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CURRENCY EQUIVALENTS

The Chinese currency is called Renminbi (RMB). It is denominated
in yuan (Y). Each yuan is subdivided:

1 yuan = 10 jiao = 100 fen

Exchange rates used in this report are as follows:

1977 $1.00 = Y 1.828
1978 $1.00 = Y 1.661
1979 $1.00 = Y 1.541

WEIGHTS AND MEASURES

Chinese statistics are usually in metric units; in addition,
mu and jin are often used:-

lmu = 0.1647 acres = 0.0667 hectares (ha)
1 jin = 0.5 kg
FISCAL YEAR
January 1 - December 31
TRANSLITERATION

The Pinyin system is used in this report.
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SUMMARY AND MAIN ISSUES

1. China has achieved remarkably low death rates for its income level,
yet it has nonetheless managed to reduce birth rates sufficiently so that its
population growth rate is among the lowest in the developing world. This
Annex provides a descriptive account of China’s success in reducing its popu-
lation growth rate and in improving its citizens’ health. This summary begins
by reviewing the Annex’s treatment of health and nutrition, then population;
it concludes with an overview of the main issues.

Health and Nutrition

2. The determinants of health — as measured by illness as well as death
rates — are much broader than is sometimes supposed. One determinant is
people’s consumption of certain goods and services, including food, housing,
fuel, soap and water, as well as medical care. Another is the health
environment ~ climate, standards of public sanitation, and the prevalence of
communicable diseases. A third is people’s understanding of nutrition, health
and hygiene.

3. Chinese health policies reflect an unusually good and early grasp
of these determinants, in combination with a strong commitment to improve the
health of the mass of the people under tight financial constraints. Raising
inc~mes and expanding basic education have in this sense both been part of the
drive for better health, as has been food distribution policy.

4, In the area of health care narrowly defined, Chinese policy has
had three distinctive features. One is a very strong emphasis on preventive
measures and on improving the health environment - by vaccination and
infectious disease vector control, and by strict enforcement of elementary
aspects of private and public sanitation. An important aspect of the preven-
tive emphasis has been a strong ‘vertical’ organization, with central
authorities responsible for campaigns against specific diseases, combined with
effective use of the clinical services in support of preventive measures.

A second has been very wide diffusion of basic curative care - most notably
the barefoot doctors at the team and brigade level - backed up by referral of
difficult cases to better equipped and trained personnel at commune health
centers and county hospitals. Corresponding arrangements exist in urban
areas. A third has been continued reliance on traditional Chinese medicine -
personnel and drugs.

5. There are dnly 2,458 people per (fully qualified Western) doctor in
China, as compared with 9,900 in other low-income countries and about 4,310 in
middle-income countries. The ratio of population to other medical personnel
(including nurses and doctors of Chinese medicine) is even more favorable -
892 excluding barefoot doctors and 365 including them, as compared with 8,790
in other low~income countries and 1,860 in middle-income countries.
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6. In part because the pay of most medical personnel is very low by
international standards, this has been achieved at an estimated total annual
cost of under $§7 per capita, of which $4 is public expenditure. Almost

two thirds of expenditures are for drugs. By the standards of low-income
developing countries, the level of public expenditure is high - it compares
with $2 in India and $1 in Indonesia. But in other low-income countries,
large sections of the population, and in particular the rural poor, have
little or no access to health care, whereas in China coverage of some sort is
virtually universal - a situation found usually only in countries rich enough
to spend many times as much per capita on health.

7. It is not possible to disentangle the relative contribution of the
health care system from that of the other factors mentioned, but there can

be little doubt that it has played an important part in the tremendous impro-
vements in health that have occurred since the revolution. Life expectancy
(which is determined mainly by infant and child mortality rates) is estimated
to have risen from 36 years to 64 years over the past three decades. The
incidence of disabling as well as killing diseases such as schistosomiasis,
malaria, tuberculosis, trachoma, plague and cholera has been drastically
reduced. Case fatality rates have also fallen sharply - in measles, from
6.46% in 1950 to 0.66% in 1979.

8. Progress of this sort has also been made in other developing coun-
tries - even the low-income ones, where life expectancy is estimated to have
risen from 35 years in 1950 to about 50 years in 1978. But the advance has
been much faster in China (a gain of 28 years in life expectancy, as compared
with an average of 15), and thus the level of life expectancy in China at the
present time is well above the average not only for low-income but also for
middle-income countries (61 years). Indeed, China’s life expectancy is some
16 years greater than would be expected (on the basis of cross-country
comparisons) in a country at its income level.

9. Nonetheless, although gains have been impressive, available data
indicate that in poorer provinces of China life expectancy is 10 to 13 years
less than in Shanghai. Furthermore, data on causes of death indicate that
while China’s pattern is beginning to look more like that of a high-income
country (with cancer and circulatory diseases increasingly important), many
millions still die of the more easily preventable diseases of low-income
countries.

10. Little of China’s gains can be attributed to climatic differences
between China (which is half-temperate) and other low-income countries (which
are nearly all tropical): cold is a hazard to health, especially among
children; China’s life expectancy in 1950 appears similar to that of other
low-income countries; and life expectancy today in nontropical low-income
countries such as Nepal and Afghanistan is well below the low-income average.
Instead, on the basis of evidence from other developing countries, the main
contributors to China’s superior performance are probably fourfold. First,
the food rationing system has almost eliminated acute malnutrition, which
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appears to contribute to between one third and two thirds of all child deaths
in other developing countries. Second, near-universal basic curative and
preventive health care has greatly reduced the incidence and fatality rates of
common respiratory and diarrheal diseases — which remain major killers in
other developing countries (as well as in poorer parts of China). Third,
widespread primary education, especially of women, has contributed to improved
nutrition and health practices in child-rearing. Finally, lower fertility
rates create conditions conducive to the health of mothers and children, and
China“s population policies have thus had important health benefits.il

11. Within China, despite the near universality of basic coverage,
health and health care facilities are unequally distributed. Urban areas are
better provided for than rural areas. Similarly, within rural areas, the
quality of health care provided at the commune and subcommune levels varies
according to income, with some of the poorest brigades and teams having
reportedly cut back their provision of services in recent years. These
variations are smaller than in most other developing countries, but they are
nonetheless a cause for concern.

12, Average food consumption in China at the present time compares

well with other developing countries. Food energy consumption, at 2,441 calo-
ries per person per day and 103% of estimated requirements, is above that of
India and the average for all low-income countries (both around 2,000 calories
and 91%7), and not far below the average for middle—-income countries (2,600
calories and 108%Z). The 1979 level represents a substantial improvement from
the 1957 level of approximately 2,020 calories; almost all this improvement
has taken place subsequent to 1977 due to sharp increases in food production.
Protein availability per person is also above that of many low—income
countries, though below that of such middle-~income countries as Korea and
Mexico. The evidence suggests, however, that the Chinese dlet contains an
unusually low proportion of meat and fats.

13. But as research on nutrition has increasingly made clear, the extent
of malnutrition in a country is only weakly related to its average food con-
sumption. Of far greater importance 1s the way in which food 1s distributed,
and in particular the relative consumption levels of lower income groups. In
this regard, China is way ahead of all but a tiny handful of developing
countries — either low-income or middle-income.

14, In urban areas, staple foods have consistently been rationed in the
usual way with monthly entitlements that vary with age, sex, and occupation,
but which appear to provide for an adequate (though spartan) level of consump-
ption. These have to be purchased, but prices have been such in relation to
incomes that the great majority of households (and by now virtually all of
them) have been able to afford their full allotment.

Ll For further discussion of the issues in this paragraph, see World
Development Report 1980, pages 53-57.
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15. In rural areas, the Government has guaranteed to sell enough grain
to households to make up any gap between the amount of grain distributed as
income in kind by their teams and a floor level of 200 kg (of unprocessed
graln) per person per year in rice-growing areas and 150 kg in other areas.
Again, this ration has to be purchased, but loans and social relief grants are
made available where necessary. Rural meat rations, however, are only a
quarter to a half of those in urban areas. The floor level, it should be
emphasized, is low — equivalent to about 1,400 calories per day for the rice
ration and several hundred calories less than that for the mixed grain ration.
But it is almost invariably supplemented by food grown on private plots or
purchased with money income from collective or private activities (though
until recently grain could not be privately traded).

16. Detailed data on the distribution of food intake per person are
unavallable. But two sorts of evidence strongly suggest that the Chinese
system has, as mentioned earlier, virtually eliminated the acute malnutrition
that is common in many developing countries (and that unquestionably contri-
butes to early death, ill health and other physical suffering, and mental
retardation). One is the high level of life expectancy mentioned earlier,
which 1is associated with an infant mortality rate of 56 per thousand (as
compared with 100~200 in other low-income countries).

17. The second sort of evidence concerns the height and weight of

school children. Although anthropometric data of this kind are generally
biased by lower school attendance among malnourished children, enrollment
rates are very high in China. It is thus significant that in the rural and
urban schools surveyed, there appeared to be almost no acute malnutrition, as
measured by abnormally low weight for height (known as "wasting”). It is also
significant that the proportion of children who are chronically malnourished
(as measured by abnormally low height for their age, known as “stunting”) even
in rural schools in the very poor province of Gansu 1s below that of Asian
countries at comparable income levels.

18. However, the anthropometric data do indicate that a substantial
proportion of Chinese children are stunted, and that there are major diffe-
rences In this regard between poorer and richer parts of the country. Among
children aged 3-10, only 57 are stunted in urban areas (less than 27 in
Beijing), and this proportion appears to have declined substantially since
1958; but in rural areas, the proportion is anything from 20% to 35%, with the
highest proportions in the areas with the lowest personal incomes. (The trend
of rural malnutrition over time is not known, although the necessary data were
collected in 1959.) The adverse effects of low height - by the standards of
rich countries - on mental development and other aspects of personal well
being are incompletely documented. But the same Chinese data indicate that it
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slows individual children”s progress in school. The Chinese Government,
moreover, has recently expressed concern about malnutrition in rural areas.il

Pogulation

19. No sccount of elther growth or poverty in China can overlook the
near—doubling of population since 1949 (when it was already over 500 million).
By the end of 1980 China”s population (excluding Taiwan) was 982.6 million.

As in other developing countries, the death rate has fallen rapidly. But the
crude birth rate, after declining in the 1950s, rose to a peak of 43.6 per
thousand in the mid-1960s, when population was growing at a rate above 3% a
year. Over the whole period 1949-79, the average annual population growth has
been a little under 2%, similar to other developing countries. Since 1965,
however, the h'rth rate has almost halved - a decline faster than that
recorded in any other country. As a result, and Gespite a remarkably low
death rate, population growth (1.19% in 1980) is now extremely slow by
developing country standards though above that of industrialized countries.
The Chinese plan is to reduce the growth rate still further with the goal of
limiting total population to 1.2 billion in the year 2000. While this objec-
tive may be overly hopeful, past success in fertility limitation suggests that
it is not unreasonable to expect the Chinese to come close to that goal.ig

20. The officilal estimates for birth and death rates and for population
growth show slight inconsistencies,ii but even if birth and death rates are
adjusted upwards to eliminate the inconsistency to 21.1 and 7.8 per thousand
respectively in 1979, they are both very low by comparison with other
developing countries. The contrast is particularly striking when income is
taken into account. In general, the birth rate tends to be lower, the higher
a country”s per capita GNP - the lowest rates being in the industrialized
countries, the highest in the poor countries of sub-Saharan Africa and the
Indian subcontinent. China“s birth rate, however, is less than half what
would be expected in a country of its income level; it would appear normal in
a country with several times China“s income.

Ll Micronutrient deficlencies appear less serious in China than in many
other low-income countries. But mild anemia (caused partly by inadequate
iron in the diet, partly by hookworm infestation) is widespread. Rickets,
goiter and Keshan disease (caused respectively by vitamin D, iodine and
selenium deficiencies) also affect significant proportions of the popu-

lation, and have been the subject of government campaigns and research.

/2 In late 1979 the goal of population policy had been to achieve a zero
population growth rate by 2000; this goal, which is much more ambitious
than limiting the population total to 1.2 billion, appears to have been
put aside.

/3 The quality of demographic data available concerning China is improving,
however, and a census currently scheduled in July 1982 should greatly
improve the core data base.
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21. One reason for China’s unusually low birth rate is its unusually
low death rate, and in particular the low rate of infant mortality, which
reduces the number of children that a mother needs to bear in order to
attain any given desired family size. Another reason is the unusually

high proportion of people - and especially women — with at least some primary
education, which has been shown by research in other countries to alter
attitudes concerning family size and the use of modern contraceptives. But
these factors cannot account for the speed with which fertility has recently
declined in China; nor are they sufficient to explain the low level it has
reached. An important additional cause is the Government’s birth planning
policy.

22. In this regard, as in others, there have been various changes in
direction. In 1956, following the 1953 census, the Government announced

a policy of promoting late marriage and birth limitation, but this was soon
replaced by ideological polemics against population control during the Great
Leap Forward, which started in 1958. Although attempts were made to reintro-
duce the birth planning program during the 1960s, it was not until the end of
the decade that the program was resumed, expanded and intensified.

23. Since the early 1970s, however, China has had one of the world’s
most active and effective fertility reduction programs. Contraceptives are
universally available and free, as are abortion and sterilization. There has
been a successful effort to raise the age of marriage. Study groups in com—
munes and brigades (and at analogous levels in urban areas) set birth quotas
and allocate births to couples in a particular order. And since 1979, there
has been a campaign to promote the one—child family.

24, The program owes its effectiveness partly to the commitment with
which it has been pursued by officials at all levels, but also to two sorts
of incentives and disincentives. The first is economic - paid vacations or
work points for undergoing planned birth operations since the early 1970s,
and more recently, in some provinces, financial allowances and priority in
education, employment and housing for couples who pledge to have only one
child, combined with financial penalties for those who have more than two
children. The second is social: intense efforts are made to influence
couples to conform with the birth planning policy, both through the media and
(more important) through discussions between couples, local officials charged
with implementing the policy and other local people.

25. As in most other developing countries, there are as yet compara-
tively few old people in China - about 5% of the population is over 65,

by comparison with 16%Z in Sweden. The proportion of the population under 15
(about 35%) is likewise much greater than in the industrialized countries
(typically around 25%); but, due largely to the decline in fertility in the
1970s, it is at the low end of the developing country spectrum. As a result,
the ratio of population of working age to total population - an important
influence on per capita income - is about 60% in China, as compared with 56%
in India, 51% in Mexico, and 667% in the USA. Of those of working age,
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moreover, soze two thirds are actually working - a high proportion by
international standards, and one that has risen significantly in the past
three decades.

26. Of ficial estimates put the urban population share at 13% in 1979 -
very similar to the proportion in 1953, and much lower than the proportions in
other developing countries (India, 22%; Indonesia, 20%; all low-income coun-
tries, 21%; all middle-income countries, 51%Z). The low growth and low current
share of urban population in China may be to some degree attributable to a
current definition of "urban” that is somewhat different from that of most
other countries and that used in China in the 1950s. But they undoubtedly
also reflect the policy of "industrialization without urbanization” pursued
fairly consistently since about 1957. Communes and brigades have been
encouraged to establish industries of all kinds in rural areas (which cur-
rently account for about 10% of total industrial production); and migration

to urban areas has been restricted by the Government.

27. Migration policy has in fact varied over time. During the Great
Leap Forward (1958-60), large numbers of rural people were encouraged to
come to work in urban industry, but returned to the countryside during the
subsequent economic difficulties. Restrictions on migration were then
tightened, and indeed during the period of the Cultural Revolution (1966-76)
several million urban people (especlally the young and the politically
discredited) were sent into the countryside, though there was also movement
in the opposite direction. Since 1977, however, most of those sent to rural
areas have returned, and it remains difficult for rural people to leave their
communes with the exception of the few who manage to obtain a university or
technical secondary education, or who were able to find employment outside
their communes (usually in coal mines or the army).

28. Less is known about migration between rural areas, although it too
has been regulated by the Government. There appears, however, to have been no
ma jor change in the geographical distribution of population: as in 1949,
about 95% of the population lives in the eastern half of the country.

Issues: Health and Nutrition

29. Health. Several important classes of decisions face the Chinese
leadership concerning health policy. These include: How rapidly (and

where) should they expand hospital facilities, and how should they equip

(or re—equip) new and existing facilities? How much should inequality in the
provision of health services be reduced? What types of training (pre- and
in-service) should be provided to health care practitioners? What pharma-
ceuticals should be produced, how should they be priced, and who should
control their use? (Decisions concerning pharmaceuticals are of particular
imporﬁance given the very high proportion of total medical expenditure that
they account for.) How rapidly should the preventive facilities of the anti-
epldemic stations be refurbished (in the aftermath of the Cultural Revolu-
tion), and what should be their primary tasks in light of changing patterns of
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disease and death? How much assistance should the state provide for medical
care in poor areas, and how much of that should be through the health services
directly and how much through other measures such as improving water supplies
and nutrition levels? What type of data collection and applied research will
contribute most to the evolution of China”s health care policies?

30. The answers to these and other questions will shape the direction of
China”s health sector investments in the coming decade, and this Annex, based
as it 1s on a brief review of the sector, can only suggest insights into some
of the answers. An important observation, however, is that the appropriate
answers to the specific policy questions are highly interrelated and that they
should flow from a general sense of health sector strategy. What, then, are
the strategic options? Four can be considered: consolidation of existing
gservices, extension of geographical equity, improvement of high-level clinical
gservices, and preventive measures directed toward cancer, circulatory, and
pollution-caused diseases.

31. The consolidation strategy would be one of neither expanding the
scope nor changing the broad direction of health services; within existing
budget constraints, increases in efficiency would be sought. An important
aspect of a consolidation strategy is the objective of ensuring that, where
progress has already been substantial, achlevements are not allowed to erode.
This will require continued vigilance and commitment to strong preventive
measures and frequent retraining of health workers, especially primary health
workers such as the barefoot doctors.

32. The geographical equity strategy would seek both to finance and to
provide the material resources required to bring poorer regions of the country
up to health levels now found in richer ones. Limited available data imply
that a substantial fraction of the population retains disease and mortality
patterns much closer to those of typical low-income countries than to the
better-off parts of China. Primary health care policies that have proved
highly cost-effective already in China would likely continue to succeed if
they were more intensively extended geographically.

33. A strategy of improving clinical services would seek to provide
improved curative care for the increasingly frequently seen diseases of high-
income countries, such as cancer and circulatory disease. Physicians and
facilities for handling those diseases are in short supply in China, and
demand for them will steadily increase. Treatment of cancer and circulatory
diseases, however, is relatively expensive - requiring fully trained
physicians and costly drugs and equipment - and relatively ineffective in
terms of prolongation of life.

34, A final strategy is that of improving public preventive measures
against the diseases increasingly prevalent in high-income areas. Some such
measures involve campaigns for improved diet, exercise, and smoking habits;
others might be politically unpopular (e.g., punitive taxes on cigarettes);
still others, like pollution control on factories, can be very costly indeed.




35. Clearly, the last three of these strategies can be simultaneously
pursued, and elements of current government policy point in each direction.
Nonetheless, in a very real sense the strategles are competitors: resources
expendad on one are unavailable for others. Choices must be made, not only
in broad matters of resource allocation, but in specific decisions about
facilities, equipment, training, and research. The requirements for pharma-
ceuticals, training, and research, for example, implied by a strategy of
geographical equity differ substantially from those for, say, a strategy of
improving clinical services. It i1s for that reason that broad decisions of
strategy should precede and inform specific resource commitments.

36. In evaluating alternative strategies, the Government should not

be too quickly or comprehensively seduced by the appeal of Western medical
equipment and technology. Precisely because emotional arguments for the best
in medical equipment are always compelling, it is desirable to be very
hard-headed in evaluating particular proposals. Greater gains in health and
life expectancy are likely to result from investments in consolidating the
existing system and in geographical equity than from investments of the same
amount in costly technology.

37. Nutrition. As in health, the most important advances have already
been made, and acute malnutrition is probably rare. Some disorders due to
micronutrient deficiencles remain, whose treatment is often very cost-
effective, but here also the Government has been active. The outstanding
p:roblem is thus widespread moderate retardation of growth (as measured by low
height-for-age), especlially in the poorer rural areas. This could result from
inadequate diet, from frequent childhood disease or from high energy require-
ments needed to support physical activity in rural areas. At present,
however, not enough 1s known about either the causes or the consequences of
moderate malnutrition in China.

38. As regards the causes, the problem is partly one of food
distribution - some people having to live on or close to the low
state—guaranteed minimum grain supply because their cash income or private
production provides an insufficient supplement. Thus part of the solution
might lie in raising the guaranteed minimum, while making eligibility to
purchase grain from the state contingent on the level of private as well as
collective food production. 1In addition, it would be desirable to increase
grants and loans for food purchase, as well as making more general efforts
to raise the earning power of the rural poor. Likewise, to the extent that
slow growth results from high prevalence of disease, particularly diarrheal
disease, strengthening of rural health services could be important.

39. The fact that moderate growth fallure is widespread in some rural
areas, however, may also be in part due to the composition of the local
diet, and in particular to low intakes of oils and fats (concentrated
sources of calories) and high-quality protein. Insofar as this is the case,
efforts could be made to target quality foods to children during what appear
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to be the vulnerable preschool and early school years. Special low-cost
rations of such foods for the child might be a highly desirable incentive to
include in the incentive package for the one-child family.

40, As regards the consequences of moderate malnutrition, there is
some (including Chinese) evidence that it hinders mental development, as
well as reducing physical strength, but not enough evidence to permit
general benefit-cost analysis of programs to combat it. In particular, no
satisfactory answer can at present be given to the question, "How much
might it be worth spending to make the average Chinese (or Indian or Indo-
nesian) reach the genetically determined potential of his growth in height?"

41, At the least, however, further efforts to attack the distri-
butional and health causes of malnutrition have a relatively strong claim on
government resources., It should be stressed, however, that little is known
at present about the extent and causes of malnutrition in China, nor about

its detailed geographical pattern, and applied research on these subjects

can be an invaluable guide to policy. In this connection, the nationwide
dietary survey scheduled for 1982 could provide an extremely useful data base.

Issues: Population

42, The World Bank’s "intermediate" projection of the Chinese population
is based on a 1979 estimate of 2.75 for the total fertility rate (i.e. the
expected number of children a woman will bear during the course of her
child-bearing years), and on the assumption that fertility will decline to
replacement level between the years 2000 and 2005. (Even if fertility
declines to the replacement level, however, the population would continue
growing for many years because of the disproportionate number of women
entering childbearing age.) Under these assumptions the Bank’s intermediate
projection is of a population total of 1.24 billion in the year 2000 - only
slightly above the Chinese goal of 1.2 billion. For the Chinese to reach
their goal, however, simulations suggest that much more substantial fertility
declines between 1980 and 2000 will be required than are assumed in the Bank’s
intermediate projection; the total fertility rate would need to decline to 1.6
rather than 2.2, The more rapid fertility decline implicit in attainment of
the Chinese goal has important implications for the size of the labor force
and school age population after the year 2000, but the effects are small
before then. Even reducing the total fertility rate to 2.2 by the year 2000
will, however, take a sustained, substantial effort and at least moderate
success in implementing the one-child family policy. Policles concerning
fertility limitation are thus of high importance.

43, The central question is whether and at what cost the goal of lower
fertility over an extended period of time can be attained. Three aspects of
this question are pertinent. First, even with economic incentives, will rural
parents restrict fertility further - to one child - without alternative
guarantees of support in old age? And what sort of guarantees would be
credible to parents? Second, will the poorer provinces be able to finance a
system of financial incentives to discourage births? And third, will efforts
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to increase productive efficiency - e.g. by removing restrictions on labor
migration - weaken the tightly-knit system of community pressure, reinforced
by common awareness of local land scarcity, that now backs up the goals of
birth planning?

44, Though for society as a whole, the increase in the support burden
represented by the elderly is not unmanageable, parents today are likely to
seek a guarantee of security in old age that is closer to home. In this
respect, it is important to distinguish between urban and rural areas in terms
of the incentives for having large families. Only for the 10 to 15% of the
population working in urban areas is there presently a system of employer-
provided social security. 1In rural areas there 1s no such system, except in a
few well-off communes. In peasant societies, children have always been the
best insurance against both near—term difficulties as well as long-term needs.
This is surely still the case throughout most of rural China, where not only
is there no regular system of old-age security, but no formal system of sick
leave. Large families can spread the risks of sickness, poor agricultural
harvests (if some members can work in nonagricultural jobs, or work in other
communities) and other work interruptions. This is particularly the case in
poor communities; the poorer the group as a whole, the less can any individual
count on communal beneficence in bad times.

45, Moreover, the security children provide to parents in old age

does not come at a high current monetary cost, at least to rural parents. At
about age 11 many children begin earning workpoints, at about 50% the adult
rate, and at about age 12 they are counted as adults in the allocation among
households of food rations.

