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Confidence in China’s healthcare system: =
a focus on lower-middle class
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Abstract

Background During the post-pandemic era, there has been growing anxiety regarding health security, especially
among the middle class worldwide. The public's confidence in the healthcare system encompasses their expectations
and perceptions of the healthcare system'’s ability to meet their needs without financial hardship. This study aims to
examine the disparities of confidence and to identify potential vulnerable subgroups.

Methods Adopting the China General Social Survey (CGSS) 2021, we performed multivariate logistic regression to
analyze the associations between confidence level and socioeconomic classes, controlling for demographics.

Results Among all respondents (n=2341), 71% reported confidence. However, respondents identified as lower-
middle class had the least likelihood of reporting confidence (OR=0.64, p=0.006) compared to the lowest social class.
De facto married respondents had 21% lower odds of confidence (OR=0.78, p=0.046) compared to unpartnered
respondents.

Conclusions Our findings reveal that, contrary to expectations, the lower-middle class in China—rather than the
lowest social strata—exhibits the least confidence in the healthcare system. This low confidence appears closely
linked to heightened insecurity about downward social mobility stemming from catastrophic healthcare expenditure.
Moreover, married individuals also revealed low level of confidence in the healthcare system. These results underscore
the urgent need for universal healthcare policies in China and similar emerging economies that specifically address
the unique health security concerns of the lower-middle class and consider the dynamics inherent in marriages and
families associated.
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Introduction

Healthcare systems play a crucial role in social safety
nets by providing essential medical services and ensuring
equal access to healthcare for all individuals, regardless
of their socioeconomic status, which is the core principle
of universal health coverage [1-4]. The public confidence
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reflect the overall performance and accountability of the
whole health system [12, 13], as well as confidence in the
government [3]. Its roles in promoting health preventive
actions [14, 15] and compliance behaviors during a pan-
demic [1, 16] have received increased attention.

Confidence in the health system and socioeconomic status
Socioeconomic status has been identified as a key deter-
minant of confidence in healthcare [17, 18]. A positive
correlation between socioeconomic status and confi-
dence in the healthcare system is often observed [17, 18],
as higher socioeconomic standing frequently correlates
with greater expectations regarding the availability of
healthcare resources [19, 20]. Meanwhile, boosted confi-
dence or satisfaction may be observed in lower income
levels, attributed to visible improvement in core public
health infrastructure [21, 22].

There has been a dramatic increase in health security
vulnerability among those experiencing in-work poverty
on a global scale over the past decades [23-25], primar-
ily due to their heightened health vulnerabilities [26] and
limited access to social security [23-25], including inad-
equate insurance coverage. Married working poor indi-
viduals frequently lack access to spousal health insurance
coverage and affordable childcare support too [27].

Healthcare system background in China

Over the past two decades, China has exerted signifi-
cant effort to expand healthcare resources and improve
accessibility [28], unifying both urban and rural residents
under a single health insurance system [29]. Over 95%
of the population is covered by basic health insurance
schemes [30]. Out-of-pocket (OOP) expenses as a per-
centage of total health spending was 27.6% in 2021 [31],
higher than Thailand’s (9.04%) and Brazil’s (25.27%) [32].
Public health expenditures represent 6.72% of GDP [31],
comparable to other middle-income countries like Brazil
(9.89%) and India (3.28%) and below the world average of
10.36% [33].

The number of medical practitioners and healthcare
facility beds per 1000 people has increased from 1.22 to
2.34 in 2003, respectively, to 2.55 and 6.70 by 2021, align-
ing with those reported in high-income countries [28].

Lower middle class and health vulnerable groups in China

The lower socioeconomic classes in China, mainly
including informal urban workers employed in manual
and semi-manual labor, face considerable challenges
in accessing healthcare due to characteristics of their
employment [34]. This subpopulation is characterized by
stagnating wages and fewer compensation benefits and
health insurance coverage than formally employed coun-
terparts [35, 36]. Lacking official urban residency status,
they often do not have full access to social insurance
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benefits and are at heightened risk of substantial financial
hardship when medical services are needed [37, 38].

