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Abstract
While increasing income inequality in China has been commented on
and studied extensively, relatively little analysis is available on inequality
in other dimensions of human development. Using data from different
sources, this paper presents some basic facts on the evolution of spatial
inequalities in education and healthcare in China in the long run. In the
era of economic reforms, as the foundations of education and healthcare
provision have changed, so has the distribution of illiteracy and infant
mortality. Across provinces and within provinces, between rural and urban
areas and within rural and urban areas, social inequalities have increased
substantially since the reforms began.

Introduction
Since the start of the reforms in 1978, China has experienced

unprecedented economic growth, which has led to spectacular reductions
in income poverty (World Bank, 2000; Fan et al. 2002). However, this
growth has been accompanied by dramatic increases in inequality,
especially in the 1990’s. While increasing income inequality has been
commented on and studied extensively (Lyons, 1991; Tsui, 1991; Khan
et al. 1993; Hussain et al., 1994; Chen and Ravallion, 1996; Aaberge and
Li, 1997; Kanbur and Zhang, 1999, 2004; Yang, 1999; Démurger et al.,
2002), relatively little analysis is available on inequality in other dimensions
of human development. For example, West and Wong (1995) discuss
fiscal decentralization and increasing regional disparities in education and
health status. However, their study focuses on only rural areas in two
provinces, Shandong and Guangdong. The China Human Development
Report (1999) highlights the negative impact of fiscal decentralization
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on education and health. Although it presents a human development
index at the province level in 1997, it does not quantify the change in
social inequality over time. This paper is a contribution to the attempts
at filling this gap in our knowledge. Using data from different sources,
it presents a picture of the long-term evolution of spatial inequalities in
education and healthcare in China.

There are several reasons to worry about high social inequality.
First, people live in a social setting and do care about their relative positions
in society. High social inequality is often in relation to low happiness.
Since happiness is the end of economic development, it is essential to
understand the social consequence of economic development. Second,
large social inequality often leads to more crimes and social instability,
which in turn contribute negatively to the investment environment and
economic growth. Third, the increasing gap in social development reduces
the trickle-down effect of economic growth on poverty reduction. For
example, it is hard for an illiterate person to share the boat of rapid
economic development. All in all, social inequality is as important as income
inequality.

The paper is arranged as follows. Section 2 provides an
institutional and historical review of social welfare provisions in rural areas
and cities. Section 3 describes the spatial distribution of education and
health development respectively, using national level data that go back
to the pre-reform period. Section 4 concludes, and an Appendix provides
a description of the data used in the analysis.

Institutional Changes in Education and
Healthcare Provision

Until the 1980s, China’s distributional policies manifested a strong urban
bias (Lin et al. 1996).1  The rationing system introduced in the 1950s
enabled urban residents to have access to food, housing, education, and
healthcare at much lower prices. Almost all urban residents in the working
age group had guaranteed jobs in the state-or collectively owned firms.
Because these jobs were permanent, the so called “iron rice bowl”, urban
unemployment was virtually nonexistent. These jobs also provided urban
residents with many benefits such as free or subsidized education and
healthcare. Basically, enterprises and government agencies were
responsible for providing social welfare to urban residents.

Compared to the level of social expenditure in cities, rural areas
received far less. Nevertheless, Government adopted an alternative
strategy in rural areas to promote basic education and healthcare. For
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healthcare, the focus was on preventive rather than curative healthcare
measures. The communes, production brigades, and production teams
had authority to mobilize the masses to engage in public health and
infrastructure works. With large manpower input, the government
could implement various public health campaigns, such as fighting against
the four main pests (rats, flies, mosquitoes, and bed bugs), expanding
nationwide immunization, and training indigenous rural health workers
(the so-called “bare-foot doctors”). By the late 1970s, “bare-foot
doctors” and clinics were set up in almost all the villages. As shown in
Table 1, the numbers of hospital beds and healthcare personnel per
thousand in rural areas rose dramatically from 0.08 and 0.95 to 1.48
and 1.81 from 1952 to 1980 respectively. In general, these public
health measures were rather successful in controlling infectious and
parasitic diseases. Mortality rates specific to infectious diseases declined
noticeably in the pre-reform period (Yu, 1992).

