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Executive summary 1 

Women's Reproductive, Maternal, Newborn, Child, and Adolescent Health (RMNCAH) 2 

is a cornerstone of healthy development for the next generation and a driving force for 3 

the progress of population and society in the future, especially in this era of population 4 

aging and low fertility in China. In past decades, China's RMNCAH has made 5 

remarkable achievements in “survival” development goals related to reducing maternal 6 

and child mortality. However, as China moves toward thriving, that is ‘ensuring health 7 

and well-being’, the country faces emerging problems and new challenges in 8 

RMNCAH. These relate to rapid and continuous improvement in social and economic 9 

conditions along with changes in demographics, lifestyles, the environment, and 10 

innovations in medical and therapeutic technologies, as well as an increasing threat of 11 

emerging infectious diseases such as Corona Virus Disease 2019 (Covid-19). The 12 

United Nations Sustainable Development Goals (SDGs) have also extended the focus 13 

from maternal and child survival alone to improvement of health across the life span. 14 

This is integrated in the visions of both the SDGs and “Healthy China 2030”. The next 15 

ten years are crucial in ensuring that China is able to meet the goal of universal 16 

RMNCAH coverage, which is embodied by access, quality and equity. The Lancet 17 

RMNCAH Commission aims to review past achievements and lessons, to analyse 18 

current problems and challenges, and then to prioritise steps towards the SDGs and 19 

“Healthy China 2030”. 20 

Over the past 70 years, China has made outstanding progress, with rapid reductions in 21 

maternal and child mortality. Previous achievements in RMNCAH have benefited from 22 

efforts both within and outside health systems, including the rapid change in socio-23 

economic determinants, political will and its impacts, building of the MCH system and 24 

the MCH information system, reforming social health insurances, launching national 25 

RMNCAH programmes, and poverty alleviation. The most notable contributors are 26 

strong political will to focus on RMNACH and community consensus on gender equity 27 

and women and children’s well-being. Statements such as “Women hold up half the sky” 28 

and “Children are the future and hope of the motherland” have not only been rhetoric, 29 

but consistently practised. (Section 2) 30 

The focus of RMNCAH has shifted from reducing maternal and child deaths to growing 31 

demands for high-quality healthcare. In the field of reproductive health, there has been 32 

a growing focus on decreased and delayed fertility intentions, growing focus on 33 
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contraception and abortion, infertility and assisted reproductive technology, sexually 34 

transmitted diseases, reproductive cancer and the HPV vaccine, and sexual and gender-35 

based violence. In the field of maternal and newborn health, the focus areas have been 36 

safe motherhood, stillbirth, neonatal diseases, maternal, fetal and newborn nutrition, 37 

and maternal mental health. In the field of child and adolescent health, injury, risk 38 

behaviours, mental health, and vulnerable children have moved into focus. For the 39 

health system, the areas of focus are human resource development, competency of 40 

RMNCAH services in primary health care, equity and quality of RMNCAH services, 41 

financing risk protection, and integrated RMNCAH information system. (Section 3) 42 

To achieve RMNCAH-related targets for the SDGs and “Healthy China 2030”, this 43 

Commission proposes a strategic framework to achieve universal RMNCAH coverage 44 

by 2030. It encompasses four essential drivers: financing, workforce development, 45 

medicine and technology, and information technology (IT) system. To achieve the goal 46 

of universal RMNCAH coverage, a supportive environment based on contextual factors 47 

within and outside the health system is essential. These factors include: governance and 48 

leadership, policy and legislation, and society and community. According to this 49 

strategic framework, we have put forward a series of five broad recommendations, 50 

covering reproductive health, maternal and newborn health, child and adolescent health, 51 

the health system, and broader contexts. We discuss how these recommendations can 52 

be transformed into policies. We also share lessons from the “Chinese experience” 53 

which may be relevant for low or lower-middle-income countries (LLMICs). (Section 54 

4) 55 

In conclusion, RMNCAH not only plays a pivotal role in guaranteeing the health of 56 

each individual woman, child and adolescent, but is also a cornerstone for the 57 

development of the next generation and the sustainable development of our whole 58 

society. There should be a commitment to ensuring that the future for each woman, 59 

child and adolescent is worthy of them. The challenges in the present and 60 

recommendations for the future discussed in this commission (Key Messages are 61 

highlighted in Panel 1), are essential to improve RMNCAH services’ access, equity and 62 

quality. Looking to the future, China is acting responsibly to create a healthy and 63 

friendly environment for every woman, child and adolescent for their own sake and as 64 

important partners in RMNCAH global governance.  65 

  66 
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Section 1: Introduction 67 

“Chinese problems, even if they affect no one outside China, are of vast importance 68 

since the Chinese constitute a quarter of the human race .... All the world will be vitally 69 

affected by the development of Chinese affairs ... during the next two centuries.” 70 

Bertrand Russell’s reflections after a visit to China in 1921.1 71 

RMNCAH is the foundation of sustainable development for individuals, families and 72 

societies. RMNCAH encompasses the life cycle from the reproductive stage (15-49 73 

years old), the maternal stage (a specific duration of conception and pregnancy within 74 

the reproductive stage), the newborn stage (0-27 days after birth, a specific duration of 75 

new life after birth within the child stage), child stage (0-9 years old), adolescence (10-76 

19 years old, sometimes including young adults aged 20-24 years), and through to the 77 

next generation. These are critical and foundational stages of human life course 78 

development, physically, mentally and psychologically. The targeted subjects of 79 

RMNCAH account for almost 2/3 or more of a nuclear family, which usually consists 80 

of two parents and their children (one or more), and the father who is a vital partner for 81 

RMNCAH. Due to the forecasted trends for population ageing and low fertility, the 82 

proportion of the Chinese population covered by RMNCAH (children aged 0-19 years 83 

old and females aged 20-49 years old) will decline from 46.8% in 2015 to 39.9% in 84 

2030 (Appendix 1-2).2 However, RMNCAH mainly focuses on two key points: “birth” 85 

and “development” of the new generation, which are the principal driving forces for the 86 

progress of population and society in the future, especially in this era of population 87 

aging and low fertility in China. 88 

The Millennium Development Goals (MDGs) brought great global progress in 89 

improving maternal and child health (MCH). Following this, the Global Health 90 

Strategy for Women, Children and Adolescents (2016-2030), which was developed 91 

under the framework of the Sustainable Development Goals (SDGs), explicitly 92 

recognised the need to extend the focus beyond mortality alone and to promote health 93 

across the developmental years: “By 2030, a world in which every woman, child and 94 

adolescent in every setting realizes their rights to physical and mental health and well-95 

being, has social and economic opportunities, and is able to participate fully in shaping 96 

prosperous and sustainable societies”. The global strategy proposed three over-arching 97 

objectives: (1) survive - ending preventable death; (2) thrive - ensuring health and well-98 

being; and (3) transform - expanding enabling environments.3 Due to accelerating 99 

javascript:;
javascript:;
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progress towards MDG 4 and 5 (to improve maternal and child health), the World 100 

Health Organization (WHO) rated China as one of the top 10 “fast-track” countries in 101 

women’s and children’s health.4 China is now undergoing a rapid epidemiological and 102 

demographic transition, and has an increasingly ageing population and low fertility, a 103 

high burden of non-communicable and degenerative disorders, and an increasing threat 104 

of emerging infectious disease such as Covid-19. Facing these challenges, the Chinese 105 

government regards improvements in RMNCAH as key goals within the overarching 106 

framework of “Healthy China 2030”.5 It is also seen as integral to China’s ongoing 107 

poverty alleviation strategy.6,7 Moreover, China is undergoing a comprehensive social 108 

transformation, driven by economic development and globalization. These present new 109 

problems and challenges for China's RMNCAH.  110 

In the next ten years, China has committed to achieve both the SDGs and Healthy China 111 

2030 goals. According to a systematic analysis and estimation from the Global Burden 112 

of Disease Study 2017,8 among the 21 RMNCAH-related SDG indicators that should 113 

be met by 2030, China is expected to attain five indicators, including goals for maternal 114 

mortality ratio (MMR), neonatal mortality rate (NMR), under-five mortality rate 115 

(U5MR), the skilled birth attendance rate, and new HIV infection rate; it should nearly 116 

attain two indicators, including the contraceptive rate for women of reproductive age 117 

and the vaccine coverage rate. It might not attain nine indicators on the basis of past 118 

trends, including stunting in children under 5 years old, wasting in children under 5 119 

years old, overweight in children aged 2-4 years old, suicide rate, death rate due to road 120 

injuries, coverage of essential health services, intimate partner violence against women, 121 

non-intimate partner violence against women, and sexual violence against women and 122 

men under the age of 18 years old. As for those relevant SDGs which have undefined 123 

targets, adolescent birth, alcohol consumption, smoking, the size of health workforce, 124 

and nurses and midwives, China is estimated to perform worse than the global average 125 

on two: alcohol consumption and smoking. It is clear that China will succeed in 126 

achieving survival goals, but there will be difficulties in achieving thriving goals 127 

(Appendix 3). When SDGs and “Healthy China 2030” are compared (Appendix 4), 128 

although “Healthy China 2030” has more ambitious targets related to maternal and 129 

child mortality. It set only a few specific indicators that have quantitative targets in 130 

other RMNCAH-related fields (such as oral health among children, physical exercise 131 

among adolescents in school, smoking, the density of registered physicians and the 132 

proportion of out-of-pocket payment in total health expenditure). Some key RMNCAH-133 



5 

 

related issues in the SDGs (such as violence against women, children and adolescents) 134 

are not included in Healthy China 2030. 135 

Therefore, the aims of this Commission are two-fold. The first is to show the 136 

achievements and lessons of the past, to highlight current problems and challenges, and 137 

then to draw relevant strategies and recommendations to fulfill the RMNCAH aims in 138 

the SDGs and Healthy China 2030. The second is to share lessons with LLMICs, as 139 

well as to draw on experiences from other countries to improve China’s RMNCAH 140 

system. 141 

The Lancet Commission comprised domestic and overseas commissioners from the 142 

fields of reproductive health, maternal and child health, child and adolescent health, 143 

primary health care, health policy and management, health economics, global health, 144 

epidemiology and health statistics. This commission was invited by the Lancet, and co-145 

led by three Chairs: Prof. Jie Qiao from Peking University, Prof. Jun Zhu from Sichuan 146 

University, and Dr. Li Song from National Health Commission. Commission members 147 

reviewed previously published academic literatures, collected global or national 148 

monitoring data, analysed the most recent nationwide surveys and monitoring data, 149 

which are published here for the first time (Appendix 5). Data obtained from different 150 

sources, including peer-reviewed literatures and from the government, were critically 151 

appraised by both domestic and overseas commissioners. Only data of high reliability 152 

and quality were used, in order to guarantee the scientific authority of the Commission 153 

and ensure that recommendations can be translated into national policies and 154 

RMNCAH systems. This Commission provides a RMNCAH baseline for Healthy 155 

China 2030 and further updates will allow the monitoring of high-quality RMNCAH 156 

universal coverage over the next decade.157 
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Section 2: China’s efforts and achievements in RMNCAH 158 

Since the founding of the People's Republic of China in 1949, China has seen 159 

remarkable achievements in RMNCAH. Maternal and infant mortality rates have 160 

decreased from 1500/100,000 and 200/1000 respectively in 1949 to 17.8/100,000 and 161 

5.6/1000, respectively, in 2019.9,10 The yearly trends in the maternal mortality ratio 162 

(MMR), neonatal mortality rate (NMR), infant mortality rate (IMR) and under-five 163 

mortality rate (U5MR) during 1990-2019 can be seen in Figure 1 (Appendix 6), which 164 

shows that regional differences between urban areas and rural areas are narrowing. The 165 

NMR in China was 4.0 times than the average of Northern America and Europe areas 166 

in 1990, and decreased to 1.7 times in 2015.11 Meanwhile, China's MMR was 5.0 times 167 

in 1990 than the average of developed countries, and reduced to 1.2 times in 2015.12 168 

The total mortality rate of children and adolescents aged 5-19 years old dramatically 169 

decreased from 366.0/100,000 during 1953-1964 to 27.2/100,000 in 2016, and the 170 

mortality rate of each age group (1-4 year, 5-9 years, 10-14 years, and 15-19 years) and 171 

each gender group (girl and boy) presented a similar decreasing trend (Figure 2).13 The 172 

stunting prevalence of children under 5 years old decreased sharply from 33.1% in 1990 173 

to 8.1% in 2013;14 and that of 7-18 years old decreased from 16.4% in 1985 to 2.3% in 174 

2014.15 The hospitalized delivery rate increased from 43.7% (73.6% in urban and 36.4% 175 

in rural) in 1985 to 99.9% in 2018, eliminating the urban-rural gap (Appendix 7).16 The 176 

coverage of other essential RMNCAH services has also reached over 90%: antenatal 177 

care, postpartum visit, neonatal defect screening of phenylketonuria (PKU) and 178 

congenital hypothyroidism (CH), expanded programme on immunization, and 179 

registration for child healthcare management (Appendix 8). Given the vast size and 180 

diversity of the country, these achievements were particularly impressive. Due to 181 

accelerating progress towards MDG 4 and 5, the World Health Organization (WHO) 182 

rated China as one of the top 10 “fast-track” countries in women’s and children’s 183 

health.4 Of course this progress has been driven by rapid socio-economic development, 184 

a key determinant of women’s and children’s health globally,17,18 but it has also been 185 

driven by political will. The other important contributors have been the development of 186 

a strong nationwide MCH system, the MCH information systems, social health 187 

insurance, national RMNCAH programmes, and poverty alleviation. 188 

 189 
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Socio-economic development related to RMNCAH 190 

During the past 70 years, and especially in the past 40 years, China has experienced a 191 

rapid socio-economic development (Appendix 9-12). The Gross Domestic Product 192 

(GDP) per capita grew from 100 RMB to 400 RMB during 1952-1980, and then rapidly 193 

rose to 64,600 RMB in 2018. Average life expectancy increased from 67.8 years in 1981 194 

to 77.0 years in 2018. The female literacy rate among women aged 15 and above has 195 

increased from 78.4% in 1999 to 92.5% in 2018, and the gender gap in education and 196 

employment has narrowed greatly, with enrollment rates increasing at all educational 197 

levels. The Chinese government also has made substantial efforts to improve the rights 198 

and opportunities of its ethnic minorities.19 The most important measure has been to 199 

designate regions with large ethnic minority populations as autonomous. In practice this 200 

has meant few family planning restrictions, as minority couples in these regions allowed 201 

two or three more children.20 In education, minority students are offered financial 202 

support, and even preferential admittance to universities. These measures have 203 

improved social equity and the rights of women and children across the country, which 204 

is the basic foundation of RMNCAH. 205 

 206 

Political will and its impacts 207 

Over the past 70 years, the political will to focus on RMNACH has been key to the 208 

progress in this area. Since the foundation of People’s Republic China in 1949, the 209 

government’s iconic declarations of “Women hold up half the sky” and “Children are 210 

the future and hope of the motherland” have not been empty rhetoric, but instead have 211 

been supported by strong political commitment supported and a series of laws and 212 

actions prioritising women’s and children’s rights (Appendix 13). Combined with such 213 

strong political commitment, the development of the RMNCAH system in China can 214 

be divided into four stages (Figure 3): 215 

1949-1977 As soon as the People’s Republic was announced in 1949, improving the 216 

health status of the population was a priority (Appendix 14). Stability after decades of 217 

war, led to an improvement in socioeconomic conditions. The first National Health 218 

Congress took place within months, and with what can now be seen as extraordinary 219 

vision, it was announced that there would be an explicit emphasis on prevention and 220 

universal access to health care, albeit at a very low level. The focus on preventive 221 

medicine is the major factor that explains the reductions in mortality and morbidity 222 

achieved during the 1950-60s.21 Massive immunisation campaigns were carried out, the 223 
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importance of disinfection in the delivery room was recognized, and brothels were 224 

closed. The Great Patriotic Health Campaigns mobilised the masses in tasks aimed at 225 

improving nutrition, sanitation, water quality and the control of certain infectious 226 

diseases. The introduction of barefoot doctors and the rural medical cooperative system 227 

in the mid-1960s provided the most basic medical services for rural women and children 228 

despite the poor economic conditions that persisted at that time across much of China. 229 

The government called for traditional birth attendants to be trained in antenatal and 230 

delivery care, and nearly 800,000 traditional birth attendants were trained from 1949 to 231 

1959.22 The coverage of the rural cooperative medical system, a form of health 232 

insurance for the rural population, then increased from 20% to 90% between 1968 and 233 

1976.23 Apart from the dramatic reductions achieved in the IMR and MMR, these 234 

activities resulted in the control of diseases such as plague, malaria, schistosomiasis, 235 

and sexually transmitted diseases (STDs) such as gonorrhoea and syphilis. Syphilis was 236 

“eliminated” in China for 20 years (1960-1980).24 This model of primary care focusing 237 

on prevention became the model for primary care at Alma Ata in 1978. 238 

1978-1997 From 1978, market reforms took hold in China. In line with this, the health 239 

care system was marketised. Lack of government investment led to the collapse of the 240 

rural cooperative medical system with the result that most of the population were forced 241 

to pay out-of-pocket for healthcare (Appendix 15). However, during this period, there 242 

were advances in medical services and technology. One of the remarkable advances in 243 

medical technology was the first in-vitro fertilization baby born in mainland China in 244 

1988. In 1994, one of the most important milestones in China’s RMNCAH happened 245 

with the “Law on Maternal & Infant Health Care”, which ensured protection of 246 

maternal and infant rights to appropriate health services, including premarital and pre-247 

pregnancy counselling, antenatal, peripartum, postpartum, and neonatal care. Since 248 

1995 China has launched the three-phase “Outline of Women’s Development” and 249 

“Outline of Children’s Development” (abbreviated as the “Two Outlines”) (Appendix 250 

16) as priority policies to promote the rights and interests of women and children. 251 

