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Abstract

Improvements in life expectancy in China over tlastp50 years, combined with marked
declines in fertility, have resulted in rapid pogidn ageing, reflected in both an increase in
the absolute and relative number of older peopltéaenpopulation. The growth in the number
of people surviving to old age presents a challengehe design of adequate and effective
social policies in health and social care (Caile2@12; Woo et al. 2002). Understanding the
patterning of the health outcomes (physical, suljeaated health, life stratification and
subjective rated memory) of older people is esaetdi inform the design and delivery of

appropriate services.

Using data from the first wave of the nationallpmesentative Chinese Health and
Retirement Longitudinal Study (CHARLS), this papsiamines a range of indicators of the
health status of older people (aged 50 and ovethina, including disability (difficulty with
performing various activities of daily living), phigal health (self-reported health), perceived
life satisfaction and self-reported memory. Exigtiresearch has highlighted that both
individual and province-level factors contributeinequalities in self-reported general health
among older people in China (Feng et al. 2012)hwatovince level effects reflecting

regional diversity in the extent of welfare prowisiand the demographic and socio-economic



composition of the population. This paper therefoxestigates the characteristics associated
with the risk of poor health among older people&luding individual characteristics (e.g.
marital status), household characteristics (elfraeed standard of family living, and receipt
of Dibao by the household) as well as the charesties of the provinces in which the older
person lives (e.g. availability of health care s=8), along with province level information
(e.g. expenditure on healthcare). Multi-level méidglis utilised in order to separate out the

relationship between contextual and individual légetors.

This research raises policy-relevant questions tatimi availability and appropriateness of
health services for older people in different paft<hina, particularly those living in rural

areas. Considering the pace of population ageidgeaonomic growth, this paper contributes
to our better understanding of the policy changasessary to protect the wellbeing of older

people in the future.



Introduction

The effect of individual characteristics on heathtus

A large body of existing literature from Europe aNdrth America has evidenced the
association between a range of demographic and-sgonomic characteristics and an
individual's health status; however such researddesce is still scarce in the Chinese
context. The Marmot Review (2010) in the Britismtext revisited the strong link between
socio-economic status and the reporting of pooitimestatus, while evidence from other
countries of the developed world is compatible (HE888; House et al, 1990). Although the
direction of the causal mechanism between pooosembnomic status and poor health status
is the subject of on-going research and debateevidence of the association between the
two concepts, regardless of the way they are aperdised in empirical research (eg. socio-
economic status as individual income, and heal#tustas self-reported health), is not
disputed. The evidence in the Chinese contexiligeatively scarce, and also presenting a
more complex picture as a result of the particstario-political factors which have shaped
demographic patterns, the provision of healthcareiees and access to such services alike.
For instance, Liang et al (2000) examined thisti@hghip in the Wuhan province and found
a socio-economic gradient in the report of poodthestatus, with individuals in lower socio-
economic classes being more likely to report paalth than those in higher classes. More
recently, Zimmer and Kwong (2004) found that mdraditional’ socio-economic indicators
such as income and education, were relatively weallictors of the report of poor health
status, while banks savings and pension eligibilityicateded a stronger effect. Finally,
Lowry and Xie (2009) argue that although socio-@roit status is positively and strongly
associated with health status for individuals iaryger ages, such an association is weaker in

the latter part of the life course.



The effect of province characteristics on individuaealth status

Contextual and compositional effects on individualsalth status have been evidenced by
previous research (e.g. neighbourhood effects ({®scat al, 2012), deprivation (Jones et al,
2000), income inequality (Feng et al, 2012)). Thieraction of such factors is important to
examine as China is highly spatially differentiabederms of its economic development and
social security, resulting in variability in the aity and availability of health facilities
between provinces. Previous studies have foundnbame inequality is strongly associated
with the reporting of poor self-rated health ameidgrly persons (Feng et al, 2012), and that
there was no evidence of a significant improvemenhe health of elderly persons living in
provinces with better health facilities (Feng ¢t2813). In an earlier study, Yin and Lu (2007)
found that the prevalence of medical conditionthatprovince level had an impact on elderly
persons’ report of disability, defined as diffigulvith specific Activities of Daily Living

(ADLs).

This paper aims to contribute to the literatureiryestigating the health outcomes of older
people in China and examining the extent to whisbsé outcomes are influenced by
individual and province level characteristics. Tpaper addresses the following central
research question: how does the health of oldeplpewary according to demographic
characteristics, socio-economic indicators, heatk behaviours, household/family factors
and provincial level factors? The next section ukses the data and methods to be used. The
results of a series of multivariate regression nwdee then presented, followed by a

discussion of the results, drawing out the impiare for policy makers.



Data and methods

Data

The analysis in this paper combines data from tifferént sources to explore the impact on

the health of older people of individual, familyllsghold and province level characteristics.
The province information used in the analysis @ gaper comes from the Chinese statistics
yearbook in 2012. Nineteen variables were chosemftect the contextual effects of each

province including urbanisation, economic developtmenarketisation, spending on health

care, health facilities and quality of living (Tall).

(Table 1 about here)

The individual and family level data are from thawe 1 of the national baseline of the China
Health and Retirement Longitudinal Study (CHARLS)nducted in 2011-2012. The
CHARLS survey covers 450 villages/urban communiiiie$50 counties/districts, located in
28 provinces across the couritrif is based on a randomly selected sample oflpeayed 45
and over in the household. Having identified hoatdhthat include an eligible member (age
45 and over), he/she was defined as the main rdsponwWhere the household had more than
one age-eligible member, the respondent was randsehitcted. The data used in this study
includes 10,717 interviewees aged 50 and above aoithiplete responses. The dataset has a
natural hierarchal structure with individuals néesteithin families/households within

provinces.

Five health indicators are considered: disabildyfficulty performing Activities of Daily

Living (ADLs) or Instrumental Activities of Daily iving (IADLs)), subjective health status

! China includes a total of 31 provinces, however fihovinces of Xizang (Tibet), Ningxia and Hainar aot
included in this survey.



