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Abstract
Background People's view of value medical care has taken on a great change, and then transferred to medical treatment behaviors
and medical decision-making.

Methods Based on the data of the Chinese Health Service Survey and the CLHLS survey database, this paper empirically tests the
impact of traditional culture and policy protection on value medical care from the perspective of disease occurrence and the laws of
life course.

Results The results show that cultural traditions have a greater impact on the medical values of urban residents than that of rural
residents, and the income level has signi�cantly increased the level of medical expenditures one month before the end of life. Borne
by the spouse or children living together or subsidized by the state or collective, the elderly who have no money to pay for the
medical consumption will have a signi�cantly lower medical expenses in the month before death.

Conclusions Based on this, the article explores the importance of constructing effective health management policies and medical
consumption guidance from two aspects of health value concept and value medical treatment, in order to promote people to form
better medical consumption habits and health management concepts .

Highlights

1.In the course of illness, there are more patients who seek medical treatment in the early stages of the disease, but at the end of life
there is excessive consumption of medical resources.

2.The medical consumption habits in a country ’s traditional culture will affect the current decision-making for medical treatment. At
the same time, medical insurance policies and public health policies will also have a greater impact on their behavior, but the
formation of a valued medical concept may be more affected by traditional culture. .

3.Through the research on the impact of disease occurrence law and life course law on the formation of value medical concept, it
provides reliable support for promoting multi-level medical insurance system and improving the protection of basic public health
policies. Policy intervention needs to combine the medical habits under the traditional culture and implement it to the supply of
primary health services, guide medical consumption behavior through protection policies, control medical consumption, and
enhance the value of medical consumption.

1. Introduction
Since the 1970s, the acquisition, cost and quality of medical services have become the core goals of medical security in the world.
The goal of the global medical reform is to obtain the maximum value of medical care with the minimum medical cost. The key lies
not only in medical cost, but also in medical value, namely Value-based Health Care (VBHC)[1].Porter proposed value health care in
2006. Its core is to create value for patients, integrate medical practices, and measure medical effect and cost. Porter (2010)
emphasized the e�cacy output of unit medical inputs[2,3].

In China, individuals or families are faced with the dilemma of "the law of disease occurrence and the law of life course".
Speci�cally, it is expressed as "should be out-patient or out-patient or should not be hospitalized"; "huge medical expenses before
death" and so on. In the process of the change of medical concept, the traditional culture and policy changes under the medical
security system play an important role. In terms of culture, what are the “normal” expectation for disease and death treatment under
the constraints of tradition? In traditional culture, the Chinese people's understanding of disease has always been "taboo and
disease," while the treatment of death is "fear." With the development of modern medical security system, scholars have not paid
enough attention to the evolution direction and trend of traditional medical treatment model and value medical concept . The core
of anticipating diseases and death is to establish scienti�c values of health and life and death. The key lies in how to de�ne norms
and values that are consistent with the identity of the patient (or the deceased). In terms of policy protection, medical technology
advancement and income growth as well as the gradual reform and improvement of the medical security system, it has promoted
the increase of medical demand and costs. With the implementation of the “Healthy China” Strategy, value me dicine will also
become an important part of the healthy development of society. However, based on the current health awareness of Chinese
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residents and the development of China’s medical security system, there are still many problems in the development of value
medical care.

2. Literature Review
2.1Traditional Culture: Formation of Value Medical Concept

Under the in�uence of traditional culture, the traditional notion of "taboo disease but not cure it" has deep-rooted in�uence. Due to
the existence of medical risks, there were “medicine donation” activities in ancient China, such as “Kangzi feeding medicine”[4].
During the period of the Republic of China[5], the ideological thread and medical practice of the medical elite have a far-reaching
in�uence on the formation of current medical concepts. With the replacement and reform of medical concept and medical culture,
as well as the introduction of Western medicine, there are complex contradictions between the traditional patients who have
"acquired the illness for a long time" and "modern patients." Due to the lack of medical common sense, patients are often treated
improperly. With the development of medical science, individuals or families have gradually formed the concept that "all diseases
have medicine, and no ghosts don’t die", placing more responsibility on doctors or the hospital[6]. At the same time, after the entry
of western medicine, two sets of medical systems coexisted with the local medical concepts, but the two were completely different
in terms of goals, values, knowledge and technology.The process of "looking, hearing, asking and cutting" in traditional medicine is
a process of understanding and communicating with patients, listening to them and comforting them[7]. In contrast, modern
medicine focuses on the pursuit of the value of scienti�c medicine itself, separating and analyzing individuals. The changes of
modern medical culture still has far-reaching impact on Chinese people's value medical concept.