1998-2008 To reverse the collapse in social health insurance, China initiated health 252 

system reforms that mainly focused on re-organizing the social insurance system which 253 

is described in more detail below. The coverage rate of social health insurance increased 254 

from 23.6% in 1998 (55.9% in urban and 12.7% in rural areas) to 87.1% in 2008 (71.9% 255 

in urban and 92.5% in rural).25 This massively improved access to health care especially 256 

for the rural poor. In 2000 China launched the “Reducing Maternal Death and 257 
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Eliminating Neonatal Tetanus Programme” in remote and rural areas. This was the 258 

Chinese version of the Safe Motherhood Programme and it focused on five measures: 259 

(1) health infrastructure enhancement; (2) building a close working partnership between 260 

provincial tertiary hospitals and primary maternal care institutions to reinforce local 261 

capacity, improve referral systems, and train local health staff; (3) direct subsidies to 262 

pregnant women; (4) health education; and (5) supervision and management of obstetric 263 

services. Until 2007, this programme covered 1000 poor counties with a total 264 

population of 300 million, and was funded jointly by the central government and the 265 

local government. This contributed to a reduction in the MMR by approximately 50% 266 

in the intervention counties.26,27 This ambitious programme ended in 2013 (Appendix 267 

17) and was then merged into the National Major Public Health Programmes as the 268 

“Hospital Delivery Subsidy”. 269 

From 2009 to now The market-oriented health system had driven-up costs and led to 270 

serious inequalities in access to health care, so from 2009 China launched a new health 271 

system reform programme with the goal of providing universal coverage of essential 272 

health services, through the expansion of social insurance, public hospital reform, and 273 

the strengthening of the primary health care system and public health services.28 Since 274 

2009, China has launched a series of programmes to improve RMNCAH services and 275 

narrow the gap between urban and rural areas. In addition, quality of care became a 276 

focus. Major improvements were made in training of specialists, including general 277 

practitioners, with a focus on continuing medical education. Guidelines and regulations 278 

for health service delivery were developed. In 2013, the “Targeted Poverty Alleviation” 279 

programme was initiated with a goal of eliminating extreme poverty by 2020. A focus 280 

of this programme has been improving the health of women and children.6,7 In 2016, 281 

China launched its blueprint for “Healthy China 2030” which aims to achieve high-282 

quality universal health coverage by 2030. In 2019 the “Healthy China Action Plan” 283 

was issued with each government level (from provinces to counties) accountable for 284 

measurable improvement. 285 

 286 

The hierarchical MCH System 287 

Since the founding of the People’s Republic of China, the government has attached 288 

great importance to establishing an MCH system across the country. The system has 289 

evolved over time. From 1949 to 1977, the number of MCH facilities (facilities at all 290 

levels which focus on women and children health services) rapidly increased from 9 in 291 
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1949 to a peak of 4829 across China in 1958, and were mainly operated by county-level 292 

governments and state-owned enterprises. During the Cultural Revolution, from 1966 293 

to 1976 many MCH facilities were closed. Between 1978 and 1997, the national MCH 294 

system was resurrected. Then with the first wave of health system reform in 1998, the 295 

MCH system developed a focus on “public welfare”, “equity” and “quality”. This was 296 

supported by a rapid increase in government investment in MCH facilities; in 2017 this 297 

accounted for 26% of investment, compared with 8% in general hospitals. China had 298 

3077 MCH facilities in 2017, almost all (99.6%) owned by the government (Appendix 299 

18).29 300 

Currently, China has a hierarchical MCH system covering the entire country (Figure 4), 301 

which is an extensive network that penetrates from the central to the local level that 302 

allows rapid and effective implementation of policies and the local level is close to the 303 

people. It also makes health education and monitoring very effective, benefited by such 304 

penetrates from the central all the way down to the village level. Each province, 305 

prefecture, and district/county has an MCH facility operated by the government, with 306 

three major functions: management and regulation, clinical treatment, and public health 307 

service provision. The higher-level MCH facilities supervise the lower-level MCH 308 

institutions. The district/county-level MCH facilities coordinate all MCH services in 309 

this district/county, including the general hospitals, specialist hospitals, and primary 310 

health care facilities.30 Whilst some MCH facilities in counties/districts or higher 311 

administrative levels can offer comprensive emergency obstetric and neonatal care 312 

(CEmONC), most of this care now takes place in general hospitals, especially those 313 

with more resources and specialist facilities such as neonatal units. Government 314 

supplemetation for hospitalized delivery, as well as the greatly improved trasnport 315 

infrastructure has driven this develeopment.30,31 316 

 317 

MCH Information System  318 

One of the biggest achievements in MCH work in China is the establishment of routine 319 

surveillance and data collection systems. During the past forty years several major 320 

parallel national MCH information systems have been established (Appendix 19) and 321 

have served as data sources for government decision making and performance 322 

evaluation of national intervention programmes. 323 

The National MCH Statistics (NMCHS) system was established in the mid-1980s and 324 

consists of county-level indicators of MCH and health care service use; it has been an 325 
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online reporting system since 2014. The system covers the entire population of China: 326 

at least one person in every village/community, township and county/district level is 327 

assigned to collect and enter data into the system. Data are aggregated at the county-328 

level.32 329 

In order to obtain the more accurate core indicators for a sample of the population, the 330 

MCH Surveillance System (MCHSS) was established in the late 1980s as an online 331 

sample registration system to collect vital data on rates and causes of maternal and child 332 

mortality and birth defects. It has covered 124 urban districts and 210 rural counties 333 

with a surveillance population of 140 million since 2006.33 In order to support the 334 

transformation of national MCH strategy from survival to development, two new 335 

elements were added to the MCHSS. In 2010 hospital-based maternal near miss 336 

monitoring which collects in-depth information about maternal severe morbidity, and 337 

in 2012 population-based under-5 child nutrition data which on children’s growth and 338 

anemia, In addition, MCHSS has set up a vertical and hierarchical data quality 339 

assurance mechanism to ensure the accuracy of core health indicators.34-36 340 

China has also established other national MCH information systems, such as the 341 

monitoring system for MCH Institutions Surveillance System, Major MCH Projects 342 

Information System, and Neonatal Disease Screening Information System, which are 343 

used to monitor the development of MCH institutions, evaluate the effect of MCH 344 

projects, and monitor the progress of intervention services for birth defects. 345 

The data collected from the above-mentioned systems are published yearly in the 346 

internal report on policy recommendations to the government. They provide evidence 347 

to establish national RMNCAH programmes (details shown later) and inform the 348 

development of key MCH policies in China. 349 

 350 

Social health insurance 351 

In the 1950s, early social health insurance systems in China were established and 352 

included three main schemes: the Government Insurance System (GIS) for government 353 

staff and university students, the Labor Insurance System (LIS) for employees (and 354 

their dependents) of state-owned enterprises, and the Cooperative Medical System 355 

(CMS) for people living in rural areas. As a result, health services were covered through 356 

these social insurance systems and out-of-pocket fees were minimal.37,38 After the 357 

introduction of market economic reforms in 1978, these early social insurance systems 358 

collapsed rapidly. The total coverage of social insurance declined to its lowest level 359 
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(22.1%) in 2003, with a striking gap between urban areas (49.4%) and rural areas 360 

(12.6%) (Figure 5). 361 

To ensure essential safeguards for financial risk protection, China established three new 362 

social health insurance systems: (1) the Urban Employee Basic Medical Insurance 363 

System (UEBMIS, established in 1998), covers urban formal sector workers who are 364 

eligible for GIS and LIS, as well as those employed by private sector companies and 365 

small public firms. The Maternity insurance for urban female employees has been 366 

merged into UEBMIS; (2) the New Rural Cooperative Medical System (NRCMS, 367 

established in 2003), covers all population groups living in rural areas as well as rural-368 

urban migrant workers and their children; (3) the Urban Residents Basic Medical 369 

Insurance System (URBMIS, established in 2007), covers non-working urban residents, 370 

including children, students, unemployed, the elderly and people with disabilities.38 371 

Social health insurance coverage has increased rapidly and the urban-rural gap has 372 

narrowed. In 2013, the total coverage of social health insurance reached 95.1% (92.8% 373 

in urban areas and 97.3% in rural areas) (Figure 5). NRCMS coverage was close to 100% 374 

in 2017. NRCMS premiums per capita increased from 42.1 RMB in 2005 to 613.5 RMB 375 

in 2017 (Figure 5). In July 2018, the NRCMS and URBMIS were merged into one 376 

“Urban and Rural Residents Basic Medical Insurance System (URRBMIS)” and the 377 

annual per capita premium was increased to 710 RMB, 490 RMB from the government 378 

and 220 RMB from the individuals; 20 RMB is specifically allocated for catastrophic 379 

insurance coverage among those living in extreme poverty or poverty caused by illness 380 

or disability.39 Such development of social health insurance is one of the principal 381 

methods of health financing for universal coverage of RMNCAH services. 382 

 383 

National RMNCAH programmes 384 

The health system reform from 2009 also saw the introduction of both the “National 385 

Essential Public Health Programmes (NEPHPs)”, which are freely provided at 386 

community/township/village health centers and clinics all over the country, and the 387 

“National Major Public Health Services (NMPHPs)”, which are freely provided or 388 

subsidized with prioritized attention for the rural and poor areas of central and western 389 

China. Both NEPHPs and NMPHPs originated from a series of project-based pilot 390 

interventions with cost-effectiveness assessments, and were then expanded to the whole 391 

country with stable financial investments from the government.40-43 These national 392 

RMNCAH programmes have played key roles in reducing disparities in 393 
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RMNCAH.30,44,45 394 

NEPHPs were financed by the central government with an average subsidy of 15 RMB 395 

per person in 2009, increasing to 50 RMB per person in 2017. At the same time, the 396 

services were expanded from nine categories in 2009 to 14 categories in 2017. The 397 

RMNCAH-related services in the NEPHPs include immunization, health management 398 

for children aged 0-6 years old, antenatal and postnatal healthcare, and providing free 399 

condoms. For the NMPHPs, funding from the central government to NMPHPs in 400 

RMNCAH was 31.44 billion RMB during 2009-2016, which was approximately eight 401 

times the amount provided for project-based pilot interventions during 2001-2008 402 

(Appendix 20). The services provided by NMPHPs in RMNCAH have been expanded 403 

to eight programmes since 2012, including 1) A subsidy for hospital delivery, 2) 404 

Prevention of mother-to-child transmission of HIV, syphilis and hepatitis B, 3) 405 

Screening for cervical and breast cancers, 4) Folic acid supplementation, 5) Pre-406 

pregnancy health examination, 6) Screening for neonatal diseases, 7) Prevention and 407 

control of thalassemia, and 8) Supplementary food for children aged 6-24 months 408 

(YingYangBao, YYB) (details shown in Appendix 21). Since September 2019, the 409 

government has integrated previous NMPHPs into NEPHPs, and the per capita 410 

subsidies for the new NEPHPs provided by the central government were increased to 411 

69 RMB. One important note is that the government recently added “Youth Tobacco 412 

Survey” and “Maternal and Child Health Surveillance” to the new NEPHPs as these 413 

could be helpful in improving the continuity and surveillance of RMNCAH in the 414 

primary health system. 415 

Many of these national programmes originated from pilot interventions initially 416 

supported by multilateral organisations. While the country was opening itself to the rest 417 

of the world the early 1980s, multilateral organisations, including the WHO, United 418 

Nations International Children's Fund (UNICEF), the United Nations Population Fund 419 

(UNFPA) and others, started to introduce and pilot some of the best practices for 420 

maternal and child health in collaboration with the Chinese Government. As the 421 

economy has grown in China, more domestic funding and resources have ensured co-422 

financing of these international programmes, leading to sustainable scale-up.46 One 423 

typical example is the NMPHP of “Prevention of mother-to-child transmission 424 

(PMTCT) of HIV, syphilis and hepatitis B”. The pilot programme was initially 425 

supported by UNICEF in some project counties during 2001-2003. This led to 426 

investment in a national PMTCT programme by the Central government contributing 427 
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to reductions in mother-to-child transmission of HIV, syphilis and hepatitis B 428 

(Appendix 22). 429 

Civil society organisations (CSOs) including non-government, non-business 430 

individuals, organisations, and communities play an increasing role in RMNCAH partly 431 

due to the relaxation in restriction on registration. China’s CSOs have expanded hugely 432 

in recent decades and there were 320,000 registered CSOs and another 2 million 433 

unregistered CSOs up to 2005.47 The number of CSOs dedicated to HIV/AIDS was 434 

more than 700 in 2019 in current China, and they have been instrumental in promoting 435 

HIV counselling and testing, and other intervention strategies. The Bill & Melinda 436 

Gates Foundation is one of the best known CSOs.48,49 437 

 438 

Poverty Alleviation 439 

Poverty alleviation is another pivotal contributor to the development of RMNCAH in 440 

China. Since 1994, China has launched the three-phase “National Plan of Poverty 441 

Alleviation”: 1994-2000, 2001-2010, and 2011-2020, with clear targets to reach women, 442 

children and other vulnerable groups, especially in rural and remote areas. According 443 

to the UN,50,51 the number of people in China living below the poverty line of 2 444 

USD/day, decreased by 439 million, from 689 million in 1990 to 250 million in 2011. 445 

Placing these numbers in the global contexts shows that China had made great 446 

contributions to global poverty reduction efforts. But China still faces serious 447 

challenges in fighting poverty. Studies have shown that families experiencing poverty 448 

and hardship not only have impeded access to RMNCAH services but also experience 449 

cumulative negative effects on parent-child interactions, toddlers’ early language skills 450 

and adolescent health and behaviour.52,53 Among poverty-stricken households in China, 451 

the proportion of households impoverished due to illness was 44.1% in 2015.54 452 

Since 2013, the government has initiated a programmes of “Targeted Poverty 453 

Alleviation”, to precisely identify, support, manage and ultimately alleviate poverty 454 

with the goal of eliminating absolute poverty by 2020. Poverty alleviation efforts aimed 455 

at targeting women and children are some of the most important priorities.6,7 The 456 

standard poverty line is defined as a per capita net household income of < 2300 RMB 457 

per year (based on the constant price in 2011). The goal of poverty alleviation is to raise 458 

all households above this line, with access to compulsory education, essential health 459 

insurance, and safe housing.6 As a result of this programme of “Targeted Poverty 460 

Alleviation”, the number of people living in poverty has rapidly decreased from 30.46 461 
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million at the end of 2017 to 16.60 million at the end of 2018 (a decrease of 45.5%).55 462 

There are three measures related to RMNCAH in the targeted poverty alleviation policy: 463 

(1) for social health insurance, reduction of the reimbursement pay-lines by 50%, 464 

increasing the reimbursement ratios by 5%, and gradually eliminating the 465 

reimbursement cap-lines; (2) providing catastrophic medical coverage for cervical and 466 

breast cancers among rural women, for selected congenital heart disease and certain 467 

types of leukaemia in children; and (3) after using up the first two types of insurances, 468 

allowing people under the poverty line to receive further medical assistance to cover 469 

≥70% of out-of-pocket payments.7 Due to these policies, out-of-pocket payments for 470 

inpatient care for children, as well as women with breast and cervical cancers, in the 471 

targeted poverty alleviation populations, have decreased to 10% of all inpatient 472 

expenses in 2018 (Appendix 23). 473 

  474 
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Section 3: Thriving Challenges of RMNCAH in China 475 

China has made remarkable achievements in RMNCAH in terms of “surviving”, but 476 

now faces many challenges as it transitions to the “thriving” phase. These challenges 477 

involve specific health problems at each stage of the RMNCAH cycle, as well as 478 

structural issues in the current health system. 479 

 480 

Reproductive health 481 

Reproductive health addresses reproductive processes and functions through all stages 482 

of life, including the right of access to safe, effective and affordable methods of fertility 483 

regulation and the right of access to appropriate health care services.56 A wide range of 484 

determinants from the biological to the sociodemographic impact on reproductive 485 

health. Good reproductive health plays a role in workforce development, economic 486 

sustainability and social stability, as well as impacting maternal, newborn, child, and 487 

adolescent health. In this section, we will address the major challenges in reproductive 488 

health, including transition of population policy, birth control, contraception, abortion, 489 

infertility and assisted reproductive technology, reproductive cancers, STDs, as well as 490 

a long-neglected issue, sexual and gender-based violence. 491 

 492 

Transition of population policy 493 

Over the last 70 years, China has adjusted its population policy many times, which has 494 

not only greatly affected socioeconomic and demographic development at the country 495 

level, but has also had a profound impact on women, children, and families. To control 496 

overpopulation, extreme poverty and resource shortages, the family planning of 497 

encouraging “one-child” policy (abbreviated as “one-child” policy) was implemented 498 

in 1980s. The “one-child” policy is a misnomer. The “one-child” rule applied to urban 499 

residents and government employees. In much of rural China two children were allowed, 500 

though sometimes only if the first was a girl. In ethnic minority areas three or more 501 

children were often allowed. Women benefited from fewer pregnancies and births, 502 

hence lower maternal morbidity and lower mortality from subsequent conditions. An 503 

unexpected consequence was an acceleration in gender equality because of the large 504 

number of single daughters who benefited from all household resources.57-59 On the 505 

negative side the policy led to the overuse of abortion (including sex-selective abortion, 506 

even though it’s illegal) and increased the use of caesarean section.32,60,61  507 
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In 2013 the “one-child” policy started to be relaxed to ameliorate the stagnant 508 

population growth, ageing popultion and shrinking workforce. Initially, couples were 509 

allowed to have a second child if one of the parents was a single child. Then, in October 510 

2015 the universal “two-child” policy was announced.58 However, the fertility desire 511 

among Chinese couples was not stimulated up as expected, especially the young 512 

generation. The number of live births per year increased at first from 16.55 million in 513 

2015 to 17.86 million in 2016, and then declined to 17.23 million and 15.23 million and 514 

