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PublicMedicalInsuranceSystemReformandDeterminants
ofParticipationinPublicMedicalInsuranceSystemsin

anAgingChina＊

XinxinMA

1.Introduction

Withtheimplementationofthepopulationcontrolpolicy(namely,theone-childpolicy)since

the1980s,Chinahasbeenwitnessingadeclineinbirthrateandanincreaseintheagingpopulation.

Thus,theimplementationofsocialsecuritysystemshasbecomeanimportantissuefortheChinese

government.Alongwiththetransitionfromaplannedeconomytoamarketeconomy,thecountry's

socialsecuritysystemsarebeingtransformed,anditspublicmedicalinsurancesystemshavealso

beenundergoingreformssincethe1990s.

Currently,avarietyofmedicalinsuranceprogramsarebeingimplementedinChina.For
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Usingthe2011dataoftheChinaHealthandRetirementLongitudinalStudy(CHARLS),weconductan

empiricalanalysistotestfourhypothesesandverifythedeterminantsofparticipationinpublicmedical

insurancesystemsinChina.Severalmajorconclusionsemerge.First,wefinddifferencesinparticipation

probabilitybetweenruralandurbangroups,andtheformalandinformalemploymentsectors.Thus,the

establishmentandimplementationofpublicmedicalinsuranceprogramsaresegmentedbyruralandurban

registrationsystemsaswellasemploymentsectors.Second,theliquidityconstraintshypothesisisrejected,

whereastheadverseselectionhypothesisissupported.Third,education,gender,anddrinkingbehavioralso

affectparticipationprobabilities;however,theeffectsaredifferentfortheruralandurbangroups.
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example,theUrbanEmployeeBasicMedicalInsurance(UEBMI),whichcoversworkersinurban

regions,isbeingimplementedsince1998;theUrbanResidentBasicMedicalInsurance(URBMI),

whichcoversnon-workerswithurbanregistrations,wasintroducedin2007;andtheNew

CooperativeMedicalScheme(NCMS),initiatedsince2003,providescoveragetoindividualswith

aruralregistration.Inaddition,sincethe1990s,PrivateMedicalInsurance(PMI)andEnterprise

MedicalInsurance(EMI),whichispurchasedbyanenterpriseaspartofitswelfaresystemforits

employees,havebeenimplementedtocomplementthepublicmedicalinsurancesystems.

Moreover,theMedicalAid(MA)systemhasbeenimplementedtoassistlow-incomegroupssince

the1950s.Currently,thesepublicandprivatemedicalinsurancesystemscovertheentire

populationintheruralandurbanChina.Therefore,itcanbesaidthat"UniversalMedical

Insurance"hasbeenimplementedinanagingChina.

However,theimplementationofthesepublicmedicalinsurancesystemsfacessomeproblems.

Thisstudyfocusesontwosuchproblems.First,theextentofparticipationandofferingsdifferby

thetypeofmedicalinsurancesystem.Forinstance,thepublicmedicalinsurancesystemsvaryin

theurbanandruralregions.Althoughindividualsworkinginurbanfirmsareeligibletoparticipate

intheUEBMI,theenrollmentrateofrural・urbanmigrantsinthisschemeislow.Oneofthe

reasonsisthatthefirmsthatemploythemigrantsdonotprefertopayfortheirmedicalinsurance

premiums.Thus,thereisadisparityinmedicalinsuranceparticipationbetweentheruralandurban

registrationsystems.Moreover,theimplementationofmedicalinsurancesystemsvariesby

employmentsectors.Forexample,theregulationsoftheUEBMImandatethatemployersmustpay

themedicalinsurancepremiums(amountingto6%ofthewagebill)fortheiremployees.However,

aspointedoutbyNakagane(2000)andMa(2014,2015),comparedwiththepublicsector,the

possibilitiesoffirmsnotpayingforemployees'medicalinsurancepremiumsmightbehigherinthe

privatesectorasitseekstogainmoreprofits.Consequently,participationinthepublicinsurance

medicalsystemmightdifferbytheindividual'ssectorofemployment.

Second,thegrowthinincomeinequalityisaccompaniedbydisparityinmedicalinsurance

participation.Inordertorectifythehealthcaredisparitiescausedbyincomeinequality,thepublic

medicalinsurancesystemindevelopedcountriessuchastheU.S.andJapanisimplementedasa

meansofincomeredistribution,andcoversthelow-incomegroupsaswell.However,inChina,the

mainpurposeofthepublicmedicalinsurancesystemreforms,whichhavebeeninstitutedsincethe

1990s,istoreducethefundingburdenonthegovernmentandstate-ownedenterprises(SOEs),and

mostoftheprivatemedicalinsurancecompaniesfocusonlyonthemiddle-andhigh-income

groups.Thus,itispossiblethatincomeinequalityinChinahasgivenrisetothedisparityin

medicalinsurancesystemparticipation.

Doestheparticipationineachkindofmedicalinsurancesystemdifferbyruralandurban

regions,orbytheownershiptypeoftheworksectors?Doesincomeaffectanindividual's

participationinthepublicmedicalinsurancesystems?Thisstudyattemptstoanswerthese
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questionsthroughanempiricalanalysisusingmicro-data.WeusethedataoftheChinaHealthand

RetirementLongitudinalStudyconductedin2011(CHARLS2011).

Thispaperisstructuredasfollows.Section2reviewsthepublicmedicalinsurancereformsin

Chinaandpreviousempiricalstudies.Section3describesthedata,models,andanalyticalmethods.

Section4analyzestheparticipationinChina'smedicalinsurancesystemsviastatisticalanalysis.

Section5presentstheresultsofthequantitativeanalysis.Section6concludes.

2.BackgroundandLiteratureReview

2.1EconomicTransitionandPublicMedicalInsuranceSystemReformsinChina

Duringitsplannedeconomyperiod,theChinesegovernmentpromotedtheestablishmentand

implementationofasocialsecuritysystembasedonsocialistprinciples.Specifically,intheurban

regions,theLaborMedicalInsurance(LMI),whichcoveredtheworkersinSOEsorCollective-

ownedEnterprises(COEs),andtheGovernmentMedicalInsurance(GMI),whichcoveredthe

workersingovernmentorpublicorganizations(ShiyeDanwei;e.g.,schools,hospitals,andresearch

institutes),wereintroducedinthe1950s.Thesemedicalinsurancesystemsalsocoveredemployees'

familymembers.Inaddition,intheruralregions,theCooperativeMedicalSystem(CMS),a

communitymutualassistancesystem,waspromotedalongwiththedisseminationofPeople's

Communes―anadministrativeleveloftheCommunistPartyintheruralregions―inthe1960s,

whichoperatedandmanagedtheCMS.BecausetheLMI,GMI,andCMScoveredtheentire

populationinChina,itcanbesaidthattheuniversalhealthcaresystemwasestablishedinthe

plannedeconomyperiod.

Since1978,however,theChinesegovernmenthasbeentransformingitselffrom aclosed

centralizedplannedeconomytoanopenmarketeconomy.China'spublicmedicalinsurance

systemsunderwentsignificantchangesaspartofthistransition.First,inordertoreducethe

financialburdenonthegovernmentandpublicsector,thepublicmedicalinsurancesystemswere

reformedintheurbanregions.Specifically,theLMIwasabolished,andtheUEBMIwas

introducedbythegovernmentin1998.BasedontheregulationsoftheUEBMI,theparticipants

includedemployeeswhoworkedineitherthepublicortheprivatesector,includingindividual

firms.BecausetheUEBMIdoesnotcovernon-workers,asectionofunemployedindividualswith

urbanregistrationsdidnotfallundertheambitofthepublicmedicalinsurancesystemintheurban

regions.Todealwiththisproblem,theURBMIwaspromulgatedin2007.