Although ongoing healthcare reforms in China have
enabled urban informal sector workers to enroll in the
Urban Employee Basic Medical Insurance (UEBMI) pro-
gram as “flexible employee’, substantial barriers to par-
ticipation remain. Unlike their formally employed peers,
who can receive employer contributions, informal work-
ers must pay the entire UEBMI premium out of pocket,
according to China’s social insurance law [39]. This finan-
cial burden, coupled with stagnant wages, deters many
from enrolling in the program.

In addition, for informal workers, the total contribution
amount including both the UEBMI and social security
premiums represents a substantial share of their limited
incomes. For instance, in Guangzhou City, one of the
most economically developed megacities in China, the
minimum contribution amounts is CNY1476.52 in 2024,
which is equivalent to about 22% of the average monthly
wage of employees in the urban private sector in Guang-
zhou City [40]. Starting from 2025, the premium has
further increase by about 3.5%. The financial strain has
deterred enrollment. Consequently, it is estimated that
only about 50% of informal sector workers in China par-
ticipate in health insurance [41]. The low rate of health
insurance coverage among the informal employed still
poses a risk of inadequate coverage [42].

This study aims to investigate confidence levels in
China’s healthcare system among the lower-middle
class, which is insufficiently studied. By addressing this
research gap, practical implications arise for effectively
operating the healthcare system and efficiently allocat-
ing resources to enhance health security and social ben-
efits. These implications extend not only to China but
also to other emerging economies that confront similar
challenges.

Methods

Data source and sampling

This study adopts the dataset collected in 2021 by the
China General Social Survey (CGSS). CGSS, initiated
in 2003 and conducted by the National Survey Research
Center (NSRC) at Renmin University of China, is China’s
first national, comprehensive, and continuous large-scale
social survey project. The 2021 CGSS collected data from
all respondents for its core and thematic modules, yield-
ing a valid sample of 8,148. Additionally, the health mod-
ule of the International Social Survey Programme (ISSP)
was randomly administered to one-third of the respon-
dents. Most of the key variables in this study are derived
from the ISSP health module. The final sample utilized
in the analysis consists of 2341 valid responses across 19
Chinese provinces.
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Dependent variable

Confidence in the healthcare system was measured using
a survey question: “In general, how much confidence do
you have in the healthcare system?” Respondents could
choose from five categories ranging from “complete con-
fidence” to " no confidence at all” A binary variable was
constructed as the dependent variable, taking a value of
1 for responses indicating “complete confidence” or “a lot
of confidence”

A three-level dependent variable is not applicable in
this study, as only 83 respondents indicated “almost no
confidence” or “no confidence at all; which represents
approximately 3.55% of the total sample. This limited
number of responses is insufficient for conducting a valid
logistic regression analysis [43].

Independent variable

(1) The key variable of interest is self-reported socioeco-
nomic status [44, 45], as classified by the CGSS ques-
tionnaire to be five levels: upper, upper-middle, middle,
lower-middle, and lower class.

(2) Demographic characteristics: Age (>60=1), gen-
der (male=1), marital status (De facto married includ-
ing both legally married and cohabiting =1, Unpartnered
including being single, divorced, or separated =0); Eth-
nicity (Han=1), religious beliefs (any =1), political affilia-
tion (the Communist Party of China (CPC) member=1).

(3) Socio-economic characteristics: Education level
(primary or below =0; middle school=1; undergradu-
ate =2; graduate =3), employment status (employed=1),
health insurance status (none=1), childcare responsi-
bilities (How many children under the age of 18 do you
have? None =0).

(4) Health status as indicated by chronic disease status:
“Whether being chronically ill, sick or disabled” (yes=1).
Being satisfied with most recent treatment (dissatis-
fied = 0; fair = 1; satisfied = 2).