14.65 million over the next three years.62 Thus, there is a need for pronatal policies, 515 

including the adjustment of the “two-child” policy, improvements in maternal and child 516 

welfare, pregnant-friendly workplace, and the provision of more affordable child health 517 

services (Panel 2). 518 

After the implemention of universal “two-child” policy, the monthly mean percentage 519 

of mothers aged 35 and over rapidly increased from 8.5% during the baseline period 520 

(January 2015 to June 2016) to 14.3% during the effective period (July 2016 to 521 

December 2017).63 Evidence has showed that the ideal maternal age for a woman 522 

biologically is 22-28 years old, or at least not more than 35 years old, which is the peak 523 

of fecundity or ovarian function with minimum risk of adverse fertility outcomes.64-67 524 

Thus, it needs to build a supportive environment in society and families to encourage 525 

childbearing in women at appropriate age for both their own and their offspring’s health. 526 

 527 

Birth control, contraception and abortion 528 

Birth control allows for controlling the timing and number of births and the spacing of 529 

pregnancies. With the relaxation of the population policy, more attention should now 530 

be paid to birth spacing. International evidence suggests that pregnancy intervals 531 

shorter than 18 months and more than 59 months are significantly associated with an 532 

increased risk of adverse outcomes in the perinatal period.68 A recent retrospective 533 

cohort study of 227,352 Southern Chinese women showed that the proportion of women 534 

who had a second child after a pregnancy interval of less than 18 months or more than 535 

59 months was 29.1% and 22.8%, respectively.69 Therefore, the encouragement of 536 

childbirth at appropriate age should be accompanied by promoting appropriate birth 537 

spacing (18-59 months). 538 

Contraception is a useful method for birth control, avoid unintended pregnancy or 539 

artificial abortion. The contraceptive prevalence rate (CPR) among women aged 15-49 540 

years old fell from 86.6% in 2014 to 80.6% in 2017,16 mainly because older women 541 
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planned a second child, after releasing of the “two-child” policy. The abortion rate has 542 

increased in recent years. From 2005 to 2017, the total number of artificial abortions in 543 

China (including surgical and medical abortions) increased from 7.1 million to 9.6 544 

million per year, while the abortion ratio (the number of abortions per 1000 women 545 

aged 15-49 years old) rose from 20.2‰ to 27.3‰.60 A previous study showed that the 546 

repeated abortion rate (≥2 abortions) was 65.2% among women who had experienced 547 

at least one abortion in China.70 548 

In China, approximately 6.9% of girls aged 15-19 years (10.8% in urban and 4.5% in 549 

rural) are sexually active.71 When adolescents experience an accidental pregnancy 550 

(without contraception or failure of contraception), the vast majority (>90%) choose 551 

abortion to terminate the pregnancy, which can lead to adverse impacts in their physical 552 

and psychological health.72 According to the 1% National Population Sampling Survey, 553 

the adolescent birth rate (number of live births per 1000 women aged 15-19 years) in 554 

China increased from 6.3/1000 in 2005 to 9.2/1000 in 2015,73 far lower than the global 555 

average rate (43.6/1000 in 2012).74. Giving birth at a young age may increase the risk 556 

of maternal morbidity, and lead to adverse health, nutritional and educational outcomes 557 

in the child.75  558 

Spontaneous abortion, miscarriage or pregnancy loss affect around 15% of clinically 559 

recognized pregnancies globally; at least 25% of all women have experienced at least 560 

one miscarriage; and recurrent miscarriage, clinically defined as two or more pregnancy 561 

losses, affects approximately 5% of couples of childbearing age and is mainly attributed 562 

to genetic, structural, infectious, endocrine, immune or unexplained causes.76 563 

Furthermore, the risk of miscarriage is significantly affected by maternal age. For 564 

women younger than 25 years old, the risk of recurrent miscarriages is approximately 565 

0.13%, while the risk of recurrent miscarriages is 13% (an increase of approximately 566 

100 times) in women over the age of 40 years old.77 Miscarriage, especially recurrent 567 

miscarriage, is more likely to result in the dysfunction of the female reproductive 568 

system and even subsequent infertility and is accompanied by psychological effects in 569 

couples.76,78 According to the national demographic and reproductive health survey 570 

(NDRHS) in 1997, the prevalence of miscarriage among women of childbearing age in 571 

China was reported to be 4.3%.79 However, there is little reliable evidence on the 572 

epidemiology and causes of miscarriages and recurrent miscarriages in China. 573 

Therefore, further research is needed to improve our understanding of the epidemiology 574 

and causes of miscarriages, to strengthen screening and assessments of genetic factors, 575 
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uterine anatomy, hormonal and metabolic factors and lifestyle factors, and to provide 576 

psychological counseling and support to afflicted couples.80 577 

 578 

Infertility and assisted reproductive technology 579 

In China, infertility has been a neglected health issue for a long time partly because of 580 

the “one-child” policy. Currently, with the relaxation of population policies as well as 581 

changes in parenting attitudes and lifestyles among young couples, the trend towards 582 

“delaying” childbearing age is gaining attention. According to data obtained from the 583 

Hospital Quality Monitoring System (HQMS), after the full repeal of the “one-child” 584 

policy in 2015, the proportion of women with advanced maternal age (AMA, which is 585 

generally defined as pregnancy in women aged 35 years or older81) who gave birth in 586 

tertiary hospitals increased from 11.87% in 2015 to 12.85% in 2016 and peaked in 2017 587 

(17.28%). Oocyte number and quality decrease with advancing age. Thus, fecundity 588 

decreases as age increases, with a rapid decline after the mid-30s.81 Except for age-589 

related infertility, infertility is probably affected by environmental exposures, 590 

chromosome abnormalities, lifestyles and unexplained factors.82-84 591 

The prevalence of infertility in developed countries ranges from 3.5% to 16.7%, while 592 

in developing countries it is reported as between 6.9% and 9.3%.85 In 1990, 593 

approximately 9% of Chinese couples were diagnosed with infertility (infertility is 594 

defined as a couple who have not used any contraception within 1 year and have a 595 

normal sex life, but failed to have a successful pregnancy).86 Data obtained from 596 

National Reproductive Health Surveys showed that the prevalence of infertility in 597 

China increased from 11.9% in 2007 to 15.5% in 2010.87 In China, approximately 46.5% 598 

of infertile couples included in the survey sought infertility treatment, and a proportion 599 

lower than the global average (56%).88 600 

Assisted reproductive technology (ART) is considered one of the most effective 601 

treatments for infertility.89 ART was initially designed in the 1970s to treat women with 602 

obstructed fallopian tubes and now has other uses including for male factor infertility. 603 

The first in vitro fertilization (IVF) baby was born in 1978. To date, approximately 604 

40%–50% of infertile couples in developed countries choose ART to achieve a 605 

pregnancy.85,90,91 The first IVF babies in mainland China were born in 1988.92 In the 606 

1990s, many infertile couples in China still had no access to ART. Since 2001, the 607 

Chinese government has introduced a series of regulations and standards aimed at the 608 

standardized management and supervision of ART nationwide,93,94 and this has led to 609 
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the rapid growth of ART in China over the past few decades. By the end of 2019, there 610 

were 517 assisted reproductive centers and 27 human sperm banks in mainland China. 611 

China’s ART cycles had exceeded 1 million in 2016,95 and reached 1.15 million in 2017 612 

(Figure 6). With regard for ART’s overall success rate in China, the clinical pregnancy 613 

rate (30.0%) and live birth rate (28.8%) were similar to those reported in the U.S. (27.3% 614 

and 22.2%, respectively) and Europe (29.3% and 22.3%, respectively).96,97 615 

In addition, with the rapid development of single-cell whole-genome sequencing and 616 

gene function studies, Chinese scientists have made remarkable progress in improving 617 

understanding of the molecular mechanisms underlying gametogenesis and early 618 

embryo development.98-101 The clinical transformation of these basic studies into 619 

clinical applications for specific types for patients has provided effective diagnostic and 620 

therapeutic clues, including new PGD methods for monogenic diseases and 621 

chromosome translocation (mutated alleles revealed by sequencing with aneuploidy 622 

and linkage analyses, MARSALA).102,103 623 

Despite the very impressive progress, there remain several challenges. First, access to 624 

ART is limited because of the high cost (an average of RMB 30,000 per cycle) and ART 625 

is not covered by health insurance, so many couples simply cannot afford this. Second, 626 

China still does not have a national ART reporting system to collect case data and results; 627 

this could inform the evidence-base for improving outcomes of ART. Finally, as an 628 

emerging technology, ART is affected by a variety of legal and ethical issues, such as 629 

the upper age limit for ART treatment, the protection of the rights of all parties when 630 

oocytes are donated, the storage time limit for embryo cryopreservation, and disputes 631 

over surrogacy.  632 

The best form of prevention for infertility is to become pregnant and give birth at an 633 

appropriate age. To enhance primary prevention, it is also essential to provide adequate 634 

reproductive health education to women and men of childbearing age while also 635 

meeting the needs of adolescents for early reproductive health education. In addition, 636 

as more older women begin to seek ART to have offspring, further quality control and 637 

management of ART are needed to improve its results and safety. 638 

 639 

Sexually transmitted diseases 640 

Several sexually transmitted diseases (STDs), including syphilis, chlamydia, and 641 

gonorrhea can cause pelvic inflammation, tubal-factor infertility, and even ectopic 642 

pregnancy.104 Before 1949, the prevalence of syphilis in China was extremely high, at 643 
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84% in sex workers, 5-10% in urban residents, and 1-4% in rural residents.105 As a result 644 

of mandatory campaigns to eliminate STDs in the 1950s, China announced the total 645 

elimination of syphilis in the 1960s.24 However, with modern and more open attitudes 646 

towards sex, syphilis began to reappear in the 1980s. Although the incidence of syphilis 647 

in China is still lower than the global levels (150/100,000),106 the prevalence of syphilis 648 

in China had increased to 30/100,000 by 2011. The prevalence of gonorrhoea peaked 649 

in 1999 (27/100,000), probably as a result of improved screening coverage and 650 

diagnostic techniques, as well as rapid population movement. In recent years, the 651 

incidence of gonorrhoea gradually declined and has been below 10/10,000 since 2009 652 

(Figure 7A).107 653 

The Chinese government has been monitoring and reporting on acquired immune 654 

deficiency syndrome (AIDS) and human immunodeficiency virus (HIV) infection since 655 

1997. With several effective measures to control spread of HIV/AIDS, including health 656 

education, screening, elimination of mother-to-child transmission through providing 657 

free treatment to infected-mothers, HIV/AIDS is now regarded as “under control” in 658 

China (the incidence of HIV infection is less than 10/100000).108 However, HIV/AIDS 659 

is gradually on the rise (Figure 7A).107 Between 2012 and 2017, sexual transmission 660 

became more common: the proportion of cases resulting from heterosexual 661 

transmission increased from 68.0% to 69.6%, and the proportion caused by homosexual 662 

transmission increased from 19.1% to 25.5%, while cases caused by other routes of 663 

transmission which had previously been common (injecting drug use, mother-to-child 664 

transmission, blood transfusions, and use of blood products) were well-controlled 665 

(Figure 7B).109,110 AIDS prevalence has increased in adolescents: in the 15-24 age group, 666 

the number of AIDS cases increased from 1,223 in 2013 to 3,023 in 2017 (Figure 7C).111 667 

Therefore, given the decreasing age of first sexual activity, the prevention, education, 668 

and control of STDs among young people is becoming increasingly important. 669 

 670 

Breast cancer and cervical cancer 671 

Cancer is the leading cause of premature death and disability worldwide, especially 672 

among women.112 In China, the burden of cancer-related diseases is also increasing.113 673 

Breast cancer is the leading cause of cancer incidence and the fifth leading cause of 674 

cancer deaths in Chinese women.114 In 2014, the incidence and mortality rate of breast 675 

cancer in China were 28.8 per 100,000 and 6.4 per 100,000, respectively, and the 676 

incidence and mortality rate of cervical cancer were 10.6 per 100,000 and 3.0 per 677 



22 

 

100,000, respectively (Figure 8). 678 

One of the challenges in China is low screening rates. In 2013, the estimated screening 679 

rates of breast and cervical cancer among women aged 35-64 were 22.5% (28.9% in 680 

urban areas, 17.0% in rural areas) and 26.7% (31.8% urban, 22.3% rural), 681 

respectively.115 The screening rate for cervical cancer in women over the age of 21 years 682 

old was only 21.4% (25.2% in urban areas and 18.0% in rural areas).116 These indicators 683 

are far below the WHO-recommended cervical cancer screening rate of 80%.117 684 

Although such screening has been provided free-of-charge in the “Two Cancer 685 

Screening” programme in 286 of the poorest counties since 2009 and scaled up to more 686 

than 1700 counties in 2018, this approach does not seem to be enough to encourage a 687 

majority of women to take up screening. This free screening program should be 688 

expanded into more rural areas and incorporated in social health insurance. In addition, 689 

there is ample evidence indicating that cervical cancer is primarily caused by persistent 690 

infection with human papillomavirus (HPV),118,119 but the low uptake of HPV vaccine 691 

is a major challenge as shown in Panel 3.  692 

Another noteworthy issue is that while more reproductive cancers are diagnosed in 693 

young women at an early stage, thus allowing better treatment opportunities, some 694 

treatments may affect reproductive organs and induce gonadal failure.120 Therefore, for 695 

young women diagnosed with reproductive cancer, the question of how to achieve long-696 

term survival while maintaining their reproductive function has been recognized as a 697 

major focus for maintaining the quality of life of these cancer patients.121-124 For these 698 

women, the challenge is to remove or eliminate the cancer cells while protecting and 699 

preserving healthy oocytes and ovarian tissue. Therefore, there is a need to develop 700 

regulations and uniform clinical guidelines to accelerate collaboration between 701 

scientists and clinicians, to increase the awareness and acceptance of the need for 702 

fertility protection among oncologists and patients, and to promote the development 703 

and application of innovative technologies.124 704 

 705 

Sexual and gender-based violence 706 

SDG 5 calls for the elimination of violence and all harm against women by 2030. Sexual 707 

and gender-based violence against women is a global health issue.125-127 With regard to 708 

its most common form, intimate partner violence (IPV), one in three women worldwide 709 

has experienced IPV, with a wide range in rates across different countries and different 710 

studies.126,127 A study carried out in 2018 across six provinces found the lifetime 711 
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prevalence of IPV to be 77.7%, 40.2%, and 11%, for psychological, physical, and sexual 712 

violence respectively.128 According to a nationwide survey of women’s social status 713 

conducted by the All-China Women’s Federation (ACWF) in 2010, 24.7% of women 714 

had ever experienced any form of IPV, including 5.5% who experienced physical 715 

violence (7.8% in rural areas and 3.1% in urban areas).129 Evidence shows that 7.7% of 716 

women suffered from IPV during pregnancy;130 while among those who sought abortion 717 

their rate was 7.8% experienced physical violence, 3.0% experienced emotional 718 

violence, and 18.1% experienced sexual violence.131 Strikingly, among those who 719 

suffered from infertility, the prevalences of physical violence, emotional violence, and 720 

sexual violence were 84.5%, 58.8% and 7.7%, respectively.132 721 

China enacted the Anti-Domestic Violence Law in 2015 to prevent and respond to 722 

domestic violence. However, challenges remain with regard for sexual and gender-723 

based violence against women. Women who are pregnant, seeking an abortion, or 724 

infertile are especially vulnerable to IPV. Therefore, it is recommended that routine 725 

screening and counselling services for violence against women should be provided, 726 

especially in primary care facilities, obstetrics and gynecology departments, and 727 

reproductive medical centers. Another challenge is cultural barriers. IPV in particular 728 

is still deemed a private matter, and a source of shame and guilt.133,134 Therefore, more 729 

research is needed into the causes, and consequences of sexual and gender-based 730 

violence in women in order to develop more effective interventions and policies. 731 

 732 

Maternal and Newborn Health 733 

Maternal and newborn health is a critical part of RMNCAH as it is the starting-point of 734 

life that is closely linked with the health of human's whole life cycle. Affected by the 735 

adjustment of fertility policy, and rapid reduction of maternal and neonatal mortality, 736 

major diseases affecting maternal and newborn health are also changing. China is still 737 

confronted with the challenge of the interweaving of old and new maternal and neonatal 738 

health problems. The main cause of maternal death in is still obstetric hemorrhage, but 739 

the maternal deaths due to indirect obstetric causes now exceeded half of the total. 740 

Premature birth and congenital anomalies that threaten the survival of newborn and 741 

development of child have become a more important issue. The neglected health 742 

problems of stillbirth, mental health, and nutrition problems need attention. In this 743 

section, we will discuss the priority maternal and newborn health issues in China, and 744 
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analyse the challenges and potential solutions.  745 

 746 

Safe motherhood  747 

Since 2000, maternal complications have become more frequent, in large part due to 748 

the older age at childbirth, a higher prevalence of preexisting chronic diseases such as 749 

hypertension and diabetes, and the high rate of caesarean section delivery. The data on 750 

the grade of pregnancy risk in China during Sep. 2018 and Jul. 2019 showed that 5.0% 751 

of pregnancy women were marked as orange risk that refers to pregnant women with 752 

potentially life-threatening conditions, and 0.8% as red risk refers to pregnant women 753 

with life-threatening conditions.135 The causes of maternal mortality have changed 754 

during the past decades. Although maternal mortality due to direct obstetric causes has 755 

declined dramatically (Figure 9A),136 obstetric haemorrhage remains the leading cause 756 

of death, at 23% of total maternal deaths in 2018. The MMR due to obstetric 757 

hemorrhage is much higher in China than in high income countries, such as France and 758 

the UK.137 A retrospective analysis of women at a maternity center in Shanghai between 759 

2007 and 2016 showed that 20% suffered obstetric hemorrhage serious enough to be 760 

categorized as a maternal near-miss.138 Older childbearing age,139 increasing incidence 761 

of maternal complication,139-143 and the high proportion of pregnancies with a history 762 

of cesarean section,144-146 may all contribute to the higher risk of obstetric hemorrhage 763 

in China. But China also faces the challenges of dealing with the indirect obstetric 764 

causes of death which are increasing from 28.7% in 2000 increase to 54.1% in 2018 765 