46. The problem is exacerbated by the continuing disparity, in terms
of future support, in the value of sons and daughters. Despite efforts of
the Government to raise the status of women, and to exhort parents to value
daughters as much as sons (e.g. "women hold up one-half of the sky"), the
reality is still that sons provide a better guarantee of future support. A
survey of one-child households in Anhui province indicated that of omne
thousand children of holders of one-child certificates (indicating they have
pledged to have no more children), 607 were male and 393 female, indicating
the importance to parents of having a son.il (Such a result also raises the
difficult issue of the long-run effect of giving priority, in education and
employment, to only children, should it turn out that a high proportion of
only children are males.) Preference for a son, particularly if there is to
be only one child, is not surprising. Marriage in most of rural China is
still patrilocal, i.e. women at marriage move to their husband”s village;
under these circumstances, parents cannot anticipate that daughters will be
able to provide financlal, or even emotional support. Females in rural areas
reportedly receive only about two thirds of the number work points that men

/1 "A Survey of Single-Child Families", Anhui Population, Population
Research Office, Anhui University, no date.
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receive for the same time worked; and women are reportedly much less likely
than men to receive the prized nonagricultural jobs in commune enterprises.
Women, by necessity and by government encouragement, now work extensively in
agriculture, but because agricultural work is the least well paid, women~s
income remains lower than men”s in rural areas. In addition, because
agricultural work is relatively easily combined with child rearing - in part
because it is easy to work less than full-time and in part because the work is
close to home — such work is probably not a disincentive to having many
children.

47. Two policy questions thus are: Should the Central Government
encourage the establishment in rural areas of more formal systems of old-age
support, and help finance them? And should the Government consider imposing
on production teams in rural areas regulations to guarantee equal pay for
equal work to women and men, and equal access for women to nonagricultural
jobs?

48. If further reductions in rural fertility are to be encouraged by a
system of locally-financed incentives, problems of cost raise the question

of whether poorer areas, where fertility is systematically higher, will be
able to finance such incentives. Calculations indicate that at the national
level, even if all women who enter childbearing years between now and the year
2000 had only one child, the cost of providing a wage or workpoint subsidy of
between 5 and 10%Z would be less than 1% of estimated 1980 GNP./1 But if such
subsidies are completely financed locally, the burden in poorer areas will be
relatively greater. The issue is how much local areas can afford and whether,
without support from the center, financial incentives can be implemented in
the areas where they are most needed to discourage births. The financing of
incentives seems a particularly pressing issue, given that even what is viewed
as acceptable pressure to keep births down has been used as much as possible
already at the local level. (There are scattered reports of "excesses” and
coercion in implementing birth planning goals; and there are recent discus-
sions in public sources of the problem that statistics, including those on
births, have occasionally been falsified by local party officials.)Lg

49. One factor that may have encouraged smaller family size, or at

least provided a rationale for a community goal of reducing family size, is
pressure on land. With migration to urban areas severely restricted, the
implications of high fertility are obvious, both for the family of many
children, among whom private land plots must be divided, and for the community
of many neighbors” children, who will need to be absorbed into the community
workforce, further reducing the marginal product of labor. This is in

See Appendix Table A.19 for examples of incentive systems now in place.

11

13_ For example, see Sun Yefang, "Consolidate Statistics Work, Reform the
Statistics System,” Jingji Guanli No. 2, February 15, 1981 (quoted in
Foreign Broadcast Information Service, March 26, 1981).
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contrast to the situation in most poor countries where parents may believe
that additional children increase the probability that at least one will
obtain regular work in an urban area, a windfall that could enable that one to
support the rest. A loosening of the policy of restricted migration - which
may follow if there is more investment in light industry, in textiles and in
manufactured goods for export - would of course reduce the importance of this
one incentive for fewer births in rural areas. Though migrants to urban areas
would presumably adopt the lower fertility of urban residents, only extremely
large migrant flows would change the proportion of the population becoming
urban enough to offset any increases in rural fertility.

50. In addition to the above three direct policy issues relevant to
birth planning, there are two related points that should be considered. The
first is that adequate medical technology is required for IUDs, steriliza-
tions, and abortions, and that strengthening the medical system in areas
now poorly served is probably important to continuing fertility reduction.
This is an important factor in considering the merits of the "geographical
equity” strategy for continued health sector investment. The second point
concerns the importance of improved data collection and applied research;
with further fertility reductions likely to be increasingly difficult, it
will be important both to have the data with which to assess progress and
the research tools for identifying the most cost-effective interventions.






1. INTRODUCTION

1.01 This Annex deals with China’s policies, and its considerable
achievements, in two areas of human development. One concerns the size of
the population, its growth rate, and its geographical distribution. The
second concerns the population’s physical well-being, its health and nutri-
tion. A third major area of human development - education and training - is
treated separately in Annex G. China’s post-revolution leadership has
consistently placed high value on improving health and nutrition standards,
though the relative emphasis on preventive and curative and rural and urban
services has changed with time. Policy objectives toward population
limitation evolved more slowly but are now well-established.

1.02 In consequence of the policies it has followed, China has achieved
remarkably low death rates for its income level, yet it has nonetheless
managed to reduce birth rates sufficiently so that its population growth
rate is among the lowest in the developing world. This Annex describes and
attempts to account for China’s success in reducing population growth and in
improving its citizens’ health. It begins with health, discussing declines
in mortality, morbidity and malnutrition, and the circumstances and policies
that led to those declines. It then turns to discussion of the size and
growth of the population and the factors that have led to China’s remarkable
decline in fertility. Despite these successes, however, important problems
and issues remain; these are discussed in the preceding summary section.

1.03 Analyses of progress in health and population are necessarily based
both on epidemiological and demographic data and on complementary data
concerning the resources, utilization, and distribution of health and birth
planning services. The pages that follow are based on available data,
including relevant data assembled by the mission, but it is importamnt to
note at the outset that important data gaps exist and available data are of
uneven (and often unknown) quality. A particularly critical data gap is the
virtually complete absence of information on morbidity, infant mortality,
and life expectancy in poor regions; the absence of such data can lead to
underestimation of the magnitude of remaining problems. The quantity and
quality of data available to outside analysts is nonetheless improving
rapidly, though the Cultural Revolution period has left enduring limitations
on the data gathering and analytic capacities of all parts of the Chinese
Government; these problems, and the operation of the statistical system in
general, are discussed in Annex A.



2. HEALTH AND NUTRITION

2.01 This section begins by reviewing evidence on current mortality,
morbidity, and nutrition levels in China and how they have evolved in the
past 30 years. It then turns to discussion of the reasons for this progress
- in terms both of health sector policy and of the changes in other aspects
of the environment that affect health. It closes with a brief description
of the institutions in China for health services delivery and an assessment
of thelir costs.

A. Post-Revolution Achievements and Current Status

2.02 Mortality. Figure 1 illustrates China”s success in improving its
population”s health with a comparison of life expectancy there with the norm
for other low income countries. Life expectancy 1s perhaps the best single
indicator of a country”s health status,/l and the dramatic declines in death
rate that followed the revolution of 1949 have pushed China“s life expectancy
to a level that would be expected of a country with several times its per
capita income. China”s estimated life expectancy of 64 years/2 far exceeds
the 50-year average of other low—income countries and is even noticeably
better than the 6l-year average for middle-income countries. There is,
however, substantial variation in estimated life expectancy across provinces -
from 59 years in the mid-1970s in Guizhou to 72 in Shanghai municipality
(Appendix Table A.11) - and in the provinces with lower life expectancies
continued reduction in mortality rates remains an important health goal.
Elsewhere the currently high levels of life expectancy suggest the difficulty
of substantial further improvements; future health gains are likely to come at
higher cost, and to emphasize reductions in morbidity and improvements in
nutrition more than reductions in mortality.

/1 TFigure 1 is based on life expectancy rather than death rates. Crude
death and birth rates (that is, the number of births and deaths per
thousand population per year) only partially reflect individual levels
of mortality and fertility, as each is affected by the age distribution
of the population. For any given level of life expectancy, crude death
rates are higher the greater the proportion of old people in the popula-
tion. The life expectancy measure is purged of these age distribution
effects, but of course it is less closely linked to the overall rate of
population growth than are the crude death and birth rate measures.

/2 The official life expectancy reported for 1979 is 68.2 years. See
Table 2.2, footnote a.



Figure 1: LIFE EXPECTANCY IN RELATION TO INCOME: DEVELOPING
COUNTRIES, 1978
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a/ Life expectancy at birth is the average number of years a newborn
could be expected to live if current mortality conditions were to
continue throughout his or her lifetime.

Source: Updated from Nancy Birdsall, Populstion and Poverty in Developing
Countries, World Bank Staff Working Paper No. 404 (Washington, DC: 1980)
Figure 1—-3B {reproduced from Population Bulletin 35:5, Washington DC,
Population Reference Bureau, December 1980). See Appendix B of Staff
Working Paper for an explanation of the procedure used to derive the line
shown. China and Cuba are not included in the estimation of this line, but
their locations on this figure do indicate their life expectancy and GNP
per parson.

World Bank - 22591



2.03 Table 2.1 documents the increases over time in life expectancy in
China, and the accompanying decreases in crude death rates. Outside analysts
have made allowances for the probable under-reporting of births and deaths

so that outside estimates of the crude death rate are systematically substan-—
tially higher than the official Chinese figures. By any account, however,
there have been dramatic improvements that were consolidated in the early
1960s, after recovery from the severe agricultural difficulties during the
Great Leap Forward. Table 2.2 provides comparisons of China with other
low—income countries and shows in more detail than did Figure 1 the extent

of China’s achievements. It is interesting to note, however, that other
centrally-planned economies have also typically placed strong emphasis on
health, and that life expectancies in Cuba (72 years) and the Democratic
Republic of Korea (63 years), to take two examples, are also high.

2.04 China’s patterns of mortality indicate that it is well on its way
through what has been labelled the "epidemiological transition," in which
mortality from infectious and parasitic diseases is much reduced, and the
fraction of deaths due to cancer and circulatory diseases is much increased.
Table 2.3 and Figure 2 document the extent to which this has happened for
China; they indicate that mortality patterns in China are about midway
between those for typical low— and high-income countries.

2.05 Morbidity. Much has been written concerning China’s success in
reducing the prevalence of important endemic diseases, particularly para-
sitic and infectious diseases, but relatively little detailed statistical
information is available. Table 2.4 provides summary information on progress
that has been made on a number of the more important parasitic and
infectious diseases./l Even though the epidemiological evidence is scanty,
it is clear from data that are available, including data on mortality, that
there has been great progress. Cholera, plague, and venereal disease, for
example, were rampant in pre-revolution China; they are now virtually
eradicated. Though tuberculosis and schistosomiasis remain major problems,
even with these there has been much progress. Nonetheless the apparently
high remaining prevalence of ascariasis (roundworm infection), though not of
ma jor concern in itself, suggests that much progress remains to be made in
hygiene, at least in rural areas.

2.06 Malnutrition. Issues of nutrition can be approached either through
examination of food production, processing, distribution, and consumption, or
through indicators of a population’s nutritional status (distribution of
heights and weights, prevalence of specific nutritional disorders). The two
approaches are complementary and, taken together, they provide a picture of
the nutritional status of a population. The paragraphs below discuss both
nutrient availability and available information on nutritional status.

/1 Appendix Tables A.25 and A.26 provide current incidence and case
fatality data on the infectious diseases currently found in China.



Table 2.1: ESTIMATES OF DEATH RATES AND LIFE EXPECTANCY IN CHINA,
SELECTED YEARS AND PLACES

Crude death rate

(per 1,000 population/year) Life expectancy (in years)
Semi- National

Nation- World offi- World Cancer Semi-

wide Bank /c Banister /a cial /b Bank /c Survey /d Official
1948/49 35-45 28 36/e
1950 > 30 18 -
1957 15-20 10.8 57/a
1961 > 35
1963 15 10.1
1970 7.6
1973-75 8.3-9.3/d 61.7-64.9/d
1975-78 _ 7.3 - 68.2/e
1979 7.8 6.2 63.9 64 /f
Specific places Life expectancy (years)
Farm areas, 1929-31 (22 provinces) 34.8/g
Nanjing, 1935 33.57g
Manchuria, 1953-55 43.47g
Ch”ang Ch”un, 1958 61.6/g
Anhui, 1973-75 65.77h
Guizhou, 1973-75: 59.37h
Heilong jiang, 1973-75 70.47h
Shanghai, 1979 73.17e
Beijing, 1979 70.97e

/a See Chapter 4 of Judith Banister, China”s Pattern of Population Growth

T (stanford University Press, forthcoming) for these estimates (or references
to them) and a discussion of the rationale for them.
See Appendix Table A.l, for the sources for these estimates, except for
the 1948/49 estimate, which is cited in Banister, note /a above.

m
Lg_ See Supplementary Paper SP-II, Table 2. These figures are for the World
21

Bank”s “intermediate” population projection for China.

These estimates of the crude death rate and 1life expectancy are based on
data made available from the National Cancer Survey in China, which is
described in "National Survey of Cancer Mortality in China,” by Li Bing
and Li Junyao, Chinese Journal of Oncology, March 1980. Demographic
analyses from these data undertaken by J. Banister and S. Preston
("Mortality in China," Population and Development Review, March 1981)
provide a range estimates from 61.7 to 64.4; Yung Shao-De and colleagues
provide figures of 63.62 for males and 66.31 for females, yielding a
(weighted) average of 64.9 (Appendix Table A.ll).

See news release, Xinhua News Agency, April 30, 1980.

See "The Ecounomic Development of China,” by Ding Chen, Scientific American,
September 1980, p. 159.

For references for these figures, see Table GM.5 of Haitung King and F.B.
Locke, "Selected Indicators of Current Health Status and Major Causes of
Death in the People”s Republic of China,” US National Cancer Institute,
1980.

Appendix Table A.1ll.
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Table 2.2: INDICATORS OF MORTALITY, CHINA AND OTHER COUNTRIES
Infant
Crude mortality
death rate rate Life
(per thousand (per thousand expectancy
Locale and date population) live births) (years)
China, 1975 8.3-9.3 53-63 61.7-64.9
China, 1979 /a 7.8 56 64
US Chinese, 1968-72 oo oo 75
India, 1978 14.0 .o 51
Cuba 6.0 25 72
Korea, Dem. Rep. 8.0 .- 63
Indonesia, 1978 17.0 .e 47
- Sri Lanka, 1978 6.0 .o 69
Nepal, 1978 21.0 . 43
Thailand, 1978 8.0 68 61
Low—income developing countries, 1978 15.0 .. 50
Middle-income developing countries, 1978 11.0 .o 61

/a

The official figures for 1979 ind
here. The official crude death r
rate 1s 12 in cities and 20-30 in
expectancy 1is 68.23 years.

Sources: For China, see Table 2.1 fo
Appendix Table A.27 for inf
and Locke, footnote /g on T
Bank, World Development Rep

icate lower mortality rates than those used
ate 1s 6.29; the official infant mortality
rural areas; and the official life

r death rates and 1life expectancy and

ant mortality. For US Chinese, see King
able 2.1. For other countries, see World
ort 1980, pp. 144-145 and 152-153.




Table 2.3: PERCENTAGE DISTRIBUTION OF DEATHS BY CAUSE, CHINA AND
MODEL HIGH- AND LOW-INCOME COUNTRIES

Percentage distribution of deaths

China Model low- Model high-
Cause 1973-75 income country income country
Infectious, parasitic and
respiratory diseases 25.5 43.7 10.8
Cancer 10.3 3.7 15.2
Circulatory diseases 25.5 14.8 32.2
Trauma and accidents 9.4 3.5 6.8
Other causes 29.3 34.3 35.0

Notes: 1. Causes of death were allocated into the four broad categories
indicated in the table from quite different initial breakdowns;
errors of classification may, therefore, exist. The percentage of
deaths due to tuberculosis is the percentage of total deaths, not of
the percentage of those in the "Infectious ..." category.

2. Appendix Table A.23 contains data on causes of death by age group
in Beijing (1979); figures from these are closer to those of the
model high-income country than are the figures from China as a
whole.

Sources: For China, 1973-75, see Appendix Table A.22. For the model low- and
high-income countries, see Health Sector Policy Paper, World Bank,

1980, p.13.




Figure 2: PERCENTAGE DISTRIBUTION OF DEATHS BY CAUSE, CHINA AND
MODEL HIGH AND LOW-INCOME COUNTRIES
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Table 2.4:

PROGRESS ON SELECTED PARASITIC AND INFECTIOUS DISEASES

Disease

Progress

Parasitic Diseases

Schistosomiasis
(snail fever)

Malaria

Ancyclostomiasis
(hookworm)

Kala-azar

Ascariasis
(roundworm)

This disease is internationally widespread and prevalent
in areas, like those for rice farming, where the water-
dwelling snail host can both breed and come into contacr
with man. Schistosomiasis has generally proved impos-
sible to eradicate and difficult to control. Estimates
vary, but perhaps 10 million Chinese were afflicted in
the immediate post-revolution era, and 2 to 2.5 million
(in 13 provinces including Shanghai) are afflicted now.
Snail-infested agricultural areas have been reduced from
about a million hectares to perhaps 250,000 hectares.

For thousands of years, malaria has been prevalent in
southern parts of China at altitudes below about 1000 m.
As many as 30 million individuals were estimated to be
afflicted in the late 1950s, though the case fatality
rate of malaria, then and now, is low. Intensive
efforts to control the mosquito vector have substan-
tially reduced malaria”s prevalence, though incidence
data in Appendix Table A.25 indicate about 2.4 million
new cases in 1979.

Hookworm is widespread in southern China, and estimates
of the late 19508 suggested that about 50 million per-
sons were afflicted in Shanghai and in 14 southern pro-
vinces. Blood loss from hookworm can exacerbate anemia,
particularly when diets are low in iron. Improved
environmental sanitation has reduced the prevalence of
hookworm, but the problem remains widespread.

Kala-azar, a parasitic disease afflicting the spleemn and
liver, had been a problem principally in northern China.
It is now virtually completely eliminated (see Appendix
Table A.25).

Roundworm infestation of the intestine is perhaps the
most prevalent parasitic disease in the world, and it
is principally caused by inadequate environmental
sanitation. Generally regarded as fairly harmless, it
may have adverse nutritional consequences. Ascariasis
remains widespread; the mission was informed, for
example, that in Lanzhou about 34% of children under 7
are infected and that perhaps 87% of children in the
surrounding rural areas are infected.
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Table 2.4: (continued)

Disease Progress

Infectious Diseases

Tuberculosis Tuberculosis was the leading cause of death in pre-

liberation China, with an estimated mortality rate of
200 per 100,000 population per year./a By 1975, TB had
become the 9th cause of death and tﬁgjmortality rate had
dropped to 43/100,000 (Appendix Table A.22). This was
accomplished through environmental improvement, pro-
vision of curative services, and, principally, wide-
spread administration of the effective BCG vaccination.

Trachoma Trachoma is an infectious eye disease that can lead to
blindness and that had been an extreme public health
problem in China - half the population was estimated to
have been afflicted in the mid-1950s. While no data
appear to be available on current prevalence, it is
clear that the problem is now greatly reduced.

Venereal diseases These had been major problems before 1949 and, through
cure and social change, they have been almost completely
eliminated.

Diarrheal disease Cholera has ceased to be a widespread killer, though it

and cholera remains endemic in parts of China. Prevalence of other

diarrheal diseases has probably been greatly reduced./b

Measles Measles 1s a common childhood disease throughout the
world, but it poses a threat to life only among children
already 111 or malnourished. In China, the fatality
rate for measles was 6.46% in 1950, declining to 1.7%
in 1956 and 0.66% by 1979 (Appendix Table A.24).

"

/a See "Tuberculosis Control in New China,” by Peking Tuberculosis Research
Institute, Chinegse Medical Journal, July 1977.

12 See Technical Visit on Control of Diarrheal Diseases, World Health Organi-
zation, January 1981.

Sources: Unless otherwise noted, material in this table comes from three sour-
ces: (a) J.W. Salaff, "Mortality Decline in the People”s Republic of
China and the United States,” Population Studies, vol. 23, 1973; (b)
H. King and F.B. Locke, "Selected Indicators of Current Health Status
and Major Causes of Death in the People”s Republic of China,” US
National Cancer Institute, 1980; and (c) J. Banister, China”s Pat-
tern of Population Growth, Stanford University Press, forthcoming
(Chapter 4).
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2.07 A fundamental measure of a country”s success in meeting its popu-—
lation”s economic needs is the extent to which undernutrition is eliminated.
Insufficient food intake results in retarded growth in stature; it lowers
activity levels, ultimately to the point of severely impairing work capacity
and motivation; it retards intellectual development;/l and severe malnutri-
tion leads to substantially increased risk of disease and death. China has

a generally adequate level of nutrient availability both with respect to
requirements and in comparison to low and middle~income countries (see Tables
2.5 and 2.6). If food were equally distributed, 103% of caloric requirements
and 1637% of protein requirements would be met./2 Data on aggregate nutrient
avallability, however, such as presented in Tables 2.5 and 2.6, provide only
partial measures of success both because malanutrition has multiple causes and,
more important, because inequalities in distribution (particularly of protein)
can leave large fractions of a population malnourished even when aggregate
supplies are more than adequate. Thus a valuable complementary guide to the
prevalence of malnutrition is data from anthropometric surveys, particularly
of height-for—age and weight-for-height of children.

2,08 The means (and standard deviations) of the distributions of
anthropometric statistics provide important insights into the extent of
malnutrition, and substantial amounts of new anthropometric data were
gathered for the mission to complement data provided by the Ministry of
Public Health. These data are not necessarily representative of the entire
country, but they do cover many regions, and a number of general observa-
tions can be made with some confidence; the analyses underlying them are
reported in detail in Supplementary Paper SP-III to this Anmnex.

2.09 Three contrasts emerge clearly from the analyses that have been
undertaken. These are:

(a) wurban nutritional status has improved dramatically between the
nid-1950s and the mid-1970s;

/1 Supplementary Paper SP-IV utilizes data collected for the mission by the
T Ministry of Education to examine the effect of children”s malnutrition on
their progress in school. Even the relatively moderate malnutrition
(particularly as measured by height for age) that exists in China tends

to result in children falling behind their peers in school.

/2 The “requirements” used in Table 2.6 are those of the Food and Agriculture
Organization of the UN. The mission has separately calculated energy and
protein requirements for China using the available data on the age
distribution of the population and average weights at different ages;
Appendix Tables A.29 and A.30 show these calculations. The mission
calculations result in lower requirement levels than those provided by the
FAO, in part because we probably use lower estimates for average adult
weight than does the FAO.
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Table 2.5: NUTRIENT SOURCES AND AVAILABILITY, 1979

Annual Daily per capita consumption
per capita Food
Foodstuffs consumption energy Protein Fats
(kg) (calories) (grams) (grams)

Vegetable
Rice 97.1 974 17.0 2.1
Wheat 59.3 576 16 .4 2.3
Other grains 38.3 382 8.4 1.6
Tubers 29.5 76 1.0 0.2
Pulses 7.2 67 4.4 0.3
Vegetable oil 2.3 53 0 6.0
Soya products 3.8 39 3.6 1.4
Sugar 3.7 39 0 0
Vegetables 84.5 52 3.2 0.5
Fruits 5.9 4 0.1 0
Animal
Pork, beef and mutton 10.9 101 3.4 9.4
Other meat 1.6 3 0.5 0.2
Poultry 2.9 10 1.0 0.6
Fish 3.3 12 1.9 0.4
Eggs 3.4 14 1.1 0.9
Milk 3.5 9 0.6 0.5
Animal fats 1.2 30 0] 3.3
Total 349.7 2,441 62.6 29.8

Vegetable 331.6 2,262 54.1 14.5

Animal 26.8 179 8.5 15.3

Source: Appendix Table A.28.

Note: Production data from 1957 and 1977 reported in Annex A allow estimates to
be made of caloric availability in those years. Supplementary Paper III
(Appendix Tables 8 and 9) provides food balance sheets estimating per
capita caloric availability in 1957 of 2,024 per day and in 1977 of 2,044
per day. Per capita protein consumption was estimated to be 58.4 grams
per day in 1957 and 54.1 in 1977.
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Table 2.6: ENERGY (CALORIES) AND PROTEIN AVAILABILITY,
CHINA AND OTHER COUNTRIES

Per capita daily availability of

Energy Protein
% of % of
require- Total require~ 7% animal
Country Calories ment (grams) ment and pulse
China, 1979 2,441 103 62.6 163 26
Bangladesh 1,812 78 36.0 100 18
Brazil 2,562 107 62.7 161 56
Hong Kong 2,883 126 86.0 257 59
India 2,021 91 50.0 136 26
Indonesia 2,272 105 47.0 130 13
Korea, Rep. of 2,785 119 73.0 183 21
Mexico 2,654 114 66.0 173 41
Nepal 2,002 91 48.0 121 19
Pakistan 2,281 99 63.0 165 32
Sri Lanka 2,126 96 43.0 121 16
Low—income countries 2,052 91 n.a. n.a. n.a.
Middle~income countries 2,590 108 n.a. n.a. n.a.

