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A study on the impact and 
mechanism of action of public 
health education on the health of 
the migrant population: evidence 
from the 2018 China migrants 
dynamic survey
Bo Dong *

Wuhan University, Wuhan, China

Background: China has the world’s largest mobile population. As mobility 
increases, ensuring the health protection of this population is receiving more 
attention. Strengthening public health education is a crucial measure to 
improve their health and achieve equal access to basic public health services in 
China. Previous research has demonstrated that public health education has an 
impact on the health of mobile populations. However, there has been limited 
investigation into the mediating pathways through which health education 
influences the health of mobile populations, and few studies have examined the 
heterogeneity of this effect.

Objectives: The aim of this study was to analyze the impact of public health 
education on the health of the mobile population and its mechanism of action. 
Additionally, we aimed to explore the differences in this impact among different 
subdivided groups.

Methods: This paper analyses the impact of public health education on the health 
of the mobile population using the 2018 China Migrant Dynamic Survey (CMDS) 
Data,. The data was cleaned and 4,034 people were included in the analysis. The 
study employed ordered logistic regression modeling to analyze the mediating 
pathways through which health education affects health. Additionally, binary 
logistic regression model, probit model, propensity score matching method and 
instrumental variables were used to verify the robustness of the results.

Results: The self-assessed health status of the mobile population was good, 
and 82.10% of them accepted public health education. However, 17.89% of 
the mobile population did not receive any health education. Acceptance of 
health education can help improve the health status of the mobile population 
(OR  =  1.178, 95% CI  =  0.979–1.418). The study found that public health education 
can positively impact the health of mobile populations by influencing their 
health and hospitalization behaviors, as well as their social support. The analysis 
of heterogeneity revealed that the impact of public health education is more 
significant among rural, middle-aged, low-education, and low-income groups 
of the mobile population.

Conclusion: Public health education can have a positive impact on the health 
of the migrant populations. To further improve health education for this group, 
it is necessary to actively promote the establishment of health records for the 
migrant population, to facilitate the contracting of family doctors by the migrant 
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population, to improve the accessibility to hospitalization services, reduce the 
burden of hospitalization costs, and enhance social support. Simultaneously, it is 
essential to offer precise and varied health education to the migrant population 
based on their characteristics, to promote equity among diverse groups of 
individuals. These findings not only help to enrich theoretical research on health 
education for migrant populations and the health of migrant populations but 
also help to improve the level of public health education for migrant populations 
and improve the health protection of migrant populations.

KEYWORDS

mobile population, health education, health impacts, mediating pathways, 
heterogeneity

Introduction

In China, internal migrants are those whose current address does 
not match their household registration, also known as Hukou (1). The 
migrant population has made significant contributions to China’s 
rapid economic development (2, 3), and migration is often a crucial 
survival strategy for millions of people residing in rural areas (4). 
China has the world’s largest migrant population (5). According to the 
seventh national census data released by the Chinese government in 
2021, the number of the migrants in China in 2020 was close to 380 
million, which is an increase of 150 million from 2010, or an increase 
of nearly 70% in 10 years (6). As mobility increases, the health 
protection of the mobile population has become increasingly 
important. Research conducted by scholars from different countries 
indicates that the migrant population faces higher health risk due to 
their low level of education, poor working environment, and living 
conditions (7, 8), which makes them face higher health risks (9, 10). 
Moreover, public policies and social benefits in China are primarily 
based on hukou rather than the population residing in a particular 
area (11). As a result, the migrant population lacks the same level of 
social support and security as residents (12, 13), and the public health 
services of these migrant communities are inferior to those of 
permanent residents, which leads to higher health losses and worse 
health outcomes (12, 14, 15).

Public health education is a crucial aspect of disease prevention 
and health promotion. It is recognized worldwide as a strategic 
healthcare measure (16) and a fundamental component of public 
services (17). Effective public health education can improve self-health 
awareness and health literacy (18), promote healthy behaviors, and 
establish correct health concepts (19). To improve the health of the 
migrant populations, China has always prioritized public health 
education and considers it a crucial step toward achieving equal access 
to basic public health services and promoting health equity. The public 
health service project implemented in 2009, the project on equalization 
of basic public health and family planning services for the floating 
population implemented in 2013, and the action plan on health 
education and promotion for the floating population implemented in 

2016, all of them have taken the provision of public health education 
for the floating population as an important aspect. Additionally, 
improving the health level of the floating population as an 
important goal.