(Appendix 25).136 Chronic non-communicable diseases, such as chronic cardiovascular 766 

and cerebrovascular diseases, viral hepatitis, epilepsy, and other diseases, such as 767 

venous thrombosis and pulmonary embolism and pneumonia, are most frequent 768 

medical causes of maternal death. Moreover, the global epidemic of infectious diseases, 769 

such as H1N1 and COVID-19, also threatens maternal health. An analysis of 9966 770 

patients hospitalized with laboratory-confirmed 2009 H1N1 infection during Sep. 2009 771 

to Feb. 2010 indicated that the risk of severe illness (defined as intensive care unit 772 

admission or death) due to H1N1 among pregnancies was more than 3 times than that 773 

of non-pregnancies.147 An observational study in Wuhan showed that 8% of pregnant 774 

women infected with COVID-19 will develop  severe symptoms  with hypoxemia.148 775 

Pregnant women diagnosed with COVID-19 in the second or third trimester of 776 

pregnancy are also at higher risk of death.149  777 

Early identification and intervention of maternal complications, interdisciplinary care 778 
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and highly efficient referral systems are essential to prevent maternal deaths. Since the 779 

implementation of "Two Child Policy" in China, maternal and newborn referral centers 780 

for severe morbidity have been constructed at provincial, prefectural and county level, 781 

and risk factors are assessed in pregnant women according to the “Five-Colour” 782 

management scheme.150 But there reamin serious challenges to providing quality care. 783 

(1) Insufficient knowledge/skills of health professionals. National MCH Surveillance 784 

data from 2018 showed that 46.3% of maternal deaths occurred in city or provincial 785 

level hospitals, and a proportion of these deaths might be related to untimely referral. 786 

The premise of timely referral is early identification and essential intervention for 787 

serious complications, and it requires sufficient knowledge/skills for health 788 

professionals in lower level hospitals. A review of 556 maternal deaths caused by 789 

obstetric haemorrhage in 2011-2018 suggested that 68.3% of the deaths were related to 790 

problems within healthcare institutions, with approximately 90% of them attributable 791 

to health care professionals' insufficient knowledge about haemorrhage risk or 792 

inadequate skills to respond to it (Appendix 24). (2) Lack of compliance with clinical 793 

guidelines. Many clinical technical guidelines have been formulated in China. However, 794 

they still cannot be effectively implemented in some hospitals, especially those in 795 

remote rural areas where the skill level of doctors as well as the limited facilities makes 796 

adherence to guidelines virtually impossible. (3) Implementation of multidisciplinary 797 

care. Medical causes of maternal death require multidisciplinary collaboration. 798 

Encouragingly, many hospitals have realized the importance of multi-disciplinary 799 

teams (MDT) and are using them to manage critical pregnancies.  But MDT 800 

approaches have not been standardized in China, and the potential benefits MDT has 801 

not been realized yet in many Chinese provinces.  802 

Therefore, China needs to deal with more complicated maternal health problems 803 

effectively to further reduce MMR. Priorities are to improve the quality of maternal 804 

health care services, by improving the knowledge and skills of doctors at grass-roots 805 

hospitals, strengthening the supervision of obstetric service quality, and establishing 806 

standardized comprehensive MDT. 807 

 808 

Stillbirth  809 

Stillbirth is a long-neglected public health problem. In 2015, there were approximately 810 

2.6 million stillbirths worldwide, resulting in a stillbirth rate of 18.4 per 1000.151 The 811 
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Global Plan of Action of the United Nations aims to achieve a stillbirth rate of less than 812 

12 per 1000 in all countries by 2030. From 2000 to 2015, the estimated rate of stillbirth 813 

(at least 28 gestational weeks) among pregnant women in China decreased annually by 814 

4.6%.151 The stillbirth rate in China was 8.8 per 1000 in 2012-2014, much higher than 815 

the developed region average of 3.4 per 1000.151 In 2015, the number of stillbirths 816 

(122,300) was 1.3 times higher than the number of neonatal deaths (93,400).33,151,152 A 817 

cross-sectional study of 441 hospitals across China showed that the highest stillbirth 818 

rates were observed among women without antenatal care (38.3/1000), those with low 819 

educational status (26.9/1000), or those who had given birth at least four times 820 

(23.2/1000).153  821 

Increasing the awareness of the government and society to stillbirths is the key to 822 

stillbirth prevention. However, stillbirth hasn’t been included in the core MCH 823 

indicators, and stillbirth monitoring is absent from the existing vital registration systems. 824 

The cause of the stillbirths is still unknown in most cases: autopsy typically reveals the 825 

cause in only 40%.154 Worldwide, the top five causes of stillbirths are childbirth 826 

complications, maternal infection in pregnancy (malaria, syphilis, and HIV), post-term 827 

pregnancy, maternal disorders (especially hypertension, obesity, and diabetes), fetal 828 

growth restriction and congenital abnormalities. A previous study suggested that 45% 829 

of stillbirths can be prevented by ensuring 99% coverage with 10 interventions 830 

including syphilis detection and treatment, the detection and management of maternal 831 

complications, as well as basic and comprehensive emergency obstetric care.155 Access 832 

to high-quality antenatal care is still very limited for pregnant women in poor areas of 833 

China. There are no specific clinical guidelines with the aim of stillbirth prevention to 834 

guide clinical practice and recommendations for antenatal and intrapartum care or for 835 

the psychosocial support for pregnant women who experience stillbirth.156 In addition, 836 

relevant services, including autopsy and reproductive counselling following a stillbirth 837 

are rarely available in China. Thus, the underlying causes of stillbirth remain unknown 838 

in the overwhelming majority of cases. To reduce the disease burden of stillbirth in 839 

China, a number of measures are necessary: routine monitoring of stillbirth, 840 

development and promotion of guidelines for prevention of stillbirth, and provision of 841 

postpartum consultation and psychological support. 842 

 843 
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Neonatal diseases 844 

With improvements in healthcare, the rate of neonatal deaths caused by infectious 845 

diseases has dropped dramatically in the last two decades. Increased hospital delivery 846 

rates, improved resuscitation skills and the development of neonatal intensive care have 847 

contributed to the substantial decline in neonatal mortality. Preterm birth has become 848 

the leading cause of neonatal deaths, contributing 22.0% of total neonatal deaths in 849 

2000 and 27.3% in 2018. The proportion of deaths caused by congenital abnormalities 850 

increased from 12% in 2000 to 20% in 2018.157 Preterm birth and congenital 851 

abnormalities accounted for approximately half the total neonatal mortality in 2018 852 

(Figure 9B).158 853 

Preterm birth. A 2014  systematic estimation of global preterm birth rates showed that  854 

nearly 15 million premature births occur each year around the world, with 1.2 million 855 

(7.8%) occurring in China 159 An analysis of 77,879 birth records between 2015 and 856 

2016 from 89 hospital in 25 provinces showed 0.4% of live births were born at 24-27 857 

gestational weeks, 0.7% at 28-31 weeks, 0.8% at 32-33 weeks and 4.7% at 34-36 858 

weeks.160 Prevention and management of preterm birth needs a prevention and 859 

treatment strategies in China. However, the identification of women at risk of preterm 860 

delivery remains a challenge. Although many risk factors including maternal, fetal, and 861 

placental conditions, as well as metabolic and ultrasonic markers,161 can help to predict 862 

premature birth, the effects in different populations are unclear. More research is needed 863 

on clinical interventions for inhibition of uterine contraction and promotion of fetal lung 864 

maturation. Besides, with the development of perinatal medicine and the improvement 865 

of neonatal critical care in China, many infants in China born at 26-28 weeks of 866 

gestation do now survive with survival rates close to those in high income countries 867 

such as the US or Australia (Figure 10).162-164 However, extremely preterm births are at 868 

a high risk of brain damage, lung dysplasia and nutritional-metabolic disorders. 869 

Effective management of premature infants requires a multidisciplinary approach 870 

available only in specialized centres. There are no specific regulations and guidelines 871 

for the treatment and management of extremely premature infants, because the defined 872 

threshold of "preterm" remains 28 gestational weeks in China. High income countries 873 

have established sound follow-up and rehabilitation systems for preterm infants, but 874 

China has limited systems for follow-up..165 In addition, and very importantly, the costs 875 

of care for extremely premature infants, is nearly all out-of-pocket and  many families 876 

are unable to afford this, and so they request that the treatment is stopped. 877 



28 

 

 878 

Congenital anomalies. Congenital anomalies (CAs) have become one of the most 879 

important conditions affecting newborn survival and child development in China, 880 

similar to many developed countries.166 The most frequency serious CAs are congenital 881 

heart defects, hearing impairment, Down’s syndrome, inherited metabolic disorders, 882 

and neural tube defects. In the last decade, China has made substantial prevention 883 

efforts by providing free services in poor areas. Since 2010, all women of childbearing 884 

age in rural areas have been provided with free folic acid tablets by the Chinese 885 

government. The coverage of serological screening for Down’s syndrome rose from 886 

18.1% of all pregnancies in 2009 to 71.6% in 2018, and the newborn hearing screening 887 

from 29.9% in 2008 to 86.5% in 2016, while the newborn screening for inherited 888 

metabolic disorders (including phenylketonuria and congenital hypothyroidism) from 889 

31.3% in 2006 to 98.5% in 2018. Active promotion for neonatal congenital heart defects 890 

screening started in 2018.  891 

China still faces numerous challenges in improving the service's quality, fairness and 892 

accessibility. Firstly, with improved access to technologies (fetal ultrasound, genetic 893 

testing), antenatal diagnosis of CAs in the antenatal period in increasing. In 2018 as the 894 

data from China Birth Defects Surveillance System showed, that there 33.4% of 895 

congenital heart defects had been diagnosed during pregnancy. Multi-disciplinary 896 

teams are needed to manage the condition from the antenatal period through to the 897 

postnatal period. But there are no guidelines yet for this process, and there are not 898 

enough trained specialists yet to manage the complexities of these pregnancies. 899 

Secondly, the disparities in the coverage of services are also observed among different 900 

regions and different socio-economic groups. There were two provinces in the western 901 

region with the coverage of newborn screening for phenylketonuria and congenital 902 

hypothyroidism less than 80% in 2018. At least one study has showed that the coverage 903 

of serological screening for Down's syndrome was much lower among the low educated 904 

and income groups than the others in China.167 In addition, health insurance for 905 

congenital abnormalities is far from comprehensive, which limits the access to the 906 

treatment of CAs. The new rural cooperative medical system currently reimburses for 907 

the treatment costs of only five abnormalities, including congenital heart disease, 908 

hemophilia, cleft lip and palate, phenylketonuria, and hypospadias. 909 

 910 



29 

 

Maternal, fetal, newborn nutrition 911 

Good nutritional status meaning healthy body composition without nutrient deficiency 912 

or excess during pregnancy is essential for a positive birth outcome. With improved 913 

socioeconomic conditions, the nutritional status of Chinese women, including pregnant 914 

women, has greatly improved. However, as a rapidly developing country, China faces 915 

the dual burdens of undernutrition and overweight as people adopt less nutritious (but 916 

calorie-rich) diets and less active lifestyles. 917 

 918 

Maternal nutrition 919 

It is estimated that the global prevalence of anemia in pregnant women was around 920 

40%in 2016 .168 In China, a national survey showed the prevalence of anemia 921 

(hemoglobin<110 g/L) in pregnant women to be 32.1% in Beijing and 48.1% in Tianjin 922 

in 2017 both wealthy cities.136 The target of reducing the prevalence of anemia in 923 

women of reproductive age by 50% by 2025, set at the World Health Assembly (WHA) 924 

in 2012,169 will be a challenge for China. Micronutrient deficiency is another challenge. 925 

For instance, 75.4% and 3.5% of rural pregnant women suffer from vitamin D and A 926 

deficiency respectively, and the prevalence of vitamin A deficiency is higher in urban 927 

areas (7.4%).170 The proportion of pregnant women with iodine deficiency varied from 928 

45.3% to 62.6% in the developed cities of China from  2009 to 2014.171 Thus, it is 929 

important to promote detection of micronutrient deficiency before and during 930 

pregnancy in order to provide supplementation where necessary.   931 

Obesity in pregnancy is emerging as a major problem In 2012, around half of pregnant 932 

women in China gained too much weight during the second trimester (53.6%) or the 933 

third trimester (46.5%) according to the weight gain reference suggested by Institute of 934 

Medicine of America.172 These women are at increased risk of obesity, gestational 935 

diabetes mellitus (GDM), and hypertensive disorders complicating pregnancy. Pregnant 936 

women should have access to lifestyle and nutritional advice to manage weight gain 937 

during pregnancy.173 The weight monitoring and guidance in pregnancy also need to be 938 

strengthened, and to establish the weight growth standard suitable for Chinese pregnant 939 

women is critical for scientific guidance of maternal nutrition. 940 

 941 

Low birth weight and macrosomia 942 

Low birth weight (LBW), defined as < 2500g, is an important risk factor for neonatal 943 

mortality and long-term morbidities. An estimated 15% of all births worldwide were 944 
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LBW in 2015, representing 20 million newborns each year.174 The data from hospital-945 

based Maternal Near Miss  surveillance of China showed that the incidence of LBW 946 

(≥28 gestational weeks) was unchanged between 2012 to 2018 at around 5.5%.136,175 947 

WHO has released the lists of evidence-informed interventions to prevent low birth 948 

weight.176 In China, it is critical to promote these affordable, accessible and appropriate 949 

interventions in the poorer areas.  950 

On the other hand, macrosomia defined as birth weight > 4000g, poses another 951 

challenge not only for delivery but, more importantly, for future child and adult obesity 952 

and metabolic disorders.177-179 The WHO Global Survey on Maternal and Perinatal 953 

Health showed that the prevalence of macrosomia was 6.9% in China in 2007-2008, 954 

higher than the average of the surveyed 23 developing countries.180 While other studies 955 

with a larger sample size confirmed that the prevalence of macrosomia in China ranges 956 

from 7.3% to 8.7% in 2010-2014.181-183 The main risk factors for macrosomia are well 957 

recognized, including gestational diabetes, higher gestational weight gain and maternal 958 

obesity.181-184 However, the efforts of standardized management of GDM, gestational 959 

weight gain monitoring and nutrition counseling still need to be strengthened.  960 

 961 

Breastfeeding 962 

Breastfeeding is the one of the most affordable, effective measures to improve children's 963 

health and development. In the last decades, the Chinese government has made 964 

continuous efforts to promote breastfeeding, such as evaluating practice in baby-965 

friendly hospitals, promoting the implementation of the International code of Marketing 966 

of Breastmilk Substitutes, and providing comfortable spaces for breast-feeding in 967 

public places. According to the National Health Service Survey in China, the exclusive 968 

breastfeeding rate at six months increased from 27.6% in 2008 to 58.5% in 2013 higher 969 

than the global average of 40%.185 The rate of exclusive breastfeeding among the Han 970 

population and urban residents was lower,  than among rural residents and  971 

minority ethnic groups.186  972 

Failure to exclusively breastfeed is influenced by a number of factors. Women are 973 

entitled by law to three months of maternity leave, and after return to work, a one-hour 974 

breastfeeding break up to one year. This has just been introduced, but this precludes 975 

exclusive breast-feeding for many women. In addition, although 70% of hospitals 976 

providing obstetric services are signed-up to the Baby Friendly Initiative, specific 977 

training in breastfeeding support is often inadequate. Although the government supports 978 
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the implementation of the International Code on the Marketing of Breastmilk 979 

Substitutes, in reality advertising of breast milk substitutes is not sufficiently regulated 980 

and this probably encourages women to prematurely cease exclusive breast-feeding. 981 

 982 

Maternal mental health 983 

The promotion of mental health is a specific target of the 3rd Sustainable Development 984 

Goal. Perinatal mental disorders are a common problem worldwide, occurring in an 985 

average of 15.6% of pregnant women and 19.8% of postpartum women.187 Systematic 986 

reviews have shown that postpartum depression affects at least one in 10 women in 987 

China.188 Perinatal depression occurs in as many as 17.4% of women, compared with a 988 

prevalence of 5-10% in the general population.189 Perinatal mental disorders are of 989 

particular concern because of the potential impact on the infant, spouse, and other 990 

family members. Evidence suggests that postpartum depression can have serious 991 

negative influences on the children’s development.190  992 

WHO guidelines on maternal health recommend the assessment of postpartum 993 

depression, screening for family abuse, and the provision of social and psychological 994 

support within 10-14 days after delivery.191 The screening, diagnosis, and treatment of 995 

perinatal mental disorders are a priority in many countries.192-195 In 2011, the Ministry 996 

of Health in China recommended that routine maternal health care incorporates mental 997 

health care throughout pregnancy and puerperium. But this is very difficult to achieve. 998 

First, mental health problems are still poorly understood and are stigmatized in China, 999 

so pregnant women do not seek help. Second, although an expert consensus guideline 1000 

was developed for the prevention and treatment of postpartum depression in China in 1001 

2014196, the accessibility of psychological counselling services is still very limited. For 1002 

example, a survey of 16 MCH institutions in Hunan Province showed that only seven 1003 

carried out screening for postpartum depression, and only two offered psychological 1004 

counselling and treatment.197 Finally, China still lacks its own diagnostic standards or 1005 

guidelines to manage mental health during pregnancy. The diagnosis of depression in 1006 

China is based mostly on instruments developed in Western societies and they may not 1007 

be entirely applicable in the Chinese population due to substantial cultural differences. 1008 

 1009 

Child and Adolescent Health  1010 

The last 70 years have brought spectacular improvements in overall health outcomes 1011 

from infancy through to adulthood, especially in child survival. Key strategies and 1012 
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measures to reduce child mortality in China are outlined (Appendix 26), including 1013 

skilled attendance and hospitalized delivery, the expanded programme on immunization 1014 

