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Health is a major part of human welfare. The index system of common prosperity was constructed for middle-aged and elderly people in rural areas. Besides, the impart of health shocks and rural basic medical insurance on common prosperity was explored. The data for this study came from China Health and Retirement Longitudinal Survey (CHARLS) in 2013, 2015, and 2018. The finding shows that health shocks hindered the improvement of the common prosperity of the middle-aged and elderly in rural areas, among which daily activities produced the greatest negative effect. The heterogeneity analysis shows that health shocks have a stronger negative effect on the common prosperity of low-income groups than that of high-income ones. The shock of daily activity ability has the greatest influence on the middle-aged and elderly between 45 and 55 years old. However, acute health shocks have a strong negative effect on those aged above 56. The mechanism analysis shows that rural basic medical insurance can alleviate the health shocks to middle-aged and elderly people, but the effect is limited. In general, low-income groups benefit more. Therefore, China should speed up the promotion of the Healthy China Strategy and the reform of the rural basic medical insurance system, and prompt changes from an inclusive to a targeted policy to provide more precise safeguards for vulnerable groups.
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Introduction

Aging is one of the major trends in the changing age structure of the population in the world, and it is a main economic and social issue against the development of all nations (1). China is also so. According to the prediction of the World Bank, the population of the elderly in China will exceed 400 million by 2,035, with an aging rate of about 28%, and most of them live in rural areas (2). Unlike other groups, elderly people are highly vulnerable to health shocks due to their weak social roles and poor physical conditions, especially given the relative lack of family support and medical care facilities in rural China. Statistics show that around 66% of the elderly aged above 60 in rural areas suffer from chronic diseases, which is much higher than that of the elderly in urban areas. This requires China to face a challenge in the long term: the health of the rural elderly.

As clearly pointed out by the Fifth Plenary Session of the 19th Central Committee, “the common prosperity of all people will have achieved more obvious and substantial progress by 2,035”. On par with the new concept of common prosperity by the World Bank, the concept of common prosperity is aimed at enabling poor people to benefit from economic growth (3). Common prosperity lays emphasis on social equity and justice and comprehensive and coordinated development. Health, an indispensable human capital, is an important factor in enhancing the earning power of individuals and the wellbeing of humans (4). Safeguarding the health of rural elderly people is an important part of achieving comprehensive health and an important step to realize common prosperity. This is because the health problems of elderly people in rural areas are related to their development and life quality, as well as the harmonious development of the entire family. They are also closely associated with the wellbeing of the whole society. On the one hand, health shocks reduce the labor supply of middle-aged and elderly people and other family members by generating unexpected medical expenditures, leading to a decline in household income and increased uncertainty about household income (5–15). On the other hand, from a social perspective, the physical health status of middle-aged and elderly people, especially the elderly, is directly related to the care burden and medical expenses of the whole society (16, 17).

The main way for families to deal with health shocks is to increase preventive savings and participate in medical insurance, and the latter is a more effective means of risk transfer (18). At present, rural areas have established a full coverage medical insurance and security system to guarantee that each individual has medical insurance. Through social welfare, the material and spiritual living conditions of rural residents have been continuously improved, enabling them to share the achievement of economic and social development. From the existing literature, some scholars believe that rural medical insurance helps to improve the physical and mental health of participants (19–23), reduce household medical expenditures and preventive savings (24, 25), and enhance the ability to cope with health shocks (26). Nonetheless, some scholars stated that rural basic medical insurance has little effect on the improvement of residents' health and economic welfare (27, 28). Despite the increase in the utilization of medical services by patients, the rapid growth of medical expenses has resulted in no decline in their costs (29), which partially impairs the protection function of medical insurance (30). The economic and health effects of medical insurance have been extensively explored in the above literature, but most of them use data from a single year or non-tracking surveys and focus on the average coverage function of medical insurance for various groups of people. In a rapidly aging society, we must focus on the elderly people and explore the function of rural medical insurance for the elderly. This will contribute to the reform of rural medical insurance system and further improve its welfare effects.