(self-reported health (SRH)), perceived life satitibn and self-reported memofy)The
indicator of difficulty with ADLs includes the siBasic activities of dressing, bathing, eating,
getting into/ out of bed, using the toilet, and troling urination and defecation. The
response categories in this indicator were: Naatiffy at all; Have difficulty but can still do
it; Have difficulty and need help; and Cannot devien with help. Approximately 82 per cent
of the respondents reported no difficulty at althrany of the six ADL. Therefore, a binary
variable was constructed after counting the nunalb&DLs a respondent reported difficulty
with, with zero representing no difficulty at atirfany of the six ADLs, and one representing
any difficulty with any of the six ADLs. A similgprocess was followed for the indicator of
difficulty with any of the five IADLS®’. Self-reported health is a subjective report é's
health, and is reported on the following scaleywgood, good, fair, poor, or very poor. A
derived variable was constructed with ‘positiveteggories in the first category (very good or
good), fair in the second category, and ‘negatoategories in the third (poor and very poor).
This process was also used for the constructiateaf’ed variables for the indicators of life
satisfaction and self-reported memory. The distidsufor these health indicators across the

sample is shown in Table 2.

The predictor variables are categorised into thgemips: firstly, individual demographic,
socio-economic, social security and health behaveharacteristics (age, gender, marital
status, urban/rural residence, education, inconueces, has/has not medical insurance and

smoking status); secondly, household/family charatics (self-rated living standards, and

2 A sixth outcome indicator was tested in the arialgr@port of difficulty with mobility functions)however this
model did not produce significant results (see Apide 1 and 2).

® There are five questions in the CHARLS datasedtired to experiencing difficulty with IADLs, doing
household chores; preparing hot meals and shopsgiroggping for groceries; managing your money (gaging
your bills, keeping track of expenses, or managisggets); and taking medications.
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whether the household receives Dibgoand thirdly, the province-level variables. The

distribution of individual variables across the gdens shown in Table 2.

(Table 2 about here)

Methods

Nineteen variables are chosen to reflect the poavioharacteristics, and some of these
variables are highly correlated (e.g. the corretatbetween the percentage of urban
population in a province and GDP per capita is B)93his indicates significant multi-
collinearity in the model. Thus, in order to captwverall province characteristics, we used
factor analysis to generate a summary factor sfmreach province (Johnston, 1978). The

results of this factor analysis are discussedenRhBsults section below.

Since the dataset has a natural hierarchal steuetith individuals nested within provinces
and the aim of this paper is to analyse the effetisdividual characteristics and province
characteristics on the health indicators simultasgo multilevel logistic regression models
are appropriate (Hox, 2002). In terms of the ddférnumber of categories in the health
indicators, binomial logistic regression is usedetamine the determinants of reporting
difficulty with ADLs and IADLs, while multinomial dgistic regression is used to examine
the determinants of self-reported health, lifesfattion and self-reported memory. All the
models were estimated using the MLwiN 2.27 softw&asbash et al., 2009). Since there are

only 28 provinces representing higher level unBayesian Markov Chain Monte Carlo

* Dibao is a means-tested benefit received by thisétoold, which represents a Minimum Livelihood Gunee.
The benefit varies between urban and rural areamefisas different provinces. It was approximat80
Chinese Yuan per month (about US $ 47) in urbaassaad 172 Chinese Yuan (about US $ 24) in ruessain
2013. In Shanghai (one of the most developed peeyinthe Dibao is 570 (US $ 81) and 430 (US $ 61)
respectively for urban and rural residents (Peopta, 2012; the central People’s Government of thepke’'s
Republic of China, 2012).



estimation is used as it can decrease the inhdrast associated with using maximum-

likelihood procedures for binary/multinomial modéBowne and Draper, 2006).

Results

Province characteristics

The factor analysis of the 19 variables at provilesel generated three factors based on the
number of the Eigenvalue that exceeds 1.0, witlorangunality of 78.8 per cent, which
means that the majority of observed variances efdédita could be explained by these three
factors. Sorted rotated factor loadings and comifitiesafor the variables are shown in Table

3. Factor loadings of less than 0.6 (only 36 pet oé variance in common) were set to 0.

(Table 3 about here)

From Table 3, it can be seen that 52 per cent efdserved variability of the original

variables is accounted for by factor 1. This factas labelled as a province being
‘Developed, marketised and lower level of spendinghealth care and lower provision of
health facilities (D&M)’, since it refers to prowes with a higher level of urbanisation, GDP
per capita, migrant rates, average income, VATgagita and foreign investment, a higher
proportion of private or foreign and overseas Céenéndustry employees, but a lower
proportion of state-own employees, lower expenditior medical and health care in total
revenue of province and a low level of health cerstitutions per 10,000 population.

Approximately 16 per cent of the observed varialscaccounted for by factor 2. This factor
was labelled as ‘Higher level of health faciliteesd quality of life (HLQ)’, since it represents
a higher number of health care facilities and lo&agel's coefficients in urban and rural

areas. Finally, approximately 10 per cent of theepbed variance was accounted for factor 3,



which was labelled as ‘Strong state influence avmas security (SSI)’, reflecting provinces
which have a higher proportion of state owned @nmiges in the total of fixed asset

investment and higher percentage of expendituredoial safety net.

Table 4 presents the factor scores for the proginéemm the labelled factors, it is possible to
categorise the province characteristics. For th& factor (D&M), Shanghai is the most
developed and marketised with lower health carefaaities province, compared to Hebei
which is the least developed one. In terms of dwwsd factor (HLQ), Beijing shows the best
quality of life and better health facilities, whidMunnan shows the worst one. In terms of
Strong State Influence, Qinghai has the strongesé snfluence and social security, while
Shandong is the province with the weakest stateente and social security. In order to
have a clearer visualisation of the distributioroas these factors, Figures 1A to 1C map the
three factor scores for each province with dark#owrs representing a higher factor score.
There is a clear pattern showing coastal regiotmar{§hai, Beijing, Tianjin, Guangdong,
Zhejiang and Fujian) as the most developed and etiadd with poor health care and
facilities provinces (Figure 1A), compared to Cahttind western regions (Xinjiang, Gansu,
Inner Mongolia, Sichuan, Yunnan, Guizhou), Northeagions (Heilongjiang). Xinjiang, and
north and northeast regions (Neimenggu, Heilongjiaiin and Liaoning) and Beijing score
higher in terms of health facilities and life qualthan the southern regions (Figure 1B).
Finally, Qinghai, Gansu and Shanghai are highimseof ‘Strong state influence and social

security (SSI)’ (Figure 1C).

(Table 4 about here)



In order to have an understanding of the distrdoutrf older people across China, Figure 1
also shows the percentage of 65+ year old peoptrir@ 1D) in each province, indicating
that Shandong, Jiangsu, Liaoning and Sichuan a&réttest’ provinces in the country. This
shows also that the highest concentration of gh@eple in China tends to be in central and
eastern provinces, where provinces report a higiregde of marketization and economic
development, coupled with a relatively low levelt@althcare services, both of which can

impact on the health status of older people.

