mortality and improving the
health of their populations. In the following section, we ex-
plore similarities and differences in the structure, delivery
and financing of health care.

Health care provision in China and India

The structure of health care

Institutional and policy approaches to tackling health
problems in India and China, introduced from the 1950s
onwards, differed markedly from the outset due to differ-
ences in social and political systems (Maru, 1977). In China,
following the founding of the PRC in 1949, health services
became owned, financed and run by the government. In In-
dia, following independence in 1947, the health care system
evolved from a political structure of market-orientated
socialism, with the coexistence of private and public sectors
(Bhalla, 1990).

In practice, health care provision in China and India is
structured upon similar lines, in that both countries adopt
a hierarchical system of provision, with policy decided cen-
trally and administered regionally, in the case of China via
the Provincial Governments and in India via the State Gov-
ernments. In China, the hierarchical structure of health care
in both urban and rural areas is based upon a basic ‘three-
tiered’ model. In rural areas, a network of some 515,000 Vil-
lage Clinics/Health Stations provide basic health services in
almost all villages; operated by several part-time staff, the
clinics also organise public health campaigns, including
immunisation programmes (Meng, Shi, Yang, Gonzalez-
Block, & Blas, 2004). Next in the hierarchy are 44,300 Town-
ship (Commune) Health Centres, which are larger units
with full time doctors providing primary health care and
supervising the public health and medical care services
provided by the clinics (Bloom, 2005). The County Hospi-
tals are larger medical centres with referral and speciality
services representing the final level in the rural hierarchy.
In urban areas, the basic level of health care provision is
the Street Health Station, which has a similar function to
the rural clinic/health station. Next in the urban hierarchy
are the District Hospitals, which provide primary health
care and administrative organisation. The final tier in the
urban hierarchy is the Municipal/Provincial Hospital, which
provides specialist and referral care. The hierarchical health
care system is, in theory at least, designed to provide equi-
table and affordable access to quality health care for all
members of China’s society.

Contrasting with China, the provision of health care ser-
vices in India adopts different modes of operation in rela-
tion to rural and urban areas. In rural India, the
hierarchical structure of health care provision is, like China,
three-tiered. Primary health care is provided via a network
of 142,655 Sub-centres, 23,109 Primary Health Centres
(PHC) and 3222 Community Health Centres (CHC)
(MoHFW, 2006). Unlike China however, where almost all
villages have the basic level of health provision (the village
clinic), the provision of services in rural India is based upon
population numbers. Sub-centres are established per 5000
population (3000 for hill and tribal areas), PHCs per 30,000
(20,000 hill and tribal areas) and CHCs per 120,000 (80,000
hill and tribal areas) (MoHFW, 2006). Sub-centres, staffed
by one male and one female health worker, provide basic
health care, including nutritional advice, family welfare,
immunisation, diarrhoea control and control of basic infec-
tious diseases, as well as the provision of basic drugs. The
PHCs are staffed by a trained doctor and other health care
staff and are the referral unit for six Sub-centres, they
also have between four and six beds for patients. The PHC
is effectively the point of contact between the rural com-
munity and the medical physician and provides curative
and preventative health care as well as family services
and health promotion. The final level in the rural hierarchy
is the CHC, which is staffed by four medical specialists (sur-
geon, physician, gynaecologist, paediatrician) and a number
of medical support staff. The CHC is the specialist referral
centre for four PHCs and provides facilities for emergency
obstetric care; each CHC has around 30 beds, operating fa-
cilities, X-ray and laboratory services. There are also a num-
ber of District Hospitals which provide specialist and acute
care to both rural and urban residents. The focus of urban
health care is the Urban Health Post, of which there are
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871. Staffing and facilities available at each post is based
upon the size of the urban population served, but generally
most health posts have a doctor, nurse, midwife and addi-
tional health support staff. The health posts also provide re-
ferral to Urban and District Hospitals for specialist and
acute care. In addition to the Health Posts, a network of
1083 Urban Family Welfare Centres (UFWC) provide family
welfare services, including provision of contraceptives. The
2002 National Health Policy (MoHFW, 2002), acknowledg-
ing the increase in the size of the urban population, recog-
nised that health care provision in urban areas was
seriously underdeveloped and lacking in co-ordination
and structure. Thus, a two-tiered hierarchical network of
service provision was proposed, with the basic level being
the Primary Centre, providing medical care, drugs and re-
ferral to the second tier of provision provided by Govern-
ment Hospitals.