(5) Geographic characteristics: Residence type
(rural =0; urban=1) and regional classification, which is
a set of dummy variables based on the National Bureau of
Statistics of China’s economic region classification code
[46]. This classification divides provinces into five major
regions: East, Central, West, and Northeast.These region
dummy variables help to control the region fixed effects.

Statistical method

This study adopted a binary choice (BC) logistic regres-
sion model as the baseline model. To further explore
variations in the association between marital status
and confidence in the healthcare system across socio-
economic groups, an interaction term between mari-
tal status and socioeconomic status (marital status
* socioeconomic status) was introduced to the BC
model. This helped address the research question more
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comprehensively compared to examining only main
effects. All statistical analyses were conducted in Stata
version 18.

Results
Descriptive statistics
The descriptive statistics are provided in Table 1. In this
sample, 71% of surveyed respondents reported confi-
dence in China’s healthcare system. As for the distribu-
tion of socioeconomic status, the largest group is the
lower-middle class at 35.7%, followed by the middle class
at 32.8%. The upper-middle class makes up 15.8%, and
the upper class is the smallest group at 4.4%. The lowest
social status group comprises 11.1% of the population.
Within the “Confident” group, there was a slightly
lower proportion from the lowest socioeconomic class
(10.9%) than in the group reporting “Not confident”
(11.7%). Similarly, the lower-middle class had lower rep-
resentation in the “Confident” group (32.4%) versus the
“Not confident” group (44.0%). Additionally, both the
upper-middle class (17.0% versus 13.1%) and upper class
(5.2% versus 2.5%) had greater representation in the
“Confident” group relative to the “Not confident” group.
The demographic characteristic on this sample is con-
sistent with national population census data 2021 [47].

Disparities in confidence in the healthcare system among
social classes in China

The regression results for the baseline model are pre-
sented in Table 2. Using the unmarried group as the
baseline category, those married have an odds ratio of
0.78 (p=0.046), indicating that this group is less likely to
report confidence in the healthcare system. Compared
to the “lowest class” group, the “lower-middle class” are
significantly less likely to report confidence in the health-
care system (OR=0.64, p=0.006). However, individuals
in the “upper class” have an odds ratio of 1.71 (p=0.083),
suggesting a potentially higher likelihood of reporting a
much higher level of confidence.

The odds ratio for males is 1.18 (p=0.095). Individu-
als with chronic diseases have significantly lower odds
(OR=0.66, p<0.001). Compared to those who are “not
satisfied” (reference category), individuals with a “neu-
tral” satisfaction level or those who are satisfied with their
recent healthcare experience have significantly higher
odds ratios (OR=1.77, p<0.001; OR=4.58, p<0.001)
respectively. Compared to the “Eastern” region (reference
category), the “Western” region has an odds ratio of 1.27
(p=0.058).

Interaction effects of marital and socioeconomic status

Among the interaction term groups reported in Table 3,
taking the non-married people in the lowest-class as
the control group, the OR value of the married people
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Table 1 Descriptive statistical (based on confidence)

Characteristics Full sample (N, %) Not confident Confident P-value
Sample Size 2341 678 (29.0%) 1663 (71.0%)

Marital status

Unpartnered 565 (24.1%) 140 (20.6%) 425 (25.6%) 0.011
De facto married 1776 (75.9%) 538 (79.4%) 1238 (74.4%)

Social status

Lowest 261 (11.1%) 79 (11.7%) 182 (10.9%) <0.001
Lower-middle 836 (35.7%) 298 (44.0%) 538 (32.4%)

Middle 769 (32.8%) 195 (28.8%) 574 (34.5%)

Upper-middle 371 (15.8%) 89 (13.1%) 282 (17.0%)

Upper 104 (4.4%) 17 (2.5%) 87 (5.2%)

Age

Below 60 1586 (67.7%) 443 (65.3%) 1143 (68.7%) 0.113
60 and over 755 (32.3%) 235 (34.7%) 520 (31.3%)

Gender

Female 1,283 (54.8%) 385 (56.8%) 898 (54.0%) 0219
Male 1,058 (45.2%) 293 (43.2%) 765 (46.0%)