(Figure 1 about here)

Multilevel analysis results

Table 5 brief summarizes the significant effectpdictors on the health outcomes. In this

study, there is only a linear relationship betwage and some health outcomes (no quadric
effects are found). Educational qualification amloking status have significant effects on

all health outcomes, while only two significantesffs of whether having medical insurance

are found on IADLs and self-reported health. Theme some significant effects of province

characteristics on ADLs, Life Satisfaction and Selforted memory.

(Table 5 about here)

Tables 6-7 present the results for the binary hewki logistic regression models of reporting
difficulty with ADLs and IADLs, while Tables 8-10rpsent the results for the multinomial
multilevel logistic regression models of self-refgor health, life satisfaction and self-reported
memory. All the results are shown as odds ratio®rtler to compare between the effects of

individual and household characteristics and proicharacteristics on health outcomes, the

10



tables present two sets of results: one showsnthigidual and household effects, and the

other shows the additional contribution of proviedkects.

In terms of the effect of individual characteristion one’s difficulty with ADLs, Table 6
highlights that individual demographic charactécsthave an effect, with the risk of
reporting such difficulty increasing by age, as rgvgear of age increases the odds of
reporting a difficulty with an ADL by 0.05. Femalese 35% more likely to report a
difficulty with ADLs than males, however there are substantial differences according to
marital status. Variables reflecting one’s socioramic status are an important part of the
determinants of reporting difficulty with ADLs. Indduals living in rural areas are more
likely to report difficulty with ADLs than urban s&dents (ORs=1.44), while those with
higher educational qualifications (high school atdve) are associated with a lower risk of
reporting difficulty with ADLs. Income sources aadso important in explaining difficulty
with ADLs, as individuals receiving income from vesgare the least likely to face a risk of
difficulty with ADLs compared to individuals receng income from other sources, while the
receipt of Dibao by the household was strongly essed with the report of difficulty with
ADLs. No substantial differences are found betwieelividuals having medical insurance or

not.

The subjective economic status of the family alsatigbutes to one’s individual risk of
reporting difficulty with ADLs, as those who ratéideir standard of living as low showed
higher odds than those reporting a high standaitiafy of reporting difficulty with ADLs
(ORs=1.71). Finally, health-risk behaviour was gieot of the explanation, as ex-smokers
show higher odds of reporting difficulty with ADltean those never smoke (ORs=1.45), and

at the 95% level, ex-smokers are also significamibye likely to report difficulty with ADLs

11



than those who are current smoking. This result majcate a more complex effect of
differential level or amount of smoking among exe&ers, which negatively impacts on

their chances of reporting difficulty with ADLSs.

No substantial differences were found in the irlinal effects on the risk of reporting
difficulty with ADLs when the province charactercs were added to the model. Only the
D&M has a significant effect on an individual'skisf reporting difficulty with ADLs, with
persons living in provinces scoring higher in terofsdeveloped, marketised, low health
expenditure and health care institutions provineedp less likely to report difficulty with

ADLs.

Table 7 shows the individual and province effeatsooe’s risk of reporting difficulty with
IADLs. No substantial differences are found amoeghdgraphic factors (e.g. age, gender,
marital status and urban/rural resident). Thereaisslight effect of socio-economic
characteristics on the risk of reporting difficultyth IADLS, in that individuals who have no
educational qualifications are less likely to repdifficulty with IADLs compared to those
with qualifications at the high school level andab (ORs=0.86). No substantial differences
are found among individuals receiving income frorffedent sources, while individuals
without medical insurance are more likely to repdifficulty with IADLs than those who
have medical insurance (ORs=1.37). Ex-smokers sloover odds of reporting difficulty
with IADLs compared to those who have never smakads=0.84). Finally, no substantial
differences are found according to the level ohlivstandards perceived among individuals
or whether the household receives the Dibao berafrestingly, no province effects are

found in the risk of reporting difficulty with IAD&.
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Table 8 presents the multinomial multilevel regr@sof reporting positive, fair or negative
self-rated health. There is significant positivédeef of age on reporting negative SRH
(ORs=1.02), while females are more likely to redart and negative SRH than males. In
terms of marital status, widowed persons are igs$ylto report negative SRH than married
persons, indicating the beneficial effects of cotadiion. Those living in urban areas, who
have higher educational qualifications, who recan®me from wages, and who do not have
medical insurance are more likely to report positBRH. Ex-smokers show 71% higher odds
of reporting negative SRH than those never smokiajewindividuals reporting a low
standard of living and the receipt of Dibao by th@usehold are more likely to report fair or
negative SRH. Finally, no province effects are fbunthe risk of reporting fair and negative

SRH.

Table 9 demonstrates multinomial regression moidelseporting perceived wellbeing. Age
shows a negative association with reporting fair n@gative wellbeing, however no
substantial differences are found between womennaenl in this respect. Widowed persons
are less likely to report fair wellbeing than thosko are married, while those in ‘other’
categories of marital status show 83% higher oddepmorting negative life satisfaction than
married persons. Individuals living in rural areae 19% more likely to report negative life
satisfaction than those living in urban areas. &economic status shows a significant effect
on life satisfaction, as illiterate individuals tiose with educational qualifications below the
primary level are less likely to report fair lifatsfaction than those whose qualifications are
at the high school level or above; however, no iBgant difference is found between
educational groups in terms of the risk of repgrtnmegative life satisfaction. Individuals with
no income are more likely to report fair or negatiife satisfaction than those receiving

income from wages (1.28 and 1.72 respectively). Pbkeceived living standard of the
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individual have a strong impact on their life sitsion: individuals reporting a negative
standard of living are 32 times more likely to rep® negative life satisfaction than those
perceiving a high standard of living. The odds efarting negative life satisfaction among
older people living in households receiving the &kare 1.54 times the odds among those
who live in households not receiving this bendfihally, there is strong province effect with
those living in provinces with good health facdgi and quality of life being less likely to
report fair life satisfaction (ORs=0.81); and evess likely to report negative life satisfaction

(ORs=0.66).

