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to structural changes within health capital, the epidemiological shift toward chronic diseases, and the resulting 
economic and social consequences. These underexplored dimensions call for a comprehensive reassessment 
of China’s health capital landscape.

Fig. 4. Trends in mortality of infant and under-five in China (1950 –2023). 
S o u r c e: https://population.un.org/wpp/

In summary, although existing studies have made meaningful progress in  identifying the relationship 
between health capital and economic growth, most of the literature remains concentrated at the micro level, 
focusing on the link between individual health, labour supply, and firm-level productivity. However, there is 
a lack of theoretical inquiry and pathway analysis that integrates health capital into macroeconomic growth 
models. Moreover, there is an urgent need to establish a multi-actor, systematically coordinated policy toolkit 
to support health capital development. In response to these gaps, this paper centers on the mechanisms through 
which health capital contributes to macroeconomic output. It develops a theoretical framework by extending the 
Cobb – Douglas production function, aiming to systematically explain how health capital promotes economic 
growth by enhancing effective labour efficiency and total factor productivity. Building on this foundation, and 
in line with the strategic goals of the initiative «Healthy China» as well as international best practices, the 
study proposes a policy evaluation index for health capital. It further puts forward a systematic policy pathway 
characterised by a «life-cycle perspective» and «multi-actor collaboration». The goal of this paper is to provide 
theoretical support and practical tool for the institutional design and strategic deployment necessary to enhance 
China’s health capital.

Health capital and macroeconomic output development trends  
of health capital in China: theoretical framework

As early as 1909, American economist I. Fisher articulated the economic losses caused by illness, inclu
ding lost working time, the net present value of future earnings lost due to premature death, and direct medical 
expenditures. In 1962, S. J. Mushkin introduced the concept of health investment into the human capital frame
work, positioning health alongside education as one of the two core components of human capital. This study 
elaborated on the interactive relationship between health and education and proposed that health constitutes 
a distinct yet equally important form of human capital, separate from education [8]. Subsequently, G. S. Be
cker (1964) and V. R. Fuchs (1972) further provided empirical evidence underscoring the irreplaceable role 
of health in shaping individual human capital [9; 10].

It was not until 1972 that M. Grossman formally incorporated health capital into the analytical framework 
of human capital. In his model, health is treated as an accumulable capital stock, whose depreciation rate and 
investment level jointly determine an individual’s health status, which in turn affects productive capacity 