Second,intheruralregions,theCMSenrollmentratesdecreaseddramatically(from90%in

1981tomerely5% inthe1990s)alongsidetheimplementationofthe"HouseholdContract

ProductionSystem"(JiatingLiangchanChengbaoZerenzhi).Thiswascausedbythedramatic

reductioninthenumberofPeople'sCommunes(Liuetal.1995,WagstaffandLinedelow2008,

Chengetal.2015).Moreover,sincethe1990s,theChinesegovernmenthasbeenenforcingmajor
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healthcarereformsbyconvertingChinesehealthcareservicesystemsfromtheplannedeconomy

systemtothemarketeconomysystem.Thus,thetotalhealthcareandout-of-pockethealthcare

expenditureshaveincreasedsubstantially.Asaresult,thereisapossibilityofpeoplewithserious

illnessesfallingintopoverty―notonlydothesepatientshavetopayforthemselvesbuttheyalso

needtopaymoreforhealthcare.Therefore,theinequalityinhealthcareutilizationcausedby

incomegapbecameaseriousproblemintheruralregions.Toaddressthissocialproblem,the

Chinesegovernmentintroducedanewpublichealthinsurancescheme―theNCMS―intherural

regionsin2003.TheNCMScoverstheentirepopulationwithruralregistrations.Although

enrollmentintotheNCMSisvoluntary,participationintheschemewaspromotedbythecentral

andlocalgovernments.

Third,toreducethedisparityinpublicmedicalinsurancesystemsbetweentheruralandurban

regions,since2006,thegovernmenthaspromotedanewmedicalinsurancesystem,whichisa

combinationoftheURBMIandtheNCMS.ThissystemiscalledtheUrbanandRuralResident

BasicMedicalInsurance(URRBMI)system.However,itscoveragerateiscurrentlylow.

Inaddition,alongwiththeSOEownershipreforms,publicinsurancecompanieswerepermitted

toestablishPMIasanewgood.Atthesametime,theprivateinsurancecompanieshavebeen

maturingsincethe1990s.ParticipationinthePMIisvoluntary.

Thepublicmedicalinsurancesystemreformsmeanthatthepopulationwithurbanregistrations

iscoveredbyeithertheUEBMIortheURBMI,andthatwithruralregistrationsiscoveredbythe

NCMS.Thus,itiscanbesaidthat"UniversalMedicalInsurance"wasarealityinChinaduringthe

economictransitionperiod.However,itshouldbenotedthatparticipationintheURBMIorthe

NCMSisvoluntary,whereasenrollmentintheUEBMIiscompulsory.Inaddition,althoughthese

publicmedicalinsuranceprogramsarefundedbythegovernment,theparticipantshavetopaya

portionofthemedicalinsurancepremiums.Themedicalinsurancepremiums,paymentsystems,

andinsurancefundsdifferamongtheUEBMI,URBMI,andNCMS(seeTable1).Becausethe

insurancefundsareinsufficientfortheNCMSandtheURBMI,theproportionofpaymentaccounts

islowerforthemcomparedtotheUEBMIandtheGMI.Moreover,eventhoughthepatients

participateintheNCMSandtheURBMI,themajorityofhealthcareexpendituresarepaidforby

thepatientsthemselves.Thus,itisassumedthatthelowerproportionofpayments(orthehigher

proportionofout-of-pockethealthcareexpenditures)fortheURBMIandtheNCMSmightaffect

theirparticipationprobabilities.
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Table1MedicalInsuranceSystemTypesundertheEconomicTransitionPeriodinChina

PanelA:MedicalInsuranceSytemClassificationsinthePlannedEconomyPeriod(1949-1977)

Classifications Participants Premiums
Promulgated
Year

Public
Medical
Insurance

LMI theworkersandtheir
family members with
theurbanregistration

・Premiumspurchasedbythefirm:
6%oftotalwagebills
・Alloftheotherfeeswerepur-
chasedbythegovernment

1956

GMI 1960s

NCMS theindividualswiththe
ruralregistration

・fundsbythepeople'scommunes 1960s

Others MedicalAids thelow-incomegroup Exemptionsystem 1950s

PanelB:MedicalInsuranceSytemClassificationsintheEconomicTransitionPeriod(from1978untilnow)

Classifications Participants Premiums
Promulgated
Year

Public
Medical
Insurance

UEBMI theworkersinfirms ・Fixed-ratesystem
・Socialmedicalinsurancefund
andindividualaccountsystem
・Premiumspurchargedbythefirm:
7%oftotalwagebills
・Premiumspurchargedbytheindi-
vidual:3% oftheindividualbasic
wage

1998

GMI theworkersinpublic
organizations

・Feespurchargedbythegovern-
ment:operatingcostandmanage-
mentfee

1960s

ERBMI the non-workers with
theurbanregistration

・Premium purchasedbythegov-
ernment:differentbythelocalgov-
ernments
・Premiumpurchasedbytheindi-
vidual:differentbytheprovinces

2007

NCMS thefamilieswiththeru-
ralregistration

・premiumpurchargedbythecen-
tralgovernment:percapita380Yuan
yearlyin2015
・premiumpurchargedbytheindi-
vidual:percapita120Yuanyearlyin
2015

2003

Private
Medical
Insurance

Commercial Medical
Insurance

allpopulations Proportional-ratesystem 1990s

Others ・MedicalAids thelow-incomegroup Exemptionsystem 1950s

・EnterpriseReplenish-
mentMedicalInsurance

theworkersinfirms bythefirms 1980s

Source:Summariedbytheauthor.



2.2LiteratureReview

First,wereviewpreviousstudiesonthedeterminantsofparticipationinmedicalinsurancefrom

thedemandsideperspective.1) Wespecificallyrefertotheadverseselectionandliquidity

constraintshypotheses.Regardingtheadverseselectionhypothesisbasedonmicroeconomic

theory,thereexistsaninformationasymmetryproblemintheinsurancemarket.Forexample,the

insuredindividualoftenhasrelativelymoreinformationabouthishealthstatusthantheinsurer.

Whenanindividualinpoorhealthguessesthathewillhavetopaymoretowardhishealthcare

expenditureinthefuture,hetriestoavoidtheriskbyparticipatinginmedicalinsurance.Asa

result,theprobabilityofparticipationinmedicalinsuranceisrelativelyhigherforgroupsinpoor

healththanforthoseingoodhealth.Aspertheliquidityconstraintshypothesis,becausethe

insurancepremiumneedstobeafterconfirmingparticipationinmedicalinsurance,thepossibility

thattheindividualcannotpurchasetheinsurancepremiumishigherforthelow-incomegroupthan

thehigh-incomegroup,andthus,theprobabilityofparticipationinmedicalinsuranceislowerfor

thelow-incomegroup.

However,theestimatedresultsforthesetwohypothesisarenotconsistent.Forexample,some

empiricalstudiesontheU.S.,suchasWolfeandGoddeeris(1991)andShaeferetal.(2011),

analyzedtheprobabilityofchangingfromprivatemedicalinsurancetopublicmedicalinsurance.