2.1.1. The Emergence of Medical Values in Traditional Culture

Before and after the emergence of scienti�c medicine and becoming mainstream medicine in modern society, folk prescriptions
were not uncommon among ordinary people, especially the lower class with low socioeconomic status and di�cult access to
formal medical services. In the traditional Chinese family structure, the �ve basic situations of "home", "raising", "illness",
"mourning", and "sacri�ce" cover the main content of each stage of parent-child relationship[8]. Among them, "illness" has an
important status. "Twenty-four �lial piety" describes the behaviour of patients, families and doctors, and discusses behaviors
related to diseases. In the pre-industrial society, due to the lack of good education and the lack of access to modern orthodox
medical knowledge, Chinese people were more affected by non-professional knowledge in their disease-related behaviors.Secondly,
the authority of doctors has been challenged by various factors such as medical standards, religious beliefs, popular medical
concepts, and folk therapies[9]".The types of medical diagnosis and treatment that people choose are closely related to their
economic living standards and modern medical and health systems, and is also affected by their own understanding of the causes
of the diseases [10]. For example, there still exist local gods and religious beliefs in traditional Chinese society or in some folk areas.
For example, under the concept of folk medicine of Baima Tibetan folklore in China, there is a medical practice of "two solutions of
magic medicine", that is, taking medicine after getting sick, and believing in God. The gods play two roles, which can cause and cure
diseases[11] .Under the in�uence of supernatural forces, that is the cause of the disease and the method to eliminate the disease.
Whenever a mass catastrophe endangers the entire society, it is resolved by the means of "Nana Sadu Pearl"[11]. In the practice of
folk medicine , due to the mutual relationship among economy, religious beliefs, and inter-ethnic interactions, herbal therapies such
as "blood gas", "activity", "eucommiaulmoides", propolis and gastrodia also play an important cultural role.

2.1.2. The Formation of a Value Medical Concept Based on the Development of "Health" and "Disease"

Reasonable de�nition of "health" and "disease" is an important basis for establishing the scienti�c values of medicine. The World
Health Organization (1978)[12] de�nes health as health including physical, mental, and social health. From the perspective of
dialectical medicine, health is the acquisition and control of the basic material and non-material resources to maintain and promote
life with high satisfaction. Among them, unequal social status, class, and social diseases are the important factors that hinder
health[13]. Diseases correspond to health, in general, and people still suffer from disease even in the best environmental conditions
[14]. As a medical disease, it mainly refers to the direct result of pathogens or physiological disorders. But just like the de�nition of
health, ignoring the social background of environment, occupation, and residence will weaken the social connection of healthy .The
social nature of the disease is that it is affected by social factors such as malnutrition, lack of economic security, housing security,
and political rights, and it is highly susceptible to disease [15,16]. For example, existing studies have found that productive
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activities, differences in organizational forms of resources and production, implementation methods, and resource allocation have
led to different disease phenomena in different societies[17]. Therefore, diseases have both biological and social
characteristics[16]. Based on the reasonable de�nition of health and disease, a healthy lifestyle can also be de�ned as a
comprehensive standard of life including health care, medical care and health undertakings. The medical concept formed on this
basis is a scienti�c medical value.

2.2 Policy Protection: the Development and Change of Value Medical Concept

Not only is the concept of value medical care affected by traditional culture, but also the policy protection will play an important role
with the development of society and economy. Studies have found that medical needs which are based on self-assessed health[18],
chronic disease [19], and restricted mobility[20] are the core indicators affecting individual medical behavior. The health insurance
coverage and the soundness of public infrastructure services can help improve individual medical treatment[21]. Characteristic
variables such as gender, age, waiting time, distance to medical treatment, and disease severity are also signi�cant in�uencing
factors[22,23,24,25] ,but the supplier-induced demand factor has a signi�cant impact on the choice of medical treatment for
patients who haven’t received treatment for the �rst time[26,27].

2.2.1 Research on the Development of Medical Behavior under the Policy Protection Income

The transmission path of policy protection to the value medical concept is dominated by the economic income guarantee. The
family income level has two effects. The �rst one is the direct effect, that is, the income level increases the health demand, and then
increases the level of medical expenditure. For example, if the level of income has a direct impact on the behavior of the doctors,
"self-treatment" and "treating diseases as secondary" account for a large proportion among the non-patients. The second is the
indirect effect, also known as the health effect. Because of the poor health condition of low-income people, they are more likely to
get sick[28]. Therefore, a larger amount of medical expenditure is needed to avoid health risks. From the perspective of social
psychology, the widening income gap will increase the frustration and pressure of low-income people, and cause depression, or
some bad behaviors such as smoking and alcohol abuse, which will worsen the individual's health and bring in higher medical cost
to avoid health risks[29]. Research by Wagstaff (2008)[30] shows that the policy protection of medical insurance encourages more
people to choose higher medical institutions for medical treatment. As the most important external constraint that affects the
individual's use of medical and health resources, the role of medical insurance is still controversial. Among them, there are two
views on the impact of medical insurance on individual medical decision-making[31,32,33,34]. The core of the expansion is that the
reduction of the relative price of medical services has improved the accessibility of medical services. From the perspective of the
process, based on the research of the New Rural Cooperative Medical Service in rural China, the new rural cooperative medical
service is facing the shrinking of “death”. The core of shrinking is that the medical expenses actually borne by families are rising
because of the increasing consumption of medical resources [35,36,37].