Finally, Table 10 illustrates the multinomial reggen for reporting positive, fair or negative
self-reported memory. Individuals who are oldem#e, married, living in rural areas, with
lower educational qualifications, no income sour@eszceiving income from ‘other’ sources,
and who are ex-smokers, are more likely to reparirfegative memory than those who are
younger, male, widowed, living in urban areas, vaitheducation at the high school or above,
receiving income from wages and never smoke. Therdgerceived living standard again
shows a positive association with individuals’ répaf fair or negative memory. Province
characteristic appears to have an effect on anitghel's risk of reporting fair memory, those
living in provinces with good health facilities agdality of life being less likely to report fair

memory (ORs=0.79).

Health inequality among provinces

Tables 6-10 show evidence of the between-provirexance in terms of various health

indicators. Although the models include both indual and province characteristics, there is
nevertheless significant variance for all healthcomes. Figures 2 to 6 plot the province

differentials on an odds scale for the five heathcomes of the models with individual
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characteristics, and the value 1 represents thgr@lince level of reporting difficulty with
ADLs or IADLs, fair/negative self-reported healtlfair/negative life satisfaction, and
fair/negative memory, conditional on the terms uded in the fixed part of the model. It is
clear that the province of Jilin shows the extrdngt odds of individuals reporting difficulty
with ADLs, while the Qinghai province shows therexte low odds of such a difficulty
(Figure 2). In terms of an older person’s risk @barting difficulty with IADLs, the Xinjiang
province shows the highest odds, while the proviaté&uangxi shows the lowest odds
(Figure 3). The Sichuan and Jiangxi provinces sihiyher odds of individuals reporting
fair/negative SRH than the national average, wtlike provinces of Zhejiang and Shanxi
show lower odds of individuals reporting fair/nagatSRH than the national average (Figure
4). Figure 5 shows that the province of Guangddmgws the highest odds of individuals
reporting fair/negative life satisfaction, whileetiXinjiang province shows the lowest odds.
Finally, the province of Chongging shows the higheslds of individuals reporting
fair/negative memory, while the Shanxi province whothe lowest odds of individuals
reporting fair memory and the Guangxi province ltheest of odds of individuals reporting

negative memory (Figure 6).

Discussion and conclusion

The aim of this paper was to contribute to our usid@ding of how the combination of

individual and province characteristics can affactindividual’s risk of reporting poor health

status according to a range of health indicatorger@ll the results show that specific

demographic and socio-economic characteristicsstomngly associated with the report of
poor health status. More specifically, the analysithis paper show that being female, living
in rural areas, having low educational qualificaiphaving no income sources or receiving

income from ‘other’ sources, being an ex-smokeppreng relatively low living standards
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and living in a household which reports the recefpDibao, are characteristics associated
with the report of difficulty with ADLs or IADLs, dir/negative SRH, fair/negative life
satisfaction and fair/negative memory. However,hsindlividual characteristics are not the
whole story, and this paper has sought to undetstaneffect of the province in which older
persons live, on their risk of reporting poor heatatus. In this respect, the results show that
individuals living in provinces with better healfhcilities and better life quality are less

likely to report difficulty with ADLs or negativefe satisfaction.

The results point to significant policy implicat®rwhich relate both to improving the
immediate environment in which the individual’'sds; such as their family and household,
and to the wider environment or province whererth@usehold is located. Lower socio-
economic status, whether measured through indiVioluousehold indicators, is clearly and
strongly associated with the report of poorer Meatatus, as is health-risk behaviour
measured in this study through smoking status, hwhiself has been independently
associated with both lower socio-economic statuk aith poorer health status (Jarvis and
Wardle, 1999). Public health campaigns against samgokvhich are aimed at both younger
and older cohorts of individuals, can contributéht® improvement of health status of current
and future generations of Chinese individuals. Hmwestatutory assistance in the form of
both cash benefits and health services for indadsluat the lowest part of the income
distribution may also add to a comprehensive sesamfial policies protecting the most
vulnerable groups in society. Finally, differente®tween provinces in a range of indicators,
such as modernisation and the amount of expendurkealth services, reflect a need for
greater redistribution of resources on the parthefstate from those provinces with higher
resources, to those with lower resources. Similatgh an adjustment also requires ensuring

that rural parts of provinces are not disadvantagethpared to urban parts. This is
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particularly important as economic migration hasuleed in a higher concentration of older

individuals in rural parts of mainland China.
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Table 1 Variables reflecting the province charactastics

Indicator Meaning

Urban Percentage of urban population (based onehold register) (%)

GDPpc GDP per capita (1,000 Yuan)

Migrants Percentage of migrants* (%)

Income Mean income (1,000 Yuan)

VATpc Value added tax per capita (1,000 Yuan)

GovExpen Government expenditure per capita (1,000 Yuan)

Fixedassets Fixed-asset investment per capita (1,000 Yuan)

Stateown Share of state-owned enterprises in fixed-assesinvent (%)

Forinvest Share of foreign direct investment in fixed-assgestment (%)

StateCom Percentage of state owned employees in the towhployees (%)

PrivateCom Percentage of private owned employees in the tbtamployees (%)

FandHCom Percentage of foreign and overseas Champkyees in the total of
employees (%)

SocSec Percentage of expenditure for social safetyand employment
incentives in total revenue of province (%)

MedIns Percentage of expenditure for medical andltinecare in total
revenue of province (%)

Hosp Number of health care institutions per 10,000 pafpoih

Doctor Number of medical technical personal in tieabre institutions per
1,000 population

Bed Number of beds in health care institutions per @,p0pulation

UrbEng Urban Engel's** coefficient (%)

RurEng Rural Engel's coefficient (%)

*Migrants refer to those who have lived in a pladeere their household registration does not belong.
** Engel's coefficient is a measure of the percgataf food expenditure in the total of personalstonption
expenditure. This is between 0 and 100, and theeclm the latter, the poorer an individual is.
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Table 2 Descriptive univariate information of individual variables

Response

Difficulty with ADLs No difficulty (82.1%); Reportslifficulty (17.9%)

Difficulty with IADLs No difficulty (77.9%); Repors difficulty (22.1%)

Self-reported health Positive (22.5%); Fair (47.1Bggative (30.4%)

Life Satisfaction Positive (22.9%); Fair (62%); Nige (15.2%)

Self-reported memory Positive (19.1%); Fair (45.78&ggative (35.2%)

Predictors

Individual characteristics, n=10,717

Age Ranging between 50-96, mean=62

Gender Male (50%); Female (50%)

Marital status Married (86.1%); Other (separatedpmted and never
married) (2.2%); Widowed (11.7%)

Residence Urban (40.6%); Rural (59.4%)

Highest educational qualification High school ahdwze (12%); Elementary and middle
(39.5%); Below primary (19.5%); llliterate (29%)

Income sources Wage (10.9%); Wage and pension {2 \M4ge and
others* (0.6%); Pension (22.6%); others* (4.6%); No
income sources (59.3%)

Medical insurance Yes (94%); No (6%)

Smoking status Has never smoked (58%); Current em@kl.8%);
Ex-smoker (10.2%)

Family characteristics, n=10,717

Self-rated standard of family living  Positive (3.R%air (53.6%); Negative (43.2%)

Receipt of Dibao by the household  No (89.4%); Yds§%)

*Others includes: unemployment compensation, pensiobsidy, Workers’ compensation from Industrial
Accident Compensation Insurance including wageasghent benefits, disability benefits, survivoeshdfits,
elderly family planning subsidies, medical aid, esttyovernment subsidies, social assistance, otleenrie
sources (including alimony or child support).