Sources: For China, Table 2.5. For other countries, information on energy
availability is for 1977 and comes from the World Bank, World
Development Report 1980, pp. 152-153. Information on protein avail-
ability comes from the World Bank”s Social Indicators Data Sheet,
October 1980. Energy and protein requirements are those calculated
by the Food and Agricultural Organization of the UN in May, 1977.
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(b) wurban nutritional status has improved somewhat between 1975 and
1980; and

(¢) though rural nutritional status has improved (where data are
available), nonetheless nutritional status, as measured by
height-for-age, is markedly worse in the rural areas around the
cities surveyed than in the cities themselves.il

The second and third of these conclusions conform reasonably well to what one
would predict from food supply data (see Annex C, Agricultural Development)
and probable patterns of prevalence of diarrheal disease. The first
conclusion is somewhat surprising given that aggregate per capita food
availability changed little between 1957 and 1977. Improvements may,
however, have occurred during that period in the relative position of cities
vis-a-vis rural areas; Lardy has documented a tendency in that direction in
terms of food supply./2 In addition, improvements in health and sanitary
conditions in cities EE& have increased efficiency of food intake and thus
improved nutritional status. Unfortunately, at present virtually no rural
anthropometric data are available from the late 1950s with which to explore
this issue further.

2.10 Table 2.7 displays urban-suburban and age differences in
malnutrition by presenting figures on the fraction of children unduly low in
height, given their age. Low height-for-age, know as “stunting”, is perhaps
the most widely used indicator of long-term (through perhaps relatively mild)
malnutrition. The most striking feature of Table 2.7 is the much higher
fraction of stunted children in suburban areas than in urban areas. The
high rate of stunting indicated among young teenagers probably results from
late maturation rather than permanent stunting. Low weight-for-age is
another widely used measure of malnutrition; in China, however, children’s
weight-for—height tends to be high. This partially compensates for low
height-for-age in terms of weight, and the number of children malnourished
in terms of low weight-for—age is very small.lé

/1 1In 1975, for example, a sample of 7-year-old boys in Beijing proper

- averaged 122 cm in height; their counterparts in rural parts of Beijing
municipality averaged 114 cm, a difference corresponding to well over
one standard deviation. Figure 3 illustrates rural-urban differences in
height from the same survey for four cities and the suburban areas around
them.

/2 See N. Lardy, "Food Consumption in the People”s Republic of China”
(World Bank, mimeo, 1980). The note to Table 2.5 indicates that per
capita caloric availability in 1957 was about 2,024 and that in 1977 it
was 2,044; no data were available on rural-urban differences.

/3 1In 1975 approximately 1% of children were badly malnourished in terms of
weight-for—-age, according to the MOPH; badly malnourished was defined

as "Gomez" categories 2 or 3. The prevalence of malnourishment by this
definition was eight times greater in rural than urban areas.
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Table 2.7: MALNUTRITION IN CHINA - PERCENTAGE OF CHILDREN STUNTED, 1975

Males Females

Urban National National Urban National National

Age Beijing urban suburban Beljing urban suburban
3-3.5 1.7 4.4 21.8 0.3 4.4 24.2
5-5.5 1.3 5.9 21.5 1.4 3.8 24.5
7-8 1.1 4.4 26.1 1.9 5.8 26.8
9-10 1.2 4.5 23.0 4.8 6.9 33.0
11-12 8.4 10.6 37.1 6.2 13.1 43.6
13-14 16.1 22.7 50.0 4.8 11.1 34.8
15-16 10.6 14.9 39.0 3.0 4.0 10.0
17-18 4.1 7.6 23.6 2.0 2.7 7.5

Source: Supplementary Paper Sp-I111, Table 2.1, provides the estimates on which
this table is based.

Notes: (i) "Stunting” 18 defined in terms of a child having low height for his
age; specifically a child is defined as stunted if his height is
less than 90X of the median height for children of that age
according to the NCHS standard (see discussion in Supplementary
Paper SP-I1I). Nutritionists regard stunting as the appropriate
measure for chronic (but not necessarily severe) malnutrition.

(11) The national urban areas for which data are reported in this table
are from a survey of nine cities — three in northern China, three in
central China, and three in the south. The suburban areas are ones
located just outside these nine cities; they are, therefore,
probably somewhat better off than typlical rural areas. The data
from urban Beijing are from the same survey.
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2.11 It would be useful for policy if the anthropometric data could
provide insight into the extent to which the undernutrition that does exist
in China results from shortages of particular foodstuffs more than from
shortages in overall food supply - i.e. if it were possible to form a
judgment whether diet quality rather than quantity is a problem. While the
patterns in rural areas of very low height-for-age combined with adequate
welight-for-height (Figures 3 and 4) are consistent with the hypothesis of a
poor quality (possibly low animal protein) diet,LL further research would be
required to establish this conclusion. Figures 3 and 4 also illustrate a
relation between provincial income level and height-for-age, though the
effect is fairly weak.

2.12 One important nutritional concern, that of pregnant and lactating
women, 1s one to which China seems to have devoted considerable attention.
Poor maternal nutrition is one important cause of low (i.e. less than

2,500 grams) birthweights of children, and low birthweight increases the
probability of neonatal illness or death. Medical visitors to China report
that antenatal care results in a very low prevalence of low birthweightsuﬁé

2.13 In addition to information on problems of inadequate energy or
protein intakes, some data are available on prevalence of disorders due to
deficiencies of a number of specific micronutrients in the diet (Table 2.8).
Many of the data are available only for children. Generally speaking, micro—
nutrient deficiencies appear to be less of an issue in China than in many
low-income countries. However, mild anemia is widespread - in part because of
inadequate iron intake in the diet, and in part because of iron losses due to
hookworm infestation. Other deficiency diseases that remain important in
China are rickets (vitamin D deficiency), goiter (iodine deficiency), and
Keshan disease (selenium deficiency). There is relatively little vitamin A
deficiency, which, in a number of other countries, is an important cause of
impaired vision or blindness. Control of goiter has been the subject of
extensive campaigns in recent years and will probably cease to be an important

/1 Staff of the Department of Nutrition and Food Hygiene (of the Institute
of Health, Chinese Academy of Medical Sciences) expressed their concern
to the mission about the low levels of fats and oils and of animal pro-
tein in the Chinese diet. Adding to their concern for low average
levels of animal protein availability was the observation that its
consumption is much more unequally distributed than is that of other
foodstuffs; some rural dwellers, they estimated, consume only 1% of
their total protein as animal protein.

/2 See "Report of a Trip to China to Develop a Collaborative Program in
Health Services Research,” by Dr. C.E. Taylor, November 1980. Le Monde
(February 25, 1981) reports the World Health Organization to ascribe

a 67% prevalence of low birthweight to China nationwide; this must be

an underestimate, given that Taylor reports the Beijing average to be 67%.
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Figure 3:
NUTRITIONAL STATUS AND INCOME: HEIGHT FOR AGE OF OLDER CHILDREN
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Table 2.8: MAJOR MICRONUTRIENT DEFICIENCY DISEASES

Deficiency

Current status

Rickets (Vita-
min D defi-
ciency)

Anemia (iron
deficiency)

Keshan disease
(Selenium
deficiency)

Goiter (iodine
deficiency)

Either insufficient exposure to sunlight or insufficient diet-
ary intake of vitamin D can lead to rickets, the consequence
of which is inadequate bone development. This has histori-
cally been a major problem in North China and remains so; a
1979 10-province survey of over 70,000 children 3 years old
and younger found a prevalence of rickets of 29%. There was
virtually no difference between rural and urban areas. The
role of large monthly doses of vitamin D in prevention is now
being studied.

Anemia, which leads to low energy levels, can result from
iron-deficient diets or from losing the blood’s iron because
of parasitic infection or menstruation. As with many
developing countries, anemia is widespread in Chinaj; a 1979
survey of children 1 month to 7 years of age in Beijing and
Shanxi found 477% moderately anemic (hematocrit of 9-12 g/mm)
and 2.47 severely anemic (hematocrit less than 9 g/mm).

Keshan disease, named for a county in China where it is
severely endemic, is found in many of the hilly and moun-
tanous regions of China; prevalence in those regions reaches
17 of children under ten years old. In the recent past the
case fatality rate was close to 80%; improvements in treatment
methods has reduced this to 137%. Selenium supplementation of
food appears to be an effective preventive measure.

Iodine is an essential ingredigient in the hormones produced
by the thyroid gland in the throat, and its absence in the
diet causes the thyroid to swell with the visible symptoms

of goiter. High prevalence of goiter is associated with
cretinism, and there is some evidence that moderate iodine
deficiency 1is also harmful. A 5-year goiter control program
(providing iodized salt and, sometimes, injections of iodized
0il) has recently been judged successful in 607 counties of
North China. Over 10 million individuals have been cured and
130 million are being protected.

Sources: For rickets and anemia, information supplied by MOPH. For Keshan
disease, Department of Nutrition and Food Hygiene, Chinese Academy of
Medical Sciences, and '"Epidemiological Studies on the Etiologic
Relationship of Selenium and Keshan Diease," Chinese Medical Journal,
ve 92, 1979. For goiter, article in People’s Daily, October 30, 1980.
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problem in the near future. Keshan disease seems to be found exclusively (or
almost exclusively) in perhaps half a dozen provinces in China; it is
virtually unknown elsewhere in the world. It frequently leads to death in
adolescence through heart failure, and almost half of nutrition research in
China is directed to understanding this disorder. Selenium supplementation of
food in affected locales seems promising.

2.14 In concluding the discussion of nutrition it is worth noting that
success in improving nutrition levels does have the (minor) disadvantage that
improvements can be expected eventually to result in increases in the average
heights and weights of the population at all age levels. For adults this
translates into increased food requirements (Appendix Tables A.29 and A.30).

A rough calculation suggests that per capita food requirements are now growing
at a rate of about .15% per year for this reason, and that this rate will
_increase to about .25% per year by the year 2000. This compares with the 1.2%
current annual increase in requirements resulting from population increase.

B. Policies for Overcoming Health Problems

2.15 Health Problems. What accounts for China”s success in reducing
mortality and morbidity? The major sources of health problems in developing
countries can usefully be divided into four broad categories — overpopulation,
malnutrition, environmental pressures, and infectious and parasitic diseases.
The paragraphs that follow discuss the relation between these factors and
China”s success in reducing mortality. The subsequent subsections provide a
description of how China”s health and nutrition policies have addressed these
problems. An important fact underlying much of China”s success is the
relatively high literacy rate of the population, and this point is briefly
discussed.

2.16 Population and health policies join together in a number of
important ways in that improved health eventually tends to reduce the
population growth rate and that smaller families allow for higher
nutritional and environmental health standards. Close child spacing and
large numbers of children can reduce per capita food availability and shorten
the period of relatively good nutrition and immunological protection that
breast-feeding provides; crowding increases problems of environmental
sanitation and facilitates the spread of communicable diseases. Slowing
population growth can thus facilitate improvement in health standards. And
the reverse is also true: reducing child mortality results in a decreased
demand for children, and the provision of adequate maternal and child health
(MCH) and other credible curative services in a community creates both a
mechanism for and receptivity to the introduction of contraceptive and
sterilization services. Thus China”s success with population control, to be
discussed in Chapter 3, has no doubt been an important factor in improving
health conditions and reducing mortality, particularly infant mortality.
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2.17 Malnutrition can take either of two major forms. The first is
general inadequacy of food intake, principally energy and protein, and is
labeled protein-energy malnutrition (PEM). The second consists of inade-
quate intakes of individual nutrients, which can result in specific defi-
ciency diseases. It is thoroughly documented that PEM reduces resistance to
disease and increases the probability that disease will lead to death.
Malnutrition was discussed at greater length in Section A, and it suffices
to note here that, despite the continued prevalence of some malnutrition,
greatly improved nutrition levels have no doubt contributed to improved
health.

2.18 Two important environmental conditions contribute to health prob-
lems in many low—income countries. The first and predominant of these is
lack of access to regular water supplies and hygienic sanitary facilities.
Lack of access to water makes hygiene difficult /1 and facilitates trans—
mission of water—-borne diseases (principally gastroenteric), though this is
less of a problem in China than in many other countries because of the
general Chinese practice of boiling drinking water. The UN General
Assembly, in recognition of the near universality of water—supply problems,
designated the decade of the 1980s as the "International Drinking Water and
Sanitation Decade,"” and China is participating in that effort. China’s
massive efforts to improve water supply and sanitation have contributed
importantly to reduction of mortality. Nonetheless, there is much room for
progress as the comments on ascariasis in Table 2.4 made clear./2

2.19 A second important environmental factor contributing to poor

health is inhalation of polluted air. Smoking and industrial pollution

cause chronic bronchitis and cardio-pulmonary disorders, and these are dis-
eases that can sharply impair productivity throughout much of an individual”s
life span. Though the extent to which these disorders are important public
health problems remains to be understood, there is some indication (including
the fact that respiratory disease is the leading cause of death, Appendix
Table A.22) that they do remain important in China.lg Curing chronic
pulmonary disease is either impossible or prohibitively costly, and,

/1 An important consequence of poor hygiene is that infections and
parasites carried through feces become highly prevalent.

/2 Experiments have been reported that show the standard ways of treating
nightsoil leave many ascaris eggs viable and that, unfortunately, more
thorough treatment appears to reduce the value of nightsoil as
fertilizer. See R.G. Feachem”™s "Impressions of Water Supply and
Sanitation in the People”s Republic of China,” mimeo, November 1980.

/3 See J. Banister, China”s Pattern of Population Growth (Stanford
University Press, forthcoming), Chapter 4.
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unfortunately, industrial pollution control can also be expensive./l1 While
this is principally a problem of cities, China”s policy of rural industrial-
ization can be expected to result in increased pollutant levels in rural
areas.

2.20 Finally, infectious and parasitic diseases contribute greatly to
mortality, and it is in controlling these that the health service, particu-
larly the preventive health service, has its greatest role to play.

Table 2.4 documented China”s progress in controlling selected infectious and
parasitic diseases. This progress, too, has played an important role in
reducing mortality.

2.21 The following subsections turn to consideration of the broad poli-
cies that have guided China”s approach to addressing health and nutrition
problems.

2,22 Health Policy. Health policy is formed along a number of dimen-
sions. One concerns the extent to which resources will be made available,
and how provision of those resources will be financed. A second concerns
the relative extent to which preventive and curative measures will be
emphasized. A third concerns the extent to which responsibility for health
rests with highly trained professionals, with lower-level staff, and with
the individual. A fourth concerns the extent to which health problems are
addressed directly, through the health care system, or indirectly by, for
example, improving water supply and sanitation or nutrition levels. A fifth
important dimension of policy concerns the extent to which a broad range of
health services will be "integrated” into a common delivery package for a
specific geographic area, or whether separate "vertical” (or categorical)
programs will address specific diseases - tuberculosis, schistosomiasis, etc.

2.23 The Chinese have taken relatively consistent positions on these
policy 1issues, though emphasis has changed from time to time.

2.24 China”s leadership placed great value on improving the health of

the people, and a substantial volume of resources has been made available to
improve health. Financing is in part by the State (for State and enterprise
employees), in part by communal or subcommunal levels of organization, and in
part by the individual. While there is great variation in financing arrange-
ments throughout the country, it is a fair generalization that the State and
communal levels, combined with self-help, finance the greater part of the pre-
ventive measures leading to relative uniformity of their distribution around
the country. Curative services, on the other hand, tend to be financed at the
individual and brigade level, and the major nationwide income inequalities at
these 'levels are reflected in the uneven quality of medical services provided
(see Table 2.9 for data on interprovincial variation in health service inputs
and outcomes).

LL In many countries cooking over open indoor fires contributes greatly to
chronic respiratory disease; members of the mission were informed that
this practice is rare in China.
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2.25 Compared to virtually all other countries, China has strongly
emphasized public preventive over curative health services./l Major
campaigns were mounted shortly after 1949 to improve environmental
sanitation; to eliminate the (then) "four pests” - rats, flies, mosquitoes,
and bedbugs; to vaccinate against and cure infectious diseases; and to
control the vectors of major endemic disorders such as malaria and
schistosomiasis. The allocation of health resources to preventive
activities (and to curative services in urban areas, to the extent they were
provided) generated a demand for at least minimal curative services and
pharmaceutical availability in the rural areas, and health policies of the
Great Leap and Cultural Revolution periods responded to that concern.ig
While these vigorous preventive efforts were undoubtedly enormously
successful in effecting the morbidity and mortality reductions that were
discussed in Section A of this chapter, the demand for curative care could
be ignored only up to a point. Today the clinical referral system provides
at least minimal access to curative care to most of China”s population;
67.6% of China“s over 600,000 production brigades have thelr own cooperative
medical stations manned by an average of 2.3 barefoot doctors.

2.26 China“s policy toward highly professionalized versus lower—level
staff follows naturally from its emphasis on public preventive relative to
private curative services, and on providing at least minimal levels of cura-
tive service for large numbers. (Table 2.10 lists and defines the categories
of health manpower in China.) Clearly the training requirements for giving
vaccinations or assisting with environmental sanitation differ substantially
from those for open—heart surgery, to take extreme examples. Preventive
measures also place greater responsibility on communities for their own health
conditions. As the basics of hygiene and community involvement in preventive
health become more established, however, it will become necessary to upgrade
the skills of the barefoot doctor to undertake (and be trusted with) more com-
plicated tasks, and the MOPH plans, within a decade, to have upgraded 50% to

/1 This orientation is deeply imbedded in Chinese tradition. A recent
western review of medical policy in China begins by noting that "The
keystone of the Chinese medical tradition is the notion that medicine is
the art of maintaining health, not curing disease.” (See D.M. Lampton,
The Politics of Medicine in China, Westview Press, 1977.)

/2 It has been argued that dramatic increases in pharmaceutical production
in the immediate post-1949 years were devoted almost entirely to
production of vaccines and chemicals of use in preventive medicine; this
led, in rural areas, to insufficiency of even basic curative medicines.
(See L. Orleans, Health Policies and Services in China, 1974, Committee
Report, Committee on Labor and Public Welfare, United States Senate,
March 1974, pp. 32-34.)
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Table 2.9: REGIONAL DISTRIBUTION OF HEALTH CARE INPUTS AND LIFE EXPECTANCY

Population per Population per Life
Province hospital bed, barefoot doctor, expectancy,
1979 1979 1973-75
Southwest Region
Sichuan 557 530 60.10
Guizhou 683 927 59.25
Yunnan 536 861 60.56
Xizang (autonomous region) 444 319 61.30
Northwest Region
Shaanxi 527 332 64,56
Gansu 565 429 n.a.
Qinghai 349 356 61.28
Ningxia (autonomous region) 512 595 62,25
Xinjiang (autonomous region) 297 684 62.51
Central South Region
Henan 676 438 66.89
Hubei 426 505 n.a.
Hunan 452 539 62.48
Guangzi (autonomous region) 766 795 n.a.
Guangdong 547 726 n.a.
East Region
Shanghai (municipality) 237 471 71.97
Jiangsu 517 650 67.17
Zhe jiang 633 479 68.43
Anhui 660 679 65.66
Fujlan 543 649 67.25
Jiangxi 479 606 63.18
Shandong 626 371 n.a.
North Region
Bel jing (municipality) 325 300 69.53
Tienjin (municipality) 413 406 70.92
Hebei Sheng 587 387 68.60
Shanxi Sheng 368 326 66.63
Nei Monggol (autonomous region) 398 490 66.25
Northeast Region
Liaoning 320 632 69.68
Jilin 366 595 65.84
Heilong jiang 345 633 70.36

Sources: Population per hospital bed, Appendix A.21. Population per barefoot
doctor in 1979 provided to mission by the Ministry of Public Health.
Life expectancy data, Appendix A.ll.
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60% of barefoot doctors to the level of assistant doctor.ll Likewise, the
increasinggprevalence of degenerative diseases (Figure 2) places greater
demands on the upper end of the spectrum of health care worker, and thus
increases are being made in the training period for senior doctors. All these
factors have combined with reaction against policies of the Cultural Revolu-
tion, when quality of services was often given inadequate attention, to lead
to increased professionalization of medical staff. It should also be stressed
that the intensive and active involvement of the (nonprofessional) political
leadership at every level is a key element in implementing China“s health
policies. The Army has also played a role in providing rural medical care.

2.27 China”s concern with prevention has also led to pursuit of a
health strategy that reaches well beyond the health system per se. In
particular, provision of safe water supplies and sanitary and convenient
means of waste disposal has been a major policy objective./2 National data
on access to safe water were unavailable, but the mission was informed that
in Jiangsu Province, where provision of safe water remains viewed as a
serious problem, approximately 70% to 90% of urban dwellers have access to
relatively safe piped water; in rural areas, this number falls to about 57,
but another 36% have reasonably good supplies from wells. The remaining
population uses less safe surface water sources, though, as noted, the prac-
tice of boiling water makes this less of a problem than in many countriestéz

2.28 A final policy issue is that of integrated services versus
vertical programs. Figure 5 provides a schematic overview of the structure
of health care delivery in China, though it should be emphasized that there
is substantial local variation in the structure and organization of the
service. (Appendix Table A.20 shows the organization of the central
Ministry of Public Health.) The three main boxes shown in Figure 5 are the
"Vertical Preventive Programs,” "Clinic Based Services,” and "Birth
Planning Services.” Much of preventive medicine in China 1s public and is
vertically organized, with responsibility for controlling specific disorders
centrally located. This point can, however, be overemphasized since the
preventive, vertical programs heavily utilize the clinic-based services for

/1 1t will be important to ensure that additional curative responsibilities
for barefoot doctors do not interfere with their essential preventive
responsibilities.

/2 The anti-epidemic stations of the MOPH monitor water quality and
environmental hygiene standards, though MOPH has no responsibility for
provision of those services. 1In rural areas the water conservancy units
of the Agriculture Bureaus provide public support for provision of
water; in urban areas, responsibility lies with the Urban Construction
Bureau under the State Council.

/3 Subsequent to preparation of this report, a World Health Organization
mission was informed that, nationwide, approximately 157 of urban dwellers
lack access to safe water and that about 500 million rural people ".. have
water which is not of good quality because it is inadequately treated or
taken from inadequately protected shallow wells.” See Report on the
Mission to the People”s Republic of China on the Internatiomal Drinking
Water Supply and Sanitation Decade, WHO, June 1931.
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HEALTH CARE WORKERS ~ EDUCATION AND ROLE

Position

Education

Typical role

Barefoot Doctor

Assistant Doctors

Jr. Western Doctor

Sr. Western Doctor

Doctor of Chinese
Medicine

Public Health Doctors

Highly variable,
primary education (or
more) plus 3 to 6 month
special course plus
continulng education

Specialized senior
secondary school

Varied over time; cur-
rently 3 years post-
secondary

Varied over time; cur-
rently 5 to 8 years
post—-secondary

Currently 5 years
post-secondary

Same as senlor western
doctors except for less
clinical training and
more public health

Service in brigade
health station

Play assisting roles in
city hospitals, princi-
pally prior to cultural
revolution

Commune hospitals; com
parable urban facilities

County general hospitals
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thelr implementation and would certainly be far less effective without
them./1 Nonetheless, the strong emphasis placed on the vertical programs
(except during the Cultural Revolution) likely accounts for much of China”s
success in dramatically reducing mortality rates; other countries seeking to
learn from China as they extend primary health care should thus pay
particular attention to China”s centrally initiated and directed vertical
programs. An important feature of the organization of the vertical programs
is that instead of having separately administered programs for malaria,
smallpox, leprosy, etc., all vertical programs are the responsibility of the
"anti-epidemic” stations of the provincial and county health bureaus. As
will be discussed at greater length in Chapter 3, birth planning is also
vertically organized, but similarly with the capacity to draw on the
clinic-based system at every level.

2.29 Progress in many areas — reducing overpopulation, improving
nutrition, improving environmental sanitation, and controlling communicable
diseases - has led, then, to the dramatic reductions in morbidity and mor-
tality that China has experienced in the past 30 years. Underlying each of
these areas has been the political will and administrative capacity of the
Chinese Government which have, despite occasional setbacks, been essential
to success. Less obvious but perhaps almost as important has been the
relatively high education level of the Chinese people. Evidence from many
countries (exhaustively reviewed in the World Bank”s World Development
Report 1980) has shown that educational investments pay off handsomely in
facilitating implementation of the policies required to improve nutrition
and health and to reduce fertility./2

2.30 Nutrition Policy. While there is no central mechanism for
coordinating nutrition policy in China, two aspects of policy bear directly on
nutrition. One is the food rationing system; the second consists of
nutrition-related policies of the MOPH.

2.31 In urban areas, staple foods have consistently been rationed in the
usual way with monthly entitlements that vary with age, sex and occupation,
but which appear to provide for an adequate (though spartan) level of
consumption. These have to be purchased, but prices have been such in
relation to incomes that the great majority of households (and by now
virtually all of them) have been able to afford their full allotment.

2.32 In rural areas, the Government has guaranteed to sell enough
grain to households to make up any gap between the amount of grain distri-
b?ted as income in kind by their teams and a floor level of 200 kg (of
unprocessed grain) per person per year in rice-growing areas and 150 kg

il The anti-epidemic stations, which are responsible for the vertical
programs, also have responsibility for professional supervision of the
barefoot doctors at the brigade health stations; at the primary care
level, then, the distinction between vertical preventive programs and
curative services has little meaning.

/2 Analyses reported in Supplementary Paper SP-1 attempted to explain
the inter—provincial variation in life expectancy shown in Table 2.9.
Not surprisingly, those analyses showed that inter-provincial income
variation was important; they also suggested the importance of inter-
provincial variation in education levels.
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in other areas.il Meat is also rationed in urbam areas. Again, these
rations have to be purchased, but attempts are made to make loans and social
relief grants available where necessary. The floor level for grain, it
should be emphasized, is low; but it is almost invariably supplemented by
food grown on private plots or purchased with money income from collective
or private sideline activities. In poor regions, government loans and
grants allow the minimum consumption levels to be reached. Establishing an
effective floor level of food consumption is the most important facet of
nutrition policy in China.

