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Abstract

China is experiencing a dramatically increasing process of rural-urban migration,
which is almost parallel with the phenomenal economic growth and development in
China in the last decades.Given the massive scale of rural-urban migration in China,
the health services access and health constraints not only matter to rural-urban
migrants but also have important implications for broad public health concerns.
However, this issuehas not been paid enough attention in academicresearch.

This study focuseson the multifaceted reality of health constraints and health services
accessamong migrants by originally exploring the social strata, social networks, and
the understanding of health and health services among migrants. The research
questions are stated as follows: What constraints and difficulties do migrants face
with respect to their health and health servicesaccess?Is there a hierarchical structure
in health services accessand medical treatment accessamong migrants? When there
is a shortageof financial resources,do they resort to informal social support (such as
informal social networks/ guanxi,) to obtain help and why? What are their
understandingand experienceof health and why?

Furthermore, this study investigates the health constraints and health services access
of rural-urban migrants in the absenceof equal social protection by the government.
By conducting 36 qualitative interviews in Dengcun Village, a migrant community in
Beijing, China, this paper: (1) Investigates issues concerning environmental health

risks of migrants, their health seeking behaviours, and the constraints they
VII

encountered in accessing health services with respect to the social strata among
migrants. It arguesthat the main obstaclesto accesshealth services are not only the
shortage of financial resources among rural-urban migrants, but also lie in the
institutional blindness regardinghealth security provision, rural-urban dualism and the
household registration system in China. (2) Highlights the key function that social
networks play in health and health services access,among migrants in China, which
has rarely been discussedin previous studies. Examines the range of social networks
among migrants, from which they can acquire support, including financial and
spiritual, when they are dealing with health problems. The study argues that social
networks resemble a double-edged sword to rural-urban migrants in terms of health
care access.The fact that migrants lack savings may not be the sole and essential
reason for their extreme vulnerability in times of illness. Some migrants, who are in
financial difficulties though, may have some assistance,including financial support
and emotional support from their social networks. However, on the other hand, the
assistancefrom social networks on their health and heath care accessis limited, not
only becausetheir social networks is limited, but becausethe social networks should
not bear the responsibility to support health services accessof migrants, similar to or
more than the state and migrants' employers. (3) Discusses the understanding of
health among migrants, and further analyses that although many migrants have not
formed proper understandingof the connotation of health and have limited knowledge
of health, prime responsibility should not be put on the migrants becausetheir poor
understandingof health mainly results from their rural perspective while health and
health services accessdependon the social-economic environment in which they live
and work.
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Chapter One

Introduction

1.1 Contexts and Issues
China has experiencedthe largest human migration historically and across the world.
By the end of 2008,140 million people are migrating (NBS, 2009). Although crude,
some estimates suggestthat one in ten Chinese people can be identified as migrant
(Cai, Du, and Wang, 2009). These migrants are not permanently registered in their
current places of residence,and most of them were rural residentsmoving from rural
villages to cities in coastal regions. l
In China, Rural-urban migration was tightly controlled for over 3 decades since the
establishmentof the residential registration system(Hukou) in 1958 (Knight and Song,
1999). In the early 1990s, after 10 years of economic reform, the policy over the
movement of labour from poorer rural regions to more prosperousparts of the country
has loosened. The typical type of migration during the decade was seasonal,
temporary, individuals bringing no family with them (Song, 1998; Zhao, 2001). Since
the current government came to power in 2002, central policies have been made more
favourable towards the rural sector, and rural-urban migrants. Chinese government in

' This number is from the National Bureau of Statistics of China (2009). Available at:
http://www. statS.gov.cn/tifx/fxbp,/t2009O325 402547406.htm. Accessedon 01/04/2009.
As He (2003) stated,the number of internal migrants in China in 1997was around 80-100 million and was 120
million in 2002.

1

the late 1950s set up its strict household registration2 (Hukou) system in order to
identifies a
control the movement of labour during the planning period. The system
person's residential statusbetweenrural and urban by the residing place, including the
divide between rural and urban. This system still has impacts on current rural-urban
migration as rural residential identification is permanent,even though rural residents
may have left their rural origins for an urban life. In the last two decades,attracted by
better job opportunities and higher incomes in city areas, rural-urban migration has
been increasing each year, despite the unfavourable working and living conditions
(Xiang, 2005).
Health as a key component of human capital (UNDP, 2000) has attracted much
attention by scholarsand policy makers over recent decades.Migration is a process of
complexity - it helps migrants raises monetary capital, enhanceshuman capital by
skills-developing, but it can also be detrimental to those who migrated (Xiang, 2005).
Some research findings prove that initially health people tend to migrate (Wang,
2006). However the poor living and working conditions to which migrants tend to be
exposed are potential health risks. Others argue that migrant labourers often suffer
from exploitation at work, yet are hardly ever covered by any labour protection or
social security measures. Rural-urban migrants unavoidably face more health
problems and risks (Xiang, 2005).
Given the massive scale of internal migration in China, health issues matter not only
to rural-urban migrants but they also have important implications for a wider range of
communities. While the literature focuses on describing the demographic trends and

2This is a formal household registration system for population administration in China, by which every Chinese
citizen should be registered.For thoseliving in cities and in towns with public security, each household was issued
with a household registration booklet, whereasin rural areas,only a collective registration booklet was issued to
each cooperative(Dai, 2003).

2

economic effects of rural-urban migration (Xiang, 2005), very little in-depth research
has been done on migrant health and the constrained accessto health services among
migrants in urban China.

1.1.1 Rural-urban Migration in China

The segregationof China's rural and urban economies was in place for almost 40
years. During the period of strictly centralised planning (1955-78), the Chinese
government controlled all types of migration (rural-urban, rural-rural and urbanurban), and central government was the planner for almost every aspect of society
(Song, 1998). It was not until the late 1980s that the restrictions on rural-urban
migration were gradually eased.China launchedeconomic reform since 1978 and has
been transforming from a command economy to a socialist market economy,
economic reforms have released millions of rural labourers from agricultural
production, who were originally absorbed by the `township, village, private
enterprise'(TVP) sector since migration was tightly controlled until the mid-1980s
(Meng and Zhang, 2001). Similar to other developing countries transforming to
modem societies, in China many of the `surplus' labourers of rural areas, namely
`actual migrants', moved to urban areas (Cai, 1990; Wei, 2000; Huang, 1998). The
movement has changed from `moving away from the farming practice but not the
countryside' to `leaving the farming sector and also the countryside' in pursuit of
economic betterment (Fei, 1985; Fei, 1986; Yeh and Li, 1997; Yeh and Li, 1999;
Wong and Zhao, 1999a, Wong and Zhao, 1999b; Kirkby and Zhao, 1999; Cai, 2000;
Zhu, 2002;Liang, 2006; Chan, 2008; Li, 2008; Cai and Wang, 2008).

3

In last two decades,the Chinese government pursued a more positive policy towards
rural-urban labour migrants, and adopteda number of approachesin support of labour
migrants in urban areas.Most of the migrants go to cities in the easterncoastal areas
and are from the western and central inlands (Cai and Wang, 2003). While Sichuan,
Henan, Anhui, Hunan and Jiangxi Provinces have the largest number of emigrants,
Beijing, Shanghai, Guangdong, Zhejiang and Fujian provinces have the highest
number of immigrants (Wong, Li, and Song, 2007).

1.1.2 Socio-economic Status of Rural-urban Migrants

Socio-economic status can be measured by a series of indicators. In this section,
employment and social welfare are employed to reflect the socio-economic status of
rural-urban migrants.

Rural-urban migration has made an enormous contribution to the formation of the
labour market in recent decadesin China. The government has reacted passively to
this movement, but the controls on migration have gradually been loosened. Ruralurban migration in China has two unusual features. The first is the labour market
segregation between rural-urban migrants and urban residents. As a result of the
lengthy separation of the rural and urban sectors, urban residentship entitled city
dwellers to generoussubsidies and benefits that were not available to rural residents.
Although rural residentsare now allowed to work in the cities, they are excluded from
the welfare benefits of urban jobs. The jobs that rural-urban migrants take pay less
and have no job tenure or other benefits. Moreover, rural-urban migrants are not

4

entitled to formal jobs in the formal sector. The second feature lies in the existing
institutional constraints on rural-urban migration, including the household registration
(Hukou) system. Analysis indicates that rural-urban migrants are almost exclusively
employed as trade, service and manual workers, while more than 30 percent of urban
employees are professional, managerial and office workers. The government has
implemented its policies of severely restricting the permanent urban settlement of
rural people and ensuring preferential accessto urban jobs for urban residents (Meng
and Zhang, 2001).

Employment

Xiang (2005) statesthat migrants typically fill those job positions what are unwanted
by urban residents and have high health risks, these are sometimes referred to as "3D" (Dirty, Dangerous,and Demanding)jobs.

Some researchers'surveys indicate that rural-urban migrants are mainly concentrated
in those jobs considered to be inferior by urban residents, such as construction,
servicesand self-employed businessesin the non-economic zones (Meng, 1996; Tan,
2002). A survey conducted by the Institute of Population Studies at the Chinese
Academy of Social Science on 1,504 migrant workers in Jinan City, Shandong
province, suggests that about 42 % of migrants surveyed worked as construction
workers, 15% were employed in the service sector and another 13% were selfemployed (Meng, 1996). Another survey conducted by the Rural Development
ResearchInstitute finds that about 33% of migrants surveyed worked on construction
sites and about 31% in the service sector (Zhao, 2001). In China, especially in major

5

cities, such as Beijing and Shanghai, rural-urban migrants cannot work as formal
sector employees because of their rural residential registration (rural Hukou). Xie
(2000) mentioned the concept of `self-isolated career': "considering their different
Hukou status from ordinary citizens, many rural-urban migrants are engagedin lowclassjobs with low incomes and thus form a concentration in such kinds of jobs" (Xie,
2000: 97).

Social Welfare

Social welfare supported by government offers necessaryliving materials to those
who suffer unemployment, disease,and lack of labour capability and income source
(Dai, 2003).

However, the subsidies from government in urban China are mainly for permanent
urban residents. Temporary rural-urban migrants, as long as they keep the status of
rural Hukou, have no chance to enjoy the same social welfare as permanent urban
citizens, no matter how long they service the city or how long they stay there. At
present a view prevails that government today cannot build an overall welfare-system
for the society, and rural-urban migrants will not achieve equal social welfare for a
long time (Xiang, 2005).

Increasingly, the Chinese government has taken action to promote migration as a
development strategy and recognized the contribution of migrants to the economy.
Steps have been adopted and targeted at ending the discriminatory practices to
migrants and integrate them into urban social welfare systems. In 2006, the State
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Council issueda Number I document3concentrating on improving the circumstances,
Cai, 2006). This
working conditions, and rights of rural-urban migrants (Wang and
was followed in 2008 by a `Notice on Major Issuesfor Promoting Rural Reform and
Development', which was also issued by the State Council and required local
governmentsto make greater efforts, such as providing more services, better working
conditions for migrants, and schools for their children. Importantly, training in
management and financing for migrants, education for their children, and social
security were made part of the budget of the national and local-level governments
(Holdaway, 2008).

With the changes in government's approach to migrants, a series of policies
specifically targeted at improving the circumstances of rural-urban migrants have
been put forward. These include efforts to reduce migrants' exposure to health risks
and to improve their accessto health care, although they are remained policy plans at
the current stageand are difficult to achieve in short time (Holdaway, 2008).

1.1.3 Migrants within Health Service Scheme

The health service systemsin China are directly establishedwithin the context of the
rural-urban dualist structure. Very different health-care services are provided in rural
and urban China. The rural-urban divide has moulded the health-care institutions and
the organisation and administration of health services(Song, 1998: 94; Liang, 2006).

' Thesedocuments indicate the
government'spriorities for work during the given year.
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In the countryside, from the 1980s the individual

family-based Household

Responsibility Systemwas adopted,but currently there are scarcely enough collective
resourcesleft to support the medical funds. The managementof these funds has also
becomea problem (Li, 2002). According to the 1998National Health Service Survey,
the Cooperative Medical System covered only 1.83% of all the farmers (Li, 2002).
Furthermore, the inputs from the government in rural health care have also been
declining. Li (2003) stressesthat during the period 1991-2000, government input
dropped from 12.5% to 6.6% of all the investments in rural health care, while input
from society (such as donations) went down from 6.7 to 3.3%. Meanwhile the share
shouldered by peasantsthemselves increased from 80.7% to 90.2%. Migrants are
supposedto claim for medical care benefits in their home towns/villages since they
are still registered there, but it is evident that becauseof the very poor medical care
system in rural areas, migrants cannot benefit from it at all. Moreover, although the
new Rural Cooperative Medical Scheme(RCMS) was launched in limited rural areas
from 2003, there are some performance problems in this scheme, such as poor
effectiveness (Gao and Meng, 2008). It is unrealistic to require migrants to return to
their home towns/villages for treatment or to expect the rural authorities to reimburse
medical costs incurred in urban areaswhere the cost is much higher.

In urban areas, migrants are not entitled to the state benefits equally compared to
urban residents. As Dong (2002) states, rural-urban migrants actually benefit very
little or cannot enjoy health benefits in rural places at all; they also experience
difficulties in accessinghealth care in urban areas.
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The Chinese government has taken more action to develop policies aimed at
addressingthe health problems that migrants face. The 2006 State Council document
(e.g. Several Opinions on Resolving the Problem of Rural-urban Migrants), called for
further efforts to ensureequal rights and accessto public services for migrants (State
Council, 2006a). The State Council further held a Joint Conference of relevant
agencies,which is supposedto be replicated at each level of government to coordinate
work on migrant issues (State Council, 2006b). In response to the State Council's
initiation, the Ministry of Labour and Social Security issued a document indicating its
plans for implementing this directive (MOLSS, 2006a), which was followed up by
another plan to expand migrants' participation in health insurance (MOLSS, 2006b).
Meanwhile, some local urban governments,such as Chengdu, Dalian, and Shanghai,
have begun developing programmesto include migrants into insurance schemes(He
and Hua, 2006).

Despite greater awareness embodied in the official documents, many realistic
difficulties remain in addressing the health needs of migrants. Although the new
insurance schemeswill expand the coverage,a big proportion of migrants are defined
out of the eligible population. For example, Beijing has releasedtwo documents in
2004, namely, `The Provisional Measuresfor Rural-urban Migrants to Participate in
the Basic Medical Insurance in Beijing' and `The Provisional Measures for Ruralurban Migrants to Participate in Industrial Injury Insurance'. In terms of these
documents, migrants who have formal contracts with their employers may have
accessto medical insurance,however, self-employed migrants, who representa large
group, are not coveredby the new policies. These will be further discussedin Chapter
Four.

9

1.1.4 The Definition of "Rural-urban Migrants"

According to whether Hukou (household registration) is transferred or not, migration
is divided into two categories: permanent migration and temporary migration (Dai,
2003). Permanentmigration refers to the migration across the boundaries of certain
administrative districts undertaken by the residents after they go through the
necessary procedures of transferring household registration. Temporary migration
refers to migrants who enter the urban areasto work without transferring household
registration. In modern China, rural people flowing into cities are typically temporary
migrants, who are different from permanent migrants under the government's plan.
As a temporary migrant, one should go to a local police station to get a temporary
residencepermission card.

As most rural-urban migrants are temporary migrants, in this study, rural-urban
migrants are specified as temporary rural-urban migrants with or without a residence
permission card. Permanent rural-urban migrants with urban residence registration
(urban Hukous), according to census statistics, have been listed as urban permanent
residentsand normally are treatedthe sameas original urban citizens.

This research concentrates on migrants who have kept their rural residential
registration but work and live in the urban sector, either wage-employed or selfemployed. Migrants I interviewed in this study are long-term migrants, more than
three years4as mentioned in ChapterThree.
4The reason why I
conducted interviews with long-term migrants is becausethat, this researchwill analyse the
constraints and health experienceand social networks, including somediscussion relating with savings of migrants,
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1.1.5 Why Rural-urban Migrants in This Study?

Rural-urban migrants, after they enter the urban areas,typically fill job positions that
are unwantedby urban residents.Migrants have health risks, due to their rural identity.
These migrants are doing the dirtiest, most heavy physical and dangerousjobs in the
city. The high workload, bad working environment plus the dirty, chaotic and bad
accommodationare things to which migrants become accustomed.Meanwhile, there
are also some migrants who are bosses (employers) and migration changed their
economic status. Although some become better-off or even wealthy, they may still
suffer from their lack of social status in comparison with urban residents. This leads
to the discussionin Chapter Four on the possible social strata among migrants and the
constraintson health and health servicesaccessin terms of their social strata.

Shao and Chen (2005) comment that among migrants, many will not go to see a
doctor if they are ill, they will not stay in the hospitals when they need, they leave
earlier than expected if they do stay in hospital. Also the proportion choosing
inexpensive self-medication is quite high. Most do not enjoy any form of social
security in the city. At the same time, their income is low and unstable. When they
incur a critical illness, they will resort to measureslike `take meal or take medicine'.
Hu and Zhang (2006) claim that migrants have made a great contribution to the
development of Chineseurban life and play a vital role in the growing strength of the
state's economy; furthermore, they were actually "hardest workers in the world
factory".

for short-time migrants, for example, one or two year migrants, they have not been settled down long time in the
city and they can not provide more relevant information, such as their health experienceand their social networks,
let alone somemigrants used their first year in the city for job-hunting as indicated by Mr. Shi-one interviewee of
this study. Moreover, this length of migration has been used originally in a project (on Epidemic Risk Control in
China) I have completed successfully with Prof. Lina Song.
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As discussed above, the health of rural-urban migrants has become an extremely
seriousissue in China. Most migrants have almost completely assumedresponsibility
in the cities to do all the dirtiest, heaviest and most physically dangerouswork. They
are the group that most need medical protection. However, in reality they encounter
many difficulties and constraints in access to proper medical treatment. They are
marginalised people in city areas, unable to integrate into city life (Wong, Li, and
Song, 2007). When they fall ill, many of them do not receive proper treatment in time
and their illness may be prolonged.

There is as yet little empirical researchon constraints and difficulties of health and
health servicesaccessamongrural-urban migrants in China. The relationship between
the urban and rural sectors in China is complex, which makes a study of rural-urban
migration and health in China complicated aswell (Song, 1998). This study asks what
are constraints on health and health services accessin urban areas? Whether social
strata exist among migrants? If so, whether their social strata have impacts on their
accessto health services and medical treatment? If not, why not? Whether there are
institutional constraints in migrants' accessto health service system in China? If so,
whether any informal channels such as social networks may help them? What are the
understanding and experience of health related issues from the migrants' point of

s There

are at least three ways of defining the concept of marginalization in the literature on migration. First,
marginalization can be defined as an involuntary exclusion from participation in one or more spheresof life. This
definition focuses on the involuntary exclusion of an individual from participating in a society. Second,
Kuitenbrouwer (1973) statesthat marginalization can be referred to as a state of relative deprivation characterized
by poor housing conditions, lack of opportunity for education, poor health conditions and limited chances to
improve income and employment opportunities. This definition points to the nature and consequences of
marginalization on the lives of individual migrants. Third, marginalization can be conceptualized as a process of
excluding an individual migrant from participation in some areas of social life that are viewed as essential in a
given society. This definition highlights the importance of examining the underlying processes leading to
marginalization of a particular migrant population (Wong, Li, and Song, 2007)
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view? And why? To answer the questions like these, carefully designed research is
required. That is the rationale for this thesis.

1.2 Current State of Knowledge on Health Related Issues among
Migrants

Some researchershave examined the impacts of health on labour productivity, aswell
as the effects of income on health and education in developing countries (Strauss,
1986; Behrman and Deolalikar, 1988; Thomas and Strauss, 1997, for urban Brazil;
Haddadand Bouis, 1991, and Foster and Rosenzweig, 1992 and 1994, for Philippines;
and Glewwe, 1999, for Ghana; Shaikh and Hatcher, 2004, for Pakistan; Le and Le,
2005, for Vietnam). Other researchershave explored the subjectsof migration and its
links to poverty; health, wealth, and economic development (Skeldon, 2002; Bloom,
Canning, and Sevilla, 2003; Resosudarmo,Suryahadi, Pumagunawan, Yumna, and
Yusrina, 2009).

Discussion about urbanward migration, health and health care can be found in some
previous studies (Wessen,Hooper, Prior, Huntsman, and Salmond, 1992; Le and Le,
2005). A number of studies highlight the benefits of access to health services,
information, education, safe drinking water, and cash incomes afforded by urban
living. Other studies have found that poverty, housing and living environments,
inadequatewater servicesand waste disposal limit the benefits of urban environments
and exacerbatehealth problems (McDade and Adair, 2001; Ngyamongo, 2002). Two
general findings are: firstly, migrants and non-migrants tend to have different health
status; secondly, socio-economic factors, such as age, sex, income, education,
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ethnicity, housing, population density, and labour force status determine the health
statusof both migrants and non-migrants, but at different levels.

Detailed studies on migration and health in urban China are rare. Surveys sponsored
by the Ministry of Health have facilitated the monitoring of the nutritional and health
status of the population (e.g. China Centre for Preventative Medicine and State
Statistical Bureau, 1998). The well-known China Health and Nutrition Survey, a panel
survey of households in eight provinces conducted in 1989,1991,1993,1997,

and

2000, has documentedhealth outcomes and some of their socio-economic correlates
(Popkin, 1994; Popkin et al., 1993, Zhang, 1999). However, these datasetscontained
little information on the health and living status of migrants. The datasets did not
reveal the human dimension of individuals' efforts to balance the health risks
associated with a migrant lifestyle and discrimination in the provision of health
serviceson the one hand and the pursuit of a better standardof living for themselves
and their families on the other.

Some scholars (such as Cai, 2003) point out that migrants experience financial
difficulties in urban areas, and rural-urban migrants' income and benefits lag behind
those of local urban residents by a wide margin. Some mention that financial
difficulty determines the health-care seeking behaviours of migrants (Wang and Zou,
1997; Guan and Jiang, 2002; Cai, 2003; Huang and Zhan, 2005; Xiang, 2005). For
instance, Shao et al. (2003) explore the financial obstacles to maternal health-care
access for rural-urban migrants in Shanghai, seeking to understand why women
migrants do not use the antenatal care provided and its relation to financial difficulty.
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However, after I completed a project6and interviews with rural-urban migrants in the
Dahongmenarea of Beijing in summer 2006, I found that although financial difficulty
is an obstacle for migrants in seeking health care, some urban residents who are
unemployed also have this problem. So are there any other reasons affecting the
health and health services access of migrants? Do they have other constraints and
difficulties and why? Thesewill be explored in this study.

Although much research has been carried out on Chinese migration (this will be
discussed in Chapter Two), very few studies have concentrated on migrant health,
especially by social strata, the impacts of social networks on the health and health
services access of migrants, and the understanding and experience of health and
health servicesaccess.The main focus of this study is upon the situations surrounding
the rural-urban migrants in urban China. And the aim of this study is to apply
qualitative methods to explore health constraints and health services access among
rural-urban migrants in respect of social strata, social networks, and the migrants'
understanding of health and health services access. This study also explores the
potential reasons and institutional factors that constrain health activities and health
servicechoices of migrants.

6In summer 2006, I joined a project of my supervisor, Professor Lina Song. Individual interviews and focus
groups were conducted in Fengtai District of Beijing. I conducted some interviews with rural-urban migrants in
that area.These interviews have covered many occupations that migrants are currently undertaking in Beijing, such
as construction workers, cook and waitress in restaurant, workers in garment factory, employer and employee in
barber shop, street vendor, cleaner, etc. Each interview contains information about the interviewee's current
employment status, employment history, current job, about their health, about their family, current living
conditions, working conditions, and their experience of the 2003 SARS outbreak. I also took voice records for
these interviews and have made transcripts for them, at the end of every transcribed record, I have written down
the simple impression obtained from the interviewee.
My experiencefor this project not only enhanced my ability in interviews and fieldwork but also provided me a
good opportunity to contact and get acquaintance with some migrants, employers and organizations, such as
neighbourhoodcommittee, via thesecontacts, accessingrelevant respondentsfor my own work can be achieved.
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1.3 Research Questions

The aim of this researchis to investigate the nature and the level of constraints that
rural-urban migrants in China have confronted when they need to access health
services. The issuesinvestigated concern health constraints and health services access
among rural-urban migrants in the absenceof equal social protection compared with
local residentsby the government. Thus the study intends to establish the constraints
to migrants' health servicesaccesswithin the framework of socio-economic costs and
benefits including economic motivation and consumption of health treatment; their
differential ability to accesspublic health servicesby classifying their socio-economic
status; and the roles social networks play when there is a lack of social assistance.
Finally, this research examines their understanding and experience of health and
health servicesaccess.

The researchquestionsare:

(1) What constraintsdo migrantsface with respectto their health servicesaccess?Is
there a hierarchical structure in health servicesaccessamong migrants?

(2) When there is a shortageof financial resources,do they utilise informal social
support(suchasinformal socialnetworks/guanxi,) to obtainhelp?

(3) What are their understandingand experienceof health and health servicesand
why?
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One important issue in this study is to establish the diversified types of health services
choice, and to investigate the different constraintsthey have when they want to access
health services.

In urban areas, migrants encounter many difficulties and constraints in accessto the
public services.As a channelfor supporting or protecting their health, in which access
is the key providing them with the ability to use formal or informal support, migrants
usually make medical care choices not only by going for cheap services but also
developing their own strategiesto limit the impacts of ill health and medical shocks.
But this is dependenton the different migrant classes and different social networks
they have, and their health serviceschoice and constraints will also be different. This
is why I addressthe first researchquestion and it will be explored in detail in this
research.

1.3.1Some Clarifications of the Research Questions:

The aim of this research is to explore the issues of health constraints of rural-urban
migrants and their accessto health services. Health services comprise health care and
medical treatment. Health care embraces all the products and services designed to
promote health, including "preventive, curative and palliative interventions, whether
directed to individuals or to populations.7 Medical treatment includes treatment of
illnesses and injuries by utilising professional (such as physicians or doctors) and
nonprofessional(such as lay personsor medicine bought by themselves)ways.

World Health Organization Report (2000). `Why do health
systemsmatter?', WHO.
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In this section I will explain each research aim in turn, and will state the research
questionswhich can help me to fulfil these.

The first aim is to analysethe health constraintsand accessto health serviceswith
respectto the socialstrataof migrants.

Social Strata

As an expanding social group, rural-urban migrants pursue different jobs and have
incomes at different levels. They would be expected to have different social
classification according to their different economic and employment status. Zheng
(2003), for example, mentions that after the division of migrants into various
occupational groups, eachgroup may be separatedinto severalsub-groups, in terms of
their income, wealth, and possessionof the means of production or of the prestige
associatedwith thejob.

I understood more about the differences from the fieldwork in Dahongmen area of
Beijing in 2006. I found from the interviews that there are quite different levels of
living conditions and income among migrants, and in the migrant community. For
instance, according to the types of occupation, migrants might be divided into
different sub-groups,namely: the owners, who hold the relative productive capital and
employ other people, the self-employed migrants, who hold little capital and run their
own private businesses,and migrants who are totally dependenton others for work.
There is a complete lack of information in current studies on social strata among
rural-urban migrants and a number of previous studies treat this grouping as a
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hotchpotch, and say nothing about how the health and health care of rural-urban
migrants relate to these social strata. This study will try to make some contribution to
this important issue and cover some gapsin this area.

In this study,social strataof rural-urbanmigrant will be identified by occupations,
basedon the characteristicsof the migrant community,and it involvesan analysisof
their accessto healthservices.

Throughoutthe processof data collection and data analysis,it is important to be
mindful of differentconstraintsandthe perspectivesof differentmigrant strata.

"

What obstaclesare they faced with when seeking health services?What do they

them?
shareasmigrantswith commoncitizenship?And what separates

" Does the chanceof accessto professionalhealth servicesdiffer according to
differentsocialgroupsof migrants?

The second aim is to analyse the social networks of migrants and the role of social
networks on migrants' health and health services access when they encounter a
shortageof social assistance.

SocialNetworks

The term `social capital' is definedby Ostrom (1994) as `relationsbetweenpersons
that facilitateaction', andis usedto describethe constellationof social networksand
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social relations that can sustain those who draw upon them (Ostrom, 1994). The
notion of social capital has been adoptedto provide an explanation of social structures
and institutions and has also risen to prominence in development policy (for example,
Harriss and de Renzio, 1997: 920; World Bank, 1997). Much of the writing on social
capital shows the way in which social relationships can be mobilized, and in so doing
helps to build an understanding of the interaction between access, behaviours and
institutions (Bebbington, 1999: 2037).

A social network that is largely determined by the relationship that people have with
others is regarded as the key assetin modern society. The relationship may be among
family members, friends, workers, neighbours, communities and wider institutions of
society, and can be defined by their purposes and qualities such as trust, closeness,
strength and flexibility (Ashong and Smith, 2001). Social networks are important not
only for their intrinsic value but also because of the accessibility of additional
resourcesthrough the development of relationships that allow people to meet their
needs. In this sense, social networks are expanded when people use them whereas
they get smaller by underuse (Jack and Jordan, 1999). The common aphorism, `it is
not what you possess,it is who you have', can be said to sum up much of the common
understandingin relation to the importance of social networks. It is the understanding
born of our experiencethat it is our family, relatives and friends who provide us with
a variety of support when we fall upon hard times. However, a distinction should be
made between the presenceof a social network and the attainment of social support.
This is because the presence of a social network does not necessarily assure the
acquisition of social support (Wellman and Wortley, 1989). This argument suggests
that accessibility is highly dependenton the intensity of social relationships. Here, the
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question asto how we measurethe intensity of social relationships can be raised. This
brings us to identify horizontally who are their contacts,the range of social networks;
andto do a vertical searchof how close they are, namely, the strength of social ties.

As the `Villagers in the city' (Xiang, 1994), rural-urban migrants can not enjoy social
protection equally with local residents in urban society; but social networks might be
a channel and resource for them to access health services and assistance.But what
roles do social networks play? How do migrants utilize their networks to limit the
impacts of ill health and medical shocks? No previous studies have analysed these
issuesand these questionswill be explored in this study.

Some researcherssuggestthat one reasonfor the migrants' lack of capacity to use the
existing health services is their financial difficulty (Xiang, 2005). Due to financial
obstacles, accessto big hospitals is a problem for most migrants. In the meantime,
their remittancesto their home villages also result in financial constraints (Huang and
Zhan, 2005). In 2007, the average monthly wage of a migrant reached 1,200 RMB
Yuan8 (around 110 British pounds), up 200 RMB Yuan over the previous year, but
22.2 percent of migrants said they were unable to save any money as their incomes
coveredonly living expenses.9 Without savings,accessto the health servicesin public
hospitals is very difficult for many migrants.

This study will examine the migrants' social networks. Firstly, the questions to be
askedare asfollows:

8RMB is the Chinese
unit of currency.
9AFP (Beijing), 14`hJanuary2008, Veryfew

Chinese migrant workers are happy: report.
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IDWhat are their social circles in the urban sector?

It will go further to explorethe impactsthat social networkshaveon the healthand
health servicesaccessof migrants and try to answer the following question:

" What is the role of social networks in the health and health services accessamong
migrants?

The third aim is to examine the understanding and experience of health and health
servicesaccessof migrants.

Understanding of Health and Health ServicesAccess

To investigate health and health services access among migrants, the analysis
identifies not only a detailed discussion about migrants' social strata and social
networks, but also concerns their own understanding and experience of health and
health care.

The understandingof health can be said to centreon `the ideas and knowledgeon
health experience',it is basedupon the individual's experienceof health and the
personalconsciousness
or perceptionsthat influencehealthactivities.It may comprise,
first, how peopledecidewhetheror not they arehealthyand what they needto do to
maintain their health. Second,the impact that family life can have on health by
looking at, for example,different eatingbehaviours.Third, how and wherethey live
can affecttheir health,for example,the influenceof housingconditions.Finally, the
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influence of the social environment on health by examining the people's
understandingand perspectiveof health related issues.

To rural-urban migrants, although policy measuresby the government are important
to their health and health services access,the understanding and experience among
migrants, as the internal factors, affect significantly the migrants' health. If we
explore the issue of migrants' health, the discussion from migrants' point of view
cannot be neglected.Questions to be asked are:

" What is their understandingon health related issues?In this study, it will discuss
the understanding and experience of health and health maintenance among the
migrants.

And why?
41 What arethe characteristics
of their understanding?

49How do they accesshealthserviceswhenthey areill?

1.4 Structure of the Thesis

Chapter 2: Literature Review

Chapter2 reviews the literature related to the researchissuesand questions.There are
three major parts in this chapter. The first part is a review of rural-urban migration,
including the socio-economic status of migrants, classic rural/urban sociology, and
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migration studies in China. This section provides some background for the research.
The second part reviews the health relevant issues among rural-urban migrants,
including choice of medical treatment, and living and working environments, and the
impact of migration on health status. The third part reviews the health services system
and its impact on health services access among migrants. Government health
provision is reviewed in this section to highlight how the institutional changes that
have occurred at national level establish the status of rural-urban migrants within the
health servicessystem.

Chapter 3: The Methodology and Methods of the Research

Chapter3 provides a detailed summary of the rationale and links between the aims of
researchand the research methods used. It discussesthe way in which I set about
analysing the health constraints and health services access by introducing the
qualitative approach as the researchmethod. Dengcun Village in Dahongmen area of
Beijing has been chosento conduct the fieldwork, and multiple sources of data have
been collected. In this chapter, the research process in relation to methodological
issues is extensively discussed. It begins with sample selection, goes on to a
discussion of the recruitment of participants, and ends with ethical considerations.
The multifaceted reality of migrants' health constraints and their living and working
details is a sensitive research issue in this process, and the importance of
confidentiality is respected.

Chapter 4: Constraints on Health and Health Services Access: One Class of
Migrants?
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Chapter 4 is the first empirical analysis chapter. Drawing on the data gathered from
the fieldwork, this chapter gives an original account of constraints on health and
health servicesaccessin respect of the social strata of rural-urban migrants. After the
discussion of three strata among migrants, the chapter analysesthe financial reasons
for the hierarchical medical access, and pays particular attention to the specific
constraints on health and health services access for the majority of migrants. A
detailed examination of illegal private clinics which reflects the constraints for
accessing public health facilities reveals another side of the health choice among
migrants. The chapter also assessesthe institutional factors which make all ruralurban migrants unequalin the health service system in China.

Chapter 5: Social Networks: Channelsor Constraints?