Theyshowedthattheprobabilityofsuchachangeishigherforgroupswithlowincomeandpoor

health,andindicatedthattheestimatedresultssupportboththeliquidityconstraintsandadverse

selectionhypotheses.However,Maddenetal.(1995),Drehretal.(1996),Bogradetal.(1997),

SwartzandGarnick(2000),andLongandMarquis(2002)foundthatthehealthstatusdoesnot

affecttheparticipationprobabilityintheU.S.andthattheadverseselectionhypothesisisrejected.

Second,wereviewstudiesondevelopingcountries,excludingChina.Kimanietal.(2012)

conductedanempiricalstudyonKenya'spublicmedicalinsurancereformsandfoundthatthe

probabilityofparticipationinpublicmedicalinsuranceishigherforregularworkersthanforthose

workingintheinformalsector.Theirresultsindicatetheexistenceoftheliquidityconstraints

probleminKenya.Hofter(2006)andPardoandSchott(2012)analyzedthecaseofChileand

demonstratedthattheprobabilityofparticipationinpublicmedicalinsuranceishigherforthepoor,

healthy,low-income,lesseducated,andself-employedworkergroups.Moreover,theadverse

selectionandliquidityconstraintshypothesesarebothsupportedinthiscase.

Third,thenumberofempiricalstudiesonthisissueforChinaisscarce.Zhou(2002)analyzed

thedeterminantsofvoluntaryparticipationintheUEBMI(e.g.,sheconsideredtheself-employed

workers,andfree-workerswhocanadjusttheirworkhoursbythemselvesanddonotemployedby

firmsandorganizations).SheutilizeddatafromtheSocialChangeBasicSurvey(SCBS)conducted
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1)Regardingthebehaviorofparticipationinmedicalinsurance,itisnecessarytoconsiderthefactorsinfluencingboththe

supplyside(government,companies,andinsurancecompanies)andthedemandside(individuals).Owingtodata

limitations,thisstudyfocusesonthedemandsideonly.



bytheDevelopmentCenteratZhongshanUniversityin2000,andfoundthattheparticipation

probabilitiesarelowerforthepoor,healthy,youngergeneration,andunemployedworkers.Further,

shepointedoutthatboththeadverseselectionandliquidityconstraintshypothesesaresupported.

Linetal.(2009)analyzedtheprobabilityofparticipationintheURBMIusingthedataofasurvey

conductedbyPekingUniversityin2008.Theirfindingsshowthattherelationshipbetweenincome

andparticipationprobabilityisU-shaped(thismeansthatcomparedtothemiddle-incomegroup,

theparticipationprobabilityisrelativelyhigherforthelow-andhigh-incomegroups)andthatthe

participationprobabilityishigherforthegroupthatsufferedfromachronicdiseaseinthepast

year.Thus,theyshowedthattheadversehypothesisissupported,andtheliquidityconstraints

hypothesisispartlysupported.Ma(2014)performedanempiricalstudyonthedeterminantsof

participationoflocalurbanresidentsintheUEBMIandthePMIusingdatafromtheChinese

HouseholdIncomeProjectSurvey(CHIPs)conductedin2008,andfoundthatboththeadverse

selectionandliquidityconstraintshypothesesaresupported.Inaddition,shepointedoutthat

comparedwiththepublicsector,theprobabilityofparticipationintheUEBMIwaslowerforthe

privatesector,COEs,privateenterprises,self-employedworkers,andnon-workersin2007.

Currently,thelackofempiricalevidenceonthedeterminantsofparticipationinpublicmedical

insuranceinChinafortheurbanandruralregionspreventsusfromcomprehendingthemechanism

ofparticipationbehavior.Particularly,thesignificantincomeinequalitybetweentheruraland

urbanregions,anddifferencesinthelifestyles,medicalfacilities,andpublicmedicalinsurance

programsmakeitlikelythatthedeterminantsofparticipationinmedicalinsurancesystemswill

varybyregion.Inaddition,theimplementationofpublicmedicalinsurancesystemsmightvaryby

employmentsectors,andthus,itisassumedthatthedeterminantsofparticipationinpublicmedical

insurancesystemsalsovarybyemploymentsectors.However,noneoftheempiricalstudiesfocus

onthesecomparisonsbetweenruralandurbanChina,andbetweenemploymentsectors.Thisstudy

aimstofillthisgaptoacertainextentusingthelatestsurveydata.

BasedonpreviousstudiesandChina'sspecialsituation,thisstudyteststhefollowingfour

hypotheses(H1,H2,H3,andH4):

H1:Participationinpublicmedicalinsurancesystemsdiffersbyruralandurbanregistrations

(segmentationbyregistrationsystemshypothesis).

H2:Participationinpublicmedicalinsurancesystemsdiffersbytheownershiptypesofthework

sectors(segmentationbyworksectorshypothesis).

H3:Participationinpublicmedicalinsurancesystemsdiffersbyincomegroups(liquidity

constraintshypothesis).

H4:Theadverseselectionproblemexistswhentheindividualdecidestoparticipateinpublic

medicalinsurancesystems(adverseselectionhypothesis).

TheestimatedresultsofH1andH2areparticularlyapplicableforChina;theseresultsareuseful

foranin-depthunderstandingoftheproblemsrelatedtothesocialsecuritysysteminthecountry.
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TheresultsoftheanalysesforH3andH4canbecomparedwiththoseofpreviousstudiesonthis

issuefordevelopedandotherdevelopingcountries.

3.MethodologyandData

3.1Model

Probitregressionmodels,expressedasequations(1)~(3),areutilizedtomeasuretheprobability

ofparticipationinthemedicalinsurancesystem.

Y
・
i・a・・Xi・ui (1)

Y
・
i・

・・・・・・・・・

1 if Y
・
i・0

0 if Y
・
i・0

(2)

P・Yi・1・・P・1・a・・Xi・ui・ (3)

Inequations(1)~(3),idenotesindividuals,P・Yi・1・indicatesthedependentvariable(which

isequalto1iftheindividualsubscribestopublicorprivatemedicalinsurance,and0otherwise),

Y
・
iisacontinuousbutunobservablelatentvariable(weonlyobservetheactualvariable,as

expressedinequation(3)),・isaconstant,anduiistherandomerrorterm.Xreferstothefactors

affectingparticipationbehavior,andtheindexvariablesofH1~H4inXareutilizedtotestthese

hypotheses.・referstotheestimatedparameters.If・ofthehypothesisindexisstatistically

significant,thehypothesisissupported.

3.2Data

Asstatedpreviously,datafromCHARLS2011areutilizedfortheanalysis.Thesurveywas

conductedbytheChinaCenterforEconomicResearch,PekingUniversity,inAugust2011.It

coversindividualsaged45yearsandoverandtheirfamilymembersinruralandurbanregions.The

totalsamplecomprises17,670individuals.Thesurveydataincludeinformationonparticipationin

themedicalinsurancesystems,healthstatus,householdincomeandconsumption,demographic

factors,healthbehavior,andemploymentstatus.Nationwidesamplesandsubsamples,namely,the

ruralgroup(thegroupwithruralregistrations)andtheurbangroup(thegroupwithurban

registrations),areutilizedintheanalysis.Theobjectsoftheanalysisinthisstudyareindividuals

aged40andover,includingworkersandnon-workersintheurbanandruralregions.