Basic education relied largely on the communes. Agricultural
collectivization created a large number of “commune schools,” making
access to basic education much easier. As shown in Table 1, the student
– teacher ratio in primary school declined from 35.6 in 1952 to 25.7 in
1980, while the ratio in secondary school decreased from 27.4 to 17.6.
By 1980 the enrolment rate among rural children reached was almost 90
per cent (Fan, et al. 2002).

Overall, in the planned era, although health care and school
conditions for rural residents were much worse than they were for their
urban cohorts due to an urban-biased policy, basic education and
preventive healthcare were widely available. By the late seventies, China’s
life expectancy and infant mortality rate were much higher than in most
developing countries, even many middle-income countries (World Bank,
2003). Despite the remarkable achievement in social equity, the collective
system had well-known economic drawbacks. Since the late seventies,
China has implemented a series of rural and urban reforms to introduce
market incentives in order to enhance economic efficiency and dynamism.
In addition, the Centre granted local governments more fiscal responsibility
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Data Appendix

Per capita expenditure, population, hospital beds, healthcare
personnel, school enrolment, teacher–student ratios, and education
expenditures prior to 1999 are from Comprehensive Statistical Data and
Materials on 50 Years of New China (China State Statistical Bureau, 2000).
The information on per capita expenditure and population for 1999 and
2000 are from China Statistical Yearbook (China State Statistical Bureau,
2000 and 2001). The healthcare coverage data in 1998 is from China
Health Yearbook 1999 (Ministry of Health, 1999) and the sources of health
expenditures are China: Long-Term Issues and Options in the Health
Transition (World Bank, 1992) and the website of Ministry of Health,
http://www.moh.gov.cn/statistics/digest03/t28.htm.

The illiteracy and IMR are compiled from published provincial
and national statistical volumes of the population censuses of 1981, 1990
and 2000. The official data report illiteracy and IMR rate at the provincial
level with a rural-urban and gender disaggregation for each province.
When calculating regional inequality in illiteracy and IMR, we use the
corresponding population as weights. The rural illiteracy data at the
provincial level annually from 1978–1998 is from China Rural Statistical
Yearbook (various issues).

Banister and Zhang (2005) find that the infant mortality rates
reported from the census are lower than those from a large annual survey
conducted by the China’s Ministry of Health, which is specially designed
to get unusually complete death reporting. This survey estimated that
China’s infant mortality rate was 50.2 infant deaths per thousand live
births in 1991 and 32.2 in 2000 (China National Working Committee on
Children and Women, 2001, p. 28). The World Development Indicator
(2003) reports the higher figure from the second source, as shown in
Table 4. Comparing the survey results in 1991 and 2000 with census
results in 1990 and 2000, if assuming that the survey infant mortality
data are accurate, we can conclude that infant deaths may have been
only about 61 per cent reported for 1990 in the 1990 census and over 70
per cent reported in the 2000 census. However, without access to the
survey data at the disaggregate level, we cannot make use of them for
inequality measures. Considering that the two data series share similar
trends, the impact on the accuracy of inequality measures may
therefore not be that serious.
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Table 1: Education and Healthcare in China, 1952-1998

Primary  Primary Student/ Student/ Hospital Hospital Healthcare Healthcare
school school teacher teacher beds per beds per personnel personnel

Year enrolment graduates ratio in ratio in 1000 1000 per 1000 per 1000
rate (%)  entering primary secondary  people  people  people  people

secondary school school  (city) (rural)  (city) (rural)
schools (%)

