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Introduction
• China
 A developing country with tremendous economic development in
the last 30 years.
 Economic success is the ever increasing social and economic
disparities, especially between urban and rural, coastal and inland
areas
 Ageing society and underdeveloped welfare system
--13.3 per cent of the Chinese population are aged 60 and over. This
proportion is expected to reach 35 per cent by 2053 (China National
Committee on Aging, 2012).
--less than a quarter of the elderly population have pension with
substantial gaps existing between urban and rural areas: two-thirds for
urban elderly vs. less than five per cent for rural elderly (Han and Wei,
2012).
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Introduction

• Social security process in China

(pension or old age

insurance)

Before 1978, social security provision differed between three types of
work units in China: state-owned, collective and private.

-- State-owned sectors: employees enjoyed a free cradle-to-grave

service (including lifelong wages, housing, medical care and other
provisions).
-- Collective sectors: the social security benefits varied from trade to
trade and from locality to locality, and were consistently lower and
more unstable than the state-owned sector.
-- Private sectors: No social security program.

Urban vs Rural areas:
Most state-owned enterprises were located in urban areas.
In rural areas, people’s communes provided basic guarantees including
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employment, income and old age security to rural labourers.

Introduction

• Social security process in China

(pension or old age

insurance)

After 1978, lifetime employment in the state-owned enterprises was
abolished. The people’s communes were dissolved.

-- State-owned sectors: civil servants or employees in institutional

units who were still fully covered by government budget; the rest
employees were introduced to the “enterprises responsibility system”.
-- Collective sectors: the social security lies with the individual farmers
for employment, income and old age security.
-- Private sectors: In urban areas, the basic social pension funds
expanded its coverage to all urban working population since 1999;
while low participation are found in rural areas.

Urban vs Rural areas:
66.3 per cent of urban elderly have pensions; while, only 7 per cent of
the rural population participated in the old age insurance scheme.
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Introduction
• Social security process in China

(medical

insurance)

Before 1978, most of the urban population was covered by either the
Government Insurance Scheme (GIS) or the Labour Insurance Scheme
(LIS). About 90 per cent of the rural population were in the Cooperative
Medical System (CMS)
--GIS: It covers the employees of government and state institutions,
and was fully financed by the central and local governments.
-- LIS: It was a work unit-based and funded medical programme
providing full or partial (50 per cent) coverage for the employees of
state or collective-owned enterprises and their family members.
--CMS: It provided coverage for 50-70 per cent of their medical
expenditures
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Introduction
• Social security process in China

(medical

insurance)

After 1978, the bankruptcy of a large number of state-owned enterprises
seriously affected the sustainability of the LIS. CMS became insolvent
due to the collapse of the rural collective economy.
--Basic Health Insurance Scheme (BHIS). It has extended coverage to
employees in the private sector and is jointly funded by the
government, employers (6 per cent) and employees (2 per cent). The
GIS has also been transferred into the BHIS but still receives full
funding from the government budgetary allocation (In 1998).
--CMSNCMS: It is funded by government subsidies (10 Yuan per
person annually from the central government, no less than 10 Yuan per
person per year from the local government) and individuals (10 Yuan
per person per year in central and western areas) (from 2003).
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Introduction

• Regional disparity of social security
 Fiscal decentralization and increased local financial autonomy
accompanying economic reform has leaded social security provision
varying between provinces.
-- The central government no longer sets uniform contribution rates
and benefits of social security for local governments, and social
security policy is implemented by the local governments themselves.
-- The level of economic development of each province influences the
quality and quantity of the social security resources.

 e.g. provinces in an advanced stage of open door policy had a negative
impact on the health insurance coverage in 1990s. Unemployment and
deregulation of state-owned enterprises and collective enterprises are
the main reasons for this phenomenon (Du, 2009).
 e.g. From 1999 to 2007, provinces with higher economic development,
greater financial capacity and administrative capacity of government,
and higher density of trade unions and taxation agencies provided
better BHIS coverage (Liu, 2011).
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Introduction
Aim of this research
1) We employ multilevel models to investigate social
security provision (pension and medical insurance)
among the elderly population within and between
provinces.
2) We also investigative older people’s subjective view
on the effectiveness of social security (sufficient
financial support and medical care), as this is an
important issue given the low pension and high
out-of-pocket expenditure on health care.

Data and method
Data
• Source: Macro level: Chinese Statistics Yearbook;
Micro-individual level: Chinese Longitudinal Healthy
Longevity Survey (2008)
• It randomly selected elderly persons in half of the
total number of counties and cities in the 23 provinces.
The survey areas covered 1.1 billion people, which is 85
per cent of the total population in China.
• 12,396 interviewees
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Data and method
Survey areas
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Data and methods
Macro level: province information
Indicators
Urban
Migrants
GDPper
Income
VATper
GovExpen
Fixedassest

unit (n=23)
Percentage of urban population (based on household register) (%)
Percentage of migrants (%)
GDP per capita (1,000 Yuan)
Mean income (1,000 Yuan)
Value added tax per capita
Government expenditure per capita (1,000 Yuan)
Fixed-asset investment per capita (1,000 Yuan)

PrivateCom

Percentage of private owned employees of the total employees (%)