2.2.2 Research on the Change of Medical Decision under the Change of Income Gap

The ability to pay is the direct carrier of economic income to individual medical treatment decisions. However, some studies have
found that group differences of the ability to pay also affect the medical concept of different groups, that is, the income gap has a
greater impact. Studies based on micro data have found that there is a strong negative correlation between income gap and health
in the United States, which has led to differences in medical perceptions among different groups[38,39]. Other studies have shown
that there is no relationship between the two[40]. The income gap will affect public investment and expenditure in health care. The
deep manifestation is the differentiation of the interests between the poor and the rich. The rich relatively prefer non-local medical
services making the supply of local public medical services underestimated and reducing �scal expenditures [41,42]. This trend will
also reduce the effectiveness of the implementation of medical policies,and these policies will be passed health status on to
individuals through community basic medical facilities [39,43,44]. However, some studies have shown that constraints such as
lower income, lack of medical insurance, and a poor living environment are the core of the gap in wealth between rich and poor,
rather than preferences [35,45]. The income gap can improve the level of people’s health and promote the value of higher medical
consumption. For example, the wealthiest group promotes the technology and equipment upgrading of medical institutions in
accordance with their own medical needs. Through spillover effects, the overall level of social medical consumption has been
improved and people’s health has also been improved.Secondly, the income gap drives the growth of �scal revenue, and the �scal
revenue is converted into �scal investment in public health and basic medical care, which improves the overall health level of the
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society and promotes the formation of a more scienti�c value of medical concept[46,47],as well as comprehensively improves the
health level of social development[48,49].

2.3 Summary of Existing Research

On the basis of the existing research, in response to the main defects of the existing research, this article attempts to make
breakthroughs and innovations in the following aspects : 1) From the perspective of research, this paper try to explore the formation
and change of Chinese people's value medical concept from the perspective of the combination of cultural tradition and policy
protection. 2) In terms of research methods, through the combination of qualitative and quantitative research, this paper not only
analyzes the core concepts of value medical concepts, such as disease and health positioning, but also empirically tests the
formation and change of the in�uence path of traditional culture and policy protection on Chinese people’s concepts of value
medicine over the decades. 3) In terms of research content, this paper focuses on the occurrence of diseases and the laws of life
processes, and highlights the analysis of the formation and changes of the value medical concept, in order to enrich the research
content of the value medical concept. 4) On the conclusion of the study, the reform and optimization of the payment system of
medical expenses are put forward by carding and empirical testing of the development and changes of medical value concept in
China.

3. Methods
3.1 The Aim

The changes of value medical concept under the protection of cultural traditions and cultural policies are affected not only by
subjective factors but also by corresponding objective factors. This article attempts to discuss the changes of Chinese residents’
medical values from the perspectives of the law of disease occurrence and the law of life course.

3.2 The Design

According to the previous analysis and the de�nition of core variables, the article attempts to select the basic model settings, and
plans to use the binary probit model to test the outpatient and noninpatient rates; the mixed Tobit model is used to test the elderly
end-of-hospital medical expenditure and the factors that affect the location . The speci�c model settings are as follows: 

The interpreted variables in formula (1) are the outpatient rate and outpatient rate. The model control variables mainly include
gender, age, marriage, whether to drink alcohol, whether to smoke, whether to be a medical consumer, source of income before
death, etc.

3.3 The Setting of The Study

3.3.1 Data Sources

The data of this article are selected from the survey data of the 2014 Chinese Longitudinal Healthy Longevity Survey (CLHLS). The
survey scope of the CLHLS database covers 23 provinces, autonomous regions and municipalities in the country.According to the
characteristics of CLHLS's continuous follow-up survey sample, taking 1998 as the baseline, the cross-sectional data from 1998 to
2014 in this article were selected to construct an unbalanced panel, and 6979 valid samples were obtained. 

3.3.2 Core Variable Selection and Descriptive Statistics

Core Variable Selection
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First of all, in terms of the occurrence of diseases, the outpatient who should receive out-patient service but not and inpatient who
should be hospitalized but not were selected as the core variables to be explained, and the in�uence of variables such as health
status, income changes, and medical insurance policy interventions on individual medical behaviors was examined. The health
status is re�ected by the current health status in the questionnaire, and the health status in the statistical items, which is very good
or well is de�ned as health and recorded as 1; health status which is biased and very poor is de�ned as unhealthy and recorded as
0. Per capita income of the households is used as the income variable, while that basic medical insurance chooses to participate in
basic medical insurance is used as the proxy variable, that is, if residents participates in New Rural Cooperative Medical Care, Urban
Residents Medical Insurance, Urban Workers Medical Insurance, Urban and Rural Resident Medical Insurance or Public Medical
Care, it is recorded as 1, otherwise 0 .