Intheparticipationprobabilityfunction,thedependentvariableisthebinaryvariable(equalto

1iftheindividualhasparticipatedinanymedicalinsurancesystem,and0otherwise).

―243―



BasedonCHARLS2011,themedicalinsurancesystemsareclassifiedintotencategories.They

are:1.UEBMI(UrbanEmployeeBasicMedicalInsurance),2.URBMI(UrbanResidentBasic

MedicalInsurance),3.NCMS(NewCooperativeMedicalScheme),4.URRMI(UrbanandRural

ResidentBasicMedicalInsurance),5.GMI(GovernmentMedicalInsurance),6.MA(Medical

Aid),7.PMI-1(PrivateMedicalInsurancepurchasedbyfirms),8.PMI-2(PrivateMedical

Insurancepurchasedbyindividuals),9.Others(othermedicalinsurancenotlistedabove),and10.

Noinsurance(i.e.,theindividualhasnotsubscribedtoanymedicalinsurance).

TotestH1~H4,theindependentvariablesareconstructedasfollows.First,thelocalurban

registrationdummyisconstructedbasedontwoquestions:"WhatisyourcurrentHukou

(registration)status?"and"WhatisthelocationofyourcurrentHukou?"Thisdummyvariable

takes1whentheanswersare"non-agriculture"and"provinceorcity,"and0otherwise.2Holding

theotherfactors(individualcharacteristics)constant,whenthecoefficientsoftheurbandummies

arestatisticallysignificant,participationprobabilitiesdifferbetweentheurbanandruralregistration

groups,andthus,H1(segmentationbyregistrationsystemshypothesis)issupported.2)

Second,weintroducethefollowingworksectordummies:1.Governmentorganization,Public

organization(Shiyedanwei),3.SOEs(including100%SOEsandstate-controlledenterprises),4.

COEs(including100% collective-ownedfirmsandcollective-controlledfirms),5.Private

enterprises(including100% privateenterprises,private-controlledenterprises,100% foreign-

ownedenterprises,jointventureenterprises,andotherjoint-ownershipenterprises),6.Individual

enterprises,3)and7.Others.

Asstatedearlier,theregulationsoftheUEBMImandatethatfirmsneedtopayaportionofthe

publicmedicalinsurancepremiumsfortheiremployees.Thus,thereshouldbenodisparities

betweenemploymentsectorswithdifferentownership.Ifotherfactorscomposedofindividual

characteristicsareheldconstant,whenthecoefficientsofownershipdummiesarestatistically

significant,theparticipationprobabilitiesvarybytheownershiptype,whichmightcausedisparities

amongtheworksectors.Therefore,H2(segmentationbyworksectorshypothesis)issupported.

Third,totestH3(liquidityconstraintshypothesis),theindexofliquidityconstraintsshouldbe

calculated.ThedataofCHARLS2011provideinformationonbothhouseholdincomeand

householdconsumptionforthepreviousyear.Consideringthepermanentincomeeffect,household

consumptionisabetterindexthantemporaryincome(informationonasingleyear'shousehold

incomecanbeobtainedfromthesurvey).Therefore,thetotalhouseholdconsumption,excluding

healthexpenditures,isutilizedastheindexofliquidityconstraints.Thehouseholdconsumption

variablesaredividedintofivegroups,oneeachforthefirsttothefifthquintile.Thefirstquintile
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2)InChina,theregistrationsystemismainlydividedintotwotypes:urbanregistrationandruralregistration.Mostofthe

individualswithruralregistrationsliveandworkinruralregions(villagesorthecountryside).Workerswithrural

registrationsworkinginurbanregions(provincesorcities)arecalled"migrants."

3)BasedonthefirmclassificationrulespublishedbytheChinesegovernment,"individualfirms"(theself-employedsector)

aredefinedassmallfirmswithlessthaneightemployeesorfirmsmadeupentirelyofself-employedworkersandunpaid

familymembers.



groupisthelowestincomegroup,andthefifth,thehighest.Whentheliquidityconstraintsproblem

exists,theparticipationprobabilityishigherforthehigh-incomegroupthanforthelow-income

group.Thus,theestimatedresultsofhouseholdincomearepositivelysignificant.

Fourth,toanalyzeH4(adverseselectionhypothesis),twoindicesareused.Thefirstindexis

chronicdiseaseinthepastyear'sdummyvariables4)(equals1whentheindividualsuffersfroma

chronicdisease,and0otherwise).Thechronicdiseasesconsideredinthisstudyare:1.

Hypertension,2.Dyslipidemia(elevationoflow-densitylipoprotein,triglycerides(TGs),andtotal

cholesterol,oralowhigh-densitylipoproteinlevel),3.Diabetesorhighbloodsugar,4.Canceror

malignanttumors(excludingminorskincancers),5.Chroniclungdiseasessuchaschronic

bronchitisandemphysema(excludingtumorsandcancer),6.Liverdisease(exceptfattyliver,

tumors,andcancer),7.Heartattack,coronaryheartdisease,angina,congestiveheartfailure,or

otherheartproblems,8.Stroke,9.Kidneydisease(exceptfortumorsorcancer),10.Stomachor

otherdigestivediseases(exceptfortumorsorcancer),11.Emotional,nervous,orpsychiatric

problems,12.Memory-relateddisease,13.Arthritisorrheumatism,and14.Asthma.Thesecond

oneisagecategory(age40-49,age50-59,age60-69,age70-79,age80andover)dummy

variables.

Fifth,itisthoughtthatotherfactors,suchaseducationandindividualcharacteristics,might

affecttheparticipationbehavior.Thus,weconstructdummiesforeducation,marriedrespondents,

children,andmale.Inaddition,becausebehaviorssuchassmokinganddrinkingcanaffecthealth

status,theymightinfluenceparticipationinthemedicalinsurancesystem.Thus,weintroduce

smokingstatusdummy(1.Hasnotsmokedinthepast,2.Hassmokedinthepastbutnotinthe

surveyyear,and3.Issmokinginthesurveyyear)anddrinkingfrequencydummy(1.Hasnot

drunkalcoholinthepast,2.Hasdrunkalcoholonceamonthinthesurveyyear,and3.Hasdrunk

alcoholmorethanonceamonthinsurveyyear).

Table2showssamplestatisticaldescriptionsbycountry,urbanregion,andruralregion.

Excludingthemissingvalues,thetotalsampleutilizedfortheeconometricanalysishas16,778

observations,3,763fortheurbangroupand13,015fortheruralgroup.

4.Results:ParticipationinMedicalInsuranceSystemsinChina

4.1OverallRateofParticipationinMedicalInsuranceSystems

TheratesofparticipationinmedicalinsurancesystemsforthewholeofChina,theruralgroup,

andtheurbangroupareshowninTable3.
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4)Previousstudieshaveusedbothchronicdiseaseandself-reportedhealthstatusasindexesofadverseselection.Chronic

diseasedummiesareusedinthisstudyfortworeasons.First,thenumberofrespondentswhoansweredthequestionson

self-reportedhealthstatusissmallerthanthosewhorespondedtothequestionsonchronicdisease.Second,theanalysis

isalsoperformedusingtheself-reportedhealthstatus,andtheresultsaresimilartothoseestimatedusingthechronic

diseasedummyvariables.
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Table2StatisticalDescriptions

National Urban Rural

Mean S.D. Mean S.D. Mean S.D.