Education

Primary and below 679 (29.0%) 206 (30.4%) 473 (28.4%) 0.009
Middle school 1,151 (49.2%) 350 (51.6%) 801 (48.2%)

Undergraduate 472 (20.2%) 117 (17.3%) 355 (21.3%)

Graduate 39 (1.7%) 5(0.7%) 34 (2.0%)

Ethnicity

Others 156 (6.7%) 39 (5.8%) 117 (7.0%) 0.252
Han 2185 (93.3%) 639 (94.2%) 1546 (93.0%)

Religious beliefs

No religious beliefs 2173 (92.8%) 631 (93.1%) 1542 (92.7%) 0.769
With religion 168 (7.2%) 47 (6.9%) 121 (7.3%)

Political affiliation

No-affiliation 1886 (80.6%) 574 (84.7%) 1312 (78.9%) 0.001
CPC members 455 (19.4%) 104 (15.3%) 351 (21.1%)

Employment status

Unemployed 74 (3.2%) 27 (4.0%) 47 (2.8%) 0.156
Employed 2267 (96.8%) 651 (96.0%) 1616 (97.2%)

Childcare responsibilities

None 1690 (72.2%) 490 (72.3%) 1,200 (72.2%) 0.989
One 347 (14.8%) 101 (14.9%) 246 (14.8%)

Two or more 304 (13.0%) 87 (12.8%) 217 (13.0%)

Status of health insurance holdings

None 93 (4.0%) 22 (3.2%) 71 (4.3%) 0.136
Basic medical insurance 1839 (78.6%) 553 (81.6%) 1,286 (77.3%)

Commercial/ Supplementary/ Other medical insurance 108 (4.6%) 29 (4.3%) 79 (4.8%)

Two or more of the above types 301 (12.8%) 74 (10.9%) 227 (13.7%)

With chronic disease

No 1529 (65.3%) 401 (59.1%) 1128 (67.8%) <0.001
Yes 812 (34.7%) 277 (40.9%) 535(32.2%)

Recent healthcare experience

Dissatisfied 597 (25.5%) 248 (36.6%) 349 (21.0%) <0.001
Fair 1201 (51.3%) 352 (51.9%) 849 (51.1%)

Satisfied 543 (23.2%) 78 (11.5%) 465 (28.0%)

Residence

Rural 998 (42.6%) 292 (43.1%) 706 (42.5%) 0.785
Urban 1343 (57.4%) 386 (56.9%) 957 (57.5%)

Region
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Table 1 (continued)

Characteristics Full sample (N, %) Not confident Confident P-value
East 882 (37.7%) 264 (38.9%) 618 (37.2%) 0.484
Central 707 (30.2%) 212 (31.3%) 495 (29.8%)

West 644 (27.5%) 174 (25.7%) 470 (28.3%)

Northeast 108 (4.6%) 28 (4.1%) 80 (4.8%)

in the mid-lower class is 0.49 (p=0.026), indicating that
this group of people are significantly much less likely to
report confidence in the healthcare system. Meanwhile,
the results in Table 3 show that the OR values of the mar-
ital status subgroups among other social strata are not
significant.

Discussion

This study utilized a large, nationally representative data-
set to investigate socio-economic factors associated with
confidence in China’s healthcare system, with a focus on
health security and challenges faced by vulnerable groups
across socioeconomic classes, especially, the lower-mid-
dle class.

Lower-middle classes fall between the cracks

Social risk theory suggests that the social security sys-
tems, including healthcare, in many industrial societies
often fail to provide adequate coverage for the lower-
middle class, or those in in-work poverty [24, 48]. This
study’s findings align with this perspective, highlighting
that the lower-middle class frequently encounters signifi-
cant barriers to accessing essential healthcare services.