Secondly, in terms of the law of life course, we take the medical consumption expenditure of the elderly before their death and the
place of death as the explanatory variables to examine the impact of income growth and policy intervention on the medical
consumption of end-of-life patients by using income and the burden of medical consumption before death as core explanatory
variables.

Descriptive Statistics

The descriptive statistics of the core variables in the article are shown in Table 1. The proportion of outpatients for urban and rural
residents was 77.55%, and the proportion of inpatients was 41.84%. The proportion of people with basic medical insurance is
92.13%, the proportion of dying in hospitals is 10.49%, and the proportion of the bedridden before dying is 70.47%. The de�nitions
and descriptive statistics of other variables are shown in Table 1.

Table 1 Descriptive statistics of core variables

Variable Variable de�nitions Mean S.D Min Max

Whether outpatient Outpatient=1,No outpatient =0 0.7755 0.42 0 1

Whether to be
hospitalized

Has hospitalization spending=1,no=0 0.4184 0.49 0 1

Health The self-assessed health is very good or better=1,the others=0 0.4061 0.49 0 1

Unhealthy the self-assessed health is poor=1,others= 0 0.2263 0.42 0 1

Participate in Basic
Medical Insurance

Participation in in Basic Medical Insurance=1, others=0 0.9213 0.27 0 1

 LnIncome Log of household per capita income 8.1446 1.54 0 11.51

Urban and rural Rural = 1, Urban = 0 0.5541 0.50 0 1

Severe physical
restriction

Severe physical restriction=1,others=0 0.1269 0.33 0 1

Physically restricted Physically restricted=1,others=0 0.2194 0.41 0 1

Completely unrestricted Completely unrestricted=1,others=0 0.6512 0.48 0 1

Lnmedical_cost Logarithmic value of dying medical cost 7.0842 2.00 0 11.51

Dying in hospital Dying in hospital=1,others=0 0.1049 0.31 0 1

Number of serious
injuries

Number of serious injuries requiring hospitalization or bedridden
compared to the previous survey

0.4711 1.03 0 40

Bedridden Bedridden before death=1 others=0 0.7047 0.46 0 1

4. Results
4.1Disrespect for the Pattern of Disease
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4.1.1Health Status and Non-attendance Rate of Outpatient Serviced in Urban and Rural Areas

It is an important aspect to re�ect the traditional medical concept of "taboo disease and taboo medicine" that the patients who
should be outpatient are not outpatient and the patients who should be hospitalized are not inpatient. Here we also try to control the
income and the intervene of medical insurance policy to test the actual basis for not respecting the laws of disease's occurrence.
The test results are shown in Table 2 , in which models (1), (2), and (3) are tested with rural samples. The results show that under
model (1), health signi�cantly reduces the probability of outpatient service, while being unhealthy signi�cantly increases the
probability of outpatients. Income is a signi�cant positive factor to improve the tendency of outpatient service of rural residents,
while basic medical insurance has no signi�cant effect. After controlling the interaction between health and participation in basic
medical insurance, the test results of the model (2) show that health signi�cantly reduces the outpatient probability of rural
residents who enjoy the basic medical insurance. Considering the endogeneity of the results, the article examines and deals with the
endogeneity of health and outpatient clinics, and selects the degree of residents’ physical restriction as a tool variable. The results
of endogenous Wald test show that endogeneity exists and tool variable processing is effective. After endogenous treatment, health
is still signi�cantly negative, but unhealthy is no longer signi�cant, and unhealthy is also a negative effect. Models (4), (5), and (6)
based on urban samples show that health also has a signi�cant negative effect on the outpatient probability of urban residents, but
the unhealthy has no signi�cant effect. Model (5) shows that the interaction between health and basic medical insurance has no
signi�cant effect. However, the results of model (6) with instrumental variables show that both health and ill health signi�cantly
reduce the outpatient probability of urban residents, and there is no signi�cant impact on income and basic medical insurance.