Urban 22.4% 41.7%

ChronicDiseases

Hypertension 24.6% 43.1% 32.0% 46.7% 22.4% 41.7%

Dyslipidemia 9.2% 28.9% 17.2% 37.8% 6.9% 25.3%

Diabetesorhighbloodsugar 5.7% 23.2% 10.0% 30.0% 4.5% 20.6%

Cancerormalignanttumor 1.0% 10.0% 1.3% 11.5% 0.9% 9.6%

Chroniclungdiseases 10.2% 30.2% 9.9% 29.9% 10.2% 30.3%

Liverdisease 3.9% 19.4% 4.3% 20.4% 3.8% 19.1%

Heartdisease 12.1% 32.6% 18.4% 38.8% 10.2% 30.3%

Stroke 2.3% 15.1% 3.2% 17.7% 2.1% 14.2%

Kidneydisease 6.4% 24.4% 6.5% 24.6% 6.3% 24.4%

Stomachorotherdigestivedisease 22.3% 41.7% 17.7% 38.1% 23.7% 42.5%

Emotional,nervous,orpsychiatricproblems 1.3% 11.3% 1.1% 10.4% 1.4% 11.6%

Memory-relateddisease 1.5% 12.0% 2.2% 14.6% 1.3% 11.2%

Arthritisorrheumatism 33.2% 47.1% 25.8% 43.7% 35.4% 47.8%

Asthma 3.6% 18.6% 3.5% 18.3% 3.6% 18.7%

AgeCategories

Age40-49 21.4% 41.0% 19.6% 39.7% 21.9% 41.3%

Age50-59 34.5% 47.5% 32.7% 46.9% 35.0% 47.7%

Age60-69 27.3% 44.6% 27.8% 44.8% 27.2% 44.5%

Age70-79 13.0% 33.6% 15.8% 36.5% 12.1% 32.7%

Age80andover 3.8% 19.2% 4.0% 19.6% 3.8% 19.0%

IncomeCategories

Firstquintile 19.5% 39.6% 18.5% 38.8% 19.8% 39.8%

Secondquintile 19.8% 39.9% 17.9% 38.3% 20.4% 40.3%

Thirdquintile 20.5% 40.3% 11.8% 32.3% 23.0% 42.1%

Fourthquintile 20.5% 40.4% 26.3% 44.0% 18.8% 39.1%

Fifthquintile 19.7% 39.8% 25.5% 43.6% 18.1% 38.5%

EducationCategories

Noformaleducationilliterate 27.7% 44.8% 9.5% 29.4% 33.0% 47.0%

Didnotfinishprimaryschool 17.9% 38.3% 9.6% 29.5% 20.3% 40.2%

Primaryschool 21.4% 41.0% 17.2% 37.8% 22.6% 41.8%

Juniorhighschool 20.4% 40.3% 27.9% 44.8% 18.3% 38.6%

seniorhighschool 10.1% 30.2% 25.8% 43.7% 5.6% 23.0%

Collegeandover 2.4% 15.4% 9.9% 29.9% 0.3% 5.1%

IndividiualCharacteristics

Married 87.1% 33.5% 88.1% 32.4% 86.9% 33.8%

Male 46.3% 49.9% 50.2% 50.0% 45.3% 49.8%

Childnumbers 0.68 1.28 0.60 1.13 0.71 1.33

HealthBehaviour

Nosmoking 62.7% 48.4% 63.8% 48.1% 62.3% 48.5%

Smokinginthepast 8.4% 27.8% 10.7% 30.9% 7.8% 26.8%

Smokingnow 28.9% 45.3% 25.5% 43.6% 29.9% 45.8%

Nodrinking 68.1% 46.6% 68.0% 46.7% 68.2% 46.6%

Drinkingonceamonth 7.7% 26.6% 8.2% 27.5% 7.5% 26.3%

Drinkmorethanonceamonth 24.2% 42.8% 23.8% 42.6% 24.3% 42.9%

No.ofobservations 16,778 3,763 13,015

Source:CalculatedbasedonCHARLS2011.



First,theoverallrateofparticipationinpublicmedicalinsurance(includingparticipationinthe

UEBMI,URBMI,NCMS,GMI,orMA)is90%,andtheproportionofnon-participation(i.e.,the

respondentssubscribetononeoftheabove-mentionedmedicalinsurancesystems)isonly6.7%.

Thus,itcanbesaidthatChinaachievedalmostuniversalmedicalinsuranceparticipationin2011

(thesurveyyear).

Moreover,therateofparticipationintheNCMSisthehighest(72.3%)forthewholeofChina

owingtothehighproportionofthepopulationwitharuralregistration.Itshouldbenotedthat

althoughthepercentageofpopulationinurbanregionwasnearly50%in2011,theparticipation

rateintheNCMSwas72.3%,whichishigherthanthepercentageofpopulationinruralregion.

Thisindicatesthatasectionoftherural・urbanmigrants5)havenotbeencoveredbytheurbanpublic

medicalinsurancesystems(e.g.,UEBMIandURBMI),andthatthepublicmedicalinsurance

systemsaresegmentedbytheurbanandruralregistrationsystems.

Second,theparticipationrateinpublicmedicalinsurancediffersbetweentheurbanandrural

regions;specifically,theproportionofparticipationintheNCMS(89.5%)isthehighestforthe

groupwithruralregistrations,whereasthatintheUEBMI(43.7%)isthehighestforthegroupwith

urbanregistrations.
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Table3OverallRateofParticipationinMedicalInsuranceSystemsinChina

Nation Urban Rural

MedicalInsuranceCategories Num. % Num. % Num. %

1.UEBMI 1,772 10.2 1,690 43.7 82 0.6

2.URBMI 740 4.3 647 16.7 93 0.7

3.NCMS 12,568 72.3 471 12.2 12,097 89.5

4.URRBMI 212 1.2 93 2.4 119 0.9

5.GMI 352 2.0 324 8.4 28 0.2

6.MA 14 0.1 7 0.2 7 0.1

7.PMI(1) 117 0.7 75 1.9 42 0.3

8.PMI(2) 314 1.8 122 3.2 192 1.4

9.Others 130 0.7 46 1.2 84 0.6

10.Noinsurance 1,162 6.7 396 10.2 766 5.7

Total 17,381 100.0 3,871 100.0 13,510 100.0

Source:CalculatedbasedonCHARLS2011.
Note:UEBMI:UrbanEmployeeBasicMedicalInsurance

URBMI:UrbanResidentBasicMedicalInsurance
NCMS:NewCooperativeMedicalScheme
URRBMI:UrbanandRuralResidentBasicMedicalInsurance
GMI:GovernmentMedicalInsurance
MA:MedicalAid
PMI(1):PrivateMedicalInsurance(purchasedbyfirms)
PMI(2):PrivateMedicalInsurance(purchasedbyindividuals)
Others:Othermedicalinsurance

5)Here,"migrant"isdefinedasaworkerwhoownsaruralregistrationandworksinanurbanregioninChina.



4.2RateofParticipationinPublicMedicalInsuranceSystemsbyGroups

TheparticipationrateinthemedicalinsurancesystemsbygroupsappearsinTable4.