There have been increased health security anxiety
among China’s middle and lower-middle class [49]. It is
reported that around 62.9% of the self-reported middle-
class residents in China believe that the level of social
security (especially health security) in China is too low
and does not provide adequate protection [50]. Given
the inadequate health insurance coverage [51], limited
healthcare access [52], and disparities in healthcare out-
comes [53-55], it is reasonable to infer that the lower-
middle class has health security notably lower than the
well-represented middle class.

The lower-middle class often falls between the cracks,
yet paradoxically, this study found that the lowest social
class reported a relatively higher level of confidence in
the healthcare system. This is largely attributed to the
Chinese government’s commitment over the past decade
to enhance health assistance programs and specialized
insurance for severe illnesses [56]. While the lowest
social class group originally has relatively lower expec-
tation, the government initiatives have provided essen-
tial health security to the impoverished, addressing the
most basic health needs, and fostering a sense of stability
among the lowest social strata [57], contrasting sharply
with the lower-middle class.

Economic stagnation may especially heighten the risk
of impoverishment and downward mobility for lower
middle socioeconomic status groups, often driven by
burdensome healthcare expenditures [38]. Consequently,
the perception of these risks can erode their confidence
in the healthcare system more broadly.

Insecurity among those married

Contrary to existing literature that highlights positive
findings associated with marriage, such as higher sat-
isfaction with health systems and better overall health
status [58, 59], this study reveals that married individu-
als in China actually report significantly lower levels of
confidence in the healthcare system. This is unexpected
because marital status is often associated with stronger
social networks and support systems [60-66]. In Chi-
nese society, spouses still serve as the primary informal
caregivers [29, 60]. Therefore, when a spouse falls ill,
the couple suffers a dual setback: a reduction in income
as well as another spouse’s caregiving instead of earning
income [61, 63]. This economic vulnerability may be fur-
ther compounded by a heightened sense of risk aversion
among those married compared to their counterparts
[67]. Furthermore, China’s single-child policy has weak-
ened intergenerational support networks, amplifying the
burdens associated with elderly care and comprehensive
healthcare giving [68].

In this context, the burdens of informal caregiving and
financial insecurity converge may together lead to a lack
of confidence in the healthcare system among the mar-
ried lower-middle class.

Robustness check

We conducted several robustness checks to validate our
findings. First, we examined the number of children as
reported by each respondent, however, the coefficients
were insignificant. This suggests that despite having
childcare responsibilities, middle-lower class families in
marriage may share heightened anxieties about health-
care insecurities.

Additionally, we assessed the impact of objective local
socioeconomic indicators, such as per capita GDP and
healthcare facility density. Combining these provincial-
level indicators into our analysis yielded no marginal
benefits, confirming that our primary findings remain
robust and unaffected by these variables.
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Table 2 Confidence in healthcare system and socioeconomic association(logistic regression)

Characteristics Odds ratio P-value 95%Cl
Marital status

Unpartnered reference

De facto married 0.78%+! 0.046 061-1.00
Social status

Lowest reference

Lower-middle 0.64*** 0.006 047-088
Middle 1.03 0.842 0.74-144
Upper-middle 1.11 0.582 0.76-162
Upper 1.71% 0.083 093-3.15
Age

Below 60 reference

60 and above 0.86 0.226 068-1.10
Gender

Female reference

Male 1.18% 0.095 097-143
Education

Primary and below reference

Middle school 0.96 0.701 0.76-1.21
Undergraduate 1.01 0.939 0.72-143
Graduate 1.81 0.257 065-507
Ethnicity

Others reference

Han 0.84 0412 057-1.26
Religious beliefs

No religious beliefs reference

With religion 1.14 0.491 0.78-1.66
Political affiliation

No-affiliation reference

CPC members 1.24 0.138 093-1.63
Employment status

Unemployed reference

Employed 1.46 0.151 0.87-243
Childcare responsibility

None reference

One 0.99 0.937 0.74-1.31
Two or more 1.04 0.778 0.77-141
Status of health insurance holdings

None reference

Basic medical insurance 0.70 0.172 042-1.17
Commercial/ Supplementary/ Other medical insurance 0.80 0.521 041-157
Two or more of the above types 0.85 0.570 047-151
With chronic disease

