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China Facts

Total Popyiatign: 1,313,973,713 (as-eisNovembeiks
2006)

Still predominantlyxural — about 3%

Sex ratio — at birth: about412 males/female
« 20.8 percent 0-14 years of age
— Sex ratio: 1.13 males/females

+%1.4 percent 15-64 years of age
— Sex ratio: 1.06 males/females

« 7.7 percent 65 years and over =
—&ex ratio: .9 l.males/females |

— Median Agé. ~33 yegars .

— Life Expectancy ati8Birth: ~73 years.£74 for women; 70
for men) ' '
&/



Relationskiip-began in 1979 with-the signing-af
the heaitl prtocol

n FY 1990, NIH funding wag about $5M
2005, NIH funding was almost $22

mFY 2005 HHS funded almost $§GM worth of
activities with China including granis, contracts,
and gtaff assignments

In 19 HHS had 3 HHS/CDC asskjnees to
China; In $ has 8 assignegs, including
one health attache aSS|gned to the U.S.
Embassy

o



HIV/AIDS -- Chi

43.9%

bload products 0.6%

Source: Stata Council AIDS Working C

Injecting drug users

ansmission for HIV among HI S cases

China, (2003 estimates)

Mother-to-child
transmission 0.

Men having sex
with man 11.1%

and

Thittea & UN Thame Group (2004)




80004Cases
775 deaths
» 30 countries-
. 6 continents
o $20-25 billig
economic |
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Current H5N1 Avian Influenza Situation Internationally
Cumulative Number of Confirmed Human Cases
A/(H5N1)

Reported to WH,(‘)V,(Q;,,@C\)HI 2007

Avian Influenza

2003 {'E 2004 2005 2005 2007 Total
Country F
cases dﬁ}hs cases deaths e =s— % C2%3s deaths cases dsgy.y) cases deaths

L Fah

Azerbaijan ‘/Jﬁ/( 0 0 0 0 0 8 5 0 8 5
l||-._|-'

Cambodia “_A\‘ 0 0 0 4 4 2 2 W 0 6 6

?r‘l‘l-
China 1 \"'}l 0 0 8 5 12 8 (\ 2 1 24 15
Djibouti 0 0 0 0 0 0 1 0 .%0 0 1 0
Egypt 0 0 0 mf)//,_ 0 0 18 10 4 3 32 13

s

Indonesia 0 0 _?)ﬁﬂ 0 rLl}ﬁ 12 55 45 f/ 6 5 72 55
Iraq 0 0 0 0 ﬁ.\ 0 3 wﬁg// 0 0 3 2
Thailand 0 0 17 12 5 t"ﬂﬁhﬁ"m‘jﬂj 3 0 ° e L
Turkey 0 0 0 0 0 0 ey 4 0 0 12 4
Viet Nam 3 3 29 20 61 19 0 0 0 0 93 42
Total 4 4 46 32 97 42 115 79 25 12 288 170




China — ten leading causes of
death, 2001

o Cardiovasclandisease 17.9%
« COPD 13.9
e |schemic heart disease 7.6

e Stomach cancer %

e Li/er cancer 2 3.6

e Lung cancer . 3.5
 Peri-natal conditions 3.2
 Lowekrespiratory infections % 3.0

o Self-inflicted, inirizs! "~ 3.0

e Tuberculosis ' 3.0

www.dcp2.org



China -- Leading causes of deaths and
DALYS attrib. to selected risk factors

e High blood fpressure 14.2%

e Tobacca 8.2

e Alcoho; 5.4

* Indegr smoke from solid fu&is 7.

e Law fruit and vegetable intake 4.2

e High cholesterol . 3.5

o Urban‘outdoor air pollution 3.4

« Physital inactivity 3 25

o Overweighitand o%es! 2.2

e Contaminated injections in health care settings 2.2

www.dcp2.org
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Tobacco

China is.g signatory to the FCTE

1995 —~60% cf-adult Chinese-rien smoke: ~#%
of adult Chinese wamen smoke

998 -- 53% of adult Chinese men. smoke; 4% of
au uIt Chinese women smoke

19567 61% of male physicians srjoke; 12.3%
of fetnale physicians smoke

Tobactee, a large-SOE

China uses 30% ofjthe world’s tobacco, most of
it home grown

320 Million smokers 5



Recent Headlines on China and
Health Care Delivery

“Wealth =rows, but Health Care Wither
Chin@” -- NY™Nmes, 1/1372006

“HigPrice of lliness in China™ ->BRBC,
342/06

“Boy’s Death at China Hospital $ ours Riot

OverGare and.Fees” — NY TinT2s,
11/13/2006 '