This study aims to analyze the impact of health shocks on the common prosperity of the rural middle-aged and elderly, and verify the effects of rural basic medical insurance in the face of health shocks. The data for this study came from China Health and Retirement Longitudinal Survey (CHARLS) in 2013, 2015, and 2018. Compared with existing research, this study made the following contributions. This study firstly focused on middle-aged and elderly people in rural areas, and then it builds a multi-dimensional coupled common prosperity index system for them. In addition, the people-oriented concept of common prosperity was comprehensively reflected. Second, multi-dimensional health indicators were selected. The impacts of different health shocks on the common prosperity of the middle-aged and elderly in rural areas were subdivided, finding that daily activities have a greater negative effect than other health shocks. Third, whether rural basic medical insurance can alleviate the negative impact of health shocks on the common prosperity of the middle-aged and elderly in rural areas was explored. Additionally, the beneficiary groups of rural basic medical insurance were further evaluated.



Data, variables, and empirical model


Data

The 2013, 2015, and 2018 three-phase tracking data of CHARLS were used, aiming to collect a nationally representative micro-data set of the Chinese population aged 45 and above to analyze the problem of Chinese population aging. The national baseline survey began in 2011, whose content covers personal basic information, health status, household income and consumption, medical insurance, etc. to meet the research needs of the middle-aged and elderly. This paper dealt with the data set as follows: Firstly, the samples whose household registration is agricultural were surveyed in 2013, 2015, and 2018, and retained; secondly, the samples with missing key information including individuals and families were eliminated, and the final balanced panel data is 20,256.



Variables
 
Dependent variable

Level of common prosperity (CP). Common prosperity is the continuation and expansion of poverty alleviation work (31). It emphasizes social fairness and justice and the all around development of people, including material prosperity, spiritual life and sharing of social development achievements. It refers to the prosperity of all the people, which requires benefiting each individual. Rural middle-aged and elderly groups account for about 49.38% of the total rural population, which thus cannot be ignored in the process of promoting common prosperity. Previous studies focused on the development of middle-aged and elderly people in rural areas from material and spiritual dimensions (32, 33), embodying the “prosperity” dimension of common prosperity. The focus of common prosperity should be on “prosperity” and “common” dimensions. It should incarnate the fairness and equality of human development, narrow the urban-rural gap between middle-aged and elderly people in terms of income and living standards, and eliminate their insufficient access to medical resources. The disparity in basic public services is also an important part of promoting common prosperity. According to previous studies, an index evaluation system was constructed for the common prosperity of middle-aged and elderly people in rural areas from the three dimensions of material and spiritual wealth as well as social sharing. Subdivision indicators for dimensions including livable pension environment and active aging spirit were selected (see Table 1).


TABLE 1 Common prosperity index system for middle-aged and elderly people in rural areas.
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Referring to the previous literature (32–34), the dimension of material wealth is mainly measured from income, wealth, consumption and living environment. It mainly highlighted that a secure life for the middle-aged and elderly, a livable environment and other basic survival needs were met. The income included both indicators reflecting objective income (absolute and relative income) and subjective indicators reflecting the income gap. The absolute poverty line of CNY2300 per year (at 2010 prices; this is approximately USD361) will be used as set by the Chinese government, which was assigned a value of 1, and otherwise 0. For relative income, the median disposable income of rural residents in the country in the current year was selected as the critical value. The per capita annual income of households in the current year was not lower than the critical value, whose value was assigned as 1 and otherwise 0. The relative poverty line of the 3 years can be calculated as CNY 7,907(USD1,276.23), CNY10,291 (USD1, 652.27) and CNY13,066(USD1,976.16).1 Regarding subjective relative income, the question on the measurement of relative income in the questionnaire “Do you think your standard of living is much better, better, similar, worse or much worse than the average living standard of your neighbors/village?” was used. It was assigned a value of 1 if the respondent's answer was similar, better or much better, and otherwise 0. Employment included agricultural and non-agricultural employment as long as the respondent was engaged in any of the two, and it was assigned a value of 1 and otherwise 0. The threshold value of consumption adopted the rural per capita consumption in the province where the respondent was located. It was assigned a value of 1 and otherwise 0 when the total per capita consumption of the household in the current year was not lower than the rural per capita consumption of the province in the current year. Each subdivision indicator was limited by space and would not be repeated one by one. Details are shown in Table 1.