Table 2 Urban and rural residents' health status, basic medical insurance, income and outpatient rate
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Variable Explained variable: whether outpatient

Rural Urban

(1)Probit (2)Controlling healthy
interactions

(3)Iv-
probit

(4)Probit (5)Controlling
healthy interactions

(6)Iv-
probit

Health -0.151** 0.391 -1.346*** -0.365*** -0.589*** -1.812***

(0.071) (0.282) (0.472) (0.069) (0.220) (0.361)

Unhealthy 0.162* 0.522 -0.697 0.019 -0.110 -1.258**

(0.090) (0.339) (0.584) (0.088) (0.258) (0.526)

Health × Basic Medical
Insurance

  -0.578**     0.248  

  (0.291)     (0.232)  

Unhealthy × Basic Medical
Insurance

  -0.388     0.142  

  (0.351)     (0.274)  

LnIncome 0.057** 0.058** 0.071*** 0.023 0.023 0.038

(0.024) (0.024) (0.023) (0.028) (0.028) (0.024)

Participate in Basic Medical
Insurance=1

0.134 0.432** 0.140 0.100 -0.053 0.041

(0.129) (0.197) (0.120) (0.098) (0.186) (0.090)

Constant term 1.332*** 1.063** 1.395*** 1.747*** 1.882*** 1.389***

(0.408) (0.429) (0.385) (0.426) (0.448) (0.499)

L.L. -1044.35 -1042.30 -3178.71 -1115.28 -1114.70 -3496.93

PseudoR2/Wald test 0.0257 0.0276 8.23**

(P=0.02)

0.0305 0.0310 12.16***

(P=0.00)

Observations 2091 2091 2089 2356 2356 2354

Note: Standard errors are in parentheses, * p <0.1, ** p <0.05, and *** p <0.01. Other control variables are omitted.

4.1.2Health Status and Urban and Rural should be Hospitalized but not Hospitalized

Generally speaking, outpatient clinics is a response to the general illness or chronic illnesses of the residents, while inpatient clinics
is a response to more severe illnesses of the residents. Therefore, this paper conducts an empirical test on the health status of
urban and rural residents and the situation of residents who should be hospitalized and but not. The results are shown in Table 3.
The test results of models (1), (2), and (3) using rural samples show that health signi�cantly reduces the probability of
hospitalization for rural residents, while ill health signi�cantly increases the probability of hospitalization for rural residents. The
interaction between health and basic medical insurance has a negative effect, that is, health weakens the positive effect of basic
medical insurance on hospitalization. However, the results of the treatment of tool variables in model (3) show that neither health
nor ill health has a signi�cant effect, and the signi�cant positive effect of income level does not increase the rate of inpatient, that
is, factors other than non-economic factors, especially cultural factors still play a potential role, which directly weakens the positive
effect of income growth and health insurance policies. Models (4), (5), and (6) based on urban samples all show that health has a
signi�cant negative effect on the hospitalization rate of urban residents, and the coe�cients becomes larger after the treatment of
the instrumental variables. At the same time, ill health also has signi�cantly negative effect on urban residents, that is, as for the
patient who should be hospitalized but not, urban residents also show a lower hospitalization rate, but cultural traditions have a far
greater impact on  hospitalization rates of urban residents than that of rural residents.
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Table 3 Urban and rural residents' health status, basic medical insurance, income and hospitalization rate

Variable Explained variable: whether hospitalized

Rural Urban

(1)Probit (2)Controlling healthy
interactions

(3)Iv-
probit

(4)Probit (5)Controlling
healthy interactions

(6)Iv-
probit

Health -0.224*** 0.341 -0.612 -0.456*** -0.724*** -2.086***

(0.065) (0.268) (0.629) (0.061) (0.196) (0.184)

Unhealthy 0.134* 0.337 0.196 0.105 -0.065 -1.139**

(0.076) (0.303) (0.651) (0.072) (0.213) (0.448)

Health × Basic Medical
Insurance

  -0.600**     0.297  

  (0.275)     (0.206)  

Unhealthy × Basic Medical
Insurance

  -0.216     0.189  

  (0.313)     (0.225)  

LnIncome 0.055** 0.056** 0.066*** 0.051** 0.052** 0.061***

(0.022) (0.022) (0.023) (0.024) (0.024) (0.023)

Participate in Basic Medical
Insurance=1

0.001 0.278 0.013 -0.017 -0.181 -0.043

(0.120) (0.196) (0.119) (0.088) (0.149) (0.076)

Constant term 0.513 0.251 0.573 -0.142 0.002 0.128

(0.366) (0.395) (0.385) (0.374) (0.388) (0.323)

L.L. -1344.62 -1342.19 -3478.32 -1521.18 -1520.12 -3880.19

PseudoR2/

Wald test

0.040 0.042 6.48**

(P=0.04)

0.039 0.039 75.70***

(P=0.00)

Observations 2091 2091 2089 2356 2356 2354

Note: Standard errors are in parentheses, * p <0.1, ** p <0.05, and *** p <0.01. Other control variables are omitted. Here, the
instrumental variables are still selected as physical restricted variables, and the wald test shows that they are endogenous and the
treatment is effective.