First,weanalyzetheparticipationratebyincomegroups.Fortheurbangroup,theparticipation

rateinthepublicmedicalinsurancesystemsisgreaterforthehigh-incomesubgroup(UEBMI:

51.3%,URBMI:15.9%).Incontrast,intheruralgroup,theparticipationrateinthepublicmedical

insurance(NCMS)ismarginallylowerforthehigh-incomesubgroup(87.5%)comparedtothe

low-incomesubgroup(89.0%)andmiddle-incomesubgroup(90.7%).Theseresultsindicatethat

theeffectsofhouseholdincomeonparticipationdifferbytheruralandurbangroups.

Second,weconsidertheeffectofhealthstatusonparticipationinpublicmedicalinsurance

systems.Inboththeurbanandruralgroups,theparticipationrateisgreaterforgroupsthat

indicatedtheirhealthstatusasbeing"Fair"thanforthosewhoanswered"Good"and"Poor."For

example,intheurbanregions,theparticipationrateintheUEBMIis47.8%forthe"Fair"group,

whichisgreaterthanthatforthe"Good"group(23.5%).Moreover,theparticipationrateinthe

NCMSis89.2%forthe"Fair"group,whichexceedsthatforthe"Good"group(82.7%).6)

Third,comparedtotherelativelyyoungergroup(groupsaged40・49and50・59),the

participationrateinpublicmedicalinsurance(UEBMIorNCMS)isgreaterfortheelderlygroup

(aged60andover).Forexample,theparticipationrateintheUEBMIis46.1%fortheelderly

group,whichexceedsthatfortheyoungergroupintheurbanregions,whiletheparticipationrate

intheUEBMIis90.8%fortheelderlygroup,whichisgreaterthanthatfortheyoungergroupsin

theruralregions.

5.ResultsoftheEconometricAnalysis

Tables5and6presenttheprobabilitiesofparticipationintheUEBMI,theNCMSandURBMI,

respectively.TheresultsofthehypothesestestsaresummarizedinTable7.

WeusetheresultsoftheurbanandworksectordummiesfromTable5totestH1andH2.In

addition,becauseparticipationintheNCMSandURBMIisvoluntary,theresultsseeninTable6

areusedtotestH3andH4.

First,theprobabilityofparticipationinpublicmedicalinsurancesystemsdiffersbyruraland

urbangroups;specifically,theparticipationprobabilitiesintheUEBMI(Table5)are28.8~59.9%

higherfortheurbangroup.Thus,H1(segmentationbyregistrationsystemshypothesis)is

supported.

Second,comparedwiththegovernmentgroup,theprobabilityofparticipationintheUEBMI
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6)AlthoughthetotalCHARLS2011samplecomprises17,670observations,only8,866respondentsansweredthequestions

onself-reportedhealth.Thus,thepercentageofpeoplereporting"Noinsurance"fortheurbangroupisnotconsistentwith

thecalculatedresultsshowninTable3.Inresponsetothesamplebiasproblem,thechronicdiseasedummyisutilized

astheindexofhealthstatustotestthehypothesesinthefollowinganalysis.
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Table4RateofParticipationinMedicalInsuranceSystemsbyGroups

PanelA:byincomegroups unit:%

Urban Rural

MedicalInsuranceCategories Low Middle High Low Middle High

1.UEBMI 48.6 44.5 51.3 0.9 0.7 0.9

2.URBMI 14.9 14.9 15.9 0.5 0.4 0.7

3.NCMS 9.8 8.6 7.4 89.0 90.7 87.5

4.URRBMI 1.5 1.8 1.7 1.1 1.5 1.3

5.GMI 5.9 9.7 6.4 0.2 0.4 0.1

6.MA 0.3 0.2 0.0 0.1 0.1 0.0

7.PMI(1) 5.1 2.0 0.5 0.6 0.4 0.1

8.PMI(2) 4.4 3.8 3.6 1.1 0.7 1.5

9.Others 0.5 1.4 1.0 1.1 0.4 0.7

10.Noinsurance 9.0 13.1 12.4 5.6 4.9 7.4

Total 100.0 100.0 100.0 100.0 100.0 100.0

Source:CalculatedbasedonCHARLS2011.

PanelB:byself-healthstatusgroups unit:%

Urban Rural

MedicalInsuranceCategories Good Fair Poor Good Fair Poor

1.UEBMI 23.5 47.8 7.5 4.0 0.8 6.1

2.URBMI 9.1 15.4 5.0 1.5 0.7 3.7

3.NCMS 45.5 13.3 75.6 82.7 89.2 79.3

4.URRBMI 1.4 1.5 1.6 0.7 1.1 1.4

5.GMI 5.4 7.5 1.2 0.9 0.1 1.1

6.MA 0.1 0.0 0.1 0.1 0.0 0.1

7.PMI(1) 2.2 1.2 0.6 1.1 0.3 0.5

8.PMI(2) 2.6 3.3 1.5 1.8 1.5 1.4

9.Others 1.0 1.3 0.8 0.6 0.5 0.7

10.Noinsurance 9.1 8.7 6.2 6.8 5.7 5.9

Total 100.0 100.0 100.0 100.0 100.0 100.0

Source:CalculatedbasedonCHARLS2011.

PanelC:byagegroups unit:%

Urban Rural

MedicalInsuranceCategories 40~49 50~59 60andover 40~49 50~59 60andover

1.UEBMI 39.7 42.6 46.1 0.6 0.6 0.6

2.URBMI 17.7 17.8 15.6 0.6 0.8 0.7

3.NCMS 14.5 13.7 10.2 87.9 89.1 90.8

4.URRBMI 2.2 2.5 2.4 0.8 0.8 1.0

5.GMI 3.5 6.2 11.9 0.1 0.3 0.2

6.MA 0.0 0.2 0.3 0.1 0.0 0.1

7.PMI(1) 2.0 1.7 2.1 0.6 0.3 0.2

8.PMI(2) 6.8 3.5 1.4 2.9 1.8 0.3

9.Others 0.9 0.9 1.5 0.7 0.8 0.4

10.Noinsurance 12.7 11.0 8.7 5.7 5.6 5.7

Total 100.0 100.0 100.0 100.0 100.0 100.0

Source:CalculatedbasedonCHARLS2011.
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Table5ResultsofParticipationProbabilitiesintheUEBMI

Estimation(1) Estimation(2)
coef. z-value df/dx coef. z-value df/dx

Urban 1.678*** 22.26 0.599 1.179*** 5.58 0.288
ChronicDiseases
Hypertension 0.142* 1.93 0.052 -0.063 -0.29 -0.010
Dyslipidemia 0.375*** 3.77 0.130 1.030** 2.34 0.095
Diabetesorhighbloodsugar 0.170 1.42 0.061 1.021 1.54 0.085
Cancerormalignanttumor 0.639* 1.76 0.198 0.661 0.54 0.066
Chroniclungdiseases -0.046 -0.41 -0.017 0.156 0.43 0.022
Liverdisease 0.171 1.08 0.061 -0.347 -0.76 -0.068
Heartdisease 0.091 0.97 0.033 -0.009 -0.03 -0.001
Stroke 0.156 0.80 0.056 (omitted)
Kidneydisease 0.170 1.25 0.061 -0.066 -0.17 -0.011
Stomachorotherdigestivedisease -0.014 -0.17 -0.005 0.470* 1.88 0.059
Emotional,nervous,orpsychiatricproblems -0.475 -1.58 -0.185 (omitted)
Memory-relateddisease -0.011 -0.05 -0.004 -0.999 -0.75 -0.272
Arthritisorrheumatism -0.216*** -3.00 -0.081 -0.557*** -2.60 -0.112
Asthma -0.185 -1.09 -0.070 0.867 0.85 0.076
AgeCategories(Age40-49)
Age50-59 0.214** 2.56 0.078 -0.009 -0.05 -0.001
Age60-69 0.564*** 5.87 0.194 -0.176 -0.60 -0.031
Age70-79 0.839*** 7.03 0.263 -0.228 -0.43 -0.042
Age80andover 0.683*** 3.61 0.211 -0.078 -0.07 -0.013
IncomeCategories(Firstquintile)
Secondquintile -0.054 -0.57 -0.020 -0.318 -1.14 -0.058
Thirdquintile -0.138 -1.26 -0.052 -0.198 -0.67 -0.035
Fourthquintile -0.148 -1.57 -0.056 -0.321 -1.19 -0.057
Fifthquintile -0.129 -1.37 -0.048 -0.233 -0.85 -0.040

