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ABSTRACT 

The year 2020 has been extremely important in terms of medical and healthcare facilities. 

It has brought to light many faults in the healthcare systems of even the most developed 

countries, thus the author felt the need of working on this topic. The author has attempted 

to draw a comparative analysis between the healthcare systems of two of the most 

established and fast developing countries of Asia. Healthcare being the talk of the hour, 

due to the pandemic needs urgent attention and this paper aims to establish the gaps and 

a comparison between two of the worst hit countries by the Covid-19 pandemic. 

 

I. INTRODUCTION 

Both India and China are developing countries having lagging population. At present both 

countries have substantially gained in health which includes improvement in life expectancy 

and infant mortality rate and eradication in communicable diseases. 

This research paper compares both China and India’s healthcare system such as distinction, 

dissimilarities and diversity that exist in both the countries. This paper focuses on 3 different 

areas of healthcare system prevalent in both India and China. Firstly we analyze the health 

policy of both the countries, secondly we analyze intermediate result and lastly we analyze how 

both the countries completely achieve its ultimate goal in the health system. The comparison 

also highlights the challenges faced by both the countries in common and emphasis on different 

challenges faced by each country. 

In the past the health system of India and China faced very different health challenges and has 

improved their health system since 1940.Even though there was disparities through social 

classes and geographical areas as well as growing demands for health care and after their 

combination with combined sector, the demand shifted its focus from public health towards 

medical care and from precautionary treatment from remedial treatment. 

                                                      
1 Author is a student at ILS Law College, Pune, India. 
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II. PERFORMANCE OF THE HEALTH CARE SYSTEMS 
Financial Risk Protection 

A Health System provides financial risk protection, which can be estimated by two ways2. 

Firstly, the percentage of families in the population is pushed down from the level of the 

poverty level as a result of out-of-pocket payment for the health care, such as both the families 

in China and India is victims of financial health associated with ill health. As per the study 

shows that, Out-of-pocket health expenditure increases the percentage of people below the 

poverty level about 20 percent in China, from 13.7 percent to 16.2 percent3. In India, out-of-

pocket expenses are already higher than the poverty rate of 31.1 percent Proportional increase 

compared to China, 34.8 percent. 

Another metric for determining whether the health system provides enough financial risk 

coverage families by calculating the cost of health care as a healthcare system as a share of 

income. In China, the financial risk distribution estimated by this metric is between high and 

low income families and between urban and rural families4. In addition, in China, in a hospital, 

in rural areas the annual income of the low-income person can be 6.7 times and four times more 

than the low-income person in the urban areas. The cost of hospitalization in India is not much 

compared to China, at least relative to income. Nevertheless, Indians with all income levels 

and especially the poorest face a prohibitive cost, have the cost of staying in a hospital for more 

than a year's income. 

It is not surprising that the heavy burden of health costs in China and India well-developed 

health-insurance schemes in both countries. This high load is accelerated by many factors. First 

of all, lack of access to affordable care means that people postpone preventive and other 

necessary care. As a result, when they take care, they usually have one more serious and 

expensive medical condition. Second, those who seek treatment, increase the financial burden 

of medical care provided by the doctor for care for them. 

Affordable and Equal Access to Care  

Prima Facie, China's situation looks worse than India. The proportion of sick people who are 

not cared for due to financial difficulties varies greatly from income levels, 30 percent of the 

richest people report financial difficulties because they report their primary reason not to care 

                                                      
2A. Wag staff and E. van Doorslaer, “Catastrophe and Impoverishment in Paying for Health Care: With 

Applications to Vietnam 1993–1998,” Health Economics 12, no. 11 (2003): 921 –934.  
3E. van Doorslaer et al., “Effect of Payments for Health Care on Poverty Estimates in Eleven Countries in Asia: 

An Analysis of Household Survey Data,” Lancet 368, no. 9544 (2006): 1357 –1364.   
4 http://content.healthaffairs.org/cgi/content/full/27/4/921/DC1 
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about 50 percent of the poor. In terms of in-patient care, 30 percent respondents reported that 

despite being advised by a physician to do so, they were not admitted to the hospital, and 70 

percent of the respondents did not have to be hospitalized as a primary reason Mentioned 

financial difficulties. It was also found in the same survey that 36% of patients admitted in the 

hospital requested early leave from the hospital because they could not pay for any more days. 