In relation to public health education and the health of the 
migrant populations, relevant studies can be  summarized in the 
following three aspects. Firstly, the current situation of the migrant 
population’s acceptance of health education and the factors that 
influence it. Regarding the current status of health education, the 
results of Yan et  al. showed that the proportion of older migrant 
populations receiving public health education was low (20). Other 
studies have also indicated that health education needs to be more 
widely promoted and the coverage of health education should 
be expanded (21). Regarding the factors that influence access to public 
health education for mobile populations, age (22), income (23), 
medical insurance (24), and educational level (25) have been 
identified. Secondly, there is a relationship between public health 
education and the health of mobile populations, as it has been shown 
that public health education contributes to their well-being. Zhong 
et al. analyzed the impact of health education on the health of the 
mobile population using data from China’s 2017 China Migrant 
Dynamic Survey. They concluded that compared with those who did 
not receive public health education, receiving public health education 
resulted in a 4.1% improvement in self-health, and a reduction in the 
incidence of daily symptoms and diseases by 5.3 and 6.1% respectively, 
compared to those who did not receive public health education (17). 
Yan et al.’s findings also showed that receiving public health education 
increased the probability of self-assessed health improvement by 
5.4–6.1% among the older adult mobile population (20). Thirdly, the 
path of action of public health education in influencing the health of 
the mobile population. Currently, only a few studies have analyzed the 
mediating mechanisms through which public health education affects 
the health of migrant populations. Li et al.’s study highlighted that 
public health education can affect the health of migrant populations 
through health records, family doctor contracting, and other pathways.

The studies above show that related scholars have extensively 
researched the relationship between health education and the migrant 
population’s health. However, there is still room for further expansion 
of related studies. Existing studies mainly focus on the health of the 
older adult, and there is a lack of expanding the research on all migrant 
populations. It is estimated that over 96% of the migrant population 
is under 60 years old. They usually have very different healthcare 

Abbreviations: CMDS, China Migrants Dynamic Survey; BMISURR, Basic Medical 

Insurance System for Urban and Rural Residents; BMIUE, Basic Medical Insurance 

for Urban Employees.
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service needs and service utilization behaviors compared to older 
adults (26, 27). Therefore, the health education needs of this 
population may also differ from those of older adults, and attention 
should be paid to their specific needs. Additionally, previous studies 
have only examined the simpler mediating pathways and have not 
explored other pathways through which public health education 
affects the health of mobile populations. Finally, previous studies have 
not analyzed the heterogeneity of the impact of public health 
education on the health of different migrant populations.

Based on the above analysis, this study empirically analyzed the 
impact of public health education on the health of the mobile 
population using data from the nationally representative migrant 
dynamic survey data conducted by the National Health and Health 
Commission of China. The study also explored the mediating 
mechanism of health education’s impact on health by using structural 
equation modeling, and at the same time assessed the heterogeneity 
of the impact of public health education on the health of different 
subdivided groups in terms of various dimensions, such as age and 
income. At the same time, the heterogeneity of the impact of public 
health education on the health of different subgroups was assessed in 
terms of age, income, and other dimensions, to provide a reference for 
improving the public health education of the migrant population and 
enhancing their health. Compared to previous studies, this paper 
makes three significant contributions. Firstly, this paper not only 
analyzes the impact of public health education on the health of the 
mobile populations, but also further explores the mediating 
mechanism of the impact from multiple dimensions. Secondly, it 
examines the heterogeneity of the impact of public health education 
on the health of the mobile population from the four dimensions of 
urban and rural areas, age, level of education, and income, and 
provides a detailed examination of the differences in impact. Thirdly, 
this paper employs multiple methods to evaluate the impact of public 
health education on the health of different subgroups. Finally, this 
paper utilizes various methods to conduct robustness tests on the 
analysis results to enhance their accuracy and scientific validity.

Materials and methods

Data sources

China Migrants Dynamic Survey (CMDS) is a nationally 
representative survey conducted annually by the National Health and 
Health Commission of China since its establishment in 2009 (28). The 
data used in this paper is from the National Migrants Dynamic Survey 
carried out in 2018.