®The first category is the base reference in theatsod

21



Table 3 Factor loading of province characteristics
Factorl (D&M) Factor2 (HLQ) Factor3 (SSI)Communality

Urban 0.87 - - 0.94
GDPpc 0.82 - - 0.94
Migrants 0.87 - - 0.83
Income 0.92 - - 0.96
VATpc 0.85 - - 0.91
GovExpen - - - 0.92
Fixedassest - - - 0.39
Stateown - - 0.85 0.75
Forlnvest 0.91 - - 0.86
StateCom -0.75 - - 0.79
PrivateCom 0.85 - - 0.84
FandHCom 0.84 - - 0.78
SocSec - - 0.76 0.74
MedIns -0.64 - - 0.83
Hosp -0.76 - - 0.65
Doctor - 0.82 - 0.78
Bed - 0.72 - 0.59
UrbEng - -0.83 - 0.80
RurEng - -0.84 - 0.71

%Var 52.60 16.10 10.10 78.80
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Table 4 Factor scores for the provinces

Province D&M  HLQ SSI
Beijing 1.56 2.07 0.25
Tianjin 1.52 0.31 -0.05
Hebei -1.17 0.69 -1.12
Shanxi -0.93 1.20 0.04
Neimenggu  -0.33 1.53 0.05
Liaoning 0.01 1.09 -0.62
Jilin -0.58 0.92 -0.39
Heilongjiang -0.51 0.61 0.53
Shanghai 3.13 0.47 1.04
Jiangsu 1.12 -0.23 -1.10
Zhejiang 0.89 0.17 -0.99
Anhui -0.29 -0.91 -0.63
Fujian 1.06 -1.33 -0.57
Jiangxi -0.33 -1.13 -0.40
Shandong -0.51 0.79 -1.63
Henan -1.14 0.34 -1.03
Hubei -0.18 -0.56 -0.25
Hunan -0.62 -0.59 -0.30
Guangdong 1.20 -1.33 -0.95
Guangxi -0.45 -1.10 -0.08
Chongging 0.21 -0.72 0.03
Sichuan -0.45 -0.73 0.29
Guizhou -0.62 -1.28 0.71
Yunnan -0.12 -1.63 0.71
Shaanxi -0.78 0.79 0.47
Gansu -0.90 -0.61 1.72
Qinghai -0.09 0.13 3.28
Xinjiang -0.69 1.04 0.96
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Table 5 Summary of significant effects of predictos on the health outcomes

Difficulty Fair/Negative Fair/Negative Fair/Negative Difficulty
Difficulty with Self-reported Life Self-reported with
with ADLs IADLs health Satisfaction memory Mobility*
Individual characteristics
Age v - v v v -
Gender v - v - v -
Marital status - - v v v -
Residence v - v v v ()
Highest educ. qualification v 4 v v v -
Income sources v - v v v ()
Medical Insurance - v v - - -
Smoking status v v v v v ()
Self-rated living standards v - v v v -
Hhold receipt of Dibao 4 - v v v -
Province characteristics (Factor Scores)
Developed, marketised and
lower health care and facilities v/ - - - v -
Higher Health Facilities and
Quality of life - - - v - -

Strong State Influence and

social Security

Notes: v” denotes significant effects;

denotes non-siigant effects.
* There is no substantially different effect of imdual and province characteristics on the

difficulty with mobility; therefore, the results@ashown in the Appendix 1 & 2.
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Table 6 Binomial multilevel regression estimates faeporting difficulty with ADLs

Reporting difficulty with ADLs
Individual characteristics

Province characteristic

ORs 95% ClI ORs 95%Cl

Fixed Part
CONS 0.03*** 0.02 0.06 0.04*** 0.02 0.06
Age 1.05%** 1.04 1.06 1.05*** 1.04 1.06
Female (ref: Male) 1.35%** 1.16 156 1.34*** 1.16 1.56
Marital status (ref: Married)

Others 0.93 0.65 1.33 0.94 0.65 1.32

Widowed 0.97 0.83 1.14 0.98 0.83 1.15
Rural (ref: Urban) 1.44%** 1.27 1.63 1.43*** 1.27 1.62
Education (ref: High school and above)

lliterate 1.82%** 1.42 231 1.82%* 141 235

Below Primary 1.97%** 151 2.44 1.92%** 151 247

Elementary and middle 1.44%** 1.151.80 1.44*** 1.14 181
Income sources (ref: Wage)

Wage and pension 1.04 0.611.70 1.04 0.61 1.75

Wage and other 1.87* 0.873.79 1.83 0.81 3.66

Pension 1.45%** 1.12 1.90 1.45%* 1.10 1.89

Others 2.31%** 1.69 3.16 2.29*** 1.68 3.22

No 1.69*** 1.35 2.15 1.68** 1.31 2.15
Have not medical insurance (ref: Yes) 0.89 0.71 1.10 0.88 0.70 1.11
Smoke (ref: Never)

Current smoking 0.90 0.781.04 0.90 0.78 1.05

Smoked but quit 1.45%** 1.21 1.74 1.44% 1.17 1.75
Self-rated living standard (ref: Positive)

Fair 1.07 0.77 1.53 1.07 0.75 1.52

Negative 1.71%** 1.24 245 1.71%* 122 242
Dibao household (ref: No) 1.80*** 154 210 1.80*** 156 2.09
(Factor Scores)

Developed, marketized and lower health care antities 0.82* 0.65 1.01

Higher health facilities and quality of life 0.91 0.75 1.12

Strong state influence and social security 0.85 0.69 1.03
Random Part
Level 2: Province 0.23(0.09) 0.110.43 0.22(0.08) 0.11 0.41