India has a severe problem providing even basic health
care to urban slum dwellers, which represent a large and
growing proportion of the urban populace. In many areas,
health posts have become hospital-based facilities which
do not cater to slum residents (Kapadia-Kundu & Kanitkar,
2002). For example, it is estimated that in Maharashtra –
the state with the largest number of slum dwellers –
some 40 million people lack access to primary health care
(Kapadia-Kundu & Kanitkar, 2002). Thus, the poorest and
most vulnerable members of society lack fundamental
health care coverage, creating a self-perpetuating cycle of
poverty and disadvantage. Clearly, much needs to be done
to meet the health needs of India’s burgeoning slum popu-
lation, a problem acknowledged by Government (MoHFW,
2002), although the suggested solution of providing one
primary health centre per 100,000 urban population is lim-
ited (Kapadia-Kundu & Kanitkar, 2002).

Provision of primary health care varies greatly between
China and India. Whilst China has a vast network of over
half a million Village Health Clinics providing primary
Table 6
Numbers of doctors and hospitals in China and India, selected dates 1952–2001

Year China

Doctors Hospitals Doctors
per 1000
population

Hospital be
per 1000
population

1952 52,000 – 0.74 0.28
1962 120,000 – 1.02 1.03
1985 602,000 59,614 1.33 2.11
1990 1,058,000 62,454 1.54 2.30
1991 1,065,000 63,101 1.54 2.32
1992 1,079,000 61,352 1.54 2.34
1993 1,115,000 60,784 1.55 2.36
1994 1,159,000 67,857 1.57 2.36
1995 1,186,000 67,807 1.58 2.34
1996 1,207,000 67,964 1.59 2.34
1997 1,236,000 67,911 1.61 2.35
1998 1,247,000 67,081 1.60 2.33
1999 1,293,000 66,935 1.67 2.39
2000 1,330,000 66,509 1.68 2.38
2001 1,364,000 65,424 1.69 2.39

% Increase 2500% 10% – –

Source: China, China Statistical Yearbook 2002; India, Ministry of Health and F
mohfw.nic.in/NHA%202001-02.pdf, Accessed 07.11.06.
care in nearly all villages, India has a much smaller number
of rural Sub-centres, each providing the first point of basic
health care contact for some 5000 people. The huge dispar-
ity in provision of primary care facilities is also evident
from data on the ratio of health workers (such as qualified
medical doctors) and hospital beds to population (see
Table 6), although since the 1950s both countries have
seen a massive growth in the numbers of doctors and hos-
pitals. In China, there were just 52,000 doctors in 1952, in-
creasing to 1.3 million in 2004. By contrast, India had
slightly more doctors in 1952 (61,800), but the increase to
just under 600,000 by 2004 was less dramatic compared
to China. The number of hospitals in China and India also in-
creased over this time, although there is now a four-fold dif-
ference in the numbers of hospitals in China compared to
India. The ratio of doctors and hospital beds to the popula-
tion is startlingly higher in China, where there are currently
1.69 doctors and 2.39 hospital beds per 1000 population
compared to just 0.56 doctors and 0.88 beds per 1000 pop-
ulation in India (see Table 6). The low per capita numbers of
doctors and hospitals in India indicates a problem of re-
source scarcity: it is estimated that up to 135 million people
do not have access to health services (Purohit, 2001).

There is a large degree of variation in access to health
care within both China and India. Bhalla (1990) estimates
that in 1983 China had 3.71 doctors and 4.84 hospitals
beds per 1000 population in urban areas, compared to
0.82 doctors and 1.48 hospital beds per 1000 population
in rural areas. This bias in provision in favour of urban areas
remains today, where latest official data shows 1.80 doctors
and 3.51 hospital beds per 1000 population in urban areas
and just 0.67 doctors and 1.42 hospital beds per 1000 pop-
ulation in rural areas (MoH, 2005). India has a similar bias
in favour of provision of health care in urban areas; official
data showing just 0.04 doctors per 1000 population in rural
areas compared to 1.90 in urban areas (MoHFW, 2005a),
a ratio that exceeds provision of urban doctors in China.
India

ds Doctors Hospitals Doctors
per 1000
population

Hospital beds
per 1000
population

61,800 2,694 0.17 0.32
83,700 3,054 0.19 0.57

308,200 7,369 0.41 0.84
378,700 11,079 0.46 0.97
393,600 11,571 0.47 0.97
409,700 11,174 0.48 0.95
426,500 13,692 0.49 0.97
442,600 14,867 0.50 0.95
459,700 15,033 0.51 0.94
477,600 15,097 0.51 0.93
496,900 15,170 0.52 0.94
514,800 15,188 0.53 0.93
535,600 15,501 0.55 0.93
555,100 15,888 0.56 0.92
575,600 15,622 0.56 0.88