The CMDS is a reliable sample with a small sampling error (29). 
The survey adopts a hierarchical, multi-stage, and proportional-to-size 
PPS sampling method (30). In the first stage, the townships (towns 
and streets) were sampled according to the PPS method. In the second 
stage, village (neighborhood) committees were selected within the 
selected townships (towns and streets) according to the PPS method. 
In the third stage, individual respondents were selected from 
the chosen village (neighborhood) committees. This survey also 
employed rigorous methods to ensure data quality, including 
scientifically designed questionnaires, enumerators training, survey 
supervisors verification of questionnaires, and quality checks through 
telephone callbacks.

The survey respondents selected by CMDS were the floating 
population in 31 provinces and the Xinjiang Production and 
Construction Corps of China who were at least 15 years old, had 
resided in the inflow area for more than one month, and were not 
under the hukou of their districts (counties and cities). A total of 
152,000 samples of the floating population were collected, resulting in 
a survey with a rich set of variables. The content of the CMDS survey 
covers basic demographic information, socio-economic conditions, 
utilization of medical services, public health care, and the social and 
economic status of the floating population. The CMDS survey also 
covers the basic demographic information, socio-economic status, 
medical service utilization, public health service utilization, and health 
of the mobile population. The final sample size for this study is 4,034 
after the treatment of missing values and outliers.

Variables

Dependent variables
This study employed self-assessed health as a measure of the 

mobile population’s health status. Previous research has shown that 
self-assessed health status aligns with an individual’s actual health 
level (31, 32) and can function as a versatile indicator applicable across 
various contexts, serving as a proxy for actual health status (33). The 
survey asked participants question posed was, “What is your health 
status?” with response options including “Not able to take care of 
yourself,” “Unhealthy but able to take care of yourself,” “Basically 
healthy,” and “Healthy.” For the purposes of this study, the responses 
were categorized into three groups: “1 = Unhealthy,” which includes 
the responses “Not able to take care of yourself ” and “Unhealthy but 
able to take care of yourself,” “2 = Basically healthy,” and “3 = Healthy.” 
It’s important to note that self-rated health is treated as an ordinal 
variable, where higher values indicate better health.

Independent variables
The core independent variable in this study is the extent of public 

health education received. We constructed a binary variable (0–1) 
based on the survey question in the survey, “In the past year, have 
you received health education in the current residential community/
unit?” The responses to this question included occupational disease 
prevention and control, infectious disease prevention and control, 
reproductive health and maternal and child health, chronic disease 
prevention and control, mental health, self-rescue during emergencies, 
and others. A value of 1 was assigned to respondents who reported 
receiving any of these types of education, while those who had not 
received any were assigned a value of 0.

Control variables
This study categorizes the control variables into three primary 

categories, namely individual characteristics, economic attributes, and 
healthcare insurance status, following Grossman’s Health Demand 
Model (34). Individual characteristics include gender (female = 0, 
male = 1), age (15–30 = 1, 31–45 = 2, 46–60 = 3,61 + =4), education level 
(illiterate = 1, primary school = 2, junior high school = 3, high 
school = 4, university and above = 5), marital status (unmarried = 0, 
married = 1), employment status (unemployed = 0, employed = 1), 
household registration (rural = 1, urban = 2), mobility range (within-
city = 1, intercity within the province = 2, interprovincial = 3), and 
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reasons for mobility (family = 1, work = 2, other = 3). Economic 
characteristics primarily consider household income, whereby 
income-related data is converted into rankings within each province 
(<20th percentile = 1, 20th-39th percentile = 2, 40th-59th 
percentile = 3, 60th-79th percentile = 4, and ≥ 80th percentile = 5) for 
data analysis. Healthcare insurance encompasses participation types, 
including Basic Medical Insurance System for Urban and Rural 
Residents (BMISURR) with a code of 1 and Basic Medical Insurance 
for Urban Employees(BMIUE) with a code of 2. Given the variations 
among provinces in economic and social environments, which may 
impact the health of mobile populations, this study also controls for 
the province of residence.