%% n<0.01, *p<0.05, * p<0.1
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Table 7 Binomial multilevel regression estimates faeporting difficulty with IADLs

Reporting difficulty with IADLSs

Individual characteristics Province characteristic
ORs 95% CiI Ors 95%CI
Fixed Part
CONS 0.29%** 0.21 0.40 0.29*** 0.20 041
Age 1.00 1.00 1.01 1.00 1.00 1.01
Female (ref: Male) 0.99 0.87 1.13 0.99 0.87 1.13
Marital status (ref: Married)
Others 0.86 0.61 1.16 0.86 0.63 1.17
Widowed 0.99 0.85 1.15 0.99 0.85 1.16
Rural (ref: Urban) 1.02 092 1.14 1.02 0.92 1.15
Education (ref: High school and above)
lliterate 0.86* 0.72 1.04 0.85* 0.71 1.02
Below Primary 0.90 0.75 1.08 0.89 0.75 1.07
Elementary and middle 0.89 0.77 1.06 0.89 0.77 1.04
Income sources (ref: Wage)
Wage and pension 1.03 0.69 144 1.02 0.70 1.47
Wage and other 0.92 0.46 1.72 0.89 0.44 1.69
Pension 0.93 0.77 1.12 0.93 0.76 1.12
Others 1.05 0.79 1.39 1.05 0.79 1.39
No 1.14 0.97 1.35 1.14 0.97 1.36
Have not medical insurance (ref: Yes) 1.37*** 1.14 1.63 1.38*** 1.15 1.65
Smoke (ref: Never)
Current smoking 1.02 0.89 1.16 1.02 0.89 1.16
Smoked but quit 0.84* 0.69 1.01 0.84* 0.71 1.01
Self-rated living standard (ref: Positive)
Fair 1.02 0.79 1.35 1.03 0.79 1.35
Negative 1.03 0.79 1.36 1.03 0.80 1.36
Dibao household (ref: No) 0.90 0.77 1.06 0.90 0.77 1.06
(Factor Scores)
Developed, marketized and lower health care antities 1.10 0.96 1.25
Higher health facilities and quality of life 1.00 0.89 1.15
Strong state influence and social security 1.02 0.87 1.15
Random Part
Level 2: Province 0.07(0.03)0.03 0.15 0.07(0.04)0.02 0.16

%% n<0.01, *p<0.05, * p<0.1
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Table 8 Multinomial multilevel regression estimategor reporting fair or negative self-rated health

Reporting fair or negative self-reported health

Individual characteristics Province characteristics
Fair Negative Fair Negative
ORs 95% CI ORs 95% CI ORs 95% CI ORs 95% CI
Fixed Part
CONS 0.76 0.53 1.08 0.12%** 0.08 0.19 0.77 0.54 1.10 0.12%** 0.08 0.18
Age 1.00 1.00 1.01 1.02%** 1.01 1.03 1.01 1.00 1.01 1.02%** 1.01 1.03
Female (ref: Male) 1.17* 1.02 1.34 1.54%** 1.30 1.80 1.18** 1.02 1.35 1.54%** 1.33 1.80
Marital status (ref: Married)
Others 0.89 0.62 1.31 1.19 0.82 1.75 0.89 0.61 1.33 1.18 0.80 1.75
Widowed 0.90 0.76 1.08 0.74*** 0.62 0.89 0.89 0.75 1.06 0.73%** 0.60 0.87
Rural (ref: Urban) 1.06 0.94 1.18 1.54%** 1.36 1.75 1.05 0.94 1.17 1.53*** 1.35 1.73
Education (ref: High school and above)
llliterate 1.05 0.86 1.27 1.65%** 1.31 2.08 1.04 0.86 1.25 1.64*** 1.30 2.04
Below Primary 1.36*** 1.12 1.66 1.97*** 156 2.51 1.36*** 1.13 1.64 1.98*** 1.57 2.50
Elementary and middle 1.23** 1.051.43 1.42%** 117 1.75 1.23** 1.05 1.43 1.43*** 117 1.74
Income sources (ref: Wage)
Wage and pension 1.01 0.721.40 0.78 0.49 1.24 0.99 0.70 1.39 0.76 0.47 1.19
Wage and other 1.09 0.592.09 1.22 0.57 2.57 1.10 0.58 2.10 1.24 0.57 2.71
Pension 1.30*** 1.07 1.58 1.94%** 153 2.53 1.30*** 1.07 1.57 1.92%** 150 2.44
Others 1.28 0.95 1.75 2.10*** 151 2.99 1.27 0.93 1.70 2.09%** 149 294
No 1.24** 1.06 1.46 2.06*** 1.67 2.55 1.24%** 1.06 1.46 2.05%** 1.67 2.56
Have not medical insurance (ref: Yes) 0.85 0.70 1.04 0.73*** 0.58 0.92 0.85 0.69 1.04 0.73*** 0.57 0.91
Smoke (ref: Never)
Current smoking 0.97 0.841.10 0.91 0.77 1.07 0.96 0.83 1.11 0.91 0.78 1.07
Smoked but quit 1.00 0.821.22 1.71%** 1.38 2.10 1.00 0.82 1.23 1.70%** 137 214
Self-rated living standard (ref: Positive)
Fair 1.66*** 1.29 2.15 1.60*** 1.18 2.20 1.65*** 1.27 2.13 1.60*** 118 221

Negative 2.32%** 1.77 3.02 4.14%** 3.03 5.72 2.31%* 1.78 3.02 4.12%%* 3.05 5.80
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Dibao household (ref: No) 1.19* 0.97 1.44

(Factor Scores)
Developed, marketized and lower health care antities

Higher health facilities and quality of life
Strong state influence and social security

Random Part
Level 2: Province 0.19(0.06)0.10 0.34

1.93%** 157 237

0.15(0.05) 0.08 0.27

1.19* 0.97
1.03 0.83
0.91 0.79
1.03 0.88

0.20(0.07) 0.10

1.44
1.24

1.06
1.23

0.37

1.92%** 155 2.35

0.96 0.79 1.14
0.95 0.83 1.10
1.13 0.97 1.32

0.15(0.05) 0.07 0.28

*+* n<0.01, **p<0.05, * p<0.1
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Table 9 Multinomial multilevel regression estimategor reporting fair or negative well-being