 

4.2Disrespect for the Laws of Life Course

4.2.1Changes in the Final Place of the Elderly and the Quality of Life

The other aspect of the value medical concept is the impact of policy intervention, especially after the implementation of the basic
medical insurance policy, the cost compensation mechanism has improved the traditional medical concept, and many scholars
have also carried out researches. At the same time, after 2000, with the gradual increase in income levels, the Chinese people's
concept of medical treatment has also changed greatly. This change includes not only the high elasticity of medical consumption
under income growth but also the moral hazard generated by the design of the basic medical insurance system. But throughout it
all, there is still the reaction to the laws of life course. In the early days, the Chinese people's medical concept was more constrained
by tradition or economy, that is, limited economic capabilities.
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As is shown in Tables 4 and 5, the results of the CLHLS longitudinal survey collects the old adults’ location for death and their
quality of life before the death from 2000 to 2014. In the survey, the dying places of the elderly mainly includes homes, medical
institutions, old-age care institutions, or other institutions, among which, medical institutions mainly refer to the samples of the
elderly who died in the hospital.The results in Table 4 show that from the six follow-up surveys from 2000 to 2014, the sample
proportion of home deaths decreased from 90.10% to 81.08%, which is indicating that most elderly people still die at home.
However, the proportion of death samples in medical institutions increased from 5.66% to 12.16%, showing a clear upward trend.
Especially after 2005, the reason why the increase is so great is that during this period, basic medical insurance was gradually
implemented in urban and rural China and household per capita income was increasing rapidly.The sample of deaths in nursing
homes or other places did not show a signi�cant increase or decrease. For example, the proportion of deaths in nursing homes
increased from 2000 to 2011, but declined signi�cantly in 2014.

 

Table 4 Changes in the �nal place of the elderly

Year Place of death

Home Hospital Institution Other

Statistics Percentage(%) Statistics Percentage(%) Statistics Percentage(%) Statistics Percentage(%)

2000 3011 90.10 189 5.66 114 3.41 28 0.83

2002 1418 88.51 106 6.62 62 3.87 16 1.00

2005 1136 87.05 90 6.90 72 5.52 7 0.53

2008 416 86.67 35 7.29 27 5.63 2 0.41

2011 140 79.55 21 11.93 14 7.95 1 0.57

2014 60 81.08 9 12.16 3 4.05 2 2.70

Note: The data comes from the CLHLS database of families tracking dead people from 2000 to 2014.

Table 5 lists the quality of life of the dying elderly at the end of life. The results show that the number of days of care for the most
important caregivers in the last month before death has increased from an average of 13.109 days in 2000 to 23.2733 days in
2011. The number of days of care for the majority of the elderly before dying is increasing. The elderly received timely treatment
before they died. From 2000 to 2008, there was an increase in access to timely end-of-life care for the elderly , but it fell back in
2011, with little overall change. In terms of the total medical expenses of the elderly in the month before their death, the average
was 12820.16 yuan in 2000 and 10624.17 yuan in 2011, but there was a large decrease in 2002 and it began to rise in 2005, that is,
the basic medical insurance system and income growth effect has begun to appear.

 

Table 5 Life status of the elderly before death
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Year Statistics of main status before death

Days of caregiving provided by the
primary caregiver in the last month of
life

The deceased elder get timely treatment
when he/she was ill before dying %

Total medical costs of the
deceased elder in the last year
of life

2000 13.311 92.65 12820.16

2002 12.324 93.51 7552.649

2005 20.184 94.11 10199.41

2008 20.934 94.96 8992.696

2011 23.273 92.59 10624.17

2014 0.000 0.00 0.00

Note: The data comes from the CLHLS database of families tracking elderly people who died from 2000 to 2014, and the sample of
relevant statistics in 2014 is accurate.

4.2.2Impact of Income and Policy Interventions on Dying Medical Consumption of the Elderly

4.2.2.1Income and Medical Expenditure for the Elderly

Considering the coexistence of positive continuous distribution and zero consumption of medical expenditure , the article attempts
to establish a mixed panel Tobit model for testing. First of all, considering the existence of individual effects, panel Tobit regression
with random effects should be used, but the LR test results show that the original hypothesis of "" has not been rejected, that is,
there is no individual effect, and mixed Tobit regression can be used. The results of model (1) and model (4) in Table 6 show that
the income level has signi�cantly increased the level of medical expenditures in the month before the end of life, and signi�cantly
increased the probability of death in a medical institution for the elderly. The test results after processing the instrument variables
show that the instrument variables are reasonable and effective. After treatment, the results show that income still has a signi�cant
positive effect on the medical consumption of the elderly before the death , and the coe�cient value is higher. But it no longer has a
signi�cant effect on the place of death for the elderly, indicating that income has no signi�cant effect on the place of death of the
elderly.