(EPI), and comprehensive programmes and measures focusing on specific causes of 1015 

child mortality. As with other areas of RMNACH, moving beyond the early focus on 1016 

survival has brought new challenges. For both children and adolescents, there are 1017 

inequalities in health and access to quality health care across the country. Among 1018 

adolescents, there are additional challenges from unhealthy lifestyles and risk 1019 

behaviours, and emerging serious concerns about mental health. There is a growing 1020 

number of vulnerable groups, including children in extreme poverty and those abused 1021 

and neglected. In this section, we focus on the major emerging challenges and policy 1022 

priorities for children and adolescents, and what is currently being done to address these 1023 

problems. We begin with injury as the major cause of mortality and morbidity, many 1024 

causes of which are preventable. We then focus on key lifestyle-related conditions, 1025 

including obesity and myopia. Mental health disorders pose a special challenge because 1026 

of the lack of reliable epidemiological data and the paucity of services for children and 1027 

adolescents. We also discuss the challenges encountered by the most vulnerable 1028 

children, the role of early child development programmes, and the need for greater child 1029 

protection. 1030 

 1031 

Injury  1032 

As in many high and middle income countries,198 injury is now the leading cause of 1033 

death in children and adolescents in China (Appendix 27).199 In 2015, these accounted 1034 

for 45% of all child deaths in the 0 to 19-year-old age group. The most common causes 1035 

are drowning (37%), road traffic injury (32%), choking (11%), falls (7%) and poisoning 1036 

(4%).199 1037 

Addressing the determinants of injury is a key to its prevention. Boys had a consistently 1038 

higher injury mortality rate than girls, especially rural boys who have the highest 1039 

mortality rate in Chinese adolescents.200 Studies show that children’s physical and 1040 

cognitive abilities, degree of dependence, and exposure to environmental dangers affect 1041 

injury risk.201,202 Adult supervision is also key, and this is especially relevant in China, 1042 

because of the large numbers of children left behind by migrant parents in rural areas. 1043 

There is now a solid body of evidence supporting the implementation of effective 1044 

measures in preventing unintentional injury in children. These are based on legal 1045 

requirements, which are known to modify behaviours and reduce the risk of injury. 1046 
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Examples include removing or covering water hazards, the use of appropriate child 1047 

restraints and seat belts in vehicles, and child resistant packaging of poisons and 1048 

medicines. However, the Chinese legislative framework in this area remains weak. In 1049 

2015, Li et al analysed the legislative coverage in China for 27 known effective 1050 

interventions against injury-related child mortality. Seventeen interventions were 1051 

covered, but only seven were covered by legislative documentation of the State Council. 1052 

The remaining ten were covered by regulations that failed to assign responsibility to 1053 

government departments, making them virtually impossible to enforce.203 The risk of 1054 

injury for millions of children can be reduced by ensuring that effective interventions 1055 

are covered by national laws with accountability lying with specific governmental 1056 

departments.  1057 

 1058 

Lifestyles and health risk in children and adolescents 1059 

Behaviors acquired in childhood and adolescence, such as poor nutrition, a sedentary 1060 

lifestyle and risk behaviors, have implications for short- and long-term health outcomes, 1061 

especially the risk of non-communicable diseases. 1062 

 1063 

Diet and sedentary lifestyles. In China, the sheer rapidity of the epidemiological 1064 

transition, socio-economic improvement and urbanization have had marked impacts on 1065 

lifestyles and health risks. Changes in diet combined with sedentary lifestyles, plus the 1066 

“one-child” policy, and persisting low fertility, have contributed to a sharp increase in 1067 

the prevalence of overweight and obesity.204 From 1995 to 2014, the overweight and 1068 

obesity rate increased from 4.2% to 14.0%, and from 1.0% to 6.4%, respectively, with 1069 

urban males having the highest obesity rate (11.5%) in 2014 among children and 1070 

adolescents aged 7 to 18 years (Figure 11).205 Type 2 diabetes is more frequently 1071 

diagnosed in adolescents.206 As early as 1982, the Ministry of Education issued a 1072 

“Notice to Ensure One Hour of Daily Physical Activity in Primary and Secondary 1073 

Schools”, and this was recently reiterated in "Healthy China 2030". However, a 1074 

nationwide survey in 2016, showed that only 32% of boys and 28% of girls at primary 1075 

and middle school reported at least one hour of moderate-to-vigorous physical activity 1076 

per day.207 The same survey showed that 37% exceeded the recommended two-hour 1077 

maximum for daily screen-time (of any type) outside school time.208,209 Specific 1078 

guidelines on the prevention and control of overweight and obesity in children were 1079 

published in 2008.210 However, the emergence of overweight and obesity in all parts of 1080 
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China suggests a need for further policy responses. These could include a sugar tax on 1081 

food and drinks, enforcement of regulations regarding the promotion of physical 1082 

activity in schools, targeted health education, and access to services to support the 1083 

ability of overweight children to lose weight. All of these require multi-sectoral 1084 

responses from the government, schools, families and communities.  1085 

 1086 

Tobacco and alcohol. The other key risk behaviors are tobacco and alcohol use, which 1087 

are usually initiated in adolescence. Smoking is far more common in males than in 1088 

females in China. Among 15-24 years old, the rate of self-reported smoking at least 1089 

once in the past 30 days increased from 16.0% to 23.5% in males and from 0.4% to 1.1% 1090 

in females between 2003 and 2013.211 Boys from low-income families are twice as 1091 

likely to report having ever smoked than boys from high-income families.212 Notably, 1092 

a nationwide study of middle school students showed that the rate of although the 1093 

prevalence of e-cigarette use was 1.2%, it was strongly correlated with intention to use 1094 

tobacco213 Sex differences in alcohol use are less marked than those for tobacco. A 1095 

systematic review showed that the rate of alcohol use in the last 30 days was 23.6% in 1096 

males and 15.3% in females aged 12–15 years, and 36.5% and 21.2% in 16–18 year 1097 

olds,.214 Both “Healthy China 2030” and the “China Children's Development 1098 

Programme (2011-2020)” have called for measures to prevent tobacco and alcohol use 1099 

in children and adolescents. “Healthy China 2030” calls for increasing taxation and 1100 

legislation to prohibit the sale of tobacco, alcohol and drugs to children and sets a goal 1101 

for controlling the rate of smoking to below 20% for people older than 15 years of age 1102 

by 2030.  1103 

 1104 

Myopia. Increases in sedentary behavior, studying and screen time influence health 1105 

outcomes for children and adolescents. In China the most common is myopia. The 1106 

nationwide prevalence of myopia in children and adolescents aged 7-18 years increased 1107 

from 47% to 57% from 2005 to 2014 215 and showed a gradient across this age range 1108 

(Figure 12). Apart from the cost and inconvenience of the need for correction of 1109 

refractive errors, early-onset myopia can progress to sight-threatening consequences, 1110 

such as myopic macular degeneration.216 Until recently there was no known effective 1111 

intervention for preventing myopia, and attempts to slow increases in the severity of 1112 

myopia throughout childhood have had only limited success. However, a recent 1113 

randomized controlled trial among 6-year-olds in Guangzhou showed that the addition 1114 
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of 40 minutes of outdoor activity at school (compared with normal activities) resulted 1115 

in a reduced incidence rate of myopia at the 3-year follow-up (a cumulative incidence 1116 

in the intervention group of 39% compared with 30% in controls).217 In 2018, the 1117 

Ministries of Education and Health combined to launch a programme for the prevention 1118 

and control of myopia in children and adolescents”,218 with the goal to reduce the 1119 

myopia rate by at least 0.5% annually by 2030. The plan outlines specific roles for each 1120 

participating government body, including those responsible for sports, news, radio, and 1121 

television. It establishes concrete targets, including two hours outdoors every day for 1122 

all children, and restrictions on homework time. Crucially, measures of homework load 1123 

and myopia prevalence are included in the government’s system of assessment.219 1124 

 1125 

Mental Health 1126 

In China, mental disorders in children and adolescents have only recently gained 1127 

attention, despite recognition of the potential life-long benefits of early identification 1128 

and treatment of mental health problems.220 There is now a small but growing body of 1129 

research, particularly on common conditions in childhood such as developmental 1130 

disorders, attention deficit hyperactivity disorder (ADHD), and autism spectrum 1131 

disorders (ASD). A meta-analysis of 18 studies from China showed the pooled 1132 

prevalence of childhood autism to be 1.2 per 1,000, 221 much lower than the prevalence 1133 

estimates of 6-10 per 1000 for ASD in developed countries222. ASD is more prevalent 1134 

in boys than in girls, but consistent across ethnicity, and socioeconomic levels. ADHD 1135 

has only been identified in China since the early 1980s. A meta-analysis of 33 studies 1136 

published from 1980 to 2011 found that the prevalence increased from 3.7% in 1980 to 1137 

6.2% in 2011 (almost certainly because of improved detection), which is slightly higher 1138 

than the worldwide pooled prevalence of 5.3%.223  1139 

In the adolescent period, depression and anxiety are common and recurring disorders. 1140 

Accurate figures are difficult to obtain and compare, because of the use of different 1141 

methodologies and the inclusion of different sub-populations in epidemiological 1142 

studies.224 The prevalence of depression and anxiety in adolescents has recently been 1143 

estimated to be around 17% and 32%, respectively.225-230 A recent meta-analysis 1144 

suggested that anxiety and depression have become more common across Chinese birth 1145 

cohorts from the 1990s to 2010.231  1146 

Suicide is an important cause of death in children and adolescents in China.232 Reliable 1147 

figures for self-harm and suicide-related behaviors are difficult to obtain,233 but there 1148 
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are concerns about recent self-harm increases in urban 10- to 14-year-olds.234 Two 1149 

meta-analyses reported an overall pooled prevalence for suicidal ideation of 10.7% and 1150 

for ever attempting suicide of 2.8% among college students.235,236 A recent study in 1151 

adolescents from Shandong province reported that the rates of suicide ideation, suicide 1152 

planning and suicide attempts in 2015 were 12.5%, 3.3%, and 1.5%.237  1153 

The determinants of mental health problems are multifactorial. An often-cited factor is 1154 

the extremely competitive academic environment, which is partly integral to a didactic 1155 

exam-based education system, and partly the pressures associated with parental 1156 

expectations, which in many cases are focused on one child. Further research is needed 1157 

to explore the association between academic burden and mental health. Another 1158 

important factor is likely to be family separation, especially for children left behind in 1159 

rural areas by migrant parents. A number of studies have found that children who are 1160 

left behind are prone to a range of mental health disorders.238-240 Bullying is another 1161 

contributor. A recent systematic review found that 15.9% of Chinese students are 1162 

victims of bullying and that 7.3% admit to bullying others.241 The recent rapid 1163 

development of social media may have also affected children’s well-being, with cyber-1164 

bullying emerging as more harmful than traditional bullying.242  1165 

The challenges are immense. Mental health problems are highly stigmatized especially 1166 

in children and adolescents. The problems start with lack of recognition by children and 1167 

parents that there is a problem. Then there is the problem of accessing appropriate 1168 

services. There is a dearth of service providers and a lack of child psychiatrists, and 1169 

most of these practise in large cities.223 Child and adolescent psychiatry is hardly taught 1170 

in medical school, and primary care physicians receive no training in child psychiatry. 1171 

Few mental hospitals provide specific services for children and adolescents. Those that 1172 

exist focus on younger children with conditions, such as ADHD and learning 1173 

difficulties.223 Service provision could be improved through the use of nurses and social 1174 

workers with specialised training. Some colleges and universities are already offering 1175 

such training. In addition, general pediatricians and primary care physicians can be 1176 

trained to conduct screening and follow-up for children with mental disorders.243 1177 

 1178 

Vulnerable children  1179 

The Chinese government is committed to eliminating absolute poverty by 2020, but 1180 

inequalities remain. Children living in poverty may be vulnerable in terms of cognitive 1181 
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and social-emotional development, with impacts on educational achievement.244,245 A 1182 

cohort study conducted in poor counties in Shaanxi Province found that developmental 1183 

delay (measured with the Bayley Scales) increased from 13.4% of the children at 6 1184 

months to 50.4% at 30 months, 250 much higher than the prevalence reported in urban 1185 

areas in  the same period.246,247 1186 

 1187 

Early child development programmes. To address the needs of these most vulnerable 1188 

children the government has developed a range of Early Child Development 1189 

programmes. There is now strong evidence that investment in early child development 1190 

(ECD) programmes 248 has  benefits for longer-term health, learning, and behaviour. 1191 

Child health care systems have been in place for 60 years to provide regular health 1192 

checkups and nutrition consultations for children. These have made it easier to track 1193 

child development and nutritional indicators. The China Food and Nutrition 1194 

Surveillance System showed that the overall prevalence of underweight decreased from 1195 

19 % in 1990 to 2.4% in 2013 and in rural areas form from 23% to 3.1%. Stunting 1196 

decreased from 33.4% to 8.1%, and from 41.4% to 11.2%, in rural areas, and wasting 1197 

from 2.7% to 1.9%. However, in poor rural areas, challenges remain. The prevalence 1198 

of stunting, underweight, and wasting were still 18.7%, 5.2%, and 3% in 2013, 1199 

respectively.168,249 Targeted interventions have been implemented in the poorest areas. 1200 

They included a nutrition supplement programme called “Ying Yang Bao (YYB)” for 1201 

children aged 6-24 months that was implemented in the 341 poorest counties and has 1202 

been scaled-up to include all poor counties across the country.169 Despite of the direct 1203 

input of nutrition supplement powder, it could not substitute for dietary quality and 1204 

diversity.250 However, lack of clean water and sanitation, , stood as highest of all 1205 

deprivation dimensions of children living in poor areas.251  1206 

A lack of early stimulation is another issue, especially in poor areas. Evidence was 1207 

consistent to find inadequate learning resources and activities and its association with 1208 

developmental delay in poverty-stricken areas.252,253 The Yunnan Household Survey 1209 

2013 was conducted in a representative sample of rural 3- to 6-year- old children in 1210 

Yunnan, one of the poorest provinces. This survey included a high proportion of 1211 

households in the poorest counties of rural Yunnan, in which 72% of the caregivers had 1212 

not played with their children and 47% had not read to them in the past year.254 Lack of 1213 

stimulation was found to be more severe in left behind children than children staying 1214 

with both parents in the same area.255 Several pilot studies providing home visiting 1215 
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services or establishing ECD centers have been carried out in rural areas, and these 1216 

studies suggest that such interventions can improve children’s developmental outcomes 1217 

and social skills.185,256 A recent cost-benefit calculation of government investment into 1218 

early childhood development in rural China found that the returns on investment in 1219 

economic terms are high, with a benefit-cost ratio ranging from 4.2 to 8.4.257 The 1220 

scaling-up of such programmes in poor rural areas is clearly desirable. 1221 

 1222 

Child protection programmes. Security and safety are key factors in Early Child 1223 

Development, and they are crucial beyond this life stage and into adolescence. Such 1224 

security and safety depend on the existence of child protection systems and function of 1225 

families. However, these remain under-developed in China, and are still focused on 1226 

certain groups such as left-behind children. 1227 

Child abuse and neglect are common in China. A systematic review of 68 studies 1228 

reported that 26.6% of children under the age of 18 years had suffered physical abuse, 1229 

19.6% psychological abuse, 8.7% sexual abuse, and 26.0% neglect.258 However, 1230 

definitions across the included studies varied substantially. Physical punishment is 1231 

widely regarded as a legitimate form of discipline and is therefore not generally 1232 

regarded as abuse.259 Over the last decade, a series of high-profile child abuse cases 1233 

have raised awareness of the seriousness of the problem of domestic child abuse and 1234 

encouraged the government to take action to develop a child protection system.   1235 

A pilot child protection programme was initiated in 2013 in 98 cities and counties. 1236 

However, the focus was specific groups such as left behind children, and the children 1237 

of mentally ill or disabled parents, rather than abused and neglected children.260 In 2016, 1238 

the Domestic Violence Law for the first time acknowledged that children need to be 1239 

protected in their own homes. The law introduced a reporting system for suspected child 1240 

abuse for the first time. Medical professionals, teachers, and childcare providers now 1241 

have an obligation to report cases of abuse. However, the idea of reporting child abuse 1242 

runs contrary to the widely-held belief that child discipline is a family matter, so how 1243 

this will be implemented is unclear. However, the Domestic Violence Law represents 1244 

real progress in terms of providing a starting point for a child protection framework. 1245 

There remain many challenges. There need to be clearer definitions of child abuse, child 1246 

neglect is not mentioned, and it is not at all clear how the legislation will be enacted at 1247 

a local level. Second, procedures and standards for evaluating cases of child abuse and 1248 

neglect need to be developed. This all requires the training of social workers in child 1249 
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protection. The discipline of social work has developed and grown rapidly over the past 1250 

decade and child social work is now a recognized sub-speciality.261,262 1251 

 1252 

Challenges in the health system 1253 

Besides these specific health problems in each stage as discussed above, there are also 1254 

a series of structural challenges that are rooted in the current health systems, and which 1255 

may affect access, equity and quality in RMNCAH services. 1256 

 1257 

Quality of Human Resources and Career Development 1258 

Density of human resources for health is significant in accounting for maternal and 1259 

child mortality and other health outcomes.263,264 A recent study has shown that one 1260 

additional health professional per 1000 population was associated with a 2.6% 1261 

reduction of U5MR in rural China.265 Due to the dramatic decline in the number of 1262 

women of reproductive age and newborns in recent years,2,10,266 together with an 1263 

increase in the absolute number of healthcare providers,10,14 there seems to be no 1264 

shortage of human resources for RMNCAH at present. According to data from the 1265 

Department of Women and Children Health, National Health Commission, there were 1266 

182,000 midwives (12.0/1000 newborns), 205,000 obstetricians (13.5/1000 newborns) 1267 

and 144,000 paediatricians (0.61/1000 children aged 0-14 years old) in 2018, all nearly 1268 

reaching the standards recommended by the WHO (6 midwives/1000 newborns)267 and 1269 

the targets of Chinese government (0.69 paediatrician/1000 children aged 0-14 years 1270 

old by 2020).268 However, China has not established a formal midwifery registration 1271 

system, and a large number of registered midwives in China are actually obstetricians. 1272 