831% 479% – –

amily Welfare, 2001, National Health Accounts: India 2001–2002. http://

http://mohfw.nic.in/NHA%202001-02.pdf
http://mohfw.nic.in/NHA%202001-02.pdf
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The provision of hospital beds is also higher in urban areas,
which have 1.02 beds per 1000 population compared to
a ratio of just 0.15 in rural areas (MoHFW, 2005a).

Public health care: differentials and similarities

A striking feature of health care policy in post 1949
China was a clear understanding that preventative medi-
cine should take precedence over therapeutic medicine,
enshrined in the First National Health Congress in 1950
(Hesketh & Zhu, 1997). Through co-ordination by the cen-
tralised Academy of Preventive Medicine, many public
health initiatives, including tackling schistosomiasis
through snail eradication, were undertaken by a network
of public health institutions operating via a hierarchical
structure. The focal point of this strategy remains a network
of 3600 anti-epidemic stations, which monitor epidemics,
organise campaigns and manage environmental health in-
spections at the provincial/ county levels; a further 1800
specialist institutions deal with specific diseases such as
schistosomiasis, TB and hepatitis (Liu & Mills, 2002). Town-
ship Health Centres and clinics hold responsibility for pub-
lic health care at the local level.

In India, the centralised MoHFW is responsible for
implementation of public health programmes, including
prevention and control of infectious diseases (MoHFW,
2006). Operational responsibility for these activities is de-
volved to State Government, and implemented through
the network of health care facilities. It was not, however,
until the 1983 National Health Policy (MoHFW, 1983) that
health policy acknowledged the weakness of the curative
model of health care, moving towards an integrated ap-
proach to medical education, primary health care and
health promotion that placed an emphasis on prevention.
Although laudable in principle, the reality was less success-
ful in implementation at the local level, and the emphasis
remains curative as opposed to preventative (MoHFW,
2005b). There is also a sense that many of the national pub-
lic health programmes operate separately from each other,
in what are essentially inter-linked areas. For example, the
MoHFW (2006) lists numerous infectious disease pro-
grammes, including the National Vector Disease Control
Programme, National Leprosy Eradication Programme, the
revised National TB Control Programme and the Integrated
Disease Surveillance Project. Many of these programmes
have overlapping responsibilities. The National Rural
Health Mission (NRHM) was established in 2005 to im-
prove primary health care in rural areas and coordinate
public health programmes in infectious disease monitor-
ing/control whilst addressing issues related to sanitation,
water quality, nutrition and health promotion (MoHFW,
2005b). The plan will train some 250,000 volunteer women
health activists to advise people on sanitation and health
issues, provide basic primary care for diarrhoea and minor
injuries and escort people to health centres (Mudur, 2005).
Whilst these developments are welcome, there is some
concern over funding levels (Mudur, 2005). It is clear that
India’s preventative public health infrastructure is cur-
rently underdeveloped and under-resourced.

China and India have a long history of utilising tradi-
tional medical practices and both countries have had
considerable successes linking Western biomedicine with
more traditional ethnomedicine (Neumann & Lauro,
1982). The Chinese government of 1949 aimed to improve
population health by combining Western techniques with
traditional methods (Cook & Dummer, 2004) and West-
ern-style doctors were encouraged to also learn Chinese
medicine. In Chinese medical schools, teaching now in-
cludes scientific methods and traditional practices, includ-
ing herbalism and acupuncture, and traditional countryside
healers are also trained in hygiene and scientific practices
(Neumann & Lauro, 1982). Similarly, India has a well-estab-
lished traditional medicine system: Ayurveda (the ancient
indigenous system) and Unani (based upon Greek tradi-
tions and brought to India some 700 years ago); both still
provide health care for large proportions of the population
(Neumann & Lauro, 1982). China’s barefoot doctors were
established in the 1950s to work at the commune level,
they gained basic training in sanitation and hygiene as
well as traditional herbal remedies and medical practices,
including acupuncture (Porter, 1997). The barefoot doctors
reached a ‘heyday’ in the 1970s, with 2 million practi-
tioners, although their numbers have declined steadily
since (Cook & Dummer, 2004). India devised a similar sys-
tem in 1977 by establishing a programme to train village
residents as community health workers in order to provide
basic health care to rural people (Leslie, 1985). Like the
barefoot doctors, the community health workers were
trained in preventative medicine coupled with curative
techniques using indigenous and Western practices (Leslie,
1985). However, poor planning and design and a failure to
utilise the extensive network of traditional medical ser-
vices in rural areas, amongst other factors, meant the pro-
gramme was never as successful as the Chinese barefoot
doctors campaign (Leslie, 1985). An important lesson
from the failure of the community health worker pro-
gramme is that whilst it is possible to draw inspiration
from another country (i.e. the barefoot doctors), successful
implementation requires a system tailored to the needs and
culture of local people and pre-existing systems.