Chapter5 reports the results of exploratory researchinto the social networks and their
impacts on the health and health services accessof rural-urban migrants. This chapter
analysesthe nature and composition of social networks among rural-urban migrants,
explains the reasons leading to the social networks of migrants, discusses the
barriers/facilitators to the establishment of the social networks in migration and the
subsequentimpact on health and health care access,assessesthe types of support and
constraints resulting from the social networks on health services access, and also
develops ideas for further researchon urban social policy and health for the ruralurban migrants in China.
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Chapter 6: Understanding of Health Related Issues: Health Constraints among
Migrants?

Chapter 6 moves on to study the migrants' understanding and experience of health
and health services access.The discussion mainly focuses on their different level of
understandingon health and health maintenance,and attention has also been paid to
the factors that affect the health understandingof migrants, including the conception
of traditional culture, weak capability of accepting information, exclusion from some
specific systems of society, the possibility of health and health care participation,
exclusion from some social networks and obstructed channels of health maintenance,
and exclusion of crowd psychology.

Chapter 7: Conclusion

In this chapter I provide an overview of the study and summarize the policy
implications which are basedon the empirical analysis of this research. Implications
for policy reform and institutional improvement are particularly discussed in this
chapter. The importance of this research and the extra care needed to support the
migrants are re-emphasized.

26

Chapter Two

Literature Review

This chapter is organised into three main sections. The first section is a review of
studies on migration, rural-urban migration in China, Household registration (Hukou)
system and migration, social strata and social networks. This section mainly provides
some background and institutional arrangementson the rural-urban distinction and
migration in China. The second section discussesthe health related issues among
rural-urban migrants, including the impacts of migration on health status, and choice
of medical treatment. The third part reviews the health services system and its impact
on health services accessamong migrants. Government health provision is reviewed
in this sectionto highlight how the institutional changesthat have occurred at national
level establishthe statusof rural-urban migrants within the health services system.

2.1 Studies on Migration

The literature on migration in developing countries has been regularly surveyed and
reviewed over the past four decades(including Nelson, 1969; Brigg, 1973, Connell et
al, 1976; Yap, 1977; Pryor, 1979; Banerjee, 1986; Stark, 1991; Sly, 1992;
Bhattacharya, 1993; Baker and Aina, 1995, Leveine and Price, 1996; Song, 1998, Ma
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and Xiang, 1998; Huang, 2003; Resosudarmo, Suryahadi, Purnagunawan, Yumna,
and Yusrina, 2009). Numerous empirical studies have been conducted focusing on
different aspects, and this has improved our understanding. There are both
sociological and economic aspectsto the literature discussedin this section. Economic
theories provide a means by which migration can be analysed as a movement, but
they are based on the assumption that migrants are rational beings with mainly
economic concerns.

Non-economic theories relating to migration are concerned with environmental
settings (e.g., geographictypes and urban infrastructure), social organisations, and the
personal behaviour and psychological adjustment of migrants. For instance, urban
planners are concerned with congestion and inadequacy of basic urban services.
Sociologists pay attention to the problems of social and personal disorganisation,
political instability, crime and delinquency, and the effects of city life on the family
(Song, 1998).

Migration is generally defined from two perspectives: geographic and socialeconomic. Eisenstadt (1953) defined migration as "the physical transition of an
individual or a group from one society to another. This transition usually involves
abandoningone social setting and entering another different one" (Eisenstadt, 1953:
1).This comment clearly takesthe change of the social surrounding and setting as the
most important "signal" of migration. Another definition, focusing on spatial
transition, for migrants was put forward and claimed that any act of migration consists
of an origin, a destination and an intervening of obstacles without concerning the
distanceand the difficult degreeof migration. Thus, according this definition, a move
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across the hall from one apartment to another is counted just as much as an act of
migration as a move from Bombay, India, to Cedar Rapids, Iowa, though, of course,
the initiation and consequenceof such moves are vastly different (Lee, 1966; Dai,
2003).

Rural-urban migration has its own unique features in China, besides the spatial and
social transfer. At first for most migrants, this migration is temporary, which can also
be observed from their alternative name: `floating people'. This temporary situation
reflects their social status and the tight connection between their present residential
place and the original residential location (Dai, 2003).

2.1.1 Rural-urban Migration in China

Somestudiesdiscussedhow rural-urbanmigrantsmakedecisions.Roberts'sresearch
(2001) on migrant workers in 1993 dismissedthe notion of 'blind' migration and
pointedout that the family, educationandregionalbackgroundsof migrantsandtheir
social networks helped to channel migrants into particular occupations and
destinations.Wang (2002) also had similar findings basedon a study of migrant
labourersin the cateringindustry.
Other studies examined how long migrants stay in cities. Zhao (1999a) discovered,
with a data set from Sichuan province in 1995, that rural households treated the
income earned in cities as transient income and did not intend to rely on this income
in the long run. Therefore, migration was usually temporary. In this sense, the
majority of migrants did not really migrate. However, some other scholars, such as
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Seeborg, Jin, and Zhu (2000), point out that although many rural-urban migrants
initially planned to earn some money and return, once they settled in the city, many
were attractedto urban life and decided to stay permanently. Yang (1993) related the
length of stay to the reasons for coming to cities: 'Permanent migrants with
agricultural registration predominantly move for non-economic reasons, but those
with non-agricultural registration are more likely motivated by economic reasons.The
pattern is reversedin temporary migration.' However, the data were collected in 1986
and the urban social and economic environment for migration has changed
dramatically since then. Li (1999) found that the younger generation did not enjoy
farming and wished to earn money quickly and settle down in cities.
Some studiesexplored the determinants of migration: Why do peasantscome to cities
and why might they return? Some scholarshave examined the driving forces of ruralurban migration in China, Huang (2003) claimed that the migration can be motivated
by several reasons: economic, social and institutional. Although urban people have
many prejudices about rural labour migrants, rural migrants still keep on coming to
the cities to earn money. By and large, the previous studies on the reasons for
migration include the following: the first is surplus labour in agriculture (Robert,
2000). The driving forces of rural to urban migration are commonly characterized by
push andpull factors. The surplus rural labour is often viewed as the main push factor
(Zhao, 2003: 9). The second is the rural-urban income disparity (Zhang and Song,
2003). Despite China's overall impressive record of economic growth since the
economic reform in the beginning of 1980s, income disparities between urban and
rural areas, as well as regional imbalances, remain large (Fan, 1997 and Wei, 2000;
Wu, 2005). Todaro (1969) and Harris and Todaro (1970) admitted the chronic
unemploymentproblem in urban areasand insteadsuggestthat the expectedwage gap
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between rural and urban area is the pull factor (Zhao, 2003). In China, migration is
not only driven by the huge rural-urban income gap, but also driven by a regional
income gap. Zhu (2002) modelled the impact of the income gap on migration and
thinks it is the most important positive factor; the introduction of the household
responsibility system in agricultural reform, has led to the development of `township,
village, private enterprise' (TVP) in the countryside (Iredale, Bilik, Su, Guo, and Hoy,
2001), and Song (1998) concluded that migration is more remunerative than TVP
employment, although the development of TVP may reduce the incentive for
migration. Shen (1995) and Huang (1999) argued that migrants left rural areas
becauseof changes in the agricultural sector, and the slower income growth and lack
of work opportunities in rural areasin comparison with cities. Zhang and Song (2003)
argued that rural-urban migrants were attracted by urban economic growth and
income gaps. The third factor is the disintegration of state-owned enterprises (SOEs)
and the emergenceof private enterprisesand a modernisedmarket economy (Iredale
et al., 2001). The fourth is the policies in some poorer provinces that favour outmigration (Iredale et al., 2001). Yang and Goldstein (1990) and McErlean and Wu
(2003) found that government policies on urbanization contributed greatly to
migrants' decisions to move to urban areas to work. Hare (1999,2002) and Zhao
(1999a, 2002) studied migrants and returning migrants respectively and concluded
that a range of push and pull forces contributed to migration and returning migration
in China. Zhao particularly pointed out that the government's slowness in granting
rural migrants urban residency increased the rate of returning migrant workers.
Murphy (1999) highlighted the impact of local government policies in attracting
migrants back to their home villages. Solinger (1999) found that the reasonthat these
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people came and left seasonallywas becausethe migrants were not grantedpermanent,
official householdregistration in the place they lived.
Some research found that the home towns of rural-urban migrants benefited from
migration. The main findings concerned remittances (Rozelle, Taylor, and Debrauw.
1999; Murphy 2002) and the impact of out-migration on rural productivity (Zhao
2002). As Zhao (2002) and Murphy (2002) demonstrated,returnees were crucial to
the modernization of their rural home town. Ma (2001) studied some returnees in
1997 and found a significant correlation between the duration of urban employment
and non-farming activities upon their return.
The differential treatment of migrants in urban labour markets and employment was
studied by Meng and Zhang (2001), Knight, Song, and Jia (1999), Nielsen, Nyland,
Smyth, Zhang, and Zhu (2005) and Fan (2004). Meng and Zhang (2001) claimed that
most of the occupational segregationand wage differentials between rural migrants
and urban residents could not be explained by productivity-related differences
between the two groups and concluded that urban residents were more favourably
treated by enterprises.
Differential treatment in social provision was examined by Chan and Zhang (1999),
who reviewed the changes in the Hukou system and how it restricted rural-urban
migration. Solinger (1999) examined from a citizenship point of view how the rights
of rural-urban migrants differed from the rights to which urban citizens were entitled.
Ma and Xiang (1998) studied the migrant enclaves in Beijing, focusing on migrant
networks and the successfulmigrant economy. In the late 1990sa growing number of
researchstudiesexplored the 'rights' of rural-urban migrants in cities. Nielsen, Nyland,
Smyth, Zhang, and Zhu (2005) focused on social insurance and discussedthe reasons
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why some rural-urban migrants in Jiangsu Provinces did not participate in the social
insurance schemes. Another intensively studied field has been the urban spatial
distribution of rural-urban migrants. Ma and Xiang (1998), Zhang (2001), Shen
(2002), and Gu and Shen (2003) all examined the concentration of rural-urban
migrants in cities and their interaction with urban society and local governments.

Most of the researchersmentioned here focused on rural workers who came to cities
to look for jobs and did not intend to stay long. Following this logic, better accessto
urban labour markets seemsto be the single most important factor in improving ruralurban migrants' lives in cities. The presumption of temporary settlement justifies the
state's practice of taking no hasty steps to transform the 'temporary' migrants into
permanent urban citizens, becausemost would be moving back to their rural areas
sooner or later. However, it is possible instead that observed rates of return are the
result of the barriers to long-term settlement establishedby urban policies and urban
society. It can thus be arguedthat cities needto be preparedfor accommodatinglongterm rural-urban settlers.

2.1.2 Household Registration (Hukou) System and Migration

One of the most important institutions in China is the household registration (Hukou)
system. As a matter of fact, it plays a crucial role in the social life of migrants. After
the rural-urban migrants have enteredthe cities, the direct link between them and the
state welfare programmes is disjointed. Their rural household registration (rural
Hukou) hinders them from enjoying equally with local residents the benefit from
urban public services,including health care services.
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The various national policies and regulations that affect people's lives are
fundamentally defined, constrained and enabled by their Hukou status. Contrary to
some common perceptions, in which Hukou is regarded as an invention of the post1949 Communist party's regime, the household registration system has actually
existed in China for almost two thousand years and has evolved through the imperial
era in various forms (Wang, 2005). However, only under the Communist party's rule
did the Hukou system become a powerful mechanism, which decisively shaped
China's collectivist socialism by creating a spatial hierarchy of urban places and
prioritising the city over the countryside.

In the first constitution of People's Republic of China (PRC) of 1954, before the
completion of the national Hukou system in 1958, people were constitutionally
guaranteed the right of free migration. Before the implementation of the 1958
household registration (Hukou) rule, there was a short period of rapidly increasing
rural-urban migration in the early 1950s(Solinger, 1999; Davin, 2000). Although the
state was not entirely absent in monitoring this migration, official regulation was
largely erratic, fragmented, and ineffective. As a result, many peasantshad moved
into the urban industrial sectorsby 1954. In those days, migrants were not treated as a
distinct group of subjects who needed to be put under special control and legal
regulation. Neutral terms, such asyimin (migrants) or ximin (migrating or relocating
people), were used to refer to relocated peasants. Other slightly

different,

nonjudgemental terms regarding migration, such as qianxi (relocate), renkou yidong
(population movement), and renkou liudong (population mobility), were also used.
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By the mid-1950s, voluntary labour migration to the cities came to be seen as an
urgent national problem. According to Seldon (1988), about twenty million peasants
fully
rushed into the cities from 1949 to 1957, and these rural migrants could not be
absorbedby urban industry, thus exacerbating the problem of urban unemployment
(Walder, 1996). Further, some officials believed that industrialization required the
rural population to remain on farmlands so that they could continue to produce food
for those working in industry (Zhang, 1988). As a result, the state passed new
regulations to block the `blind flow' (mangliu) of peasantsinto cities to avoid the
pathological growth of oversized metropolises experienced by other developing
countries. Restricting people's spatial mobility was also regardedby bureaucrats as a
reliable way to maintain socialist stability.

It was through the reinforcement of the 1958 household registration (Hukou)
stipulations that Chinese peasantswere turned into what Potter (1983) calls `birthascribed' rural Hukou (household registration) holders. By requiring every Chinese
citizen to register at birth with local authorities as either an urban or a rural Hukou
holder of a particular fixed place, this system divides the entire Chinese population
into two different kinds of subjects with asymmetric power. Under the household
registration system, every Chinese household is issued one Hukou booklet containing
the names of every family member, and each individual must be registered at birth
with the local Hukou authorities. Each citizen can have only one permanent Hukou, at
only one Hukou zone. Each town and city issues its own Hukou, which entitles only
its registered residents to complete accessto the social benefits associatedwith that
particular Hukou. A person's Hukou registration record usually includes residential
address,religion and employment information, as well as birth, death and migration
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details. Until the 1978 reforms, the system strictly prohibited population movement,
and people could not change residence unless the changes were part of the state's
socioeconomic plan. In the following two decades, nonstate-directed population
movementswere largely eliminated from China's social landscape.

Rural and urban residents were subsequently placed under different forms of state
control and social surveillance. In the countryside, state control was made possible
through a far-reaching grassroots cadre network (0i, 1999). In the cities, pervasive
state control over urban citizens was made possible through work units and
neighbourhoodcommittees (whyte, 1995; Lu and Perry, 1997).

During the 1960s and 1970s, however, a very different kind of state-directed,
politically motivated population movement took place. To promote economic and
technological development in the frontier areas, many skilled urban workers and
professionals were relocated by the state to underdeveloped border provinces or
minority

autonomous regions like

Xinjiang,

Inner Mongolia,

Yunnan, and

Heilongjiang (Shen and Tong, 1992). Millions of urban youth and intellectuals were
also sent down to the countryside to be `reeducated' by poor and lower-middle-class
peasants(Bernstein, 1977). During the heyday of the Cultural Revolution, millions of
floating Red Guards,mostly urban youth, travelled from place to place and eventually
gatheredin Tiananmen Squareto be personally received by Chairman Mao (Meisner,
1977; Yan, 1993). But such large-scale displacements of urban people and spatial
mobility were not seen as population movements, instead, they were conceived of as
political events, described in highly politicized terms such as zhibian (supporting the
border areasby professionals),shangshanxiaxiang (the sending of urban youth up to
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the mountains and down to the countryside), and dachuanlian (establishing
revolutionary ties among Red guards).Those who were involved in these movements
were not regarded as distinct social groups to be subjugatedto special regulations as
the floating population is today.

After the late 1970s,the situation changeddramatically, asmass labour migration rose
on a scale unprecedentedin modern China. A number of factors motivated millions of
peasantsto leave the countryside. First, agricultural reforms greatly improved the
efficiency of farming, generating nearly 200 million surplus rural farm labourers10
(Taylor, 1988; Davin, 1999). Second, a rapidly growing urban economy and the
penetrationof foreign and overseasChinese capital demandedlarge numbers of cheap
labourers. Third, the collapse of the state-monopolized `urban public goods regime'
(Solinger, 1995) made it possible for migrants to obtain basic resourcesand services
through market exchange in the cities. Fourth, the gradual relaxation of migration
policy allowed rural-urban migrants to live and work in the cities on a temporary basis.

Huang and Pieke (2003) divide migration policy evolution into four periods after the
year of 1979. The first period is from 1979 to 1983, and in this period, the
government still prohibited migration. The secondperiod is from 1984 to 1988, and
the government startedto allow peasantsto enter the urban areason the condition that
they provided food by themselves.The third period is from 1989 to 1991, rural-urban
migration was not a significant social phenomenon yet, and had not attracted much
attention from the government. The term `rural migrant wave' was coined in 1989 to
describe the enormous number of rural-urban migrants during the Chinese New year
10Surplus rural labourers
existed in Maoist China, but they remained invisible becauseof the collective farming
system and tight rural-urban migration. Post-Mao agricultural reforms intensified the problem of surplus labourers
and madethem more visible.
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period in 1989. After the `migrants wave' in 1989, the government felt the need to
interfere and restrict rural-urban migration. The fourth period is from 1992 to 2000:
during this period, the government in some degreeencouragedrural-urban migration,
but since 1994, a lot of major cities tightened their control on migration becauseof the
layoff and unemployment problem in the cities. Since 2000, the government is
reforming the Hukou system and allows people more mobility. Moreover, the factor
of rapid growth of foreign direct investment (FDI) sector since the late 1990sprovides
anotherbig demandfor rural-urban migration alongside urbanisation in China.

The Hukou system is one of the major tools of social control employed by the state.
Its function goes far beyond simply controlling population mobility (Chan and Zhang,
2003); it was part of a larger economic and political system set up to serve multiple
state interests.The system alone is less effective in controlling rural-urban migration.
Since the Hukou system links people's accessibility to state-offered benefits and
opportunities, it significantly affects personal life in many aspects. Its power in
controlling people's lives has declined during the reform era in the wake of enormous
social and economic changesand increasesin rural-urban mobility, despite the central
government's continuing efforts to adjust the system to fit the new situation (Chan
and Zhang, 2003). The significant changesin the last three decadesafter the reform of
social and economic system have put a lot of pressure on the pre-existing Hukou
system, leading to some important changes and the emergence of a number of new
categories.

With the development of a market-oriented economy, more people tend to be found
outside their place of formal Hukou registration. It is widely noted that in the country
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there is a `floating population' of some 140 million people who stay outside their own
Hukou registration place, compared to only a few million in the late 1970s (Chan,
1994; Yang, 2008). Many of thesepeople are de facto urban residents for years but do
not have proper urban or non-agricultural Hukou registrations.More in-depth analysis
on the impacts of the Hukou system on the health and health services access among
migrants will be unfolded in the data chapters.

2.1.3Social Strata and SocialNetworks

One aim of this study is to explore originally the constraints on health and health
servicesaccessin terms of social strata and social networks of migrants. Therefore, it
is necessaryto base my analysis on proper understanding of relevant concepts and
theoretical framework.

Social Strata

The term `Stratum' has been borrowed from the scienceof geology. There it refers to
the successivelayers or strata of rock and other materials which have been laid down
over the millennia to form the earth's crust. Translated into the very different science
of sociology, the concept of stratum or classes has been adapted to refer to the
different `layers' or strata of social groups which are thought to be arranged, one on
top of the other, in various human societies (Saunders, 1992). Usually we find that
different groups or strata are related unequally. One group may own and enjoy more
economic resourcesthan another, or it may be held in higher esteem,or it may be in a
position to order the other groups around. In our own society there are poor and
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wealthy people, there are families of high birth and families of commoners, and there
are politically powerful elites and relatively powerless groups of people who are
expectedonly to follow commandsand obey orders (Saunders,1992:2).

Within sociology, there is a long-standing debate on the nature and measurementof
social class (Bartley, 2004: 24). Measures of social class are based on theories of
social structure: people choosetheir measureaccording to the theory they prefer. The
two most prominent theories of social structure used in studies that work with a
concept of class are those of Marx and Weber. They divide occupations into groups
according to typical employment conditions and relationships. These groups are the
social classes.Both schools of thought agree on the importance of two things. The
first is the ownership of assets,such as property, factories or firms. That is what
determineswhether a personneedsto work at all or whether she or he is the owner of
a business,land or other assetssufficient to make work for pay unnecessary. The
second feature of social class which is of generally agreed significance is the
relationship of all those who do have to work for a living to those who own and
managethe establishmentsin which they work, and also to any others whose work
they in turn may manageor supervise(Crompton, 1998; Bartley, 2004).

As an expanding social grouping, rural-urban migrants would also be expected to
have different social strata according to their different economic and employment
status (Zheng, 2003). However, there is a complete lack of information in current
studies on the social classeswithin rural-urban migrants and a number of studies treat
this group as a hotchpotch.
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In the existing studies, Li (2004) proposes that, the term rural-urban migrant is too
general and the classification should be expanded. Otherwise it is impossible to
implant effectively any kind of medical protection. Rationally migrants should be
classified more precisely in order to build up multiple types of the health protection,
so that they can always find a suitable type for their needs.Zheng (2003) arguesthat
migrants should be divided into three groups. One is the already urbanized migrant
people. This group comprises approximately 15% to 20% of the urban workforce,
they have been working for many years in the city, have had stable jobs, sourcesof
income and relatively fixed residence, and they have already become a part of the
industrial work force. The secondgroup are seasonalmigrant workers; they only work
during the slack farming season. The third type is the mass of mobile rural people
who do not have a fixed residence or stable post. These kinds of workers comprise
over 60% of total migrants. They may in future transfer to city, or continue to work as
farmers (Zheng, 2003). Another scholar, Lu (2002) provides us with a measure to
classify migrants from another angle. Lu points out that the criteria for dividing the
social classesdepend on two factors: the first is occupation, and the second is the
possessionof organizational resources,cultural resources, and economic resources.
Apart from the measuresmentioned above, through the analysis of survey data in
regard to three cities of Wenzhou, Hangzhou and Shenzhen in China, Wang (2001)
claims that migrants can be divided into two generations,e.g. the first generation of
migrants was those who enteredcities betweenthe beginning of economic reform and
the beginning of the 1990s; the objective of this generation was job search. The
secondgeneration of migrants was those who moved to cities after the beginning of
the 1990s, and their purpose was to seek more income. These classifications of
migrants proposedby scholarsabove reflect the characteristicsof the group of rural-
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urban migrants in contemporary Chinese society, but in this research,the approach to
understanding social strata among migrants is associated with the study area,
especiallywith the occupationsthat the migrants are pursuing there.

Social Networks

A `social network' is a component of social capital and refers to the structural
properties that characterize a set of relationships (Levy, 2002: 271). For instance, the
relationships we have with our neighbours may vary from simple recognition by sight,
perhaps with an occasional greeting exchanged as we pass by, to deep friendship
involving frequent visits to each other's homes and the exchange of both emotional
and material support. Such relationships are not always experienced as positive and
can be characterized by rivalry and dislike. In some casesthe community, and the
network that partly comprisesit, may be defined geographically or formally, such as a
small rural village. In other cases,its boundaries may be ill defined. The network can
further be characterizedby its density (the proportion of people who know eachother)
and closure (the preponderanceof intra-versus inter-community links) (Halpern, 2005:
11).

Kinship ties and native-place networks have played a significant role in
sustaining
migratory flows. These traditional social networks were not opposed to the
developmentof a modern market economy; instead, they
provided the organizational
framework for the social lives and private businesses Chinese
of
rural-urban migrants
(Zhang, 2001: 47). It should be emphasizedthat given the centrality of the place bond
and the blood bond in Chinese society, it would be problematic to oppose them when
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developing a modem market. Social network is a set of nodes (people, organizations
or other social entities) connected by a set of relationships, such as friendship,
affiliation or information exchange (Mitchell

and Clyde, 1969). Theoretically

speaking, after migration, rural-urban migrants must rebuild their social networks
while trying to adapt to the changes in their occupation and habitation. Numerous
studies have demonstratedthat migrants commonly use kin and native-place ties to
develop their businesseswithin and outside China (Crissman, 1967; Goodman, 1995;
Honig, 1992; Oxfeld, 1996; Rowe, 1984; Sangren,1984; Skinner, 1976; Wang, 1987).
For example, Goodman (1995) illustrates the powerful role of pre-existing nativeplace ties in the formation of sojourning communities in Shanghai and in nationalist
movements at the turn of the century. This ethnography also attests that traditional
social networks do not hamper a modem market economy; rather, they provide the
very social basis on which rural-urban migrants organize their social and economic
lives (Zhang, 2001: 55).

As Wang (2006) analysed,after migration, the community of migrants not only refers
to their family members and villagers, but also includes all rural-urban migrants who
are in the same situation as them. Their contact circle is founded on the logic of:
family members (defined by blood relationship or marriage affinity)

friends

(friendship reason) -villagers (location and career reason) - from identical towns
(location and careerreason)- from identical county (location and career reason)-from
identical area (location and career reason) - identical province (location and career
reason) - rural-urban migrants (status and career reason). The biggest grouping is
rural-urban migrants. For them the key determinants of communication or contact are:
blood relationship, location and career considerations,and social status.These factors
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have brought about a social support system to enable them to survive in the city
(Wang, 2006).

Social networks are regarded as one sourceof social capital and the relations between
them have been discussed by scholars such as Lin, who stated that social capital is
defined as the resourcesembedded in one's social networks, resourcesthat can be
accessedor mobilized through ties in the networks (Lin, 2001). Through such social
relations or through social networks in general, one may borrow or capture others'
resources.The general premise that social capital is network-based is acknowledged
by researcherswho have contributed to the discussion (Bourdieu, 1980; Bourdieu,
1983,1986; Lin, 1982,2005; Coleman, 1988; Coleman, 1990; Flap, 1991; Flap, 1994;
Burt, 1992; Putnam, 1993; Putnam, 1995; Putnam, 2000; Erickson, 1995). Since the
1990s,social capital, which is usually defined as a list of components including social
network, has been widely considered to have an influence on health (Abbott and
Freeth, 2008; Almedon, 2005; de Silva, McKenzie, Harpham, and Huttley, 2005;
Macinko and Starfield, 2001; Hawe and Shiell, 2000). The data supporting this point
consists primarily of survey data: indicators of high levels of social capital are
positively associated with indicators of good health (Abbott and Freeth, 2008;
Coulthard, Walker, and Morgan, 2002; Veenstra, 2000; Kawachi and Kennedy, 1999).
Some literature includes social networks and social support (Cooper, Arber, Fee, and
Ginn, 1999; Coulthard et al., 2002). Some research discusses trust's influence on
health, for example, trust may promote social networks, which themselves improve
health (Berkman, 1995; Cohen, 1988; House, Landis and Umberson, 1988). Although
some researchers,such as Meng and Zhang (2001), (see also Xiang, 2005; Li 2008;
Nielsen and Smyth 2008; Wong and Zheng 2008; Sun, Rehnberg, and Meng, 2009),
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have looked at migration and social protection in China, very few studies have
analysed social networks and their impact on the health and health care access of
rural-urban migrants in urban China.

How do these social networks play roles in health and health services access of
migrants and which roles? How do migrants utilise their networks to limit the impacts
of ill health and medical shocks? No previous studies focus on these issues. To
answer questions like these, carefully designed positive research is required. That is
the rationale for this research.

From above discussion of this section, first, there is large number of literature on
rural-urban migration in China, however, the literature abounds in describing the
determinants and economic impacts of migration. Second, although some studies
mentioned the social strata and social networks among rural-urban migrants, the
analysis has not been brought further, and most studies treat all migrants in the same
group. Third, as far as the best of my knowledge, researchon the health and health
service accessto migrants is scare in China, especially with respect to social strata
and social networks, this study has a potential to seeda lively and constructive debate.

2.2 Health Related Issues among Rural-urban Migrants

This study adopts health as a crucial notion. A commonly adopted definition of health
is in the World Health Organisation's Constitution as `a state of complete physical,
social and mental well-being, and not merely the absence of disease or infirmity'.
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Thus health `is a positive concept emphasising social and personal resourcesas well
as physical capabilities' (WHO, 1946). In this work, I have not covered all aspectsof
WHO concept of health, as this researchdoes not aim to analyse the health itself and
health status of migrants, but originally concentrateson the multifaceted reality of
health constraints and health servicesaccessamongmigrants.

A healthy personneedsto maintain healthy habits such astaking regular exercisesand
adequate rest, adopting a high level of personal hygiene, eating a nutritionally
balanced diet, abstaining from the abuse of drugs and alcohol, taking care of one's
mental well-being and developing social skills to interact in a positive manner within
society. To be healthy is to be in a state of homeostasis (balance) with one's
surrounding. To avail oneself to the advancesof medical treatments and preventive
measuressuch as immunizations may further booster one's health. Many factors
affect health, including inherent factors and outside factors. Inherent factors comprise
age, ethnic origin, genetic makeup/inherited and sex; outside factors include social
class, occupation, education, nutrition, habits, habitat and environment. Among them,
socio-economic factors play an important role in affecting people's health status in
contemporary society (Milio, 1986; Chiu, 2002; Graham, 2004; Walters and Suhrcke,
2005; Chen, Martin, and Matthews, 2006; Propper and Rigg, Witoelar, Strauss, and
Sikoki, 2009; Hatton and Emerson, 2009).

This study explores the constraints on health and health services accessamong ruralurban migrants. It should be noted that health and health services accessare different,
and one distinction is that accessto health services will not on its own bring health.
Some scholars argue that nutrition, housing
conditions, socio-economic conditions
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and equality, for instance, are more important for health than health services
(Wilkinson and Pickett, 2009). The word `health' cannot stand for `accessto health
services' or vice versa.

For migrant people, some scholars claim that they tend to have better health status
than non-migrants. Klaassen and Drewe (1973) state that physical capability is a
motive to migrate, `to regard good health as a precondition of movement, or ill health
as a migration barrier, is common sense,and as can be seen from United Statesdata
relating past mobility to perceived health, accords with the facts' (Klaassen and
Drewe, 1973: 30).

On the health issuesof rural-urban migrants in China, there are a few studies. Firstly,
there are descriptions of the health condition of rural-urban migrants: Liu (1996),
basedon survey on the health knowledge and behaviour of 103 rural-urban migrants
in Liaoning province, finds that the rate of acquiring health knowledge and the rate of
developing health behaviour of the migrants who are better-off are higher than those
of the migrants who are worse-off. Chen's (2001) results of evaluation on a 90symptom checklist for 81 migrants show that the mental health of the migrants is in
generalworse than the average.Secondly, there are comparative studies on the health
of migrants before and after intervention: Zhang and Tan (2006), study psychological
intervention as occupational therapy for migrants and find that, during treatment, the
migrants show intense mental pressure, helplessness and inadequate ways of
protecting their rights, exerting negative effects on society as well as on the
prevention and treatment of occupational diseases. Lin (2007) examines health
education for the migrants with pneumonoconiosis and finds that the migrants'
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knowledge about pneumonoconiosis is of significance for the prevention of
controllable occupational diseases.Thirdly, there are studies of the application of
health theories in practice: Fang (2006) holds that protection motivation plays an
obvious role in the prediction of risky behaviour of migrants. Fourthly, studies on the
measuresfor improving the health condition of migrants: Shi (2004) sets forth five
measures: improving social security system, reflecting fairness, increasing the
coverage rate of insurance, strengthening legislation and expanding education. Chen
and Yang (2007) believe that the government should emphasize investment in the
public health service for migrants, and, relying on public institutions and cooperating
with communities, bring the migrants into the system of the public health service of
communities.

However, there is as yet little empirical research on China that can illuminate the

constraintson healthandhealthservicesaccessof rural-urbanmigrants.

2.2.1The Impact of Migration on Health Status

Rural-urban migrants are the biggest non-regular employment group in urban China.
Compared to other non-regular employment groups, migrants are characterised as
those who cannot obtain legal and other municipal safeguardsand are often checked
and deported by the local government administration. Their rewards are low and they
are the "working poor" in city society. Their work environment is very bad and they
work long hours compared to standardphysical jobs. They cannot obtain guaranteed
and normal rest periods, not to mention not having a right to enjoy the legal holidays.
Employment for them is unstable and with little
prospect of promotion (Wang, 2006).
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Vulnerability

Vulnerability is a dynamic concept, which captures the senseof a threat posed by
adverseevents.These events can take several forms, which include long-term trends
(demographic trends or changes in the natural resources base), recurring seasonal
changes(prices, employment chances),and short-term shock (illness, infectious and
parasiticdiseases,chemical and physical hazards)(Carney, 1998; Rakodi, 2002).
In some existing literature rural-urban migrant workers are regarded as vulnerable
groups in urban China due to discrimination and their subordinate social status.
Although there are only a few papers focusing on migrants' health, these papers
describe and analyze migrants' health problem mainly in terms of their dangerous
working conditions. In China, most migrant workers work under dirty, difficult and
dangerousconditions. As one example in Tan's paper (2000), in Shenzhen, a city in
Guangdong province with more than two million migrant workers, a high rate of
occupational injuries is recorded.
According to an official record, 12,189 labour migrants were `certified'

as

occupational accident victims at Shenzhen in 1998. More than 90% of them were
injured by machines.More than 80 migrants died. On average,thirty-one are disabled
everyday as a result of injuries, while one worker dies every four and a half days.
According to researchconductedby HKCIC, most migrant workers in the Pearl River
Delta suffer long working hours, illegal overtime, and wages below the legal
minimum (Tan, 2000).
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All these factors make migrant workers highly vulnerable. Occupational accident
victims say that accidents occur when they work overtime performing risky duties
without clear instructions, proper training or sufficient technical protection. When
they are injured, employers simply give them lump-sum compensation which is
always lower than the legally required amount, and ask them to leave the factory
immediately. Xiang (2005) stated that there are some reasons that may lead the
migrants to be vulnerable to health risks, such as high levels of mobility, supposedly
active premarital and extramarital sexual activities, low income, lack of awareness,
and lack of social contact with the local community. Other authors, Tang (2001) and
Dong (2002) explained this problem through a policy approach. But some other
important facets, for example, migrants' living and working conditions have not yet
beenpaid sufficient attention.

Living Conditions

Housing conditions to a large degree reflect individual and family social position
(Wang, 2006). In many Chinese cities, the household register is being opened up to
enablethe non-native population to acquire a property. However, at present, migrants
are mostly stuck in one of three forms of accommodation, namely a simple rented
house,a self-built `shedhouse', or accommodationprovided by their employers.

The demand for housing from rural-urban migrants inevitably leads to the emergence
of rental markets in urban fringe areas. With an increasing demand for housing and
the lack of private rental housing in cities, the areas on the urban fringe naturally
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becomethe ideal destination for migrants as the rent there is normally cheap. In some
suburbancountries and towns, migrants outnumber local residents and the localities
have becomeknown for outsiders, using their native hometowns' names: for instance,
in Beijing, there are areascalled Zhejiang Village, Henan Village, Xinjiang Village.
Within the Villages, many migrants build shacks next to their rented housesor along
roads, these so-called illegal buildings encroach on public space and weaken the
generalliving conditions in the villages.