In India, the share of sick people who are not seeking outpatient care is less compared to China. 

However, compared to high-income people, low-income people are more likely to not care 

because of financial reasons. Full 37.6 percent of low-income urban residents and 43.3 percent 

of low-income rural residents, who did not care while listing ill financial difficulties as number-

one reason. Comparatively, only 1.9 percent of the richest Indian urban residents and 21.1 

percent of the richest rural residents, who did not report to be ill as their primary hindrance. 

Although there is no identical data on inpatient care for India, qualitative reports indicate that 

due to financial difficulty initial discharge from hospitals is also prevailing there.5 In addition, 

large-scale payment requirements before entry into the hospital restrict the access to in-patient 

care in low-income people's private hospitals.6 

Poor Health System Performance 

Health Care Financing 

Until recently, government spending on health in the proportion of GDP has been declining in 

both China and India. This, with limited health insurance coverage, is heavily dependent on 

out-of-pocket payments. 

Out-of-Pocket Spending on Health 

With limited insurance coverage, less government health expenditure has prompted both china 

and India to rely heavily on out-of-pocket payments. Although the share of out-of-pocket 

expenses in total health expenditure is higher in India than in china, but the rate of out-of-

pocket spending relative to total health expenditure over the last decade is higher in China. 

III. HEALTH CARE DELIVERY 
A more fundamental but often neglected, medical debilitating and ineffective approach is the 

fast growing cost of health care which stems from the incentives created in the organization 

and distribution system. Limited government funding has left a zero in the provision of health 

                                                      
5Authors’ communication with Ahoy Bang, SEARCH, Maharashtra, October 2006 ; and Pradeep Singh , Coney 

Island Hospital, New York City, November 2007 
6 S. Nandraj , “Beyond the Law and the Lord: Quality of Private Health Care,” Economic and Political 

Weekly 29 , no. 27 ( 1994 ): 1680 –1685 
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care services in both china and India. The paths they have adopted to fill this gap are different. 

They are different. China has maintained public ownership over most of the healthcare 

facilities, while the public provision of care in major modes for the majority of services 

provides the validity of beneficial behavior on public incentives. On the contrary, India has 

followed the policy of mild neglect and allowed entry and extension of private sector to fill in 

intervals with slightly effective regulation or enforcement. 

In order to keep health care affordable of China, the government sets down costs for basic 

healthcare costs, but because it wants the facilities to survive financially, it costs up to high-

tech diagnostic services Determines and allows 15 percent profit margins on medicines. It 

appears that sensible cross-subsidies have created widespread incentives for providers, which 

now make up 90% of their budget in revenue-generating activities, changing hospitals, 

townships, health centers, and village doctors in gaining profits generally. Consequently, even 

though the distribution system of China is structurally public, the behavior of public facilities 

is in line with the beneficial private providers. Due to this behavior, serious waste and efficacy 

has arisen in the system and is one of the main reasons for the increase in cost which increases 

the problem of power.7 

In India, public facilities receive a large share of their revenues from government revenues and 

provide services to those people who cannot afford more expensive personal care. At the same 

time, the government allows private hospitals and practices to flourish, but with little 

regulation. In fact, many government businessmen also shore personal practices to complement 

their government salaries. This large and irregular private sector is plagued by the 

consequences of market failures, which contributed to India's health spending inflation. 

Specifically, supplier-driven demand is prevalent, as reflected in the rapid development of 

modern medical practitioners, who want to practice in the private sector, where they can charge 

higher prices without any regulation, and can disseminate commission-based referrals for 

clinical centers. And especially adopt high-end medical technologies in urban areas8.As a result 

of income growth, increasing consumer expectations have provided providers more 

opportunities to inspire demand, especially for the latest technologies. 