Financing health and the role of the private sector

Financing of health care is markedly different in China
and India. The health infrastructure developed by the PRC
until the 1980s was mostly government owned and fi-
nanced. By adopting a centralised and state-owned ap-
proach, and pioneering a range of health insurance
schemes, China provided near universal access to quality
health care for its entire population (Gao, Tang, Tolhurst,
& Rao, 2001). In urban areas, two important health insur-
ance schemes were created: the Labour Insurance Scheme
(LIS) and the Government Insurance Scheme (GIS). The
LIS covered workers in state-owned and collective owned
enterprises whilst the GIS covered civil servants, govern-
ment workers and college and university students. In rural
areas, the Cooperative Medical System (CMS) – a com-
mune-based insurance scheme – provided access to health
for rural workers. The CMS financed health care via the col-
lective, with the collective retaining money from its sales to
fund local health services and meet most hospital costs.
During the 1970s, some 90% of the rural population and
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most urban residents were covered by health insurance
(World Bank, 2005). In addition to supporting primary
health care, the PRC has traditionally supported the full
cost of public health, including environmental health in-
spections, infectious disease control, treatment and pre-
vention (Liu & Mills, 2002).

During the 1980s, China’s state funding for health was
reduced markedly: health care policy followed economic
policy and private initiatives and market forces replaced
state funding and control. It was during this period that
China saw the burgeoning of private financing of health
care, something unthinkable in the past. Between 1978
and 1990, central government halved its share of national
health spending from 32% to 15% (Blumenthal & Hsiao,
2005) with responsibility for health care funding devolved
to provincial and local government. This funding favoured
the wealthier coastal and urban provinces at the expense
of the western and rural areas (Blumenthal & Hsiao,
2005). The 1980s saw the break-up of the collectives: as
a direct consequence, the CMS collapsed and by 2003
some 80% of rural workers lacked health insurance (World
Bank, 2005). Whilst the urban population fared slightly
better, 45% of urban residents now lack health insurance
(Wang, Kong, Wu, Bai, & Burton, 2005). Government spend-
ing on the health sector is currently skewed in favour of
urban areas, which receive 3.5 times more government
health money compared to rural areas, despite the majority
of China’s population being rural (MoH, 2005).

The main responsibility for health care provision in In-
dia is devolved directly to states, who provide 90% of public
expenditure on health (Purohit, 2001), although some of
this financing comes through central government grants
for national disease eradication programmes, family plan-
ning and welfare, immunisation and some elements of pri-
mary care provision. In the 1990s, India – similar to China in
the 1980s – adopted a process of economic liberalisation. As
a direct result, funding for health from central government
to the states fell from 19.9% of state expenditure between
1974–1982 to 5.8% (1982–1989) and to just 3.3% between
1992 and 1993 (Purohit, 2001). The poorest states were
hit hardest by this decrease in funding. Consequently, the
entire country experienced growth of the (already exten-
sive) private health care sector, as well as a move towards
fee paying in many of the public run institutions. Health in-
surance in India is also woefully inadequate and severely
limited in coverage; for example, estimates of the popula-
tion covered by any form of health insurance range from
10% (MoHFW, 2005a) to as low as 3% (Devadasan, Ranson,
Van Damme, Acharya, & Criel, 2006). The coverage that
does exist is mostly limited to civil servants and employees
in the formal sector (Devadasan et al., 2006).