Reporting fair or negative Wellbeing

Individual characteristics Province characteristics
Fair Negative Fair Negative
ORs 95% CI ORs 95% CI ORs 95% CI ORs 95% CI
Fixed Part
CONS 0.87 0.62 1.20 0.03*** 0.01 0.06 0.90 0.63.28 0.03*** 0.02 0.07
Age 0.99** 0.99 1.00 0.97*** 0.96 0.98 0.99** 0.991.00 0.97*** 0.96 0.98
Female (ref: Male) 0.98 0.85 1.12 0.95 0.78 1.16 0.98 0.86.13 0.96 0.79 1.16
Marital status (ref: Married)
Others 1.15 0.78 1.68 1.83*** 116 2.85 1.13 0.7B69 1.82%** 117 290
Widowed 0.79%** 0.67 0.92 1.03 0.83 1.28 0.79*** @68 0.93 1.04 0.85 1.27
Rural (ref: Urban) 0.93 0.82 1.03 1.19** 1.01 140 0.92 0.82.03 1.19** 1.02 1.39
Education (ref: High school and above)
llliterate 0.62*** 0.50 0.76 1.11 0.83 1.47 0.61*** 0.50 0.73 1.06 0.80 141
Below Primary 0.76*** 0.62 091 1.25 0.96 1.66 75 0.62 0.90 1.21 091 1.62
Elementary and middle 0.94 079 1.12 1.10 0.86 1.430.94 0.79 1.11 1.09 0.84 1.39
Income sources (ref: Wage)
Wage and pension 1.14 0.80 1.64 0.83 0.45 1.45 1.14 0.81 1.66 0.84 044 154
Wage and other 1.23 0.65 2.37 0.96 0.36 2.55 1.25 .65 02.63 0.96 0.34 2.66
Pension 1.26** 1.04 153 1.15 0.85 1.56 1.27** 1.0654 1.16 0.87 1.55
Others 1.26 095 1.66 1.36 0.92 1.99 1.27* 0.9670 1.36 0.89 201
No 1.28*** 1.09 151 1.72%** 134 224 1.29%** 1.091.52 1.74%** 135 221
Have not medical insurance (ref: Yes) 0.87 0.71 1.07 1.16 0.89 152 0.86 0.7D.06 1.17 0.88 1.52
Smoke (ref: Never)
Current smoking 0.97 085 1.11 0.89 0.73 1.08 0.97 0.84 1.13 0.89 0.73 1.09
Smoked but quit 0.93 0.78 1.12 0.70** 0.54 093 309 0.77 1.12 0.72** 0.54 0.94
Self-rated living standard (ref: Positive)
Fair 3.16*** 250 3.97 4 .25+ 230 8.39 3.16*** 32 4.00 434 2.36 852

Negative 5.47%* 428 7.04 32.33"*  17.4163.43  5.47*** 4.34 7.02 33.08** 17.89 64.91
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Dibao household (ref: No) 1.15 097 1.36
(Factor Scores)
Developed, marketized and lower health care antities

Higher health facilities and quality of life
Strong state influence and social security

Random Part

Level 2: Province 0.18(0.06)0.09 0.32

1.54%** 1.23 1.90 1.16 0.98.38
1.06 0.88 1.24
0.81** 0.69 0.95
0.91 0.79 1.05

0.45(0.16)0.24 0.85  0.13(0.05)0.07 0.25

1.55%** 126 194

1.14 092 1.46
0.66*** 0.52 0.83
0.86 0.71 1.07

0.24(0.09) 0.12  0.48

*+* n<0.01, **p<0.05, * p<0.1
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Table 10 Multinomial multilevel regression estimate for reporting fair or negative self-reported memay

Reporting fair or negative self-reported memory

Individual characteristics Province characteristics

Fair Negative Fair Negative
ORs 5% C ORs 5% C ORs 3% C ORs 95% CI

Fixed Part
CONS 0.69** 0.48 1.00 0.14%** 0.09 0.21 0.74* 0.52 1.06 0.15%*** 0.09 0.23
Age 1.00 099 1.01 1.01** 1.00 1.02 1.00 099 1.01 *01 1.00 1.02
Female (ref: Male) 1.18** 1.01 1.37 1.65%** 140 194 1.19** 1.02 1.37 1.67*** 141 1.96
Marital status (ref: Married)

Others 0.83 0.59 1.16 0.69* 0.48 1.03 0.83 0.58 81.1 0.68* 0.47 1.03

Widowed 0.85* 0.71 1.02 0.78** 0.64 0.96 0.85* 0.711.03 0.78** 0.65 0.95
Rural (ref: Urban) 117 1.04 132 1.60%** 140 1.83 1.17** 1.04 133 1.60*** 140 181
Education (ref: High school and above)

llliterate 1.29** 1.04 159 3.46*** 276 4.35 1.29* 105 157 3.45%** 272 4.34

Below Primary 1.45%** 118 1.79 3.1k 244 3.96 AB*** 1.20 1.75 3.10%** 2.45 3.90

Elementary and middle 1.28*** 1.08 1.50 1.82%** 94 2.25 1.27%** 1.10 1.49 1.81%** 148 221
Income sources (ref: Wage)

Wage and pension 0.88 0.62 1.29 0.85 056 1.31 0.88 0.61 1.26 0.85 055 1.29

Wage and other 1.46 0.76 2.84 0.74 0.30 1.76 142 750285 0.72 0.28 1.72

Pension 1.15 094 141 1.26* 0.99 157 1.16 0.9643 1. 1.25* 1.00 1.59

Others 1.34* 0.96 1.88 1.72%** 1.23 248 1.30* 0.96L.77 1.66*** 1.18 2.27

No 1.24** 1.03 1.47 1.64*** 1.34 2.02 1.23** 1.04 .4b 1.62%** 1.33 1.97
Have not medical insurance (ref: Yes) 0.88 0.71 1.10 0.89 0.71 1.13 0.89 0.70 1.12 0.89 .70 0 1.16
Smoke (ref: Never)

Current smoking 1.03 0.89 1.18 1.13 0.97 1.32 1.04 089 1.20 1.14 0.97 1.35

Smoked but quit 1.28** 1.03 155 1.47** 119 183 1.28* 1.06 1.57 1.48*** 117 1.85
Self-rated living standard (ref: Positive)

Fair 1.77%* 139 2.28 1.69*** 126 231 1.76*** 37 233 1.68*** 1.23 2.30

Negative 2.43%** 1.87 3.16 3.18%** 240 4.39 242+ 186 3.16 3.17%x* 235 4.36
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Dibao household (ref: No) 1.03 0.85 1.28
(Factor Scores)
Developed, marketized and lower health care antities