The interesting thing is that although both Chinese and Indian governments started with good 

intent to assure affordable access to basic health care for a low income population, their chosen 

strategies were largely attaining this goal Has been ineffective. In China, when the government 

adopted a price schedule which sets a price for basic services below the cost, it was also 

                                                      
7 Blumenthal and Hsiao, “Privatization and Its Discontents.” 
8  Nandraj , “Beyond the Law and the Lord: Quality of Private Health Care,” 



2398 International Journal of Law Management & Humanities [Vol. 3 Iss 4; 2383] 

© 2020. International Journal of Law Management & Humanities   [ISSN 2581-5369] 

intended for poor people to provide access to basic health care. However, the same distorted 

price schedule has led the incentive to overrate drugs and high-tech diagnostic services and 

processes. In return, due to these, inflation has increased and this has provided largely 

ineffectual health services to the poor and rural population, who do not have any insurance 

coverage and whose income is far behind with the increase in health expenditure. In India, the 

Government provides nearly fully subsidized services provided by the public sector to ensure 

access to low-income people. However, poor supervision has given rise to poor quality, 

unavailability of medicines and high levels of non-existence in the public sector, which pushes 

patients into the private sector and subject them to uncertain and relatively high health care 

costs.9 

Latest Reform Initiatives and Future Challenges 

Chinese and Indian governments have recognized the fundamental problem of inadequate 

government funding for health. Together with our rich economies, both governments have 

committed to utilizing the additional funds in health care. The Chinese government is 

committed to increase government funding for health care in the next several years as 1-1.5 

percent of its gross domestic product.10 In India, the National Rural Health Mission (NRHM) 

is planning to spend double government of India on health for nearly 2% of GDP. 

China's new government investment is directed to provide universal basic health care. In 

particular, China has set up a new co-operative medical scheme (NCMS) - a government-run, 

voluntary insurance program aimed at insuring rural residents for appetizing health costs. In 

urban areas, the government will increase subsidy to expand social health insurance, especially 

in the informal sector and migrant laborers. Apart from this, China will make a major 

investment in creating a primary care system, in which setting up of community health centers 

in every urban neighborhood and preventing township health centers in rural areas, providing 

primary care, home care and rehabilitation services. 

In India, the objective of NRHM is to establish and expand risk-pooling schemes for the rural 

population, especially the poor, as well as strengthen public facilities that reach the rural 

population generally: connecting personnel, infrastructure to strengthen and support 

community inspection of Public Health Officers. Many local experiments and interventions are 

happening in India too. For instance, Andhra Pradesh offers discounted insurance coverage to 

low-income pregnant women who give rise to modern medical facilities to promote 

                                                      
9Karan, “Health Financing in India” 
10 Yip and Hsiao, “The Chinese Health System at a Crossroads.” 
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institutional institutions. The provincial government of Karnataka has given subsidy to 

insurance coverage provided by non-profit groups for school children, farmers and poor. 

However, the scale of such schemes is still small, and the limit of financial coverage is limited. 

Both China and India have been committed to increase Government investment in government 

health for many years. Both countries have also acknowledged that the poor and the rural 

population are particularly denied access to health care and facing major financial risks in the 

event of illness. Thus, clear policies are being developed to target the financing of the 

governments towards the poor and the rural population. To date, however, neither the country 

has a systematic policy for reducing inefficiency in service provision and managing the health 

expenditure inflation - which is a fundamental cause of unincorporated health care and heavy 

financial risk. It is still very soon to know whether through strengthening of additional 

government investment, insurance coverage and healthcare infrastructure, increasing access to 

health care for people, reducing financial risk, improving health status and in the context of 

reducing inequalities, they will produce profit in health care. However, we are of the view that 

without strengthening the distribution system and payment incentives and strengthening 

regulation, without the partner policies, the potential benefits of additional resources will not 

be fully realized. Money alone will not be enough to provide effective, high quality care for 

these two countries. 

IV. HEALTH INSURANCE 
Healthcare system in India is in a transitional period. Majority of the people’s income has 

increased. They have become more health aware, prices have become liberalized, and there has 

been reduction in bureaucracy. Social insurance in India is in a condition of huge progress: 

increase in pay and wellbeing awareness among most of the classes, value advancement, 

decrease in administration, and the presentation of private social insurance financing. In the 

course of the last 50 years, India has accomplished a great deal as far as medical coverage is 

concerned. Prior to freedom, the wellbeing structure was in grim condition for example high 

illness and high mortality and pervasiveness of irresistible ailments. There has been emphasis 

on essential medicinal services and India has gained extensive growth whereas in China the 

Chinese government concentrates more on public healthcare and there is lack of understanding 

and cooperation between needs of the consumer and hospitals and insurers which restricts 

private players in the healthcare sector. 