In terms of region, they mostly live in the `village of the city', an area midway
between the city and the countryside. Their housing conditions are extremely
`peripheral' because,first, they mainly rent low cost, unofficial housing in the letting
property market. Second, the houses they occupy are the crudest, with a vile
environment and usually in the worst location. Living in such far-flung urban
conditions like `isolated islands' has given rise to a migrant lifestyle with aspectsof
unnormalization, compartmentalization and village (Wang, 2006).

Unnormalization denotesthat their life is unstable and incomplete. In the other words,
many are single and live in same-sex groups; they cannot find ways to establish
contact with friends of the opposite sex. At the same time, married migrants cannot
pursuefamily life asmany of them have beenseparatedfrom their spousesor children
for a long time (Xiang, 2005).

Compartmentalization means that migrants only live among their own social circle
with limited horizons (Wang, 2006). In terms of social life, they have no contact with
local city residentsand city society: they are separatedfrom city society and only live
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in their own community in a `countrified' manner similar to when they lived in their
villages. Their circle of contacts is limited to their own community and they rely on
communication among themselves in order to dispel feelings of alienation from city
society. Meanwhile, they have to accept each other. For them, the most important
thing is contact with their fellow villagers. Lacking communication with outside
communities,they live together forming the migrant workers' settlements.

The living environment of migrants in city has been mentioned by some scholars.
Xiang (2005) claimed that, in many migrant communities in cities, due to the
financial difficulties of migrants and their desire to reduce expenses, their living
conditions are usually quite poor and they are faced with some environmental
problems, such as pollution, including garbage, air, water and noise; these are not
problems for non-migrants. Dai (2003) stated that in the migrants' accommodation
area and on the street, solid household waste can easily be found everywhere; when
effective cleansing facilities and staff are not provided, waste is left to pile up on the
roadside,in corners and in any small spare space.

Working Conditions

It has long been customary (and widely seen)that migrant workers suffer from work
overload. Moreover, there is high level of work-related injury. This is because
migrants tend to undertake work categorised by the `3-Ds'
- `dirty, dangerous and
difficult'. For instance, in 2004, of the 136,000 people that died from work-related
injuries in China, over 80% were migrant workers, especially in three industries,
mining, construction, and dangerouschemicals (Zheng and Lian, 2005). Migrants also
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incur a high level of occupational disease,which is reflected in short working lives.
The most common occupational disease is dust-related pulmonary tuberculosis; the
next is poisoning (Tan, 2002).

Far more serious than injuries are chronic diseasescausedby work. Besides the high
treatment costs, the symptoms of the victims of chronic diseasebecome worse only
after leaving the workplace; sometimes it is even quite difficult to determine which
workplace should be held responsiblefor their diseases.For instance,pneumoconiosis,
which has been found among many construction workers, is such a disease.Benzene
poisoning is probably the most common serious chronic diseasefound among female
migrant workers. Large numbers of benzene poisoning cases have been found,
particularly in garment, shoe or suitcasefactories, which often use cheap glue with a
high content of benzene.

After they becomeill or injured,migrant workers haveto spendtheir own moneyto
get treatmentand areunableto obtain any compensationfrom their employers(Tan,
2002).

2.2.2 Choices of Medical Treatment - Some Theories

The Choices of Medical Treatmentfor Ordinary People

Engel (1993) states that the model of how consumersbuy can be divided into five
stages:confirmation of the problem, the information search, the project evaluation,
the purchasing decision and after buying behaviour. This model means that when a
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consumer purchases products, they usually experience these five stages. In other
words, the purchasing process is already underway before buying and it will take
some time to conclude after purchasing.

Peopledo not wish to buy mostmedicalservicesin termsof beinga patient.For them,
the purpose of medical service is recovering, or keeping healthy.

Somescholarshavesuggestedsomemedicalmodelsbe used. Anderson,R. M. (1968,
1974) introduceda medical model which provides a complete framework and
containsthreeelementsof usageof medicalservice:

1) Tendency: Demographic characteristics, social structure characteristics and
attitudes towards healthy living.

2) Capabilities:Individual, family andthe socialresources.

3) Need: A person's own appraisal of their health and the medical officer's objective
appraisal.

According to empirical studies,researchers,such as Shaikh and Hatcher (2004), found
that the choice of medical services is governed mainly by the following factors: the
treatment skills, medical ethics, medical service instrumentation and equipment,
serviceattitude of the doctors and the distanceto obtain the medical service.
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2.2.3 The Choice of Medical Treatment for Rural-urban Migrants in China Empirical Realities

Is there any difference between ordinary people and migrants? What are the main
elements that make them decide where go to for treatment? Some scholars have
pointed out, that the utility ratio which migrants use when choosing a hospital service
is lower than the local resident (Zheng, 2003).

For instance, an investigation of rural-urban migrants who fell ill conducted in
Shanghaiin 2005 demonstratedthat 11% migrants did not take any treatment, 65% of
migrants chose self-medication, becauseof the low cost and although 24% migrants
went to hospital after becoming ill, 48% of thesepeople chosetown or private clinics.
This investigation also demonstratedhow the migrants used the medical services after
illness. If they have a normal disease,for instance, a cold or headache,generally they
buy medicine from a pharmacy or take self-treatment. If they are unable to treat the
illness themselves,the first choice for them is the county or city level hospital, next is
the provincial level hospital. The basic level of medical service accounts for 20.4%,
private clinics accountsfor 5.9%; the community health service achieves 14.5%; the
self-medical service accounts for 18.3%. There are some reasonsfor them to choose
the medical service. 48.5% of migrants trust the quality of the service, 63.1% thought
it was convenient with a cheapprice; 18.0% and 7.2%.of migrants respectively chose
the serviceswith a good attitude and environment (Peng, 2007).

Medical Insurance

55

The majority of migrants simply do not have any insurance (Shao and Chen, 2005);
investigations have shown that the reasonfor this is their low income comparedto the
excessively high insurance premium charges. This causes migrants to think that
medical insurance is only for city residents and thus to avoid it. At the same time,
insurancecompanieshave not take action on behalf of the migrants. In fact, in terms
of occupational disease,migrants are classified as a `high-risk group'. The insurance
companies, of course, clearly know about the high-risk working conditions that are
frequently detrimental to the health of the migrants. To maximise their profit, the
insurance companies are not willing to accept migrants' requests for medical
insurance.

In addition, the underwriting systemcurrently in use in China also acts as a barrier to
migrant people taking out insurance. At present, insurance companies in China
generally offer annual policies based on place of residence (Hu and Zhang, 2006).
However, the itinerant life of migrants meanstheir domicile is certainly not fixed and
they are frequently mobile. They do not want to buy insurance in one place because
they may not be there long enoughto justify the expense.Another reasonfor migrants
having to give up their legitimate rights and interests is that the number of
unemployed in the labour market exceeds the number of work places, so the
relationship between labourers and employers is always unequal. Many labourers, in
order to secure a job, have to sign a contract with employers that is similar to a
`contract between life and death' or an `overlord contract' (Shao and Chen, 2005).

Illegal Clinics
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There is a ranking system for Chinese hospitals; and the costs of treatment differ
accordingto the rankings.

Areas with many migrants living together have many private small clinics. Compared
with the expensive medical services in the hospitals, most of the migrants think the
private clinics are their best option. The high cost of hospital services makes them
prohibitive. The reasons" for their choice of medical service are usually:

1) First andforemost,the cheapprice.

2) If they are ill, they will leave themselvesto recover on their own rather than going
to see a doctor or going to a small hospital to obtain medicine only. Regarding the
question of which situations could make them stay in a hospital, most agreed that they
would do so only if they had a serious disease, and then they `must return to the
hospital in their hometown'.

3) Regarding why they choose private clinics, they think that private clinics have
cheapmedicine and offer long businesshours near the places where they are living.

Last year I went to `Dengcun village' to interview a leader who is in charge of a
public hospital. He said that although the medicine is cheaper in these illegal clinics
than in the big hospitals, becauseof their low prices the drugs probably are obtained
through illegal channels. If taken by patients, these illegal medicines might damage
their health, even causing poisoning and endangering life. Moreover, most of the
11Thesereasons
are summarizedfrom the interviews conducted by me in Dengcun Village last year.
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doctors practising in these clinics do not have approved medical practice and business
licenses.

The main reason for illegal clinics spreading without restriction is because of the
demand for them. It is difficult for rural-urban migrants to obtain regular health
services(Xiang, 2005). A further cause is that there is no well-established medical or
social security system. I will investigate this further in chapter four.

Social Status-IncomeEffects

Migrants' income and benefits lag behind those of local urban residents by a wide
margin. Excluding various in-kind incomes enjoyed by urban residents, such as
heavily subsidizedhousing, food provided at the workplace, childcare, transportation,
and entertainment, urban employees' cash incomes still far exceed those of rural
migrants (in Shanghai the mean difference is about 40%). This is the case even
though rural migrants work on average 25% longer per week (54 versus 43 hours)
(Wang and Zou, 1997).

Migrants also get poor benefits in urban areas. For instance, in addition to the hidden
and indirect subsidiesthrough urban infrastructure mostly enjoyed by urban residents,
urban residents also receive welfare benefits associated with their employment,
whereas only about 10% of rural migrants report having any kind of medical
insurancecoverage and less than 5% have retirement pension benefits, two-thirds
of
urban employees have medical insurance, and 80% have retirement pensions (Wang
and Zuo, 1999).
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Rural-urban migrants, obtain more job and earning opportunities after their migration,
but in urban areas, they cannot benefit from healthcare. Their health status is not
improved by migration. Due to migrants' financial difficulty, very few migrants have
access to financial assistance for medical treatment. In a survey conducted in
Chengdu City (Sichuan Province) and Shenyang City (Liaoning Province), no one
single migrant had medical insurance (Guan and Jiang, 2002: 258). Guan and Jiang
(2002) reported that migrants could only afford about 100RMB Yuan for medical
treatment a month. According to a survey carried out in 2000 and 2002,46% of
respondentshad been ill during their stay in Beijing, 17% more than three times.
Despite of this, a full 93% had not received any payment for their medical expenses
from their employers (Xiang, 2005).

Due to the financial constraints, accessto big hospitals is very difficult for most rural
migrants. One consultation for a minor problem in a big hospital may cost 500 RMB
Yuan, almost one month's income for many migrants. Giving birth in a big hospital in
Beijing costs several thousands of RMB, far beyond many migrants' earning
capacities. According to a survey of migrant families in Haidian District, Beijing,
20% gave birth at home rather than in hospitals, and surprisingly, 22% of those who
delivered babies at home did so in Beijing (the rest delivered in their home places)
(Ketizu, 2000; Xiang, 2005). The financial difficulty also forces some migrants to
stop their treatmenteven after they are sent to hospitals in emergency (Xiang, 2005).

One reason for financial difficulties of migrants is their low income, but the
remittance to their sending areasalso results in financial difficulty for them.
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Some researchersthink that the remittances by migrant workers have played a very
significant role in reducing poverty and promoting local development in the sending
areas(Huang and Zhan, 2005). A poor family could basically escapepoverty with the
help of remittances. Comparative research showed that relative to those in other
developing countries, migrant labours in China savedmore out of their wagesto remit
to their families (Li, 2001; Huang and Zhan, 2005). These remittances are mainly
used for daily living expenditure (including healthcare), children's education, house
building and/or improvement, and even for agricultural production.

A survey in Jinan city, Shandongprovince indicated that 82% of migrants interviewed
had brought or sent money home to the countryside, accounting for an average of
1776 RMB Yuan and more than 30% of their earnings in the city. Other surveys show
even greateramountsof remittance (Cai, 2003).

From above discussion of this section, first, direct and systematic studies on migrant
health and health service accessare still too few, and the data on migrant health are
still too spotty. Second, most studies are basedon journalistic and official report, and
lack first-hand data. This research is seeking to fill up this gap, and will make
following contributions: first, this researchoriginally explores the
constraints imposed
on the rural-urban migrants' access to health services in China, and examines the
effects of migrants' social strata, social networks and their understanding of
healthcareon their ability to gain accessto healthcare
services. Second, this study is
based on the first-hand
qualitative data collected from a migrant community. And

60

third, investigating the constraints on health and health service accessof migrants also
help us to have a better understanding of Chinese healthcaresystem.

2.3 Governmental

Provision on the Health-care System in China

2.3.1The Institutional Divide

Health carehas beenprovidedvery differently in rural and urban China. The ruralurban divide has moulded the institutions, organisation and administration of health
services.

Until 1949, rural China lacked an effective health care system. The health services
were mainly curative and traditional. The new government gave priority to preventive
over curative care and organized campaigns against particular diseases, including
immunisation against half-a-dozen of the most common diseases.With the formation
the peoples' communes,the number of commune (township) health centres increased
rapidly.

The rural health servicehad three tiers, correspondingto the county, the commune
andthe brigade;the samethreetiers (county,township,andvillage) exist today. As a
consequence
of Mao's effort, and asa result of the Cultural revolution,by 1970,1.2
million `barefootdoctors' had beentrained, and 3.6 million brigade health aides.
Barefootdoctorswere part-time farmerswho receiveda shareof collective income
like otherbrigade members.The brigade functionedas a health serviceprovider: it
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collected funds from its production teams, and used them for its barefoot doctors and
for the purchase of medicines. Such a service could not satisfy any serious medical
needs. The upper tier medical service to backup the barefoot doctors was the
commune health centre (wei Shenyuan), above which was the county hospital (Song,
1998).

The dissolution of the peoples' communes had serious implications for rural health
care. Townships and villages no longer had the resourcesor the political directives to
fund health care on a cooperative basis. Except where revenue was available from
township and village enterprises, cooperative health schemes collapsed: the
proportion of villages covered fell from 82 percent in 1978 to 5 percent in 1986
(Shanghai-IDS, 1993: 32). The barefoot doctors had to rely more heavily on user
charges and sales of medicines. The number of village health workers declined
although their quality improved through a programme of training and certification. In
1988 there were 732,000 certified `village doctors' in China's 734,000 villages, and
1,714,000 village health workers altogether (Shanghai-IDS, 1993:34). At the
township level, health centres, and at the county level, hospitals, became more
dependenton user charges; and preventive programmes were commonly no longer
fully subsidised. The decentralisation of rural health care funding in the period of
economic reform increasedinequalities in health servicesbetween rich and poor rural
areas. Almost three-quarters of the funds for rural health services came from user
charges, but these were less important in relatively prosperous areas with revenues
from township and village industry.

In 2003, China launcheda new health insuranceprogram, aimed at covering the
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whole rural population. This new program is called new Rural Cooperative Medical
System" (RCMS), which is a matching fund comprising central government subsidy,
county government contributions and individual contributions. Some researchclaims
that despite many efforts made to revive the RCMS, as it is still at an experimental
stage, there are some problems in practice, such as poor effectiveness, low social
satisfaction, low level of protection, publicity is not in place, and process is
cumbersome (there are some cases about the RCMS in Chapter Four). The RCMS
should be substantially improved by extending its benefits package and strengthening
insurancefund management(Jiang, Braun, and Asfaw, 2004; Gao and Meng, 2008).

In urban China, the emphasis from the start was on state-supportedhealth care. Two
major employment-related health schemeswere established in 1951. In urban areas
they functioned as a publicly funded and centrally managed health service through
two major schemes:the government insurancescheme(GIS) and the labour insurance
scheme (LIS) (Gu and Tang 1995; Liu and Hsiao, 1995). The GIS covered mainly
employeesworking in the public sector and government agencies as well as college
and university students.The LIS fully covered workers in state-owned and collectiveowned enterprises and partially covered their direct dependents. Thus almost all
urban workers, excepting only workers in the small private and self-employment
sectors,were covered by health insuranceschemes,many of them free of charge.

Since the 1980s, there have been changes in these two schemes. Some changes are
associatedwith the introduction of cost containment (e.g., co-payment), which aimed
to control a rapid rise in health-care costs. Gao and Tang (2001) consider the actual
changesto have been varied. For instance, some enterprises provide their employees
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with a fixed monthly sum of money for health care and the employees have to take
full responsibility for the health services they use. Other changes have also reduced
the ability of the two schemes to ensure the access of employees to basic health
services.The number of people in urban areaswho have to pay for their health care is
growing as more people work for small private or collectively owned firms and more
rural residentsmigrate to cities for temporary work (Gao and Tang, 2001: 303). In the
meantime,the unit cost of expenditure on urban health services has risen rapidly as a
result of changes in government financing of the health sector and the increasing
adoption of high-level medical technologies and expensive drugs. Therefore, accessto
health care is becoming increasingly unequal in urban China (Yuen, 1996; Liu et al.,
1999).

2.3.2 Provision and Access

As I have discussed in the previous section, the provision of health care is very
unequally distributed between urban and rural China. Adequate indicators of
provision are hard to come by as it is a matter of quality as well as quantity. The
quality of medical services varies with the concentration of population. High quality
and specialised hospitals are generally located in cities. Low-quality county-level
hospitals are located in county towns, township health centres in township
headquarters,and village clinics in the villages. These disparities might represent
either political rank and power or economiesof scale in the face of transport costs and
difficulties; both are likely to be relevant.
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Two measuresof accessto high-quality health care are the number of hospital beds
and the number of qualified medical doctors, both expressed per 1,000 people.
Information is available for cities and for counties (including county towns). As Song
(1998) claims, during the period 1949-1986,there was a sharp urban-rural contrast in
the provision of hospital beds throughout. Urban provision was almost three times as
high as rural in 1986. Qualified doctors were very scarce in both urban and rural
China in 1949. Thereafter, their availability improved greatly in urban areasbut there
was almost no progress in rural areas. In 1986, urban availability was nearly four
times greaterthan rural.

Urban and rural China differed not only in the quality of services, the greatest
disparity being in senior health staff, but also in the quantity. In 1986 the urban areas
had on average6.73 salaried health workers per 1,000 people whereas the rural areas
averaged2.14 (Song, 1998).

The location of provision could give a misleading picture of access.For instance, the
higher quality and more plentiful hospitals and other medical facilities that are found
in cities could be made available to country as well as city people. Three factors
diminish the accessof rural people to urban hospitals: transport problems associated
with distance,administrative exclusion, and user charges.

First, transport costs and difficulties hinder rural people, especially when they are ill
or when they live in remote areas.Unless they have relatives in the city, peasantswho
are referred to an urban hospital have to find and pay for accommodation if they have
to wait for admission.
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Secondly, particularly in the pre-reform period, medical treatment in the cities has
been rationed and urban-dwellers given priority. Whereas urban residents were
registered with a hospital, rural people had no such entitlement. Even if they were
referred to an urban hospital, they were likely to receive lower priority than urbandwellers.

Thirdly, the economic reforms have made urban health servicesmore market-oriented:
hospitals are required to meet many of their costs from user charges. However, this
has had the effect of rationing the rural sick by price instead of by rule. Whereasmost
urban people are covered by public service, state labour or collective labour insurance
schemes,only a small minority of rural people are insured against the heavy costs
involved in hospital services; most rural population are not covered by medical
insuranceat all (Hu, 2000).

2.3.3Reforms and the Impacts on Migrants

The most recent health-care system reform startedwith the issuing of the Decision on
Health-Care Reform and Development by the Chinese Central Committee and the
State Council in 1997. Through August 2000, the State Council issued a set of
documentsto elaborate detailed policies on urban health-care reform. The main aims
of the health-care system reform are: 1) to establish a cost-sharing system in order to
control the growth of health-care expenditure and ensure basic health care for urban
workers; 2) to prompt competition in the health-care sectors, allowing patients to
choosehospitals and doctors, and to improve service quality and efficiency; and 3) to
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break a regional and industrial monopoly in pharmacy research,production, selling
and consumption, and promote better managementin order to assuredrug quality and
reducecosts (Hu, 2000, Dong, 2002).

Strength of the New Health Policy

The major achievementof this recent change in health care is that medical insurance
is separatedfrom one's place of employment, which helps employees and retirees of
firms that are not profitable to get medical care cover without any delay. It is
particularly beneficial to retirees. For instance, in Shanghai, there are more than 1.8
million retirees (Hu, 2000). Although almost all of these retirees previously had
medical insurance (with GIS or LIS), some of them faced difficulties in receiving
reimbursementof their medical expensesfrom their previous employers. The newly
issuedmedical insurance card for the purpose of health service accessrelieves them
from the concern of their previous employer's ability to pay their medical fees claims
(Dong, 2002: 15-16).

Meanwhile, the ongoing restructuring of health resources is benefiting the whole
society (Dong, 2002). Efficiency is brought to medical services by more rationalized
allocation of health resources.This has led in particular to almost all the enterprisebasedhealth resourcesnow being encouragedto open to the public, providing more
opportunities for neighbourhood residents to accesstheir services. At the same time,
patients have more freedom to choose hospitals and doctors, which promotes
competition among medical service providers; thus, the quality of health services is
improving in most health institutions.
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Limitations of the New Health Policy

The new systemhas been put in place nationwide to replace the Public Fund Medical
Care and the Labour Security Medical Care Systems. However, some researchers,
such as Dong (2002), point out that there are still some limitations within the new
health-carepolicy. Dong (2002) thinks that there are three main limitations of the new
health scheme. Firstly, this scheme does not reduce inequality in health-care access
among urban residents; secondly, this policy does not cover socio-economically
vulnerable groups; and thirdly, this schemeplaces the financial burden for health care
on most urban Chinese people, since most people have to pay their share of medical
costs and the burden is not evenly distributed.

Exclusionof Migrantsfrom Medical Coverage

According to recent studies, about 140 million migrants have accommodatedby urban
sectors before 2010 (Cai, Du, and Wang, 2009). These migrants may register their
presencein the community but they are not entitled to the equal state benefits that
permanentresidentsenjoy, such as health care (Chen, 1991; Tang and Jenkins, 1990;
Yang and Goldstein, 1990; Goldstein et al., 1991; Gorgan, 1995; Hsiao, 1995; Bloom
and Fang, 2003; Duckett, 2007). These migrants experience many disadvantages in
urban areas.They usually work as manual labourers with no job security and without
work-related benefits. As discussed in Chapter One, although some positive polices
adopted from 2004 (e.g., `The Provisional Measures for Rural-urban Migrants to
Participate in the Basic Medical Insurance in Beijing'
and `The Provisional Measures
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for Rural-urban Migrants to Participate in Industrial Injury Insurance'), there is still a
large proportion of migrants are not coveredby urban health services.

2.4 Conclusion

Existing literature on migrants' health in China, in both English and Chinese, focuses
mainly on HIV/AIDS, STD and reproductive health (Hansen and Li, 2002; Yang,
2002,2004; Xiang, 2005; Yang, 2008; Li, Chen, Song, Zhang, Ping, and Liu, 2008).
Some authors just analysed the migrant group's risk for the spread of epidemic
disease,such as SARS and HIV (Hong, Stanton, 2006; Kaufman and Jing, 2002;
Sutherland,2005).

In previous studies, most papers are descriptive and take a biomedical approach
(Xiang, 2005). Yang's papers (2004) are among the few that pay attention to the
social dimension by calling attention to migrants' presumably special behaviour
patterns in examining the links between migration and HIV, but they fall short in
providing policy and institutional analysis. At the same time, there have been many
academic analysesand policy discussions on social security system reform in China
from the perspective of policy analysis, but most studies concentrated on income
distribution and inequality between rural and urban areas. In China, the urban medical
care system is under the charge of the Ministry of Labour and Social Security (this
also directly reflects the employment-basednature of the health system), but it is still
not clearly designatedwhich department should be the focal point for rural health care
(Xiang, 2005).
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Most of the points and conclusions of existing literature are drawn from journalistic
sources or studies based on documents or official reports. There have been no
systematic academic works based on primary data collection and fieldwork that
explore and evaluate rural-urban migrants' health constraints and health services
access,or consider their relevanceto wider policy issues.
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Chapter Three
The Methodology and Methods of the Research

3.1 Introduction

This study adopts a qualitative approach as the researchmethod to understand the
heath constraints and health services access among rural-urban migrants. In this
chapter, the rationale of application of qualitative methods will be discussed in
relation to the main concern of the study. Following this, discussion turns to more
detailed methodological issues such as researchdesign, sampling and gaining access
to interviewees, concrete process of interviewing, challenges in doing interviews,
ethical considerationsand data analysis.

3.2 Rationale of Qualitative Approach

Qualitative methods have been chosen for this study because of the nature of the
research topic and the main concern of the study aiming at identifying the health
constraintsamong rural-urban migrants.

This study will concentrate on context and depth and aim to "make a lot out of a
little" (Silverman, 2000: 102). This study tends to be more appropriate for applying
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qualitative methods for the following reasons.Firstly, the qualitative method can be
employed to meet my aim of accessing migrants' experience of their daily lives
around attitude, thought process, and their own accounts of attitudes, values,
motivations and behaviour (Hakim, 1987). It offers richly descriptive reports of
individuals' perceptions,beliefs, views and feelings, the meanings and interpretations
given to events as well as their behaviour" (1987: 34), which are difficult to learn
through quantitative methods (Strauss and Corbin, 1998: 11). Secondly, qualitative
researchcan be a useful tool for the significant understanding of complexity, detail,
and context in the field of culture, organisation or setting (Bryman, 1998,2001;
Strauss and Corbin, 1998: 11; Miller and Dingwall, 1997; Marshall and Rossman,
1999; Denzin and Lincoln, 2000; Mason, 2002). So the qualitative approach
emphasising the importance of attitude, process and context is seen as particularly
relevant to my study, as these are directly associatedwith the nature of the research
topic; and the main concerns of the study are the experience about health constraints
and the health servicesaccessamong rural-urban migrants.

Very few studies have put forward a strong case for using qualitative methods for the
sociological investigation of health constraints and health services access among
rural-urban migrants. As far as researchmethod is concerned, a number of existing
studies have been dominated by quantitative methods, statistical data, or large-scale
survey methods in relation to the issue of economic impacts of rural-urban migration
in China, such as its contribution to industrial development, to the inflow of foreign
direct investment, and to agricultural efficiency as a meansof reducing surplus rural
labour (Xiang, 2005).
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Moreover, health research is commonly conducted through large scale surveys with
quantitative analytical approaches.This could be useful if the investigations were to
examine the patterns, determinants and consequencesof health-related issues for a
population. However, health per se could be idiosyncratic. This is to say studying
health in-depth on an individual base would be advantageous.This would allow the
researchersto have `an opportunity to seewhat others have not yet seen,to reflect the
uniqueness of our own lives, to engage the best of our interpretive powers, and to
make, even by its integrity alone, an advocacy for those things we cherish' (Stake,
1995: 136). Yet, in-depth understanding of migrants' health through qualitative
methodshas not beenthoroughly studied to elicit deeperunderstanding and intentions
of people. Insofar as people tend to contain the complexity of belief systems in a
given context, understanding people's intentions and reasons for health services
choice should be examined on the basis of the sets of understanding, rules and
meanings, which govern their daily lives (Armstrong et al., 1990). For that reason,
qualitative methods can provide us with a better understanding of the health
constraints and health services access,which operate to affect migrants' lives in a
given situation.

To sum up, I have identified qualitative methods as the most appropriate method to
meet my aim of accessingmigrants' health experience in the context of the Chinese
urban areas. It is noted that qualitative research is centred on explanation and
argument involving understanding of complexity, detail and context (Mason, 2002).
This study is concerned with the whole picture of the health constraints of rural-urban
migrants: while the primary concern is based upon the detailed account of health

73

constraints in respect to social strata of migrants, a further another concern is
associatedwith the function that social networks play in health and health services
accessamong migrants, before discussing migrants' understanding of health. Given
these concerns, qualitative methods that put an emphasis on the importance of
understandingthe phenomenonin the context of culture, and setting will help capture
people's intentions and activities. Thus, the emphasis on process and context within
qualitative research is particularly valuable to view health constraints and health
servicesaccessof migrants.

3.3 Research Area

The massive rural-urban migration has transformed the spatial and social landscapes
of Chinese cities. One of the most prominent imprints of rural-urban migrants is
literally

`villages in the city'

(Chengzhongcun) 12

`migrant
, also called as

communities' and `urban villages' (Zhang and Song, 2003; Wu, 2007; Tian, 2009).
These migrant communities are generally located in the (former) outskirts of the city,
e.g., the urban-rural fringe.
The emergence of `migrant communities' with large concentrations of migrant
populations is an outcome not only of migration but also of the persistent divides
between rural and urban citizenships and between rural and urban administrations in
China (Zhang and Song, 2003; Song, Yves, and Ding, 2008). First, occupational
segregation in contemporary Chinese society is legitimized

by government

regulations. Regardless of their active economic activities in urban society, rural
migrants have always been outsiders in terms of social life in the city. Individual
12It should be noted that
these `villages in the city' or `migrant communities' aremigrant enclaves and compact
communities of rural-urban migrants in the cities. But not all rural-urban migrant workers live in such villages.
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migrants and migrants as a group do not have equal accessto urban labor markets in
formal sectors (Guo, 2004). Moreover, millions of rural-urban migrants working in
cities have generatedenormous demand for inexpensive housing. Most migrants are
excluded from the formal housing market because: (1) without urban household
registration (urban Hukou) they are not eligible for low-cost affordable housing
subsidizedby city governments;and (2) they cannot afford "commodity housing" in
the private housing market.
Migrants' lack of status through these institutional arrangements leads them to
second-classcitizenship comparedto urban residents and hence, to forming their own
`community' isolated from outside the `world'. This study choosesDengcun village, a
rural-urban migrant community in Beijing as its researchsite, to carry out the research.

This study is to investigate the above issuesthrough a case study of Dengcun Villagea migrant community in Beijing of China. Dengcun village is a typical migrant
enclave in Beijing, as other migrant communities in major cities in China, it has two
common features: first, its emergenceis the result of large concentrations of migrant
populations in major cities, especially since the launching of reform in early 1990s;
second,it is located in the suburbandistrict of the city, that is to say, the urban-rural
fringe.

Beijing is situated at the northerntip of the roughly triangular North China Plain,
which opensto the southandeastof the city (seeFigure3.1). As the capital of China,
Beijing is a centre for national and international exchanges,including tourism and
businesses,and also a city with a high density of migrants13in China. In Beijing,
13Official
statistics show that non-official registeredcitizens in Beijing numbered 2.29 million in 1997,3.08
million in 2000, and 3.28 million in 2001. Seventy to eighty percent of thesenon-official registeredcitizens were
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Dengcun Village in Fengtai District was taken as the research site. Fengtai District,
14
one of Beijing's suburban districts (see Figure 3.2), has been a concentrated migrant
manual workers and their families for

community (see Table 3.1) for low-skilled

nearly two decades. It experienced the changes in national policies over migration and
the changes in patterns of migrant settlement, yet it remains one of the least developed
districts in Beijing.

Figure 3.1 The Location of Beijing in China
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Figure 3.2 Beijing City Map

migrant labourers and entrepreneurs(He, 2003: 127).
14Beijing, as the capital
city of China, has its 14 downtown and suburban areasunder the municipal administration.
The suburban area is composed of inner suburban areas (Fengtai, Shijingshan, Chaoyang and Haidian), and outer
suburban areas that comprise 4 counties. The inner suburban areas like Fengtai are traditionally known as 'the
urban-rural interaction belt' where state intervention is relatively less robust. That is one of the reasons why
Zhejiang migrants chose to settle down there. See Xiang Biao, Kuavue Bianjie De Shequ (A Community beyond
Boundaries) (2000); see also Li Zhang, Strangers in the City: Space, Power, and Identity in China's Floating
Population (2001).
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Table 3.1 The Number of Rural-urban Migrants in the Districts in Beijing

PermanentPopulation
Rural-urban Migrants

District
(10,000 persons)

(10,000 persons

Total

1538

357.3

Urban Central Districts

205.2

36.4

Dongcheng

54.9

10.2

66

11.8

Chongwen

31.1

5.1

Xuanwu

53.2

9.3

Inner suburban Districts

748

209.2

Chaoyang

280.2

84

Fengtai

156.8

36.6

Shijingshan

52.4

14.9

Ilaidian

258.6

73.7

Outer Suburban Districts (New Districts of Urban Development)

411.6

94.4

Fangshan

87

11.9

Tongzhou

86.7

19.7

Shunyi

71.1

15.6

Changping

78.2

21.9

Daxing

88.6

25.3

Xicheng

77

Outer Suburban Districts (Ecological Preservation Development Districts)

173.2

17.3

Mentougou

27.7

4.1

Huairou

32.2

5.3

Pinggu

41.4

2.4

Miyun

43.9

3.5

28

2

Yanqing
Source: Beijing Municipal Bureau of Statistics (2006), available at :
http://www. bjstats.gov.cn/sjfb/pcsj/rkpc/200607/t20060704_45124.htm

The history of Dengcun Village can be traced back to the Wenzhou petty traders from
the rural areasto do apparel business in Dahongmen area in the middle of 1980s. In
1989-1990, Beijing municipal government made repeated attempts to drive out the
migrants, in anticipation of the Asian Games. At that time, Dengcun Village was
almost empty. Beginning from 1991,the Beijing municipal government has adopted a
more accommodativeattitude, much more migration from Zhejiang entered Dengcun
area through the relations of relatives, friends, and fellow villagers. In the meantime,
migrants from some other provinces, such as Henan, Hebei, and Shandong came to
Dengcun for business opportunities. From then on, the development of Dengcun
Village has becomemuch steadier.

Dengcun Village currently has a total population around twenty thousand, the
overwhelming majority is rural-urban migrants15.The migrants there are mainly from
Zhejiang Province, some from Henan, Hebei, and Shandong.Many are
usually living
and doing businessin privately rented room (s) rented from Beijing natives, and some
are residing in dormitories of the work sites, such as construction sites. Many Beijing

15This information
was got from an interview with Mr. Hu, a Section Chief Fengtai Health Inspection
of
of
Beijing Fengtai Health Bureau.
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natives no longer lived at Dengcun, they rented their housing to migrants to earn some
income.

In Dahongmen area of Beijing, Dengcun Village is an important distributing centre
for garment and shoe businesses, and some migrants are the business proprietors of
shoes and garment industries based in that area. In Dengcun Village, all the services
necessary to the life of a community

have been created by migrants, such as

restaurants, open-air food stalls, shops, hairdressing salons, repair workshops for bike
carts, nurseries, clinics, small printing shops, and small embroidery shops.