Mediating variables
Based on the existing research results (20, 29, 35, 36) and data 

availability, this study includes mediator variables such as health 
behavior and social support. Health behavior includes public health 
behavior and healthcare-seeking behavior. Public health behavior was 
measured by whether or not the participant had established a contract 
with a family doctor and whether or not to set up a health record was 
measured by the question “Have you established a resident health 
record in your local area?” The question of whether a health record 
has been established is “Have you established a health record in your 
local community?,” yes = 1, no = 0; the question of whether a family 
doctor has been contracted is “Have you contracted with a local family 
doctor?” Healthcare behaviors were measured by whether or not they 
were hospitalized, whether or not they were hospitalized locally, and 
whether or not they paid out-of-pocket hospitalization costs, with the 

question for whether or not they were hospitalized being “Have 
you been hospitalized yourself in the last year?,” Yes = 1, No = 0. The 
question for hospitalization is “In the last year, have you  been 
hospitalized yourself?,” yes = 1, no = 0. The question for hospitalization 
in the local area is “Where were you hospitalized the last time?.” The 
corresponding question for personal out-of-pocket hospitalization 
costs is “How much did you  pay out of the total cost of this 
hospitalization?.” To indirectly measure social support in the 2018 
CMDS data, we used the willingness of the mobile population to stay. 
Social support can impact the willingness of the mobile population to 
stay (37), and receiving health education can also enhance their 
willingness to remain in the local area, making them more likely to 
stay in the inflow area (38). Therefore, it is reasonable to utilize the 
willingness to stay of the mobile population as a measure of social 
support. The survey question regarding the intention of the mobile 
population to stay in the local area is “Do you intend to stay in the 
local area in the coming period?” Yes = 1, No = 0. Combined with the 
above analysis, the definition and assignment of variables in this study 
are shown in Table 1.

Statistical analysis

The data was analyzed using Stata22.0 software. Firstly, descriptive 
statistics were used to examine the data distribution of dependent, 
independent and control variables. Subsequently, we  employed 
chi-square tests to investigate disparities in the health status of the 
mobile population across various characteristics. Secondly, significant 

TABLE 1 Definition of variables.

Variables Definition

Dependent variables Health Unhealthy = 1; Basically Healthy = 2; Healthy = 3

Independent variables Public health education Yes = 1; No = 0

Control variables Gender Female = 0; Male = 1

Age 15–30 = 1; 31–45 = 2; 46–60 = 3; 61 + =4

Education Illiterate = 1; Primary school = 2; Junior middle school = 3; Senior middle 

school = 4; University/college = 5

Marriage status Unmarried = 0; Married = 1

Employment Unemployed = 0; Employed = 1

Household registration Rural = 1; Urban = 2

Range of migration Intercounty = 1; Intercity = 2; Interprovince = 3

Reasons for migration Family = 1; Work = 2; Others = 3

Household income ranking Lowest(<percentile20) = 1; Lower(percentile20–39) = 2; 

Middle(percentile40–59) = 3; Higher(percentile60–79) = 4;  

Highest(≥percentile80) = 5

Health insurance BMISURR = 1; BMIUE = 2

Mediating variables Utilization of public health 

services

Establishment of health records No = 0; Yes = 1

Family doctor signing No = 0; Yes = 1

Medical services 

utilization

Hospitalization No = 0; Yes = 1

Place of hospitalization Household registration = 1; local (inflow) = 2

Out-of-pocket hospitalization 

expenses

Continuous variable

Social support Residence intentions No = 0; Yes = 1
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independent variables identified in the univariate analysis were 
integrated into an ordered logistic regression model to evaluate the 
impact of public health education on the health of the mobile 
population. Thirdly, in exploring the mediating role of public health 
education on health outcomes, we utilized AMOS 25.0 to construct a 
structural equation model and perform standardized path testing. 
Bootstrapping was used to test the mediating effects. The test criteria 
of the structural equation model were the model fitting index, and the 
specific evaluation criteria were GFI, AGFI CFI > 0.9, and 
RMSEA<0.08, showing that the model had good validity. Lastly, the 
heterogeneity of public health education’s influence on the health of 
the migrant population was analyzed through four dimensions: 

urban–rural, age, education, and income. To ensure the robustness of 
our analysis, we extended it with binary logistic regression models, 
Probit models, propensity score matching methods and 
instrumental variable.”

Results

Characteristics of respondents

Table 2 demonstrates the results of descriptive statistics of the 
main variables in this study. Out of 4,034 respondents, 64.28% 

TABLE 2 Basic characteristics of respondents.