Dissimilar to other consumption costs, restorative spending to a great extent varies both in 

quantity and timing and hence it leads to high risk. A key disadvantage of out-of-pocket 
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payments is that they don't pool chances; this places a more prominent financial liability on 

poor and sick individuals and frequently bankrupts patients and their families. Hazard pooling, 

nonetheless, successfully guarantees individuals against such dangers by exchanging the 

expenses of covering the wiped out to countless sound individuals who need just pay a little 

sum (i.e., a premium). Hazard pooling expects that an extensive number of individuals with 

various dimensions of hazard take an interest simultaneously and that the loss producing 

occasions are not exceedingly associated. In current years, policymakers in China and India 

have concentrated on the possibility to utilize private or social medical coverage as an approach 

to pool chance. The two nations used to depend for the most part on intensely sponsored open 

suppliers that the national wellbeing administration certainly guaranteed. Like numerous other 

creating nations, be that as it may, China and India have tried to supplant the old framework 

with formal open or private protection plans and to isolate buyers (i.e., safety net providers) 

from suppliers to present more challenge and consequently shorten costs.  

Public health insurance has assumed a significant role in China over the previous decade. In 

1998, the State Council set up a public protection program, planning to supplant in the past 

intensely financed general human services administrations with a formal social protection 

conspire. That conspire, including a restorative investment account (MSA) and social hazard 

pool finance, gives a fundamental support agreement to every urban laborer, including workers 

of open and private undertakings. The protection takes care of expenses of essential outpatient 

and inpatient wellbeing administrations just as disastrous costs up to a set point of confinement. 

Under this new plan, workers contribute 2 percent of their compensation and managers 

contribute 6 percent of their representative finance. By the end of 2003, the MSA secured 109 

million individuals, not exactly a fourth of the absolute workforce.  

The social hazard pool support was under 1 percent of the GDP in 2003. This new plan, be that 

as it may, does not cover laborers' wards, the jobless, or the greater part of the independently 

employed. Thus, the extent of urban occupants without medical coverage ascended from 27 to 

50 percent somewhere in the range of 1993 and 2003. On the other hand, private protection is 

still rare .In addition, about 80 percent of inhabitants in country territories had no protection at 

all by 2003, in light of the breakdown of the CMS .The Chinese government as of late declared 

the restoration of certain types of network based wellbeing protection, whose highlights 

incorporate willful enlistment, essential and disastrous inclusion, and low premiums (yet high 

copayments). In any case, contemplates have discovered that even little premiums dishearten 

enlistment and high copayments dissuade poor members from looking for consideration; in this 

way, the more extravagant ranchers advantage more from such protection whereas in India 
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people were ready to spend less amount in health insurance premium. 

Both China and India depend on financing medical care with the help of out of pocket expenses 

and have challenges to decrease the burden and risk of healthcare cost. In China, the focus was 

on public insurance mechanism to decrease the burden whereas in India private micro-health 

insurance policies were being adopted to reduce financial risk with respect to healthcare. 

Organization 

Organization is a broad structure which classifies healthcare provisions like competition in 

market, decentralization and ownership. In early years post independence, both India and China 

focused on a public healthcare system which was reasonable and provided basic health care 

services which was successful in China but not in India. Subsequently, from the 1950s to 1980s, 

China experienced a lot bigger gains in wellbeing contrasted and India. For instance, China’s 

life expectancy at birth was longer than India’s birth expectancy 

During the 1980s the two nations confronted strain to expand the job of the private division in 

giving social insurance administrations. This time India was more effective than China in 

accomplishing a smoother change. This could be clarified by the way that, rather than China, 

India did not eliminate the private party in the years after independence. Along these lines, this 

area developed step by step to satisfy the expanding need for private human services 

administrations made by natives who were discontent with general human services suppliers. 

In any case, the progress to private arrangement of human services has included some 

significant pitfalls in the two nations. Residents of the two nations presently bear more 

noteworthy monetary weights and dangers in financing their human services needs. There is 

likewise now an expanded accentuation on individual consideration and less accentuation on 

general wellbeing. Likewise, the motivations of the private segment are lined up with giving 

corrective as opposed to preventive medications. This decrease in consideration regarding 

general wellbeing, particularly the counteractive action of transferable ailments, may be a 

standout amongst the most significant developing issues confronting the two nations. 

V. ROLE OF GOVERNMENT 
Government plays a very huge role in healthcare system of the country. The Indian Constitution 

has considered right to life as a fundamental right which insures “right to health” for all. 