As to the public and private medical provisions, there are nine private clinics in that
community, including three private dental clinics, two private clinics for general
illness, two private clinics for diverse illnesses (such as gynaecological diseases,skin
disease,sexually transmitted disease,Chinese medicine, etc), one private clinics for
gynaecological diseases(such as abortion and the sale of contraceptives), and one
private paediatric clinic. There is also one public hospital with the name of
`Dahongmen health service station'. This station was the out-patient Department of
Beijing 5th Rubber Factory previously, which was on attachment on Beijing Chemical
Industry Group previously, and was out of business in 1996. From then on, the outpatient Departmentwas transferredto health service station, and the role was changed
to provide health servicesto Dahongmen and Dengcun areas.

Dengcun Village is not an officially defined village in administration. It is a migrant
community that transcends the geographical, social, administrative and ideological
boundaries essential to the established system. It shows that spontaneousmigration
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challenging the system is not only because migrant issues cross boundaries, but also
because migrants may establish their own `rooted' and `territorialised'

space in the

new destination areas. To these trans-regional flows of people, two facts -money and
information on the one hand, and the creation of tangible communities on the other are inter-related. The migrants are living or running diverse business there, but have
few direct contacts with local urban residents.

Photo3. A One street of Dengcun Village

Photo3. B Retail Business in Dengcun Village

The majority of migrants I interviewed were originally

from the rural areas of South

China. Specially, many were from rural Zhejiang province with Zhejiang dialect
speaking. They were not new migrants; none had been resident in Dengcun Village
for less than three years.

3.4 Sample and Recruitment

For this study, a combination

of the `snowball

approach

to sampling'

and

`contingency method' were utilised in
gaining access. The `snowball approach to
sampling' is a recognised method of getting at `hard-to-reach populations' (Silverman,
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2000). Most of the participants were obtained through contacts with migrants that had
taken part in another study16in 2006 in which individual interviews were conducted
in the sameresearchsite, 30 interviews were completed successfully with rural-urban
migrants in that area.Through the interviews, I made some migrant friends, and some
of them left their contact details with me. In this research, I started from those
acquainted migrants who have direct experience of illness or health problems
themselvesor among their family members; I then tried to build up a snowball sample.
I also contacted those acquaintancesand ask them to introduce me to interviewees
with full interpersonaltrust. For example, a migrant acquaintanceI met in 2006 runs a
private clinic. She has experienceof treating many migrants with health problems and
has a steady flow of migrant customers. My migrant acquaintanceswho mediated
betweenme and potential interviewees directly or indirectly introduced me to relevant
respondentswilling to take part in the interviews in diverse settings. Accesswas then
achievedthrough the human networks to gain a range of potential interviewees who
met my sampling criteria. Under the circumstancesthat my friends/acquaintancesdid
not provide as many as contactsas I neededfor this research,a contingency plan was
used. I have utilised this method successfully in the project in 2006. In this research,a
few participants were obtained by visiting and revisiting in the research area to
negotiate access.The participants were found in Dengcnu Village, or identified at
their outdoor or indoor workplace. Some participants were interviewed on the spot.
Some participants at work agreed to book an interview for a later time. I either came
back to the same place or visited the interviewee's place of residence to carry out the
interview.

16The
project title was: Epidemic Risk Control: A CaseStudy of the 2003 SARS Outbreak in Beijing, and was led
by ProfessorLina Song.
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3.4.1 Criteria

Bearing the principles of sampling in mind, the following groups were recruited as
participants.

First, the migrants with illness experience were recruited as the

participants for this study. As noted earlier, the primary concern of this researchis to
examine the health constraints and health services access in the absence of social
protection by the government. In this regards, the participant should have illness
experienceor the experienceof using health services.

In this study, a theoretical sampling strategywas adopted.Theoretical sampling refers
to an approachto selecting people which involves a searchfor validity for the findings
rather than an attempt to be representativeof the study population (Finch and Mason,
1999).

In the fieldwork, 36 rural-urban migrants 17have been included in the following

categories:

Firstly, the participants had direct experienceof illness in the past or currently, or they
had experienceof illness in an immediate family member;

Secondly, a sample with varied employment status was selected, that is, both

employersandemployeeswereincluded;

Thirdly, the sample was also selectedby length of migration, which was at least 36
months;
t7As to the number 36
of
samples,it is becausethe sample was structured with the categories,as the number of 36
can cover the sampleof this study well, including the categoriesof
migrants and illnesses.
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Fourthly, the participants comprised male and female migrants18;

Finally, the intervieweesincluded those with different marital statuses.

Categorising illness (health) conditions for sampleselection'9

(1), chronic illness that can be treated and a recovery made;

(2), chronic illness that can be treated temporarily but may reoccur;

(3), acute illness that can be treated and a full recovery made;

(4), acuteillnessthat canbe treatedbut the subjectremainsweaker;

(5), oftenweakwithout any diagnosedillnesses.

3.4.2 Interview Methods

Interviews are an extremely popular researchtool within the field of sociology and
social policy. They provide a flexible strategy for sociological enquiry, ranging from
the tightly structured question format to a more conversational line of questioning.
18As to the gender dimension
of this research, becausethere are somejobs pursuing by female migrants in that
migrant community, such as shoe shine, garment and shoe industries, and the illness categories contain the
gynaecologicaldiseases,so it is necessaryto cover female and male migrants.
19This
researchalso explores the health-seeking behaviors, the health constraints and the understanding of the
importance of health with respect to the illness categories, the illness
so
categories were applied to the fieldwork.
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Interviews are thought to be beneficial to social science research as they enable the
researcherto tap into the views of the respondentin order to gain an insight into their
personal views and experiences, including descriptions, narratives and accounts of a
particular social phenomenon.Interviews constitute the most important elementof the
data collection in my research.

In this study, the interviews were conducted on the basis of a semi-structured
interview. It was preferred becauseit gives the interviewees the opportunity to speak
freely with their own words (May, 1998). The interview generally tends to contain a
list of questions or fairly specific topic to be covered. However, is does not
necessarily mean that the interviewees do not have a great deal of leeway in how to
reply. So, I was reminded that the interviews also allowed spaceto pursue a topic of
particular interest to the interviewees as long as the interviewees understand issues
and events (Leidner, 1993). Despite the fact that it can be distracting, the semistructured interview helped me to capture a more detailed description of their health
constraintsand experience.

3.5 Doing the Interviews
3.5.1 Practical Arrangements

The fieldwork took place from April to May of 2008, using the
methods of `snowball
approach to sampling' and `contingency method' to gain access.Each interview was
arrangedat the convenienceof the interviewees.
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The interviews, usually took place at the outdoor or indoor workplace of participants.
For the interviewees found by `contingency method', some of migrants were
interviewed on the spot. In few cases, the interviews were conducted at the
interviewees' placesof residenceby appointment. The interviews occurred during the
day time, between9 o'clock in the morning and 6 o'clock in the afternoon, except one
interview with Mr Wang, which took place at 8 o'clock in the evening as he required.
Wherever possible I tried to limit the number of interviews conducted in a day.
During my interviews experience of previous project, I realised that the process of
interviewing is hard work for both the interviewees and the interviewers. So I decided
that no more than two interviews would take place in a day to ensurethe interviews'
quality, and arrangedthat the interviews did not happensuccessively.

3.5.2 Interview Setting

The interviews were based around a semi-structured approach using a check list that
assuredthe main points of the researchconcernsI wanted to cover. At the same time,
I wantedto assureflexibility allowing participants to expresstheir views freely during
the interviews. The check list was particularly useful in the first few interviews as I
could turn to it whenever necessaryto make sure the interviews were flowing through
the areasof researchinterest.

I carried out a total 36 interviews through the fieldwork. And the interviews with each
participant included completion of the questionnaire in order to know his/her
background and the basic indication of income/expenditure level. Ages of
intervieweesranged from 18 to 50, and the mean was 28.5. Sixteen interviewees were
women, and twenty interviewees were men. Twenty-two interviewees were single,
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and fourteen were married, of whom thirteen had one or more children. Each of the
interviews lasted between one and two hours, although most were completed in one
and a half hours. When the interviewees were answering questions whey were not
interrupted and were allowed to elaborate on issues they found important. All
interviews were audio-taped and later transcribed.

3.5.3 Recording and Transcribing

Given the agreementfrom participants, all interviews were tape recorded. Two tape
recorderswere preparedfor the interviews. In casethe digital recorder failed to work
correctly, another mini tape recorder was put on standby. Following the brief
introduction of informed consent, I then introduced them briefly to the aims and
objectives of my study. After that, I explained to participants that I wanted to use the
recording equipment to certify that an accuraterecord could be kept of what was said
during the interview. I also stressedthat confidentiality would be maintained and tape
recordings and written records on the interviews would be kept in a safe and locked
drawer. Following the collection of those data, all recordings were then transcribed
and translated in full. A pseudonym was used to protect their identities and, notes
were taken to enableprecision recall.

3.6 Ethical Issues,Confidentiality and Consent

When it comesto ethical consideration,the first thing that comesto my mind was
interpersonalrelationshipswith the people I contacted.The qualitative research
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method that is clearly basedon an interactive processand participation demandedmy
ethical consciousnessas a researcher. Frankfort-Nachmias and Nachmias (1992)
assert that social scientists face a conflict between two rights, `the right to research
and to acquire knowledge and the right of individual research participants to selfdetermination, privacy, and dignity' (ibid. 78). While I would agreethat the latter is
indeed a right, the former, I believe, is overstated and should be seen more as a
privilege as opposedto the right to intrude into ethically sensitive areas.Nevertheless
the ethical dilemmas of whether or not to undertake research if it interferes with
participants' lives is relevant. There is no absolute right or wrong solution to this
problem, but the researcherhas an obligation to balance any costs to the participants
againstany potential benefits of the research.For my study, when finding participants,
I bore in mind that the migrants, as autonomous individuals or members of their
families, had the right to decide whether to permit an invasion of their personal
privacy for research purposes (Fetterman, 1989; Lipson, 1994). As my interviews
related to sensitive topics from the cultural point of view (questions associatedwith
personal issues like health, insecurity and economic deprivation needed to be asked
discreetly), some people would feel very protective about their personal affairs,
especially in an Asian culture. Therefore, my position as a researcherrequired special
ethical consideration.Given that the interview data was likely to touch on sensitive or
private topics, I neededto consider the confidentiality of participants' identity. From
the beginning of the interview to the very end of the data analysis, I was well aware
that it is my responsibility to protect the identity of those participating in the
interviews. It was essential that not only must I obtain informed consent from the
participants, but also I should pay enough attention to the right to privacy, prevention
from harm and power relationship that could be reflected within the interviews.
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3.6.1 Informed Consent

As is the case in general in research,despite all efforts on the part of the researcherto
inform clear information and offer explanations, the consent issue is one of the
challenging ethical responsibilities (Mason, 2002). The ethical challenge ranges from
obtaining initial consent to taking part in research to imparting information
concerning the use of tape recordings and written records of the interview. This
required informing participants about the overall aim of the research and its main
features, as well as of the risks and benefits of participation. To this end, it was
important to aim at gaining informed consent from. participants, providing them with
information about the purpose of the study, how the data would be used and why
participation would be required of them. Consent may be given in a written format,
verbally and audio-taped, or videotaped. An individualised consent form, which is
either literal or verbal, should be used to ask for consent both to take part in the study
and to the archiving of tapes and transcripts at the end of the interview. It is important
that the individualised consent from participants could maintain a crucial balance
between indicating that the participant is free to leave the researchat any time, and
encouragingher or him to stay and continue the work. In all ways, informed consent
should be based on understanding that participation is voluntary. It may require
particular emphasis that consent is not absolute and needs to be assessedand
sometimesrenegotiated(Lewis, 2003). Overall, it is of paramount importance for the
researcher to make clear to the participants at the beginning what questions a
participant might be asked or what potential risks might be involved in the future.
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Then what do participants consent to? I was clear about the point of gaining consent
by telling them that they were free at any time not to respond any questions and could
withdraw their involvement at any stage. This included information given when I
spoke to participants to arrange the interviews. While I fully understandthe detailed
principles of the above informed consent, I tried to apply the principles in as detailed
a way as possible. I representedthem in the form by detailing the purpose of the
researchby emphasisingboth confidentiality and the voluntary nature of participation.

3.6.2 Anonymity and Confidentiality

The consideration of mechanismsthat protect the identity of participants appearsto
have become central to the design and practice of ethical research.The most crucial
ethical issue in protecting the identity of participants can be focused on the matter of
anonymity and confidentiality as the primary protection against discarded revelation
(Bulmer, 2001). It is suggested that researchers should consider the issues of
anonymity and confidentiality of study participants, whose concern may be most
likely to focus on how they can be maintained, particularly regarding the topics or
subjectsof researchinvolving obtaining knowledge in relation to the misbehaviour or
criminality of interviewees and examples of mistreatment, child abuse, the use of
drugs and so on (Kvale, 1996). As noted, mechanismsfor the protection of individuals
have a central place in the design and conduct of ethical researchand there are many
instances in which the guarantee of anonymity and confidentiality to research
participants is of the essence.
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In my research, it was important to me to be aware that there are degrees of
anonymity which are particularly relevant for researchinto people's health issues. It
would be admitted that my research included investigation of personal information
which was then discussedon tape and referenced in the text. It is likely that during
interviews, particularly those which relate the life story or specific health experiences
of the participants, details, and names of friends, associates or others might be
revealed. In ensuring confidentiality, I did not report private data that identifies
participants. One of the safestways to ensureanonymity was that I did not record the
namesof the participants at all and provided an information sheet that asks for verbal
rather than signed consent. However, it is much more usual to use pseudonymsso as
to protect the privacy of participants. As confidentiality is still a very sensitive issue,
in particular for the migrants with health constraints and financial difficulties, it is
important that any information about others which has been included in the interview
data should be anonymous, even if there is permission from those named.

3.6.3Protecting from Harm

The risk of harm to participants should not be neglected. Although it is hard to predict
where harm might arise, it is clear that the best approach is to be alert to all potential
harm to participants both during the process of data collection and data publication
(Bulmer, 2001). In particular, my researchinterest on sensitive topics such as health,
vulnerability and exclusion that uncovers painful experiencesof the migrants is likely
to provoke powerful emotional responsesfrom participants. So it was expected and
confirmed that the participants in my study would experiencehigh levels of stress,
anxiety, and damage to self-esteem as a consequenceof being asked about private
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issues.Some participants askedme what I intended to do with information about their
income and health. For example, one participant reflected a common line of
questioning when he asked: `How must I possibly say about my financial affairs?' In
addition to this, some participants appeared comfortable and revealed information
exclusively during the interview, but later regretted going too far (Lewis, 2003).
There were caseswhen I asked about self-esteemwhere some female participants felt
miserable about their own situations and showed the drain on their emotional selfesteemby crying during the interviews.

My experience as an interviewer throughout the interviews gave me considerable
understandingthat participants tendedto be easily swayed away from the main points
with too big questions.And they found themselves in a situation that exposed them
too much. If that was the case, it would be sensible to make clear judgements about
what is and is not relevant and to avoid unnecessarydetail about their personal profile.
What seemsto be significant is that the interviewer should readdressthe topic through
clear and direct questions so that participants could avoid an explosion of their
personal details that it is not necessaryto reveal in the interests of participants' selfesteem.

3.7 Data Collection

Collectingdata in all the disciplinesof the socialsciencesandin educationalresearch
may involve the processof collecting(sifting, organisingandsummarising)massesof
data.The processof collectingdataby andlargetakestwo forms:
gatheringdatathat
had alreadybeencollectedby
someoneelse, and creatingnew data.Every piece of
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data can potentially be important. However, it should be decided what type of data to
collect. Most researchersare aware that data are only useful in the right context and
data out of context are simply unhelpful, even at worst misleading. Good researchers
thus needa sensefor knowing which data are useful and relevant, and which are not.
It is important for the researchersto find the best way to make use of the data, what
various forms of data can be used and why data may be collected for a specific
purpose.

There are various sourcesof data that I obtained for the study: books, newspapers,
journals, reports, documents found on the internet, government reports and other
relevant sources.Those data includes quantitative or qualitative. First of all, I found
that documents are of conventional use in that they are a major feature of
contemporary society (Murphy and Dingwall, 2003). They might include newspapers,
legislation, materials on the web, journals and reports from agencies. Of course,
qualitative interviews that I imply as the main source of data have also been
extensively used for the data collection across all the disciplines of social science
research.There has been a considerable growth in using interviewing as a method for
social science research and now it is generally agreed that interviewing is a key
method of data collection (Hall and Hall, 1996; Kvale, 1996; Bryman, 2004; Mason,
2002). This interview approach is particularly helpful for me to explore something
that can not be obtained via observation and number-oriented documents.

I was convinced that semi-structured interviewing would be used as the research
method to collect data for the study. The central concernof interviewing methods is to
understandhuman experiencesat a holistic level. And its concern is exactly consistent
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health
with my concern in attempting to draw out the whole picture of constraints on
and health services accessof rural-urban migrants. The advantageof semi-structured
interviews enabled me to capture what the migrants say, think and do about their
health and health services access.In addition, allowing further accessto the various
documents such as journal and newspaper articles, internet material, reports and
publications provides me with an important source of data and a unique version of
reality. Therefore, although both quantitative and qualitative research methods have
their own strengths and weaknesses,the qualitative methods can provide me with a
better understandingof the researchtopics and improve the depth of my study.

3.8 Data Analysis and Writing up

Dataanalysistechniquesarebestchosenin relationto the typesof datacollected.The
approachto dataanalysismay be on a particularmodelbasissuchasgroundedtheory,
statisticalanalysisor narrativecasestudybasedon a combinationof quantitativeand
qualitative methods.On the one hand, quantitative data tend to largely rely on
correlationandregressionmethods,analysisof varianceand chi squareas statistical
outputsin which softwareapplicationfor statistical analysismay be useful. On the
interviewsor
otherhand,qualitativedatamay includetranscriptsfrom questionnaires,
focus group. Qualitative software can be employed to manipulate words, whilst
statistical softwareworks with numbers.Qualitative data on a small scale can be
reviewed manually, extracting key emerging themes and providing anecdotal
examplesandquotesto emphasise
andpersonalisepoints.
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For my study, the data collected from semi-structured interviews, based on the
groundedtheory emphasising discovery and theory development, was tape-recorded
under interviewees' agreement.In addition, interview notes, focusing on fundamental
moods, describing the atmosphere, and my reflections upon the interactions, were
made as soon as each interview was finished. This was because during the data
collection, I needed to pay attention to many contextual factors, which did not get
onto the tape recorders. These included the crucial non-verbal data of postures,
gestures, voice intonation, facial expressions or eye contact (Jones, 1985) and
emotional content such as laughing, crying or sighing. These paralinguistic and
linguistic features helped not only to build rapport between the researcher and those
being researchedbut also to obtain good quality data. All recorded interviews were
fully transcribed by the researcherbecausethe production and use of transcripts was
very important (Atkinson and Heritage, 1984). Following transcription of the recorded
interviews, a two-phase qualitative data analysis procedure was applied to explore the
key facts of health constraints and health services accessin terms of coding data and
developing themes. First, the content of transcripts was carefully examined and
annotated. The statements made by the participants were classified and grouped
according to the similarity of the content. This processinvariably involved me doing a
number of iterations. Second, the main themes on health constraints and health
services access were identified. This involved me coding participants' statements
about their experiences, grouping them according to similarities and finally
developing distinct themes. Then the transcripts with these themes in mind were reread to ascertain whether all information from the participants was adequately
covered by the themes. There followed the process of framing a set of identified
themesin order to confirm the findings.
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3.9 Protecting from Risks

Risk and danger to the personal security of the researcher is an issue gaining greater
recognition within the social sciences(Renzetti and Lee, 1993; Lawrinson and Harris,
1994; Lee, 1995). Safeguardsand precautions can be built into any researchstrategy
but more attention needsto be given to how this is done and how ad hoc risk is dealt
with in the field.

For my research,I interviewed some unfamiliar migrant participants at the research
site. Thus, some safety strategies and precautions were developed to minimize the
threat to me. I tried to arrange that, interviews would be undertaken, as far as is
possible, within office hours; a mobile phone was always carried, my family members
were informed of my whereabouts and were alerted when I was particularly
concernedabout a specific interview. The aim of these precautions was to provide
backup or support in potentially vulnerable situations and to facilitate exit from the
researchsite if necessary.My anxiety and senseof threat in conducting the fieldwork
also varied depending on who else was in the respondent's home or workplace, such
as construction work sites when interviews were being undertaken. Also, whilst
visiting participants' home or work place I was alert to the possible threat of attack or
theft on the street. So the necessary preparation for undertaking my fieldwork to
minimize the risks included: planning research thoroughly, working in a safetyconscious way, remaining constantly alert to potential risks, and being prepared to
take action to respond to threat, even if this meant leaving the field. During the
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fieldwork, I paid attention to the protection from risks, and the interviews were
conductedsuccessfullyand smoothly.
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Chapter Four

Constraints on Health and Health Services Access: One Class of
Migrants?

4.1 Introduction

ChapterThree offers a detailed discussion of the rationale and links between the aims
of research and the research methods used. It states the way in which I set about
analysing the health constraints and health services access by introducing the
qualitative approachasthe researchmethod. Chapter Four, Five, and Six will focus on
the empirical analysis of the fieldwork at Dengcun Village conducted for studying
health and health servicesaccessof migrants. In this chapter, basedon the exploration
whether there exists social classification among migrants, it examines the constraints
on health and health servicesaccesswith respect to the social strata among migrants.

4.1.1 Context and Issues

The huge influx of rural migrants into the city, and the way in which they have
flocked into the hybrid areas(theserefer to the
combination areasof city and country),
amount already to a structural phenomenon of social life in contemporary China. A
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new socio-geographicgroup has thus been formed (Li, 2005). Migrants who live and
work within the city with peasant origin have ways of life, standards of action,
networks of acquaintance (social networks of migrants will be discussed in the
following chapter), and ways of thinking that are different not only from those of
urban residents but also from those of peasantswho stay on in their home villages.
Moreover, the settlements and communities of rural-urban migrants in those hybrid
areashave, in large measure,transformed the demographic structure there. Thus, in
Dahongmen area of Beijing, where the Dengcun village locates, as early as ten years
ago, the ratio of the migrant population to the local population was of the order of
sevento one (Wang, 1998).

These special groups and communities, which have evolved in the formation of a
socio-geographicspace,developed further and becamemore and more significant. In
the context of a dual social system within which rural and urban are divided
structurally, this phenomenon makes up one type of urbanization in China: a
migratory practice that is not institutionalized, but spontaneous, whereby peasants
take part in urbanization (Li, 2004). With this in view, it becomes very important to
analyze the internal mechanisms upon which the continuing existence of this space
and its uninterrupteddevelopmentare based.Social strata among rural-urban migrants,
who are also known to the urban people as `floating rural people' (liudong nongmin),
in this study, refer to the phenomena of differentiation that have
arisen within the
relatively unified groups of migrants, once the migrants have, as a result of the
evolution and life in the receiving area, been classified according to their occupations.
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So far, not much study has been carried out in regard to the social strata among ruralurban migrants in China, especially of the medical services access and health
constraintswith respectto the social strata. Few researchershave raised this question
in related studies having some connection with it. Zheng (2003), for example, argues
that migrants should be divided into different social classes,in terms of their wealth,
income, possessionof the meansof production or of the prestige associatedwith the
job. And, with respect to the social security of migrants, including their health, it
should be reformed according to the respective needsof each group among migrants.
Zheng is certainly the scholar who notices this issue and argues for `social strata'
among rural-urban migrants, but he has not brought his analysis further. Therefore
some intensive study needsto be pursuedhere.

4.1.2Organisation of the Chapter

This chapter focuses on the constraints on health and health services accessin terms
of social strata among migrants. In this chapter, based on observation of Dengcun
Village, it first supplies readers with a preliminary sketch of social strata among
migrants, related to that, the first and foremost questions are: whether social strata
exist among migrants? If so, what are the social strata among migrants in the
community? Following that, it analyseswhat they do share as migrants with common
citizenship and what separatesthem in terms of health and health servicesaccess?The
study identifies the institutional constraints which make inequality to all migrants in
the health service system in China. Then the discussion moves to the hierarchical
structure of health services access among migrants, which is followed with the
analysis on health constraints for the majority of migrants. In the end, it analysesthe
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illegal private clinics, which are a popular health service choice to migrants who are
in the secondand third strata within migrant community.

4.2 Identifying the Social Strata of Migrants

As an expanding social group, rural-urban migrants in China may be expectedto have
different social strata according to their different economic and employment status
(Zheng, 2003). However, there is a complete lack of information in current studies on
the social classeswithin rural-urban migrants and a number of studies treat this group
asa hotchpotch.

Hitherto, no intensive study has been done on medical treatment and health issues
with respect to social strata among migrants in China. Few studies (such as Yuan,
1996) have pointed out the internal differences that make of migrants a
`heterogeneousgroup', which indicates it has not received the attention it deserves.
For many people, there is no clear image of this multi-layered group, and the general
feeling is that the migrant population sounds very homogeneous and that its
movementsseemsto be above all horizontal (Xie, 2005). This is what I am going to
argueagainst in this chapter.

In this study, based on the case of Dengcun Village, one of those areas in Beijing
where migrants are relatively concentrated, I argue that, although the migrants still
constitute a unified statutory group within the current system of social stratification,
more explicitly, a group at the bottom of the scale, for around two decades,this group
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has been undergoing a profound evolution of its internal structure, which has helped
greatly in widening its living space.These migrants, who sharethe same rural origins
and the same peasant identity, have already split up into a number of extremely
different groups. On the one hand, consideredfrom a horizontal perspective,the types
of their occupations appear diversified, such as, migrants who pursue business as
proprietors of the garment and shoe industries; migrants who are self-employed in
small businesses; and migrants who are employed and self-employed as manual
workers. On the other hand, from a vertical perspective,the significant distinction lies
in factors such as the possessionof capital, economic income, social prestige, interest
relationships and values. Such distinctions give evidence of the emergenceof a new
social stratification.

4.2.1 Causesof Classification

The causesandthe basic contextof socialstrataamongmigrantsin DengcunVillage
canbe boileddownto threemain factors:

First, Contextual and Policy Factors: Along with the progressof urbanization, more
positive policies on rural-urban migration were put forth, which weakened the
institutional obstaclesto mobility and enabledpeasantsto float about. Once migrants
had entered the city, they found themselves to be subject to the standardsof urban
economic life, and assumedtheir position on the ladder of an establisheddivision of
labour (Li, 2004) Thus, the original homogeneity of rural-urban migrant group was
broken up.

101

Second, Personal Motivation

Factor: The intensity of desire to improve one's

position determineswhether or not an individual will carry out his upward mobility,
or whether he will stagnate in the position where he originally stays (Xie, 2005).
Becausevacancies are limited, many migrants are content to remain `little workers'
(xiao gong) in Beijing. Therefore, to sustain an absolute will to become a `boss' (lao
ban), at least partially, meansto take the risk of dangerousindebtedness.

On this point it is illuminating to compare the situations of two interviewees in this
study, Mr Zhang and Mr Liu, who both started off from similar situations. Zhang is
from Zhejiang province and is a little younger than Liu who is from Henan province,
but Zhang's level of education is slightly lower: he did not complete his studies in
junior high school, whereas Liu stayed on until graduation. Liu came to Beijing in
1993, when businesswas booming following Deng's visit to the South in 1992. As
Liu was content with his overall circumstancesin life he had no other ambition than
earning some money and returning to his village to build a house. After being a
construction worker for two years,he remained as a peddler. By contrast, Zhang was
driven by the desire to upgrade his socio-economic status and was completely filled
with this desire. Thus, no sooner had he started the garment business than he began
seeking the best ways of making as much profit as possible. When he had a certain
amount of funds put by, he did not choose, as many other migrants do, to go back to
his village and build a good house, which is a normal way to bring honour to family
and ancestorsin China. Instead, he made the decision to re-invest and, as a result, he
gave up his renting clothes stall and bought a clothing shop to extend his business.As
a matter of fact, earning money is no longer his only target. He seeksto change his
status and social position. He wants his two children to go to university in the future,
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have good education and become urban dwellers. So what principally explains the
successof Mr Zhang is his powerful entrepreneurialmotivation which startedwith the
purposeto work hard for food and survival, and was later transformed to earn money
to escapefrom poverty, and then the determination to bring children out from the
identification aspeasantryforever.

Third, Geographical Factor: It should be pointed out that, the appearanceof social
strata in this migrant community is also related to some birth place factors. Dengcun
Village is mainly inhabited by migrants from Zhejiang province and Henan province,
and among these people, especially some migrants from Wenzhou of Zhejiang
province have already become specialists in the shoe industry and been called
`migrant bosses' (lao ban). They had some economic and business bases in their
home villages before migration. For some other migrants from Henan province, such
as Mr. Liu, their only capital is the capacity for labour, before coming to Beijing,
most of them were destitute. And for some other migrants who have little financial
basis, their businesseswere often limited to the service industry, which are basic and
necessaryservicesto this migrant community, such as restaurantsand barber shops.

In the areaof Dengcun Village, which is located within the business centre of the shoe
and garment industries in Beijing, the division of labour there has gone through a
constant process of evolution, to the point where a specialised treatment has been
developed gradually for each type of job. Not only has this enabled migrants to
improve their job prospects, mainly including the
shoes and garment business in the
first place, it has also induced migrants occupying different jobs in this migrant
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community to form new occupational and social relationships, and therefore to divide
those migrants into different groups according to a clearly stratified structure.

Social stratum is the most commonly used indicator of the socio-economic
circumstancesof individuals and families. In numerous health surveys, classification
of occupationsis used as the basis of social strata. Occupation is believed to provide a
general guide to a person's social position; it not only indicates the type of work
undertakenbut is also consideredto imply differences in income and life style (Clarke,
2001). In view of the occupational structure, migrants in this study are divided into
the following three strata in terms of their occupations:
1, the migrants who work as employers with the possession of productive
capital;
2, self-employed migrants with little capital;

3, migrantsdo totally dependon othersfor work.
The measurethat I have chosento group the social strataof migrantscan show not
only their working situation,but alsoreflectsthe different economicand socialstatus
amongthemin the sample:migrantsin the first stratumhavethe highestincome;and
then the secondstratumof migrantsis lower; and the income of the third stratum
migrantsis at the bottom. To a specific extent, thesealso reflect the overall social
classesof rural-urbanmigrantsin Chinamorewidely.

First Stratum
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This stratum includes the owners who hold the relative productive capital and employ
other people. Dengcun Village in Dahongmen area is an important distributing centre
for garment and shoe businessesin Beijing, and the representative migrants in this
stratum are the businessproprietors of shoesand garment industries basedin that area.
They (n=3 among participants) are actually urbanised and have the following
characteristics. Firstly, their average family income per year reaches hundreds of
thousand of RMB Yuan or several million RMB Yuan. Secondly, they have already
bought a flat or high-grade flat in Beijing. Housing investment in Beijing is expensive
and it costs understatedlyhundredsof thousand of RBM Yuan for a flat in this City.
Therefore, housing in Beijing is another criterion to measure the economic
capabilities of migrants. Thirdly, as for the migrants in this stratum, their children are
enrolled at urban primary school or middle school with good education. Fourthly, they
have some social prestigeand possesssome social capital. And finally, these migrants
are usually living with their family in Beijing. They are also described as `stall
bosses'(dian laoban), `shop owners' (dian zhu), or `traders' (shengyi ren).

The migrantsof this stratumblend into urban life and the local communitieswell
althoughtheir identity is still peasant.The only major differencethey havefrom urban
residentsis their rural householdregistrationstatus(Hukou).

SecondStratum

This stratum includes self-employed migrants, who possesslittle capital and run their
own private businesses.They (n=10) are individual practitioners in tertiary industry.
In this study area of Dengcun village, almost all the services necessaryto the life of a
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community are involved, such as restaurants,open-air food stalls, shops, hairdressing
salons, repair workshops for bike carts, nurseries, clinics, small printing shops, and
small embroidery shops. In general, these services, provided by rural-urban migrants,
remain at a basic level, for instance, the meals offered by the restaurantsare usually
steamedstuffed buns, noodles, large flat breads,braised meat of mediocre quality, and
they are usually very cheap; some products sold in the shops are copies or fakes; even
the doctors in private clinics do not have licenses and medical certificates. These
migrants have a small amount of productive capital and this group mainly has three
characteristics.Firstly, they earn a bare living by their business; secondly, they can
not afford housing investment in Beijing; and thirdly, their children are not enrolled at
urban schools,they attend schoolsrun by non-natives or migrants with cheaperfees.

Third Stratum

This stratumincludesthosemigrantswho are totally dependenton others for work.
Apart from that, some self-employedmigrants who do not have capital but body
strengtharealsoincluded.

This group of migrants are undertaking work in secondary industry and low-end
tertiary industry. The characteristicsof this stratum of migrants are: firstly, they have
heavy intensity of labour with long working hours, and their working conditions and
living conditions are poor, or even without necessaryprotection; secondly, they are
struggling to feed a family or themselves with very low incomes; thirdly, their
education level is low and they are unskilled or low skilled; and fourthly, their sense
of belonging to the city is very weak, and they do not regard themselves as urban
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residents but still peasants,no matter how many years they have been working and
living in Beijing. This stratum of migrants is the most vulnerable group among the
three strata but account for a majority of all migrants (Zheng, 2003). The data in the
in Dengcun
sample indicate that the majority of the peasants who came to work
Village were poor, or `medium-poor' before they arrived in Beijing and started their
work. But within less than twenty years, a differentiation has taken place, and utterly
broken up such initial homogeneity. The amount and structure of their capital and
wealth vary according to the division of their occupations.

There is always a gradation in the division of investment in labour and in capital; at
the bottom are the migrants who depend solely on their working capacity, such as
peddlers, scavengers, construction workers, and shoe shiners; further up are the
migrants who run small business,and their income includes a proportion of return on
capital; and, at the top, are the businessproprietors in the shoeand garment industries.
Profitability is also very different according to the position occupied among all the
migrants. The result is that today, Dengcun Village is demonstrably stratified.

4.3 Institutional Health Constraints to All Migrants

Becauseof their Hukou statusof rural origin, migrants, no matter which stratum of the
three they belong to, they are not coveredby the urban health services system, as their
identities are still rural household registration. As a whole, the status of migrants, no
matter poor or rich, in the medical insurance system is the same, and this is an
institutional problem in contemporary China.
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4.3.1 Medical Insurance

Rural-urban migrants are a vulnerable group in the city with respect to health issues
(Hu, He, and Wen; 2008). On the one hand, they have a great need for medical
services, including disease control and prevention, and birth control. On the other
hand, comparedwith the medical services and social welfare the urban residentsenjoy,
the situation of migrants at this point is usually poor and much worse, although they
also work and live in the city as do local urban residents.