China’s successful model of almost 100% hospitalised deliveries is largely based on 1273 

doctors. China needs a more midwife-led model of maternal care, which includes 1274 

physical-psychological-emotional and social support for mothers. So there is an urgent 1275 

need to establish a formal midwifery training and registration system. 1276 

The quality of RMNCAH human resources and their career development has become 1277 

another increasing source of concern, along with an increasing demand for high-quality 1278 

RMNCAH services. Among all-specialty registered physicians in China, the proportion 1279 

of those who have a bachelor’s degree or higher was only 58.3% in 2017.29 This means 1280 

that over 40% of registered doctors across all specialties had only three years of training. 1281 

According to The White Paper on Chinese Physicians (2017) published by the Chinese 1282 

Medical Doctor Association,269 in which 146,000 physicians were surveyed nationwide, 1283 
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71% reported suffering from the pressures related to medical disputes, heavy workloads 1284 

and/or their patients’ excessive expectations regarding treatment effects. More than half 1285 

reported having experienced at least one instance of work related pressures in the past 1286 

year. Obstetricians, midwives and pediatricians are more likely to work under huge 1287 

pressures compared to other medical professionals because of the sensitivity to events 1288 

in maternal and child health.270,271 1289 

 1290 

Competency of RMNCAH services in Primary Health Care 1291 

One of the most important recent strategies in reforming China’s health system has been 1292 

to establish a GP-led primary health system and promote tiered diagnosis and treatment 1293 

protocols. The Chinese government has proposed that “by 2020 and 2030, the average 1294 

number of GPs per 10,000 population should reach 2-3 and 5, respectively”.272 The 1295 

number of GPs in China has grown rapidly in recent years, rising to 2.22 per 10,000 1296 

population in 2018, 2.93 in eastern areas, 1.73 in central areas and 1.66 in western areas, 1297 

with the highest in Jiangsu (5.94) while the lowest is in Tibet (1.02).16 The current 36-1298 

month routine described for GPs in Standardized Training in China273 includes only two 1299 

months of paediatrics and one month of obstetrics and gynaecology with six months in 1300 

community health services. So they are not qualified to provide appropriate RMNCAH 1301 

services in primary health care. Pediatricians do form an important part of health 1302 

workforce in primary health care but 50% to 60% of pediatricians in primary care 1303 

facilities graduated from junior colleges and polytechnic schools.274 Moreover, the GP-1304 

led primary health system generally covers key populations such as children under five, 1305 

pregnant women, and the elderly. The adolescent health has long been neglected. 1306 

Adolescent health services largely depend on the school health service providers. 1307 

Although the school health providers actually take some responsibility for students’ 1308 

health, both quantity and quality problems exist. According to an investigation of school 1309 

health providers in primary and secondary schools in 16 provinces in 2015,275 33% of 1310 

6466 schools had at least one school health provider, who had responsibility for an 1311 

average of 2814 students. There are big gaps in school health provision especially in 1312 

rural areas in the Central and Western regions. 1313 

 1314 

Equity and Quality of RMNCAH Services 1315 

Equity. According to the Global Healthcare Access and Quality Index, China’s 1316 

performance increased from 42.6 to 77.9 (out of 100) between 1990 and 2016 and 1317 
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improved in rank from 107th to 48th out of 195 countries and territories, but there are 1318 

wide disparities between provinces with Beijing scoring 91.5 and Tibet 48.0.276 With 1319 

unbalanced socioeconomic development in China, high-quality health resources tend to 1320 

be concentrated in developed regions (Appendix 28). In the absence of gate-keeping, 1321 

people are more likely to go directly to high-level services creating overwhelming 1322 

demand at higher levels while lower level services are often underutilized. (Appendix 1323 

29). Geographic and economic inequities also influence the utilization of RMNCAH 1324 

services in different regions and population groups (Appendix 30). Evidence has shown 1325 

that poorer women and adolescents from rural areas, those from ethnic minorities and 1326 

rural-urban migrants are less likely to access to sexual and reproductive health 1327 

services.277-279 A meta-analysis showed that ethnic minority women were less likely to 1328 

use antenatal care and to immunise their children compared with Han populations in 1329 

western China.280 Rural-urban migrants are particularly vulnerable in the health care 1330 

utilization because their health insurance generally does not cover services at their 1331 

urban destination.281-283 1332 

Quality. As in many other countries, China’s RMNCAH faces the twin problems of the 1333 

"Too Little, Too Late" (TLTL) and "Too Much, Too Soon" (TMTS), which refers to the 1334 

absence of timely access to quality care for some, and overtreatment for others, 1335 

respectively.284 With respect to TLTL in the field of RMNCAH services, the many 1336 

evidence-based guidelines are often not followed. For instance, a study conducted in 1337 

four provinces (Beijing, Shaanxi, Sichuan, Inner Mongolia) showed that early newborn 1338 

care practices in hospitals were not consistent with WHO recommendations for 10 (59%) 1339 

of the 17 recommended measures.285 Another example is that among 315 drugs 1340 

recommended in the WHO Model List of Essential Medicines for Children (EMLc)- 1341 

the sixth version launched in 2017,286 only 226 drugs (71.7%) have been covered by 1342 

the National Essential Drug List (2017 version).287 Furthermore, China has not 1343 

established a specific list for Children to set criterions of drug dosages or dosage forms 1344 

recommended for children. 1345 

TMTS or over treatment is a huge problem. The overuse of cesarean section is a prime 1346 

example. The overall annual rate of cesarean sections in China was reported to increase 1347 

from 28.8% in 2008 to 34.9% in 2014,144 and then to 36.7% in 2018.288 Many factors 1348 

contributed to the rise. First, around one-quarter of caesarean sections are at maternal 1349 

request.289,290 Second, the economic incentives for hospitals and providers, inadequate 1350 

resources for good pain relief in labour, and the convenience of cesarean sections in a 1351 
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culture of obstetrician-led delivery, are also important contributors.289-293 Third, along 1352 

with the relaxing of population policy in recent years, the rate of cesarean sections 1353 

among nulliparous mothers declined significantly, but the rate of cesarean sections 1354 

among multiparous mothers was virtually unchanged, mainly due large numbers of 1355 

multiparous mothers with previous cesarean section and maternal complications with 1356 

advanced maternal age.63,294 The government has made a series of recommendations: 1357 

compliance with standard medical indications for cesarean section, increasing the 1358 

capacity of midwifery services, and better access to pain relief in labour. Epidural 1359 

analgesia is regarded as safe and effective, but requires anesthesiologists to be available 1360 

at all times, which is unrealistic at present in many hospitals. According to data obtained 1361 

from the China Maternal and Child Health Association (CMCHA), the prevalence of 1362 

epidural analgesia among vaginal deliveries in 302 Mother-Baby Friendly Hospitals 1363 

(MBFHs) in 26 provinces had increased from 5.0% in 2012 to 37.9% in 2018. In March 1364 

2019, the National Health Commission launched a nationwide pilot program on 1365 

epidural analgesia in 913 hospitals across the country.295 1366 

Another problem of TMTS is the inappropriate use of antibiotics, especially for children, 1367 

in part due to the absence of evidence-based specific guidelines. In 2016, the percentage 1368 

of children <5 years old using antibiotics because of diarrhea or surgical prophylaxis 1369 

was over 55% and 80%, respectively, according to the Centre for Antibacterial 1370 

Surveillance in China.296 Another study performed in Chinese primary healthcare 1371 

settings showed that the percentage of cases of antibiotic use among outpatient 1372 

prescriptions was 52.9%, and 55% of these were for antibiotic combination therapy 1373 

including 2 or more agents.297 In addition, there are also other TMTS problems in 1374 

RMNCAH, such as induction of labour, augmentation with oxytocin, and episiotomy.284 1375 

Such widespread TMTS problems in RMNCAH can cause avoidable harms, or 1376 

unnecessarily increase the need for additional intervention.284 Guidelines aimed at 1377 

reducing TMTS procedures are urgently needed. 1378 

 1379 

Financial Risk Protection 1380 

Financial risk protection is a critical determinant of universal health coverage.298 A 1381 

multi-country analysis showed that an increase of 1% in the proportion of out-of-pocket 1382 

payments out of total health expenditures at the national level is associated with an 1383 

average increase of 2.2% in the proportion of households facing catastrophic 1384 

expenditures (catastrophic expenditures refer to household’s financial contributions to 1385 



43 

 

the health system that exceed 40% of its income, after subsistence needs have been 1386 

met).299 If the proportion of out-of-pocket payments is reduced to less than 15% of total 1387 

health expenditure, the incidence of financial catastrophe and impoverishment falls to 1388 

negligible levels.299 This is a difficult target for many countries, so the WHO has 1389 

recommended a more modest target of 30-40% for countries in East Asia and Western 1390 

Pacific Region298 and the target was set to below 25% for 2030 in the Outline of Healthy 1391 

China 2030.5  1392 

The proportion of out-of-pocket payments out of total health expenditures for all 1393 

healthcare services in China had decreased from 60% in 2001 to 28.8% in 2016.300 In 1394 

2017, that out-of-pocket proportion for all healthcare services was still at 28.8%, but 1395 

those out-of-pocket proportions for maternal, children and adolescent healthcare 1396 

services were higher: 33.7% for maternal healthcare, 54.7% for 0-4 year-old child 1397 

healthcare, 59.5% for 5-9 year-old child healthcare, and 61.0% for 10-19 year-old 1398 

adolescent healthcare (Figure 13). The rest would be covered by a combination of social 1399 

health insurance and some moderate government subsidies, especially for maternal 1400 

health and children under 4 years old. In China, social health insurance coverage has 1401 

reached over 95% of the population, so the higher out-of-pocket payments is not due to 1402 

whether mothers and children have insurance or not, but the depth and breadth of 1403 

coverage. For example, according to data from the 2017-2018 national hospitalization 1404 

records (Appendix 31), the UEBMIS reimbursement proportion for hospitalization in 1405 

obstetrics and gynaecology (OBGYN) was 61.1%, compared to 75.6% for other 1406 

populations and diseases (UEBMIS does not cover children and adolescents aged 0-18 1407 

years old). Similarly, the NRCMS reimbursement proportions were 56.2% for OBGYN 1408 

hospitalization, 57.1% for children & adolescents aged 0-18 years old vs 62.2% for 1409 

other conditions; and the URBMIS reimbursement proportions were the lowest among 1410 

the three types of insurances, 44.2% and 47.5% vs 53.6%, respectively. These 1411 

differential reimbursement levels are most likely due to higher demand and use of 1412 

services or drugs among mothers and children that fall outside the essential benefit 1413 

package.  1414 

The higher out-of-pocket burden on children and adolescents are further exacerbated 1415 

by the fact that UEBMI do not cover them. They are covered by NRCMS and URBMIS 1416 

which offer less generous coverage policies due to less funding301 and also importantly, 1417 

most NRCMS and URBMIS primarily covered inpatient care and provided limited (or 1418 

no) coverage for outpatient visits,302 yet, children and adolescents are more likely to 1419 
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seek outpatient services.303,304 However, recent government policies have stipulated that 1420 

all insurance funds have to cover outpatient services. 1421 

 1422 

Integrated RMNCAH information system 1423 

There are problems with existing MCH information systems. One problem is that the 1424 

information system such as NMCHS, MCHSS, and NDSIS, are not linked, and data 1425 

cannot be exchanged and shared between systems because of different surveillance 1426 

population, non-unified information and statistical standards. The rapid development 1427 

and extended application of information technologies in China, e.g. 5th-Generation, 1428 

mobile communication equipment, means that an integrated RMNACH information 1429 

system is now feasible. This will cover all stages of the life cycle, and involve 1430 

participation of health institutions and multiple stakeholders. Another challenge will be 1431 

linkages between the RMNACH information system and the existing hospital 1432 

information system.  1433 
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Section 4: Turning challenges into opportunities in the critical next 1434 

10 years 1435 

Ten years to Healthy China 2030 - a key time to stay on track in RMNCAH 1436 

By 2030, China has committed to achieving both the SDGs and Healthy China 2030, 1437 

both of which present RMNCAH as one of the key components and universal health 1438 

coverage as a principal target. China is currently entering a transition period, with huge 1439 

changes in socio-economic conditions, epidemiology, demographics, and technologies. 1440 

These transitions may accelerate over the next 10 years. RMNCAH in China is also in 1441 

a transition period from a focus on survival to one on thriving, with high-quality service 1442 

demands and emerging challenges for access to RMNCAH services, as well as equity 1443 

and quality in the new era. From the data and analysis in Section 3, the main challenges 1444 

in the field of RMNCAH that may impede the realization of the SDGs and Healthy 1445 

China 2030 are summarised in Figure 14. 1446 

RMNCAH mainly focuses on two key matters: “birth” and “development” of the new 1447 

generation, as these are principal driving forces for a high-quality workforce and social 1448 

development in the future, especially in this era of low fertility and population ageing 1449 

in China. In other words, RMNCAH is a crucial determinant of social sustainability for 1450 

a better future. Therefore, it is necessary to put forward an RMNCAH strategy 1451 

framework and corresponding recommendations towards 2030. Otherwise, China may 1452 

fail to achieve the “thriving” goals of RMNCAH in the next 10 years.8 1453 

 1454 

RMNCAH Strategy Framework for Healthy China 2030 1455 

To achieve the “thriving” goals of RMNCAH by 2030, the Commission has developed 1456 

a RMNCAH strategy framework for Healthy China 2030 (Figure 15) based on WHO 1457 

frameworks of health systems building blocks and universal health coverage.305,306 In 1458 

the current framework, RMNCAH service delivery consists of four essential elements: 1459 

financing, workforce, medicine and technology, and information technology (IT) 1460 

system. Its performance will be evaluated in terms of access, quality, and equity, with a 1461 

supportive environment based on contextual factors including governance and 1462 

leadership, policy and legislation, society and community, in order to ultimately achieve 1463 

universal health coverage in RMNCAH. Detailed descriptions of this framework and 1464 

each component can be seen in Appendix 32. 1465 

 1466 
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Recommendations for achieving RMNCAH universal coverage by 2030 1467 

We have summarized the priority areas and drawn-up a series of recommendations 1468 

according to the strategic framework, for reproductive health, maternal and newborn 1469 

health, child and adolescent health, the health system, and the broader context beyond 1470 

health systems, to progress towards RMNCAH universal coverage. 1471 

 1472 

Reproductive health 1473 

In the field of reproductive health, the major challenges involve: i. decreased and 1474 

delayed fertility intention; ii. birth control, contraception and abortion; iii. infertility 1475 

and ART; iv. STDs; v. breast cancer, cervical cancer and HPV vaccine; and vi. sexual 1476 

and gender-based violence. Here, we make several recommendations to improve 1477 

reproductive health services and outcomes: 1478 

(1) Increase the fertility rate and fulfil reproductive health rights by promoting and 1479 

enacting pronatal population policies, including:  1480 

a. build a supportive environment in society and families, by improving maternity 1481 

benefits of working, education, social welfare, and access to affordable child bearing 1482 

and caring; 1483 

b. encourage childbearing in women at an optimal reproductive age (the best age 1484 

range is 22-28 years old, the better is age<35 years old) and appropriate birth spacing 1485 

(18-59 months) for both their own and their offspring’s health; 1486 

c. adjust the “two-child” policy, starting with a pilot implementation in some low-1487 

fertility regions. 1488 

(2) Strengthen sexual and reproductive health education from the early stage of 1489 

childhood and adolescence, including the prevention of STDs, promoting contraceptive 1490 

methods, menstrual health care, and awareness of sexual and gender-based violence. 1491 

(3) Improve accessibility, quality and equity of reproductive and fertility services, 1492 

including: 1493 

a. integrate reproductive health counselling, premarital screening, and 1494 

preconception health care as parts of national essential public health packages, within 1495 

primary care. Such an approach needs to be piloted and evaluated before introduced to 1496 

the whole country; 1497 

b. expand the coverage of social health insurances for assessment, diagnosis and 1498 

treatment of infertility, to reduce financial barriers of access to fertility services; 1499 

c. strengthen the accreditation, supervision, regulation, and surveillance of ART, 1500 
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especially the approvals of technologies, such as fertility preservation, which should be 1501 

comprehensively considered with reproductive health rights, ethical principles, medical 1502 

indications and social cultures. 1503 

(4) Promote the prevention and screening of women’s cancers, including: 1504 

a. improve the screening and early diagnosis of breast cancer and cervical cancer 1505 

and link it with social health insurances, in line with the Healthy China Initiative (2019-1506 

2030);307,308 1507 

b. support domestic production of HPV vaccine and link it with social health 1508 

insurances, to cover all girls and boys before sexually active. 1509 

(5) Establish mechanisms that screen, prevent and respond to sexual and gender-based 1510 

violence for women, children, and adolescents. These efforts should aim to increase the 1511 

experience and sensitivity of medical personnel, teachers, and community health 1512 

workers to identify violence. 1513 

 1514 

Maternal and newborn health 1515 

In the field of maternal and newborn health, the priority issues include: i. safe 1516 

motherhood guarantee; ii. stillbirth; iii. premature birth and birth defect; iv. maternal, 1517 

fetal and newborn nutrition; and v. maternal mental health. Our recommendations are 1518 

as follows: 1519 

(1) Improve the quality of maternal health care and obstetric services, including: 1520 

  a. take the maternal near miss ratio and mortality index as an important indictor to 1521 

evaluate the quality of obstetric services,309 and use reduction of these indicators as an 1522 

evaluation goal; 1523 

  b. develop a regular mechanism for technical training to improve medical skills in 1524 

early identification and intervention of maternal complications in grassroots hospitals, 1525 

and incorporate the deployment and retention of skilled obstetricians and midwives into 1526 

the national poverty alleviation programme; 1527 

  c. establish a routine mechanism of supervision and training for the implementation 1528 

of clinical norms and guidelines and the mechanism of monitoring obstetric quality; 1529 

  d. develop and promote technical guidelines about comprehensive MDT for 1530 

obstetrics appropriate to the local context  1531 

(2) Develop and promote technical guidelines for prevention and management of 1532 

stillbirth. Provide high quality preconception and perinatal care and reproductive 1533 

counseling for women at high risk for stillbirth and prematurity. Improve the services 1534 
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of stillbirth autopsy and develop training in provision of bereavement support after 1535 

stillbirth and neonatal death. 1536 

(3) Improve services for the prevention and treatment of premature birth and congenital 1537 

abnormality, including: 1538 

  a. develop and promote regulations and technical guidelines for the treatment and 1539 

management of extremely premature infants less than 28 weeks, and integrated 1540 

management of infant with severe congenital abnormalities in the prenatal and postnatal 1541 

periods;  1542 

  b. establish a comprehensive long-term postnatal follow-up, to provide assessment, 1543 

treatment, support and guidance for the care of preterm infants and those with birth 1544 

defects; 1545 

  c. comprehensive care and rehabilitation of children born premature or with birth 1546 

defects and other disabilities should be provided free of charge for poor families. 1547 