As noted, the private sector has always played a signifi-
cant role in health care in India, whereas in China the
growth of the private sector has been relatively recent. In
India, the private sector provides almost 80% of the health
care services (MoHFW, 2005a), resulting in two-thirds of
all households normally using the private sector for their
health care (IIPS, 2000). Indeed, two-thirds of India’s hospi-
tals are privately owned. Economic reform in China in the
1980s, specifically the redefinition of health institutions
as economic bodies as opposed to welfare entities (Liu &
Mills, 2002), resulted in the privatisation of many hospitals
and the marked growth of the private sector. Around 50% of
village clinics now operate as private enterprises and fee
paying is the norm (Meng et al., 2004).

Health expenditure in India amounts to 4.8% of GDP
(WHO, 2006a), reasonably similar to the 5.6% of GDP China
spends on health (WHO, 2006a). The increasing role of the
private sector in China is highlighted by the large contribu-
tion (63.8%) of private expenditure to the total health ex-
penditure budget (WHO, 2006a). Of this private spending,
some 88% is met by direct ‘out-of-pocket’ payments, with
6% met by private insurance (WHO, 2006a). Thus, there is
an increasing reliance on people having to meet the cost
of their health care from their own finances. India’s reason-
ably high level of spending on health care is dominated by
private expenditure, which accounts for 80% of health
spending or 3.9% of GDP (note this figure included around
2% from external support sources) (MoHFW, 2001). Further,
most private expenditure on health is met by direct ‘out-
of-pocket’ payments (97%), as opposed to private health in-
surance (WHO, 2006a), putting a tremendous strain on the
finances of many people. Public spending on health in India
currently amounts to only 0.9% of GDP, or 20% of the coun-
try’s total spending on health (MoHFW, 2001). Thus, in this
era of rapid economic growth both countries are spending
less public money on health, and are becoming increasingly
reliant on private enterprises and private expenditures.
Policy implications

Previous work on health in China (Cook & Dummer,
2004; Dummer & Cook, 2007) outlined policy recommen-
dations to tackle inequalities in health and health care, par-
ticularly for rural areas, many of which are appropriate for
India. As we have noted, features common to each country
include the existence of a substantial proportion of the
population that is, certainly in terms of health and probably
in other characteristics too, vulnerable. The parameters of
this vulnerability include such variables as poverty,
whether absolute or relative, gender, age, rurality, ethnicity
and, for India, caste. It seems to us that, notwithstanding
the increasing dominance and vocality of the growing mid-
dle classes in each country, policies must be targeted to-
wards this vulnerable cohort. Amending the list in
Dummer and Cook, 2007, p. 14, the implications of this in-
clude the need for:

� Increased state funding for health care provision, public
health and health insurance schemes. The economies of
both China and India are booming: this should not be at
the expense of the poor and vulnerable in each society.
Both governments need to modify their predominantly
neoliberalist economic emphasis to ensure that state in-
tervention in health is a sufficient proportion of GDP. Al-
ready, there are some signs that this may be happening
in China, but there is still a long way to go in this respect.

� Both countries are vast in size and have large rural pop-
ulations in addition to huge urban centres. Thus, the de-
velopment of effective partnerships between different
spatial levels of health provision, from village to city, is
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essential. Health care and public health programmes
must support the rural dweller, not just the city dweller.
Further, urban health care programmes must support
the urban slum dwellers in India and the rural–urban
migrants in China. In both countries, health personnel
and health service provision are predominately urban-
based, and without such outreach many rural popula-
tions and pockets of the urban populace will fall further
behind in access to health care.

� Development of an intelligent evidence-based health
care policy, focusing spatially and socially on the most
vulnerable groups in an effective policy of prevention,
with preventive medicine taking precedence over ther-
apeutic medicine. This would mean, for example, target-
ing such groups as poor rural women, rural elderly,
urban migrant workers and urban slum dwellers, but
not using a broad brush approach, rather a pointillistic
one.

� Encouragement, via ICT, of effective information and
communication networks across each country, to alert
authorities of new infections of communicable diseases
on the one hand, and to transmit effective interventions
to the local level on the other. This can use the growing
ICT resources in each country, both in terms of hard-
ware, software and skilled personnel.

� A new barefoot doctors campaign in each country, to
subsidise, train or re-train barefoot doctors to focus on
primary preventative medicine, including traditional
and modern methods, whether acupuncture and herbal
medicines in China or ayurvedic and other traditional
approaches in India. There are elements of this in each
country but the programmes need to be considerably
expanded to ensure not only that good health practice
reaches remote areas and remote people, but also, that
local health tradition is maintained and developed as
appropriate. In India, however, lessons need to be
learned from the failure of the health care workers cam-
paign in the 1970s that drew inspiration from China’s
barefoot doctors initiative.