Medical insurancefor migrants in Beijing at the presenttime can be described by the
following characteristics.Firstly, population coverage is limited, as only employeesof
enterprisescan qualify. Secondly, benefits are limited, as only catastrophic inpatient
illnesses are covered. Thirdly, the insurance schemeis ambiguous, as although from
the year of 2004 insuranceis a mandatory requirement by the government, the lack of
support from policy and tax subsidy leads to high insurance premiums. As a result,
medical insurance officially only covers a very small range of migrants, because
migrants employed in enterprises account for the minority of total rural-urban
migrants (Wong, Li, and Song; 2007).

Very few migrants in this study have access to financial assistance for medical
treatment. In the survey, almost all migrants do not have any insurance, and only one
out of the total intervieweeshas urban medical insurancein Beijing:

108

I am working as a maintainer in a state-owned network corporation; I got this
job through one relative in Beijing. My work-unit buys insurancefor me every
year, and according to the contract, the cost is deductedfrom my salary. I
think medical insurance is usefulfor us,for example, I fell ill of pleuritis last
year, and got some reimbursementfor treatment as I had medical insurance
(Mr. Shi).

As to the rest of migrants interviewed, the high charge for insurance premiums made
more than half migrants feel it was difficult to afford with their relatively low income;
some thought that medical insurance was only for city residents and they thus
neglected it; a few thought that insurance was not important at all so they had no
intention of buying it, in some casesfrom the first stratum migrants, they think that
medical insurance is not important, they do not care about how much money for
health services,so they do not but it.

I think the medicalinsuranceis not important, we only target at making
money,if I have illness, I will definitely go to the first-class hospital.
Besides,the designatedhospitalsof medicalinsuranceare notfirst-class
hospitals.(Mr. Zhang,a bossof garmentbusiness,a first stratummigrant)

There are three reasons for the low purchasing rates of
medical insurance among
rural-urban migrants. Firstly, a majority of migrants have low income and lack
awarenessabout social security. They may be unwilling to join the medical insurance
programme becausea big part of the expense for it will be deducted from their low
wage. Secondly, employers are not willing to pay extra money for the migrants they
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hire. Even when they have to comply with governmental regulations regarding
medical insurance for their migrant employees, they often only buy it for a small
portion of them, or they deduct the insurance premium from wages of migrants, such
as the case of Mr. Shi. Moreover, in other studies, the employers sometimes
deliberately avoid informing their migrant employees(even the individual employees
for whom they have bought the insurance) of the relevant policies. Thirdly, as Hu and
He (2008) indicated, during the planning of the basic medical insurance programme,
employers were not involved in the discussion. As a result, the plan is not welcomed
by the employers of migrants (for its coverage,benefit items, and management).

According to the stipulation of `Interim Procedure of Basic Medical Insurance for
Rural-urban Migrants in Beijing' which was implemented from the year 2004,
migrants who have a stable labour relation with the employing units, which include
enterprises,public institutions, and nongovernmental organizations, can be involved
in basic medical insurancein Beijing. 20One principal defect of this Interim Procedure
is that those self-employed migrants are not yet covered by basic medical insurance,
and remain asthe "untended group" in the city.

4.3.2Migrants within Medical ServicesSystem

In China,socialwelfareis firmly tied in with one's residencestatuswithin the Hukou
system.Suchstatusdoesnot changewhen the peasantsfloat into the city and settle
there. Therefore,rural-urbanmigrantsare largely excludedfrom the social security
systemand medical subsidiesin urban areasbecausethey are not "institutionally
20`Interim Procedure Basic Medical Insurance for
of
Rural-urban Migrants in Beijing' is available from the
website of Beijing Bureau of Labour and Social Security, available at:
hU: //www. bild. eov.cn/LDJAPP/search/f detailý=10221.
Accessedon 20/03/2009.
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acknowledged" residents in the city. Although it is compulsory for employers in
urban China to contribute to the unemployment funds set up by the government, these
funds are usually applied only to the local residents. Rural-urban migrants who work
in the sameunits are not entitled to such allowances for unemployment (Zheng, 2003).

Although, in China, rural residents started to have accessto the Rural Cooperative
Medical Scheme (RCMS), the RCMS is newly established and immature, it started
experimentally in some selectedregions in China from 2003, and for the time being, it
is probatively implemented in limited districts in rural China. At the current stage,it is
not yet explicit enough to tell whether it can provide substantial welfare in health
servicesto rural people, let alone those peasantswho have left their home village and
floated into the urban areas.

From the interviewswith participants,onefact obtainedis thattherearesomebarriers
in the implementationof the RCMS amongrural-urbanmigrants,andthe migrantsdo
not enjoyactuallythe RCMS.Mr. Zhu's experiencereflectsthis point:

I paid some money in my home village and registered with the Rural
Cooperative Medical Scheme. But if I spend money for medical treatment in
urban areas, I can not get reimbursementfrom my rural place. There are also
many obstacles to get reimbursementfrom the local village, for example, my
youngest son got encephalitis last year and I spend around sixty thousand RMB
Yuan for the treatment in a public hospital of home village

but only with

difficulty got ten thousand RMB Yuan reimbursementfrom the Schemes.At the
beginning, the staff did not give me any reimbursement, After I offered some
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gifts to them, then eventually I got some reimbursement, otherwise, I would have
got nothing. It is very difficult for us to get medical services in urban society, but
in my home village, I feel that the help from the Rural Cooperative Medical
Schemeis really very limited. That is a dilemmafor us (Mr. Zhu).

Since rural-urban migrants are not covered by the urban health scheme, even if they
are linked to the RCMS at fixed rural places, when they get health problems in urban
areas,especially urgent and serious diseases,it is difficult for them to go back to their
faraway home villages to get opportune treatments.In that case,RCMS is too minor a
factor to be taken into accounton the issue of migrants.

4.4 Financial Status: Realistic Reason for Hierarchical

Health

Services Access

The importance of financial resourcesfor migrants is highly related to the life in cities,
illustrating a strong dependence on a cash economy (Farrington et al, 2002).
According to the data from nearly all of the interviews, their financial resource
consists of the funds available to them such as wage income, business income, and
savings.On the one hand, the financial resourceis often the most lacking resourcefor
most migrants because many of them are engaged in manual jobs with very low
payment, or worse if they experiencewage arrears(Xie, 2000). Yet on the other hand,
financial resource is of the first and foremost importance since it can be
used directly
or can be used to acquire other services, including medical service.
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To the participants in the sample, business income and wage income are major
sources for health services. Based on the data about the monthly income of the
participants, migrants who are in the first stratum were the richest group in this study.
Their income range is from the hundreds of thousands of RMB Yuan to millions of
RMB Yuan per year. In the example of Mr. Xia (who is a boss of shoesbusiness and
in the first social stratum), he said that his family expenditure was more than two
hundredthousandsRMB Yuan per year. For the migrants in the secondsocial stratum,
the income range is thirty thousands RMB Yuan to one hundred thousands RMB
Yuan per year, the participants (n=8) stated that some savings remained each year
after family expenditure, although it was not much. For the migrants in the third
stratum, wage income and earnings from their self-employed manual work are a
major source of income of the migrants in the sample. Among the migrants in third
stratuminterviewed, wage income and earning from the sale of their labour is the only
financial resourceand it might be the only resourcethat their family dependson.

There are two factors which may disadvantagemigrants bringing negative financial
status:low income and insecurity. Especially for those self-employed manual workers,
apart from low and unstable income, sometimes they are severely fined by the
municipal administration staff due to their tax evasion behaviours. As such, financial
resourcesavailable to migrants in the third stratum are scarce.Most of the migrants
(n=14) in the third stratum stated that they used up all of their disposable income
every month and nothing is left for savings. The used-up monthly income does not
meanthat all their needsin life are substantially met, on the contrary, they had always
been under the pressure to squeeze the monthly expenditure to the level of their
monthly income. And monthly income is basically used to meet the basic necessities
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of living: eating, clothing and housing rent. The popular saying `live day by day' used
by migrants undoubtedly reflects that life is a struggle with financial constraints.

One finding in this study is that financial status is a crucial factor for medical services
access among migrants. The medical treatment access among these three strata
migrants appears with a hierarchical structure-

their

financial status influence

directly their capability of consuming the existing medical services, particularly in a
situation not being covered by the urban medical scheme. Eighteen among all
participants responded that due to the financial constraints, they chose to avoid
medical treatments,especially they think the illness is not very seriousand can endure
it. As Mr. Liu stated:

If I suffer general illness andfeel I can endure it, I usually leave it until it
has gone, such as cold or fever, I do not go to pharmacy for medicine...the
reason is only no money. (Mr. Liu, a pedicab drive, a third stratum
migrant)

In China, legal hospitals are divided into three levels according to their medical
technology and equipment. For example, the level three hospitals are general or
comprehensivehospital at a national, provincial or city level; the level two hospitals
are at the level of medium size cities, counties or districts; and the level one are
township hospitals. According to the functions, tasks and scopesof services, hospitals
in China can also be classified into three types, namely, comprehensive hospitals,
specializedhospitals (such as dental hospital, tumour hospital, mental hospital, and so
on), and hospitals of Chinese medicine. Moreover, in the light of ownership, hospitals
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in China can also be divided into public hospital and private hospital. Apart from the
legal hospitals, there are also some illegal private clinics without formal licenses
playing an important role among migrant communities.

In this study, there exists a diversity of health services choices among migrants.
Among the three strata, migrants in the first stratum have the best financial status.
When they take medical treatment, all three of them are inclined to go to the level
three hospitals which have the most advanced equipment and the best quality of
services. For migrants in the second stratum, in order to save money, most (n=6)
utilise the level two hospitals and level one hospitals, and a few of them (n=2) go to
illegal private clinics. For the migrants in the third stratum, financial difficulties have
kept them away from good quality medical treatment. Some of them (n=4) utilize the
level one hospitals, and many of them (n=8) more often seek medical services from
illegal private clinics although they know that doctors in those clinics do not have
formal licenses.The illegal private clinic will be discussedin the latter of this chapter.
Some migrants (n=5) return to their home villages to seek medical services. The
following three childbirth casesillustrate the hierarchical structure in medical services
accessamongmigrants.

My son was born in Beijing Maternity Hospital (this is a level three hospital
and the best maternity hospital in Beijing) In the event of illness, we usually
...
go to the Concord Hospital (level three hospital), money is not a problem, we
trust first-class hospital and first-class equipments (Mr. Xia, a boss of shoe
business,a first stratum migrant).
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I gave birth to our second baby in Dongtieying Hospital (a district hospital in
Beijing), it was very expensiveand cost us around seven thousand RMB Yuan
(Mrs. Guo, a barber shop owner, a secondstratum migrant).

It is very expensiveto get medical services in Beijing... my son was born in my
home village, when I was about to deliver, I returned to my home village for
childbirth as I can not afford the costly expense of delivery in Beijing (Mrs.
Yang, a shoe shiner, a third stratum migrant).

While eighteen participants in the study said that they had always attempted to avoid
medical services, among them, seven participants made the opposite point in relation
to children's medical services.They expressedtheir perception that parents inherently
favour their children over themselves,not only in taking medical services, but also in
keeping good health status. Children are protected with better conditions. Thus, there
are two extremeswhen they dealt with their own diseases(or injuries) and with those
of their children (further discussionon this is made in Chapter Six).

Mrs. Lin, who is a cleaner in a small commodity market, and in the third social
stratum, is a typical case in the sample. She tries to avoid medical services when
dealing with her own disease (or injuries), but goes to the opposite extreme for her
children's disease (or injuries). The following narration from Mrs. Lin, who was a
cleaner in a small commodity market, is very illustrative of this point.

Mrs. Lin: "it is very expensiveto get medical treatment in Beijing's public
hospitals. I can endure the ordinary illnesses and injuries (by myself)... I
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usually feel low back pain and sorenessof waist, but I did not seek treatment
as the cost for treatment is very expensive here and I can still endure that
pain.

Interviewer: "What if your son deedsto see the doctor? "

Mrs. Lin: "He must definitely be well taken care of in the hospital, even if I
haveto borrow moneyfrom others. "

4.5 Specific Health Constraints: Consequencesof Social Strata?

One aim of my fieldwork is to understandhealth constraints of rural-urban migrants.
As discussedin the previous section of this chapter, becauseof different social classes
among migrants, each stratum has constraints of health and health services accessat
various levels. The second and third strata constitute the majority of rural-urban
migrants, and meanwhile, owing to their lower occupational and economic status,
they face more health constraints than those in the first stratum. These constraints
include living conditions, and working conditions. The discussion in this section will
focus on the constraints experiencedby the migrants of the secondand third strata.

4.5.1 Working Conditions
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As Tan (2002) and Xiang (2005) observed, migrants typically fill job positions with
high health risks that are not favoured by local urban workers, which are sometimes
referred to as `3-Ds'-`Dirty, Difficult and Dangerous' jobs.

Work-related Health Risks

According to the data from this study, there are typical examples coincident with their
observation, for instance, benzene poisoning cases can be found among female
migrants particularly in garment, shoe or suitcase factories, where cheap glue with a
high content of benzene is often used without any protective measure for female
migrants. In this study, some construction workers (n=3) were forced to work 12-15
hours a day, seven days a week, with no guarantee of one day of rest per week. As
Mrs. Fan (a worker of a garment) described, some factories in Dengcun Village do not
provide maternity leave for female workers.

Work-relatedIllness

Sincethe majority of migrantsarepoorly educatedanddo not havespecialskills, they
normally take up less technical or non-technicaljobs (Yu and Hu, 1998). Many
migrants,especiallyfrom the third stratumpursueoutdoorjobs as manuallabourers
andserviceworkers.Someparticipantsreportedthat it is the unhealthyand harmful
workingconditionthat resultedin their healthproblems:

I make my living by shining shoes in Dahongmen area...during working, I
was suffered from the gynecological illness because of shoes cleaning. My
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hands touched a lot of dirty shoes everyday... the underwear was
transmitted by germs... (Mrs. Yang)

My problem of lumbar muscle strain is causedby myjob as a tricycle
driver... (Mr. Fan)

Lack of Assistance

When they get ill or injured, migrant workers have to spend their own money to get
treatment and in most of the cases,many of them can not acquire any compensation
from their employers. Some employers were not willing to do anything to protect the
health of migrant workers, putting these people in hazardousenvironment with dust
,
toxic substances,noise and poor ventilation. Pneumoconiosis also occurs among
constructionworkers, and below is how Mr. Zheng recalls his experience:

I got pulmonarydiseasebecauseI workedas a constructionworkerfor many
years. This diseaseresultedfrom the heavydust at the worksitebecausethere
was not enoughsafeguardin the workplace.I have never got anyfinancial
supportfrom the employerfor treatmentand have to use my own money.If I
go to the public hospital, the cost is very expensive,and I can not get any
from my employeror the urban government.I do not have
reimbursement
medical insurancebecauseI want to save money,so I did not buy it. My
illnessis gettingworseas I do not haveenoughmoneyfor medicaltreatment,
let aloneI needto remit somemoneyregularly to my homevillage. (Mr. Zheng,
a constructionworker,a third stratummigrant)
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4.5.2 Living Conditions

Housing conditions to a large degree reflect individual and family social position
(Wang, 2006). Migrants are mostly stuck in three forms of accommodation: simple
by their
rented rooms, self-built `shed houses', and the accommodation provided
employers (Wang, 2006). In many cities in China, policies allow the non-native
Rural Migrant
population to acquire a property there. According to the `Report on
Workers in China' in 2006, in most of the cities, most of migrants live in rented
housesand the dwellings offered by the employment enterprises (State Council Study
Group, 2006).

Different Levels of Living Conditions

The findingsof this studyshowthat dueto the financialdifficulties andthe desireto
,
reduceexpenses,the living conditionsof migrantsare usually poor, althougha very
few of migrantswho arein the first stratumhaveboughttheir own housing.

In this study, distinctions between different levels of social contact and among the
identities of social strataare apparent.As to the location of migrants' houses,different
strata live in different places. The three bossesof the first stratum live in their own
housing settling in good residential community, and in general, each of them has a
fully furnished or high-grade flat with several rooms including living room, bedrooms
and bathroom. For migrants of the second stratum who manage small businesses,
although some live in privately rented room(s), one main type of accommodation is
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the dwellings in shops or factories, which are usually owned by landlords who are
Beijing natives. Living in such accommodation, private bathrooms and toilets are not
available. Migrants who live in such accommodation have to use the poor public
toilets (see Photo 4.A) and to boil water for bathing. Those migrant labourers (except
for the `nomads') in the third stratum, some (n=3), such as construction workers, live
in lodgings provided by their employers.However, these lodgings are kept away from
the housesof their employers. Some others (n= 15) live in privately rented room (s)
similar to those of some secondstratum migrants. According to the data of this study
which is based in Dengcun Village in Beijing, each room described is about ten
squaremetreswith a cheaprent between 150 and 300 RMB Yuan, and air-conditioner
and heater are not available. The accommodation of types of migrants in this study is
shownin Table 4.1 below:

Table4.1:Accommodationtypesof migrantsin this study

Accommodation

Owner/landlord

Type

Socialstratum

flat
Flat/high-grade

Migrants

Own

First

Privately rentedroom(s)

Beijing Natives

Renting

Second
Third

Shop/factoryroom (s):
Dwellings in shop/factory

Beijing Natives

Dormitory

Employers or Beijing Renting

Renting

Second

Third

natives

Self-builtshed/hut(illegal Migrants
building)

(illegal Self-built

ownership)
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Third

and

ClosedEnvironment

A majority of migrants interviewed live in the `village of the city'-

an area between

the Beijing city and the countryside. Their housing conditions are extremely
`peripheral' because,firstly, they mainly rent low cost housing in the letting property
market. Secondly,the housesthey rent are crude in condition, with a vile environment
and are usually in bad locations. Living thriftily in such conditions within this city is
like living in an `isolated island', which gives rise to a particular lifestyle of migrants
that is relatively marginalized and abnormalized.

Being marginalized here meansthat migrants live only within their own social circle
with limited horizons. There is not much social life the rural-urban migrants can share
with local city residents in city society: migrants are separated from local urban
society and only live in their own community in a `countrified' manner similar to that
in their original villages. Their circle of social contacts and scope of social life are
limited within their own community and they rely on communication among migrants
themselvesso as to dispel the feelings of alienation from the city society. Becauseof
lacking communication with outside communities, migrants live together and thus
form their own settlements. For them, it is important to keep in touch with their
family members, relatives, migrant friends, and fellow villagers (laoxiang) within
their own circles (further discussion on social networks of migrants will be unfolded
in Chapter Five).
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Being abnormalized here denotesthat their life is unstable and incomplete. In other
words, many are single and live in same-sex groups; they cannot find ways to
establish contact with friends from the opposite sex. At the same time, married
migrants cannot enjoy family life because many of them have been separatedfrom
their spousesor children for a long time.

Sanitary Conditions

Moreover, migrants face seriousenvironmental problems, such as pollution, including
garbage, air, water and noise. In the accommodation area of rural-urban migrants,
solid household waste can be easily found everywhere. Effective cleansing facilities
and staff are not provided, and wastes are left to pile up on the roadside, in corners,
and in any small spare space(see Photos 43,4. C and 4.D). When it rains, ponded
dirty water normally remains some days due to shortageof drainage system.

The one-bedaccommodationwe rent from a local landlord was built in the
beginningof the 1980s.Therent is very cheap,this room is around 15 square
metres.I am living here with the other two migrantfriends, we do not have
private kitchen,bathroomandprivate toilet, we normally cook outsideusing
honeycombbriquette and use shared tap-water outside. There is serious
environmentalpollution in this area,for example,especiallywhenit rains, the
roads in this area becomevery muddy and dirty with much of litter. (Mr.
Wang,a waiter in a restaurant,a third stratummigrant)
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Photo 4. B: Main street of Dengcun Village (1)

Photo 4.A: Public toilet with litter in DengcunVillage

Photo 4. D: Side street of Dengcun Village

Photo 4.C: Main streetof Dengcun Village (2)

Poor living condition is a potential health threat for the migrants. It increases the
probability of infection from diseases. During the SARS crisis in 2003, the Beijing
government enforced some regulations that some construction companies had to meet
so as to improve the living conditions (such as poor ventilation) of migrant workers,
for the reason that SARS cases were discovered among migrants working
construction

sites. It was reported that

184 SARS

cases were found

construction sites in Beijing (Chinese Financial Magazine, 2003).
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In this study, due to the unsanitary and overcrowd living environment, flu was found
to occur frequently among construction workers, and rural-urban migrants take a
majority of them.

I lived with dozens of young migrant workers when I worked at a
construction site in 2005, we lived in one room altogether with poor
ventilation... although very serious diseasewas not found at the time, flu was
a frequent problem, if one of the fellow worker got flu, then some of the
workers would be infected soon in our dorm (Mr. Feng, a construction
worker, a third stratum migrant).

4.6 Illegal Private Clinic: An Ideal Option or a Health Constraint?

In Dengcun Village, there are some small private clinics which are illegal, because
they do not have formal licenses. The existence of illegal private clinics not only
provides a channel to migrants for medical treatment services in the city, but also
reflects the difficulties and high cost of getting medical services to migrants in public
hospitals. Illegal private clinics are a popular health service choice for majority
migrants, e.g. migrants in the secondand third strata, so it is necessaryto analyse the
role of private clinics on the health servicesaccessamong migrants. From the findings
of this fieldwork, there are nine illegal private clinics in that community, including
three private dental clinics, two private clinics for general illness, two private clinics
for diverse illnesses (such as gynaecological diseases, skin disease, sexually
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transmitted disease, Chinese medicine, etc), one private clinics for gynaecological
diseases(such as abortion and the sale of contraceptives), and one private paediatric
clinic.

4.6.1 How do the Private Clinics Get Established?

The definition of `private clinic' is basedon its private ownership. Non-state-owned
institutions can be defined as `private' (Xiang, 2005). Hence, a doctor who runs an
individually owned private clinic solely is a `private doctor'. However, in this study,
the `private doctor' is realistically described as the self-employed `doctor' without
proper license.

In accordancewith the `RegulationsGoverning the Administration of Medical
Institutions' in China, those openinga private clinic have to satisfy the following
criteria: the utilization areaof the clinic shouldbe no lessthan forty squaremetres,
andthereat leastshouldcontaina consultingroom anda therapeuticroom; clinics of
traditional Chineseand western medicine should have a Chinesepharmacy;and
moreover,practitionersshouldhold the Certificateof Medical Practitioner,and have
the experienceof working in a specializedclinical medicinefor no fewer than five
years.21

The visited illegal private clinics in DengcunVillage are all locatedin the lane-side
(seePhoto6F), and in general,such clinic has only one small private rentingroom,
21`RegulationsGoverning the Administration
of Medical Institutions' is available from the website of The Central
People's Government of the People's Republic
of China. Available at: http: //www. pov.cn/banshi/200508/01/content 19113.htm. Accessedon 15/04/2009.
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which is around fifteen to twenty square metres. The equipment in these clinics is
poor and they offer only a small rangeof medicines.

The emergenceof these clinics has several explanations.For instance, Mrs Wang was
from Leqing County of Zhejiang province, and she claimed in the interview that her
dental skills were inherited from her earlier generations and ancestors. Mrs. Wang
openedan illegal private clinic in Dengcun Village becausethere were many migrants
from Zhejiang living in this area, which was good for her business. Based on the
information provided by Mr. Jiao, the director of a public hospital in Dengcun Village,
in Dengcun area, there are many migrants from southern Zhengjiang, and this
attracted some private doctors in Zhengjiang to migrate to Beijing as well and resettletheir businessin Dengcun. From the information provided by Mr. Hu, a Section
Chief of Fengtai Health Inspection of Beijing Fengtai Health Bureau, the authority
attitudes to illegal private clinics are cracking down on them. But in fact, the
crackdown on illegal medical practice is not enough and not efficient, becausethere
are some departmentsare responsiblejointly for the enforcement of the law, such as
Health Inspection, Public

Security Organ, and industrial

and commercial

administrative department. The punishment on illegal private clinics is currently by
means of fines and confiscation. However, after fines and confiscation, the illegal
private clinics will be reopenedsoon by practitioners.

In this study, the staffs in the clinics are generally one or two (husband-and-wife shop)
migrants. There is no nurse in the clinic, and the owner works as both doctor and
nurse. Some owners (n=2) claimed that they were professional in special fields and
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could treat many diseases,such as gynae, paediatrics, Chinese medicine, sexually
transmitted disease(see photo 4.E and 4.F).

The prices of medicines are cheaperthan in public hospitals and pharmacies, but the
medicinesdisplayed on the counter were usually not openly marked with clear prices.
As to the source of medicine stocks, the interviewees in this study stated that they
have their own channels,but when they were asked about the details, they refused to
answer.

4.6.2 The Role of Private Clinics

In the survey, a majority of migrants acknowledgedthat although the private clinics in
Dengcun Village were all illegal, they provided a useful alternative to the public
health services in Beijing, with much cheaper prices. Some participants (n=10)
responded that they could not afford the treatment in public hospitals and would
rather turn to private clinics. A recurring statement from the participants was that
public hospitals in Beijing charged too much, and the medical consultation very often
turned out to be a huge bill for a long list of items.

Although the participants thought that big public hospitals were too expensive, five
participants said they would have no choice but going there should they suffer from
very seriousillness. They understoodthe equipment in big public hospitals was more
advancedand the treatment there was of much better quality. Eight would go to the
public hospitals for diagnosis and return to the cheaper private clinic for continuing
treatment,such as Mrs. Zhou's case shown below:
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I have the illness of lumbar intervertebral disc protrusion. At the beginning,
I went to Chaoyang Hospital (a public hospital) in Beijing and have spent
two hundredsRMB Yuanfor type-B ultrasonic, and then the doctor askedme
to take the examination of nuclear magnetic resonance,which would cost me
above two thousands RMB Yuan. That was very expensive and I was not
willing to spend too much money. So I turned to a private clinic because it
was much cheaper. I bought some analgesic drugs and took naprapathy
there (Mrs. Zhou, a vegetablepeddler, a third stratum migrant).

According to the data gatheredfrom the participants,we should understandthe
realisticrole of the illegal privateclinics from two sides:on the onehand, it works as
an alternativeoption to public hospitalsanda substantialcomplementto the imperfect
medical system in China. Becausemigrants are not actually covered or, covered
equallyto the urbanresidentsby the social allowancesystem,it is too heavya burden
for themto afford the treatmentin public hospitals.On the otherhand,the unqualified
condition22of the illegal private clinics leadsto poor quality of services,which is
anotherconstraintto the health of migrants,or even potentially dangerousto their
lives..

4.6.3Why do Migrants ChooseThem?

The outcome of this study shows that illegal
clinic is an important and frequent
medical choice for migrants.
22According to the fieldwork,
no private clinic meetsthe criteria for opening a private clinic in accordancewith
the `RegulationsGoverning the Administration
of Medical Institutions' in China.
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In the sample,nearly one half of the migrants, who are mostly from the third stratum
and a few from the secondstratum, thought that the private clinics, rather than public
hospitals, are the best option. The reasonsfor their choice of health services in the
illegal private clinics are:

Firstly, migrants are attractedby the cheapprice charged by the illegal private clinics.
The high cost of public hospital servicesmakes them prohibitive.

Secondly, private clinics provide prompt service with a positive attitude towards
clients, whereasin public hospitals, many migrants have the feeling of discrimination
from doctors.

I can obviously feel the attitude of discrimination from doctors in public
hospitals. For example,when I made an inquiry from a doctor in Dahongmen
Hospital (a level one public hospital) for my son's fever last year, I felt the
impatient attitude from the doctor when she knew from my accent that I was
not a Beijing Native, although I just saw she had a nice manner to another
patient with a Beijing accent. I do not like thefeeling there so I will choosethe
private clinic for the treatment if my son gets ill again, becausethe attitude in
theprivate clinic is much better (Mrs. Zhou).

Thirdly, private clinics offer longer and flexible business hours, and they are located
in the areaswhere migrants live:
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You can go to theprivate clinic at any time...what we need isjust to give them
a phone call at night... it savestime (Mr. Zhang).

Fourthly, uncomplicated procedures are available in private clinics, as stated by a
migrant,

It is very convenient and you do not have to wait a long time for registration
before treatment, unlike in public hospitals. Theprivate clinics are convenient.
Intravenous infusion can be done immediately if necessary, and the
medication can beprescribed instantly (Mr. Wu).

And finally, the flexible approach in paying for the treatment also attracts the
migrants to seek medical servicesin private clinics.

We can postpone paying for the treatment and do not have to pay on account
in the private clinic here, but it is impossible (to do that) in public hospitals
(Mrs. He).

In someprivateclinics,paying all at onceis not necessary,
andthe costcanbe paid by
instalments,paid partially for the first time, or paid at othertimes flexibly. However,
in public hospitals,prepaymentis compulsory;otherwisethe treatmentwill not be
offered.The following examplefrom Mr. Li below is illustrativeof this point.

Five years ago, whenI was working in a restaurant'skitchen,my hand was
woundedand blooded.I went to ChongwenHospital (a public hospital)for the
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treatment first, but (the staff in) the emergency room there asked me to make
prepayment before treatment. I did not have any cash with me at that time so
they refused to treat me. I then ran up to a nearby private clinic and the
wound was bound up by bandage soon, I told the doctor that I worked in a
close-by restaurant and he agreed for me to pay on the next day. Although I
knew later that clinic did not have a license, I felt it was really helpful
sometimes (Mr. Li).

The demands for service lead directly to the existence of illegal private clinics, which
take rural-urban migrants as their main clients. At the same time, the tendentious
choice among migrants between illegal private clinics

and public hospitals also

reflects the problems of the current social medical system, which forms a substantial
constraint to migrants and should be improved comprehensively.

Photo 4.E: One private dental clinic in Dengcun Village

Photo 4.F: One private clinic in Dengcun Village
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4.6.4 Problems with the Illegal Private Clinics

One problem shown from the interviews was the lack of qualified doctors, which
caused the low quality of medical care.

In accordance with the `Regulations

Governing the Administration of Medical Institutions', the practitioners of private
clinics should hold the Certificate of Medical Practitioner, and have the experienceof
working in a specialized clinical medicine for no fewer than five years. From the
findings of fieldwork, the visited private clinics in Dengcun Village do not have any
license and the practitioners do not hold the Certificate either. Moreover, as
mentioned in Section 4.6.1, the equipment in these clinics is poor with poor hygiene
and a small range of medicines.

Another problem is with the medicine sold by the private clinics. Five participants
mentioned fake medicine they bought from private clinics. The sources of medicine
stocked in these clinics raise suspicions. Through an interview with Mr. Jiao, the
director of a public hospital in Dengcun Village, one finding is that although the
medicine is cheaper in these illegal clinics, the drugs are probably obtained through
illegal channelsand may potentially do harm to people's health.

The illegal medicines might be in bad quality and damage people's health,
even causing poisoning and could be lethal. Moreover, the doctors in those
clinics do not have any approved medical practice and business licenses. (Mr.
Jiao)
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The interviewees of private clinics in this study just stated that their medicines are
cheaper and they have their own channels of stocking medicine, but when they were
asked about the details, they reused to answer.Although no serious hurt or death
causedby the treatment in private clinics was found in this study, some scholars, such
as Zhang (2007) stated that the diseasesof some migrant patients were exacerbated
after using medicine from private clinics.

Last but not least, poor equipment in these private clinics is suggestedas a problem.
For example,

Theprivate clinics can not treat serious problems becausethey do not have
enough equipment,and also, the size of many private clinics is small so they
can not provide a thorough examination...last year, I had a quarrel with my
husbandand was hurt by his violence, myfingers and ribs were aching for a
long time (showing a sad expression), I went to a private clinic here, they
only sold me somepainkiller and antibiotic medicine without any treatment.
(Mrs. Lin, a cleaner, a third stratum migrant).

In summary, for rural-urban migrants, illegal private clinics works as an alternative
option to public hospitals and a complement to the defective medical system in China,
given that there are limitations of public medical provisions and health needs of
migrants. However, there are also some problems with the illegal private clinics lead
to poor quality of services, which are another constraint to the health of migrants.
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One methodological limitation regarding illegal private clinics is that becauseof the
sensitivity of their illegal practices, the access to them for interviews was difficult
although I got some participants of them, and moreover, they tended to be suspicious
of interviewer, and refused to answerfew questions.

4.7 Conclusion

One important point that emerges from the study is that based on the types of
occupations,migrants can be divided into three social strata, namely, the owner, who
holds the relative productive capital and employs other people; the self-employed
workers, who hold little capital and run their own private businesses;and those who
are totally dependenton others for work and self-employed manual workers. These
three categorieshave different financial resourcesand their medical treatment access
appears in a hierarchical structure. The latter two groups actually cdmprise the
majority of migrants and have more constraints in medical services access. This
chapter has also discussed the health major constraints for migrants, and the
institutional constraintson all migrants.

Another finding shows that rural-urban migrants are particularly vulnerable to health
risks due to their poor working and living conditions. Although the illegal private
clinic is an important choice for health services among migrants, it also indicates the
constraintsfor health servicesaccessamong migrants, mainly including those who are
in the secondand third strata. The main difficulties in accessto health servicesare not
merely because of their low income, shortage of health awareness,and the lack of
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social contacts with the urban society (Yang, 2002), but we argued that the
institutional deficiency in term of health security and service provision is another
major reasonto explain their constraintsin health service access.

The medical care system in China is based on the rural-urban dualist structure. The
medical servicesprovided in rural areasare very different from those in urban China.
The rural-urban division has moulded the two different sets of health-care institutions
and administration of health servicesin China.

In urban areas, rural-urban migrants are not entitled to the state benefits that urban
residentsenjoy and there has been no obligation on the part of collective or private
enterprises to provide the migrants with allowances for medical services during the
last two decades.Documents issued by the Ministry of Labour and Social Security
and the State Council refer to the new medical service system as a schemefor `urban
employees' (chengzhenzhigong) (Yu and Hu, 1998; Zheng, 2003). Though the term
`urban employees' is not clearly defined, it is universally interpreted as those working
in urban enterprises and with urban Hukou status. The rural-urban migrants are thus
excluded.

Althoughmigrantsneedto be includedin the urban medicalservicessystem,it may
not be realistic to achievethis in the nearfuture. Firstly, the main aim of the central
governmentin the medicalservicereform schemeis to relievestate-ownedenterprises
from the burden of shoulderingalmost unlimited medical service costs for their
employees,which is considereda key elementfor state-ownedenterprisesto become
profitable (Peng, 2007). Secondly,the vested interest associatedwith the existing
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social security systemhas become another constraint to migrants getting involved in
the urban medical service scheme. Thirdly, there are concerns that migrants would
bring extra difficulties to the management of the health-care system (Xiang, 2005).
And finally, some other factors, such as the Hukou system and the rural-urban
economic disequilibrium, will remain for a long time and continue to affect migrants'
accessto the urban medical service.
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Chapter Five
Social Networks: What Help and Limit?