(4) Strengthen the monitoring, intervention and guidance of maternal and newborn 1548 

nutrition, including: 1549 

  a. strengthen nutrition monitoring, assessment and counseling before and during 1550 

pregnancy, especially for women with high risk pregnancy, such as pregnant women 1551 

with gestational diabetes and hypertensive disorders; 1552 

  b. promote the affordable, accessible and appropriate interventions suggested by 1553 

WHO in poor areas; 1554 

  c. formulate nutritional standards for Chinese women during pregnancy, e.g. the 1555 

standard of weight gain during pregnancy; 1556 

  d. carry out specific training in breastfeeding support in hospitals, regulate the 1557 

marketing of breastmilk substitutes and strengthen social support for breast feeding in 1558 

the from community and work place. 1559 

(5) Establish a system for screening, diagnosis and intervention for perinatal depression, 1560 

develop diagnostic tools for perinatal depression suitable for the Chinese population; 1561 

and increase public awareness of perinatal depression, so that patients can obtain 1562 

adequate social support and/or professional attention. 1563 

 1564 

Child and adolescent health 1565 

For child and adolescent health, the priorities include: i. injury; ii. lifestyle and health 1566 

risks; iii. mental health; and iv. vulnerable children. Thus, we make several 1567 

recommendations aimed at improving child and adolescent health services and 1568 
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outcomes: 1569 

(1) Identify culturally appropriate cost-effective ECD interventions with a focus on 1570 

vulnerable children, including: 1571 

a. ensuring that ECD interventions are piloted and rigorously evaluated before 1572 

scale-up. Robust evidence needs to be collected on the effectiveness of all the 1573 

investments by government and private sectors in ECD programmes; 1574 

b. build surveillance system for child development to motivate, track political and 1575 

financial commitments on ECD, and to evaluate implementation and impact of ECD 1576 

programs and policies with internationally comparable assessment tool.  1577 

(2) Develop the subspecialty of adolescent health with appropriate training of 1578 

professionals, including: 1579 

a. establish specific adolescent health indicators with a focus on mental health in 1580 

the ongoing national surveillance systems for adolescent health;310 1581 

b. integrate the school health service providers, with service providers in 1582 

community clinics, as well as hospitals with youth friendly services, to create targeted 1583 

adolescent health teams at different levels. 1584 

(3) Improve the capacity for primary care providers to deliver treatment and prevention 1585 

for children and adolescents Competency oriented medical education and continuous 1586 

education system for paediatric general practitioners are urgently needed. 1587 

    a. pediatric training programs and general standards for accreditation should be 1588 

reviewed and upgraded. Priority should be given to curriculum content specification to 1589 

include more general pediatrics training; 1590 

b. encourage regional collaborations for paediatric training to provide education 1591 

in line with local needs; 1592 

c. given the heavy workload of senior pediatricians in teaching hospitals, 1593 

investment on workforce support in generalists, hospitalists, and advanced clinical 1594 

practitioners (including medical officers, physician assistants, nurse practitioners) is 1595 

urgently needed to guarantee their teaching time.  1596 

(4) programs on enhancing parenting skills should be incorporated into primary health 1597 

care, aiming to establish emotionally supportive and developmentally stimulating 1598 

nurturing relationship to ensure positive lifelong development of children from an early 1599 

age, including: 1600 

 a. home visiting and ECD centers which are effective interventions, should be 1601 

implemented in the poorest areas. For a broader range of population, integration of 1602 
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parenting skills education into regular child health checkups is needed; 1603 

b. facing with the digital era, more investment could made in enhancing parenting 1604 

skills by mHealth programs, which is much less costly than face-to-face 1605 

interventions.311  1606 

(5) Create a youth-supportive environment, including youth-friendly communities and 1607 

hospitals, free public gyms and outdoor activity areas to promote physical activity. 1608 

(6) Establish a child protection service system for the screening and reporting of and 1609 

intervention in child maltreatment. This requires raising awareness of this issue 1610 

developing procedures and standards for evaluating cases of child abuse and neglect 1611 

and training of social workers in child protection. 1612 

(7) Enforce legislation on injury protection (e.g., car-seats, a poisoning hotline, child 1613 

protection packaging for falling and drowning). We recommend to examine and ensure 1614 

the legislation of effective interventions on prevention of child injury as the first step, 1615 

and then ensure the enforcement. 1616 

(8) Actions are necessary to support healthy lifestyles in adolescents, including: 1617 

a. “Healthy China 2030” calls for increasing taxation and legislation to prohibit the 1618 

sale of tobacco and alcohol to children and sets a goal for controlling the rate of smoking 1619 

to below 20% for people older than 15 years of age by 2030, and we call for making it 1620 

illegal to sell tobacco products to those under 21 and stronger anti-smoking campaigns 1621 

and high tobacco taxes; 1622 

b. we propose a sugar tax, and strategies to promote physical activity; 1623 

c. these measures require the co-operations of the food, drinks and tobacco sector, 1624 

encouraging them to provide better, healthier and lifestyle-oriented products can be 1625 

seen as a commercial opportunity. 1626 

 1627 

The health system 1628 

For the health system related to RMNCAH, the major challenges involve: i. human 1629 

resources and career development; ii. competency of RMNCAH services in primary 1630 

health care; iii. equity and quality of RMNCAH services; iv. financing risk protection; 1631 

and v. integrated RMNCAH information system. Our recommendations to improve the 1632 

RMNCAH-related health system are as follows: 1633 

(1) Enhance the capacity and quality of the RMNCAH health workforce by establishing 1634 

an appropriate professional and vocational training system for general practitioners 1635 

(GPs) and midwives, by encouraging task shifting to recruit the RMNCAH-related 1636 
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healthcare workers from the health system or other related systems, and by promoting 1637 

the innovation of learning and training approaches via the application of new IT 1638 

technologies. 1639 

(2) Improve the quality of the RMNCAH-related primary health system, including:  1640 

a. improve the competency of RMNCAH services in GPs and community health 1641 

workers, by integrating essential RMNCAH services (such as nutrition promotion and 1642 

mental health) into the current training curricula; 1643 

b. establish the quality measurement and improvement systems that are linked with 1644 

incentives to ensure that services are monitored, outcomes are assessed, and providers 1645 

are held accountable;312 1646 

c. integrate clinical care with essential public health services, by combining the 1647 

public health budget with the social health insurance budget and adopting the capitation 1648 

payment method that should be risk adjusted and cover the RMNCAH service packages 1649 

of health promotion, prevention, management and clinical care;312,313 1650 

d. establish the medical alliance or integrated delivery system (as encouraged by the 1651 

State Council314) between primary health services institutions, MCH facilities, and 1652 

general/specialized hospitals, for dual referral mechanisms, staff training and technical 1653 

support via the application of new IT technologies, such as e-health and artificial 1654 

intelligence (IT); 1655 

e. enrich the contents and forms of health education and promotion for individuals, 1656 

families and communities. Except for the healthy knowledge and behaviors, 1657 

information of available healthcare sources, health and medical insurances, and 1658 

measures on how to protect women’s and children’s health rights should be considered 1659 

as matters of great concern. Furthermore, the application of new IT technologies will 1660 

make the communication and education more convenient, timely, vivid and far-reaching. 1661 

(3) Strengthen financial risk protection and reduce out-of-pocket healthcare burden by 1662 

improving the reimbursement ratios and service coverages of social health insurances 1663 

for RMNCAH services. Efficient use of RMNCAH services and establishing a case-1664 

based payment system is equally important for avoiding the overuse of any service 1665 

payment system. 1666 

(4) Avoid “too little, too late” and “too much, too soon” in RMNCAH services by 1667 

promoting evidence-based practice and thus reducing over-intervention, by developing 1668 

or amending technical guidelines with specific evaluation indicators and assessment 1669 

criteria, which should be linked with the performance measurements of healthcare 1670 
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providers. In addition, the continuously updated capacity and equipment on the supply 1671 

side (services facilities / providers) is beneficial to reducing “too little, too late”, while 1672 

the trusting relationship between providers and patients in the health service delivering 1673 

systems and patients’ engagement for shared decision-making in healthcare are very 1674 

helpful to reducing both “too little, too late” and “too much, too soon”. 1675 

(5) Improve person-centred healthcare in the field of RMNCAH by fostering dignity in 1676 

health care and professionalism among healthcare workers by improving professional 1677 

management system (within and across-specialties), multidisciplinary team work, and 1678 

organizational culture in health institutions. 1679 

(6) Advance the surveillance and monitoring of RMNCAH indicators, including:  1680 

a. add new indicators for major RMNCAH problems that are emerging or neglected, 1681 

including infertility and subfertility, stillbirth, early child development, mental health, 1682 

and sexual and gender-based violence; 1683 

b. establish an integrated health information system covering the whole life course 1684 

of RMNCAH, from women to their offspring, to help link key events and trajectories 1685 

at each stage and then make sound and timely decisions for better services and 1686 

interventions; 1687 

c. further advance data sharing across sectors to link different kinds of health 1688 

databases together as well as link them with other basic population databases 1689 

(household registration, mobile population, social and commercial insurances, human 1690 

resources and others) to provide more accurate evidence for RMNCAH interventions 1691 

and policy making, through applying new IT and AI technologies and breaking down 1692 

non-technical barriers. 1693 

 1694 

The broader social context beyond health systems 1695 

As shown in the RMNCAH strategy framework, besides improving the access, equity 1696 

and quality of RMNCAH services delivery within the health system, the universal 1697 

health coverage in RMNCAH should be supported by the broader context of non-health 1698 

systems. Therefore, we have made several recommendations around building a 1699 

supportive environment for universal health coverage in RMNCAH: 1700 

(1) Universally ensure the health rights of women and children, by further improving 1701 

women’s socio-economic status and empowerment, promoting equity and fairness, and 1702 

breaking culture barriers and discrimination in every corner of society. 1703 

(2) Improve research, monitoring, investments, and substantial evidence-based 1704 
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measures focusing on how to improve the health-related social rights (such as education, 1705 

employment, security, welfare, childbearing and supportive surroundings) of women 1706 

and children. 1707 

(3) Enforce health in all policies & multi-sector collaboration in the field of RMNCAH, 1708 

with RMNCAH considerations incorporated into the top-level design of policies, 1709 

legislations and decision-making across sectors. The National Working Committee 1710 

Children and Women serves as a deliberative coordinating body of 35 national sectors 1711 

based on the framework of “Two Outlines”. It should further promote the allocation of 1712 

responsibility and division of labour in cross-sectoral cooperation. 1713 

(4) Promote men’s involvement in RMNCAH, especially their roles in reproductive 1714 

health and responsive parenting, to protect their partners’ sexual and reproductive health 1715 

rights and participate in their children’s early development and family education. 1716 

(5) Develop civil society as an essential part of the current social governance system. 1717 

This will require improving the citizen’s self-awareness and empowerment to ensure 1718 

their own health rights, as well as encouraging the non-governmental organizations and 1719 

grassroot communities to participate in all aspects of RMNCAH strategies and actions 1720 

for Healthy China 2030. 1721 

 1722 

Translating recommendations into policy 1723 

Translating the recommendations of the Commission into policy is crucial to achieving 1724 

the “thriving” goals of RMNCAH over the next 10 years. First, many domestic experts 1725 

on the Commission are participating in the evaluation of the “Two Outlines” (Outline 1726 

of Women’s Development and of Children’s Development) (2011-2020) and the 1727 

formulation of the new “Two Outlines” for 2021-2030. This will ensure that the 1728 

challenges and recommendations of the Commission are introduced at the highest 1729 

policy level. Second, the Commission Report will be submitted to the National Working 1730 

Committee on Children and Women and other relevant entities, such as the National 1731 

Health Commission, Ministry of Education, Ministry of Science and Technology, and 1732 

Ministry of Finance, to promote and realize the principle of “RMNCAH in all policies”. 1733 

Third, all domestic and international experts are engaged in different fields of 1734 

RMNCAH, and their academic work is vital evidence for making RMNCAH-related 1735 

policies in many sectors of China. Fourth, it is necessary to hold a multi-media 1736 

campaign to motivate the public and civil societies participating in each aspect of 1737 

RMNCAH strategies and actions for Healthy China 2030. Finally, China is a huge and 1738 
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diverse country; therefore, implementation of recommendations needs to be planned 1739 

and piloted, tested and evaluated using by cost-effective assessments, and then 1740 

disseminated nationwide. This is one of the most important lessons from China’s 1741 

RMNCAH achievements in the past. 1742 

 1743 

Lessons to share with low and lower-middle-income countries  1744 

China has actively participated in international medical assistances and global health 1745 

governance. Since the first medical team dispatched to Algeria in 1963, health is one of 1746 

the most important fields in the government’s foreign assistance, mainly involving 1747 

dispatching medical teams, training local medical professionals, providing medicines 1748 

and medical equipment, and building hospitals and health service centers. More than 1749 

80% of the recipient countries are low or lower-middle-income countries 1750 

(LLMICs).315,316 China promised to implement 100 foreign assistance programmes for 1751 

women and children’s health in developing countries during 2016-2020.317 The 1752 

“Beijing Communiqué of the Belt and Road Health Cooperation” issued in 2017, has 1753 

clearly indicated that women, children and adolescents are target groups in the 1754 

cooperation for global health in the Belt and Road Initiative.318 There is a very broad 1755 

spectrum of RMNCAH systems and services in China, lessons from China can help 1756 

LLMICs improve their own RMNCAH systems and services. 1757 

Several successful lessons have been extracted from China’s efforts and achievements 1758 

in RMNCAH in the past, as detailed discussed in Section 2, including: political will to 1759 

focus on RMNACH, building of the hierarchical MCH system and the MCH 1760 

information system, providing comprehensive social health insurances, launching 1761 

national RMNCAH programmes, and poverty alleviation. Furthermore, reducing MMR 1762 

and U5MR, as the biggest achievement of RMNCAH in China, is still a tough challenge 1763 

for the vast majority of developing countries. Thus, we highlighted key points from 1764 

China’s successful experiences when struggling with those “survival” goals (Panel 4). 1765 

In addition, during the pandemic of Covid-19, China has responded quickly to ensure 1766 

the continuity and quality of essential maternal and child services when coping with 1767 

such major public health emergencies. Key points on preventing and controlling of 1768 

Covid-19 among women and children in China have been summarized, including to 1769 

safeguard and reconstruct health resources; epidemiological, clinical and basic research; 1770 

and guidelines & reforming services (Panel 5). 1771 

Except for these successful lessons, there are also some precautions when introducing 1772 
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the “Chinese experience” into LLMICs, including: (1) China's unique MCH system 1773 

cultural factors. China's achievements in RMNCAH are inseparable from two 1774 

important determinants. The first is its strong political will to focus on RMNACH and 1775 

the hierarchical MCH system, which facilitates uniform implementation of RMNCAH 1776 

policies. The second is the gender equity as the consensus of the whole society. China 1777 

also has its unique characteristics in population size, economic pattern, geographic 1778 

distribution, and social culture, all of which may affect the applicability and 1779 

transferability when sharing the “Chinese experience” with LLMICs. (2) Impacts on 1780 

existing health systems and conflict of interests. Introducing any new intervention or 1781 

policy will inevitably have certain impacts on the existing health system and bring about 1782 

conflict of interests. Therefore, when considering the transformability of interventions 1783 

and health policies that have succeeded in China, three aspects need to be concerned: 1784 

first, whether the current health system has the implementation capacity to undertake 1785 

certain reforms; second, the potential for adverse incentives to arise from implementing 1786 

reforms; and third, the acceptability of interventions to different stakeholders. 1787 

 1788 

Conclusion 1789 

RMNCAH services play a pivotal role in the lives of each woman, child and adolescent, 1790 

as well as guaranteeing the sustainable development of the whole society. Following 1791 

outstanding achievements in RMNCAH over recent decades, China is making a 1792 

transition from an emphasis on “survival” to “thriving”. The over-arching goal has 1793 

shifted from reducing maternal and child mortality to achieving high-quality universal 1794 

health coverage with a continuing emphasis on access, equity and quality as well as 1795 

nurturing a supportive environment for health and health services. Therefore, the 1796 

principles of “RMNCAH for all” and “all for RMNCAH” should become a consensus 1797 

all over the country. In addition, along with the deep-going “Belt and Road Initiative” 1798 

and globalization, China has been actively participating in global health governance. 1799 

Based on those achievements and lessons in the past, we believe that China is well on 1800 

its way to achieve the high-quality universal health coverage in RMNCAH towards 1801 

SDGs and “Healthy China 2030”. Looking to the future, China is acting responsibly to 1802 

create a healthy and friendly environment for every woman, child and adolescent for 1803 

their own sake and as important partners in RMNCAH global governance. 1804 

  1805 
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Panels & Figure Legends 2699 

 2700 

Panel 1  Key messages in this commission 2701 

Key messages in this commission 

∙ RMNCAH focuses on two key matters: “birth” and “development”, which are the 

primary driving forces for the development in future, especially in the era of aging 

population and low fertility rate in China. 