No reference

Yes 0.66%%* <0.001 053-082
Recent healthcare experience

Dissatisfied reference

Fair 1.77%%* <0.001 143-2.19
Satisfied 4.58%** <0.001 3.39-6.19
Residence

Rural reference

Urban 1.05 0.664 0.85-1.29
Region

East reference
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Table 2 (continued)

Characteristics Odds ratio P-value 95%Cl
Central 1.07 0574 0.85-1.35
West 1.27% 0.058 0.99-1.64
Northeast 1.21 0431 0.75-1.95
Constant 2.01 0122 0.83-4.88
Observations 2341

Pseudo R-squared 0.068

Note 1: *, ** *** indicate significant at 10%, 5% and 1% levels respectively

Table 3 Association between marital status and confidence Limitations

in the healthcare system across different social status (logistic
regression)

Characteristics Oddsratio  P-value 95%CI
Lowest Unpartnered reference

Lowest De facto married 0.74 0.387 037-146
Lower-middle Unpartnered 0.60 0.140 031-1.18
Lower-middle De facto married ~ 0.49**! 0.026 026-092
Middle Unpartnered 091 0.793 044-1.87
Middle De facto married 0.79 0471 042-1.50
Upper-middle Unpartnered 1.52 0374 061-381
Upper-middle De facto married ~ 0.78 0470 040-152
Upper Unpartnered 1.34 0.686 032-556
Upper De facto married 1.33 0.509 057-3.12
Control variables ? Control Control  Control
Constant 212 0.151 0.76-587
Observations 2341

Pseudo R-squared 0.0686

Note: 1. %, ** *** indicate significant at 10%, 5% and 1% levels respectively

2. Though not reported here, the same variables of demographics,
socioeconomic characteristics, and regional effects as shown in Table 3 were
controlled for in this regression

Policy implications

In recent years, China’s national health insurance system
has introduced new measures to improve health risk pro-
tection, such as allowing healthcare funds in individual
accounts to be shared among direct family members [60].
However, without broader social sharing mechanisms,
the health burdens remain concentrated within family.

While the government has implemented policies to
support the most vulnerable social groups, the middle
class—particularly the lower middle population—often
feels overlooked in policy considerations, remaining
invisible and marginalized even as the economy grows
[69].

This issue of falling between the cracks has evolved
from a regional phenomenon into a global issue [24]. As
Al technology rapidly develops and transforms indus-
tries, the resulting shifts in the economy and job market
are likely to be profound and swift. Without adequate
social security and opportunities for upward mobility, the
lower middle classe is increasingly susceptible to severe
social problems and even life-threatening situations,
including rising rates of despair-related deaths [70, 71].

This analysis has several limitations stemming from the
data source. Firstly, the subjective nature of the indica-
tors used to measure confidence and socioeconomic sta-
tus introduces the potential for measurement errors. In
the future, an index of confidence may be constructed
to provide more specific information [20]. Secondly, due
to data limitations, the study can only establish associa-
tions rather than causal relationships between variables.
Further research is warranted to address these gaps. For
example, how the ongoing healthcare reimbursement
reform and auditing actions may have affected the confi-
dence in the healthcare system.

Conclusion

This study highlights a significant finding that the lower-
middle class and married individuals exhibit compara-
tively lower levels of confidence in China’s healthcare
system, reflecting the prevailing healthcare anxiety
among the public. Despite government efforts to imple-
ment policies targeting impoverished individuals, the
lower-middle population often lacks eligibility for social
assistance programs and may feel marginalized in the
policy-making process.

The stable development of the middle class is crucial
for ensuring social stability and fostering sustainable
economic growth. This research emphasizes the need to
deepen and evolve the universal health insurance system
with comprehensive coverage to cater to the evolving
healthcare needs of lower-middle class amidst increasing
uncertainties in the environment. Thus, this study pro-
vides valuable empirical evidence for healthcare system
policymakers in China and other emerging economies.
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