2,33 The MOPH initiates important nutrition-related policies through
campaigns to control the prevalence of micronutrient deficiencies (Table 2.8)
and efforts to encourage breastfeeding and use of appropriate weaning foods.
Little is known outside China concerning the success of these activities,
which are essential components of nutritiom policy.

C. Health Care Delivery Systems and their Cost

2.34 Provision of Health Care. Figure 5 provides a useful way to
introduce a description of the institutions and workings of the health care
system. The paragraphs that follow provide a summary description.L&

2.35 The primary health care system that exists today im rural China
has become known as the "three—-tiered” system, relying as it does on three
levels of the health care establishment: the brigade”s cooperative medical
center, the commune health center, and the county general hospital. The
system rests upon the idea that it is impossible for a country with a vast
and low income population to have a fully qualified medical doctor in each
town or village, but that it is fully possible to have one or more paramedi-
cal workers within each community, providing walking-distance service to all
its members no matter how poor or remote the community might be. China has
made major gains in accomplishing this because it has avoided creating a
separate bureaucracy for the health care system; instead, it has simply
imposed the health care system upon the political-administrative structure
that already exists. Thus the divisions of county, commune, brigade and
production team have become the focal points for the operations of the
various levels of China”s health care programs.

Ll A rice ration of 200 kg (unmilled) per annum would provide 1,400 calories
per day and 25 grams of protein — approximately 59% and 65%, respectively,
of daily requirements in China. A wheat ration of 150 kg (unmilled) per
annum would provide 1,250 calories per day and 35 grams of protein, 537%
and 917 of requirements. These calculations are based on the same assump-
tions concerning nutrient content and the ratio of milled to unmilled
weight as are made in Appendix Table A.28.

/2 The descriptive material that follows is expanded on at length in a
background paper prepared for the mission by P.C. Chen ("Population
Policy and the Rural Health System in China,"” -October 1980).



2.36 At the commune and county levels, and to some extent at the
brigade level, the patient may choose between Western~oriented medical care
and traditional care. Both are available, and both are components of the
Goiernment”s health system. Despite an apparently easy coexistence of both
systems of care, there appears to be relatively little attempt to substan-
tially integrate Western and Chinese medicine, though there are exceptions
of which acupuncture for anesthesia in Western surgery is perhaps the best
example. Acupuncuture anesthesia is now less common than it was, though it
is still used when particular technical conditions mitigate against other
anesthetics (e.g. for thyroidectomies).

2.37 The medical station (at the brigade level) is financed coopera-
tively, through payment of premiums by the members of the production
brigade; it also receives contributions from the welfare fund of the
brigade, receipts from the growing, preparation, and sale of medicinal herbs
where this is done, fees from users of the service, and various subsidies
from the commune, county, province, and state.Ll

2.38 Government subsidy for the brigade”s cooperative medical service
is limited and takes the following forms: (i) the price of Western drugs is
set artificially low; (ii) vaccines and contraceptives are provided free;
and (iii) most of the initial and continuing cost of training barefoot
doctors is subsidized.

2.39 The commune health center, which is typically a small hospital, is
likewise financed from various sources: contributions from the commune
welfare fund, transfer of funds from the cooperative medical funds of the
brigades under its jurisdiction, cost sharing with users, and subsidies from
the county and provincial government. The variability of the financing
sources is such that it also defies simple generalization. However, the
commune health center, generally speaking, receives more subsidies from the
state than its subordinate units at the brigade level. In Jiangsu province,
for example, the mission was informed that 507 of staff salaries are
covered. Administratively, the commune health center comes under the
leadership of the local commune management committee and party committee.
Technologically, it is supported by and under close supervision of the three
county-level health care units (i.e. the general and MCH hospitals and the
anti-epidemic station).

2.40 At the county level, there are three health care units - the
county general hospital, the county anti-epidemic station, and the county
MCH station. Under the overall administrative leadership of the county

1}_ There are some indications of growing dissatisfaction with the cooperative
médical system at the brigade level; this stems in part from costs
and cooperative finance, and in part from a desire for higher quality
care. Steps are being taken to address these concerns; for example,
barefoot doctors who fail qualification examinations are being dismissed.
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health bureau, each of the three units supervises and provides technical
support (including in-service training) to the commune health centers within
the county in their respective area of specialization. Staffed by the
college-graduate physician, the county hospital provides, to the extent it
can, the general referral hospital for the entire county, receiving and
treating cases referred to it by the commune health centers. Aside from this
curative service, it has the responsibility of routinely providing training
courses to upgrade the quality of the physicians serving at the commune level.
The county anti-epidemic station, with three to ten staff members, is
responsible for preventive health and disease control for the entire county.
It provides technical support to and supervises the preventive health section
of the commune health centers in performing the tasks of preventive measures,
medical surveillance, and disease control.

2.41 Unlike the health care units at the lower levels, which must
mobilize local resources, all three units at the county level are fully
funded from the state”s regular budget.

2.42 In today”s rural China, then, each county contains a regionalized
primary health care service that provides preventive, contraceptive and
curative services to a large fraction of the people residing there.Ll While
the state subsidizes preventive health (including contraceptive service), the
local people are required to share the cost of curative service - an arrange-
ment that enables the government to achleve a widespread outreach of primary
health service, in spite of its limited financial resources. However, the
Government”s insistence on local self-reliance has led to predictable results.
The more affluent communities can afford to subsidize health care costs,
invest more to increase the quantity and raise the quality of their health
personnel, and enjoy easier access to better health care, relative to the less
affluent communities. Table 2.9, for example, shows a ratio of almost

three to one between the best- and worst-off provinces in terms of population
per barefoot doctor; it also shows important regional disparities in hospital
availability and 1life expectancy. Rural-urban differences are exemplified,
though perhaps in extreme form, by Shanghai”s having not only the best trained
physicians but also three times as many per capita as the national average,
though there is some indication that these disparities are decreasing over

/1l China has paid relatively less attention to provision of dental care
than of other medical services, though there exists a curative infra-
structure that parallels that of the three-tiered system. Like that
system, the dental care system makes heavy use of para-professional
staff. Unlike other areas of medicine, however, relatively little
emphasis has been placed on prevention (oral hygiene and fluoridation of
water), and substantial improvements in preventive care seem possible.
See "Dental Care Delivery in the People”s Republic of China,” by
J.I. Ingle, Chapter 18 of J.I. Ingle and P. Blair (Eds.), International
Dental Care Delivery Systems, Ballinger, 1978.
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timetil Further, the mission was informed by the MOPH that the Central
Government plans to assist, over the next ten years, in financing the
cooperative health service in poor areas.

2.43 In urban areas, places of employment provide a range of clinical
services that, depending on the size of the employer, can include general
hospital services. 1In addition to the employment-based system there exist
"street" and 'lane' health stations, staffed by carefully supervised para-
medics, that provide preventive and simple curative services. Referrals
from these stations go to county-level hospitals or specialized hospitals.

2.44 The Cost of Health Care. Table 2.11 provides an estimate of the
total cost of providing health care in China in 1979 and of the costs per
capita. The total annual cost is almost Y 10 billion per year or Y 9.9 per
capita; this is approximately 2.5% of GNP. Actual expenditures by the State
have been estimated at about 27% of total government expenditures, little
changed from the early 1950s;/l the remaining amount is presumably indivi-
dually or cooperatively financed. The costs estimated are for direct health
care services; water supply and sanitation measures are not included. Nor
is any account taken of the opportunity cost of the time individuals spend
participating in campaigns or pursuing the four pests, to take two examples.
By far the most striking point in Table 2.11 is the extent to which the cost
of medicines dominates health care costs, even though the table deliberately
provides a high estimate for personnel costs. Two thirds of all costs are
for drugs; over seven times as much is spent on Western medicine as is spent
on all the nation’s 1,575,000 barefoot doctors.

2.45 Table 2.12 compares China’s public expenditures on health care to
those of several other countries. While China’s public expenditures are
relatively high, they are not far out of line; China’s successes probably
result more from efficient resource use and a preventive emphasis than from
major resource mobilization. Further, the relatively low wages paid to
highly specialized medical personnel help keep total expenditures down.
Given China’s high coverage of primary health care, the relative cost per
person reached would, no doubt, be much lower for China than the cost per
capita figures that are indicated in Table 2.11.

2.46 To provide a better comparative sense of health input availability
in China and other countries, Table 2.13 shows availability in China over time
of hospital beds and health care personnel, and Table 2.14 makes the compari-
son of China with other countries. Even on a per capita basis, availability
of health resources is comparatively high in China.

/1 See D. Perkins and S. Yusuf, Rural Development in the People’s Republic
of China, Chapter VI (Mimeo, The World Bank, January 1981).
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Table 2.11: COSTS OF HEALTH CARE, 1979

Item Unit cost Number  Annual cost Annual cost foiil
(Y/year) (million Y) (Y/capita) cost

Barefoot doctors 420 1,575,000 661.5 0.68 6.9
Senior Western physicians 1,440 395,000 568.8 0.59 6.0
Other health personnel /a 840 1,279,000 1,074.4 1.11 11.2
Hospital beds /b 456 1,932,000 881.5 0.91 9.2
Western medicine /c - /d 5,040.0 5.19 52.4
Chinese medicine /c - - 1,400.0 1.44 14.5

Total 9,626.2 9.91 100.0

/a This includes 435,000 middle-level physicians, 423,000 practitioners of
Chinese medicine and 421,000 nurses.

/b The cost for construction and equipment of hospitals was estimated for the
Mission by a hospital administrator in Jiangsu to be about Y 5,000 per
bed. This capital cost is annualized here, assuming 20-year lifetime and
7.5% p.a. cost of capital.

/c  The General Bureau of Medicine and Medical Equipment, which is responsible
for pharmaceuticals production, provided the Mission with these estimates of
their 1979 output: Western medicine, Y 5.6 billion; Chinese medicine,

Y 0.7 billion; and medical equipment, Y 0.7 billion. Figures in the

table assume that 10Z of Western medicine production is for birth control
materials or export and that only 50% of Chinese medicine is centrally
produced. While the rate of production of medical equipment appears high
relative to the annual cost of hospital beds, in which annualization of the
value of the existing stock of equipment is theoretically included, this
most likely reflects a rapid rate of addition to stock.

/d The 1979 Communique of the State Statistical Bureau (April 1980, p. 33)
indicates that 41,700 tons of chemical pharmaceuticals were produced in
1979, a 2.5% increase over 1978. The 1980 figure was, however, declined
by 3.8% to 40,100 tons (1980 Communique of the State Statistical Bureau).

Note: These figures probably do not include the cost of dental care.
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Table 2.12: PUBLIC EXPENDITURES ON HEALTH CARE, CHINA AND OTHER COUNTRIES

Per capita public expenditure

Country In § As 7% of per capita income
China, 1979 $4.1 (6.4)/a 1.6 (2.5%)/a
India, 1976 2 1.2

Indonesia, 1976 1 0.7

Sri Lanka, 1975 4 1.9

Nepal, 1976 1 0.8

Korea, 1977 1 0.2

Thailand, 1976 2 0.7

iﬁ Figures in parenthesis are for the total expenditures indicated in
Table 2.3.

Sources: Figures for China come from Table 2.3 with yuan converted to dollars
at the rate of 1.54 yuan/dollar and a per capita income of $260
assumed. Figures for other countries from the World Bank Health
Sector Policy Paper, February 1980, pp. 75-78. Figures for China
further assume that 50% of the cost of medicine is publicly (state
or communally) borne and that 90% of other costs are communally

borne.
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Table 2.13: MEDICAL PERSONNEL AND FACILITIES

/a Auxiliary health personnel
Hospital beds Physicians (excl. barefoot doctors)
Population Population Population
Year Number per bed Number per physician Number per auxiliary
1952 180,000 3,043 52,000 10,417 988,000 548
1957 364,000 1,776 75,000 8,620 1,833,000 353
1979 1,932,000 503 395,000 2,458 1,114,000/b 892
(2,689,000) (365)

/a See Appendix Table A.21 for a detailed breakdown of hospital bed
availability by type and province for 1979 and Table 12.1 of Annex A for
a more detailed breakdown of numbers of medical personnel of different
types available over time.

/b The figure of 1,114,000 consists of 258,000 doctors of traditional Chinese
medicine, 435,000 junior doctors of Western medicine, and 421,000 nurses.
In addition, there was a total of 1,575,000 barefoot doctors in the
country; the figures in parenthesis show the total number of auxiliary
health personnel in the country and the resulting population ratio, if one
includes barefoot doctors.

Sources: (1) For 1952 and 1957, see D. Perkins and S. Yusuf, Rural Develop-
ment in the People”s Republic of China, Chapter VI (Mimeo, The
World Bank, January 1981).

(2) For 1979, see 1979 Communique of the State Statistical Bureau
(April 1980, p. 48).
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Table 2.14: MEDICAL PERSONNEL ANi: FACILITIES, CHINA AND OTHER COUNTRIES
Population per
Hospital Nursing
Country bed Physician person
China, 1979 503 2,458 365/a
India 1,620 3,620 5,680
Indonesia 1,560 14,580 2,820
Sri Lanka 330 6,270 2,260
Nepal 6,630 35,120 51,220
Korea 1,510 1,960 510
Thailand 800 8,170 3,540
Low-income developing countries - 9,900 8,790
Middle-income developing countries - 4,310 1,860

/a The figure for China includes barefoot doctors and all health auxiliaries.

Sources: Table 1 for China and World Development Report 1980 (pp. 152-253)
for figures on physicians and nursing persons in other countries in

1977.

Figures on hospital beds in other countries come from the

World Bank Health Sector Policy Paper, February 1980, pp. 79-82.
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3. POPULATION AND BIRTH PLANNING

3.01 Chinese birth rates have declined much more rapidly than in most
other developing countries, to what are now much lower levels. Figure 6
1llustrates China“”s current fertility relative to other developing coun-
tries;/1 it clearly shows the magnitude of China”s success to date. With
fertility already approaching replacement level, and well below that in
countries at similar income levels, further declines will be increasingly
difficult to extract. Success to date suggests that China has already
reached a point where substantial and possibly new types of resource inputs
may be required for further program efforts to have increased effect.

3.02 This section begins by reviewing the data available concerning the
gsize, growth, and distribution of China”s population. It then discusses the
birth planning policy of the Chinese Government and other factors contributing
to the rapid decline in fertility. Finally, some implications of the
fertility decline for the future are considered.

A. Population Size, Growth, and Distribution

3.03 Population Size and Growth. Chinese official sources report that
the population of China was 982.6 million at the end of 1980. It has thus
increased by about 400 million since the census year of 1953, from the

an estimated 588 million in that year; the average annual growth rate for
1953-80 period was, therefore, about 1.927%. For the period as a whole,

this rate of growth is comparable to that of many other developing
countries, and it has meant a near-doubling of the population in the last 30
years. The rapild growth has resulted in a population with a high proportion
of people in the young, nonproductive ages; continued pressure on land; and
the necessity to share the fruits of economic growth among a growing number
of people. Table 3.1 shows how population growth has been related to changes
in per capita income in the post-revolution period.

/1 Filgure 6 1s based on total fertility rates, rather than birth rates.
Crude death and birth rates (that is, the number of births and deaths
per thousand population per year) only partially reflect family and
individual levels of mortality and fertility, as they are both affected
by the age distribution of the population. For any given average number
of children born to women who experience the prevailing age pattern of
fertility in a specific period (the total fertility rate), crude birth
rates are higher the greater the proportion of women of childbearing age
in the population. Thus the total fertility measure is purged of age
distribution effects, but of course it is less closely linked to the
overall rate of population growth than is the crude birth rate.
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COUNTRIES, 1978
8 eKenya T A T i !
Nepal ®Algeria
7+ Pakistan l:hgerna h
ﬂ o o elvory Coast
~ Ghang ®Bolvia
o
- 6f ° oCongo. Nicaragua |
E Bangladesh ePeru ®Mexico
o« L Ind.|a Egvpt Brazil A
> ®e Ei Salvador .
E Indonesia oy NOR EVELOPIN RI
£ hatland T,y ey e ORM FOR 87 DEVELOPING COUNTRIES
E 4+ Colombia e eMalaysia E
w oSri Lanka
w
I 3
.‘f Koreae «Chile e Argentina Hong Kong
e o ° G
5 China/b Cuba reece ®
Singapore
O'L 1 1 2 1 1 L
¢] $500 $1,000 $1,500 $2,000 $2,500 $3.000 $3,500

GNP PER PERSON, 1978 (U.S DOLLARS)

a/ The total fertility rate indicates the average number of children that
would be born 1o each women in a population if each were to hive through
her childbearing years (usually considered ages 15—49) bearing children
at the same rate as women of those ages actually did in 3 aiven year

b/ Estimated fertihty and GNP for China are for 1979

Source See Figure 1.

World Bank — 22592

_Ls_



- 38 -

Table 3.1: POPULATION AND INCOME GROWTH, CHINA, 1949-80

Net material Net material
product in product per
Population constant prices capita

—------- Average annual growth (%) -———-—-—-

1949-52, Rehabilitation period 2.00 19.3 17.0
1952-57, First Five-Year Plan 2.38 8.9 6.4

1957-62, Second Five-Year Plan
(including Great Leap Forward

period of 1958-60) 0.62 -3.1 -3.7
196265, Adjustment period 2.85 14.7 11.5
1965-70, Third Five-Year Plan 2.63 8.3 5.5
1970-75, Fourth Five-Year Plan 2.17 5.6 3.4
1975-80, Adjustment period 1.33 6.2 4.8
1952-79 1.96 6.1 4.1
1957-79 1.87 5.4 3.5

Source: Main Report, Table 3.8.
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3.04 Official recognition of overpopulation as a problem has led to
vigorous efforts to encourage use of birth planning, particularly since the
early 1970s. The evidence, discussed below, is that the program has been
extraordinarily effective, and has contributed to one of the most rapid
declines in fertility in the developing world.

3.05 Table 3.2 summarizes official Chinese data on population totals,
birth, death and natural rates of increase for the period 1949 to 1979.
(Appendix Table A.l provides more detail.) These State Statistical Bureau
figures are based on the vital registration system. Until very recently the
Chinese had released relatively little population data, and estimates of
population size and growth by non-Chinese demographers varied considerably.
With the increased availability of data, however, outside estimates have been
converging around the official totals. Birth and death rates are probably
higher than the official rates bzsed on the vita'l registration system. due to
underregistration. But the estimates of population totals, and the growth
rates based on those totals (column 6 of Table 3.2) are now considered realis-
tic, if not exact, as is the notable downward trend in death and birth rates.

3.06 Throughout the 1950s and 1960s, the average levels and the changes
in China”s birth and death rates were similar to those of other developing
countries. Figure 7 shows these rates for the post-revolution period in China
and projects them into the future. As indicated in the figure and discussed
in detail above, death rates fell rapidly in the period after the revolution,
with the introduction and spread of preventive health. Birth rates, however,
fluctuated around generally high levels, so that population growth accele-
rated. Official estimates of birth rates until 1958 are between 32 and 38
per thousand (Appendix Table A.l1). There are no official nationwide data on
vital rates for 1958-61, or for 1966-69 (the rates for those years in Figure
7 are estimates, as explained in the note to the figure), but available data
do suggest that birth rates remained high throughout the 1950s and 1960s
except, perhaps, during the economically difficult years of 1958-61.

3.07 However, in the 1970s the birth rate has declined considerably; as a
result the population growth rate has dropped from a peak of over 3% in the
mid-1960s to about 1.2%Z in 1980. The decline in the birth rate of as much as
50% since 1965 is greater than recorded in any other country, and exceeds
considerably declines of about 19% in Indonesia, 14% in India, and 3% in
Korea (see Appendix Table A.9). As indicated in Table 3.3, the current

annual population growth rate of about 1.2% is well below the average of 2.4%
for other low-income countries, though above the average of 0.5%Z for indus-
trialized countries. Low growth is entirely due to the low birth rate, as the
death rate is also low.

3.08 Official figures for crude birth and death rates shown in Table 3.2
were 17.90 per thousand and 6.20 per thousand in 1979, implying a net growth
rate of 1.17%. Even if these are raised to take into account some under-
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Table 3.2: OFFICIAL FIGURES ON POPULATION TOTALS, BIRTHS, DEATHS

AND RATES OF INCREASE, SELECTED YEARS

(1) (2) (3) (4) (5) (6)
Rate of Rate of increase
Crude Crude natural based on increase
Year-end birth death increase in population
Year totals rate rate (3)-(4) over previous year
1952 574,820 37.00 17.00 20.00 20.8
1957 646,530 34,03 10.80 23.23 29.4
1971 847,790 30.74 7.34 23.40 26.1
1975 917,700 23.10 7.30 15.80 17.1
1979 970,920 17.90 6.20 11.70 13.3
1980 982,550 n.a. n.a. n.a. 11.9
Source: Appendix Table A.l.
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Table 3.3: VITAL RATES AND POPULATION GROWTH, CHINA AND OTHER COUNTRIES

Rate of
natural
CBR CDR increase
China, 1979 17.9/a 6.2/a 1.17/a
21.17b 7.8/ 1.337b
India, 1978 35 14 2.1
Indonesia, 1978 37 17 2.0
Sri Lanka, 1978 26 6 2.0
Korea, Rep. of 1978 21 8 1.3
Mexico, 1978 38 8 3.0
Brazil, 1978 36 9 2.7
Kenya, 1978 51 14 3.7
Nigeria, 1978 50 18 3.2
Low~income developing countries, 1978 39 15 2.4
Middle-income developing countries, 1978 35 11 2.4
Industrialized countries, 1978 14 9 0.5

/a Official vital rates.

LB World Bank estimates, explained in text; the rate for 1980, based on year-

end population totals, is 1.19.

Sources: Appendix Table A.l for official rates for China; World Bank, World

Development Report, 1980 for other countries and regions.
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registration of births and deaths (to 21.1 and 7.8 respectively /1) thus
yielding a growth rate of 1.33%, which is consistent with the official
estimates of the increase in population totals between 1978 and 1979, they are
still extraordinarily low in comparison to most developing countries. They
are as low as those of Korea and Singapore, where per capita incomes are three
to four times higher. In countries such as India, Pakistan, Kenya, and
Indonesia, where per capita income is not too dissimilar to that of China,
birth rates are much higher, between 37 and 50 per thousand.

3.09 Growth rates are expected to decline further in the next few
decades, though at a somewhat slower pace. The projection being used by the
World Bank of future population growth in China /2 assumes that the annual
growth rate will fall to about 0.93% by the year 2000 and to 0.31% by 2030-35.
The projection assumes a decline of the fertility rate to a level close to
replacement between 2000 and 2005./3

3.10 Despite low and declining fertility rates, however, the absolute
number of people will continue to grow rapidly, due to the large population
base and because, as a result of past high fertility, a large number of people
will be entering childbearing years in the next two decades. There are no
official available data on age structure, but data from a large (but not
nationwide) 1975 survey of the causes of death indicate that about 38% of

the population was under age 15 and about 63% under age 29./4 The age

/1 The 7.8 crude death rate is based on the assumption that 20% of deaths
(mostly infant deaths) are not registered. The 21.1 crude birth rate
is the rate required to obtain the natural increase rate of 1.33 (13.3 +
7.8 = 21.1).

/2 Three sets of World Bank projections are discussed in detail in
Supplementary Paper SP-II. (See also para. 3.12 and Table 3.5.) The
intermediate projection is the one used for China in World Development
Report 1981 (Washington, D.C.: The World Bank, August 1981, Tables 17
and 18).

/3 A recent careful analysis of relations among various sets of fertility
data from China provides further evidence that fertility is indeed very
low and likely not far above the official estimates. See Ansley J. Coale,
"A Further Note on Chinese Population Statistics," Population and
Development Review, September 198l. Coale concludes that "... the
approximate consistency of the various figures (imperfect though we have
noted them to be), including the age pattern of fertility, supports a
belief that a remarkably low level of childbearing has been reached in
China.”"

/4 Judith Banister and Samuel H. Preston, "Mortality in China," Population
and Development Review 7:1 (March 1981), pp. 98-110, Table 1. For other
data on age structure, see Song Jian, Tian Xueyuan, Li Guangyuan, and
Yu Jingyuan, "The Problem of China’s Population Growth Goals," People’s
Daily, March 15, 1980; and H. Yuan Tien, '"Age-Sex Statistics for China:

What do Recent National Disclosures and Local Figures Reveal?"
Population and Development Review, December 1980.
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Table 3.4: AGE DISTRIBUTION OF THE POPULATION, CHINA AND OTHER COUNTRIES

0-4 5~14 15-64 65+
China

1974 (sample survey) /a 12.41 25.87 57.09 4.62

1975 (World Bank
estimates)/b 12.11 22.63 61.58 3.68

1980 (World Bank
estimates)/b 10.63 21.63 63.66 4.08
India 15.13 25.75 56.19 2.92
Indonesia 14,98 25.11 56.85 3.05
Sri Lanka 12.06 24.19 59.58 4.16
Korea, Rep. of 11.54 22.83 61.72 3.91
Mexico 17.43 27.71 51.42 3.43
Egypt 15.26 24.55 56.70 3.49
USA 7.43 15.61 66.07 10.90
Sweden 6.13 13.66 64.30 15.90

/a Based on a 1975 survey of registered deaths and causes of deaths (survey of
cancer epidemiology). For age distribution based on this survey by five-
year age groups, see Judith Banister and Samuel H. Preston, "Mortality in
China,” Population and Development Review 7:1 (March 1981), pp. 98-110,
Table 1.