OwnershipCategories
(Governmentorganization)

Publicorganization 0.237 0.60 0.035
State-ownedenterprise -0.249 -0.65 -0.044
Collective-ownedenterprise -0.007 -0.01 -0.001
Privatefirm -0.220 -0.56 -0.039
Self-emloyment -1.730*** -4.60 -0.490
Others -1.352*** -3.34 -0.387
EducationCategories
(Noformaleducationilliterate)
Didnotfinishprimaryschool 0.414*** 3.27 0.141 0.816* 1.61 0.078
Primaryschool 0.650*** 5.50 0.214 0.478 1.04 0.058
Juniorhighschool 1.169*** 9.91 0.361 1.179*** 2.72 0.133
Seniorhighschool 1.440*** 11.46 0.410 1.409*** 3.16 0.186
Collegeandover 2.082*** 11.01 0.410 1.374*** 2.79 0.134
IndividiualCharacteristics
Married 0.390*** 3.56 0.150 0.517 1.51 0.110
Male 0.029 0.34 0.011 -0.135 -0.61 -0.021
Childnumbers 0.019 0.60 0.007 0.296** 2.48 0.047
HealthBehaviour
Smoking(nosmoking)
Smokingnow -0.093 -1.05 -0.035 -0.238 -1.05 -0.040
Smokinginthepast -0.078 -0.65 -0.029 -0.027 -0.08 -0.004
Drinking(nodrinking)
Drinkingonceamonth 0.197* 1.63 0.070 0.098 0.37 0.015
Drinkmorethanonceamonth 0.304*** 3.61 0.109 0.610*** 2.83 0.087
Constants -2.578*** -14.29 -0.955 -1.49
No.ofobservations 2940 715
Loglikelihood -1098.122 -171.456
PseudoR2 0.437 0.521

Source:CalculatedbasedonCHARLS2011.
Note:*,**,***:statisticalsignificantin10%,5%,1% level.
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Table6ResultsofParticipationProbabilitiesintheNCMSandURBMI

NCMS URBMI

coef. z-value df/dx coef. z-value df/dx

ChronicDiseases

Hypertension 0.090* 1.87 0.010 0.176* 1.82 0.065

Dyslipidemia 0.132 1.54 0.013 0.263** 1.97 0.095

Diabetesorhighbloodsugar 0.034 0.35 0.004 0.018 0.11 0.007

Cancerormalignanttumor 0.519* 1.84 0.038 0.352 0.75 0.122

Chroniclungdiseases -0.014 -0.21 -0.002 0.019 0.13 0.007

Liverdisease 0.032 0.32 0.003 0.200 0.90 0.072

Heartdisease -0.014 -0.23 -0.002 0.282** 2.33 0.102

Stroke -0.081 -0.64 -0.010 0.117 0.45 0.043

Kidneydisease 0.114 1.37 0.012 0.207 1.22 0.075

Stomachorotherdigestivedisease 0.103** 2.23 0.011 0.033 0.30 0.012

Emotional,nervous,orpsychiatricproblems 0.061 0.37 0.006 -0.520 -1.47 -0.204

Memory-relateddisease 0.006 0.04 0.001 -0.135 -0.45 -0.052

Arthritisorrheumatism 0.028 0.69 0.003 0.050 0.54 0.019

Asthma -0.111 -1.14 -0.013 -0.246 -1.07 -0.095

AgeCategories(Age40-49)

Age50-59 0.039 0.77 0.004 0.093 0.83 0.035

Age60-69 0.181*** 3.12 0.019 0.200 1.55 0.073

Age70-79 -0.014 -0.20 -0.002 0.108 0.67 0.040

Age80andover 0.040 0.39 0.004 0.267 1.12 0.095

IncomeCategories(Firstquintile)

Secondquintile 0.029 0.49 0.003 0.019 0.14 0.007

Thirdquintile 0.109* 1.86 0.012 0.157 0.96 0.058

Fourthquintile 0.043 0.69 0.005 0.063 0.49 0.023

Fifthquintile -0.064 -1.09 -0.007 0.056 0.42 0.021

EducationCategories

(Noformaleducationilliterate)

Didnotfinishprimaryschool 0.020 0.36 0.002 0.031 0.20 0.011

Primaryschool 0.005 0.09 0.001 0.133 0.92 0.049

Juniorhighschool 0.101 1.56 0.011 0.234* 1.64 0.086

Seniorhighschool 0.033 0.36 0.004 0.221 1.44 0.080

Collegeandover 0.162 0.34 0.016 0.138 0.49 0.050

IndividiualCharacteristics

Married 0.400*** 6.37 0.056 0.032 0.24 0.012

Male 0.003 0.06 0.000 -0.314*** -2.64 -0.118

Childnumbers 0.014 0.83 0.002 -0.032 -0.75 -0.012

HealthBehaviour

Smoking(nosmoking)

Smokingnow 0.025 0.46 0.003 -0.038 -0.31 -0.014

Smokinginthepast -0.033 -0.43 -0.004 0.140 0.85 0.051

Drinking(nodrinking)

Drinkingonceamonth -0.008 -0.11 -0.001 0.318* 1.86 0.112

Drinkmorethanonceamonth -0.013 -0.26 -0.001 0.351*** 2.92 0.125

Constants 1.058*** 11.37 -0.107 -0.48

No.ofobservations 12593 1041

Loglikelihood -2716.170 -654.409

PseudoR2 0.022 0.044

Source:CalculatedbasedonCHARLS2011.
Note:*,**,***:statisticalsignificantin10%,5%,1%level.



(Table5)is49.0%lowerfortheself-employedworkergroup,38.7%lowerfortheotherwork

sectorgroups.However,thedifferentialsamonggovernmentorganizations,publicorganizations

(Shiyedanwei),SOEs,COEs,andprivatefirmsarenotstatisticallysignificant.Theresultsshow

thatalthoughdisparitiesinparticipationbetweentheownershiptypesintheformalsectorhave

reduced,theycontinuetoexistbetweentheformalandinformalsectors.Asaresult,H2

(segmentationbyemploymentsectorshypothesis)issupported.Inthisregard,policiestopromote

self-employedworkers'participationintheUEBMIshouldbeconsideredbythegovernment.

Third,basedontheresultsshownTable6(fortheNCMSandtheURBMI),theresultsof

householdconsumptionquintilesarestatisticallyinsignificant.Therefore,H3(liquidityconstraints

hypothesis)isrejected.