Different from material wealth, spiritual wealth aims to reflect people's learning and development, protection of rights and interests as well as other aspects of a better life at a deeper level. The measure of the mental affluence dimension is difficult to define. The measurement of spiritual wealth mainly included culture, education and entertainment, political gain, etc. (1), while that of spiritual wealth included health, social security, education and culture (34). Limited by the availability of data, the latter definition was mainly drawn on. Health adopted self-assessment health, and good and above were assigned a value of 1 and otherwise 0. Education covered educational level and vocational training. The critical value of educational level was junior high school, and the value of junior high school and above was 1 and otherwise 0. For rural middle-aged and elderly people, labor participation is still an important basis for their survival and development (15), thereby suggesting that participation in vocational training is also crucial for their further improvement of human capital. Social security was measured by whether to participate in or receive any pension insurance. The cultural dimension covered social activities and subjective wellbeing. Social activities were represented by “Have you performed the following social activities in the past month” in the questionnaire, and the value was 1 if the respondent participated in any of them, and otherwise 0.

The social sharing dimension included group and regional differences into the social sharing dimension and covered the subdivision dimension of public service supply differences (34). Group differences included objective and subjective differences. Objective differences meant that the ratio of local urban-rural income did not exceed the sample median of the year as the critical value. However, subjective differences were based on the question on the measurement of relative income in the questionnaire “What do you think you are compared with the average living standard of people in this county/city/district? Is the standard of living much better, better, about the same, worse or much worse?” It was assigned a value of 1 when the respondent answered about the same or above, and otherwise 0. The supply of public services mainly reflected local medical resources. The median of the current year was selected as the critical value. When the number of local health institutions per 10,000 people was not lower than the median of the current year, the value was 1 and otherwise 0. Regional differences mainly considered the level of economic development. The sample region is the east, which was assigned a value of 1 and otherwise 0.

In addition, equal and entropy weight methods, analytic hierarchy processes, etc. were primarily used for determining weights. Among them, the equal weight method has been recognized and widely used by numerous scholars at the level of micro-individual data (34, 35), which was thus employed to assign indicators. Notably, subjective relative income and subjective differences in subdivision indicators were only included in 2013, and vocational training indicators were only reflected in 2015 and 2018 because of data availability.



Independent variable

Health shock is widely defined as sudden health deterioration caused by diseases or accidents (11, 36). Some previous studies used self-reported health (37), sickness in the past 4 weeks (37) and hospitalization in the past year (38), the proportion of medical expenditures (39) and other indicators as standards. However, the measurement of these indicators did not subdivide the types of health shocks. This tends to exaggerate the effect of health shocks and leads to the difficulty in truly and objectively reflecting the true impact of health shocks on individuals. Zhang et al. (40) stated that health shocks could also be segmented into chronic (Sick_1) and acute health (Sick_2) as well as daily activity ability shocks (ADLS) utilized in this study. Among them, chronic and acute health shocks were defined by “Whether you have been told by a doctor that you have a certain disease” in the database. As classified by Yang et al. (14, 36), the samples with heart disease, cancer or stroke were defined as acute health shocks and assigned a value of 1 and otherwise. In addition, chronic health shocks were defined as high blood pressure, stomach disease, rheumatoid arthritis, etc., and characterized according to the number of common chronic diseases the respondents suffered from. Middle-aged and elderly people were classified as acute health shock groups if suffering from two types of diseases simultaneously.