/b World Bank estimates used in population projections for China.
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distribution for 1980 used in the Bank projections has a smaller percent of
the population (32.37%) under age 15, in part reflecting the assumption of
continuing fertility decline in the late 1970s. As Table 3.4 shows, the
proportion under age 15 of about 35% is below proportions of 40% to 45% in
higher-fertility countries such as Mexico and India, but is above
proportions between 20% and 25% in most industrialized countries.

3.11 The number of women between ages 20 and 34 was almost twice as great
in 1980 as in 1950. In the later years of the 1980s, the number of women
marrying and beginning to bear children will continue to rise rapidly - by as
much as 50% in 1985 according to one projection of a Chinese demographer /1l as
the large cohorts born in the mid-1960s enter their 20s. Partly due to this
expansion of the population in childbearing ages, the Chinese population is
‘likely to grow to about 1.24 billion in 2000.

3.12 The Chinese Government has announced the ambitious goal of
reducing fertility even more, so as to limit population size to 1.2 billion
in the year 2000. This would require that fertility fall below replacement
level in the next two decades, and that during those years a substantial
proportion of Chinese couples would have no more than one child. Table 3.5
summarizes the results of three projections of future population size and
growth in China; the principal difference among the three is in the amount
and rate of future fertility decline. The first, entitled the simulation
of the Chinese goal, leads to a population of 1,2 billion in the year 2000;
this projection assumes rapid fertility decline to below replacement level
within the next decade. The second, entitled the intermediate projection,
assumes less rapid fertility decline and leads to a population of 1.24
billion in the year 2 000. For the third, entitled the pessimistic
projection, fertility is held at its current rate for the next two decades;
it leads to a population of 1.26 billion in the year 2000.

3.13 Population Distribution. The distribution of the population is
very uneven; about 95% of the population lives in a thousand mile belt along
the east coast. The high mountains and arid regions of the country comprise
slightly more than 50% of the area but contain only about 5% of the total

/1 Liu Zheng, "The Present Situation and the Development of China’s Popula-
tion," paper for the Beijing International Round Table Conference on Demo-
graphy, October 1980, p. 10. Liu’s projection indicates much greater
fluctuations in the numbers of persons by single years of age, and is
apparently based on a more specific age distribution than is available to
us, one probably based on the information on annual numbers of births in
the 1950s and 1960s shown in Appendix Table A.7.
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POPULATION TOTALS AND NATURAL INCREASE RATES,
1980 TO 2005, ALTERNATIVE PROJECTIONS

Simulation of
Chinese goal

Intermediate
projection

Pessimistic
projection

(rapid fertility
decline to total
fertility rate of 1.6
before year 2000)

(fertility decline to
total fertility rate
of 2.1 by year 2000)

(fertility stable at
current estimated
total fertility rate
of about 2.5)

Population Rate of Population Rate of Population Rate of
total natural total natural total natural
(millions) increase (nillions) increase (millions) increase
1980 977/a 977 977
1980-85 1.32 1.26 1.26
1990 1,106 1,107 1,111
1990-95 1.00 1.17 1.31
2000 1,202 1,239 1,264
2000-05 0.10 0.93 1.16
Estimated mid-year population total, based on 1979 year-end figure.

a

Source:

World Bank staff projectioms.



- 47 -

population, and large areas are uninhabited. The major ethnic group, the
Han nationality, comprises 947% of the population, and nearly 60 minority
groups constitute the remainder; the minority groups tend to inhabit the
thinly-populated areas.

3.14 According to official Chinese data, a relatively small proportion
of the population is urban - 13.2% in 1979./1 The reported percentage of
the population living in urban areas is much smaller than that in most other
countries (see Table 3.6). The cities in China grew rapidly in the 1950s,
at as much as 7% annually./2 But the State has limited rural-urban
migration in the last two decades, and urban growth rates have probably been
lower than in the 1950s.

Table 3.6: PERCENT OF POPULATION IN URBAN AREAS,
CHINA AND OTHER COUNTRIES

Country % Urban
China, 1979 13.2
India, 1980 22
Indonesia, 1980 20
Low-income countries, 1980 21
Middle-income countries, 1980 51
Industrialized countries, 1980 77

Sources: For China, see Appendix Table A.l2. For

other countries, World Development Report,
1980.

/1 Appendix Table A.l12 provides estimates derived from various sources of
official data on the percent of the population in urban areas for the
years 1953 to 1979. For the years 1977 to 1979, at least three sources
point to a figure in the range of 10%~-14%.

/2 Leo Orleans, in Every Fifth Child: The Population of China (Stanford
University Press), 1972, cites SSB, Statistical Work.
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3.15 The estimate of the urban population proportion from the 1953 census
was 13.3%. It 1is unlikely that the urban proportion has not increased some-
what; the apparently constant share is probably a statistical artifact, due
to a change to a more restrictive definition of urban. Even a constant
share implies an average urban growth rate of 1.9% annually in the last
three decades, about the same rate as for the population as a whole. Since
annual rates of natural increase have been lower in urban than in rural
areas, at least in the 19708 (e.g., about 0.88% in 1979 in urban areas,
compared to 1.217% in rural areas; see Appendix Table A.2), these growth
rates mean there has been some migration to cities, though little compared
to other developing countries in the same years.

3.16 The low proportion of the population reportedly living in urban
areas and the low apparent growth rates of urban areas do not imply, however,
that changes broadly classified under the rubric of "urbanization”™ have not
been taking place in China. It is possible, for example, that the 1979
definition of urban areas only includes areas already classified as urban in
1953,/1 and that it therefore fails to reflect increases in the density of
"rural® areas that would, under a different definition, alter thelr classifi-
cation to urban. Similarly, the small percent of the population living in
officially designated urban areas must be interpreted bearing in mind the
growing Iimportance of rural industries in China. Nonfarming activities
accounted for about 25% of total rural sector output in 1979, and included
production of steel, cement, and agricultural machinery as well as the proces-
sing of agricultural products. The nonfarm population was reportedly 200
million in 1978, or about 20% of the total population.ig

/1 The mission was informed that the current (October, 1980) definition is

" that the urban population includes the residents of 203 cities defined as
cities by the State Council, with a reported population of 85.87 million,
plus about 42.75 million residents of county “towns."” (There are about
2,300 counties in the 29 provincial-level units of China. How county
towns are defined is not known; the definition could vary among
provinces.) See Appendix A.13 for the provincial breakdown of the urban
population. UN estimates of the population of 105 cities in China with at
least 200,000 residents add up to 116 million. These include suburban
area populations (Patterns of Urban and Rural Population Growth, United
Nations, 1980, pp. 130-131). The official criteria for the 1953
demarcation of urban was different. It was that an area would be defined
as urban if it met any one of these criteria: (a) seat of municipal
peoples” committee above the county level; (b) a minimum resident
population of 2,000, at least 50% of which is nonagricultural; and (c) a
resident population of between 1,000 and 2,000, 75Z of which is
nonagricultural.

/2 See Annex C (Agricultural Development), Table 1.l1. The 25% estimate is
based on the ratio of commune- and brigade-managed enterprises” output to
total rural output, the latter being the sum of commune enterprise output
and gross agricultural output (1979).
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3.17 At the same time, it is clear that the agricultural sector has
borne the burden of absorbing new persons into useful jobs. Despite growth
of nonagricultural employment in rural areas, the annual growth rate of the
agricultural labor force over the past two decades was 2%, compared to about
1% between 1950 and 1970 in South Asia, causing continued population
pressure on land. In the mid-1970s, cultivated area per rural person was
lower in China than in Japan, Egypt or Bangladesh (Table 3.7).

Table 3.7: CULTIVATED AREA PER CAPITA OF AGRICULTURAL POPULATION
IN THE MID-1970s: AN INTERNATIONAL COMPARISON

Country Cultivated land
(ha per capita)

Japan 0.25
Netherlands 0.78
Egypt 0.15
South Korea 0.14
Indonesia 0.16
Bangladesh 0.15
India 0.42
China 0.12

Source: Main Report, Table 1.1.

B. Birth Planning and Other Factors Explaining China“s Fertility Decline

3.18 No single factor explains the recent fertility decline in China to
its current low level. 1In this section, we begin with a description of one
input to the low fertility level, the Government”s birth planning policy. We
then consider how other changes 1in post-revolution China - particularly
reductions in infant mortality and increases in education - have helped to
provide a setting within which the birth planning policy could operate more
effectively./1

/1 A comprehensive treatment of many of the 1ssues discussed in this section
— @ay be found in "Fertility Decline in China,” by John S. Aird, in
N. Eberstadt (editor), Fertility Decline in the Less Developed Countries
(New York, Praeger, 198l1). Aird“s discussion of the limitations that data
quality places on outside analyses of population issues in China is of
particular interest.
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3.19 Birth Planning. With birth planning as with other policies, there
have been changes in the direction and intensity of policy. In 1956, follow-
ing the 1953 census, the Govermment announced a policy of promoting late mar-
riage and birth limitation. This was replaced by ideological polemics against
population control during the Great Leap Forward, which started in 1958.
Attempts were made to reintroduce the birth planning program in the early
19608, but contraceptive services were disrupted during the early years of the
Cultural Revolution (1966-69). Throughout this period, the program was
justified principally in terms of its contribution to maternal and child
health./1

3.20 In the early 1970s, however, a new birth control campaign began in
earnest. Birth planning was more closely linked to the national objectives of
economic development and modernization. The Government endorsed a specific
set of norms with respect to childbearing, embodied in the slogan of "later,
longer, fewer" - late marriage and childbirth, spacing (of at least four
years) between children, and a smaller total number of children per couple.
With its adoption the notion that reproduction is a concern not only of the
family, but also of the soclety, was specifically endorsed for the first time
in China. The current goal of population policy is to limit total population
to 1.2 billion in the year 2000.

3.21 The administrative responsibility for birth planning activities was
placed under a reorganized Birth Planning Leading Group of the State
Council./2 Planned birth offices were set up at every level down to the
commune in rural areas and the street committees (between 15 and 40 house-
holds) in urban areas. Committees on Planned Births were also established

in large enterprises and institutions.

3.22 The vertical administrative structure embodied in the Birth Planning
Group at the level of the State Council distinguishes China from most other
developing countries, in which the administration and responsibility for birth
planning services 1s integrated with the administration of other health
services. {(The vertical approach also 1s used for important aspects of the
preventive health service; see Figure 5 above for illustration of the relation
of the vertical programs, including birth planning, to the clinical health
services.) Close ties to the top leadership provide a vehicle for applying
political force to a goal, population limitation, that 1s viewed as a means to

/1 Leo Orleans, "China“s Population Growth: Another Perspective,” Current
Scene, XVI:283 (February/March, 1978) p.5.

/2 For more detail on how the birth planning program is organized and
administered, see Pi-Chao Chen, "Population Policy and the Rural Health
System in China,” World Bank (draft), October, 1980. Unless otherwise
noted, the discussion that follows is based on his paper. (As of early
March 1981, it appears that the Birth Planning Leading Group has been
superseded by a Family Planning State Commission, reporting to the
same Vice Premier.)
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more rapid economic development, and not only as an input to better health or
improved family welfare.

3.23 At the same time, the vertical control of the planned birth
campaign is complemented by horizontal leadership and control at the local
level, through both the supreme local government organization and the local
party organization.

3.24 As a result, there is room for, and encouragement of, local initia-
tives. However, the system of local control also has a cost: it creates an
environment in which the line between persuasion and coercion may be over-
stepped by local cadres. There have been reports of local cadres using
coercive measures during sterilization campaigns, for example.

3.25 At the local level, the actual provision of birth planning services
is apparently quite easily integrated with the provision of health services.
Many health workers provide birth planning services. Most birth planning
workers are locally paid and part-time. There is by one estimate an average
of one part-time birth planning worker for every 20-40 households throughout
most of rural China; most of these are female barefoot doctors who combine
delivery of contraceptives with other health care at the brigade level.

3.26 Throughout the 1970s, the Government”s objective of reducing fer-
tility has been backed up in a variety of ways - free contraceptives, delayed
marriage, quotas and peer pressure, and economic incentives and disincentives.

3.27 First, free contraceptives are universally available. It 1is esti-
mated that of the 115 million women at risk, 70%Z are practicing contraception.
In the few apparently high-performance provinces for which data are available,
the contraceptive use rate is above 80% (Appendix Table A.14)./1 As shown in
Figure 8, these rates are comparable to and even above those in developed
countries, such as 68% in the United States (1976) and 79% in France (1978).
They are well above rates such as 23% in India, 40% in Sri Lanka, and 46% in
Colombia.

3.28 Of married couples using contraceptives in China, about 50% use the
intrauterine device (IUD), 30% sterilization (17% female, 12% male), 12% oral
contraceptives, and 7% condoms (see Appendix Table A.l4). Compared to other
countries, as is clear in Figure 8, the Chinese have relied much more on the
IUD and much less on the pill (oral contraceptives). Insertion and monitoring
of IUDs requires an adequate health delivery system, which is available in
most of China. At the same time, to be effective, the IUD does not require
on the part of the individual user the series of daily decisions required

for effective use of the pill.

LL In the two provinces where the mission obtained data, the reported 1979
contraceptive use rate was 897 (Jiangsu) and 847 (Gansu).
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Figure 8: PERCENT OF MARRIED WOMEN OF REPRODUCTIVE AGE
USING SPECIFIED CONTRACEPTIVE METHODS
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a/ Sterilizations for males are included in figure They make up 8 4% of China’s
total contraceptive use
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For rest of the countries Nortman, Dorothy, ““Empirical Patterns of
Contraceptive Use A Review of the Nature and Sources of Data and Recent
Findings ”* New York Population Council, 1980 p. 13
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3.29 Abortion provides a back—up to contraception, and it was legalized
in 1956. The mission was informed that in 1979 there were about 5 million
abortions and about 17 million live births, or an abortion rate of about 290
per thousand. Abortion rates are much higher in cities, partly because rural
women go to the cities, where hospital services are available, for abortions.
The reported rate for the city of Tianjin was 1114 abortions per 1000 live
births in 1978; for Chengdu Municipality in Sichuan Province, it was 580 in
1979, compared to 371 in 1971./1 Comparable data on abortion rates in other
countries are difficult to obtain, but the Chinese rate is probably as high as
anywhere in the developing world.

3.30 Second, the Government mounted a major campaign to raise the age of
marriage of males to 28 and females to 25 in urban areas, and to 25 and 23
years, respectively, in rural areas./2 There are no nationwide data on
trends in age at marriage, but the HIgh proportion of couples reported to have
conformed to the "late marriage rate” suggests some increase. Table 3.8
shows the late marriage rate in areas for which data are available. In the
provinces of Guangdong, Jiangsu and Hebel and in the municipality of
Shanghai, more than three—quarters of all husbands and wives in 1977-78 (more
than 907 in Hebei and Shanghai city) had been married at or above the
recommended ages of 25 for men and 23 for women. In Singapore, for
comparison, about one third of couples were married above those ages 12
(Appendix Table A.17).

3.31 Data based on a small sample indicate marriage age has probably
risen more in urban areas, probably due not only to the new norms but to
housing shortages, the former practice of "sending down” school graduates to
rural areas for several years, and the difficulties of setting up new
households due to shortages of consumption goods viewed as essential for

/1 H. Yuan Tien, "Wan, Xi, Shao: How China Meets Its Population Problem,"
International Family Planning Perspectives, VI: 2 (June, 1980), 980, p.73,
based on data provided by the Planned Reproduction Committee of Chengdu.

/2 The legal minimum age at marriage had been 20 for men and 18 for women. A
new law has just ralsed these ages to 22 and 20, respectively. Debate
preceding the change in the legal minimum suggests it could be interpreted
as a relaxation of the existing norms, in that pressures to marry at ages
well above the legal minimum are being relaxed. The change in regulations
has reportedly led to a recent spate of marriage registrations.

/3 Mean age at marriage is between 23 and 25 in Hong Kong and Singapore. The
higher late marriage rate in China need not mean that age at marriage is
very different, as long as there 1s more concentration of marriage at the
ages deemed acceptable.
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Table 3.8: REPORTED LATE MARRIAGE RATE AND PLANNED
BIRTH RATE, SELECTED AREAS OF CHINA

Late marriage rate Planned birth rate

Guangdong 75.0 61.0
Jiangsu 88.5 60.8
Hebei 93.0 77.0
Shanghail

City proper 90.0 85.0

Periurban counties 80.0 75.0
Zinghui /a

(Guangdong) 95.85 62.0
Hengxien /a

(Guangxi) 98.0 N/A
Taoyuan /a

(Hunan) - 70.0
Changsha /a

(Runan) 97.0 70.9
Xian /a

(Shaanxi) 94.4 67.0

/a Refers to 1977.

Late marriage rate (couple) = Number of women married at 23 years or older
in a calendar year X 100
Total number of married men and women
married in a calendar year

Number of first live-births to mothers
conforming to the late marriage norm + number
of second live-births to couples conforming
Planned birth rate = to the longer spacing norm X 100
Total number of births

Source: Appendix Table A.16
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newlyweds./l1 1In 1978, only 1.1% of all births in the city of Tianjin were to
women aged less than 25, indicating either that few women marry before age 24,
or that if they do, the first birth is delayed./2

3.32 Despite these successes in raising age of marriage and despite the
recent increase in the minimum age, birth planning officials in China antici-
pate that age of marriage will decline in the next few years. This is because
with increased emphasis on economic incentives and the decentralization of
decision-making, the communes” capacity to establish disincentives (e.g.
reduced work points) for early marriage will be weakened. As a consequence,
policy efforts will increasingly focus on delaying the birth of the first
child rather than delaying marriage.

3.33 Third, study groups at the brigade and commune levels have been set
up to set birth quotas and allocate births to couples in a particular order:
first to newlywed couples who conform to the norm of late marriage, and to
married but childless couples, and then to couples with one child aged 4 or
above. In addition to setting goals and monitoring progress, these study
groups provide a forum for intense social pressure. The local branches of the
State Council”s Planned Reproduction Group are charged with maintaining for
every married woman of reproductive age a Planned Reproduction Card, which
shows the number of her previous births, by sex, the date of her last birth
and the type of contraception she uses. These cards are the basis for
compilation by each group of the “"planned birth rate,” which indicates what
percentage of births was to couples conforming to the late marriage norm and
to the 4-year spacing norm./3 As indicated in Table 3.8 above, the planned
birth rate is at least 60% in provinces for which data are available. It is
85Z in Shanghail city proper. Only 10%Z of all births represented a third child
in Shanghai municipality as a whole, and only 2% in Shanghai city proper
(Appendix Table A.16).

3.34 In 1979, the Govermnment initiated a campaign to promote the one-
child family. 1Its purpose is to reduce family size in the next two decades
enough to bring the birth rate down still further, even in the face of the

ll_ William Parish, "Marriage and Family in the People”s Republic of China,”
paper presented at the Hawaii Conference on Population in China, May,
1980, reports an increase in age at marriage by 1977 to almost 25 for
women and almost 28 for men, from 21 and 24 respectively in 1949, among a
small sample. His data are from a 1977/78 study of emigres from 133 urban
neighborhoods scattered throughout China, collected in Hong Kong, and may
not be representative of the urban population of China as a whole.

/2 Katherine Chiu Lyle, Sheldon J. Segal, Chih~Cheng Chang and Li-chuan
Chien, "Perinatal Study in Tientsin: 1978,” International Journal of
Gynaecology and Obstetrics 18 (1980).

12 The individual cards are also the basis for compilation of the "late
marriage rate.”
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continuing increase in the proportion of the population entering childbearing
years. This is a sacrifice expected of parents - because there will be so
many of them - over at least the next two decades, though not necessarily of
parents in the indefinite future. By the end of 1979, 29% of one-child
couples had applied for a one-child certificate, issued to one-child couples
who pledge to have no more children.

3.35 Finally, there are economic incentives and disincentives to
discourage births, and more recently in particular to promote the one-child
family. Incentives have existed since the early 1970s when the Central
Government instituted a schedule of benefits, in the form of vacation days,
for women undergoing various types of planned birth operations. In urban
areas, these are 14 days for induced abortion, 10 days for tubal ligation,
2-3 days for insertion or removal of IUD, and in the case of post—-partum
sterilization, 7 extra days over the normal 56 days of paid maternity leave.
In rural areas women are generally allocated work points equivalent to this
schedule of benefits.

3.36 The possibility of additional incentives specifically to promote
the one-child family was raised in August 1979./1 There is no uniform
national set of incentives to date, but the Central Government has been
encouraging, even requiring, each area and province to draw up its own
measures. Sichuan”s, for example, provide for a five-yuan monthly subsidy to
one-child families (8% of the average worker”s wage) until the child is 14
years old. The child will have priority in admission to schools and in
obtaining a factory job. In rural areas in Hunan, one-child parents are to
receive an annual bonus of 400 workpoints until their child is 14 years old,
and private plots and housing lots of a two-child standard. Disincentives
apply to the birth of a third child; they include deductions of wages or
workpoints (amounting to 5% in Hunan and 10% in Tianjin and Shanghail),
payment by parents of all medical expenses for a third child and the
exclusion of that child from cooperative medical schemes (Anhui). The
mission found similar incentive mechanisms implemented in Gansu and Jiangsu.
Appendix Table A.19 summarizes available information on incentives and
disincentives by location.

/1 People”s Daily (August 11, 1979), translated in Population and
Development Review, Vol. 5, No. 4, pp. 723-729.
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3.37 In a February 1980 radio broadcast and an editorial in the People’s
Daily, the Chinese called attention to the role of education and persuasion in
inducing couples to have only one child, rather than any direct financial
incentives. Perhaps the motivation was the financial burden demographic
success would impose; in particular if the current arrangement (under which
incentives are designed, financed, and carried out at the local level) were
continued, it is not clear how areas which did not have enough couples to
penalize could finance rewards to those who agreed to a single child.
Provincial officials in Gansu expressed their concerns on this point to the
mission. Clearly a more easily financed route, particularly for poorer
provinces, would be to make the single child a norm to be expected of all,
rather than an exceptional contribution to be rewarded; the question is
whether this is a feasible alternative.

3.38 The incorporation into birth planning policy of such a wide array
of financial and other incentives and disincentives, whether eventually
systematized at the national level, or whether left to local areas, has no
precedent elsewhere. It reflects both the extraordinary concern of Chinese
planners that continued rapid population growth will undermine development
efforts, and a willingness and apparent capacity of the government to shift
childbearing decisions from the family unit to the social arena, in the
interests of long—term community objectives. It may also be the only
effective way to reduce fertility below what is, given China“s level of
socioeconomic development, already a very low level.

3.39 Explaining China“s Fertility Decline. Without data for different
parts of China on actual birth planning inputs in recent years (e.g. expendi-
tures per woman on birth planning services, person-days of health staff devo—-
ted to birth planning activities, amount and types of local incentives to
reduce births), it 1s impossible to quantify the contribution of the govern-
ment policy and programs to fertility decline. Separating the effect of the
policy from effects of other factors - such as declining infant mortality,
increasing female education and employment, rising wages, and the difficulty
of obtaining housing in urban areas - is difficult in the absence of better
data. However, there are several indications that the policy itself has been
critical.

3.40 One is the comparison of China”s current low fertility to that of
other low-income countries. For most of the world, birth and death rates are
closely associated with per capita income. In general, the higher a country’s
per capita income, the lower its birth and death rates. Among developing
countries, those of sub—-Saharan Africa and the Indian subcontinent
(Bangladesh, India, Pakistan) have the highest levels of fertility and
mortality and the lowest incomes; the developed countries have the lowest
levels of fertility and mortality and the highest incomes.

3.41 China is a striking exception to this rule. Its very low fertility
given its income was illustrated in Figure 6, in which the expected relation-—
ship between per capita income and total fertility rate was shown for 88 deve-
loping countries; China”s fertility lies well below the value expected for its
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income. There are other low-income countries with relatively low fertility -
including India and Sri Lanka - but India’s total fertility rate is 5.0
compared to China’s estimated 2.75 (1979), and even Sri Lanka has a total
fertility rate of 3.7. Korea’s TFR is 2.8, little different from China’s,
but Korea is of course much richer than China. Indeed, except for Singapore
and Yugoslavia, not one of the countries classified as "developing" by the
World Bank has a lower fertility rate than China. Of course, China is
different from other developing countries in a number of ways that contri-
bute to low fertility - not only with respect to its strong birth planning
policy. It has lower infant mortality rates than most, and higher rates of
female education. These we discuss below. But even when life expectancy
and literacy are taken into account, China still has unusually low fertility
compared to other countries./l

3.42 The second indicator of policy success is the extent and speed of
China’s fertility decline. Fertility has declined farther and faster than
income gains and other changes alone could explain. According to official
estimates, the crude birth rate fell by 197 between 1965 and 1971, from 38
to 30.7 per thousand. This in itself is impressive, but much of it may be
attributable to the shifts in population and dislocation of family life
associated with the Cultural Revolution. The birth planning campaign began
in earnest in 1972, Between 1972 and 1979 came further declines of birth
rates in the more difficult to obtain range below 30 per thousand, by 677%,
from 29.9 per thousand in 1972 to 17.9 in 1979./2 1In a limited number of
communes for which data are available, the number of women of different ages
sterilized also suggests the impact of the intensification of the government
effort in the 1970s. Among women aged 25-29 in one area, only 197 of those
sterilized had three or more children. Among women in age groups 30-34 and
35-39, the figures were 56% and 61% respectively./3 More generally,

/1 For example, if we apply regression coefficients obtained by estimating

" the crude birth rates of 70 developing countries, to 1979 estimates of
China’s per capita income, crude death rate and the literacy rate, the
resulting "expected" crude birth rate of China is 35, well above its
reported CBR.