Higher health facilities and quality of life
Strong state influence and social security

Random Part

Level 2: Province 0.22(0.07)0.12 0.40

1.27* 1.04 1.56

0.42(0.14)0.23  0.76

1.03 0.85 1.25
0.88 0.71 1.04
0.89 0.74 1.04
0.89 0.77 1.06

0.21(0.07)0.10  0.38

¥»27 105 155

0.79* 0.59 1.01
0.95 0.74 1.19
0.96 0.77 1.27

0.45(0.15) 0.23  0.81

*+* n<0.01, **p<0.05, * p<0.1
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Figure 1 Mapping factor scores in China by province
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Figure 1 Differential relative odds of reporting difficulty with ADLs for provinces, derived from indi vidual characteristics compared to
the national average (1)
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Figure 2 Differential relative odds of reporting difficulty with IADLs for provinces derived from indi vidual characteristics compared to
the national average (1)

Differential relative odds of IADLs for provinces
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Figure 3 Differential relative odds of reporting far SRH (A) and negative SRH (B) for provinces deried from individual characteristics
compared to the national average (1)

(A) Differential relative odds of Fair SRH for provinces
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Figure 4 Differential relative odds of reporting far life satisfaction (A) and negative life satisfaton (B) for provinces derived from
individual characteristics compared to the nationalaverage (1)

(A) Differential relative odds of Fair Wellbeing for provinces
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Figure 5 Differential relative odds of reporting far memory (A) and negative Memory (B) for provincesderived from individual
characteristics compared to the national average J1

(A) Differential relative odds of Fair Memory for provinces
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Appendix 1: Binomial multilevel regression estinsater reporting no difficulty at al's any

difficulty with mobility tasks

Individual characteristics

Reporting difficulty with Mobility

Province characteristic

ORs 95% ClI ORs 95%ClI
Fixed Part
CONS 1.47 1.12 1.97 1.42 1.03 1.93
Age 1.00 1.00 1.01 1.00 1.00 1.01
Female (ref: Male) 0.94 0.84 1.05 0.94 0.84 1.05
Marital status (ref: Married)
Others 0.95 0.73 1.26 0.96 0.73 1.28
Widowed 0.91 0.79 1.03 0.91 0.80 1.04
Rural (ref: Urban) 1.04 0.95 1.13 1.04 0.95 1.14
Education (ref: High school and above)
llliterate 0.94 0.80 1.09 0.95 0.81 1.10
Below Primary 1.00 0.86 1.16 1.01 0.87 1.18
Elementary and middle 0.95 0.84 1.09 0.96 0.84 1.09
Income sources (ref: Wage)
Wage and pension 0.99 0.74 1.31 1.00 0.75 1.34
Wage and other 1.06 0.62 1.85 1.08 0.62 1.90
Pension 0.89 0.77 1.04 0.90 0.76 1.05
Others 0.88 0.70 1.09 0.88 0.70 1.11
No 1.02 0.91 1.16 1.03 0.89 1.18
Have not medical insurance (ref:
Yes) 1.09 0.92 1.30 1.09 0.92 1.28
Smoking status (ref: Has never smoked)
Current smoker 0.90* 0.81 1.01 0.90* 0.80 1.01
Ex-smoker 0.82** 0.70 0.95 0.82** 0.71 0.96
Self-rated living standard (ref: Positive)
Fair 1.05 0.79 1.29 1.08 0.85 1.33
Negative 1.04 0.79 1.28 1.07 0.86 1.33
Household receipt of Dibao (ref:
No) 0.93 0.82 1.06 0.93 0.81 1.06
(Factor Scores)
Developed, marketized and lower health care antities 1.01 0.87 1.18
Higher health facilities and quality of life 0.94 0.82 1.09
Strong state influence and social security 0.95 0.79 1.16
Random Part
Level 2: Province 0.12(0.05)0.06 0.24 0.15(0.06) 0.07 0.31

*** n<0.01, *p<0.05, * p<0.1
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Appendix 2: Binomial multilevel regression estinsat®r reporting no difficulty/ having
difficulty but can still do itvs having difficulty and needing help/ Cannot dovée with help

in mobility tasks

Reporting difficulty with Mobility
Province characteristic

Individual characteristics

ORs 95% ClI ORs 95%ClI
Fixed Part
CONS 0.07 0.04 0.12 0.07 0.04 0.12
Age 1.00 0.99 1.01 1.00 0.99 1.01
Female (ref: Male) 0.94 0.77 1.14 0.95 0.78 1.16
Marital status (ref: Married)
Others 0.94 0.57 1.48 0.93 0.56 1.49
Widowed 1.03 0.82 1.29 1.03 0.81 1.29
Rural (ref: Urban) 1.21** 1.03 1.43 1.22** 1.03 1.43
Education (ref: High school and above)
llliterate 0.99 0.75 1.30 0.96 0.73 1.28
Below Primary 1.09 0.83 1.44 1.06 0.81 141
Elementary and middle 1.02 0.81 1.31 1.01 0.80 131
Income sources (ref: Wage)
Wage and pension 1.05 0.64 1.68 1.05 0.64 1.69
Wage and other 0.80 0.28 1.94 0.80 0.29 1.93
Pension 0.86 0.66 1.13 0.87 0.67 1.15
Others 0.70* 0.45 1.06 0.70* 0.46 1.06
No 0.80** 0.63 1.01 0.81** 0.64 1.03
Have not medical insurance (ref:
Yes) 0.96 0.72 1.27 0.96 0.70 1.30
Smoking status (ref: Has never smoked)
Current smoker 0.96 0.79 1.17 0.97 0.79 1.19
Ex-smoker 0.92 0.70 1.19 0.95 0.72 1.23
Self-rated living standard (ref: Positive)
Fair 1.38 0.89 2.16 1.36 0.89 2.21
Negative 1.34 0.87 2.14 1.33 0.86 2.17
Household receipt of Dibao (ref:
No) 1.08 0.86 1.36 1.09 0.84 1.37
(Factor Scores)
Developed, marketized and poor health care antitiesi 1.04 0.93 1.17
Good health facilities and life quality 0.93 0.84 1.03
Strong state influence and social security 1.00 0.89 1.11
Random Part
Level: Province 0.01(0.01)0.00 0.04 0.01(0.01)0.00 0.06