5.1 Introduction

In Chapter Four, a detailed profile of health services choices and health access
constraints of rural-urban migrants has been discussed; and the health and health
services access constraints in terms of social strata among migrants have been
compared and analyzed. From the analysis of Chapter Four, it shows that there are
institutional constraints for all migrants, and financial difficulties for health services
access among migrants who are in the second and third strata. In a situation of
shortageof formal support from urban health system, whether there are some informal
channelsfor migrant to get assistancefor their health and health services access?In
this chapter, I explore whether migrants' social networks play a role in health and
health servicesaccessof migrants.

5.1.1 Context and Issues

This study sets out to understandthe social networks by looking at the definition of
strong and weak ties in social relationships. Several definitions of social ties have
been suggestedover the years, but the

essential description, in my opinion, is mainly

138

centered on Granovetter's (1973,1974) definition. He suggestedthat a tie between
two agentscan be strong or weak, differing in the amount of time spent in interaction,
the emotional intensity, the intimacy, and the reciprocal services.And this is precisely
the approach with which Bian (1997) measurestie strength in the Chinese context.
Moreover, according to Yang's (1994) three enlisted essential characteristics of
interpersonalrelationship (Guanxi) observed in China during the periods of 1980sand
1990s, the strength of interpersonal relationship (Guanxi) 23means much more in
Chinese society. According to Yang (1994), in terms of it being strong or weak, an
interpersonal relationship can be said to differ in: 1), the frequency of contact; 2), the
intensity of trustworthiness; 3), reciprocal obligation. Putting two categories of
Granovetterand Yang's together, we may realize that closenessis vital in determining
the strength of social ties. With terms similar to strong/weak ties, Guanxi is said to be
made up of insider/outsider relationships: insider relationship that is characterizedby
niceness, trustworthiness, caring, helpfulness and empathy are defined family,
colleaguesand classmates,whereas outsider relationships are less worthy of trust and
unstable (Gu, 1990; Chu and Ju, 1993; Gao and Ting-Toomey, 1998; Hammond and
Glenn, 2004).

What is more focused in this study is the strength of interpersonal relationship, which
reflects the idea of both strong/weak and insider/outsider divisions, and is
characterizedby kinship. Therefore, the discussion about social relationship that I am
exploring below will revolve around the issue of kinship, while its particular emphasis

23The general understanding
of Guanxi is `relationship'. But the broader definition can be varied to different
situations as following: 1) connections; relations; relationship; 2) relevance; bearing; influence; significance; 3)
indicate causeor reason;4) credentials showing
membership in or connection with an organisation; 5) concern;
affect; having a bearing on; have to do with.
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is concentratedon the distinction betweenthe kinship tie and social tie outsidethe
kinship.

Rural-urban migration may lead to the formation of new social networks and lifestyles.
For migrants, as a floating group, social networks are crucial for finding jobs and
accommodation, and for providing psychological support and continuous social and
into or
economic information (Vertovec, 2002). Social networks often guide migrants
through specific places and occupations, and provide support when they face
uncertain risks. To explore a comprehensiveview of the health issuesand health care
accessof rural-urban migrants, the roles of their social network can not be neglected.

5.1.2 Hypotheses and Organisation of the Chapter

After migration, the social contacts of migrants have mostly changed from more
kinship-based to work-related relations. However, when needing money to care for
health and support their health services access,kinship is still the core for assistance.
In terms of social support including covering the need for health services, enduring
the illness as long as some migrants could, and then using own saving is still the most
important source for these migrants, especially for migrants in the second and third
strata. However, financial difficulties are very common among migrants, and I
hypothesisethat when there are financial constraints and lack of savings in migrants'
access to health services access,their social networks may help them to a certain
extent. on the other hand, as discussed in Chapter Four, their social networks is
limited, and the assistancefrom their social networks on health and health services
accessmight be also limited.

140

In this chapter,it will first examine the range of social networks among migrants from
the perspectiveof social support, whilst, the discussion of social ties will be basedon
the potential and content of support. Before unfolding my discussion, however, it is
essential to know that kinship is the centre of both social networks and social ties
among migrants, that is, kin network plays the most important role in supporting
migrants in the Chinese context. Thus, it is the key concept in the chapter, and the
social ties will be further discussedat different levels according to their strength later
on.

This chapter reports the results of exploratory research into the social networks and
their impact on the health and health care accessof rural-urban migrants in a migrant
community. It aims to analyse the nature and composition of social networks among
rural-urban migrants, to discuss the barriers/facilitators to the establishment of social
networks in migration and subsequentimpact on health and health care access, to
assessthe types of support and constraint resulting from the social networks on health
care access,and to develop ideas for further research into urban social policy and
health promotion to rural-urban migrants in China.

5.2 Social Networks among Migrants

The most common social networks among the rural-urban migrants interviewed
comprised a range of social relationships. The availability of such relationships was
found to be important, for it enabled the
migrants to cope with uncertain risks
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including health problems. Nearly all the interviewed migrants stated that having a
good social relationship with family members, relatives, laoxiang (fellow-villagers),
migrant friends, and colleaguesis of great help when faced with a crisis.

However, the social networks of the migrants in this study were found to be relatively
limited. Network size and composition were basically assessed by asking the
participants to name people in their networks to whom they felt close, or with whom
they had regular contact. Although all the participants in the sample named at least
one network member with whom they had close contact, the network members most
frequently mentioned in this regard were circled around kinship, mainly brothers and
sisters and spouse's brothers and sisters. Provided that a good relationship had been
maintained since migration, nine among thirty-six participants said that they felt close
to their migrant friends and laoxiang.

In particular, a kinship-dominated network (family members and relatives) comprised
the largest proportion of the migrants' primary networks. The significant role of this
kinship-dominated network can be said to be `a rich web of inter-familiar help' at a
time of financial difficulty, which is identified by Chinese people (Wilding, 1997:
257). Although contact numbers vary over time, twenty participants made constant
face-to-faceor telephone contact with both their family members and relatives during
the last three years. There was stability in the networks of these migrants and there
was a primary core of significant network members who had remained in the network.
This primary core was assessedby asking the participants to
name three individuals
with whom they would have contact if they were to fall upon hard times (such as,
whom they would like to seek help from when they lacked money but neededfunds
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for medical treatment). Three types of personson the list that the participants named
in the entire network were composed of their brothers and sisters, their spouse's
brothers and sisters, and their nephewsand nieces. This finding provides evidence of
the important role of kinship in their lives, on which the interaction of the participants
is almost entirely based.

5.2.1 Social Ties

The social networks of the migrants in the sample are basically composed of two
groups: one is the kinship-based group (family members and relatives), whereas the
other is a group of people outside kinship (friends, laoxiang, colleagues, employers).
The findings of this study conclude that within the social ties among migrants, there
are three ties among rural-urban migrants, which include: 1) the first tie: family
membersand relatives; 2) the secondtie: migrant friends and laoxiang and 3) the third
tie: employers,colleagues,and neighbours.
In particular, kinship-based ties (the first ties) were found to be the central and
strongest ties in the sample, upon which people principally depended in times of
financial difficulties. All the participants except for one person (Mr. Wang) in this
sample undoubtedly found it very important to keep good interpersonal relationships
with family and relatives, and they further revealed that personal connections were
their main approach for financial support. Twenty participants said that they would
always attempt to find someone with a kinship relationship for help, rather than
institutional assistance.
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Twenty participants in the study admitted that they actually sought, or were given
help from, someonein their kinship-based group, despite the importance of having a
wide range of personal relationships. In other words, the connections with friends,
fellow villagers, employers and colleagues are not enough. In fact, the migrants who
neededmedical services, but lacked money, said that the kinship-based group was the
one from which they mostly borrowed money. Particularly, they put more emphasis
on deep and close relationships with the kinship-based group than a wider circle
including friends and acquaintances.When they sought assistancefrom the first tie
group, but the family members and relatives were not available, they turned to the
secondtie group, and contact with people in the third tie group was weakest.

Different Social Networks in Terms of Social Strata of Migrants?

In urban areas,most migrants live among their own social circle with limited horizons
(Wang, 2006). In this study, in terms of social life, many of them, mainly migrants in
the secondand third strata, have no contact with local city residents and city society:
they are separatedfrom city society and only live in their own community in a `rural'
manner similar to that found in their home villages. Their circle of contacts is limited
to their own community and they rely on communication among themselves so as to
dispel the feelings of alienation from urban society. Compared to the migrants in the
second and third strata, migrants in the first stratum have wider range of social
networks. Their wider range of social networks is mainly embodied from two contacts:
the first is their business relations, and the second is
more contacts with urban
residents because of their better living conditions. The following examples can
indicate the difference:
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I have many friends of urban residents, and I have very good relations
with them, like the buddies relations. From my shoe business, I made
friends who are urban people, moreover, I am living in a nice residential
district, and many neighbours are Beijing natives. (Mr. Xia, a boss of shoe
business,afirst stratum migrant)
I just do my small business (selling steamed stuffed buns within Dengcun
Village), my customers are mostly migrants here, I do not have many
contacts with urban resident, I feel they do not want to get to know with
us...I have never been to the homes of Beijing natives (Mr. Shi, a owner of
snack stall for steamedstuffed buns, a secondstratum migrant)
I have been in Beijing for around ten years... 1 have no friends of Beijing
origin, and have never been to the homes of Beijing natives (Mr. Liu, a
pedicab driver, a third stratum migrant)

To migrants, the distinct changes in their social networks after migration have three
characteristics: firstly, neighbourhoods in urban areas among migrants take a much
less important role; secondly, work-related relationships play an important role
although this is mainly among migrants themselves; and thirdly, laoxiang (fellow
villagers), which was mentioned frequently in the survey, becomes popular in the
social networks of migrants.

As the migrantsin the first stratumhave good economic
status,so the discussionin
this chapteris mainly focusingon the migrantsin secondandthird strata.
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5.3 Why do Migrants Rely on Their Social Networks for Support?

In this study, there are three major reasonscontributing to the social networks among
rural-urban migrants in Beijing, namely, the household registration system (Hukou
system), discrimination by urban residents, and the discriminatory policy and its
implementation.

5.3.1 The Hukou System (the Household Registration System)

In the opinion of some scholars, a meaningful analysis of social networks among
rural-urban migrants in China cannot be made without making reference to the Hukou
system,which affects the migration experiencesof rural-urban migrants (Chan, Liu &
Yang, 1999). The modern Hukou system was established in the 1950s. It registers
every person at a specific place (usually their place of birth), and requires all changes
in residenceto be registered with and approved by both the government of the place
of origin and that of the destination. This policy became even more restrictive when
the Chinese government introduced the food stamp system, and provided low-priced
rationing of foods to each individual residing in his or her place of residence. There
were two main consequencesresulting from implementing these policies. First, it
becamean obstacle for an individual to move from one residence place to another.
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Second,the division between rural farmers and urban dwellers became wider, with
rural farmers lagging behind in economic and social resources(Zhao, 2000).
As a matter of fact, the entitlement to public and social services dependsentirely on
which type of Hukou the individual belongs to. As an urban resident, a person is
entitled to employment, health services, housing, pension, and food subsidies. None
of these privileges, however, are available to people with a rural registration (Cai,
2003). With the introduction of socialist market economy and with the establishment
of the responsibility system in rural China, it has become very difficult to restrict
people in rural areas from migrating to the cities. Unfortunately, the Hukou system
has done little to accommodate to the changing situation. As the previous analysis
indicates, the Hukou system has been largely responsible for creating a marginalised
group of rural-urban migrants who are not allowed to enjoy the same employment,
housing, health and welfare benefits asthe urban residentsin China.

5.3.2Discrimination by Urban Residents

Although rural-urban migrants play an indispensable role in economic growth in
China, they are often discriminated against by the general public. For instance, they
are frequently portrayed negatively in the media. They are perceived as a threat to
social stability and are often linked to the increase in crime rates in the cities. They
are also perceived as competing with unemployed urban residentswho have been laid
off from state-owned enterprises.Furthermore, the general public holds the view that
migrants are stupid and ignorant, and should be blamed for their misfortunes (Davin,
2000). Urban residents can easily identify
rural-urban migrants, especially the new
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comers, through their behaviour, accents and clothes. The majority of migrant
24
workers are employed in manual jobs. They often wear old and dirty clothes. They
have to live in low-cost accommodation that naturally segregatesthem from urban
residents. Urban residents often consider themselves superior to rural migrants. It is
not uncommon that some urban residentsbully or mock migrants in public (Li, 2003).
Thus, it is not uncommon for migrants to experience unpleasant social encounters
such as verbal disrespect, deliberate avoidance or being looked down upon by the
urban residentsand urban staff (Guo, 2004).
Findings among the participants revealed that thirty interviewees felt discrimination
from urban residents.
Of course, discrimination from urban people exists obviously. I always
experience unfair treatment. I got this job as a maintenance worker in a
stated-ownedcompany via the introduction of my relative. But in this company,
our casual workers without Beijing Hukou are working very hard but the
permanent staff (Beijing natives) are very lazy. The company would go
bankrupt without the work of our migrant workers. However, Beijing Natives
get double paymentfor their salaries, but some of them look down on us, call
us outsiders or casual workers... actually, we are the technical backbone and
work well. Theyget much higher wagesjust becausethey are Beijing Natives.
(Mr. Shi)

24According to Li (2003), 41.4
per cent of rural-urban migrants in China work in construction industry. There are
also migrants in industrial enterprises, government agencies, schools and hospitals as labours (31.6 per cent).
Another 19.2 per cent work in catering services
such as hotels, restaurants,tailor's shops, electronic and machinery
reparation stores.
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The discrimination displayed by local residents has hurt migrants' identity and selfrespect (Guo, 2004), and has widened the social gap between migrants and local
residents.
In the case of health and medical treatment, migrants also encounter discrimination
from local urban organizations and residents. In public hospitals, many migrants
experiencedthe feeling of discrimination from doctors.
Doctors of public hospitals can easily identify us they call us the nonnative
...
or outsider, especially through our accents and clothes. Some doctors treated
us impatiently and did shoddy treatment deliberately with shortened time.
(Mrs. Fan)

Discriminationfrom urban residentsand organizationsnot only leadsto the narrow
socialnetworksof rural-urbanmigrants,but alsocausesdirectly the real constraintsin
their healthandchoiceof healthservicesaccessandmedicaltreatment.

5.3.3Discriminatory Policy Implementation

Another reason is the discriminatory or even brutal treatment by some civil servants
or local police towards rural-urban migrants during everyday policy implementation.
In Beijing, also in other cities in China, urban residents do not carry ID or work
permits. However, for a long time, migrants or `outsiders' were required to present on
the spot all documents upon requirement. Failing to do so, a migrant may end up
getting arrested and being sent back to his or her home village, or, even doing forced
labour work. As shown in the earlier
sections, this regulation was abandoned
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officially in 2004. Before the regulation was withdrawn, it allowed urban police to
inspect passers-byin the street or carry out home inspections without prior notice
(Wang, 2006). Some unqualified government officials or policemen abused their
power and took advantage of helpless migrants (Li, 2003). However, if the abused
migrants sought legal protection, they often faced harassment(Sun, 2002; Zou, 1996).
In this respect,two migrants' experience(Mr. Shi and Mr. Huang) draw our attention:
The aim of registration with temporary ID status required by local police
station in Beijing wasjust to get extra money and mock us non-natives. A few
years ago, I lived a large shared dorm with f fteen other migrants. At intervals,
the local police station raided at midnight and asked all of us to get up
immediately, no matter whetheryou had temporary ID or not, we were all sent
to the local police station-I remember it was a police station at Xuanwu
District of Beijing. Wewere all detained unless we paid some money. We had
no choice and phoned our employer, the employer came and invited the
policemen to dinner and then we got released However, we all paid thefine to
the local police station finally. (Mr. Shi)

I feel that local government,including some organizations,discriminates
againstour migrants...for example,in theperiod of SARSoutbreakin Beijing,
the governmentarrestedmany migrants,forced migrants to go back to their
homevillages.Many migrantsor nonnatives,who werepeasantsand worked
hard to makea living in Beijing, were arrested I personally experiencedthis
and was arrestedtwice, we were sent to a place in ChangpingDistrict which
was like a prison or an asylum.Dozensof migrants overflowedin one room
and could not sleep. Duvets and toilets were not available. We were also
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compelledto pay somemoney.If you wantedto get somefood, you had to buy
that, but the price was quite expensive. For example, the instant noodle was
much more expensive than outside, a bottle of water, usual price was one
RMB Yuan, but you had to pay three RMB Yuan there... it was really a
horrible experienceand nightmarefor me. (Mr. Huang)
The withdrawal of the regulation on arrest and eviction of nonnatives has received
wide support. However, it cannot prevent migrants from other forms of discriminatory
treatment. Moreover, this discriminatory policy implementation over a long time
contributes greatly to the status of marginalisation among rural-urban migrants in
urban areas.

5.4 Limits of Social Networks for Health and Health Services Access

As discussedabove, the social networks of migrants are limited, and may bring some
adverseeffects on their health and health care, these include the psychological health,
limited information, and Delays in Getting Help When Suffering Medical
Emergencies.

5.4.1PsychologicalHealth

As suggested
by ChristakisandFowler (2007),socialrelations,
comprisingfriendship
relations,are often establishedbetweenpeople who share multiple characteristics,
includingtheir personalattributesandthe environmentsin
which they live and work.
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Many of these characteristics have been shown to be related to health outcomes and
psychological states.From the previous discussion, we notice that many migrants live
in a socially disadvantagedposition with very limited social networks, and their social
circle is relatively closed. In this situation, they could easily suffer from poor
psychological health. Indeed, according to the data of this study, the findings suggest
that migrants have experienced, or are experiencing, some symptoms related to
psychological health. The most prominent clusters of symptoms found among the
interviewed migrants were long-term anxiety, unhappiness, sleep disturbance,
depression,and nervousness.
WhenI came here, 1 was very lonely, I missed home very much and I could
not talk to any one. It is impossible to discuss with Beijing residents my
unhappiness.I called home and cried on my own. (Mrs. Sun)

I was repressedby the anxietiesafter long working hours as a construction
worker, I alwaysgot sleep disturbanceand I found that my hair loss was
serious.(Mr. Su)

This study suggeststhat the migrant participantssuffered from poor psychological
health andsuch healthconditionswere linked to their much closedsocial circle and
their closedcontactwith the outside.

5.4.2 Limited Information

Social interactions among network members have an impact
on individuals' attitudes
and behaviours (Carrington, 1988; Bongaarts and Watkins, 1996; Friedkin, 1997;
Kohler et al., 2001). Personal networks have the
capacity to provide individuals with
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examples of behavioursthat may be considered and copied. They also help migrants
to meet their emotional needs and to accept instrumental assistance,information and
advice (Katz and Lazarsfeld, 1955; Shye et al., 1995).
Information is valuable in the prevention and detection of diseases,managementof
illnesses,

decision-making,

improving

knowledge

and

promoting

health,

administration, behavioural change, overcoming misconceptions, and community
support. The use of social networks can be an effective source of information
(Musoke, 2005). The information supplied by social networks usually comprises
availability of services,their locations and institutional details. For instance, from the
interview, the normal information of health service is illegal private clinics, which are
very much welcomed by migrants for their medical treatment. As discussed in
Chapter Four, these clinics do not offer high quality health services for migrants
although they are regardedasan option with cheapprice.

I knewand chosethis private clinic becauseof my laoxiang, he said that the
treatment costs in this clinic were very cheap. (Mrs. Yang)
Many of the clients in my dental clinic are laoxiang from Zhejiang Province.
Some of the clients come herefor treatment because they were introduced by
their laoxiang, because they think that my skills are very good, so they
recommend my clinic to their laoxiang. (Mrs. Wang, a dentist in an illegal
private clinic)

5.4.3 Delays in Getting Help When Suffering Medical Emergencies
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As statedby some scholars (Berkman and Breslaw, 1983; Cohen and Syme, 1985),
the availability of support can be said to constitute various kinds of supportive
resources that flow through the social network, and the social network provides
assistanceand material resourcesthat are neededto cope with difficulties or stress.

Althoughthe extentto which the migrantsgain help throughtheir social networksis
important,once they experienceillness, the practical assistanceprovided for their
medicaltreatment,is normally narrow,comingfrom the restrictedrangeof their first
andsecondsocialties.
WhenI had just settled down and started to work in Beijing, I did not have any
relatives and friends in Beijing and did not get in touch with any laoxiang at
that time. I rememberthat someyears ago, I sufferedfrom a seriousfever and
diarrhoea, I stayed in bedfor three days, and nobody took care of me. (Mr.

Wu)
Given the fact that migrants and their urban neighbours belong to different social
segments,the latter in theory should not be treated asa part of the social networks for
the former, so when they have medical emergence, although they can get some
assistancefrom their limited social networks, sometimeswas delayed.

I recollectthat in 2002,my wife and my son almost lost their lives. Whenwe
lived in a small bungalowwith poor ventilation,we usedhoneycombbriquette
at that time, and my wife and my songot carbonmonoxidepoisoning.Thanks
to the Mid-autumnFestival on that day, my work unit gave us somefestival
stuff and I broughtit home.On arriving homeI found my wife and son lying
on the ground and they seemedto be at death's door. I was really frightened
by this. I knockedat the door of
my neighbourfor help, but they did not
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answer, although I saw that their light was on. They (being native) usually
regarded us as outsiders and did not speak with us...Fortunately my nephew
lived nearby. I found him and we got a platform lorry, we sent myfamily to the
hospital... It was a bit cold during the Mid-autumn Festival, my wife and son
came to their sensesbecause of the coldness. We hurriedly sent them to the
Xuanwu Hospital, andfinally they got well. Oh, it was very dangerous and an
experiencethat 1 will rememberall my life. (Mr. Shi)

5.5 A Channel to Mediate against Medical Emergencies

As discussedabove, the social networks of migrants may lead to some constraints on
their health and health service access.But on the other hand, it can also be a channel
for migrants to get assistancefor their health care, especially when they lack savings
or face financial difficulties.

5.5.1 Financial Difficulties and Health Services Seeking Behaviour

Many health care problems of migrants, to some extent, are due to their lack of the
ability to enjoy or make good use of the existing health services. For example,
according to a survey of migrant women in Jiading District of Shanghai, although
nearly 80% of the migrant women hoped to have reproductive health checks regularly,
only 17.3% did so and 55.5% did not know where they could obtain help regarding
family planning (Zhang, 1999: 56).
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The practical reason for the lack of health services seeking behaviour is migrants'
financial difficulty. Very few migrants have accessto financial assistancefor medical
treatment. Some casescan be found from previous research.In a survey conducted in
Chengdu City (Sichuan Province) and Shenyang City (Liaoning Province), not one
single migrant had medical insurance (Guan and Jiang, 2002: 258). Guan and Jiang
(2002) reported that migrants could only afford about 100 RMB Yuan for medical
treatment a month. According to the surveys carried out in 2000 and 2002,46% of
respondentshad been ill during their stay in Beijing, 17% more than three times.
Despite this, a full 93% had not received any payment for their medical expenses
from their employers (Huang and Pieke, 2003). The economic polarization within the
society and lack of social security system makes the poor more vulnerable in terms of
affordability and choice of health provider (Shaikh and Hatcher, 2004; Nyamongo,
2002; Asenso-Okyere, 1998). Financial difficulties not only exclude people from the
benefits of the health services system but also restrict them from participating in
activities that affect their health, resulting in greater health inequalities (Shaikh and
Hatcher, 2004).

Due to the financial constraints, access to modern health services is a problem for
many migrants. One consultation for a minor problem such as the cold in a large
hospital in Beijing may cost 500 RMB Yuan, almost one month's salary for some
migrants. One migrant drew on his experience of spending 3,000 RMB Yuan for
treating his grandson's fever and said that he would rather die than go to large
hospitals (Guan and Jiang, 2002). Giving a birth in a large hospital in Beijing costs
several thousands of RMB Yuan, far beyond many migrants' earning capacities.
According to a survey of migrant families in Haidian District, Beijing in 2000,20%
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laboured at home rather than in hospitals, and surprisingly, among them, 22%
delivered babies in their dwelling places in Beijing (the rest delivered in their
hometown) (Ketizu, 2000). Financial difficulty also forces some migrant workers to
stop their treatment even after they are sent to hospitals in emergency. For a case in
point, in 2002, fourteen migrant workers in a suitcasefactory in Beijing were sent to a
hospital by the local government when they were found to have severe benzene
poisoning. But more than 10 checked out soon afterwards due to their lack of money
(Xiao, 2002). The Department of External Injuries in Guangdong Province People's
Hospital receives about 200 migrant workers a year and more than one third of them
cannot pay the bill after their treatment. Some hospitals now simply refuse to receive
migrant patients (Cheng and Wen, 2002).

According to this study, the lack of access to financial help and proper treatment
forces migrants to adopt some very unhealthy reactions when falling ill, particularly
to those who in the second and third strata. Upon falling ill, they will typically wait
and see in the beginning, hoping the illness would go away by itself. If the situation
getsworse, they will go to small pharmaciesto buy medicines according to their own
medical knowledge. Only when the illness becomes unendurable will they visit
hospitals, by which time, the disease may have already become very serious. For
example, gastric ulcer is a common disease among the migrants interviewed. But
migrants often buy painkillers when experiencing stomach-aches,and the gastric ulcer
is subsequentlyexacerbateddue to the delay in treatment. What is worse is that since
migrants are young, in some cases they are able to endure the illness for the time
being, but thesemay develop into seriousillness when they
get older.
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What compounds the situation is the rapid commercialization of medical services in
China. Over the last decades, costs in medical treatment in China have risen
dramatically but the quality and efficiency of services are not improved, or even
getting worse (Hu, 2001). Large hospitals often have their own pharmacies or are tied
with pharmaceutical companies, and a sale of medicines to patients is an important
source of profits for hospitals. In many cases doctors are given kickbacks by
pharmaceutical companies for prescribing more medicines to patients. As a result,
over-prescription becomes endemic. Hospitals and doctors also often conduct
unnecessarybut expensivetests for patients. Deducing from the data of this study and
other research mentioned above, one of the most urgent tasks in urban state health
system right now is to reform health services management in order to provide
affordable medical services to the majority of the population, including migrants,
which may be more important than building a comprehensive new medical security
system.
The migrants in this sample were asked to signify any support available from their
networks when they faced health problems, then to indicate the extent to which the
memberscould be relied upon. The evidence suggeststhat the kinship-based group is
the most important, and then the migrant friends and fellow villagers, from which one
can drive money, i. e. financial support, and emotional support. In view of the
financial obstacle and shortage of savings among migrants, especially those who
belong to the second and third strata, I will start my discussion from the issue of
savingsand then move to support availability.

Savings-sourceof health services?
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In the sample,twenty participants had savings, which they used for whatever actions
neededto be taken; wher easthe other eleven participants did not have savings. In fact,
the latter group did not produce savings directly from working income. Most of the
migrant participants from the secondand third strata have very limited savings or no
savings at all. According to the findings from this study, the primary use of the
savingstakes two forms: the first form (fourteen participants) is to cope with a variety
of future emergencies. Examples are: purchase of personal or household items,
sendingmoney home in the countryside. However, there were not enough savings left
to meet a medical emergency.If any family memberswere sent to hospital, the whole
family would encounter severe financial difficulties with medical treatment. The
situation was more serious if there was an urgent need for an operation. The second
form is that six participants spend the money directly in the payment of their
children's tuition fees. In the interviews, a common explanation for the use of the
savings was to pay for the tuition fees of their children. However, the school often
requires much larger sums of cash than they can handle, especially for migrants with
their children in higher education.
My son is studying at a university in Sichuan and will graduate after two years.
The tuition fees are too expensive.I try to save some money every year from
this small businessfor thepayment of my son's tuition fees. (Mr. Zhu, a owner
of a small knitting shop, a secondstratum migrant)
In both cases,the ownership of available savings can help to reduce financial risk but
the assistanceis limited.
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As seen above, there was a limit to the amount of income that the migrants can
generatefor health problems. The limit derived from the form of small business,and
manual work which usually pursued by normal migrants. Just becausethey were not
able to increase disposable income through their jobs, they attempted to increase
savings by reducing expenditure on various items. However, these activities in fact
could not help to eliminate the practical challenges of medical costs. As the medical
costs usually require a large amount of money, the small savings that a majority of
migrants made through expenditure-centred strategies could not meet the cost of
medical treatment.
The data from fieldwork in this study demonstratesthat among the participants, for a
number of them (n=18), they avoided medical treatment due to their financial
difficulties. Overall, the migrants used quite a small subsetof activities in attempting
to replace the costs of hospital treatment, which can be largely classified into three
groups: going without necessarymedicines (n=10), taking medicine sent by relatives
or migrant friends (n=6) and refusing to seek care (n=2). The most common activity
that the migrants took was the first item: going without necessarymedicines. This was
not a preferred option but one that they took in practice due to the heavy financial
burden of medical treatment. All these activities were basically related to the
seriousnessof financial difficulty and lack of savings; it is too expensive for them
either to go to the pharmacistor to see a doctor in public hospital, which in turn leads
to them declining hospital treatment.

From the survey at DengcunVillage, there were different understandingsof health
and illness (this will be discussedin detail in ChapterSix). One sixth of participant
did not regard cold or headacheas illness, becausethey thought these
could be

160

endured. If they got serious work-related injuries, or very serious diseases,such as
illness needing stay in bed, they finally sought medical treatment. Due to the financial
difficulties, many of them usually took two choices: the first is going back to their
home villages for treatment, and the secondis borrowing money and getting treatment
in the urban area. Mrs. Zhou is one case in the sample in that she got back to her
home village for medical treatment.
Nowadays, the costs of medical treatment in Beijing are too expensive. I do
not worry about cold and minor injuries such as scars. I can endure it. But the
problem is that I cannot do anything with severe disease...last year my little
son suffered pneumonitis, I brought him to our home village of Henan
province for treatment as the cost there is much cheaper than in Beijing. (Mrs.
Zhou, a vegetablepeddler, a third stratum migrant)

5.5.2 Borrowing Money

In this section,the discussionwill look at the ways in which the respondentsborrow
money.Money is really somethingthat needsto be considered,for most rural-urban
migrantsit cannotbe detachedfrom everydaylife. In particular,it is a critical needfor
thosewho do not havea stableregularincome.
In this study,the optionsfor money-borrowingwhich aretaken into considerationby
migrantsare: the lowest possibleinterestrates, flexibility, loan terms, and money
from family members,relativesor friends.Peopleare muchmorecomfortableasking
for money from family members and relatives. For twenty
participants, family
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membersand relatives were seento be willing to lend money when asked. Of course,
borrowing can be dangerous;relationships can be ruined if people are still in financial
difficulties when it comes to the time to pay it back. If they borrow from relatives or
friends but fail to pay them back, they could lose their relationship, friendship and
further support. To avoid the emotional strain on the relationship, there should be a
kind of trust between two agents in relation to the situation. That is why keeping a
good relationship is the key to successfulmoney-borrowing from close acquaintances.
Despite this potential danger, the participants revealed that they still preferred to
borrow money from their family members, relatives, migrant friends and laoxiang
when they needed money for medical treatment but lacked savings. The findings
show that there is a sequence of people from whom they can borrow money.
According to the data, family members or relatives are their first choice, 20
participants chose family members and relatives for financial help, while nine
participants chosetheir migrant friends or Laoxiang.

Borrowing money?I will certainly askfor helpfrom my closestrelatives in
Beijing. I havea nephewin Beijing. I will turn to himfor help if I needmoney
for seeing a doctor or medical treatment.I think only family membersor
relativescanbe relied on during a crisis. (Mrs. Guo)

The caseof Mr. Fan,below, indicatesthat laoxiang also plays an importantrole for
for their medicaltreatments.
migrantsin gettingassistance
I have been working as a pedicab driver in Dengcun Village and the
Dahongmenareafor around 10 years,I fell ill
with rectoceleand strainedmy
lumbarmusclesbecauseof this manualwork. This ill health has
preyedon me
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for years, and when I was in great pain, I only visited the private illegal clinic
for pain-killers because of cheaper charges there 1 do not have any friends
...
who are urban residents in Beijing and my social circle is limited to relatives,
migrant friends and Laoxiang (migrants who are from the same village,
county or province). I think that discrimination against migrants is still
common in Beijing, and believe that the social networks among migrants are
very important for living, including health care access.For example, a few
years ago I borrowed some money from my Laoxiang and bought a motor
tricycle for this business,and when I need medical treatment but lack money, I
usually seekfinancial supportfrom my migrant friends. (Mr. Fan)

5.5.3 Emotional Support

Another aspect of support availability when coping with ill-health is emotional
support from their social networks. The perception of emotional support among the
interviewed migrants can be shown as reducing the feelings of isolation and insecurity
and enhancing the feelings of integration and well being. The migrants in the sample
perceived that both family members and relatives could be relied on to provide
various forms of emotional support, such as encouragement and comfort from their
brothers and sisters. It also appearsthat the feelings of security and belongingness
provided by family members and relatives might have maintained the moderate state
of mind of those participants who were exposed to the risk of social exclusion. This
finding suggeststhat social networks, which have the effect
of being encouraging,
affirmative and constructive, must be very supportive to the participants in alleviating
ill-health and keeping them from social exclusion. It is
quite consistent with Wellman
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and Wortley's (1989) statement that highly interconnected networks, especially
kinship-dominated networks have a number of advantagesbecausethey may foster an
intense social support system, thereby reducing the feelings of isolation and
decreasingthe risk of relapse.
Moreover, from the participants it can be seen that not only the kinship relationship
can provide emotional support, but support can also be available from a group of
people outside of a kinship relationship. In the case of Mr. Shi, emotional support
from outside a kinship relationship is also an important help in his restoration to
health.
I remember that I got a serious health problem, pleurisy, in 2004,1 received
an operation in the Tiantan Hospital in Beijing and spent almost ten thousand
RMB Yuan at that time. I borrowed some moneyfrom my laoxiang to pay for
this treatment. During that time, I had to stay in bedfor two months. My wife
gave me much emotional support and she covered everything including
housework. Besides,I normally kept on good terms with my employer, and he
gave me kind help during my illness. He visited me and promised that he
would keep myjob open until I got well. My employer's support made mefeel
good and also helped me to get better sooner. (Mr. Shi)

5.6 Conclusion

In conclusion,the studyhighlightsthe natureof social
networksandthe findings also
highlight that socialnetworks,althoughhelpful,
are limited given that they arebased
on small kinship and friendship networks. The findings indicate that the social
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networks resemble a double-edged sword to rural-urban migrants in terms of health
care access.The fact that the migrants lack savings may not be the sole and essential
reasonto make them extremely vulnerable in times of illness. Some migrants, who are
in financial difficulties though, may have some assistance,including financial support
and emotional support from their social networks. But on the other hand, the
assistancefrom social networks on their health and heath care accessis limited, not
only becausetheir social networks is limited, but becausethe social networks should
not bear the responsibility to support the health services accessof migrants, similar to
or more than the state and migrants' employers.
It is viewed that the social network among migrants is formed by several factors,
which include the Hukou system, unfair treatment and discrimination from urban
residents and organizations, and discriminatory policy implementation by urban
administrative officials. These factors will exist for a long time. In recent years, many
people have urged the Chinese central government to abolish the Hukou system,
however, this does not seem to be possible at present, in my opinion, for two
important reasons:firstly, the disparity of rural-urban income still exists, and the gap
is getting wider. In such a situation, it is likely that a large scale of rural people
will
continue to drift to the urban areas. Secondly, the ongoing trend of closing down
state-ownedenterprises will result in a large number of unemployed urban residents
(Wong; Li; and Song, 2007).
One way suggestedto improve the lives of migrants and protect their rights is to
organize them and help them to be involved in effective networks of support. As
stated by Zhao (2000), there are various types of informal mutual-aid organizations
being run by migrants. Some of these organisations
are economically oriented (e.g.
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informal organisationsfor migrants in the transport and loading industries), and some
are socially oriented (e.g. fellow villagers, kinsmen or relatives). Apart from
satisfying basic material needs, such as food and housing, these organisations
facilitate the collection and exchange of information and provide a sense of security
for migrants. At the current stage, some of these organisations are loosely operated,
and they can be a sensible alternative for the central and local governments to care
better for the migrants. If the government can guide and prompt the development of
these organizations, they can substantially help the migrants with regard to health
servicesin the city.
In regard to the aspectof governmentaladministration, rural-urban migrants should be
incorporated into the urban neighbourhood of the community where they live.
Considering their floating characteristics, registration with the neighbourhood
committee at the grassroots level is necessary. And the registered neighbourhood
committee should play a more active role and should integrate migrants into the
whole local community.
To broaden the social networks of migrants, it is a practicable idea to get them
covered by the community-based medical services. As a part of social network, the
community-basedmedical servicescan be a new meansfor health support to migrants.
With the development of grass-roots public hospitals25in residential communities,
comprehensive preventive services and treatment for common and minor diseases
within the neighbourhood can be provided to all the registered residents, including
migrants.