Table 6 In�uencing factors of medical expenses and place of death of the elderly
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Variable Medical expenses before death. Place of death

Mixed Tobit
regression test 1

IVTobit two-step method

IV=bedday

Mixed Tobit
regression test 4

IVTobit two-step method

IV=bedday

2 �rst-
step

3 two-step IV-
Tobit test

5 �rst-
step

6 two-step IV-
Tobit test

LnIncome 0.479*** 0.001*** 2.393*** 0.136*** 0.001*** -0.5000

(0.020) 0.000 (0.493) (0.030) 0.000 (0.474)

Number of
serious injuries

0.001 0.003*** -0.009*** -0.001 0.004*** -0.001

(0.001) (0.001) (0.002) (0.001) 0.001 (0.002)

Constant term 6.833*** 7.990*** -8.225** 1.550** 8.0810*** 6.578*

(0.468) (0.407) (4.047) (0.683) 0.383 (3.903)

sigma_u 0.000     0.000    

(124.7)     (19.37)    

sigma_e 1.860***     1.805***    

(0.022)     (0.084)    

LR test of
sigma_u=0

chibar2(01) = 0.00
p=1.00

    chibar2(01)=0.00
p=1.0

 

Wald test   chi2(1) = 58.51 P= 0.000   chi2(1) = 2.01 P= 0.056

Observations 3627 2672 2672 4378 3064 3064

Note: Standard errors are in parentheses, * p <0.1, ** p <0.05, and *** p <0.01. Other control variables are listed.

 

4.2.3Family Support, Policy Protection and End-of-life Medical Consumption for the Elderly

Second, after controlling the undertaker of the medical consumption before death, the effect of policy intervention on the medical
care consumption and location of the elderly before death was investigated. The test results are shown in Table 7. The results of
model (1) with medical consumption expenditure as the explanatory variable show that compared with other undertakers , the old
people whose medical expenses are borne by the spouse or children living together will have signi�cantly lower medical
expenditures at the end of life. While the elderly who are subsidized by the state or collective subsidy for medical expenses and the
elderly who have no money to pay for medical consumption will have a signi�cantly lower medical expenses.The results of model
(2) show that when medical costs are borne by cooperative medical care, the probability of the elderly dying in the hospital will be
signi�cantly reduced. Affected by distance or medical costs, the dying state of rural elderly has not been improved by the new Rural
Integration. When their medical expenses are borne by the national medical insurance fun, medical insurance,state or collective
subsidy medical expenses, these old people who can not afford to pay the medical expenses himself will have signi�cantly higher
probability of death at medical institutions. Although such old people do not have a higher medical consumption in the last month
of their life, they still choose to go to hospital for treatment at the end of their life. It is policy interventions that have improved the
higher medical consumption of the elderly in the short term before they die. In other word, the �nal quality of their life is improved
through excessive or invalid medical consumption. On the one hand, there is a lack of good education on the concept of education;
On the other hand, there is a large amount of waste of medical resources. Such end-of-life care tends to be more expensive and
more resource intensive, but less effective.

Table 7 Impact of policy interventions on end-of-life medical consumption and location of the elderly
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Lnmedical_costs 1 Die in_hospital 2

coe�cient S.E. coe�cient S.E.

state Medicare fund 0.192 0.380 1.709*** 0.319

cooperate Medicare fund -0.506 0.373 -0.652* 0.354

medical insurance -0.547 0.399 1.890*** 0.336

the deceased elder -0.252 0.414 0.824** 0.357

spouse -1.766** 0.746 -0.0547 0.829

state or collective subsidy -1.670*** 0.439 1.789*** 0.362

co-residing child(ren) -0.923** 0.362 -0.390 0.310

shared by children (including grandchildren) living or not living
together

-0.563 0.361 -0.0864 0.304

no money to pay medical costs -1.217** 0.594 0.868* 0.488

sigma_u 1.22e-08 140.6 0.00000045 26122.6

sigma_e 1.956*** 0.0228 1.480*** 0.0640

LR test of sigma_u=0 chibar2(01) = 0.00 P=
1.000

chibar2(01) = 0.00 P =
1.000

Observations 3681 4376

Note: Standard errors are in parentheses, * p <0.1, ** p <0.05, and *** p <0.01. The control variables are the same and are omitted
here.

5. Discussion
Whether it is based on the law of disease occurrence or the law of life course,and how to build good medical values, we must �rst
make clear what the goal of medical consumption is, to maintain or restore self health? So, what is the de�nition of health? Is there
no disease or is basic physical function recovery? Health, as the World Health Organization de�ned in 1948, is not only a state of
not being sick or weak, but also a state of physical, mental and social integrity.

