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Abstract 

Modern China has made unremitting explorations of the "two major periods and five 
stages" for the realization of universal medical insurance. Up to now, three major 
medical security systems have been established for rural residents’ new rural 
cooperative medical care, urban residents’ basic medical insurance, and urban 
employee basic medical insurance. With the continuous development, my country has 
achieved great results in terms of medical insurance coverage and solving the problems 
of "difficult and expensive medical treatment", and has been highly recognized by 
residents. However, under the current urban-rural “dual system”, the rural residents’ 
medical insurance system still has problems such as “reverse insurance”. Therefore, to 
realize universal medical insurance, it is necessary to make up for the shortcoming of 
rural medical insurance. Therefore, rural residents are its main body. This article 
attempts to analyze the current rural medical insurance system from the "subject 
perspective", seeks the true views of rural residents on the current medical insurance 
system, and hopes to provide references and suggestions to relevant units. 
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1. Introduction 

The "Sickness Insurance Law" first promulgated by Germany in 1883 marked the beginning of 
the medical insurance system in the modern sense, and the "health risks" also came onto the 
stage. Although "health risks" have been relieved a lot with the development of social economy, 
especially science and technology, they still exist. This is also true in our country. With the rapid 
development since the reform and opening up, many "health risks" have been correspondingly 
alleviated. However, in the "urban-rural dual structure" of China, due to the actual differences 
between urban and rural areas, plus the regional differences in the policies of China's medical 
insurance system make the entire social medical insurance system present a very typical 
regional and fragmented characteristics. Therefore, if "universal medical insurance" is to be 
realized, it is necessary to solve the problems of contemporary medical insurance system such 
as regionality and fragmentation. The coverage rate of the social medical insurance system 
reached 87%, and urban residents basically achieved full coverage. However, the coverage rate 
in rural areas, especially in remote areas, is relatively low, and there is a large gap between the 
equipment in the cities. The coverage and improvement of the rural medical insurance system 
is of far-reaching significance for building a "prosperous, democratic, civilized, harmonious, and 
beautiful" New China, and it is also an important shortcoming for the realization of universal 
medical insurance. 

In recent years, Chinese scholars have studied China's rural cooperative medical insurance 
system from multiple perspectives. Shuyun Sun and Xuejiao Ren systematically combed the 
development process of China's rural medical security system, and divided the rural medical 
security system into four major development paths: induced system change, mandatory system 
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change, multiple exploration and system change. Bin Cai believes that with the development 
and changes of society, the basic medical insurance system for rural residents in China has 
experienced three system designs: the traditional rural cooperative medical system, the new 
rural cooperative medical system and the the new era basic medical system for urban and rural 
residents. Guohua Wang explored the changes in China’s rural medical insurance system from 
the perspective of game theory. Jianyu Jia systematically compared the changes in rural medical 
insurance systems at home and abroad. Chengyang Zhang used a three-dimensional tension 
medical cost control model to explore the sustainable development of rural medical care. 

2. The evolution of rural medical insurance system 

At present, the products under China's social medical insurance system mainly include three 
categories: New rural cooperative medical insurance for rural residents, basic medical insuran-
ce for urban residents, and basic medical insurance for urban employees. The development of 
the rural medical security system has roughly gone through two major stages, which can be 
divided into five smaller stages. 

2.1. Period of cooperative medical 

2.1.1. The Rural Cooperative Medical System in the Founding Period 

After the founding of New China, the earliest medical insurance system was established by 
relying on the rural grassroots people's communes at that time.However, regarding the origin 
of the medical insurance system in China, different scholars hold different views, but most 
scholars believe that the Chinese cooperative medical insurance system should have started as 
a "medical cooperative" during the Anti-Japanese War in 1938.Its mode of operation is for 
villagers to raise funds by means of fund-raising and use them to pay for the medical expenses 
of their participating members, and jointly resist the risks of diseases. The government's role 
in it is only to promote and guide. 

2.1.2. The Rural Cooperative Medical System in the Three Reform Period 

With the reform of the rural land system, the implementation of the household contract 
responsibility system, the changes in the fiscal and taxation system, and the impact of the 
socialist market economy reform, on October 12, 1983, the Central Committee of the 
Communist Party of China and the State Council issued the "Notice of the separation of the 
government and the establishment of the township government." This means that the people’s 
communes that have lasted for many years have been officially disintegrated, and the original 
rural cooperative medical insurance system has also lost the institutional basis for fund raising. 