As regards the impact of daily activity ability, the questionnaire DB010-DB020 on 11 daily life behaviors such as dressing, bathing, eating, getting up and out of bed, and going to the toilet was used. Scores were summed up, with a value ranging from 11 to 44. The larger the value was, the greater the impact of its daily activity ability would be. The number of chronic diseases and the scores of daily activities of the respondents were standardized according to the following formula:
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Control variables

Control variables were mainly selected from personal and family characteristics according to previous literature (36, 37, 39). The level of personal characteristics included: (1) The age of the respondents (age) was a continuous variable; (2) Marital status (marry) was a binary variable. The value of marriage was 1, and that of divorce and widowhood was 0; (3) Whether it is a party member (party) was a binary variable; (4) Type of residence (live). Family residence was assigned a value of 1, and a nursing home or other elderly care institution was assigned a value of 0.The level of family characteristics covered: (5) Family size (hsize) was a continuous variable; (6) The existence of productive fixed assets (invest) was a binary variable, the family has productive fixed assets such as threshers, tractors, etc., was assigned a value of 1 and otherwise 0; (7) Whether to take care of grandchildren (care), two categorical variables; (8) per capita annual household income (income), a continuous variable, incorporating the logarithm of income into the regression equation.



Mediating variable

The role of basic medical insurance between health shocks and common prosperity among middle-aged and elderly people was explored in this study. Some areas in China have made a combination of new rural cooperative medical insurance and urban resident medical insurance collectively referred to as urban and rural resident medical insurance. Therefore, the value was 1 and otherwise 0 if the respondents participating in new rural cooperative medical care or basic medical insurance were considered to participate in basic medical insurance in rural areas. Additionally, individuals participating in both basic medical insurance and other types of medical insurance, including commercial medical insurance, urban employee medical insurance, etc. were deleted for better testing of the role of rural basic medical insurance.

The above variables and their descriptive statistics are shown in Table 2.


TABLE 2 Descriptive statistics.
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Empirical model

To explore the impact of health shocks on the common prosperity of rural middle-aged and elderly people, the benchmark model was constructed as follows:

[image: image]

Where CP represents the common wealth level of middle-aged and elderly people; X stands for three variables to measure health shocks: chronic and acute health shocks as well as daily activity ability shock; conrtols refers to a series of selected control variables; β0 indicates the intercepted item; β1 means the coefficient of interest; βi is the coefficient of control variables; i represents middle-aged and elderly individual, and t stands for year; ϵitis a normally distributed random error vector. Meanwhile, variables αi without changing with time (individual effect) and other variables λt changing with time (year effect) were controlled as random disturbance terms to alleviate the endogenous problem caused by missing variables.




Empirical results and analysis


Benchmark regression results

The regression results of the impact of three types of health shocks on the common prosperity of the middle-aged and elderly are reported in Table 3 (1), (3), and (5) are the two-way fixed effects of the control year and individual, and (2), (4), and (6) are the regression results of adding control variables on this basis. Regression coefficients shrank, but the significance and none of the coefficient directions changed. Daily activity ability and acute health shocks were significant at the 1% level, and chronic health shocks were significant at the 5% level. It indicates that health shocks significantly negatively affected the common prosperity of the rural middle-aged and elderly. The regression coefficients of the three types of health shocks are −0.0854, −0.0142, and −0.0113. It can be seen that daily activities have the largest negative effect, followed by chronic and finally acute health shocks. For every 1% increase in the impact of daily activity ability, the common wealth level of the rural middle-aged and elderly can decrease by 8.54% on average. The possible reason is that the limited daily activities of middle-aged and elderly people will increase family expenditures compared with other health shocks for one thing. For another thing, other family members are required to accompany and care for them, which not only affects the labor participation of middle-aged and elderly individuals but also restricts the labor participation of other family members. This impact may not be temporary, but long-term, which will greatly bring down the level of family economy and welfare. Besides, the regression coefficient of chronic health shocks was slightly larger than that of acute health shocks, which slightly differs from the conclusions of previous studies. This is because the number of middle-aged and elderly people with chronic diseases rather than whether they have chronic diseases was taken into consideration in this paper. Patients with chronic diseases and comorbidities in the sample occupied about 50%. The number of outpatient visits and the risk of catastrophic health expenditures will significantly increase with the increasing number of patients with comorbidities (41).