TheresultsofthetestforH3fortheUEBMIandtheNCMSarenotconsistentwiththoseof

Zhou(2002)andLinetal.(2009).Thisindicatesthattheincreasedgovernmentassistanceinthe

publicmedicalinsurancesystem andtheenforcementofparticipationinthesystem bythe

governmenthelpedreducethedisparitiesinparticipationcausedbyincomeinequality.

Fourth,considertheresultsofthetwoindicesofH4(adverseselectionhypothesis).Compared

withthegroupwithoutchronicdiseases,theparticipationprobabilitiesintheNCMSare1.1%

higherforthesubgroupswithstomachorotherdigestivediseases(exceptfortumorsorcancers).

TheparticipationprobabilitiesintheURBMIare9.5%,10.2% higherforthesubgroupswith

dyslipidemia(elevationoflow-densitylipoprotein,TGs,andtotalcholesterol,oralowhigh-density

lipoproteinlevel),andheartattack,coronaryheartdisease,angina,congestiveheartfailure,orother

heartproblems.

Further,inmostcases,comparedwiththeyoungergroup(aged40~49),theparticipation

probabilitiesinmedicalinsurancesystemsarehigherfortheelderlygroups.Forexample,the

participationprobabilityintheNCMSis1.9%forthegroupaged60~69.Alltheseresultssupport

H4(adverseselectionhypothesis).Theseestimatedresultsareconsistentwiththefindingsof

previousstudies(Zhou2002,Linetal.2009,Ma2014).

Fifth,weconsidertheeffectsofindividualcharacteristics.Comparedwiththegroupwiththe

lowesteducation,theparticipationprobabilitiesintheUEBMIare13.3~36.1% (juniorhigh

school),18.6~41.0%(seniorhighschool),13.4~41.0%(collegeandover)higherforthegroups

withmiddle-andhigh-leveleducation.However,thedifferentialsoftheparticipationprobabilities

intheNCMSandtheURBMIbetweentheseeducationgroupsarelower(Table7).

Additionally,comparedwiththeunmarriedgroup,theprobabilitiesofparticipationinthe

UEBMIandtheNCMSare15.0%higherand5.6%higherforthemarriedgroup,respectively.In

contrast,thedifferentialsofparticipationintheURBMIbetweentheunmarriedandmarriedgroups

arestatisticallyinsignificant.

Next,thegendergapsinparticipationprobabilitiesdifferbythetypeofmedicalinsurance

system.Forexample,theparticipationprobabilityintheURBMIis11.8%lowerformalesthanfor
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females,whereasthegendergapsintheparticipationprobabilitiesintheUEBMIandtheNCMS

arestatisticallyinsignificant.

Comparedwiththegroupwithoutachild,theprobabilitiesofparticipationintheUEBMIare

higherforthegroupwithchildren.Ifthenumberofchildrenincreasesbyone,theprobabilityof

participationintheUEBMIwillriseby4.7%.Incontrast,theeffectofthenumberofchildrenon

participationintheNCMSandtheURBMIarenotstatisticallysignificant.

Theresultsforallsmokingbehaviordummiesarenotstatisticallysignificant.However,drinking

behavioraffectstheparticipationprobability.

Specifically,theprobabilityofparticipationintheUEBMIandtheURBMIis8.7~10.9%higher

and12.5%higherforthegroupthatdrankmorethanonceamonth,respectively.

6.Conclusions

China'srapidlyagingpopulationcausedthegovernmenttointroducereformsinthepublicmedical

insurancesysteminthe1990s.Bytheendofthe2000s,theUEBMI,URBMI,andNCMSwere

implemented,coveringtheentirepopulationofChina.Thus,itcanbesaidthat"UniversalMedical

Insurance"wasestablishedinChinaduringtheeconomictransitionperiod.UsingCHARLS2011

surveydata,weconductedanempiricalanalysistotestfourhypotheses,toverifythedeterminants

ofparticipationinthepublicmedicalinsurancesystems.Severalmajorconclusionsemerged.

First,wenotedifferencesinparticipationprobabilitiesbetweentheruralandurbangroups,and

thus,H1(segmentationbyregistrationsystemshypothesis)issupported.Forexample,the

probabilityofparticipationintheUEBMIis28.8~59.5%higherfortheurbangroupthanthatfor

theruralgroup.

Second,inthecaseofparticipationintheUEBMI,comparedwiththeworkerswithgovernment

jobs,theparticipationprobabilityislowerfortheself-employedworkergroup.However,the

differencesinparticipationbetweengovernmentorganizations,publicorganizations(Shiye

danwei),SOEs,COEs,andprivatefirmsarelower.Thesefindingssuggestthatalthoughthe

―253―

Table7SummaryofTestResultsofHypothesesH1~H4

H1 H2 H3 H4

UEBMI ○ ○ - -

NCMS - - × ○

URBMI - - × ○

Source:Summariedbytheauthor.
Note:1.○:hypothesisissupported,×:hypothesisisrejected

-:estimatedresultsdon'tbeutilizedtotesthypothesis
2.H1:segmentationbyredistrationsystemshypothesis
H2:segmentationbyworksectorshypothesis
H3:liquidityconstrainthypothesis
H4:adverseselectionhepothesis



disparitiesinsystemimplementationbyworkplaceownershiptypeintheformalsectorarelower,

theycontinuetoexistbetweentheformalandinformalsectors.Thus,H2(segmentationbywork

sectorshypothesis)issupported.

Third,theresultsofhouseholdconsumptionquantilesarestatisticallyinsignificant,andthus,H3

(liquidityconstraintshypothesis)isrejected.

Fourth,comparedwiththegroupwithoutchronicdiseases,theprobabilitiesofparticipationin

publicmedicalinsurancesystemsarehigherforthegroupwithchronicdiseases.Comparedwith

theyoungergroup,theprobabilitiesofparticipationinthemedicalinsurancesystemsarehigherfor

theelderlygroup.TheseresultssupportH4(adverseselectionhypothesis).

Finally,education,gender,anddrinkingbehavioralsoaffecttheparticipationprobabilities,

althoughtheseeffectsvarybytheruralandurbangroups.

Theestimatedresultsindicatethattheestablishmentandimplementationofthepublicmedical

insurancesystemsaresegmentedbytheruralandurbanregistrationsystems,aswellas

employmentsectors.Thefollowingpolicyimplicationscanbeconsidered.First,comparedwiththe

governmentworkergroup,theparticipationprobabilitiesarelowerfortheself-employed.Policies

topromoteparticipationofworkersintheinformalsectorintheUEBMIshouldbeconsideredby

thegovernment.

Second,werevealeddifferentialsinparticipationprobabilitybetweentheruralandurbangroups.

Thismightbecausedbythefactthatthepublicmedicalinsurancesystemsaresegmentedbythe

ruralandurbanregistrationsystems.Theproportionsofhealthcareexpendituresbornebypatients

themselvesarerelativelyhigherfortheparticipantsintheNCMSthanforthoseintheUEBMIand

theUREMI.Thismayleadtoinequalitiesinhealthcareserviceutilizationbetweentheruraland

urbangroups(Ma,2015,2016).Toaddressthisproblem,itisvitalthattheChinesegovernment

continuetopromoteparticipationintheNCMS,UEBMI,andURBMIinthelongterm.
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