2.2. The development period of modern medical insurance system 

2.2.1. Rural Cooperative Medical System in the Early Stage of Market Economy 

In 1992, the Communist Party of China promulgated the "Decision on Several Issues Concerning 
the Establishment of a Socialist Market Economic System" at the 14th National Congress of the 
Communist Party of China. The decision proposed to "develop and improve the rural 
cooperative medical system."In 1996, Comrade Zemin Jiang clearly pointed out at the National 
Health Work Conference: "The key to strengthening rural health work is to develop and 
improve the rural cooperative medical system." However, the exploration during this period 
failed to achieve the expected results.  

2.2.2. New Rural Cooperative Medical System 

The Party Central Committee and the State Council promulgated the "Decision on Further 
Strengthening Rural Health Work" in 2002, and decided to clearly require governments at all 
levels to actively organize rural residents to establish a new rural cooperative medical system, 
and the pilot implementation began in 2003.The system has been in operation for 16 years. 
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Although the implementation of the "New Rural Cooperative Medical System" has not 
completely solved the problem of "difficult and expensive medical treatment" to a certain 
extent, it has played a vital role in improving farmers' basic medical security. 

2.2.3. Coordinate urban and rural medical insurance 

In 2016, the State Council promulgated the "Opinions on Integrating the Basic Medical 
Insurance System for Urban and Rural Residents". The opinions put forward the "six 
unification" of unified coverage, unified financing policy, unified guarantee benefits, unified 
medical insurance catalog, unified designated management, and unified fund management.At 
the same time, some places have added medical security system arrangements specifically for 
migrant workers. Although it has played a huge role in the construction of people's livelihood 
work, the difference in the identity of the medical insurance system has further intensified. 

3. The Dilemma of the Development of Contemporary Rural Medical Insu-
rance System 

3.1. Urban and Rural "Dual System" and Fragmentation of Medical Insurance 
System  

Throughout the development of China rural medical insurance system, it is not difficult to see 
the following problems. First, the dual system of urban and rural areas was originally one of the 
important pillar systems under the planned economic system, but with the reforms that began 
in 1978, China has gradually entered the socialist market economic system, but the old system 
still exists.Second, under the dual system is a strict urban and rural household registration 
management system. Initially, the household registration management system under the 
planned economy system was initially just an important means of social control, resource 
allocation, and benefit redistribution; however, with the reform to the establishment of the 
market economy system, except for the movement of personnel, the other institutional 
arrangements are basically all Preserved, this also had a major impact on the duality of urban 
and rural "Dual System". 

3.1.1. Inequality of urban and rural medical systems 

 

Table 1: Urban-rural differences in the medical system 
Group 

segmentation 
Medical insurance 

system 
Remarks 

Staff group 
Basic Medical Insurance 

for Urban Employees 

These include the publicly funded medical system in 
which some groups participate; the medical system for 

retired employees. 

Rural resident 
New Rural Cooperative 

Medical System 

At present, urban and rural medical insurance has 
been integrated, but there are also gaps within the 
resident group. Currently, urban and rural medical 

insurance has been integrated, but there are also gaps 
within the resident group. 

Citizens 
Basic Medical Insurance 

for Urban Residents 
 

 

The current medical system divides the insured population into three parts: employee groups, 
rural residents, and urban residents. People of different regions or different identities can only 
participate in the corresponding medical insurance. For example, rural residents can only 
participate in the new rural cooperative medical insurance, And cannot participate in the basic 
medical insurance for urban residents with a higher degree of protection.Therefore, the 
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fragmented medical insurance system arrangement will definitely lead to the inequality of the 
insured groups. 

3.1.2. Inequality of rights and obligations between urban and rural areas 

 

Table 2: Urban and rural residents' medical insurance expenditures as a proportion of their 
income 

Years Citizens Rural resident 

 
Per capita health 

care expenditure/ 
yuan 

Health care as a 
percentage of disposable 

income per capita% 

Per capita health 
care expenditure/ 

yuan 

Health care as a 
percentage of di-sposable 

income per-capita% 
2010 871.80 4.56 326.00 5.51 
2011 969.00 4.44 436.80 6.26 
2012 1063.70 4.33 513.80 6.49 
2013 1136.10 4.21 668.20 7.51 
2014 1305.60 4.44 753.90 7.62 
2015 1443.40 4.63 846.00 7.85 
2016 1630.80 4.85 929.20 7.52 

Data source: China Health Statistics Yearbook (2011-2012) and China Health and Family Plan-
ning Statistics Yearbook (2013-2017) 

 

From 2010 to 2016, the proportion of urban and rural residents' per capita medical care 
expenditures has shown an upward trend year by year.However, the proportion of urban 
residents’ health care expenditures in per capita disposable income has remained stable for six 
consecutive years below 5%, while the proportion of rural residents’ health care expenditures 
in per capita disposable income has been higher than 5% since 2010. After the farmers’ health 
care expenditure accounted for more than 6% of farmers’ per capita disposable income, until 
2016, the ratio of farmers’ health care expenditure to farmers’ per capita disposable income 
continued to increase, even reaching 7.85%. 