1952 49.2 96.0 35.6 27.4 1.46 0.08 2.71 0.95
1957 61.7 44.2 34.1 27 2.08 0.14 3.60 1.22
1962 56.1 45.3 27.6 24.8 3.88 0.45 5.07 1.50
1965 84.7 82.5 30.1 21.2 3.78 0.51 5.38 1.46
1970 n.a. 71.2 29.1 22.4 4.03 0.85 4.71 1.22
1975 96.8 90.6 29.0 21.1 4.46 1.23 6.70 1.41
1978 95.5 87.7 28.0 20.5 4.70 1.41 7.50 1.63
1979 93.0 82.8 27.2 19.1 n.a. n.a. n.a. n.a.
1980 93.9 75.9 26.6 18.5 4.57 1.48 7.82 1.81
1981 93.0 68.3 25.7 17.6 n.a. n.a. n.a. n.a.
1982 93.2 66.2 25.4 17.6 n.a. n.a. n.a. n.a.
1983 94.0 67.3 25.0 17.6 4.62 1.47 8.37 1.99
1984 95.3 66.2 25.2 18.4 n.a. n.a. n.a. n.a.
1985 96.0 68.4 24.9 18.4 4.48 1.50 7.81 2.06
1986 96.4 69.5 24.3 18.4 4.87 1.46 8.36 2.01
1987 97.2 69.1 236 187.9 5.22 1.46 8.72 1.97
1988 97.2 70.4 22.8 16.7 5.56 1.41 8.98 1.92
1989 97.4 71.5 22.3 15.8 5.71 1.38 9.08 1.89
1990 97.8 74.6 21.9 15.7 5.81 1.37 9.15 1.89
1991 97.8 75.7 22.0 15.7 5.86 1.36 9.17 1.89



Table 2: Recurrent Health Expenditures by Source of Finance

Per capita Government Social Personal
Year expenditure  budget expenditure expenditure

(1980 yuan)  (%)  (%) (%)

1965 4.7 28 56 16

1970 5.1 27 57 15

1975 8.6 28 55 16

1980 10.9 28 56 16

1981 12.1 27 55 18

1982 13.9 26 53 20

1983 15.8 25 51 23

1984 17.3 25 50 25

1985 19.4 23 47 29

1986 22.0 22 45 32

1987 23.4 19 46 35

1988 26.3 18 44 38

1991 37.7 23 38 39

1995 51.7 17 33 50

2000 95.5 15 24 61

2001 101.7 16 23 61

Source: The data from 1965 to 1988 are from China: Long-Term Issues
and Options in the Health Transition (World Bank, 1992), Annex Table
9.1. Information for later years are from the website of the Ministry of
Health, http://www.moh.gov.cn/statistics/digest03/t28.htm. The health
expenditure data from 1991 to 2001 are converted to 1980 yuan using
the national consumer price index.
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Table 3: China’s Healthcare Coverage in 1998 (Yuan per capita)

Cities Countryside Total

Totally public paid 16.0 1.2 5.0

Labour related 22.9 0.5 6.2

Semi-labour related 5.8 0.2 1.6

Insurance 3.3 1.4 1.9

Cooperative 4.2 6.6 5.9

Self-paid 44.1 87.4 76.4

Other 3.7 2.7 2.9

Source: China Health Yearbook 1999 (Ministry of Health, 1999), p 410.

Table 4: International Comparisons on Key Indicators

GDP per Infant Illiteracy Ranking based Ranking of
capita  mortality rate  on health overall

Country (current PPP  rate (%)  expenditure health
dollars) (deaths  per capita in systems

per 1000)  international  performance
dollars

China 3,740 32 15 139 144

India 2,730 68 43 133 112

Indonesia 2,970 35 13 154 92

Korea, Rep. 14,720 5 2 31 58

Malaysia 9,100 8 13 93 49

Philippines 3,790 30 5 124 60

Singapore 23,700 3 8 38 6

Thailand 6,230 25 5 64 47

Note: Data in the second to fourth columns are for 2000 and from the World
Development Indicators (World Bank, 2003). The last two columns are from
Annex Table 1 of the World Health Report (WHO, 2000).
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Table 5: Sources of Education Expenditure

Total education Government Social Tuitions and
Year expenditure  budget (%)  expenditure (%) incidentals (%)

(100 million yuan)

1990 659.4 64.6 33.1 2.3

1991 731.5 62.8 34.6 2.5

1992 867.1 62.1 35.0 2.9

1993 1059.9 60.8 36.2 3.0

1994 1488.8 59.4 36.7 4.0

1995 1878.0 54.8 40.9 4.4

1996 2262.3 53.6 41.3 5.1

1997 2531.7 53.6 40.8 5.6

1998 2949.1 53.1 34.4 12.5

Source: Calculated by authors based on Table A-14 in Comprehensive
Statistical Data and Materials on 50 Years of New China (China State
Statistical Bureau, 2000), p 14.