TABLE 3 The benchmark regression result.
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Endogeneity and robustness test

The regression in this study made use of a two-way fixed-effects model and could alleviate the endogeneity problem that may be caused by omitted variables. However, a reverse causality existed, given that the common wealth level of middle-aged and elderly people may affect their health status in terms of the micro level. Thus, this study referred to the practice of Tian (42) and Zhang et al. (40) to select physical health status before the age of 15 and whether to exercise regularly as the instrumental variables of health shock. The instrumental variable method for testing was also applied. The regression results are presented in Table 4. The coefficients of the three core explanatory variables characterizing health shock remained significantly positive at the 1% level. It indicates the reliability of the conclusion that health shock has a significant negative effect on the common prosperity of the rural middle-aged and elderly. Meanwhile, the method of replacing explained variables was adopted to test the robustness of benchmark regression. To be specific, the three-level indicators under first-level indicators were assigned equal weights and then summed up. The latent variable was assigned 0 if ≤ 1, 1 if >1 and ≤ 2, and 2 if >2 and < 3. The panel Probit model was regressed [columns (4)–(6)], and the results all significantly supported the conclusions of this study.


TABLE 4 Results of endogenous test and robustness test.
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Heterogeneity analysis

Different income groups and age structures may have different effects on common prosperity when suffering from health shocks. Therefore, heterogeneity analysis was conducted on the basis of the whole sample. The samples were classified into three groups (low-, middle- and high-income groups) according to the per capita annual income of households. Besides, age was classified into three groups (45–55, 56–64, and 65 years old and above).

The income group regression results are shown in Table 5. First, the three health shocks have the greatest impact on the common wealth level of middle-aged and elderly people among middle- and low-income groups across the board. Despite the insignificant coefficient of chronic health shocks, its sign remained negative. The impact of daily activities was taken as an example. The regression coefficients of low- and middle-income groups were −0.0969 and −0.0927, respectively, with a small difference, whose absolute value was significantly higher than that of the high-income group by about 3.1%. This indicates that low- and middle-income groups experienced a greater reduction in the level of common prosperity when suffering from health shocks compared with the high-income group. With a single source of income, low- and middle-income families mainly rely on wage income, including migrant workers, and have a relatively poor ability to resist risks. Therefore, their common wealth level drops significantly when they suffer from health shocks.


TABLE 5 Results of income groups.
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The age group regression results are shown in Table 6. The impact of different health shocks on different age groups varied across the board. First, the regression coefficient of daily activities of the first group (45–55 years old) was significantly higher than that of the other two groups, about twice that of the other two groups. The reason for this phenomenon is that the impact on both individuals and families has a longer time span than the other two groups when 45–55-year-old individuals are limited in their ability to perform daily activities during their lifespan. For this reason, the impact on common prosperity is also greater. Secondly, acute health shocks have a greater impact on the second (56–64 years old) and third groups (65 years old and above) than the first one. Finally, the influence coefficient of chronic health shocks has a greater impact on the latter two groups despite being not significant.