3.1.3. Unequal allocation of medical resources in urban and rural areas 

 

Table 3: Comparison of some medical resources between urban and rural areas in 2008-2016 
Index 2008 2009 2010 2011 2012 2013 2014 2015 2016 

Number of beds in medical 
institutions per 10,000 

people in the city 
51.70 55.40 59.40 62.40 68.80 73.60 78.40 82.70 84.10 

Number of beds in medical 
institutions per 10,000 

people in rural areas 
22.00 24.10 26.00 28.00 31.10 33.50 35.40 37.20 39.10 

Number of urban registered 
nurses per 10,000 people 

25 28 31 33 36 40 43 46 49 

Number of rural registered 
nurses per 10,000 people 

8 8 9 10 11 12 13 14 15 

 

From the perspective of the allocation of medical facilities, in terms of the number of beds in 
medical institutions, although the number of beds in rural areas is increasing as in urban areas, 
the number of beds in rural areas is much lower than that in urban areas during the same period, 
or even less than half. From the perspective of medical workers, the number of registered 
nurses per 10,000 in rural and urban areas has been lower than the number of registered 
nurses per 10,000 in urban areas from 2008 to 2016.For eight consecutive years, less than one-
third of the number of registered nurses per 10,000 people in the city. 
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3.1.4. Unequal access to medical resources in urban and rural areas 

 

Table 4: Urban and Rural Medical Resources Acquisition Form 
   City Rural area 

  Subtotal Total Big Medium Small Total 
Category 

1 
Category 

2 
Category 

3 
Category 

4 

Distance to 
the nearest 

medical 
point/km 

<1 67.2 81.8 86.3 84.8 73.7 61.1 67.6 69.0 57.7 37.9 
1- 15.9 10.4 9.1 9.7 12.6 18.2 19.3 17.2 18.7 17.0 
2- 7.7 4.2 2.5 3.1 3.1 9.2 7.6 7.0 11.2 12.0 
3- 3.7 2.4 0.9 1.3 1.3 4.2 3.2 2.5 5.1 7.7 
4- 2.0 0.7 0.6 0.6 0.8 2.5 0.6 1.3 3.2 7.4 
≥5 3.5 0.4 0.6 0.4 0.3 4.8 1.6 3.0 4.0 18.0 

Time to 
the nearest 

medical 
point/min 

<10 71.2 81.6 78.5 85.0 82.3 66.9 76.8 74.0 63.1 40.6 

10- 17.4 14.8 17.6 13.7 12.4 18.5 17.6 16.6 20.4 19.6 

20- 6.3 2.6 3.2 1.2 3.3 7.8 3.7 6.5 9.2 15.2 

≥30 5.1 1.0 0.7 0.2 2.0 6.8 1.9 2.9 7.3 24.5 

 

In terms of the convenience and convenience of obtaining medical and health resources, urban 
residents are obviously superior to rural residents. Among those who are more than five 
kilometers away from the nearest medical point, only 0.4% is in urban areas, while it is as high 
as 4.8% in rural areas. Among those who spent more than 30 minutes in a doctor, cities 
accounted for only 1%, while rural areas accounted for 6.8%. 

3.2. Labor mobility and complicated settlement and reimbursement process 
for medical treatment in different places  

Since the reform and opening up in 1978, the focus of China's reform and development has 
shifted from rural to urban areas.The late 1980s was a turning point in my country's 
agricultural development, and since then, the income of agricultural products has fallen sharply. 
At the same time, the income of urban residents continues to increase, and the income gap 
between urban and rural areas is getting wider.At this time, attracted by the higher wages in 
cities and towns, more employment opportunities and a better living environment, a large 
number of young and middle-aged laborers in rural areas continue to flow into the cities. 