Such policies will provide a more equitable and respon-
sive health care system. As we have noted elsewhere, ‘‘de-
spite the economic pressures to reduce funding to vulnerable
groups, ‘policies to improve the poor’s access to quality health
care, education, and infrastructure will also assist in enhanc-
ing their economic contribution’ (Burton, Tseng, & Kang,
2006, p. 12)’’ (Cook & Dummer, 2007, p. 236). In the 21st
Century, ‘Chindia’ (as the two countries taken together
have recently been dubbed due to their similar population
size and impact of globalisation among other factors) will
be a major economic player; hopefully, by adopting policies
such as those outlined here. Chindia will also show that it
can be a major social player, too, providing models of
good health practice from which other countries can learn.

These broad policies, whilst similar, require differences
in emphasis. As we have shown, India’s mortality and dis-
ease profile is in many areas markedly different to China’s
and the funding and delivery of health care varies. In partic-
ular, the emphasis in India on deaths from parasitic and in-
fectious diseases means that a much larger proportion of
the Indian population compared to China live in areas
where the epidemiological transition has not occurred.
Hence, government spending most focus on tackling the
underlying causes of disadvantage and income inequality
for large proportions of its people. These issues are the
entrenched social, economic and environmental conditions
– poverty, poor sanitation and under-nutrition allied to in-
adequate health care – that make people vulnerable to the
diseases of Omran’s (1971) stage one and stage two epide-
miological transition phases. As well as reducing income in-
equality, policy must place emphasis on a health care
system that not only treats illness but also focuses upon
prevention, through vaccination, sanitation improvements
and better food security. Given the size of India’s population
and its geographical distribution, this is a major challenge.

Conclusions and recommendations

This paper has compared and contrasted health patterns
and processes in the two most populace countries in the
world. This comparison is valuable in highlighting similar-
ities in both countries: for example, in terms of persistence
of infectious diseases, both old and new, an increasing over-
emphasis on neoliberal systems of health care provision
and prevention, and socio-spatial inequalities in health
that are deeply embedded. Both countries are changing
rapidly as globalisation impacts upon them, and whilst mil-
lions are being pulled out of poverty, increases in wealth
are not necessarily mirrored by improvements in popula-
tion health or health care. India, in particular, has very
high rates of infant deaths, comparable to some of the
most impoverished countries of sub-Saharan Africa. The
epidemiological transition model is useful for summarising
many of the changes taking place in each country, but we
recognise that modelling such complex patterns and pro-
cesses cannot fully interpret the specific contrasts at the
micro-level. Indeed, recent formulations of the epidemio-
logical transition model do not apply precisely to much of
India, or parts of China, where there are marked inequal-
ities in health and where the transition through stages in
the epidemiological transition model is variable. In this
era of globalisation, such a model does not reflect the
health variability emerging within countries. A limitation
of our analysis is that the statistics have predominantly
been obtainable at the regional level, and while they pro-
vide effective contrasts across each country, the huge pop-
ulation in each unit masks microscale contrasts within each
that would question further the applicability of the epide-
miological transition model.

These two countries represent the forefront of globalisa-
tion in the 21st Century, and both will have a tremendous
impact on the world as the economic powerhouses that
threaten to overshadow the established economies of
North America, Europe and Japan. Their global profile will
only increase as the century continues. We believe that
continued study of these countries can help better under-
stand the nature of health inequalities within economies
in rapid transition. In Chindia specifically, globalisation is
not just promoting wealth and opportunity, it is contribut-
ing to the emergence of diseases of affluence whilst failing



T.J.B. Dummer, I.G. Cook / Social Science & Medicine 67 (2008) 590–605604
to eradicate diseases of poverty. It will take sustained polit-
ical will and social pressure to ensure that the millions fac-
ing disease and shortened life expectancy within China and
India receive a greater share of the growing resources of
each country; if these countries lead the way towards
such redistribution, then the impact both within and be-
yond their borders will be substantial. If China and India
succeed in this challenge, then a new approach to health
policy for economies in rapid transition may emerge, policy
based upon a more equitable distribution of resources, aug-
mented to the local characteristics of individual countries.
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