/2 That fertility decline accelerated in the 1970s is suggested by a
variety of sources at the local level. Pi-Chao Chen (correspondence,
October 1980) cites the age pyramid of Nanchuang commune, a rural
commune in which the number of children aged 0-4 in 1977 appears
to be only about 65% of the number 5-9 (data source unknown), and time
series data of vital rates for Guangdong Province, which indicate crude
birth rates of 36.3 in 1965, 29.2 in 1970 and 18.6 in 1977. (Data
provided to Pi-Chao Chen by Guangdong Provincial Planned Birth Staff
Office in 1978.)

/3 H. Yuan Tien, "Wan, Xi, Shao: How China Meets Its Population Problem,"
International Family Planning Perspectives VI:2 (June 1980).
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contraceptive prevalence rates are as high in China as in most developed
countries, presumably in large part due to government provision of services
and pressure on couples to use those services.

3.43 The third line of evidence indicating the importance of policy in
promoting fertility decline comes from analysis of data provided to the
mission on rural collective income per capita and rates of natural increase
in 1979 in the 29 provincial-level units; and on 1979 income and 1975 and
1979 crude birth rates for the 68 counties of Jiangsu province. Analysis of
the data indicates that income, though always negatively associated with
birth rates, explains a lower proportion of the variation in natural
increase rates and birth rates in more recent years than in the past,
presumably because the relative contribution of the govermment initiatives
has increagsed. For example, the Income variable alone explains about 507% of
the variation in rates of natural increase among provinces in 1965 - but
only about 20% in 1979./1

3.44 Finally, the Government and local birth planning cadres clearly
assoclate dramatic declines in fertility in local areas with the inputs of the
birth planning program. This is evident in the manner in which local data on
the "late marriage rate” and "planned birth rate" are compiled, and in the
recent promulgation of various financial incentives and disincentives to
encourage couples to have only one child.

3.45 On the other hand, it would be incorrect to believe that the birth
planning policy has operated in a vacuum. The analysis in Supplementary
Paper SP-1 indicates there is a clear negative relationship between rates of
population growth and income across regions of China. This negative
relationship existed in 1965, and has persisted throughout the entire period
of fertility decline. As is the case among countries and within other
countries, fertility is lower in China in regions that have higher average
per capita income, a larger proportion of production teams above a low-income
cutoff and, presumably, more education, better employment opportunities, and
better access to health services. Within the single province of Jiangsu, a
county”s income was also associated negatively with its birth rates and
explained almost 50% of the variation among counties in crude birth rates in
1975. Other data also point to a negative relationship between socioeconomic
status and fertility. A 1963 survey in Shanghai indicated a positive
association between age at marriage and economic level (measured by
occupation, income and housing conditions) and a negative association with
family size.ig Fertility is clearly lower in urban areas, where income is

/1 See Supplementary Paper SP-I for a detailed analysis of income levels and
fertility in China and for a discussion of the implications of this
analysis for birth planning policy.

/2 Gu Xing-Yuan, "Analyses of Fertility Trends in China,” n.d.
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higher, than in rural areas (Appendix Table A.2) and probably lower in large
cities than in county towns./l

3.46 Several other factors associated with low fertility across countries
undoubtedly helped set the stage for the rapid fertility decline of the 1970s
in China. The first is the significant gains in life expectancy achieved in
the 1950s and 1960s (Table 2.1 above) and the probable drops in infant
mortality that occurred throughout this period and that contributed to
increased life expectancy. Infant mortality for China as a whole in 1973-75
ranged between 53 and 63 per thousand (Table 2.2 above), which compares
favorably with a rate of 37 per thousand in Korea, 68 in Thailand, and 62 in
Brazilﬂig A point related to that of general health improvement is that the
creation of an extensive health care delivery system in the 1960s provided
the structure within which intensification of birth planning programs could
be implemented in the 1970s. Few other developing countries could so easily
launch a birth planning program of the magnitude of China”s, simply because
comparable health service delivery systems are not in place.

3.47 A second factor 1s the current relatively widespread access to
basic education, and in particular the increases in female enrollment rates
in the post-revolution period. The enrollment ratio in primary schools has
risen from 25% to 93%./3 Of primary school-age girls, 84% are now enrolled,
compared to an average among all developing countries of 567%. Girls
educated in the 1950s and 1960s are now in their childbearing years.
Secondary and higher education encourage reduced fertility because they
broaden female opportunities beyond family and childbearing; but very few
adult women in China have received more than primary education. However,
even a few years of schooling are likely to improve the effectiveness of
contraceptive use; it is in this regard that China is probably now reaping
the benefits, In terms of reduced fertility, of widespread basic education.
In China, a higher proportion of women now in their twenties has received
some primary education than in most other low-income developing countries.

3.48 Other effects of education on fertility are probably also
important, though they are indirect and difficult to measure. Education has
undoubtedly contributed to lower infant mortality, and through reduced
mortality, to reductions in fertility. And for adults who have not been

/1 William Parish, "Marriage and Family in the People”s Republic of China,”
paper presented at the Hawaii Conference on Population in China, May 1980,
Table 9, shows number of children per woman by residence to women aged
35-44 who had emigrated to Hong Kong. Women from county seats had 2.8
children on average; women from one of the three national municipalities
(Beijing, Shanghail, Tianjin) had 2.2 children on average.

/2 1978 data for other countries are from World Development Report, 1980.

/3 See Annex G (Education).
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educated, even the fact of access to schooling for their own children is
likely to reduce their demand for many children; one or two skilled children
may well substitute for many unskilled in providing support in old age.

3.49 Also associated with low fertility across countries is the distri-
bution of income. In China, the nutritional evidence (Chapter 2, Section B)
indicates substantial success in achieving a floor below which relatively
few households fall with respect to consumption of food (and probably health
services). Similarly, data from a few urban and semi-urban areas on heights
and weights of Chinese school children show there has been improvement over
time in the nutritional status of Chinese children, and suggest they are
better off than children in countries with similar per capita incomes. This
factor, too, has probably facilitated acceptance of fertility limitation in
China.

C. Implications of Population Change for the Future

3.50 The idea that a reduction in the rate of population growth will
raise per capita consumption rests on two economic assumptions: first, that
a slowdown in the rate of labor force growth will reduce pressure on the
scarce factors of production, land and capital, and prevent ever diminishing
returns to labor; and second, that as the ratio of dependents to workers
declines, total savings can increase, providing for new investments in
education and in physical capital. Whether these assumptions are valid,
however, depends on other circumstances that can offset the benefits of a
declining population growth rate: technological stagnation; low substitution
elasticities between capital and labor and between educated and uneducated
labor; changes in the political climate or in the international trade
environment. As a result, it is difficult to isolate the macroeconomic
consequences of a decline in population growth in China, independent of other
changes. We can, however, describe changes in age structure and consider
how they are likely to be related to changes in labor productivity and in
investment potential over time.

3.51 Table 3.9 indicates the estimates of the current age distribution
of China used in World Bank population projections for China, and shows
estimates of the future population using two different projections of the
population: the World Bank projection (which assumes a fertility decline

to a fertility rate of 2.1 by the year 2000); and a projection that
simulates the Chinese goal of restricting future population size to 1.2 bil-
lion in the year 2000 (which assumes a fertility decline to a fertility rate
of 1.6 by the year 2000).

3.52 In both projections, but more markedly in the simulation of the
Chinese goal, the proportion of children declines and the proportion of old
people increases.
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Table 3.9: CURRENT AND PROJECTED AGE DISTRIBUTION OF CHINA

Country 0-14 15-64 65+

China, 1980 32.26 63.66 4.08

Projection of Intermediate
Fertility Decline

China, 2000 25.04 68.19 6.77
China, 2030 20.51 65.19 14.29

Simulation of 0fficial Goal

China, 2000 21.91 70.89 7.21

China, 2030 12.11 68.46 19.43

Source: World Bank population projections.

3.53 Most notable is that there is a projected decline in the absolute
size of the school-age population (Appendix Table A.5). This group increased
in size by more than 15% between 1960 and 1980; in the scenario based on the
simulation of the official Chinese goal, its size will decline to about 90%
of its 1980 level by 2000. 1In the intermediate scenario, the decline would
be less - to about 95% of the 1980 level in 2000. 1In both cases, of course,
there will be greater scope than in the past for improving the coverage and
quality of education. Over the next 50 years, the school-age population will
decline substantially as a proportion of the total, from 217% today to 13% in
the intermediate projection, and to 8% in the simulation of the Chinese goal
(Appendix Table A.5).

3.54 Another positive aspect of the future changes in the age structure
of the population will be a temporary decline in the dependency ratio. Even
in the less optimistic scenario, the proportion of children will, for the
next 20 years, decline faster than the proportion of old people rises,
causing an increase in the proportion of people of prime working age. After
about 2000, the situation will be reversed for the next several decades.

3.55 The medium—term decline in the dependency ratio, however, will not
prove an economic or social blessing unless this relatively large (and
numerically gigantic) increase in the labor force can be productively
employed. This will be' made easier by the increased emphasis on personal
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services and light manufacturing industry - though in fact the heavy
manufacturing subsector that is contracting most rapidly (engineering) is
relatively labor-intensive. But job creation will require substantial
investment, and will thus conflict with the Govermment”s objective of
raising the share of consumption.

3.56 Of particular concern are the prospects of workers under 30 years
of age, whose numbers will rise by over 30 million in the next decade
(Appendix Table A.4). Unemployment in most other countries, as in China, is
concentrated in this age group — partly because of social pressures that
prevent young workers from displacing older (but less well-educated)
workers, but also because there appear to be economic limits to the rate at
which inexperienced workers (however well-educated) can be absorbed. 1In
China, this problem could be aggravated by the fact that many young workers
in the next decade will have been less well-educated than their seniors, as
a result of the educational disruptions of the Cultural Revolution. On the
other hand, however, the difficulty of absorbing and training inexperienced
workers will undoubtedly be eased in China by the fact that (under either of
the scenarios mentioned) from now on they will be a declining proportion of
the labor force.

3.57 It is notable that even given the substantial fertility declines
projected, the working-age group as a whole does not decline as a proportion
of the total population over the next 50 years. Indeed, as shown in

Table 3.9, in the projection of intermediate fertility decline, it increases
to 65% from the current 64%, and in the simulation it increases to 68%.

3.58 Nor will there be a problem of too large a proportion of old
people, at least until well into the 21st century. Table 3.9 indicates that
though the proportion of old persons will increase in China, it will, under
the intermediate projection set of assumptions, still constitute less than
15% of the total population in the year 2030; this is comparable to about
16%Z in Sweden and 11% in the USA today. The projection simulating the
Chinese goal, with its more rapid fertility decline, leads to almost 20% of
the population being over age 65 by 2030. But even then, as noted above,
the working age population will still constitute more than 65% of the total
population, compared to 64% today. There would be, of course, relatively
fewer children - 12% compared to 33% today.

3.59 From a societal poilnt of view, this would be a different world,
but not necessarily an unmanageable one. The proportion of persons in the
productive ages would not fall and the dependency burden not increase; the
working group would simply be supporting the dependent old rather than the
dependent young. The obvious alterations in the nature and structure of
social services would have to be implemented beginning in the early years of
the next century.
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SUPPLEMENTARY STATISTICAL INFORMATION

ON POPULATION, HEALTH AND NUTRITION

This appendix presents additional supporting statistics for
the main text of this Annex. The tables are subdivided according
to various aspects of population, health and nutrition, as shown
in the Table of Contents.
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1: POPULATION TOTALS, BIRTH, DEATH AND INCREASE RATES,
1949-79: OFFICIAL AND SEMI-OFFICIAL DATA

(@) (2) (3) (%) (5) (6> (7)
Rate of
Year-end Crude Crude natural Rate of Census
Year totals birth death increase increase totals
(°000) rates rates (3)~(4) [Based on (2)]/a ('000)
1949 541,670
1950 551,960 37.00 18.00 19.00 18,82
1951 563,000 19,80
1952 574,820 37.00 17.00 20.00 20.78
1953 587,960 22.60 582,603
1954 601,720 37.79 13.18 24.79 23.13
1955 614,650 32.60 12.28 20.32 21.25
1956 627,800 31.90 11.40 20.50 21,17
1957 646,530 34.03 10.80 23.23 29.40
1960 25.40
1962 37.00 10.00 27.00
1963 43,60 10.10 33.50 691,220
1964
1965 725,380 38.10 9.60 28.50
1970 825,920 33,60 7.6 26.0
1971 847,790 30.74 7.34 23.40 26.1
1972 867,270 29.9 7.60 22.3 22.7
1973 886,610 28.1 7.1 21.0 23.2
1974 904,090 25.0 7.4 17.6 18.4
1975 919,700 23.1 7.3 15.80 17.1
1976 932,670 20.0 7.3 12.7 14.0
1977 945,240 19.03 6.91 12.12 13.4
1978 958,090 18.34 6.29 12.05 13.5
1979 970,920 17.90 6.20 11.70 13.3
1980 982,550 n.a. n.a. n.a. 11.9

/a These rates
compounding.

are calculated on the basis of exponential, or continuous

Sources: Year-End Population Totals

1949-56: Statistical Work, June 1957.

1957
1965;
1980:

¢ Ten Great Years, September 1959.
1970-79: Provided to the mission by the SSB.
"Communique on the Fulfillment of China’s 1980 National Economic
Plan,”" NCNA Broadcast, April 29, 1981.

Crude Birth and Death Rates

1960:

1950,

1952,

1963:

Sun Yefang, "Consolidate Statistics Work, Reform the Statistics
System," Jungjl Guanli No. 2, February 13, 1981 (Foreign Broad-
cast Information Service, March 26, 1981).

1962: Liu Zheng, "The Present Situation and the Development of
China’s Population.” Beifjing International Round Table Con-
ference on Demography, October 1980.

1954-57, 1971, 1977: Provided to Pi-Chao Chen in 1979 by SSB
official.

Wang Jianmin, "Earnestly Control the Growth of Population,”

Wenhuibao, Shanghai, July 12, 1979, p. 3; and Song Jian, "On

the Problem of the Targets for China’s Population Development,"

Renmin ribao, Beijing, March 7, 1980, p. 5.

1970,
1978:

1979:

1972~76: Provided to the mission by the SSB.

Chen Muhua, "For the Realization of the Four Modernizations,
There Must be Planned Control of Population Growth," Renmin
ribao, Beijing, August 11, 1979, p. 2.

SSB, " Communique on the Fulfillment of China’s 1979 National

Economic Plan," Xinhua - English, Beijing, April 30, 1980,
Foreign Broadcast Information Service, No. 85, April 30, 1980,
p. LI10.

Census Totals

1953:

1964:

"Communique of Results of Census and Registration of China’s
Population.”" Xinhua, Beijing, Nov. 1, 1954. American Consulate
General, Hong Kong, Current Background, No. 301, Nov. 30, 1954,
China Atlas, Beijing, 1972, cited in John Aird, "Recent Provin-
cial Population Figures," The China Quarterly, No. 73, March
1978, p. 16.
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Table A.2: BIRTH AND DEATH RATES FOR URBAN AND RURAL AREAS,
1954-79: OFFICIAL AND SEMI-OFFICIAL DATA

Urban Rural Total

CBR/a CDR/b CBR/a CDR/b CBR/a CDR/b
1954 42.45 8.07 37.51 13.71 37.39 13.18
1957 44.48 8.47 32.81 11.07 34.03 10.80
1962 35.93 8.39 37.43 10.37 37.00 10.00
1963 45.00 7.19 43.38 10.55 43.60 10.10
1964 33.02 7.42 40.27 12.17 39.40 11.60
1966 21.70 5.80 36.71 9.47 35.00 9.10
1970 33.6 7.6
1971 21.9 5.5 31.9 7.6 30.7 7.3
1972 20.1 5.5 31.2 7.9 29.9 7.6
1973 18.1 5.2 29.3 7.3 28.1 7.1
1974 15.1 5.5 26.2 7.6 25.0 7.4
1975 15.2 5.6 24.2 7.6 23.1 7.3
1976 13.7 6.9 20.9 7.4 20.0 7.3
1977 13.9 5.7 19.7 7.1 19.0 6.9
1978 14.1 5.3 18.9 6.4 18.3 6.3
1979 13.9 5.1 18.5 6.4 17.9 6.2

a Crude birth rate (per thousand).

—

/b Crude death rate (per thousand).

Notes: (i) All figures exclude Taiwan.
(i1) Urban areas are the 203 population centers denoted as "urban" by
the State Council, plus county towns, of which there are about
2,300.

Sources: 1954-66: Liu Zheng. "The Present Situation and the Development of
China“s Population.” Beijing International Round Table Conference on
Demography, October 1980, p. 6. 1970-79: Data provided to mission by
the State Statistical Bureau. '



Table A.3: POPULATION TOTALS, BIRTH, DEATH AND NATURAL INCREASE RATES,
1980-2030, UNDER TWO ALTERNATIVE PROJECTIONS

Rate of Population
Crude birth rates Crude death rates natural increase totals (’000) /a
Official Of ficial Of ficial Official

goal World Bank goal World Bank goal World Bank goal World Bank
Year projection projection projection projection projection projection projection projection
1980-85 19.9 20.1 6.7 7.6 1.32 1.26 977,420 977,420
1985-90 18.2 19.8 6.7 7.4 1.16 1.24 1,044,238 1,040,848
1990-95 16.7 19.1 6.7 7.3 1.00 1.17 1,106,388 1,107,261
1995-2000 13.6 18.1 6.9 7.4 0.67 1.08 1,163,118 1,174,168
2000-05 8.3 16.8 7.3 7.5 0.10 0.93 1,202,485 1,239,109
2005-10 8.1 15.6 8.1 7.8 0.00 0.78 1,208,565 1,298,059
2010-15 7.8 14.8 9.1 8.3 -0.12 0.65 1,208,655 1,349,643
2015-20 7.7 14.5 10.2 8.8 ~0.25 0.57 1,201,374 1,394,047
2020-25 7.3 14.4 11.5 9.5 ~-0.42 0.49 1,186,225 1,434,112
2025-30 8.9 14.2 13.1 10.1 =0.42 0.41 1,161,290 1,470,010

/a Population totals are for the initial years indicated.
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Table A.4:

ALTERNATIVE PROJECTIONS OF CHINESE WORKING~AGE POPULATION
BY AGE GROUP, 1980-2030
(in thousands)

Young working age (15-30)

Older working age (31-64)

Total working age (15-64)

Proportion Proportion Proportion
Absolute Percent of of total Absolute Percent of of total Absolute Percent of of total Tota1 population
size 1980 population size 1980 population size 1980 population
Simulation of Official Chinese Goal
1980 293,921 100 30.07 328,317 100 33.59 622,238 100 63.66 977,420
1990 326,571 111 29.52 428,249 130 38.71 754,820 121 68.22 1,106,443
2000 323,334 110 26.89 529,106 161 44,00 852,440 137 70.89 1,202,538
2010 298,441 102 24.69 609,240 186 50.40 907,681 146 75.10 1,208,707
2020 235,751 80 19.87 635,730 194 53.59 871,481 140 73.46 1,186,278
2030 156,080 53 13.72 622,570 190 54.74 778,650 125 68.46 1,137,371
Projection of Intermediate Fertility Decline

1980 293,921 100 30,07 328,317 100 33.59 622,238 100 63.66 977,420
1990 325,566 111 29.40 425,471 130 38.43 751,037 121 67.83 1,107,261
2000 321,262 109 25.93 523,706 160 42.26 844,968 136 68.19 1,239,109
2010 316,065 108 23.42 602,232 183 44,62 918,297 148 68.04 1,349,643
2020 331,168 113 23.09 633,268 193 44.16 964,436 155 67.25 1,434,112
2030 322,809 110 21.52 655,286 200 43.68 978,095 157 65.19 1,500,289

_89_
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Table A.5:

ALTERNATIVE PROJECTIONS OF CHINESE SCHOOL-AGE POPULATION
BY AGE GROUP,
(in thousands)

1980-2030

Aged 7-11 Aged 12-14 Aged 15-16 Total school age (7~16)
Proportion Proportion Proportion Proportion
Absolute Percent of of total Absolute Percent of of total Absolute Percent of of total Absolute Perceat of of total Total
size 1980 population size 1980 population size 1980 population size 1980 population population
Similation of Official Chinese Goal
1980 106,590 100 10.90 61,719 100 6.31 40,545 100 4.15 208,854 100 21.37 977,420
1990 98,302 92 8.88 62,379 101 5.64 42,657 105 3.86 203,338 97 18.38 1,106,443
2000 93,113 87 7.74 56,191 91 4,67 37,619 93 3.13 186,922 89 15.54 1,202,538
2010 60,073 56 4.97 49,911 81 4,13 35,674 88 2.95 145,658 70 12.05 1,208,707
2020 47,351 44 3.99 28,759 47 2,42 17,984 44 1.52 94,094 45 7.93 1,186,278
2030 42,701 40 3.75 27,432 44 2.41 18,390 45 1.62 88,523 42 7.78 1,137,371
Projection of Intermediate Fertility Decline
1980 106,590 100 10.90 61,719 100 6.31 40,545 100 4,15 208,854 100 21.37 977,420
1990 97,294 91 8.79 62,218 101 5.62 42,540 105 3.84 202,052 97 18.25 1,107,261
2000 102,915 97 8.31 59,446 96 4.80 37,847 93 3.05 200,209 96 16.16 1,239,109
2010 104,576 98 7.75 63,237 102 4.69 41,791 103 3.10 209,605 100 15.53 1,349,643
2020 99,519 93 6.94 60,764 98 4.24 41,013 101 2.86 201,296 96 14.04 1,434,112
2030 102,104 96 6.81 60,065 98 4,00 39,584 98 2.64 201,753 97 13.45 1,500,289

]
=]
0
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Table A.6: WOMEN REACHING MARRIAGE AGE (AGE 23), 1980-95,
AS A PERCENT OF 1980

Year World Bank projection Liu Zheng /a
1980 100 100
1981 101 87
1982 103 70
1983 104 79
1984 106 130
1985 107 158
1986 108 135
1987 109 132
1988 110 123
1989 111 120
1990 111 136
1991 112 130
1992 113 134
1993 114 126
1994 115 118
1995 116 108

/a Liu Zheng, "The Present Situation and the Development
of China”s Population,” paper for the Beijing Inter-

national Round Table Conference on Demography, October

1980, p. 10.
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Table A.7: NUMBER OF BIRTHS IN CHINA AND IN HUNAN PROVINCE, 1953-78
(in millions)

Birth Births
Year China Hunan Year China Hunan

1953 20 1.3 1966 25 1.5
1954 22 1.3 1967 25 1.7
1955 20 1.1 1968 27.1 1.6
1956 20.6 1.0 1969 26.8 1.6
1957 21.2 1.2 1970 27.4 1.4
1958 18.6 1.1 1971 24.8 1.3
1959 16 0.9 1972 24.8 1.4
1960 12.5 0.7 1973 24.3 1.4
1961 11 0.4 1974 23.5 1.3
1962 24 1.5 1975 21 1.3
1963 29 1.7 1976 18.2 1.0
1964 27.1 1.6 1977 16.0 0.9
1965 27.9 1.6 1978 - 0.9

Sources: Hunan: Zhou Guang-fu, 1980, p. 45, cited by Chen, Pi-chao.
"Population Policy and the Rural Health System in China.”
Prepared for the World Bank, October 1980.

China: Wang, Nizong. "Solving China“s Population Problem: China
Reconstructs, Vol. 29, No. 4., April 1980.
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Table A.8: BIRTH AND DEATH RATES IN GANSU PROVINCE,
SELECTED YEARS, 1949-79

Year CBR /a CDR /b

1949
1950
1952
1953
1955
1956
1958
1962
1964
1965
1966
1967
1968
1969
1970
1971
1972
1973
1974
1975
1976
1977
1978
1979

.
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/a Crude birth rate (per hundred).
/b Crude death rate (per hundred).