Healthcare sector of India has been framed by its federal structure and there is division of 

responsibilities between centre and state government. The state government is responsible for 

arranging and providing healthcare services to its people whereas central government is 

responsible for international health treaties, prevention of food contamination, quality control 
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in drug manufacturing, conducting family planning programs and also arranges national health 

policies.  

In China, the Central government has in general obligation regarding national healthcare laws, 

arrangement, and organization. It is guided by the rule that each native is qualified for get 

essential social insurance administrations, with local government’s i.e.-regions, urban areas, 

districts, and towns—in charge of giving them, with varieties for nearby conditions. Health 

authorities consists of the National Health and Family Planning Commission and the 

neighborhood Health and Family Planning Commissions, which have essential duty regarding 

sorting out and conveying healthcare services and administering suppliers (hospital).11 Health 

authorities at local levels i.e. district, and town levels have restricted adaptability in doing 

common healthcare arrangements.   

VI. ROLE OF REGULATOR 
Regulation refers to the government’s use of coercive power to impose a full range of legal 

constraints (such as laws, administrative rules, and guidelines issued by delegated professional 

institutes) on organizations and individuals 12 

Regulations is the basic when it comes to the achievement of a health system framework as it  

decreases introduction to sickness through implementation of sanitary code, guarantees the 

convenient follow-up of health dangers, and screens the value of medical facilities and products 

China is known to use coercive political capacity to closely monitor public services like health 

care through managerial standards, legislations, codes, value setting. Be that as it may, since 

the administration's rebuilding in 1998, the ability to direct and get ready for wellbeing 

administrations has been to a great extent decentralized to the common dimension. At the 

national dimension, this power has been separated among a few parallel organizations. The 

Ministry of healthcare gives general strategy rules but has modest capacity to implement its 

policies as it doesn't legitimately back health services or impose regulations. Finance ministry 

of China decides Federal government’s expenditure for health and government employee 

insurance. Chinese regulatory authority is coercive they use force or power to regulate the 

healthcare market in China 

Whereas on other hand India’ health care system is non-restricted. There are not much 

regulatory restrictions. In India government has divided its responsibility into Union list, State 

list and Concurrent list which details the responsibilities of central government and state 

                                                      
11Yip and Hsiao, “The Chinese Health System at a Crossroads 
12Roberts et al., 2004 
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government into central list and state list respectively. Concurrent list describes responsibilities 

which are shared by both Centre and State13 

As for private health providers and insurers, the Indian government—in contrast to China’s, 

which has opted for tight regulation—has adopted a laissez-faire policy. The rapid growth of 

the private sectors—which has occurred in the absence of any kind of public regulation, 

mandatory registration, regular service evaluations, quality control, or even self-regulation— 

has raised many concerns, most of which focus on quality of care 14 

In totality, both the countries i.e. India and China have come up short on an intelligible 

administrative structure. China's absence of administrative capacity in the general healthcare 

framework has been worsened by organizational deficiencies and lack of correspondence 

between various legislative branches. India's regulation of private segment is more flexible and 

legislations are more approximately authorized in both the private and public segments 

VII. CONCLUSION 
This research paper has compared healthcare system of both the countries i.e. India and China 

and would like to conclude that both the countries have similar demographical features and 

both the countries are constantly improving in the field of healthcare. India’s healthcare system 

is better than China’s but still it is lacking behind in some segments like India is not spending 

enough on its healthcare system and should have better control of transmissible diseases. Thus 

India should spend more amounts on its healthcare system and should improve health of infants 

and should have better control of transmissible diseases. But overall China has better health 

outcomes as compared to India as the Government of China is more dedicated towards 

providing better healthcare facilities than India but still it lacks in some segments like there is 

no involvement of private sector and more regulation of drugs pricing. Similarly India’s 

healthcare system is better than China’s but still it less lacking behind in some segments like 

India is not spending enough on its healthcare system and should have better control of 

transmissible diseases. Thus India should spend more amount on its healthcare system and 

should improve health of infants and should have better control of transmissible diseases 

In China the healthcare sector is highly dominated by public players and got regulates it and 

there is less scope for private players whereas in India there less stringent regulations and 

private players are encouraged and there is healthy competition between public and private 

players in the market. Thus if both the countries prosper in this challenge then both the counties 

                                                      
13Karan, “Health Financing in India 
14Ramani and Dileep,2005 
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can achieve better healthcare systems. 

***** 