25In somecommunities such
as ... Districts in Beijing, the small public hospital is also named as `community
medical servicesstation'.
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Chapter Six

Understanding of Health-related Issues: Health Constraints
among Migrants?

6.1 Introduction

Having analysing the health constrains in terms of social strata in Chapter Four, and
the role of social networks in health in Chapter Five, the central concern of this
chapter is to understandmigrants' health and health care from the migrants' point of
view. Although there are a few studies on the health-related issues of rural-urban
migrants, such as Liu (1996), Chen (2001), Shi (2004), Fang (2006), Zhang and Tan
(2006), Lin (2007), and Chen and Yang (2007), most of their interest is concentrated
on medical analysis and education (has been discussed in Chapter Two). Very little
discussion has been done to explain the impact of the internal factors of migrants
themselvesand the external factors of their social environment on the issues of health
and health care from the migrants' point of view.

Someprevious studiesfocusedon the influence of health understandingon health
behaviour.Rosenstock's(1974) Health Belief Model (HBM) proposesthat people
will changetheir health behaviourundercertaincircumstances
and stressesthe useof
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individual attitude and belief to explain and predict various health behaviours. Rogers
(1996), based on HBM,

discusses health behaviour from the perspective of

motivational factors. His theory proposes that the relevant information about health
threats from environmental and individual sources trigger two cognitive processesin
individuals: threat evaluation and response evaluation. In the 1970s, Fishbein and
Ajzen (1975) presentedthe theory of rational behaviour or planned behaviour, holding
that people's performing of certain behaviours is basedon rational thinking, people's
motivation of behaviour dependson a series of reasons,and individual's motivational
factor shapesthe performing of certain behaviour. The "theory of planned behaviour
(TPB)" is the main theory of improving health behaviour at present, which evolved
from the "rational behaviour model". It introduces behaviour control variables and
develops into "expanded theoretical model of rational behaviour", and is also called
"theory of planned behaviour (TPB)". However, these theories seem to put all the
responsibility on individual failure of health understanding, and I will argue that for
understandinghealth and health care, we can not simply depend on the individualist
approachessuch as the Health Belief Model, more socio-economic approaches,which
understandhealth and the use of health services from a broader vision of economic,
social and policy constraints, should be adopted aswell. In this study, I will argue that
although the discussion is basedon the migrants' point of view, migrant's health and
health care should still be comprehended from the contexts of social and economic
environment.

In this chapter, basedon the first-hand findings from interviews, empirical description
will provide a clear and full-angle introduction to migrants' understanding of health
and health maintenance,and discusswhether the migrants' understandingof health is
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in the same level or not. And the further analyses will try to fill in the blank of
previous research.I will analyze the internal factors of migrants themselves, and the
external factors from the social environment, which include their conception of
traditional culture, weak capability of accepting information, exclusion from the
social system and the possibility of health participation, exclusion from social
networks and obstructed channel of health maintenance, exclusion of crowd
psychology. I would like to point out that the external factors actually impact heavily
on migrants' understandingof health and health behaviour.

The results of migrants' understanding of health related issues from the interview
include their understandingof health and their understanding of health maintenance.
In this research,the understandingof health among migrants is categorized into three
sub-sections: understanding of the connotation of health, understanding of the
importance of health, understanding of health forming, and understanding of disease
spreadingroutes. The understandingof health maintenanceincludes the understanding
of the ways of disease prevention, self-health demand status, concept of selfconscious participation in health maintenance, health service choices, and accessto
public health services.

6.2 Understanding of Health

6.2.1Understanding of the Connotation of Health

A commonly adopteddefinition of health is in the World Health Organization's
Constitutionas `a stateof completephysical, social and mental well-being, and not
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merely the absence of disease or infirmity'.

Thus health `is a positive concept

emphasizing social and personal resources as well as physical capabilities' (WHO,
1946). A healthy person needs to maintain healthy habits such as taking regular
exercises and adequate rest, adopting a high level of personal hygiene, eating a
nutritionally balanced diet, abstaining from the abuse of drugs and alcohol, taking
care of one's mental well-being and developing social skills to interact in a positive
mannerwithin society. To be healthy is to be in a state of homeostasis(balance) with
one's surrounding: to avail oneself of the advances of medical treatments and
preventive measuressuch asimmunizations which further boost one's health.

In this study, the concept of health above is utilized to reflect the rural-urban
migrants' understandingof the connotations of health. The results from the interviews
show that, among all thirty-six respondents, some (n=7) think that health means
"being stronger and spirited"; some (n=6) accept the viewpoint that health is "strong
immunity without illness"; some (n=10) hold that health should refer to both physical
and mental health; others (n=13) agreewith the idea of "health in physical and mental
being and social adaptation". In view of this, while many migrants still hold that
health means relatively normal physiological function, psychological and social
adaptation are part of most of the other migrants' understanding of health, In many
cases,from respondents' perspectives,the individual's health condition is sometimes
uncontrollable by the individual and his/her family, and in addition to the individual
factors, their health level also dependson the
external social environment to a great
extent.

6.2.2 Understanding of the Importance of Health
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As for the importance of health in the understandingof migrants, the study shows that,
amongthe respondents,most (n=26) believe that health is very important; some (n=8)
hold that health is important; and one and other one respectively choosethat health is
not so important and that health does not matter. The point of view that health is very
important is mainly from following three points:

For their Business
Obviously,health meansmuch to the migrantsbecausethey are deeply concerned
aboutthe chancesof working andmoneymaking which might be affectedby illness.
An interviewexemplifiesthe results:

Health is very important to us because in our business, we must open the
shops before 7 a.m. and close them at 3 a.m. One without a strong body
cannot keepon doing it. (Mr. Wang,an owner of a printwork)

For Their Well-being
Migrants think that health is very important becausethey feel some serious diseases
seriously affect their happinessin life.

Mrs Sun (a stall peddler of socks):I sufferedfrom cerebralthrombosistwo years
ago, asyou know,that was a fatal disease.It was a major blow to me,after
the treatment,I feel it is very importantto havea healthybody.
Interviewer: Youpaid treatment by yourself? And did you claim some back, such
as from medical insurance, or from the new Rural Cooperative Medical
Scheme(RCMS)?
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Mrs Sun: I spent 6700 RMB Yuanfor treatment at the General Hospital of
People's Liberation Army (PLA) in Beijing, and paid by myself That was a
fatal disease,and I had to seek treatment here. I do not have any medical
insurance in Beijing... the new Rural Cooperative Medical Scheme?I do not
know that at all, actually nobody told me about that.

For Their Family Life

Another understandingof the importanceof health is from the influence over their
families' daily lives.
I had hepatitis previously which brought much inconvenience to my daily
life with myfamily. I was worried that this infectious disease would transmit
to my wife and children. I was very careful even did not eat together with
them. (Mr. Feng, a construction worker, suffered from the acute illness that
can be treated but the subject remains weaker-hepatitis)

6.2.3 Understanding of Health Forming

The findings show that there is some link between the understandingof health
forming amongmigrantsandtheir individual experiences.Here below arethe

causes

andtypesof diseasessufferedby the migrantparticipantsof this study:

From Work (n=10)
As discussed in Chapter Four, poor working condition of
migrant is a main reason
leadsto health problems, such as:
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" Chronicillnessthat canbe treatedtemporarilybut may reoccur(for instancein this
study,strainof lumbarmusclesandgynecopathy)
" Acute illness that can be treated and a full recovery can be made (for instancein
this study, slight industrial accident)

" Recurringoftenweaknesswithout any diagnosedillnesses

From Infection (n=8)
Poor living conditioncantransmitdiseaseor causeinfection,suchas:
" Acuteillnessthatcanbe treatedanda full recoverycanbe made(for instancein
this study,badcold andflu)
" Acute illness that can be treated but the subject remains weaker (for instancein this
study, hepatitis, pleuritis)

From Lifestyle (n=7)

Migrants' lifestylesarealsoa reasonfor illness,suchas:
" Chronic illness that can be treated temporarily but may reoccur (for instance in this
study: pharyngitis, chronic stomach trouble)

From Heredity (n=3)
Somemigrant'sillnessesarefrom heredity,suchas:
" Chronicillnessthatcanbe treatedtemporarilybut may reoccur(for instancein this
study:hypotensionandhypertension)

In this study,migrantsunderstandclearly the importanceof their behaviourin terms
of health forming as their individual experiencespush them to pay attentionto the
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issue. Many participants suffer from the diseasesbecauseof their occupations, poor
working conditions and unhygienic living environment, and they believe they need
more aids and education from the government and society to get some protection and
improvement. Apart from that, among the thirty-six respondents,most of them (n=22)
believe that daily lifestyle and habits play an important role in the improvement of
health; five and four respectively think that health forming mainly dependson body's
developmental cycle and physical exercise; and three and two respectively hold that
health is determinedby medical level and innate physique.

When it comes to the six particular items relating to health conditions, namely, paying
attention to food and drink, guaranteeing sleep quality, living regularly, having
physical exercise,taking nutrition drugs, making time to attend to health maintenance,
amongthe respondents,twenty-eight prefer the first four items to improve their health,
and only one chooseshaving no time to attend to health maintenance.

However, as a matter of fact, many migrants feel difficult to take their understanding
into practise as the heavy burden from lives has occupied most of their attention and
energy. In this study, very few migrant respondentshave ever taken any active action
to search for the information of disease and infection prevention, and they usually
show passiveattitude on it. Very few respondentsin this study do physical exercises
regularly although they think it is good and necessary. Poor condition and severe
status quo have actually constrained them from getting substantial improvement
despitethe clear understandingof health forming they have.

6.2.4 Understanding of Disease Spreading Routes
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There are concerns that migration may raise the risk of disease epidemics. The
problems with disease causedby the conditions in rural areas may be easily spread
with migrants floating as carriers, as the remaining restrictions from the household
registration (Hukou) system have limited the opportunity for permanent settlement of
rural migrants. As a floating group of population, such floating may be identified as
one of the most dangerousrisks of epidemic factors (Hansen,2001; Zheng and Lian,
2005; Holdaway, 2008). So the understanding and awarenessof infectious diseases
amongmigrants are important.

When discussing the understanding on health knowledge, this study focuses on the
understandingof diseasespreadingroutes. The results show that the level of migrants'
knowing about communicable diseasesis generally low (Table 6.1). One respondent
replied:

I also know our migrants are vulnerable to communicable diseases,but we
don't have the relevant knowledge, and nobody ever told us about it. Since
there are so many communicable diseases,it is uselessto get known about
them. I think a little attention will help us avoid the attack of communicable
diseases.(Mr. Zhang, an employeeof afurniture store)

The lack of knowledge of communicable diseases directly affects people's health
condition and increasesthe risk of getting sick. Consequently, the top priority should
be the popularization and education of the knowledge of communicable diseases
among migrants, so as to help this group master the relevant health knowledge. The
local government should play more active role to meet the
shortfall. Health education
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among migrants should be given more priority since it can have effects on migrants'
health status (Xiang, 2005). For instance, when the participants were asked whether
they have received the "Beijing Citizen Handbook for Emergency Events"2b, which
were published in 2006 and were distributed free of charge to Beijing residents by the
Beijing Municipal Government, none of the interviewed migrant has received this
handbookfrom the Neighbourhood Committee or District government.

Table6.1

Awarenesson diseasespreadingroutes
Absolutelycorrect
Number

Partially correct

Percentage Number
(%)

Completelymistaken

Percentage Number
(%)

Percentage
(%)

Tuberculosis

0

0

16

44.5

20

55.5

Hepatitis

0

0

21

58.3

15

41.7

Dysentery

7

19.4

25

69.5

4

11.1

AIDS

2

5.6

10

27.8

24

66.6

Avian Flu

4

11.1

29

80.6

3

8.3

Cold

31

86.1

4

11.1

1

2.8

Note: (1) The interviewees were asked about the disease spreading routes through
multiple-choice question. For example, the spreading routes of AIDS, there are three
means of transmission including sexually transmitted, blood transmitted, and
maternal-neonataltransmission. The results were developed according to the choices
of respondents.

(2) `Completelymistaken'includesthe answerof `Do not know'.

26From April 2005, the Emergency Office
of Beijing Municipal Government organized relevant Departments and
experts to compile `Beijing Citizen Handbook for Emergency Events '. This handbook divides emergencies
including infectious diseases, into 12 topics and 62 sub-topics. And it
aims to offer Beijing residents with
knowledge in first aid, prevention of disaster and diseases.
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6.3 Understanding of Health Maintenance

6.3.1 Understanding of the Ways of Disease Prevention

As for the understanding of the ways of disease prevention, among the thirty-six
(n=10)
respondents,more than one half (n=20) prefer strengthening awareness;some
think cutting disease spreading routes; a few (n=4) think isolating patients; and two
prefer other ways.

I think, for us, it's enough to know some serious diseasessuch as AIDS, etc.
Wehave not paid much attention to others. We are generally uneducated,so
we don't need trouble to worry about them. The government should be
responsiblefor communicable disease control, and we ordinary people only
needto pay a little attention. (Mrs. He, a shoeshiner)

In this study, most of the migrants have not well learned of the transmission routes of
some common communicable diseases,and in fact, cutting transmission when the
understanding of the spreading routes is not clear does not give full play to the
preventative measures.In addition, migrants' poor living and working environment,
where the potential troubles related to communicable diseases are hidden, is the
decisive factor for contact with communicable diseases.In the meanwhile, the work
units and governmental organizations should adopt more series of countermeasuresin
diseaseprevention.

6.3.2Health Needs
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In this study, the approachesfor migrants to get health for themselves are taken down
and fall into demandsfor health education and health services.Among 36 respondents,
most (n=29) think that it is necessaryfor them to receive health education; few (n=6)
think it is not necessary;and one shows indifference. Among them, six hope to learn
about the knowledge of preventing communicable diseases; nine hope to get the
knowledge of food safety; eight of preventing chronic diseases;seven of rational diet;
and six others. As for the channels to obtain health knowledge, also most half
migrants (n=15) prefer TV, which is regarded as the most influential means of
popularization; some (n=11) choosethe distribution of paper materials and two hope
to get the knowledge via newspapers,and eight choose courses of instruction, which
are easily understoodand acceptedby the migrants with little educational background.

Moreover,as for the demandsfor health service,most (n=33) of the respondentsfeel
the needs for health services; only two think it is unnecessary;and one shows
indifference.Meanwhile,in explaining the needsthey feel, half of the participants
hopeto get regular free-of-chargemedical examination;some(n=11) hope to have
health insurance;six hopeto be offered free medicine;and one needsbasic medical
service.

I would be relieved to get regular free-of-charge medical examinations. Two
years ago, the government organized a free-of-charge medical examination
for us, but it was very limited to a few simple items such as taking blood
and
the like. Now I would not like to do so becauseI don't see its value. I hope
the government can offer more and regular free medical examinations. (Mr.
Li, a chef in a restaurant)
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In the survey, hardly any of the migrants have access to financial assistance for
medical treatment. Almost all the interviewed migrants do not have any health
insurance;only one man out of the total participants has health insurance in Beijing.

I am working as a maintainer in a state-owned network corporation. I got
this job through one relative in Beijing. My work-unit buys insurancefor me
every year, and according to the contract, the cost is deducted from my
salary. (Mr. Shi, a maintainer)

As to the migrants without health insurance, the excessively high chargesof insurance
premium make more than half of them feel difficult to afford it with their relatively
low income; some think that medical insurance is only for city residentsand they thus
neglect it; a few think that the insurance is not important at all so they have no
intention of buying it.

Of course we need health services and would prefer to have health
insurance and regular free-of-charge medical examination. Presently, we
don't have any insurance and, as a matter of fact, some insurance may not
be usefulfor us. Becauseof having no fixed job, we have to buy insurance by
ourselves. Therefore, if we buy insurancefor the whole family, we have to
spenda lot of moneyon it. (Mrs. Sun,a stall peddler of socks)

It can be seenthat migrantshaverelatively strongwill for health maintenanceand a
certaindegreeof awarenessaboutbeing insured,but they do not enjoy the necessary
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health servicesdue to their own realistic concern or other reasonsfrom their situation
and social environment. They are unwilling to buy health insurancebecausethey have
to afford a part or the whole of the insurance expense.In view of this, regular free-ofcharge medical examination offered by the government is deemed as an effective and
beneficial way for health maintenanceamong migrants. However, migrants have more
demands on the items of free medical examination offered by the government, not
merely confined to the simple examination (such as just taking blood for hepatitis
test).

6.3.3 Concept of Self-conscious Participation in Health Maintenance

Smoking

In this study, the findings on the migrants' concept of self-conscious participation in
health maintenance show that twenty of all the thirty-six respondents smoke, and
among the nonsmokers,two smoked in the past and has quitted smoking. As to the
reasonfor smoking, some (n=8) replied that they felt stressful, bored and also because
they were separatedfrom their families. The main reasonfor quitting is that smoking
is not good for themselves and their families, and not good for their domestic
economy.As one participant mentioned,

I got the problem of pharyngitis becauseof smoking, so I stop smoking
and
also could save some money. (Mr. Zhang, an employee of a furniture store,
suffered from the chronic illness that can be treated temporarily but may
reoccur-Chronic pharyngitis)
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Food and Drink

In respectof food and drink (table 6.2), male migrants prefer eating to fill themselves,
while female counterparts pay more attention to nutrition, which indicates that the
female may be more careful than the male in terms of choosing food and drink.

Table 6.2
Food and Drink

Taste (n)

Nutrition (n)

Appeasing

Indifferent (n)

hunger (n)

Men

4

2

10

3

Women

6

7

3

1

Total

10

9

13

4

Note:With respectto the diet, the intervieweeswere askedto sortorder amongfour
choicesaccordingto concern.

It is noteworthythat in this study,comparedto the migrantsin the secondandthird
strata,migrantsin the first stratumaremuchmoreconcernedandcarefulfor healthy
dietthanthosein the secondandthird strataare.
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Although I am usually very busy on my garment business, I pay much
attention to guarantee my healthy food, including the nutrition of my
child's food, because I know the healthy diet is very important to our
health. I do not care how much money to spend, the health is the most
important. (Mrs. Bai, a boss of a garment business,a migrant in the first
stratum)

I know healthy food and proper nutrition are very important, but I really
can not pay more attention on those, after I pay the rent and send some
money back to my family in the home village, I do not have much savings
every month. (Mr. Song, a security personnel, a migrant in the third statum)

Physical Exercise

The findings about willingness to have physical exercises reveal that, because
migrants mainly consist of young and middle-aged people, in general, they have needs
for physical exercises which, however, are hardly satisfied. Among all the 36
participants, more than one half (n=23) never take any physical exercise, The data
indicate that among these twenty-three migrants, thirteen and eight respondents who
don't take physical exercise respectively choose having no time and being unable to
afford it, and two note that their working is actually a kind of physical exercise and
they seldom take extra physical exercises. In sum, long working time is possibly an
influential factor in weakening migrants' motivation of taking physical exercises. In
physical exercise, one finding is that the migrants in the first stratum care more on it.
As describedby somemigrants:
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As the saying is, `thebody is the capital of revolution', so I try to find some
time after my business to get physical exercise. I bought the swimming
card and fitness card in my residential district. (Mr. Xia, a boss of shoe
business,thefirst stratum)

Currently, I attend little to my body. That is mainly becauseI have no time. I
have to do accounts after a whole day of working. If I have extra time, I'd
like to do physical exercise, becauseobesity is not good. (Mr. Zhang, an
owner of a small shop, the secondstratum)

The reason is just shortage of money, whenever you go in Beijing, you need
to spend money. Since I came here, I have never been to any scenic spot,
such as the SummerPalace, becauseyou will be chargedfor the entrance. I
have been to the Tiananmen Square sometimesas it is free to access there.
(Mr. Fan, a pedicab driver, the third stratum)

I'd like to practise yoga in gymnasium, but it cost sa lot and I have not
enough time either. (Mrs. Guo, an owner of a barber shop, the second
stratum)

SpendingSpare Time

The interviewsalsoreveal problemsregardingwhat one

could do during sparetime.

Aroundthreefourth (n=27)participantsrespondedthatthey
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neverwent out after work.

Many (n=20) reported that they were usually exhaustedand wanted to take a break.
Most of the interviewees (n=30) did not want to spend money on socializing. Reading
newspaperswas one of the most popular activities as it was not difficult for them to
find second-handnewspapers. Sometimes they also rented second-hand books, and
books were shared among laoxiang (fellow-villagers). When they occasionally met
friends outside work, the main activities were wandering in the street, chatting, or
playing cards. Only one respondent among participants went to internet bars and
played computer games regularly. In general, they were not willing to spend money
on leisure-time activities, including physical exercises.

6.3.4 Health Service Choices

In this study,of all the thirty-six participants,ten did not take any treatmentwhen
falling ill andtypically, they would wait andsee,hopingthe illnesswould go awayby
itself. Eight of the migrants choseself-medicationbecauseof the low costs. And
althougheighteenmigrants soughttreatment,ten choseillegal private clinics. The
findings also indicatehow the migrantsuse medical servicesfor illness. If they get
minor ailments,for instance,a cold or headache,generallythey buy medicinefrom a
pharmacy.If they areunableto treatthe illnessthemselves,for a cheaphealthservice,
their first choiceis to go to a privateclinic, followed by a small public hospital,thena
city levelhospital.In DengcunVillage, therearemanysmall privateclinics which are
all illegal. Many migrantsare mainly attractedby the private clinics becauseof the
low pricesthere. The high costs of public hospital services
make their use by the
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migrants prohibitive. More details about the private clinics were discussed in Chapter
Four.
In addition to the financial constraints, the different feelings on diseasesalso affect
the health services choice among migrants, for example, some migrants especially
from the secondand third strata, regard serious industrial accident and sick staying in
bed as illnesses, cold and headache are not illnesses at all. But to some migrants,
especially from the first stratum, they look upon common cold and headache as
illnesses.
The economic polarization within society and the lack of a social security system
makesthe poor more vulnerable in terms of affordability and choice of health service
providers (Shaikh and Hatcher, 2004; Nyamongo, 2002; Asenso-Okyere, 1998).
Financial difficulties not only exclude people from the benefits of the health care
system but also restrict them from participating in decisions that affect their health,
resulting in greater health inequalities (Shaikh and Hatcher, 2004). In sum, financial
constraints do affect the health seeking behaviour among migrants when they face
health problems. Especially under the current policies, they can not obtain financial
assistancefrom their employers and governments.

On Children'sHealth

Many migrants try hard to reduce the cost of their health; however,
children's health
is a great concern of many migrant parents. While eighteen
participants in the study
said they had always attempted to avoid medical treatment, they made the opposite
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point with regardto their children's health care. The migrants expressedthe belief that
parents inherently favour their children over themselves, not only in taking medical
care, but also in keeping good health: children are virtually seen as getting the better
conditions.
There are thus two extremes in the account that the migrants gave, in terms of
behaviour that they showed to deal with their diseases(or injuries) and those of their
children. One typical case in the sample was about Mrs. Lin who has been discussed
in Chapter Four, she is passive when dealing with their diseases(or injuries), but she
goesto the opposite extreme for her children's disease(or injuries). Another example
reportedby Mr. Zhang:
My wife and I are indifferent, and we do not seek medical treatment
usually, because it is very expensive. But our two children are very
important. If they get health problem, I take them to the hospital for
treatment, including Beijing Children's Hospital, no matter how much
moneyfor that. (Mr. Zhang, an owner of a small shop)

6.3.5Accessto the Government Health Services

Of the thirty-six participants, thirty-five had not signed a contract and, therefore, did
not have any insurance for industrial accidents. There are two main reasons to cause
the law rates of signing the contracts, one is the lack of supervision on the labour
market from the government, and many employers do not sign the contracts with
migrants for the purpose of escaping the responsibility. Another reason is the
insufficient propagandaof policy from the government; many migrants do not have
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enough knowledge of the relevant regulations, and do not know how to protect their

rightseither.

Just asone participant states:

When I came to Beijing, the most important thing to me was to get a job, no
matter what job it is. I was lucky to get this job as a construction worker two
years ago. Many migrants wanted to get this job but did not get it because
there were too many people applying the limited vacancies...I did not know I
could sign a contract to get the insurance, nobody told me about this,
including the employer. (Mr. Feng, a construction worker)

Under the current social security scheme, rural-urban migrants are not entitled to
urban public health services. If they are ill, they need to pay for the medication or
health care by themselves. As hospitals are increasingly profit-driven, the costs of
health services are unaffordable to many rural-urban migrants. In the participants,
only one who worked as a maintainer for a state-owned company was covered by
health insurance(the expense is deducted from his salary). Others had to pay for the
health care totally by themselves. The person who is not covered by the health
insuranceusually has to spenda whole year's earnings on an operation.

I got the acute pleurisy one year ago, and had an operation in Tiantan
Hospital. It charged me 10000 RMB Yuan which was more than my one-year
savings, and I had to pay for it by myself as I do not have any medical
insurance. (Mr. Shi, a maintainer)
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There had been some changes in handling of industrial accidents during the recent
five years. Beijing is one of the earliest cities which introduced insurance against
industrial accidentsfor rural-urban migrants. By the time of the interviews, according
to the local regulations, when an employee was seriously injured at work, the
employer should pay for the health care of the injured worker and pay their salary
during the sick leave. If the employer refused to pay, the employee could report to the
local authorities, who would help the employee claim compensation. However, such
casescould only be processedwhen there was a formal labour contract between the
employee and employer.

6.4 Analysis of the Factors That Influence the Health Consciousness

of Migrants

Understanding of health related issues is an individual-level

variable that

differentiates among individuals based on the extent to which they participate in
healthful life choices (Moorman and Matulich, 1993; Walker et al., 1987). In other
words, understandingof health issuesis an indicator of a person's intrinsic motivation
to maintain good health and is a reflection of his or her responsibility towards health
(Maclnnis, Moorman, and Jaworski, 1991; Moorman and Matulich, 1993; Park and
Mittal, 1985). It influences an individual's health preventive behaviours and health
maintenance behaviours (Moorman and Matulich, 1993). A person with strong
understanding of health and health maintenance actively seeks information and
resourcesthat are oriented toward enhancing health, and engages in those activities
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that lead to better health, including eating healthily, searching for health information,
and engaging in physical activities (Moorman and Matulich, 1993). The factors that
affect health may include inherent factors and extrinsic factors. Inherent factors
comprise age, ethnic origin, genetic makeup or inherited, education, nutrition, habits,
and sex; extrinsic factors include social class, occupation, habitat and environment.
Among the extrinsic factors, social-economic factors play an important role in
affecting the people's health in contemporary society (Milio, 1986; Chiu, 2002).

Drawing on the survey on the understanding of health related issues among ruralurban migrants, their understanding presentsthe following characteristics: first, ruralurban migrants have limited understanding about the meanings of health and limited
knowledge of health; second,although they express strong needs for health, many of
them have a weak conception of participating in health; third, they universally pin
their hopes on national health services and hope to get more assistance from the
government.The following section will explain factors of social environment drawing
on the questions about the understandingof health related issuesof migrants.

6.4.1 Exclusion

from

the Social System and the Possibility

of Health

Participation

Chinahas a long history andtradition of the HouseholdRegistrationSystem(Hukou
system). After the People's Republic of China was founded, the Household
RegistrationSystemwas continuedsince the end of 1950s.For a few decades,it
playeda positiverole in reducingthe pressureandburdenof cities, slowing downthe
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speedof urbanization and maintaining social stability. Along with this persisting role
of the system, it has gradually become a barrier for people in rural areas to share
opportunities and resources with urban residents and has shut rural-urban migrant
workers out from the formulation of urban "rules". Rural-urban migrants have no say
in health policies and no rights in using government health facilities (Li, 2004).
Therefore, it is not difficult to understandthe low rate of health participation among
in
migrants. However, the migrants have strong demands to make their own voices
urban society, and they hope their rights can be properly protected. In this study, most
of the participant (n=31) hope there could be labour unions for rural-urban migrants
and they are eagerto join them.

If there were labour unions for rural-urban migrants in Beijing, that
would be great, and I really want to join them. I think they can represent
our migrants to protect ourselves, but currently there lacks this kind of
union in Beijing. (Mr. Ding, a security personnel)

The existing social security system also excludes rural-urban migrants. The health
care system in China is based on the rural-urban dualist structure. The services
provided in rural areasare very different from those in urban areas. The rural-urban
division has moulded discrepant health-care institutions and different quality of
administration in health services between rural and urban areas. In urban areas, ruralurban migrants are not entitled to much social welfare or many public benefits that
urban residents enjoy, and during the last two decades, there was no obligation on
collective or private enterprisesto provide health-care allowances to their rural-urban
migrant employees.Documents issuedby the Ministry of Labour and Social Security
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for `urban
and the State Council refer the new health-care system to a scheme
employees' (Chengzhenzhigong) (Zheng, 2005). Though the term

`urban employees'

is not clearly defined, it is universally interpreted as those working in urban
enterprisesand with Urban Hukou status.

At present, migrants have two channels to participate in health care security: first, the
individual and his unit jointly assumethe insurance expense; second, the individual
his own. However, the existing policies
assumesthe insurance expense totally on
for units are different, so it is difficult to
related to the unified insurance planning
be transferred
achieve interconnection. Therefore, insurance relationships can not
directly
smoothly and migrants' frequent floating and changing of working place
benefits of social security. What is more,
causesthem to be unable to enjoy rights and
it also influences employers' willingness to participate in insurance, thus leading to a
vicious circle.

Starting from mid-2004, the government issued a document to grant rural-urban
migrants the right to participate in insurance against industrial accidents in cities
(Ministry of Labour and Social Security, 2004). At the time of the interviews, the
expansionof social insuranceagainst industrial accidentswas mainly enforced among
workers who were the most likely to suffer from heavy injuries, such as construction
workers. The practice of imposing standardizedlabour contracts between workers and
their employers in the construction industry was then under discussion, and a new
local regulation27came out in October 2004. However, many migrants worked outside
these sectors.In some other occupations, such as catering where serious injuries were
27"The Provisional Measures for Beijing's Rural-urban Migrants to Participate in Work Injury Insurance",
isp?no=238, accessedon 04/03/2010.
available at: http://www. bild. gov.cn/1,DJAPP/searchJfp-detail.
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less likely, minor injuries such as bums happened quite frequently, in many cases

actionshaverarely beentakento fix the problems.

I was burned at work several times while cooking dishes in the
restaurant. My boss did not give me help on that, including simple
medication, if I felt very painful, I went to a small pharmacy to buy some
simple medicine and some medical cotton for myself (Mr. Li, a chef in a
restaurant)

In addition, low salary, poor working condition and weak stability are the major
causesof poverty among migrants. In order to survive in the hard environment,
migrants have not much attention to pay to their health.

6.4.2 Exclusion of Social Networks
Maintenance

and Obstructed

Channels of Health

In Chapter five, more detailed analyses on the social networks and health among
rural-urban migrants have been discussed. Viewing from the understanding and
experience of health among migrants, it is necessary for rural-urban migrants to
rebuild their social relations when they migrate to urban society so as to broaden their
education and their channels of information gathering, and to build up understandings
of health among themselves.However, they have far fewer opportunities to associate
with urban residentsdue to the restriction and marginality of their lives and work. So,
it is hard to establish personal networks between migrants and urban residents.
Consequently,"urban residents' circle" and "rural-urban migrants' circle" come into
being in urban society (Wang, 2006). Migrants are entirely different from urban
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residents in occupational distribution, consumption and amusement, ways of
assemblingand social psychology. Local residents and incomers are divided into two
groups in the health system. The isolation of networks between rural-urban migrants
and urban residents leadsto little associationbetween them and migrants still believe
in the primary relation networks based on blood relationships and rural identity in
cities. The primary reason for this isolation is the long duration and two-dimensional
segmentation of rural and urban areas. Urban residents express discrimination and
prejudice against migrants while migrants have difficulty in establishing a sense of
trust for urbanresidents.

As rural-urban migrants are excluded from the urban social security scheme, they
dependmore on their primary social relation networks. However, the resourcesthey
can obtain from these primary social relation networks are very limited in the urban
area. Moreover, their close contact with the primary relation networks actually widens
their distancefrom urban society. As a result of their isolation from personal networks
and exclusion from social organizations, even if rural migrant workers have strong
demandsfor health and strong will for participation in health, they are hindered.