Source: Data provided to mission by the Family Planning
Of fice, Gansu Province.
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Table A.9: PERCENT DECLINES IN CRUDE BIRTH AND DEATH RATES,
SELECTED COUNTRIES
Crude birth rates Crude death rates

Decline Decline

1960-65 1960-65
to to

Country 1975-80 1975-80 1975-80 1975-80
China Lg 18.8 52.4 6.7 32.3
India 36.9 13.6 14.0 28.6
Indonesia 37.9 19.2 14.6 33.3
Brazil 33.8 7.2 7.9 22.5
Bangladesh 47.0 7.5 17.6 17.4
Nigeria 49.8 3.9 17.8 26.1
Mexico 41.7 6.7 7.6 28.3
Philippines 39.2 11.3 9.0 36.6
Republic of Korea 26.4 31.8 8.2 51.2
Malaysia 34.6 21.9 8.7 37.8

All developing
countries 33.6 16.0 12.0 28.6
All developed

countries 15.6 23.1 9.4 +4.4

/a 1975-79 averages, and average of 1962, 1963 and 1965, in Table A.l.

Sources: United Nations, Department of Economic and Social Affairs. World

Population Trends and Prospects by Country, 1950-2000:

.of 1978 Assessment, New York, 1979, except for China. For China,

'sources shown in Table A.l.

Summary Report
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Table A.10: PROVINCIAL DEMOGRAPHIC DATA: POPULATION TOTALS AND
RATES OF NATURAL INCREASE - 1964, 1978, 1979

1964 1978 1979
Population Population Population
Province totals RNI totals RNI totals RNI
(in mln) (in mln) (in mln)
NATIONAL TOTAL 691.22 958.06/a 1.21 970.89 1.16
Southwest Region
Sichuan 67.96 3.09 97.07 0.61 97.74 0.67
Guizhou 17.14 3.48 26.86 1.60 27.31 1.51
Yunnan 20,51 3.11 30.92 1.92 31.35 1.46
Xizang (autonomous region) 1.25 1.79 1.42 1.83 1.42
Northwest Region
Shaanxi 20,77 2.17 27.79 1.03 28.07 1.01
Gansy 12.65 3.30 18.73 1.22 18.94 1.08
Qinghai 2.14 3.96 3.65 1.95 3.72 1.20
Ningxia (autonomous
reglion) 2.16 3.88 3.66 2.30 3.64 2.20
Xinjiang (autonomous
region) 7.27 3.06 12.33 1.49 12.56 1.42
Central South Region N
Renan 50.32 2,76 70.66 1.34 71.89 1.29
Hubet 33.71 2,51 45.75 1.05 46.33 1.14
Hunan 37.18 3.11 51,66 1.04 52.23 1.07
Guangxi (autonomous
region) . 20.84 3.34 34,02 1.83 34.70 1.84
Guangdong 42,80 3.95 55,93 1.48 56.81 1.70
East Region
Shanghai (municipality) 10.82 1.13 10.98 0.51 11.32 0.62
Jiangsu 44,50 2,74 58,34 0.95 58.92 0.838
Zhejiang 28.32 2.84 37.51 1.11 37.92 0.99
Anhui 31.24 3.46 47,13 1.38 48.03 1.37
Pujian 16.76 3.38 24,50 1.79 24,88 1.30
Jiangxi 21.07 2.95 31.83 1.96 32.29 1.38
Shandong 55.52 2,53 71.60 1.03 72.32 1.08
North Region
Bei jing (municipality) 7.57 1.64 8.50 0.68 8.71 0.78
Tienjin (municipality) 6.28 - 7.21 0.92 7.41 0.86
Hebel 39.41 2.34 50.57 0.97 51.05 0.97
Shanxi 18.01 2.36 24,24 0.91 24,47 0.92
Nei Monggol (autonomous
region) 6.24 2.84 8.90/b 1.20 18.52/b 1.32
Northeast Region
Liaoning 29.50 2.91 37.43 1.26 34,43 1.20
Jilin 17.89 3.08 24,74 1.43 21.84 1.39
Heilongjiiang - 21.39 3.24 33.76 1.22 31.69 ~ 1.15

/a 1978 and 1979 figures are the sums of the provincial totals. The official
totals for the years are 958.09 and 970.92 (Table A.1). The differences
could be due to rounding of provincial totals.

/b The boundaries of Nei Monggol were redrawn in 1979 with new boundaries
including what had been portions of five adjoining provinces; hence the
dramatic population increase. The same boundary adjustment accounts, of
course, for population declines in the nearby provinces.

Sources: 1964: China Atlas, reported in Aird, John, "Recent Provincial
Population Figures," The China Quarterly, March 1978,
No. 73, p. 3.
1978: United Nations, Economic and Social Commision for Asia and
the Pacific (ESCAP). Population Headliners, No. 63, June 1980.
1979: Data supplied to mission by the State Statistical Bureau.
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Table A.l1l: LIFE EXPECTANCY BY PROVINCE, 1973-75

Province Male Female Total
NATIONAL TOTAL 63.62 66.31 64.93
Southwest Region
Sichuan 59.16 61.08 60.10
Guizhou 59.03 59.48 59.25
Yunnan 59.80 61.35 60.56
Xizang (autonomous region) 59.47 63.22 61.30
Northwest Region
Shaanxi 63.96 65.18 64.56
Gansu n.a. n.a. n.a.
Qinghai 60.55 62.04 61.28
Ningxia (autonomous region) 61.86 62.66 62.25
Xinjiang (autonomous region) 61.77 63.29 62.51
Central South Region
Henan 65.06 68.82 66.89
Hubei R N.a. N.a. n.a.
Hunan 61.39 63.63 62.48
Guangx1i (autonomous region) n.a. n.a. n.a.
Guangdong n.a. n.a. n.a.

East Region

Shanghai (municipality) 69.24 74.84 71.97
Jiangsu 65.10 69.34 67.17
Zhejiang 66.44 70.52 68.43
Anhui 64.50 66.88 65.66
Fujian 65.23 69.37 67.25
Jiangxi 62.08 64.34 63.18
Shandong N.a. n.a. n.a.

North Region

Beljing (municipality) 68.34 70.77 69.53
Tienjin (municipality) 69.93 71.96 70.92
Hebel 67.11 70.17 68.60
Shanxi 65.33 68.00 66.63
Nei Monggol (autonomous region) 65.25 67.31 66.25

Northeast Region
Liaoning 68.64 70.78 69.68
Jilin 65.00 66.73 65.84
Heilongjiang 69.25 71.53 70.36

lﬁ Total life expectancy was calculated by applying the following formula:

Male life expectancy (1.05) + female life expectancy
2.05

Sources: Yung Shou-De, et al. "Analysis of Life Expectancy in China, 1973-75,"
Journal of Population and Economics (Beijing), 1981-1, Tables 3 and 4.
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Table A.12: PERCENT URBAN POPULATION, VARIOUS SOURCES

Derived from Derived from Official urban
official crude of ficial crude population
birth rates for death rates for total as 7 of
urban and rural urban and rural of ficial popu-

areas (Table A.2) areas (Table A.2) lation total
1949 10.6
1950 11.2
1951 11.8
1952 12.5
1953 13.2
1954 13.6
1955 13.5
1956 14.2
1957 15.4
1971 12.0 14.3
1972 11.7 10.4
1973 10.7 10.5
1974 10.8 10.5
1975 12.2 12.0
1976 12,5
1977 12.1 13.6 12.2
1978 12.5 10.0 12.5
1979 13.0 14.3 13.2
Note: Figures for different years are not necessarily comparable as they are

probably not all based on the same definition of urban or the same
reporting procedures. This is particularly true for the 1950s data com-—
pared to the 1970s data., See text.

Sources: 1949-56: SSB, "Data on China’s Population from 1949-56," Statistical

Bulletin Issue No. 11, June 14, 1957,

1957: Based on percentage increase in population urban, 1953-57,
mentioned by Xue Zhengxiu, Guangming Daily, October 1973,

1977-79: Provided to the mission by the State Statistical Bureau.
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Table A.13: PERCENT OF POPULATION IN CITIES, BY PROVINCE, 1979 /a

Province Population totals

% population in Urban population

(in million) cities (in millions)
NATIONAL TOTAL 970.92 13.2 128.62/b
Southwest Region
Sichuan 97.74 9.4 9.19
Guizhou 27.31 14.1 3.85
Yunnan 31.35 6.5 2.04
Xizang (autonomous region) 1.83 6.5 0.12
Northwest Region
Shaanxi 28.07 12.0 3.37
Gansu 18.94 9.4 1.78
Qinghai 3.72 14.6 0.54
Ningxia (autonomous region) 3.64 16.9 0.62
Xinjiang (autonomous region) 12.56 19.8 2.49
Central South Region
Henan 71.89 8.3 5.97
Hubei 46.33 9.7 4.49
Hunan 52.23 7.0 3.66
Guangxi (autonomous region) 34.70 5.7 1.98
Guangdong 56.81 12.0 6.82
East Reglon
shanghai (municipality) 11,32 52.2 5.91
Jiangsu 58.92 10.5 6.19
Zhejlang 37.92 6.5 2.46
Anhui 48,03 8.5 4.08
Fujian 24.88 11.2 2.79
Jiangxi 32.29 11.0 3.55
Shandong 72.32 9.5 6.87
North Region
Belijing (municipality) 8.71 58.5 5.10
Tienjin (municipality) 7.41 65.6 4,86
Hebei 51.05 10.2 5.21
Shanxi 24 .47 15.6 3.82
Nei Monggol (autonomous region) 18.52 15.2 2.82
Northeast Region
Liaoning 34.43 34.7 11.95
Jilin 21.84 21.7 4.74
Helilong jiang 31.69 24.5 7.76

/a ' There are 203 cities recognized as such by the State Council in October,
. 1980; this shows the percent of the population in each province resident

in such cities, or in one of about 2,300 county towns.

/b The sum of the provincial totals is 125.03, which is 12.9% of the total
population figure. The total national urban population figure of 128,62
million (13.2% of population) was also provided to the mission, and that
figure (rather than the sum of the calculated urban populations of each

province) is used in this report as the urban population.

Source: Data on percent population in cities provided to mission by the State

Statistical Bureau.
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Table A.14: THE CONTRACEPTIVE PREVALENCE RATE AND INDUCED ABORTION, 1978

2)
Contra— Distribution by method of contraceptive users
ceptive Others Induced
Popu- preva- Barriers, including abortion
lation Birth lence Sterilization including injectibles, (per 1,000
Unit (mln) rate rate Female Male Both Pill IUDs condoms postcoital pill 1live births)
China Country 958 18.34 70.0/a 17.0 12.0 30.0 8.0 50.0 6.0 6.0 290/d
Jiangsu Province 56 15.99  84.0 32.0 7.0 39.0 7.0 52.0 - 3.0 -
Hebel /b 47 15.00 83.0 - - - - - - - -
Shanghat City with 11 11.30 83.0 40.0 7.0 47.0 17.0 25.0 - 11.0 -
status of
provinces
Tienjin City with 7 15.42 81.0 16.0 - 16.0 26.0 37.0 15.0 6.0 653
status of 1,114/¢
province
Guangdong Province 55 18.60 76.0 20.0 10.0 30.0 5.0 60.0 5.0 - 230
Gansu Province 19 - 84.0 39.5 0.8 40.3 5.6 54.1 - - -
Evergreen Urban - - - 26.0 0.5 - 18.7 22.6 - 9.4 -
commune
Qianjin Suburban - - - 18.1 9.3 - 16.5 28.7 - 23.0 -
commune
Cuqiao Rural - - - 9.5 34.0 - 9.3 26.3 - 9.3 -
commune
Jiangjin Rural - - - 24.3 8.9 - 15.8 29.9 - 14.5 -
commune
Naniing - - - - - - - - - - c.333
Xian /b Munici- - - - - - - - - - - 1,213
pality
Changsha /b Munici- - - - - - - - - - - 818
pality
Chengdu City in - - - - - - - - - - 580/d
Sichuan
Province

12 Estimated from 2 regression equations: Y = 45,4 - 0.038 (x), the coefficients of which are based on cross-country

data;

and Y = 41.7 - 0,335 (x), based on data from 40 administrative units in China were Y = CBR and x = contra-

ceptive prevalence rate. See Chen, 1980 (reference under sources) for further details.

ISPy

Sources:

Data refer to 1977.
Second figure is reported in PIACT Product News (see sources) and refers to city only.
Data refer to 1979.

China totals: Egtimates obtained from the Birth Planning Leading Groups of the State Council in November 1979
and April 1980 by missions of the Program for the Introduction and Adaptation of Contraceptive Technology
(PIACT), reported in PIACT Product News 2:1 (Autumn 1980), except for the overall contraceptive prevalence
rate, which was estimated by Chen, as explained in footnote /a, and the abortion rate, which was provided

to the mission by family planning officials. Estimates for Jiangsu, Hebeil, Shanghai, Tianjin and Guangdong
reported in Chen, Pi-Chao, "Population Policy and the Rural Health System in China," prepared for the

World Bank, October 1980 (Table 3), based on data from provincial Birth Planning Staff Offices.

Data for Evergreen, Qianjin, Cuqlao and Jiangjin communes reported in Tien, H. Yuan, '"Wan, Xi, Shao:

How China Meets its Population Problem,” International Family Planning Perspectives, Vol. 6, No. 2, 1980, based
on compilation of users’ planned reproduction cards. Data for Changsha and Xian obtained by P. Chen from local
birth planning administrators. Data for Nanjing reported by Chen, 1980, (above) based on trip notes of other
vigsitors. Data for Chengdu provided by Planned Reproduction Committee of Chengdu, reported in Tien, 1980,
(above) p. 73. Data for Gansu were provided to the mission by the Birth Planning Staff of Gansu Province.
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Table A.15: COUPLES HOLDING ONE-CHILD CERTIFICATES,
SELECTED AREAS OF CHINA, 1979/80

Number of As percent
one—child of all couples
Area Date certificates with one child
China Dec 1979 5,000,000 29
Guangdong Apr 1980 45
Jiangsu Feb 1980 930,000 68
Harbin Dec 1979 39,081 85
Liaoning Dec 1979 68
Shanghai
City Late 1979 90
Periurban
Counties Late 1979 75
Sichuan Late 1979 1,250,000 70
Apr 1980 1,400,000 79
Dec 1980 1,700,000 n.a.
Chongqing Apr 1980 158,000 91
Tianjin
Total Jan 1980 88,500 52
City Jan 1980 80
Periurban
Counties Jan 1980 30
Zhe jiang Dec 1979 120,000
Source: Compiled in Chen, Pi-Chao, "Population Policy and the Rural Health

System in China,” prepared for the World Bank, October 1980, except

for Sichuan. Sources for Sichuan are for 1979, Foreign Broadcast
Information Services, December 12, 1979; for April 1980, Li chen-ying,
"Controlling Population Increase in the Interest of Accelerating
Agricultural Modernization,” A Compendium of Research Report on Sichuan
Population, No. 1, 1980; for December 1980, U.P. wires reported in

Far Eastern Times (San Francisco), February 15, 1981.
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Table A.16: COMPLIANCE WITH BIRTH PLANNING

(%)
MWRA/a LMR/a BLR/a PBR/a
China 70.0
Guangdong 11.6 75.0 76.0 61.0
Jiangsu N/A 88.5 83.7 60.8
Hebei N/A 93.0 83.0 77.0
Shanghai
City proper 11.7 90.0 85.0 85.0
Periurban
counties 80.0 80.0 75.0
Zinghui
(Guangdong) 11.9 95.85 78.9 62.0
Hengxien
(Guangxi) 11.2 98.0 70.0 N/A
Taoyuan
(Hunan) 12.0 80.2 70.0
Changsha
(Hunan) 13.0 97.0 81.7 70.9
Xian
(Shaanxi) 14.6 94.4 82.0 67.0

/a This table shows the married couples of reproductive age (MWRA) as percent

of total population, late marriage rate (LMR), birth limitation rate (BLR),

and planned birth rate (BPR), for four provinces, three rural counties and
two provincial capitals, 1977/78.

Late marriage rate (couple)

Number of men married at 25 years or older +
number of women married at 23 years or older
married in a calendar year

X 100

Total number of men and women
married in a calendar year

Number of married women of reproductive age

Birth limitation rate = practicing contraception

Planned birth rate

Total number of married women of reproduc-
tive age

Number of first live~births to mothers con-
forming to the late marriage norm + number
of second live-births to couples conforming
= to the longer spacing norm
Total number of births

X 100

X 100

Source: Compiled by Pi-Chao Chen and reported in "Population Policy and the

Rural Health System in China,

1980.

prepared for the World Bank, Octob

er
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Table A.17: THE LATE MARRIAGE RATE lg_(LMR) IN SELECTED
EAST ASIAN COUNTRIES AND IN CHINA

(%)
China
Hong Kong Singapore Japan Guangdong Shanghai Shanghai
province city proper suburban
counties
1966 39 39
1967 38 40
1968 31 35 41
1969 30 34 40
1970 32 32 37
1971 33 31 33
1972 33 34 35
1973 35 35 36
1974 37 36 42
1975 40 34 45
1976
1977
1978 75 90 80

Number of men married at 25 years or older
plus number of women married at 23 years or older
/a Late marriage rate = married in a calendar year x 100
Total the number of men and women
married in a calendar year

Sources: Except China: Department of International Economic and Social
Affairs, Statistical Office, Demographic Yearbook, 1976, New York.
China: Table A.l6.
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Table A.18: PERCENT DISTRIBUTION OF LIVE BIRTHS BY BIRTH-ORDER
(%)
3rd &
Ist 2nd Ist & 2nd higher CBR
birth- birth- birth- birth- (per
order order order order 1,000)
China 70 30/a 17.9
Changsha
(1977) 80 15 95 5 12,6
Chengdu
(1977) 50 35 85 15 14.0
Guangdong
(1978) 60 40 20.7
Shanghail
(1978) 70 20 90 10/b 7.4

/a Mentioned as approximate percent of births of third or higher order by Chen
Mu~hua, in "For the realization of the four modernizations, there must be
planned control of population growth," People’s Daily, August 11, 1979.

/b In the city proper, 3rd and higher birth-orders account for less than 2% of

total births.

Source: Data for other than China as a whole are compiled in Chen, Pi-Chao,
"Population Policy and the Rural Health System in China," prepared for
the World Bank, October 1980.
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EXAMPLES OF INCENTIVES AND DISINCENTIVES TO DISCOURAGE

MORE THAN ONE BIRTH PER COUPLE, VARIOUS PROVINCES AND CITIES OF CHINA

Incentives

Disincentives

1.

Sichuan Province

For "working” parents (probably
wage—earners):

(a)

(b)

(c)

Child welfare subsidies:
5 yuan/month, until only-child
is 14 years old.

Housing benefits for ome-child
families: Same living space
as family of four.

Education/employment guarantees
for only-child: Priority in
admission to schools and
factories, provided entrance
requirements are met.

For peasant families:

(a)

(b)

(c)

(d)

Income supplement: Equivalent
to 3 work days per month until
only-child is 14 years old.

Food benefits: Adult”s grain
ration for only-child.

Housing/land benefits: Only-
child counts as 1.5 persons in
distribution of land plots for
private use.

0Old-age guarantee: When parents
of an only-child become elderly
widows and widowers, their
living standard will be higher
than that of other commune
peasants in locality.

Parents may have another child and
receive above benefits if first child
dies or becomes disabled.
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Incentives Disincentives
Hunan Province
1. For officials and wage—earning 1. Return of benefits:
workers: For couples who have second child
after being rewarded for only
(a) Income supplement: 30-40 yuan having one, they must return all
annual bonus until only-child rewards and bonuses already
is 14 years old. received.
(b) Education/employment/medical 2. For having third child:
treatment guarantees for only-
child: Priority in admission (a) Income deductions: 5% of
to nursery and kindergarten, husband’s and wife’s monthly
in hospital treatment, in wages or couple’s total
employment. workpoints deducted until
third child is 14 years old.
(c) Housing benefits for one-child
families: Priority in urban (b) Medical costs (for third
housing; same living space as child born after January 1,
for a 2-child family. 1980): Child not eligible
to participate in medical
(d) Retirement benefits: 57 extra schemes; no medical benefits
allowance for both husband and during pregnancy/birth of
wife. third child; no pay during
maternity leave.
2. For rural peasants:
(¢) Food costs (for third child
(a) Income supplement: 400 work born after January 1, 1980):
points annual bonus, until Grain for third child must
only-child is 14 years old. be obtained at higher price.
(b) Housing benefits for one-child (d) Housing costs (for parents
families: Private plots; of a third child born after
housing lots the same size as January 1, 1980); no increase
for a 2-child family. in housing space (urban) or
lots (rural).
(¢) Old-age guarantee: Living
standard of only-child parents, (e) No hardship assistance (for
when old and unable to work, parents of a third child
must not be lower than local born after January 1, 1980):
average. no subsidies for difficul-
ties resulting from having
3. For couples who have had a steril- extra child.

ization operation, a reverse

operation may be carried out at 3.
couple’s request free of charge,

if only-child dies or is seriously
crippled.

Certain cadre and worker parents
are excluded for comnsideration
as progressives and award-winners
for one year after third child’s
birth.
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Incentives

Disincentives

Anhui Province

Education guarantees for child: 1.
Priority in admission to nursery
and kindergarten.

Housing benefits for one-child
families: Priority in allocation;
same urban housing as for a 2-child
family.

2.
Food benefits: Adult’s grain ration

for only-child.

Medical benefits:
(a) Priority in medical treatment
and hospitalization for only-
child.

(b) Monthly health expenses for
only-child of state workers
or collective enterprise
workers during child’s 4th
to l4th year;

- if son: 5 yuan/month

- if daughter: 6 yuan/month
(c) Health expense supplementary
workpoints for only-child of
peasants, during child’s 4th

to l4th year: 3.
- 1f son: 30 wkpts/month

- if daughter: 40 wkpts/month

Labor' recruitment priority for
households with one child or two

daughkers.

Economic and other rewards for

couples undergoing sterilizatiomns

and for medical personnel perform-—

ing sterilizations well. 4,

Parents may have another child and
receive above benefits if first
child dies or is seriously crippled.

Return of benefits:

For couples who have second child
after being rewarded for only
having one, they must return all
first child’s health expenses or
supplementary workpoints already
received.

Income deductions for parents
with third child born within six
months after the promulgation of
regulation.

For officers and workers:

5% of total combined income
of husband and wife deducted
each month for welfare
expenses from time when child
is 2 weeks to 14 years old.

(a)

(b) For peasant families: 5% of
total annual workpoints of
husband and wife deducted at
year’s end as welfare
expenses from time when child
is 2 weeks to 14 years old;
6% deducted for fourth child;

7% deducted for fifth child.

officers and
or additional

Medical cost: For
workers with third
child and who have received a
reward in the form of health
expenses paid for by public funds:
All medical expenses of confine-
ment, except emergency cases,
must be paid by parents; child
not eligible to participate in
medical scheme.

Food costs: Grain for third or
additional child must be obtained
at higher price, until child is
14 years old.
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Incentives

Disincentives

Anhui Province (continued)

5.

7

Tianjin Municipality

No hardship/living assistance:

(a)

(b)

Housing costs:

No coupons for commodities or
subsidiary foodstuffs, except
cloth coupons, for third or
additional child before age
14.

No subsidies for difficulties
resulting from having extra

children.

No extra housing

space (urban) or lots (rural).

Parents may not be deemed progres-—
sive producers or workers for a
year after birth of third or
additional child.

1.

Income deductions:

(a)

(b)

(c)

(d)

For officers and workers with
third child: 10% of husband’s
and wife’s monthly wages
deducted until child is 14
years old.

For peasants with third
child: 10% of annual income
deducted until child is

14 years old.

For couples with second child
before first child is 4 years
old: 10% income deductions
until first child reaches 4th
year.

For unmarried women with a
child: 10% wage deductions
until woman reaches marriage
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Incentives

Disincentives

1.

2.

1.

Tianjin Municipality (continued)

age (23 rural, 25 urban) and
gets married.

Of ficers, workers and office
employees, who do not observe the
planned birth norms, are not
eligible for promotion for two
years.

Beijing Municipality

Incone supplement for one-child 1.
families: 30 yuan awarded

annually on June 1 (Children”s

day).

Maternity leave: Six months” leave
vwith full pay, ingtead of current
9 weeks, for birth of first child.

Income deductions for couples with
third child: 10% of combined
annual income deducted until child
reaches l4th year; 15% deducted
for fourth child; 20% deducted for
fifth child. (Same applies to
peasants in communes under muni-
cipal jurisdiction.)

Maternity leave: Woman with third
child receives 9 weeks of mater-
nity leave and must return full
amount of 6-month maternity leave

pay given her after her first
birth.

(For couples who have two children - no penalty or reward.)

Shanghai Municipality

Usual incentives for one-child 1.
families.

Income deductions for more than

2 children: 10%Z of both husband’s
and wife”s monthly wage or work-
points deducted, until third child
is 16 years old.

Guangdong Province

Income supplement: 1.

(a) For cadre, staff or workers

Return of benefits: For couples
who have second child after being
rewarded for only having one,
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Incentives

Disincentives

(b)

Guangdong Province (continued)

or urban unemployed parents:

5 yuan per month, until only-

child is 14 years old.

For rural commune members:

Monthly workpoints equivalent

to 6 workdays until only-child

is 14 years old.

Education/medical benefits for one-

child families:

Free nursery and

kindergarten up to age 7; free

primary to high school education;
free medical service for child until
l4th year; 3 month’s maternity leave
for birth of first child.