Health Care Financimg

March 6 ~200%: Premier Wen Jjiabao says
“Somnie deeplyseated corfiicts that have
accumulated over anong time haveyet to
bw fundamentally resolved, ang.new
probfems have arisen that canot be
igno¥ed ... [China must] .. Pay Enore
attention-te"social equity and social
stability so that &l the_people“can enjoy
the fruits of reform and gevelopment”



Cooperative Medical System
1950-1980

Completely sg<ialized medicine with total gavernment owneysk:
and no private pragtice, provided through State=Owned Enterprises
(SOEs) gnd Rural Coeperative Medical &ystem (RCMS)

RCMS <staffed by cadres of “baie goctors” with minimai training
WgiTa connection to a local clinic and a regional #igseiial.

Ladgely preventive care system an emphasizing-gizsanitation,
ImmumniZations, basic health education

Infant fhortality fell from 200 to 34 per 1000 live b#¢hs and life
expectancy,increased from 35 to 68 years. |

Creates an environment in which universal healt#) care is considered
a basic right

In spite of other efforts, urban dwellerséalways have better access to
care than rural dwellers



Market Socialism
1980-2000

1978 — central government changes to markget economy

Beginning /1980, China dismantles Rural &Sg0operative Medical
System.

Central Jovernment fundirgkopped-f20m 32 to 15 percenty without
a rise-in local or provincial funding.

Health care largely privatized as a result. Hospitals began to operate
as a.for-profit enterprise with price regulation on’kdsic services.
Hospitat revenues became heavily dependent oir,over-prescription
of drugs, and overuse of high technology and tesfs.

Risks for figalth care exsenses are no longer pooigd and suddenly
900 million rurarZitiniese Vgere no longer insured/ Barefoot doctors
unemployed and forced to/witch to profitable sgrvices for which
they had little training.

Little emphasis anymore on public heh services, e.g.
Immunizations. China also decentralizés its public health system in
order to reduce health expenditures at the central level.



Today

Only 29 percdnt Gi, Chinese have health insusziice.

Out of packet expersas account for 58 percent of health carg
spending.

2@{N care costs have risen by a factor of 40 ovei24-years, in part
dtg to over-use of pharmaceuticals and high-t§chServices.

Halt"ef$pending is for drugs, compared to 10 peicent in the U.S.
Parent§ are charged for routine children’s immunigations.

ey

Under-timagcing and breakdown of the public he"n system led to
the poor conGitiszs-tat Irelped spread SARS ang-could contribute
to the spread of pandemic/nfluenza.

Widespread agreement that-giTeri.systemdof “user-pays” is a
failure. (7



Urban-Rural Health Care Conipatisons

Urban incomgs 3xof rural incomes.

49 percesi of urbar~=hinese have healtk-wSurance, while ogiy 3-7
percent n rural areas.

Rus&i health care is inferior to urban health care; spovkiers are
p&orly trained and counterfeit drugs are commQn. ©

Ruraresidents often migrate to larger cities in sgarch of better
health §are. Health expenses are a leading causg of poverty in rural
areas. )

Infant mortality~a8%ger 1900 live births in rural .as, and 11 per
1000 in urban areas. '

Disparities in health care arg_gmintreasingrCause for anger in rural
districts and a cause of concern to the@‘ommunist Party.



Several government/strategies being tested:

* Inurbar}areas, creatioQ of a health czre safety net with
mandatad employer Insurange, riedical savings accoyfrits, and
catastrophic insurance.

—yCompliance by employers is poor and dgp
not.covered.

— Onky 49 percent of the urban market is insyred.

— Chma is considering whether to let foreignnsurers into the

Chinese.market.

— China expanding employer based health ifisurance to all
urban residents in twiQ pilot cities

andents are often




Future — continueo

* Inrural areay, prqgress is difficult. A crudessafety net isEging
tested in ¢ertain dgistricts; scheduled to exgand country-wide by
2010.

— Government pays $2:5€-per year4or insurance, whi}
pe4dsants must pay $1.25 péer year.

High deductibles and only inpatient car@swpported.

However - recent World Bank Study

* notes kW RCMS has increased hospital utili 2:ion among
enrollees, &t still has't reduced out of pockef expenses for
families

« Still greater amount of uanecessary drugs_&nd procedures,
indication wasteful spendtpgaiit potemtdl harm to patients
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