6.4.3 Exclusion of Crowd Psychology

Some researches divide social classes in the light of economic level, degree
of
education, social prestige and political rights (Lu, 2001; Li, 2005), and based on such
measuresof division, both rural-urban migrants and urban residents have a strong
sense of social status and identity. Both urban residents and migrants have
conceptionsabout "urban residents" and "peasants". In the urban society, migrants are
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always supervised as outsiders, and in the opinions of urban residents, migrants are
largely the products of incivility, poor education, poor culture, even crime (Li, 2004).
Therefore, migrants are prone to the feelings of discrimination and exclusion. They
may feel that they not only have a distance from urban residents in social status and
living environment, but also have a distance at a spiritual level. Such feelings have
evolved from perception into cognition, which engenders a kind of identification
amongmigrants about their own `incomer' identities.

I usually do not talk to urban residents, and I feel they do not like us
becausewe are incomers. Even when I am doing this small business,the
municipal administration staff always confiscate our migrants' stuff, but
they ignore the peddlers who are Beijing natives. (Mr. Liu, a stall peddler
of fruit)

Under circumstancesof growing discontent, rural-urban migrants tend to attribute all
responsibilities to external factors, and believe that they get less health service than
urban residents,or don't get the service they deserve,so they psychologically feel that
their own rights and interests of health right have been deprived by others. Such
feelings not only strongly affect migrants in evaluating health services, but also hinder
their enthusiasmfor participating in health services. However, the internal factors of
migrants themselvesand the external factors from their social environment are tightly
linked together and frequently complement and interact with each other. Particularly,
the external factors from social environment and tradition play an essential role in the
forming of migrants' nd understanding of health
related issues.
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6.5 Conclusion

In conclusion,it is discoveredthrough this study that: rural-urban migrants have
of healthand
relativelyweakunderstandingof health.Many migrants'understandings
health maintenanceare limited to the physiologicallevel of understandingand they
have limited knowledge,even misunderstandingsabout the ways diseasesspread.
They havestrongdemandson health,and they alsopin their hopeson public health
services,but actuallycannot enjoythemdueto the shortageof socialprotectionfrom
the government.

Some factors contribute to the current situation. The exclusions in social systems,
social networks and crowd psychology in cities mean that migrants are over-exploited,
eventually leading to a series of problems such as low income, disease,insufficient
human capital, weak social security system, and social discrimination. In this situation,
lacking the opportunity for sharing the health services equally with urban residents,
migrants more easily experiencefeelings of discrimination.

Along with the advance of urbanization, people's behaviour and lifestyle are
diversified, which brings about new ways for diseasesto spread.The vulnerable
natureof rural-urbanmigrantsis oneof the main causesfor them to face the threats
from variousdiseases.However,it is necessaryto keepin mind the inseparablelinks
and interactionsbetweenthe internal factors and external factors, and the prime
responsibilityshould not be put on migrants. More attention should be paid to the
relationsbetweenpeople'sunderstandingandthe impact from the social environment
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and institutional dimension as people's perception and perspective are highly
situational and therefore socially structured. Although each person has his or her
understanding and perspective, they are all affected by circumstances, by common
patterns of meaning in society, and by the impact of social structures on their
emotional and psychological life (Wilkinson, 2005). In this study, the migrants'
insufficient understanding of health mainly results from the socio-economic
environment in which they live and work. Migrants have weak voices in health policy
making and insufficient accessto the government health facilities.

The health of rural-urban migrants not only concerns urban residents, but also is
closely linked to the long-term and sustainabledevelopment of the whole society, so,
more panoramic and comprehensive attention, including the concerns on their health
constraints and psychological health, should be paid by the whole society.
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Chapter Seven

Conclusion

The primary concern of this study is to investigate issues in regards to the health
constraints and health services access of rural-urban migrants in the absence of an
equal social protection by the government. This research focuses on the multifaceted
reality of health constraints among migrants by exploring the social strata, social
networks, and the understanding and experience of health and health services among
migrants.

This study begins by providing an introduction. Then it moves on to the discussion of
the recent studies on the issues of migration, migrant health, and institutional factors.
And the methodology part in Chapter 3 provides a detailed summary of the links and
rationale between the aims of the researchand the researchmethods used. As noted in
Chapter 4, a preliminary sketch of the social strata among rural-urban migrants is
established.This full spectrum of the social strata under the three headings provides
us with a sort of social classification and the health constraints among migrants. In
chapter 5, a detailed examination of the social networks is set up and the impact of
social networks on health and health services access is explored. Then our task in
Chapter6 is to discussthe understanding
and experienceof health and health services
accessamongmigrants.
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From now on, rather than a simple summary of all the previous chapters, I would like
to conclude by focusing our attention on the implications for social policy. As the
impact of social
study has explored the health constraints in terms of social strata, the
networks on health and health servicesaccessamong migrants, and the understanding
and experience of health and health services access among migrants, the conclusion
should be focused on the main issues drawn out from the following: social strata,
social networks and the understanding of health and health services access among
migrants.

7.1 The Health Constraints and Policy Implications: Migrants Are
Not one Group

The study starts with a detailed profile of social strata among the rural-urban migrants.
Regarding the social strata of migrants, the study explores a general picture of social
strata that migrants have in the community. Detailed findings of social strata among
migrants have beendiscussedin three points, basedon the types of occupations: first,
the owner, who holds the relative productive capital and employs other people;
second,the self-employed workers, who hold little capital and run their own private
businesses;and third, those who are totally dependent on others for work and selfemployed manual workers. These three categories have different financial resources
and their accessto medical treatment appears a hierarchical structure. The latter two
groups actually comprise the majority of migrants and have more constraints in
medical services access.
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Based on the data collection in Dengcun Village of Beijing, the study further
investigates issues concerning environmental health risks of migrants, their health
seeking behaviours, and the constraints they encounteredin accessing health services
with respect to the social strata among them. It is argued that the main obstaclesto
accessinghealth services are not only the shortageof financial resourcesamong ruralurban migrants, but lie in the institutional blind spot regarding health security
provision, rural- urban dualism and a unique household registration system in China.

7.1.2 Inequality of Social Medical Insurance System

On September 15`,2004, the Beijing government issued the Interim Procedure of
Basic Medical Insurancefor Rural-urban Migrants, which was designedto sort out the
problem of medical insurance for migrants working in Beijing. This regulation,
however, has been widely ignored (Hu and Zhang, 2006). Some enterprises
underreport the number of employed migrants or the total amount of wages, and make
the excusethat their employed migrant workers have extremely with high mobility or
that the employed migrants are unwilling to buy insurance ( Chinese Jurisprudence
Daily, 11thApril, 2008). Furthermore, the current administrative system lacks related
legal or regulatory support, in accordanceto the stipulation of this `Interim Procedure'
in Beijing. The enterprises should buy basic medical insurance for their employed
migrant workers, but actually, most enterprises are unwilling to pay the expense for
their employed migrants' medical insurance.For example, Mr. Shi, in this study, was
employed as a maintenance worker in a network enterprise last year, the enterprise
claimed that the medical insurancewas bought for him, but in fact, the cost of medical
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insurancewas deducted from his wage monthly. Mr. Shi statedthat the fellow migrant
workers in that enterprise and some migrant acquaintances employed in other
enterpriseswere in the same situation.

Moreover, there is an apparent flaw of this Interim Procedure that it does not involve
self-employed migrants into the medical insurance system. Thus, I will make the
following policy suggestions:

First, a generalperception is expectedto establish that the legitimate rights and needs
of migrants should be respectedand protected. Governmental divisions working with
migrant administrative matters should change from the old role of extensive control
and management,to that of service, and the awarenessof equal treatment between
migrants and resident needsto be promoted.

Second, enhance the support from government further, and improve collaboration
between the health sectors and other governmental divisions. As to government
branches, especially the health divisions, their function should cover both medical
services and administrative work among migrants. Community medical services for
migrants are also expected to be integrated with local health planning, and the
employment units or neighbourhood committees should be placed in charge of the
planning work. The National People's Congress and government should impel wellintegrated regulations and policies, develop social security
rules and schemes,
establish social security funds for rural-urban migrants, and offer aids and relief to
migrants in times of severe illnesses and epidemics. Specific legislation is neededto
establish so as to secureand protect the rights of migrants.
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And third, promote the variety of the community medical service providers. The
shortageof governmental financing is the main obstacle when developing community
medical services for migrants (Hu and Zhang, 2006). So market competition can be
introduced, with sector monopoly and ownership limitation reformed. Existing
medical institutions need to improve their usefulness in serving migrants, and the
number of staff and the level of technology at community medical institutions need to
be increased.

7.1.3 The Role of Illegal Private Clinics

Another important finding of this study indicates that illegal private clinics have taken
root in the migrant community studied and played a significant role there. Illegal
private clinic is the main choice of migrants in the third stratum for medical treatment.
It is also an option of some migrants in the secondstratum.

Financial constraint is the chief reasonwhy migrants chose the illegal private clinics
for medical services. As far as the medical services system is concerned in China,
there is an urgent need to increase accessto basic medical treatment services for the
poor. New mechanisms need to be introduced so that targeted subsidies can be
provided for migrants who are unable to pay for the high medical costs.

The surveillance and supervision over the illegal private clinics should be
strengthened.One problem of these private clinics is their lack of formal licenses.
Health authorities in Beijing often turn down applications from private clinics for
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licenseson the ground that they fail to meet the basic standardsin facilities and fail to
provide acceptablequalification of doctors. Medical services for migrants could be
used as an effective means to consolidate the migration management, and local
government should adopt more flexible measures to channel the emergence and
development of private clinics, rather than simple prohibition. Despite various
problems shown along with those illegal private clinics, their positive function and
servicesto migrants cannot be ignored. Local government, on the one hand, can help
to integratethe migrants into the urban communities through medical services of good
quality and affordable prices. One the other hand, medical services can also be used
by the local government to collect basic information of floating migration. Based on
the actuality of the increasing costs in medical treatment and the widening gap
between the rich and poor in urban China, the government should consider
encouraging the reasonable development of private clinics based on the migrant
communities. In the mean time, for those private clinics with quacks and fake
medicine, firm enforcement must be adopted by the governmental authorities to crack
down on them.

7.1.4 Health Education in Community: An Administrative Approach

Although migrants have different social strata, they should be included into the urban
medical services system. However, it may not be very realistic to achieve this in the
near future. The reasons include: first, the gap between the urban and the rural in
health services system makes it impractical to provide migrants with formal health
services in cities. Second, the vested interest associated with the existing social
security system has become another constraint to migrants getting involved in the
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urban medical service scheme. And third, there are concerns that migrants would
bring extra difficulties to the management of the health-care system. And finally,
some institutional factors, such as the Hukou system and the rural-urban economic
divide, will remain for a long time and continue to impede migrants from being
included in the urban health servicessystem.

However, community-basedhealth care could be a new means to provide health care
support to urban-urban migrants. In the migrant community where migrants aggregate,
administrative points and medical service stations can be established.Firstly, a health
care information network for the migrants is needed. Secondly, health education
among migrants is required, and their educational background and their capability of
learning and understanding need to be taken into account so that health knowledge
can be best absorbedby the migrants. The education needsto include an introduction
to knowledge about imaginable health problems among migrant groups and relevant
training on coping with those problems. It is important to have the perceptions of
migrants on health and sanitation transferred and improved, by means of relevant
education and training. Last but not least, it is a good channel for the local
governmentto encouragethe migrants to go to the existing public health centre within
their own communities for medical treatment, especially treatments for common
diseases.As most of the common diseasescan be treated in community health centres,
and the cost there is generally cheaper than that in public hospitals, it will be more
efficient to securethe quality of medical servicesprovided to the migrants and reduce
the negative side-effect or, even potential danger, from illegal private clinics. By
doing so, it can gradually bring about the migrants' accessto basic medical services
and build up their understanding of basic health knowledge.

203

7.2 The Social Networks: Help and Limit
The function that social networks substantially play on the issue of health among
migrants in China has rarely been discussedin studies. Actually social networks have
important impacts on health and health services accessamong migrants. This study
reports the results of an exploratory researchinto the social networks and their impact
on the health and health care accessof the rural-urban migrants. It analysesthe nature
and composition of social networks among rural-urban migrants, from which they can
acquire financial and spiritual support when they are dealing with health problems. So
the study tries to find out the answer of these questions: what are the social networks
among rural-urban migrants and what reasons lead to the formation of such social
networks? The finding provides evidence of the important role of kinship in the lives
of migrants To migrants, the distinct changesof their social networks after migration
are representedwith three characteristics: first, neighbourhoods in urban areas take a
much less important role; second, work-related relationships play an important role
although this is mainly among migrants themselves; and third, laoxiang, which was
mentioned frequently in the survey, becomesvery popular in the social networks of
migrants. According to the findings, this is becauseof the following three reasons:the
household registration system (Hukou system), discrimination by urban residents, and
the discriminatory policy and its implementation.

This study also discussesthe barriers and facilitators to the
establishment of social
networks among migrants and the subsequentimpact on health and health care access
of them. The study also assessesthe types of support and limits resulting from the
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social networks on health care access, and develops ideas for further research on
urban social policy and health promotion to the rural-urban migrants in China.

Social networks resemble a double-edged sword to rural-urban migrants in terms of
health care access. The fact that migrants lack savings may not be the sole and
essential reason for their extreme vulnerability in times of illness. Some migrants,
who are in financial difficulties though, may have some assistance,including financial
support and emotional support from their social networks. But on the other hand, the
assistancefrom social networks on their health and heath care access is limited, not
only becausetheir social networks is limited, but becausethe social networks should
not bear the responsibility to support the health services accessof migrants, similar to
or more than the state and migrants' employers.

Considering the limited social networks of migrants, one suggestion to improve the
lives of migrants and protect their rights is to organize them and help them to be
involved in effective networks of support, including helping them to be incorporated
into the urban neighbourhood of the community where they live. Moreover, this study
suggeststhat migrants might be covered by the community-based medical services.
As a part of the social network, the community-based medical services can be a new
meansfor health support to migrants.

7.3 The Understanding and Experience of Health
and Health Services
Access: Prime Responsibility Should Not Be Put upon the Migrants
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Principally, "understanding" is a concept to describe the perceptions and
consciousnessof an issue or event. In this study, what I try to find out is to examine
the understandingand experienceof health and health services accessamong migrants,
and go further to explain the impact of the internal factors which exist in migrants
themselves and the external factors of social environment, especially from a
sociological perspective.

In this study, the empirical description provides a clear and full-angle introduction of
migrants' understanding of health and health maintenance. And the further analysis
tries to fill in the blank of previous research, to analyze the factors from the social
environment, such as exclusion from the social system and the possibility of health
participation, exclusion from social relation networks and obstructed channel of
health maintenance, exclusion of crowd psychology, which impact heavily on their
health understanding and health behaviour. Sometimes the internal factors and the
external factors are linked together closely and interact as reciprocal causation. But
more likely, the social environment should take the main responsibility.

In this study, the understanding of health among migrants presents the following
characteristics: first, migrants have little understanding about the connotation of
health and have inadequateknowledge of health; second, although they have strong
demands on health and health services, they are weak in the conception of
participating in health activities and maintenance; third, they universally pin their
hopes on government health services, but due to the shortage
of social protection, in
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reality they encounter many difficulties and constraints in access to proper health
services.

There are some reasonson socio-economic circumstances leading to this situation:
The exclusions in social systems, social networks and crowd psychology in cities
causethe over-exploitation to migrants, which eventually lead to a series of problems
such as low income, diseases,insufficient human capital, weak social security system,
and social discrimination. In this situation, lacking the opportunity of sharing the
health services equally with urban residents, migrants more easily experience the
feelings of discrimination and shame. Although they have strong needs for health
services,their health is paid insufficient care and attention, and their needsare not met.

To sum up, prime responsibility should not be put on the migrants becausetheir poor
understandingof health is mainly resulting from the socio-economic environment in
which they live and work. The study reflects the consequences of the current
discriminatory policies toward rural-urban migrants. One that must be mentioned is
the Household registration system (Hukou system), which has a long history in China.
Along with the fundamental social transformation in contemporary China, this system
has gradually become a barrier for people in rural areas to share opportunities and
resources with urban residents and has shut the rural-urban migrants out from the
formulation of urban rules. Rural-urban migrants have weak voices in health policy
making and insufficient access to the government health facilities. Thus, there are
some implications for the policies: first, a general perception is expected to establish
that the legitimate rights and needs of migrants should be respected and protected.
Governmental divisions working with migrant administrative
matters should change
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from the old role of extensive control and managementto that of service. Moreover,
the awarenessof equal treatment between migrants and local urban resident needsto
be promoted. Second,it is necessaryto enhancethe support from government, and to
improve the collaboration between the health sectors and other governmental
divisions. To the government, especially the health divisions, their function should
cover both medical services and administrative work among migrants, so as to satisfy
substantially their demandsin health and keep their rights efficiently protected.

Finally, to understandthe complexity of the issue of rural-urban migrants in China is
the prerequisite to improve their social status. It needs long-term pushing and
persistence in policy reformation and multi-approach strategies to improve their
realistic situation. However, once the first step is made, the meaning is far reaching
and the future prospect can be optimistic.
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Appendices

Appendix 1. The Participants
" Migrants (N=36)

Surname

No

Age

Level of

Y. M.

Education

Employment

Health Problems

Statusat the time
of interviews

1

Mr. Fan

37

E.S

2000

Pedicab driver

Strain of lumbar
muscles

2

Mrs. Yang

40

E.S

2002

Shoe shiner

3
4

Mrs. He
Mr. Wu

38
35

E.S
J.H. S

2000
1999

Shoe shiner
Decoration worker

Gynecopathy,
Delivery
Rectocele
Diarrhea

2001

Maintainer

Pleuritis and

(secondear)
5

Mr. Shi

39

S.H. S

industrial
accident
6

Mr. Tian

30

J.H. S

1998

7

Mr. Hou

20

1999

8

Mr. Zhang

26

J.H. S
(first year)
E. S

9

Mr. Wang

56

E.S

1995

1996

1996

10

Mr. Zhu

55

E.S

11

Mr. Feng

28

E.S

2001

12

Mr. Zheng

32

E.S

2000

13

Mr. Su

20

E. S

2002

14

Mrs. Sun

54

E.S

2003

15

Mrs. He

40

E.S

2004
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Owner of a
clothing stall
Owner of a barber
shop
Owner of a snack
stall
Parking attendant

Ownerof a
knitting shop
Construction

worker
Construction
worker

Bad cold
Toothache
disease
Pharyngitis

Hyperthyroidism
Chronicstomach
trouble
Hepatitis

pulmonary
disease

Construction

Tonsil

worker
Stall peddler
(socks)
Pedicabdriver

inflammation
Cerebral
thrombosis
I Hypertension

16

Mr. Wang

25

J.H. S
(second-

2002

Waiter in a
restaurant

17
18

Mr. Liu

40

__year)
E.S

Mr. Wang

50

J.H.S

1990
1996

19

Mr. Shi

41

2000

20

Mrs. Guo

31

E. S. (not
graduate
J.H. S
(second-

Pedicabdriver
Owner of a
printwork

21

Mrs.
Wang

49

_year)__
E.S

1998 Dentist of a private

22

Mr. Zhang

39

J.H.S

23

Mrs. Zhou

38

E. S
(fourth-

24

Mrs. Liu

34

year)
E.S

1998

Waitress

Often weak
backache

25

Mrs. Fan

38

E.S

1998

Worker of a
garment factory

Often weak
without any
diagnosed

26

27

Mrs. Lin

40

Mr. Zhang 31
Mrs. Bai

38

29

Mr. Zhang

42

30

Mr. Liu

31

Mr. Xia

43
35

32

Mr. Song

24

33

Mr. Zhang

E.S (firstyear)

2003

E.S

2000

E.S

1987

E. S

Delivery
Coughandfever

Ownerof a small
shoes
Bossof a garment
business
Bossof garment
business
Stall peddler(fruit)
Bossof shoe
business
Security personnel

Employeeof a
furniture store
1999 Securitypersonnel
1992 I
Chef in a

I

36 1Mr. Huang 1 48

Hypotension

Cleaner

J.H.S (not 1993
graduate)
J.H.S
1993
1997
J.H.S

J.H.S
J.H.S

Rheumatism

1999 Doctor of a private
clinic
1995 Vegetablepeddler

J.H.S (not 2001
graduated
1988
37
E.S

Mr. Ding
27
Mr. Li 131

Eye disease

Owner of a snack
stall
Owner of a barber
shop

dental clinic

27

34
35

1997

Enteritis

12001
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restaurant
Refuse collector

Wife's delivery
Lumbardisc
herniation

illness
Lipoma and
hand joint
injuries
Acute
pneumonia
Child's
pneumonia

Bad cold
Duodenalulcer

Wife's delivery
High fever

Chronic
pharyngitis

Beriberi
Industrial

(hand
accident
iniuries
Hepatitis

Note:
1) The namesgiven above are not real names of the participants.
2) Level of Education: E. S=Elementary School; J.H. S=Junior High School;
S.H. S=SeniorHigh School
3) Y. M. Year of Migration to Beijing
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Appendix 2: Interview Guidelines

Questionnaires for all interviewees (rural-urban migrants):
ý

Notes
(D-code) --- (ConsecutiveNo. of the interviewees)

r-_

Interviewee'sbackground:
1, Age
P-

2, Gender

3, Marital status
ý

4, Ethnicity

5, Hukou location:
Whetheryou haveregisteredwith temporaryID statusin

Beijing and for how long? Pleasegive details
6, Political affiliation
If yes, when joined?
7, Educational level

Current employmentstatus:
1, Are you doing fulltime or part-time job? Or house-work or
retired.
2, If you are not fully employed, are you seeking for job? Or not
seeking for jobs?
3, Are you working formally, informally, casually, or self-
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employed?
I need to know details (causes, relationship with the formal
employer, any funding provided to set up businesses, and
other stories about current situation, job-seeking, cost of jobseeking;consequencesof the current unemployment and etc)
If you are not doing full-time employment, your typical time
allocation of the latest week? (what you did by mornings,

)
afternoons,andevenings?

Employment history:

First (non-farming) job:

1, duration

2, occupation
3, ownership
Sizeof firm
5, Whetherexport/ import
6,

Profit-making

7, Final wage/month
8, Pension
9, Medical insurance

10, Housingallowance
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1, How did you get the job?

2, Why lost thejob?

ýurrentjob:

Duration (Since -)
'

occupation

3, ownership

Whetherexport/ import

Profit-making

Final wage/month
Pension

Medical insurance

10, Housingallowance
1,

How did you get this job? And do you have any formal
contract with your employer?

12, How many days
work per week? (on averagein the last
period - month)
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3,

How many hours work per day? (on average in the last
period - month)

14, How many jobs did you hold between you first and the
currentjobs?

15, How easy for you to find anotherjob betweenjobs?
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r1

About Health :
1, Health status(self-reported): General health, physical and
mental abilities
" Compared to people of your age, do you think your health
statusis: excellent, very good, good, fair, and poor (5 scales)?
" Compared to the period before migration, do you think your
health statusis different? Better or worse? And why?
r--

2, The last time when you were seriously sick (stayed in bed or
off-sick) was?
ý

" Did you seek for any medical assistance (treatment,
medication and etc)?
" If yes, any diagnosed illness, cost of treatment, where got
funds, and etc.
" If you didn't see a doctor, why? [economic, distance,
cultural (thrifty), explore further]
-- Month -- year
" And how long did you stay in bed, or off-sick?
days
" Anyone looked after you, and how much you need ---

from others?
assistance

3, What kind of medicalservicedo you usuallyuse(level, type,
price; if morethanone,askwhento usefor what)
Which medical service would be your first choice if having
health problems (for different illness categories)?Why?
1

4,

Do they have any known (diagnosed) illness?
Names of the illnesses, and treatment details.

This should include all undiagnosedillness (e.g., cough,
chestpain, headache,andetc.)
ý

S, Whether you drink alcohol? (units per day)
6, Whether you smoke?(cigarettes per day)

Any other HH membersdrink, or smoke;(details may be
useful)
I--
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7,

Whether you pay attention to your diet (ask whether you
have any concerns about your diet, e.g., short of anything,
or too much of anything, and etc)

8,

5 scales - whether you have faith in modem medical
treatment (Very trustful, trustful, ordinary, distrustful, very
distrustful)

9,

Whetheryou have any kind of medical insurance-if yes,
pleasegive details.If no, why?

10,5 scales- the importance of medical insurance?
11, Do you know the new Rural Cooperative Medical System?
1), Have you registered with this system?
If yes, please give details, if no, why?
2), Have you benefited from this system?
If yes, please give details, if no, why?
3), 5 scales-doyou think this system is helpful?
Pleasegive comments.

12,5

scales - how much you depend on modem medical
system?

13, Did you considerthe constraintsof not using the medical (economic,
institutional, social,
system?
14, Do you havesavings?
15. Haveyou usedyour savingsfor healthservicesin Beijing?
If yes,pleasegive details,if no, why?
16, Do you send money (such as income or savings)back to
your family in your homevillage?
If yes,how oftenandhow much?If no, why?
Socialnetworks:
l, looking back over the last six
months, with whom have you
for
help
(those
contacted
based on kinship, those in the
workplace,thoseembodyingfriendshipor others)?
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distance, etc), and
find
out
any
uncommon
/unobserved
reasons?)

2, Have you been provided any support from them?
1) If yes, what kinds of support have you got? How long has
it been help up? What would you describe good things
and bad things about it?
2) If no, why do you think they refuse to help you?
" Have you ever borrowed money from others? Whose idea
is it? What is it for? Is it reluctantly to avoid risks or is it
voluntarily to invest them? What is the problem with it?
3, If you needmoney for seeing a doctor/medical treatment and
could not collect enough money, who do you normally turn to
for help? (immediate family members, relatives, friends,
colleagues,employers, and etc, details)
4, I wonder if you could let me now whether you belong to any
forms of organisations (including local government
authorities) or you engage in reciprocal or unpaid exchange
for social networks.
1) If yes, what are the functions of these organisations? What
do you do in theseorganisations?Are theseorganisations of
any potential use or value to you, your family members, or
your neighbourhood?

2) If no, why do not you engagein?
5, What would you describethe best caseandthe worst caseof
socialnetworksactivitiesin your neighbourhood?

About family:

No. of family member in 2004
No. of family memberin 2005
No. of family member in 2006
No. of family member in 2007

No. of family member in 2008 (tracing the
change over this
period)

1, Who is the householdhead
or

your relationshipto HH?

2, Whereotherfamil
membersare? es eciall about arents,
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children)

3,

Could you let me know the transfersof income/spending
amongmembers?

4,

Could you let me know the different roles members play in
family economy

5,

Household income of 2008 (last month, and also ask for the
average monthly income in 2008 - to make 2008 HH
income comparetablewith other years):

6,

Total household income 07 (ask how many people sharethe
income in 07)

7, Total householdincome06 (ask how manypeoplesharethe
incomein 06)

8,

Total householdincome 05 (ask how many people sharethe
income in 05)

9,

Total householdincome04 (ask how manypeoplesharethe
incomein 04)

10,

Household spending last month: (items referring to
Interviewers'Manual):

11,

Householdspendinglast week (if they don't remember
itemsin month):

12, Has householdspendingon food increasedin the past few
years?
13, Hashouseholdspendingon children's food increasedin the
pastfew years?
14, Has household spending on children's education increased
in the past few years?
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15, Has household spending on children's education increased
in the pastfew years?

16, Any householdmembershave diagnosedor undiagnosed
illness, what they are, the treatments, funds, time and type
of care,and etc

Current living conditions:
Ownership of the house/flat you live
" If rented, monthly rent paid
" If owned, whether mortgaged and monthly mortgage
payment
*If owned, current market value of the flat / house
2,

Number of people live in the house,number of rooms?

3,

Size in squaredmetre?

4,

Whether have private toilet?

5,

Whether have own kitchen?

6,

Whetherhaveowntap waterin the house/flat?

7,

Toilet condition:

" Whereis the toilet you use?

" Number of people use the toilet?

" Whetherwith modernpiping system?
" Whetherwith basin?
" With bath/shower?

8,

Kitchencondition:
" Whetherhaveyour own kitchen?
" Numberof peopleusethe kitchen?
" Whereis the cookingfacility you use?
" Whereis the nearesttab-waterfor cooking?
" Type of fuel usedfor cooking?
" Typeof food storageyou use?

9, Wheredo you usuallyhaveshower/bath?
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I

How often do you have a shower/bath (winter, summer and
etc)

L

1, Lighting condition in accommodation:
" The sunshineconditions:
(Without sunshine at any time; poor sunshine condition;
good sunshineconditions; excellent sunshineconditions)
" Ventilation conditions:

(No ventilation facilities; poor ventilation condition; good
ventilation; perfect ventilation condition)
12,

Do you face the problems of environmental pollution
within the community? If yes, details.

13, Do you think there are problems on community security in
your living area?If yes, details.
ý

14, 5 scales- pleasecompare your living condition (1) now and

(2) before.
(Much better,better,same,worse,muchworse)
Pleasegive details.

15, The ageof the house/flat,or the condition of the flat
Working conditions:
1, Currentworkingcondition:outdooror indoor?
2, Heatingfacility (andtype) in winter
3, Air-conditioning(type) in summer
4, How manypeoplein oneroom/officework-shop?
5, Do you usually
contactwith toxic elementswhendoing your
work?
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6, Exposedto other dangerousfactors:
" Did you get any health problems caused by your work
(place or conditions)? If yes, details.
7, Whether your workplace provide you with:
" fire-protection facilities (how satisfied are you? 5 scales)
" Sanitary facilities (how satisfied are you? 5 scales)
" Dining facilities (how satisfied are you? 5 scales)
" Dormitory facilities (how satisfied are you? 5 scales)
8,5

scales of overall satisfaction with current working
condition

9,5

scalesto assessyour current work (place) how much it is
likely to disposeto any accident?

10,5 scalesto assessyour current work (place) how much it is
like to disposeto any dangeroushassles?

General Knowledge of diseasespreading routes:

1, Do you know what causesSARS?
2, Do you know how Tuberculosis is passedon?
3, Do you know how Hepatitis B is passedon?
4, Do you know how Dysentery is passedon?

5, Do you know how AIDS is passedon?
6, Do you know how Avian Flu is passedon?
7, Do you know how to preventdiseasesmentionedabove?
8, Who shouldtake moreresponsibilityfor preventingdiseases,
The Governmentor yourself?
9, How you now understand
otherepidemicrisks?
(testwith cases,e.g., TB or etc)
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5 scales assessing their fear for the Bird-flu (Very fearful,
fearful, ordinary, unfearing, very unfearing)
5 scalesassessingtheir fear for catching HIV positive
5 scalesassessingtheir fear for catching TB, and etc.
10 What is your understandingabout the connotation of health?

" beingstrongerandspirited
"
"
"
"

strong immunity without illness
both physical and mental health
health in physical and mental being and social adaptation
or others

1, Do you think whether health is important or not? And why?
(very important important, ordinary, unimportant, very
unimportant )
12, What is important for health forming?
" daily lifestyle and habits
" body's developmentcycle
" physical exercise
" medical level
" Innate physique
" or others

13,Do you think it is necessary
to receivehealtheducation?
do
If so,which knowledge you hopeto receive?
Which channel you prefer to take to obtain health
knowledge?(SuchasTV, Newspapers,etc)
14, Do you usually take physical exercise?
If so, which exerciseand how often?
If not, why?
15, What do you usually do during your sparetime?
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Information flow and to assessthe quality of information:
Channels:
1, How and when did you first know your illness?
Through what channel?
2, What websites did you use? Official government ones? Other
Chineseones?International ones?If no, why?

5 scales - to assess whether "government /community
measuresfor diseasepreventionandtreatmentwereeffective";
1, Do you know whether there is any relevant health policy

adopted by the central government for rural-urban migrants
recently? Pleasegive your comments.

2, Do you know whether there is any relevant health policy
adopted by the local government for rural-urban migrants
recently?Pleasegive your comments.

3, Do you know whether there is any relevant health policy
adoptedby the local communities for rural-urban migrants
recently?Pleasegive your comments.
4, Can you get any compensation,treatment and protection from
you employer? If you have industrial accident or health
problems. Pleasegive your comments.
5, Have you used the health services from the public health
service station within your community? If yes, please give
comments,if not, why not?

6, Have you used the servicesof private clinics? Do you trust
their services?Why?
Interview with owners of private clinics:
7, Do you have license?

8, Which healthservicesdo you usuallyoffer?
9, Who areyour main customers?
10, Which channelsdo you use to purchaseyou
clinic's
medicines?

269

11, Do you think whether your customers or migrants trust your
services?If so, why?
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Liberty, constraints and emergence policy:
1,5 scales- do you think whether central government's health
policy was overall good for you/ your family/ the society?
Pleasefive comments.

2, Central government'health policy was overall good for the
urbanresidents,but not necessarilygood for yourself or your
family. Do you agree?If yes, please give comments.
If not, as to the government's health services policy, what do
you think should be improved?

3, Did you have any contact with your neighbourhood
committee when you have health problems?

4, Did they pass on any information to you?
5, Did you get any help from them in the time of trouble in
anyway?
6, Whether you have received the "Beijing Citizen Handbook for
EmergencyEvents" (published in 2006).
If yes, how useful it is? (5 scales).

7, Do you think the governmentpaid sufficientattentionto:
" Migrants' health?
" Health protectionof migrants?
Economic behaviours and losses:
1, Whether your employer paid you during your sick-off and
industrial accident?

" if self-employed,did you continueto work? What you did
for living?
" if employers,what you did with your employees?
(3) Did you have any problemsof wage arrears?If so, pleased
give details.
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Social issues:
1, Do you feel any discrimination from urban residents?
If yes, pleasefive some cases.

[Explore
whether
some people they
know who were
2,5 scales-how much do you agreethat, in general, migrants are treated
more
harshly than others
treated equally with Beijing citizens?

due to their status

3, If there is a trade union for rural-urban migrants, are you (rural versus urban;
educated
versus
willing to join in?
less educated; and
etc)];

Other questions:
5 scalesto assesstheir satisfaction over their quality of life now
in Beijing (after considering all aspectsof life)

1,Do you plan to buy your own housein Beijing?If not, why?
2, Do you think whetherHukouis importantor not? Why?
3, Do you think whether you are a Beijing resident, or an

incomer?Why?

To write down on the sameday of the interviewmy impression
of this interviewee.To draw my attentionon anything unique,
interestingandnot in the semi-structured
questionlist.

Record observation after the interviewing

-

5 scalesto assessthe interviewee's physical abilities
5 scalesto assessthe interviewee's mental abilities
5 scalesto assessthe interviewees' intellectual abilities
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