TABLE 6 Results of age groups.
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Mediating effect of rural basic medical insurance
 
Results of mediating effect of basic medical insurance

To further explore whether rural basic medical insurance can alleviate the negative impact of health shocks on the common prosperity of the middle-aged and elderly, the interaction term between basic medical insurance and health shocks was introduced. If basic medical insurance can mitigate the health shocks to the common prosperity of the middle-aged and elderly, the expected interaction term coefficient was positive. The regression results are presented in Table 7. It can be seen that the interaction coefficients of the three types of health shocks and medical insurance were all positive but insignificant, indicating that basic medical insurance can alleviate the negative effect of health shocks on the common prosperity of middle-aged and elderly people, but the effect is limited. In this case, hypothesis 3 was verified. Zhang et al. (40) also maintained that basic medical insurance plays a limited role in alleviating health shocks to the decline in income and increased expenditures of middle-aged and elderly families. The possible reason lies in the focus of current rural basic medical insurance on the most basic ones, the limited reimbursement ratio, the small scope of reimbursement and the limited ability to protect vulnerable groups (43). On top of this, the gap between urban and rural medical resources is extremely large, and the construction of basic medical services in rural areas is weak. People need to seek medical treatment in other places when generally suffering from major diseases.


TABLE 7 Results of mediating effect of basic medical insurance.
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Benefits of rural basic medical insurance

To test the impact of rural basic medical insurance on different income groups under health shocks, all the middle-aged and elderly people participating in insurance were taken as a sample and divided into three groups according to per capita annual household income. The regression results are presented in Table 8. It was further found that low-income groups could benefit from health insurance, especially those suffering from daily activity and acute health shocks. In the regression of daily activity ability shocks, the regression coefficients of low-, middle- and high-income groups were −0.2028, −0.2445, and −0.2462, respectively. This means that medical insurance can reduce the common wealth level of the middle-aged and elderly in the low-income group by an average of 4.26% when they suffered from the impact of daily activities. In the group regression of acute health shocks, the regression coefficient of the low-income group was −0.0236, whose absolute value was significantly lower than that of middle- and high-income groups. It indicates that medical insurance can also effectively alleviate the common prosperity of the middle-aged and elderly in the low-income group in the event of acute health shocks. For chronic health shocks, the high-income group is more likely to benefit from health insurance, followed by the low-income one. Rural basic medical insurance was originally designed to alleviate the economic burden of farmers suffering from major diseases. In recent years, chronic diseases have been gradually included in the reimbursement scope. When suffering from chronic health shocks, the low-income group has less need for the utilization of medical services compared with the high-income one. In summary, the beneficiary group of rural medical insurance is the low-income group.


TABLE 8 The mediating effect of medical insurance under different income groups.
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Discussion

This paper mainly aimed to construct an evaluation system for the common prosperity of rural middle-aged and elderly people under the background of the increasing aging in China. It also intends to systematically evaluate the impact of chronic and acute health shocks as well as daily activity ability shocks on their common prosperity. On this basis, whether rural basic medical insurance can alleviate the influence of health shocks on the common prosperity of the middle-aged and elderly was further explored.