Based on this, for healthy or sub-healthy people, should we pay more attention to health prevention or after-care medical
investment? This is a common problem in the reform of the medical insurance system in various countries at this stage. At the
2016 National Congress of Health and Hygiene, General Secretary Xi Jinping put forward the concept that "we should establish the
concept of big hygiene and great health, and transform the focus on treating disease into the focus on people's health."Due to the
gradual increase in the size of such populations, from the perspective of sociology, it is necessary to change the traditional health
concept centered on the treatment of diseases and improve the quality of health through effective health management. Here, health
management should include macro policy guidance and micro Individual behaviors and habits, such as nutrition interventions,
sports interventions, psychological interventions and other policy interventions, as well as micro-management policies such as
healthy living habits or methods, and traditional Chinese medicine for disease prevention and treatment to improve the health and
quality of such people. Regarding the medical concept of unhealthy people, it is necessary to promote their reasonable medical
consumption by means of medical guidance services , to gradually reduce the rate of non-outpatient who should be outpatient
through policy interventions such as medical insurance, to avoid the phenomenon of "taboo disease and avoid medical treatment",
and to improve rationality and effectiveness of their medical consumption. According to the current law of life course, most of the
elderly still have a high medical consumption of end-of-life medical care at the end of their lives, while in terms of the law of disease
occurrence, policy intervention has not increased the probability of non-outpatient who should be outpatient. From the
implementation effect of the current medical insurance policy , on the one hand, the traditional culture of "taboo diseases and taboo
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medical treatment" still plays a role in core medical values to a certain extent. On the other hand, when minor illnesses which are not
cured timely turn to major illnesses or the state of illnesses before dying, there is a phenomenon of excessive medical consumption
expenditure.Therefore, to explore medical values based on the concept of health values, we need to pay attention to the
effectiveness of policy intervention for the unhealthy people and the guidance of medical consumption for end-of-life patients, that
is, early intervention and palliative care for diseases. The policy intervention of disease prevention should not rely too much on
basic medical insurance and should be promoted step by step in combination with the implementation of health management
policies. When healthy state is reduced to an unhealthy state, timely treatment must be guided by reasonable medical services to
enhance the utilization of medical services and reduce resources waste. At the same time, through policy intervention of end-of-life
personnel, through medical guidance and service delivery, the rationality of end-of-life medical consumption is promoted and the
waste of medical resources are avoided. In order to achieve effective policy connection and protection of the initial, the middle and
the terminal of the disease occurrence,it’s necessary to promote unhealthy people to form a good value medical concept, and
rationalize the consumption of medical resources.

6. Conclusion
Based on the law of disease occurrence and the law of life course, this paper uses the data of the "Tracking Survey of the
In�uencing Factors of Aging Health in China" to explore the changes in medical values under the protection of traditional culture
and policies, which is expected to provide reliable theoretical and empirical support for reasonable medical consumption behavior
and health management policies. In terms of disregard for the laws of life course, from 6 follow-up surveys from 2000 to 2014, the
proportion of samples of deaths at home decreased from 90.10% to 81.08%, while the proportion of samples of deaths in medical
institutions rose from 5.66% to 12.16%, showing an obvious upward trend, that is, the number of the elderly dying in hospitals is
�nally increasing. The number of the days used for attending the elderly in the last month before the death increased from an
average of 13.3109 days in 2000 to 23.2733 days in 2011. The total medical expenses of the elderly in the month before death
decreased signi�cantly in 2002, and began to rise again in 2005, that is, the basic medical insurance system and income growth
effects have initially appeared. Income and policy interventions have an impact on the older people's end-of-life medical
consumption , of which the empirical tests show that income levels have signi�cantly increased the level of medical expenditures in
the month before the end of life, and signi�cantly increased the probability of deaths of the elderly in medical institutions. After the
treatment of instrumental variables, the test results show that income still has a signi�cant positive effect on medical consumption
of the elderly before the death, and the coe�cient value is higher, but there is no signi�cant effect on the place chosen for death of
the elderly . After controlling the undertaker of the medical consumption before the death of the elderly, we examine what impact the
policy interventions have on the hospice medical consumption and the location of the dying. The test results show that the medical
treatment expenses of end-of-life medical care is signi�cantly lower for the elderly whose health care expenses are borne by their
spouse or children living together. When the state or collective provides subsidy for medical expenses, the elderly who have no
money to pay for medical consumption will also have signi�cantly lower end-of-life medical expenditures, that is, income is still the
core factor determining the medical consumption of this group, and policy interventions have not effectively improved their medical
behavior or medical consumption values. In addition, when the medical costs are borne by the cooperative medical system, the
probability of the elderly dying in hospital at the end of their life is signi�cantly reduced. When the medical expenses are covered by
the National Medical Insurance Fund, medical insurance, state or collective subsidized medical expenses, and at the same time the
elderly themselves have no money to pay for medical expenses, the probability of dying in a medical institution is signi�cantly
higher for the elderly.
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