 

 
Figure 1. New rural cooperative medical insurance reimbursement process 

 

It is very complicated to get reimbursement for medical treatment in other places. First, you 
need to go to the institution participating in the cooperative medical insurance to complete the 
transfer procedures and record, and it requires three days of timeliness. Most migrant workers 
are far away from home, and the three-day failure is difficult to achieve.In addition, there are 
as many as seven types of materials to be reimbursed, and most of the migrant workers have a 
low level of education, and it is difficult to prepare all the materials needed intact.Finally, the 
reimbursement of the new rural cooperative medical system cannot be reimbursed elsewhere, 
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that is, the reimbursement needs to mail or bring all the materials back to the medical 
institution where the payment is made for reimbursement, which further increases the 
difficulty of reimbursement. 

4. The road to universal medical insurance 

4.1. Improve the basic medical insurance system for rural residents to ensure 
that everyone is equal before the medical system  

To establish a sound rural medical security system, we must first solve the problem of equity 
in financing.We cannot simply reduce the proportion of individual contributions or just 
increase the proportion of contributions of high-income groups, but should establish a fair and 
reasonable social sharing mechanism.First, establish and improve the personal income 
declaration system, clearly know the real income of each rural resident, and conduct reasonable 
financing based on income.Second, to clarify the responsibilities of the government and 
individuals, referring to the employee medical insurance, the financing ratio between the unit 
and the employee is 3:1. The author believes that such a management method should be 
introduced and applied to the rural residents' medical insurance. 

4.2. Combination of fairness of payment and equality of treatment  

Although all residents in urban and rural areas have the right to participate in the insurance 
equally, the differences among the insured persons are large. Therefore, the principle of 
difference should be adhered to in the payment of premiums, and no equal treatment should be 
adopted. Individuals should contribute different forces and pay different premiums according 
to their own economic conditions. Therefore, the specific premiums that should be paid should 
be linked to the disposable income of the insured, so that fairness in payment can be truly 
realized. In terms of treatment, equality of treatment is a kind of relative equality, that is, under 
the same circumstances, that is, under the same payment or other standards, the treatment 
level of the insured persons is the same, and there should be no difference between urban and 
rural areas or other standards. 

4.3. Allocate urban and rural medical resources scientifically and reasonably 
to ensure a balanced allocation of medical resources  

Due to the large gap in the level of economic development between urban and rural areas in my 
country, and a trend of further expansion, especially in the configuration of medical facilities 
and equipment, the availability of medical services for urban residents is far greater than that 
in rural areas.Therefore, while advancing the integration of urban and rural residents' medical 
insurance systems, it is necessary to implement policy provisions that are more conducive to 
rural economic development to narrow the gap between urban and rural areas.In addition, it is 
necessary to increase the construction of rural medical resources in my country and increase 
financial investment in basic public health, improve the level of rural medical security, and 
enrich the resources of rural medical facilities and equipment.At the same time, it is necessary 
to equip good medical workers to reduce the gap between urban and rural areas. 

4.4. Increase financial investment in rural cooperative medical care and 
simplify the flow of reimbursement in different places  

Compared with developed countries, governments at all levels in my country have relatively 
low expenditures for the New Rural Cooperative Fund.However, as a "quasi-public goods", rural 
medical security should be borne by the state for most of the financing responsibility.In the face 
of the relatively severe financial pressure on the "New Rural Cooperative Medical System" 
recently, the central government and local governments should increase their financial support 
for the "New Rural Cooperative Medical System". At the same time, various means should be 
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used to adjust the gap in urban and rural medical insurance benefits.Ensure sufficient funds for 
rural medical security, enhance rural residents’ confidence in the “new rural cooperative” 
system, and avoid the current occurrence of the aforementioned “adverse selection” of 
insurance participation. 

4.5. Introduce non-governmental organizations to strengthen the construction 
of rural medical insurance system  

Based on my country's current national conditions, I believes that if we want to improve the 
rural medical insurance system and completely solve the problem of "difficult and expensive 
medical treatment", we must introduce non-governmental organizations and improve the 
competition in the rural medical market.First, the government should regulate market access 
conditions and guide non-governmental organizations and social forces to independently 
establish medical institutions or participate in the reform and construction of public 
hospitals.Furthermore, the government should continue to explore and innovate the fund-
raising mechanism of the "New Rural Cooperative Medical Care", so that third organizations 
such as the Red Cross and charity organizations can participate in the fund-raising of the "New 
Rural Cooperative Medical Care".Finally, we should also strengthen the sense of responsibility 
and contribution of social elites, set an example, and create a good social atmosphere of honesty 
and return to the society. 
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