∙ Over the past 70 years, China has made remarkable achievements in the “survival” 

development goals of lowering maternal and child mortality. Maternal mortality rate 

(MMR): 1500/100,000 (1949) → 17.8/100,000 (2019), and Infant mortality rate 

(IMR): 200/1000 (1949) → 5.6/1000 (2019). 

∙ Any successes in RMNCAH are attributable to efforts both within and outside health 

systems. The most notable contributors in China are strong political will to focus on 

RMNACH and improvements in gender equity. 

∙ China is in a transition period from “survival” to “thriving” in RMNCAH, with 

growing demands for high-quality healthcare.  

∙ A series of emerging or neglected conditions in RMNCAH should be brought to the 

forefront. These include infertility, advanced maternal age, stillbirth, child 

protection, psychological disorders among children and adolescents, and sexual and 

gender-based violence, as well as emerging infectious diseases such as coronavirus 

disease 2019 (COVID-19). 

∙ To achieve universal RMNCAH coverage by 2030, attention must be paid to the 

following key issues: RMNCAH in all policies, disparities and equity in subgroups, 

financing risk protection, evidence-based practices; the continuity of RMNCAH 

services, dignity care and professionalism; and the application of innovative sciences 

and technologies. 

∙ It is necessary to consider the applicability and transferability of these results when 

sharing the “Chinese experience” with LLMICs. 

∙ Above all else, the most important goal is to build a friendly and supportive 

environment for every woman, child and adolescent. 
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Panel 2  The historical transition of population policy in China 2703 

 With the end of the long civil war and the establishment of the People’s Republic of China, the Chinese 

government began to implement policies to encourage fertility under slogans such as “There is Strength in Large 

Numbers of Peoples (人多力量大)”. In 1950, the State began to restrict abortion, a policy first applied to 

government workers. In 1952, this policy was extended to all Chinese women. The policy stated that women 

were prohibited from undergoing sterilization and elective or voluntary abortion for nonmedical reasons. But the 

unpopularity of the policy, led to a reversal and by 1955 women were allowed an abortion with the approval of 

the local government. 

 By 1970 the population had almost doubled and the total fertility rate (TFR) had reached 5.9, leading to 

concerns about a shortage of resources. In 1973, the Government introduced the “Later, Longer, Fewer” policy, 

which encouraged couples to delay their first child, reduce the number of births, and increase birth spacing to at 

least 3-4 years. By 1979 the TFR was halved to 2.9. However, two thirds of the population was still under the 

age of 30 years old, and early baby boomers were entering childbearing age at that time in China.59 To control 

overpopulation, extreme poverty, and resource shortages, China introduced the “one-child” policy in 1980.319 

The implementation of the “one-child” policy varied widely across the country. In urban areas, one child was 

allowed. In rural areas of Western and Central China, two children were allowed with spacing of at least 4-5 

years. In eastern rural areas, there was a “one and a half child” policy, whereby if the first child was a girl, a 

second child could be born. In remote areas and ethnic minority groups, three or more children were allowed. 

 The “one-child” policy had a profound impact on women, children and families.20 Positive aspects included 

the following: (1) the TFR was reduced from 2.9 in 1979 to 1.6 in 2015, the cumulative number of births was 

reduced by approximately 400 million, which helped to lift 300 million people out of poverty; (2) women 

benefited from a smaller number of pregnancies and births, which reduced morbidity and mortality; (3) family 

resources were concentrated in fewer children, promoting their healthy growth and development, and especially 

benefiting girls.58 The negative effects included: (1) the decrease in births, lead to a reduction in the labour force 

which is necessary for sustained economic growth;58 (2) the strict limitation on family size, together the strong 

tradition of son preference, led to a large number of sex-selective abortions, resulting in an excess of male 

newborns and an unbalanced sex ratio;320 and (3) it led to the so-called 4:2:1 phenomenon, in which many couples 

were solely responsible for the care of one child and four elders. 

 As a result of the “one-child” policy, China gradually entered a stage of “low births, low deaths, and low 

natural growth”. The government realized that change was necessary. In 2011, the government started to relax 

restrictions on the “one-child” policy, allowing couples with one-child status to have two children. In 2013, 

further relaxation allowed couples in which one spouse with one-child status to have two children. However, 

these policies have had little effect on increasing the birth rate, and as of May 2015, only 1.45 million of the 11 

million eligible couples (13.2%) had applied to have a second child.321 So in late 2015 the “universal “two-child” 

policy” was introduced, allowing all Chinese couples to have two children. The government planned to achieve 

a TFR target of 1.8 by 2030 (1.5-1.6 in 2015).322 But the “one-child” per family has become a “social norm”, and 

the costs of raising children have become very expensive. China will be a low-fertility country for the foreseeable 

future.16 After an initial increase in births with the policy change (related to couples waiting for permission to 

have a second child), annual birth numbers have declined from 17.23 million in 2017, 15.23 million in 2018 to 

14.65 in 2019 (Appendix 2). There is now a need for pronatal policies, statutory maternity pay, and the provision 

of more affordable child care and health services. 

 2704 
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Panel 3  HPV vaccination in China 2706 

HPV vaccination in China  

On July 31, 2017, China announced that the HPV vaccine would be available across 

17 provinces. However, there have been a number of challenges in China: 

(1) Delayed application of the HPV vaccine in China. The HPV vaccine has 

been licensed and successfully applied in different countries since 2006.323 

However, the use of the HPV vaccine in China has been delayed for nearly a 

decade. In July 2016, China approved the 2vHPV vaccine; in June 2017, it passed 

a license for the 4vHPV vaccine; and in April 2018, it approved the 9vHPV 

vaccine. These delays and the inability to use the HPV vaccine in China have led 

to a considerable health burden.324  

(2) Awareness of the HPV vaccine is still low. Since the official introduction of 

the HPV vaccine in China in 2016, public awareness and knowledge of it remains 

low. Only 24% of ordinary women and 25% of parents raising young adolescents 

have heard of the HPV vaccine.325,326 Among healthcare providers, less than 20% 

consider women who have not had sex to be the most suitable for HPV 

vaccination.325 Further health education and broader counselling support are 

therefore required to increase awareness of the HPV and its vaccine. 

(3) The recommended age for HPV vaccination does not comply with 

recommendations. Since the best time for HPV vaccination is before sexually 

activity starts, the main target group recommended by the WHO is 9- to 14-year-

old girls whereas the recommended age for the 9vHPV vaccine in China is 16-26 

years old. Given earlier sexual activity now in China the age for HPV vaccination 

should be lower and in-line with WHO guidelines. Women are also advised to be 

vaccinated before the age of 26.327,328 

(4) Shortage of supply of the HPV vaccine. China's HPV vaccine is reported to 

be in short supply. In February 2019, the Sichuan Provincial Center for Disease 

Control and Prevention suspended vaccination due to a shortage of the HPV 

vaccine, and women in Shenzhen were then vaccinated by a lottery.  

(5) The HPV vaccine is expensive. Currently, at community health service 

centers, a dose of 9vHPV vaccine costs at least 1300 RMB (almost 4000 RMB 

for three doses in total). As a result, the HPV vaccine available in China is too 

expensive for the public, especially women with lower socioeconomic status and 

those in rural areas. To reduce the cost and improve the uptake of HPV vaccine, 

it is necessary to support domestic production of HPV vaccine and link it with 

social health insurance. 
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Panel 4  Lessons on reducing maternal and infant mortality in China 2709 

Lessons on reducing maternal and infant mortality in China 

 Improving the legal system of protecting the rights and interests of women and 

children, especially to guarantee women enjoy equal education and labour rights with 

men. 

  Developing the infrastructure in transportation and communications to promote 

the geographical equity of health services and ensure the timely referral of pregnant 

women and infants with critical conditions. 

 The government takes the main responsibility to ensure the safety of pregnancy 

women and infant. Therefore, the needed financing, personnel and properties and 

other resources could be efficiently integrated to ensure the popularization of essential 

MCH services and the rescue of patients with critical and severe diseases.  

 Carrying out appropriate health education with full consideration of the 

characteristics of local culture and religion. Health education is not only for women 

themselves, but also for those who can affect women's health behaviors, such as 

women's families, religious authorities, as well as doctors. 

 Establishing a network of MCH care services, and establishing emergency 

centers for pregnant women and infants. 

 Advocating skilled attendance and hospital delivery, and promoting targeted 

intervention technologies with low cost and easy operation, e.g. manual removal of 

placenta and resuscitation of birth asphyxia, to decreased mortality caused by 

postpartum hemorrhage, puerperal infection, neonatal asphyxia and tetanus, which 

are the most common causes of maternal and newborn deaths in developing countries. 

 The government provides free essential vaccination for all children to promote 

the comprehensive child immunization plan in the national-wide. 

 Establishment of an information system for maternal and child deaths to monitor 

maternal and child mortality and causes of deaths. It is very effective and efficient to 

implement death case review recommended by WHO to develop targeted 

interventions. 

 Actively carrying out international cooperation on MCH projects and 

summarizing the beneficial experience of the projects and promoting it to the whole 

country. 
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Panel 5  Preventing and controlling of Covid-19 among women and children in China 2711 

Preventing and controlling of Covid-19 among women and children in China 

Health systems are facing rapidly increasing demands arising from the Covid-19 pandemic. When health systems are 

overwhelmed, the indirect adverse outcomes will emerge, apart from the direct mortality and morbidity from an 

outbreak.329 Therefore, there should be a balance between maintaining essential services and controlling infection 

risks.330 China has responded quickly to protect women’s and children’s safety and health during the Covid-19 

outbreaking. 

 Policies to safeguard and reconstruct health resources 

All 31 provinces in mainland China rapidly launched the first-level response to major public health emergencies in the 

early stage of the outbreak. The government released a series of policies to safeguard and reconstruct health resources, 

including:  

(1) guaranteeing the supply of medical supplies and personal protective equipment (PPE); 

(2) dispatching expert groups and medical teams to manage and control the outbreak response in the hardest-hit areas; 

(3) providing free screening for people with a history of epidemiology, and free treatment for patients suspected or 

confirmed with Covid-19; 

(4) building temporary Fangcang shelter hospitals to isolate patients with mild to moderate COVID-19;331 

(5) 1654 maternity hospitals across all 31 provinces of mainland China were designated by the government to serve for 

pregnant women suspected or confirmed with Covid-19;332 

(6) ensuring emergency and essential services to give priority to the healthcare demands of pregnant women, children, 

elders, and patients with emergency or severe diseases.333 

 Epidemiological, clinical and basic research  

National Health Commission established the Covid-19 epidemic reporting system to upload epidemiologic history and 

medical records of confirmed or suspected cases each day, to analyze and monitor the epidemic situation and clinical 

outcomes. In addition, the central government, local governments and lots of research institutions have funded grants 

on epidemiological, clinical and basic research. Several significant achievements in the research field of women and 

children health are: 

(1) constantly updating the evidence of the vertical transmission potential of Covid-19 though collecting and testing 

multi-samples, such as neonatal nasopharyngeal swab, amniotic fluid, cord blood, and breastmilk;334-337 

(2) describing the epidemiologic and clinical characteristics of pregnant women and children with Covid-19,148,338 and 

further follow-ups of mothers and children on both physical and psychological health have already begun; 

(3) performing single-cell RNA seq analysis of ovary, testis, germ cell, embryo and maternal-fetal interface to assess the 

effects on human reproductive system and fertility function;339 

(4) developing two types of Covid-19 vaccine and launching clinical trials: one is a recombinant adenovirus type-5 

vectored vaccine,340 the other is a purified inactivated vaccine.341 

 Guidelines & reforming services 

A series of governmental guidelines and expert consensuses were launched immediately to guide and reform healthcare 

services for women and children.342-345 These measures and recommendations mainly include: 

(1) all maternity hospitals should build a pre-triage flow system, evaluate each pregnant woman by the history of 

epidemiology, symptoms, clinical features and maternal complications, identify and manage pregnant women with 

different level of risk; 

(2) all pregnant women with suspected or confirmed infection should be transferred to the designated hospitals; 

(3) suspected or confirmed cases should be placed in an isolation room; and, if possible, labour and delivery should be 

managed in a designated negative pressure isolation room; 

(4) follow-up management of suspected or confirmed pregnant women and their neonates should be done to evaluate 

their safety and health by community health professionals; 

(5) online healthcare service is recommended as an effective alternative approach in health education, counselling, and 

follow-up management. 
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Figure 1  Trends in maternal and child mortality in China (1990-2018) 2713 

(Source: Data for MMR (A), NMR (B), IMR (C) and U5MR (D) were from the Maternal and Child 2714 
Health Surveillance System. Data published by the UN present a similar decreasing trend during a 2715 
longer period, and data obtained in the same year from these two sources were also similar, seen in 2716 
Appendix 6.)  2717 
 2718 

 2719 

Figure 2  The total mortality of Chinese children and adolescents of different 2720 

age groups from 5 to 19 years from 1953 to 2016  2721 

(Note: Mortalities (total, boys, and girls) from 1953 to 2010 of children and adolescents were 2722 
calculated using the data based on life tables and national demographic censuses from 1953 to 1981, 2723 
and the GBD from 1990 to 2016. A clearer line chart by age group was further expanded from 1990 to 2724 
2016 for the total (A1), boys (B1), and girls (C1).13) 2725 
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Figure 3  RMNCAH-related national policies and programmes in China 2728 

 2729 

 2730 

Figure 4  The hierarchical MCH system in China 2731 

 2732 

 2733 

Figure 5  Trends in social insurance coverage in China 2734 

(Source: Data on social insurance coverages during 1993-2013 were obtained from The Fifth National 2735 
Health Service Survey Report, 2013, by the National Health Commission Statistical Information 2736 
Center;25 Data on the coverages of the CMS/NRCMS during 1958-1998 were obtained from Gu X and 2737 
Fang L;23 and data on the coverages of NRCMS and NRCMS premiums per capita during 2004-2017 2738 
were obtained from Health Statistics Yearbook (2009, 2012 and 2018) and the National Health 2739 
Commission.29,346,347) 2740 
 2741 

 2742 

Figure 6  Trends in China's ART Cycles from 2009 to 2017 2743 

(Source: Data are from Maternal and Child Health Division, National Health and Health 2744 
Commission. Assisted reproductive technology (ART) total technical service cycle numbers 2745 
include IVF-embryo transfer (IVF-ET), intracytoplasmic sperm injection (ICSI), frozen-thawed 2746 
embryo transfer (FET), preimplantation genetic diagnosis (PGD), artificial insemination by 2747 
husband (AIH) and artificial insemination by donor (AID). The number of live births in 2017 has 2748 
not been reported.) 2749 
 2750 
 2751 
Figure 7  Trend of sexually transmitted diseases in China 2752 

(A) Trends in the incidence of sexually transmitted diseases in China (1982-2016) (Source: China 2753 
Health Statistics Yearbook in 2017, National Health and Health Commission.107) (B) Transmission of 2754 
HIV infection in China (2012 vs 2017) (Source: Center for STD/AIDS Prevention and Control, 2755 
Chinese Center for Disease Control and Prevention.110,348) (C) Incidence cases of AIDS among 2756 
students in China (2013-2017) (Source: Center for STD/AIDS Prevention and Control, Chinese 2757 
Center for Disease Control and Prevention.111) 2758 
 2759 
 2760 
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Figure 8  The incidence and mortality rates of breast and cervical cancer in 2761 

women in some countries and regions (1/100,000) 2762 

(Source: China National Cancer Center (China 2014),114 American Cancer Society Cancer Statistics 2763 
Center (incidence rate: US 2010-2014, mortality: US 2011-2015),349 European Cancer Registry 2764 
Network (UK 2012 and Europe 2012),350 and the Global Cancer Observatory and the International 2765 
Agency for Research on Cancer (more developed regions in 2012 and less developed regions in 2766 
2012).351 All morbidity and mortality rates are age-standardized.) 2767 
 2768 
 2769 
Figure 9  Cause-specific maternal and neonatal mortality in China, 2000 and 2770 

2018 2771 

(Source: National maternal and child health information analysis report.136) 2772 

 2773 
 2774 
Figure 10  Overall Survival Rate of Preterm Infants born in China, US or 2775 

Australia, depending on gestational age at birth 2776 

(Note: Data for China come from 2013-2014; Australia, 2007-2011; and USA, 2006-2011.162-164) 2777 

Figure 11  The prevalence of overweight and obesity from 1995 to 2014  2778 

(Source:1995~2014 Chinese National Survey on Students’ Constitution and Health.205) 2779 
 2780 
 2781 
Figure 12  The myopia prevalence from 2005 to 2014 by age group among 2782 

Chinese students 2783 

 2784 
 2785 
Figure 13  The out-of-pocket proportion of total health expenditure in China 2786 

(2017) 2787 

(Note: Data of total health expenditure in 2017 are from the China National Health Development 2788 
Research Centre. The original data were collected through the National Total Health Expenditure 2789 
Monitoring Network of National Health Commission, which was established in 2015 and covered about 2790 
26,000 health institutions in all 31 provinces of mainland China. The total health expenditures, by age, 2791 
gender and specific disease, were statistically measured based on the System of Health Accounts 2011 2792 
(SHA 2011) recommended by WHO.352 The bar of “Total” refers to the total health expenditure for all 2793 
healthcare services for all people.) 2794 
 2795 
 2796 
Figure 14  China’s Challenges of RMNCAH in the process of “Healthy China 2797 

2030” 2798 

 2799 

 2800 
Figure 15  RMNCAH Strategy framework for “Healthy China 2030” 2801 

(This framework is adapted from WHO frameworks of health systems building blocks and universal 2802 
health coverage. Six blocks are service delivery, health workforce, information, medical products & 2803 
vaccines & technologies, financing, and leadership & governance.305 Six essentials of universal health 2804 
coverage are health financing, essential medicines and health products, health systems governance, 2805 
strengthening health workforces, health statistics and information systems, and service delivery and 2806 
safety.306) 2807 