StateCom
FandHCom
ForInvest
Stateown
SocSec
MedIns
Doctor
Hosp
Bed
UrbEng
RurEng

Percentage of state owned employees of the total employees (%)
Percentage of foreign and overseas Chinese employees of the total employees (%)
Share of foreign direct investment in fixed-asset investment (%)
Share of state-owned enterprises in fixed-asset investment (%)
Percentage of social security expenditure in revenue (%)
Percentage of medical insurance expenditure in revenue (%)
Number of doctors per 1,000 population
Number of hospitals per 10,000 population
Number of hospital beds per 1,000 population
Urban Engel's coefficient (%)
Rural Engel's coefficient (%)
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Data and methods
Micro level: individual information
Response
Social security
With pension
With medical insurance

Yes (20%); No (80%)
Yes (68.5%); No (32.5%)

Subjective effectiveness of social security
With enough financial support
With adequate medical care

Yes (77.8%); No (22.2%)
Yes (92.3%); No (7.7%)

Predictors
Individuals, n=12,396
Age
Gender

60-116, mean=87.0
Male (42.2%); Female (57.8%)

Education

No schooling (62.9%); Any schooling (37.1%)

Residence
Former Occupation

Urban (39%); Rural (61%)
Professional and technical personnel (4%);
Administration (3%); Commercial, service or industrial
worker (12.9%), Self-employed (1.9%); Farmer (68.3%);
House worker (8.5%); Military personnel (0.7%); Never
worked (0.7%)
0~10 (Quartiles: 0.25, 0.6 and 1.3)
0~10, mean = 0.23
12
0~10, mean = 0.11

Family equivalised income (10,000 Yuan)
Monetary support from family (10,000 Yuan)
Medical payment support from family (10,000 Yuan)

Data and methods
1. Factor analysis for the Development of derived indices for
province characteristics
2. Hierarchical analysis with multivariate multilevel logistic model
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Results
1. Factor loading of province characteristics
Factor 1 (D&M)

Factor 2 (GLQ)

Factor 3 (SSI)

Communalities

Urban
Migrants
GDPper
Income
VATper
GovExpen
Fixedassest

0.93
0.84
0.90
0.91
0.89
0.92
0.81

-

-

0.95
0.77
0.98
0.96
0.87
0.94
0.89

PrivateCom

0.91
0.66
0.81
0.75
0.68
-

-

-

0.89

0.65
0.65
-0.90
-0.85

0.68
0.81
0.75
0.61
-

0.83
0.73
0.82
0.69
0.69
0.71
0.75
0.93
0.93
0.88
0.77

StateCom
FandHCom
ForInvest
Stateown
SocSec
MedIns
Doctor
Hosp
Bed
UrbEng
RurEng
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%Var

0.59

0.17

0.08

0.84

Results
1. Factor scores of provinces
Factor 1: Developed and marketized

Factor 2: Good Health Facilities and Life
Quality
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Results
1. Factor scores of provinces
Factor 3: Strong state influence
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Results

Multivariate multilevel logistic model 1:
Odds ratios of having pension
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Results

Multivariate multilevel logistic model 2:
Odds ratios of having medical insurance
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Results

Multivariate multilevel logistic model 3:
Odds ratios of reporting enough finance
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Results

Multivariate multilevel logistic model 4:
Odds ratios of reporting adequate medical support
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Results
Differential relative odds for provinces derived from the model
including individual predictors for reporting pension, medical
insurance, enough financial support and adequate medical support
compared to the national average set at 1
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Results
Differential relative odds for provinces derived from the model
including individual predictors for reporting pension, medical
insurance, enough financial support and adequate medical support
compared to the national average set at 1
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Results
Differential relative odds for provinces derived from the model
including individual predictors for reporting pension, medical
insurance, enough financial support and adequate medical support
compared to the national average set at 1
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Results
Differential relative odds for provinces derived from the model
including individual predictors for reporting pension, medical
insurance, enough financial support and adequate medical support
compared to the national average set at 1
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Results
The logits scale of the correlation between social security (pension and
medical provision), and subjective effectiveness of social security
(enough finance and adequate medical supports) in provinces
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Results
The logits scale of the correlation between social security (pension and
medical provision), and subjective effectiveness of social security
(enough finance and adequate medical supports) in provinces
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Conclusion
• Social security provision is strongly marked by very
substantial differences according to former
occupation.
• Urban residents are more likely to have a pension but
less likely to be covered by medical insurance than
rural residents.
• The older the elderly people, the less social security
coverage they are likely to receive.
• Elderly people from provinces with high developed
and marketized are more likely to have pension.
Moreover, the differential odds of social security at
the province level are large.
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Conclusion
• Family retains its vital role in supporting the elderly
population.
• Social security is generally effective for the elderly
population.
• Those from provinces with good health services and a
good life quality are more likely to have effective social
security. Elderly people from provinces with high state
influence are less likely to report perceived financial
security. Elderly people from provinces with poorer

heath facilities and life quality have lower odds of
reporting sufficient social security coverage.
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Policy Implications
• The differentials by one’s former occupation shown in this
paper are a reminder that policies aimed at ‘correcting’
pension outcomes in a person’s old age, ought to adopt a life
course approach and focus on ameliorating inequalities in the
labour market during a person’s working life.
• The circumstances of unemployed and self-employed people
should also be considered by policymakers.
• Elderly persons from low income families or/and with little
social security coverage are the most vulnerable group that
requires special attention from policy makers. Even though
rural elderly now enjoy a wider coverage on medical care,
however their subjective effectiveness of medical support still
remains lower than that for urban elderly people.
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Policy Implication
• The family’s role in elderly care is likely to reduce as a result
of smaller family sizes and the increased mobility of the
working-age population, the state will face major challenges
in taking up more responsibilities to care for the wellbeing of
elderly people.
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Questions and suggestions?
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