Unlike absolute poverty, common prosperity is not defined by clear criteria. Under the inspiration of previous studies, a common prosperity indicator system was constructed for rural middle-aged and elderly people from material, spiritual, and social sharing dimensions, covering income, consumption, labor supply, medical resources and other factors. Different from previous studies, this paper incorporates the social sharing dimension into the indicator system and better reflects efficiency and equity. The results indicate that heterogeneity exists in the impact of health shocks on middle-aged and elderly people in rural areas. Inconsistent with other studies (40), this paper showed that daily mobility shocks have a greater impact on rural middle-aged and elderly people, followed by major disease shocks (cancer, heart disease and stroke). After a major health shock, people are inclined to perceive limited benefits. Therefore, their willingness to extend their lifespan by making a wide range of behavioral changes across the board is weakened (36, 44). In other words, the impact of a major health shock may be more significant in the short run and insignificant in the long run. However, elderly people with limited capacity for daily living need the companionship and care of other family members. In addition, they increase household expenses, which will hinder the labor participation of middle-aged and elderly people themselves and other family members of the family. This effect may be long-term rather than temporary, which will ultimately reduce household economy and welfare to a large extent. Under the common prosperity strategy, more attention should be paid to the rural middle-aged and elderly as a vulnerable group. Moreover, it is necessary to attach importance to further improvement and refinement although this study largely revealed the impact of health shocks on the common prosperity of middle-aged and elderly people in rural areas. As for measures of health shocks, mental health is also included in an increasing number of studies in addition to physical and self-rated health (45). Subsequent research can also incorporate the dimension of mental health, construct dynamic changes in health indicators, and then refine its impact on middle-aged and elderly-people in rural areas. Medical insurance has different effects on people depending on their age and income group. This study focused on middle-aged and elderly groups in the greatest need of medical services. Basic medical insurance has a limited effect on middle-aged and elderly people, which is in line with prior studies (27–30, 46). The results of this study only show this possibility without implying the failure to implement social medical insurance in China. Reasons for the results are as follows: First, more emphasis is placed on social equity in the context of common prosperity, while medical development is uneven in China, with significant differences in medical resources and coverage levels between regions. In the future, it is pressing to achieve the equalization of basic public services. Second, primary medical facilities cannot satisfy the health needs of people anymore when their age increases to a certain degree. In this case, these elderly people have no choice but to bypass primary medical institutions by going to the hospital (24). In China, however, medical treatment is low in reimbursement rates in other places or even cannot be reimbursed, which will undermine the role of medical insurance. Like a many of studies, this study used whether one participates in medical insurance, but failed to delve into the effects of different levels of medical coverage and types of insurance on middle-aged and elderly people. This is limited by data availability. The research method also focused on panel data and applied difference in difference (DID) and propensity score matching (PSM) models to explore the deeper economic relationship between the two objects (36, 47). How to integrate existing methods and conduct detailed research on medical insurance, health and common prosperity could be further investigated from multiple perspectives.



Conclusions and implications

For the middle-aged and elderly people, disease is the biggest risk in life. This study focuses on major development needs including “Healthy China”. An indicator system was built for the common prosperity of the middle-aged and elderly in rural areas. Based on three-year tracking data, the impacts of health on the common prosperity of the middle-aged and elderly were discussed, and the effect of basic medical insurance was examined. The results show that: Frist, Health shocks hinder the improvement of and have different effects on the common prosperity of the middle-aged and seniors in rural areas. Among them, daily activity ability has the largest negative effect. Second, the impact of health shocks on different income and age groups is different. The negative effect on the common prosperity of the middle-aged and elderly in low- and middle-income groups is stronger than that in the high-income group. Daily activity ability has the greatest impact on the common prosperity of the middle-aged and elderly aged 45–55, while acute health shocks have a negative impact on the middle-aged and elderly aged above 56. Third, Rural basic medical insurance can alleviate the adverse impact of health shocks on the common prosperity of the middle-aged and elderly, but the effect is limited. In relative terms, low-income groups benefit more from it.

Based on the research conclusions, the following policy recommendations were put forward: First, the state should vigorously promote the Healthy China strategy and increase investment in the construction of rural medical infrastructure. Moreover, it shall also improve public health, and increase the breadth and depth of health service coverage. The reason is that health shocks are an important background risk in the process of promoting common prosperity. Second, the government should focus on solving the health problems of key groups including the elderly in rural areas, insist on health prevention, and regularly provide rural middle-aged and elderly people with free physical examination services. For middle-aged and elderly groups with limited daily life ability, it is necessary to increase policy preferences for them and strengthen bottom-line Protection. Third, the recommendation involves accelerating the reform of the rural basic medical insurance system, changing from an inclusive policy to a targeted one, classifying people, refining the top-level design of rural basic medical insurance, and providing more precise safeguards for vulnerable groups. In addition, the government is supposed to increase the reimbursement scope and proportion of basic medical insurance, gradually narrow the medical insurance gap between urban and rural residents and achieve the equalization of basic public services.
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