Housing benefits:

(a)

(b)

Food

(a)

(b)

Employment in rural areas:

For urban areas:
living quarters allotments;
same housing space as for a
2-child family.

For rural areas:
of private plots; precedence

in receiving building founda-

Priority in

Double quota

tions; allowance for construc-

tion material needs.

benefits:

For urban areas:

Ration of fuel

and nonstaple foods same as for 3.

a 2-child family.

For rural areas:

Only-child’s

grain ration same as per capita

average of basic accounting
unit in rural areas.

in assignments of industrial and
sideline jobs for one-child parents;
preferential recruitment in indust-
rial employment and army enlistment
for only-child.

4.

Priority

they must return all rewards and
bonuses already received.

Income deductions:

(a)

(b)

()

Food costs:

10% of husband’s and wife’s
monthly wages or workpoints
deducted.
For 4 or more births: 5%
additional charge imposed
for every additional birth.
Duration of charges (a + b):
i. For 3 or more children,
including fostering or
adoption of others:
4th month of pregnancy
to child’s l4th year.
ii. Where birth interval
between first and second
child is less than
4 years: 4th month of
second pregnancy to first
child’s 4th year.
iii. For births outside

marriage: 4th month of
pregnancy to 9th month
after marriage license
has been obtained.

Grain for third or

additional child must be obtained
at higher price, until child is
14 years old.

No hardship/living assistance:

(a)

(b)

No subsidies for difficul-
ties resulting from exces-
sive procreation.

No allotted planned supply
ration coupons for sundry
commodities and nonstaple
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Table A.19

Incentives

Disincentives

10.

11.

Guangdong Province (continued)

Retirement/old age benefits:

(a)

(b)

(e)

For cadres, staff, workers:
5% more than normal pension,
but no additional payment

if 100% pension is paid.

For rural commune members:
Monthly allowance of work-
points equivalent to 5 work-
days.

For couples childless for
entire life:

i. Cadres, staff and
workers: 100% pension.

ii. Rural commune members:
Allowance as ''5-guaranteed

families."

Possibly a suitable lump sum
award from the production unit.

Rewards for late procreation after
late marriage for each year of
postponement.

Rewards to units and to cadres,
scientific and technical workers,

medical workers, barefoot doctors,

rural activists with outstanding
results in planned birth.

Leaves of absence for those who
havk undergone birth control
operations with doctor’s certi-
fication and payments for periods

5'

6.

of rest for those having operations.

Sterilized couples receive anastomo-
sis free of charge upon application,

if only-child dies or becomes
seriously disabled.

(c)

foods, except cloth ration,
from birth to l4th year of
child (urban areas).

No allotted agricultural and
nonstaple foods in kind
(rural areas).

No medical benefits:

(a)

(b)

(c)

No maternity leave with full
pay or workpoint allowance.

No medical treatment scheme
for third or additional
children.

No medical assistance in
pregnancy/birth expenses of
additional children.

Employment for parents:

(a)

(b)

Housing costs:

For cadres, staff, workers

and mothers of illegitimate
children: No promotion or

awards for 3 years.

For commune members: No
appointment in industry and
sideline jobs that belong to
the commune, production
brigade or team.

No addition to

accommodate births.

For enterprise units that exceed
assigned planned birth quota,
2% of profits will be deducted.
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Table A.20: ORGANIZATION OF THE MINISTRY OF PUBLIC HEALTH, 1981

Bureau

Divisions

General Office

Financial Planning Buresau

Medical Management Bureau

Epidemic Prevention Bureau

Sanitary Inspection Bureau

Chinese Medical Bureau

Medical Science and Technical Bureau

Personnel Bureau

Medical Education Bureau

Maternal and Child Health Bureau

Medicinal Management Bureau

Foreign Affairs Bureau

Hygiene Propaganda

Secretariat

Duty Office

Political Research Of fice
Visitors’ Department
Administration

Capital Construction
Subordinate Capital Affairs
Planning

Statistics

Urban Health

Rural Health

Chronic Disease Control
MOPH Staff Health Care

Communicable Disease Control
Parasitic Disease Control
Quarantine Services

Biological Products (vaccine, serum)

Industrial Hygiene
Radiation Protection
Environmental Health
Food Hygiene

School Hygiene

Chinese Medical Education
Hospital Management
Science and Technology

Planning

Achievements
Technological Exchange
Family Planning Research

Cadre No. 1
Cadre No. 2
Labor and Wages

Western Pharmaceutical Education
Chinese Pharmaceutical Education
Staff Education

Teaching Materials

Maternal Health
Child Health

Medicinal Management
Drug Quality and Standards

Liaison

International

Foreign Technological Cooperation
Administration

Source: Information provided to mission by Ministry of Public Health.
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Table A.21: NUMBERS OF HOSPITALS AND BEDS IN 1979, BY PROVINCE

Total Comprehensive Chinese Rospitals attached Hospitals for Hospitals for Commune Other
Popula- hogpitals hospitals to medical schools mental diseages tuberculosis clinics hospitals /b
Region No. of No. of tion per No. of No. of No. of No. of No. of No. of No. of No. of No. of No. of No. of No. of No. of No. of
hospitals beds bed _/_a_ hospitals beds hospitals beds hospitals beds hognitals beds hospitals beds hospitals beds hospitals beds
NATIONAL TDTAL 65,009 1,932,083 503 7,737 907,998 582 42,861 150 59,775 254 46,918 111 25,744 55,263 771,231 922 77,556
Southwest Region
Sichuan 10,375 175,577 557 667 71,658 52 3,051 10 3,780 14 2,558 2 100 9,568 90,264 62 4,166
Guizhou 14,516 40,001 683 208 19,642 [ 403 3 1,482 1 260 1 300 4,283 16,918 15 996
Yunnan 1,859 58,505 536 348 33,557 6 339 3 1,100 2 350 1 200 1,482 21,026 16 1,933
Xizang (autonomous
region) 528 4,125 443 93 3,332 1 30 - - - - - - 433 403 1 360
Northwest Region
Shaanxi 3,078 53,220 527 288 29,457 21 1,092 3 1,870 L 250 2 650 2,752 17,698 11 2,203
Gansu 1,626 33,531 565 234 21,143 3 109 2 1,180 1 217 1 118 1,375 8,917 10 1,647
Qinghal 506 10,666 349 93 7,691 1 273 1 670 1 ~ - - 403 1,307 7 725
Ningxia (autonomous
region) 302 7,110 512 56 4,553 1 152 1 430 1. 130 - - 243 1,848 - -
Xiniiang (autonomous
region) 817 42,301 297 195 24,343 4 650 3 1,860 2 300 3 370 607 16,358 3 420
Central South Region
“enan 2,501 106,293 676 318 46,950 24 1,957 S 1,630 11 2,075 2 490 2,075 49,771 46 3,420
Rubel 1,R09 108,859 426 15 43,936 23 1,425 7 3,284 9 1,580 6 1,039 1,375 55,018 74 2,577
Hunan 4,387 115,565 452 39n 44,518 9s 7,723 S 2,182 24 2,423 2 480 3,832 55,400 39 2,839
Guangxi (autonomous
region) 1,217 45,358 765 157 22,0% 17 823 4 1,362 6 715 1 250 1,017 16,908 15 3,270
Guangdong 2,442 103,793 547 389 46,214 36 2,701 11 3,479 12 2,712 4 808 1,925 42,009 65 5,868
East Region
Shanghai (municipality) 394 47,774 237 111 24,071 2 135 13 6,253 13 3,031 5 1,516 201 7,454 49 5,314
Jiangsu 2,453 114,004 517 243 36,496 45 3,453 7 2,677 30 3,505 5 745 2,050 60,515 73 6,563
Zhe jlang 3,535 59,892 633 154 25,083 24 1,570 5 1,830 11 1,708 1 87 3,303 25,927 37 3,687
Anhut 3,039 72,786 660 214 29,907 1 /41 &4 1,R56 6 1,360 - - 2,791 37,693 13 1,129
Fujian 1,117 45,821 543 145 21,629 15 1,950 2 410 6 1,153 1 500 918 18,845 30 1,334
Jiangxi 2,157 67,398 479 388 35,484 32 1,505 4 1,356 7 1,4R4 - - 1,704 25,414 22 2,155
Shandong 2,541 115,501 626 390 48,357 19 2,084 6 2,091 21 3,262 16 2,396 2,060 54,001 29 3,310
North Region
Beljing (municipality) 387 26,788 325 82 13,523 6 745 8 3,630 3 2,674 2 853 263 2,696 23 2,667
Tienfin (municipality) 327 17,929 413 55 10,100 2 318 3 1,259 1 785 2 750 213 2,086 51 2,631
Hebet 4,343 36,990 587 421 44,816 8 840 6 2,R01 9 1,312 4 648 3,871 34,606 24 1,967
Shanxi 2,330 66,519 368 359 15,366 10 659 2 961 7 1,110 1 150 1.904 25,830 47 2,443
Nei Monggol (autonomcus
Teglon) 1,743 46,495 39R 278 23,712 25 1,250 3 978 8 780 6 1,120 1,400 17,862 23 793
Northeast Region
Liaoning 1,686 107,496 320 360 54,598 27 2,500 5 3,130 24 5,612 18 6,300 1,186 28,698 65 7,058
Jiling 1,233 59,AR87 366 231 29,095 24 1,435 7 3,018 11 2,351 9 1,884 926 18,868 25 3,036
Heilong jlang 1,761 Q1,899 345 535 56,937 42 2,646 6 3,216 12 3,421 16 3,740 1,103 18,896 47 3 045

These figures vere computed using the 1979 end-of-year provincial population totals provided to the mission by the State Statisti{cal Bureau.
This heading includes hospitala for infectious diseases (116 with 17,650 beds), hospitals for maternal and child health (128 with 10,309 beds), and children’s hospltals (24 with 4,956 beds).

5=

Source: Data provided to the mission by the Ministry of Public Health.
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Table A.22: MAJOR CAUSES OF DEATH, 1973-75

Males Females Total
Disorder Tatela %6 Tatels Wb Tatela %
Respiratory diseases 117.5 15.3 118.2 16.11 117.9 15.7
Malignant tumors 87.8 11.5 66.0 9.0 77.1 10.3
Other circulatory diseases 94.3 12.3 114.6 15.6 104.2 13.9
Trauma, toxicosis & accldents 82.0 10.7 65.6 8.9 70.6 9.4
Digestive system diseases 72.6 9.5 63.4 8.6 66.8 8.9
Infectious diseases 64.1 8.4 60.6 8.3 63.8 8.5
Thoracic circulatory diseases 59.7 7.8 58.6 8.0 62.6 8.3
Newborn infant diseases 51.0 6.7 41.5 5.7 46.4 6.2
Tuberculosis 46.0 6.0 40.4 5.5 43.3 5.8
Arteriosclerotic heart disease 23.4 3.1 25.5 3.6 24.9 3.3

/a Rates are per 100,000 population per year.

/b This column indicates the percent of total deaths due to the indicated
disorder; total come to less than 1007 because the list does not include
all disorders.

Source: '"Analysis of Life Expectancy in China," by Yung Shou-De, et al.,
Journal of Population and Economics (Beijing), 1981, Table 5, p. 28.
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MAJOR CAUSES OF DEATH AT DIFFERENT AGES, BEILJING, 1979

Age

Cause

% of total deaths

Under 1 year

1 to 4 years

5 to 14 years

15 to 59 years

Over 60 years

All age groups

Respiratory disease

Genetic deformity
Premature birth

Heart disease

Trauma or asphyxia at birth

Malignant tumors
Respiratory disease
Nervous system disease
Heart disease

Digestive system disease

Nervous system disease
Malignant tumors
Accidents, trauma
Heart disease
Respiratory disease

Malignant tumors

Heart disease
Cerebrovascular disease
Digestive system disease
Toxicosis

Cerebrovascular disease
Heart disease

Malignant tumors
Respiratory disease
Digestive system disease

Cerebrovascular disease
Heart disease

Malignant tumors
Respiratory disease
Digestive system disease

23.5
19.1
15.0
10.6

Source: Data provided to mission by the Ministry of Public Health.
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Table A.24: MORTALITY RATES FROM MAJOR DISEASES, CITIES AND COUNTIES, 1954-78

Death Rates (per thousand per year)

Cities Counties

Cause of death 1954-59 1960-63 1974-78 1974-78
Respiratory diseases 14.0-16.9 12,0-12.8 9.0-11.4 11.4-13.0
Pulmonary tuberculosis 5.7- 9.5 5.9- 7.1 2.6- 3.7 3.7- 4.9
Digestive system diseases 6.4- 9.1 5.5- 6.4 4.1- 4.9 5.9- 7.0
Acute infectious diseases 4,2-10.6 3.8- 5.5 1.6- 2.0 2.9- 3.4
Subtotal 34.4-39.6 28.6-29.9 17.3-21.8 24 .4-27.7
Heart disease 5.6- 8.7 6.4- 6.7 18.3-20.8 17.2-22.3
Cerebrovascular disease 5.2- 7.0 4.8- 6.9 21.5-23.5 13.5-16.1
Malignant tumors 4,4- 5.9 4,.4- 8.6 17.8-19.6 15.9-17.5
Subtotal 15.3-19.7 15.6-22.2 58.0-63.8 47.7-54.3
Total 50.7-58.8 45.4-50.8 76.9-81.3 75.4-78.7

Note: The mission was not provided information on the sources for the data in
the table, but the increase in city death rates recorded in 1974-78 over
the two preceding periods (due to the dramatic increase in reported car-
diovascular disease and tumors) presumably results in substantial part
from improved reporting.

Source: Data provided to the mission by the Ministry of Public Health.
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Table A.25: INCIDENCE AND DEATH RATES FROM COMMUNICABLE DISEASE,
NATIONWIDE, 1979

Incidence
Disease of disease Case fatality

(per 100,000 rate

population) (%)
Plague 0.0008 75.00
Cholera 0.009 2.35
Diphtheria 1.74 7.64
Epidemic cerebrospinal meningitis 11.26 4,49
Pertussis (whooping cough) 41.34 0.18
Scarlet fever 15.25 0.07
Measles 92.70 0.66
Influenza 273.41 0.01
Dysentery 299.49 0.22
Typhoid fever and paratyphoid fever 6.30 0.45
Viral hepatitis 48.57 0.23
Poliomyelitis 0.56 2.63
Encephalitis (Japanese B) 1.80 11.65
Malaria 245.59 0.004
Kala—-azar 0.005 -
Forest cerebritis 0.06 9.90
Tsutsugamushi 0.07 -
Hemorrhage fever 2.19 6.87
Leptospirosis 2.83 2.93

Source: Data provided to mission by the Ministry of Public Health.
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Table A.26: COMMIUNICABLE DISEASES IN GANSU PROVINCE, 1979

Cases
Incidence Deaths
Diseaselii Number per 100,000 Number Percent
Diphtheria 12 0.06 0 0.00
Epidemic cerebrospinal meningitis 1,400 7.47 25 1.78
Pertussis (whooping cough) 5,000 26.70 6 0.12
Scarlet fever 1,800 9.61 2 0.11
Measles 11,000 58.73 81 0.74
Influenza 38,000 202.88 3 0.01
Dysentery 58,000 309.66 127 0.22
Viral hepatitis 200 1.07 2 1.00
Poliomyelitis 44 0.23 0 0.00
Encephalitis (Japanese B) 93 0.50 9 9.68
Malaria 27 0.14 0 0.00
Kala-azar 5 0.03 0 0.00

/a There are 25 communicable diseases that the national Ministry of Public
Health has made the antiepidemic service responsible for; the 13 listed here
are those known to have occurred in Gansu in 1979.

Note: The population of Gansu at the end of 1978 was 18.73 million.

Source: Data provided to mission by Antiepidemic Station, Bureau of Health,

Gansu Province.
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Table A.27: TINFANT MORTALITY RATES, VARIOUS SOURCES

Place

Estimated infant
mortality rate (per “000)
Male Both sexes Female

Panel 1 -~ Pre-Liberation China

Health Areas

Beijing, 1934 138.6 113.1

Hsiao~Chi

1931/32

1932/33
1933/34
1934/35
1931-35

184.8 223.8
201.2 284.8
378.5 402.4
153.8 154.5
220.7 263.6

Ting Hsien

1931
1933
1934
1935
1936

Farm Areas

199.0
163.1
185.2
145.0

22 Provinces, 1929-31

All areas 160.0 152.0
North China 152.0 159.0
South China 166.0 147.0

Four provinces, 1924/25 129.4+

Chen-Kung

Feb 1940-June 1944 212.1 211.1
China, Overall

1949

250-300

Panel 11 - Post-Liberation China

24 Provinces, Rural Areas

1955

Beijing, City Proper

1960
1979

Beijing Municipality

1973
1979

China, Most of the Country

1973-75
1978-79

Sources: 1.

Data for specific places in Pre-Liberation China are presented

in Table VS-1 of "Selected Indicators of Current Health Status and
Major Causes of Death in the People”s Republic of China,” by H.
King and F.B. Locke, US National Cancer Institute, 1980. The
estimate for China as a whole comes from Banister; see following
note.

Data concerning Beijing and the rural areas of 24 provinces come
from a draft of Chapter 4 of China”s Pattern of Population Growth,
by Judith Banister, forthcoming from Stanford University Press.

The figures 1972-74 for China as a whole were calculated by
J. Banister and S. Preston using data from the China Cancer

Epidemiology Survey; (“"Mortality in China,” Population and
Development Review, March 1981); they are also reported in the

book referenced in note 2.

The 1978-79 figure for China as a whole comes from "The Economic
Development of China,” by Ding Chen, Scientific American,
September 1980, p. 159.




Table A.28: FOOD BALANCE SHEET FOR CHINA, 1979
(National level data are in millions of metric tons per year)

Per capita supply

Domestic use . Daily

Produc- . Domestic Nonfood Kilograms Energy Protein Fat
tion Imports Exports supply & waste Foodig per year (KCal) (gm) (gm)
Vegetable Products 331.6 2,262  54.1 14.4
Food Grains 224.2 2,008 42.8 6.2
Rice 143,61 (] 1.60 142.01  47.28 93.73 97.1 974 17.0 2.1
Wheat 68.83 9.50 0 78.33  21.15 57.18 59.3 576 16.4 2.3
Corn 59.99 2,28 0 62.27 31.13 31.14 32.3 322 6.9 1.2
Sorghum 7.64 0 0 7.64 4.43 3.21 3.3 33 0.8 0.2
Millet 6.13 0 0 6.13 3.56 2.57 2.7 27 0.7 0.2
Tubers /b 28.47 0 0 28,47 0 28.47 29.5 76 1.0 0.2
Soybeans 7.47 0.58 0.31 7.74 4.10 3.64 3.8 39 3.6 1.4
Pulses 9.96 0 0.07 9.89 2.96 6.93 7.2 67 4.4 0.3
Vegetable olls 2.62 0.19 0.01 2.80 0.60 2.22 2.3 53 0 6.0

Sugar 2.50 1.10 0 3.60 0 3.60 3.7 39 0 0

Fruits 7.01 0 0.55 6.46 0.80 5.66 5.9 4 0.1 0
Vegetables 89.63 0 0 89.63 8.10 81.56 84.5 52 3.2 0.5
Animal Products 26.8 179 8.5 15.3
Pork, beef and mutton 10.62 0 0.04 10.58 0 10.58 10.9 101 3.4 9.4
Poultry 2.81 0 0 2.81 0] 2.81 2.9 10 1.0 0.6
Other meat 1.56 0 0.04 1.56 0 1.52 1.6 3 0.5 0.2
Fish 4.30 0 0.10 4,20 1.01 3.19 3.3 12 1.9 0.4
Eggs 3.36 0 0.05 - 3.31 0 3.31 3.4 14 1.1 0.9
Milk 6.40 0 0 6.40 3.00 3.40 3.5 9 0.6 0.5
Animal fats 1.24 0.11 0 1.35 0.15 1.20 1.2 30 0 3.3
Total 346.3 2,441 62.6 29.7

/a Food utilization rates applied here are based on the FAO“s (Provisional Food Balance Sheets, FAO, Rome, 1977)
estimates of nonfood use and extraction rates. For the principal grains - rice, wheat and corn - estimates
of extraction rates provided to the mission are applied instead. These estimates are 70Z for rice, 85% for
wheat and 91% for corn. All are higher than the FAO“s estimates of 67%, 75Z and 80Z respectively.

/b Expressed as grain equivalent at one fifth the wet weight.

Source: Supplementary Paper SP-III, Table 1.1.
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Table A.29: FOOD ENERGY REQUIREMENTS, CHINA, 1979

Requirement per Requirement
Average kg body weight per capita Total
body at moderate adjusted for Mid~year dally energy
Age group weight activity levels activity level population requirement
(years) (kg) /a  (Kcal/day) /b (Kcal) /e (millions) (107 Kcal)
Children
<1 8 1,090 21.8 23.8
1-3 11 1,360 63.4 86.2
4-6 16 1,830 63.9 116.9
7-9 21 2,190 63.3 138.6
Males
10-12 28 2,600 31.2 81.1
13-15 39 44,65 1,888 30.4 57.4
16-19 52 46.92 2,647 38.7 102.4
20-39 46.00 2,695 163.6 440.9
40-49 43,70 2,560 53.8 137.7
50-59 54 41.40 2,426 35.5 86.1
60-69 36.80 1,987 20.3 40.3
70+ 32.20 1,739 10.0 17.4
Females
10-12 28 2,350 30.4 71.4
13-15 40 45.20 1,962 29.6 58.1
16-19 48 42.00 2,187 37.8 82.7
20-39 40.00 2,127 154.7 329.0
40-49 38.00 2,020 49.6 100.2
50-59 49 36.00 1,914 33.9 64.9
60~69 32.00 1,568 20.9 32.8
70+ 28.00 1,372 12.0 16.5
Total 964.8 2,084.4

Total daily per capita energy requirement: 2,160 Kcal lﬂ

Average body weights are estimated on the basis of weight data collected on
children aged O to 18 years in the periurban areas of 9 cities in 1975.
To estimate adult male and female Chinese weights, the ratios of adult
weight to 16-19 year-old weight in the FAO/WHO standard population (FAO/WHO
Energy and Protein Requirements, FAO, 1973, page 35) are applied to the male

and female 16~19 year-old weights observed in the Chinese sample. Average

welghts in China are then assumed to have increased by 1% between 1975 and
1979.

These weight data are likely to overestimate national averages and
hence total energy requirements since they are taken from a suburban sample;
however, they are roughly 15 to 25% lower than the weights used in the stan-
dard FAO/WHO estimates of caloric requirements and roughly 10 to 15% lower
than the weights assumed by Smil in his various estimates of caloric
requirement for the Chinese population.

These are computed according to WHO/FAO recommendations for moderate acti-
vity levels. Recommended per capita requirements for children and adoles-
cents aged 0-12 are not adjusted for weights as are requirements for other
ages but are instead set equal to the requirements for children of standard
weight. The rationale for this is that children who weligh less than stan-
dard can use the extra calories for catch-up growth given that they are
likely to be growing below the genetic potential rate.

Half of the male and female population aged 13 to 59 are assumed to be "very
active,” and half "moderately active.” Very active members of the popula-
tion require 17% more calories than the moderately active population. Mode-
rate activity levels are assumed for those aged 60 and up. Requirements for
ages 0-12 are explained in footnote /b.

The 1977 FAO estimate of requirements is 2360 Kcal per capita per day.
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Table A.30: FOOD PROTEIN REQUIREMENTS, CHINA, 1979

Average Total daily
body Requirement per Requirement protein
Age group weight kg body weight per capita Population requirement
(years) (kg) /a per day (g) /b per day (g) (millions) (103 kg)
Children
<1 8 21.8 lc
i-3 11 1.19 13.09 63.4 839.9
7-9 21 0.88 18.48 63.3 1,169.8
Male adolescents
10-12 28 0.81 22.68 31.2 707 .6
13-15 39 0.72 28.08 30.4 853.6
16~19 52 0.60 31.20 38.7 1,207.4
Female adolescents
10-12 28 0.76 21.28 30.4 646.9
13-15 40 0.63 25.20 29.6 745.9
16-19 48 0.35 16.80 37.8 635.0
Adults: men 54 0.57 30.78 283.2 8,716.9
women 49 0.52 25.48 271.1 6,907 .6
Allowance for pregnancy 5.5 (24.0)/d 132.0
Allowance for lactation 17.0/c (21.8)/c 370.6
Total 964.8 23,965.8

Total daily per capita protein requirement in milk or egg equivalents: 24.8 gm

Total daily per capita protein requirement in a diet of protein LE
quality 707% relative to milk or eggs: 35.4 gm

/a See footnote 13, Table A.29, for an explanation of average body weight esti-
mates for China.

/b See p. 87 of FAQ/WHO Energy and Protein Requirements (FAO, 1973).

/c The FAO/WHO expert committee suggests that in the absence of information on
" number of lactating women and duration of lactation, the allowance for all
infants whether breastfed or not can be approximated by the requirement for
lactation (17.0 grams) multiplied by the total number of infants. See

FAO (1973), footnote b above, p. 85.

The number of pregnant women is estimated to be 10% more than the number of
infants below 12 months of age.

The 1977 FAO estimate of requirements is 38.4 grams per capita per day.
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