Variables N %

Health Unhealthy 439 10.88

Basically Healthy 1,002 24.84

Healthy 2,539 64.28

Public health education No 722 17.90

Yes 3,312 82.10

Gender
Female 2,279 56.49

Male 1755 43.51

Age

15–30 1,197 29.67

31–45 1839 45.59

46–60 759 18.82

61+ 239 5.92

Education

Illiterate 134 3.32

Primary school 517 12.82

Junior middle school 1,051 26.05

Senior middle school 780 19.34

University/college 1,552 38.47

Marriage
Unmarried 677 16.78

Married 3,357 83.22

Employment
Unemployed 825 20.45

Employed 3,209 79.55

Household registration
Rural 2,160 53.54

Urban 1874 46.46

Range of migration

Intercounty 501 12.42

Intercity 1,592 39.46

Interprovince 1941 48.12

Reasons for migration

Family 665 16.48

Work 3,303 81.88

Others 66 1.64

Income

Lowest (<percentile20) 855 21.19

Lower (percentile20–39) 730 18.10

Middle (percentile40–59) 738 18.29

Higher (percentile60–79) 805 19.96

Highest (≥percentile80) 906 22.46

Health insurance
BMISURR 2,637 65.37

BMIUE 1,397 34.63
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reported good health, while 24.84% reported basic health. The 
percentage of the mobile population receiving health education was 
82.10%, but still, 17.90% of the mobile population did not receive 
health education. The education level of the migrant population is 
generally low, with only 38.47% having a university degree or higher, 
and 61.53% having a high school degree or lower. 53.54% of the 
migrant population have a rural household registration, and only 
46.46% are from the cities. Analyzing the scope of mobility, the highest 
proportion is inter-provincial mobility, followed by intra-provincial 
inter-city and intra-city inter-county. 57.58% of the mobile population 
have an income below the median level. In terms of health insurance, 
65.37% of the floating population are enrolled in the Basic Medical 

Insurance System for Urban and Rural Residents, while 34.63% are 
enrolled in Basic Medical Insurance for Urban Employees.

Differential analysis of health levels in 
mobile populations with various 
characteristics

Table 3 presents the results of our analysis, which focuses on the 
health of the mobile population as the dependent variable. The table 
reveals statistically significant differences in the health of mobile 
populations based on various factors, including gender, age, education, 

TABLE 3 Univariate analysis of health level of mobile population.

Variables Health χ2 value p-value

Unhealthy Basically Healthy Healthy

n % n % n % 8.929 0.012

Gender
Female 249 56.72 526 52.50 1,504 58.00

Male 190 43.28 476 47.50 1,089 42.00

Age

15–30 13 2.96 179 17.86 1,005 38.76 1159.153 0.000

31–45 86 19.59 481 48.00 1,272 49.06

46–60 205 46.70 263 26.25 291 11.22

61+ 135 30.75 79 7.88 25 0.96

Education

Illiterate 79 18.00 35 3.49 20 0.77 916.047 0.000

Primary school 173 39.41 166 16.57 178 6.86

Junior middle school 125 28.47 315 31.44 611 23.56

Senior middle school 46 10.48 187 18.66 547 21.10

University/college 16 3.64 299 29.84 1,237 47.71

Marriage
Unmarried 53 12.07 145 14.47 479 18.47 16.110 0.000

Married 386 87.93 857 85.53 2,114 81.53

Employment
Unemployed 271 61.73 217 21.66 337 13.00 549.294 0.000

Employed 168 38.27 785 78.34 2,256 87.00

Household 

registration

Rural 325 74.03 561 55.99 1,274 49.13 96.776 0.000

Urban 114 25.97 441 44.01 1,319 50.87

Range of 

migration

Intercounty 57 12.98 150 14.97 294 11.34 22.401 0.000

Intercity 202 46.01 354 35.33 1,036 39.95

Interprovince 180 41.00 498 49.70 1,263 48.71

Reasons for 

migration

Family 137 31.21 172 17.17 356 13.73 147.836 0.000

Work 278 63.33 807 80.54 2,218 85.54

Others 24 5.47 23 2.30 19 0.73

Income

Lowest (<percentile20) 240 54.67 249 24.85 366 14.11 453.962 0.000

Lower 

(percentile20–39)

90 20.50 202 20.16 438 16.89

Middle 

(percentile40–59)

56 12.76 180 17.96 502 19.36

Higher 

(percentile60–79)

37 8.43 183 18.26 585 22.56

Highest 

(≥percentile80)

16 3.64 188 18.76 702 27.07

Health insurance
BMISURR 84 80.87 598 59.68 1955 75.40 544.006 0.000

BMIUE 355 19.13 404 40.32 638 24.60
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marital status, employment status, household registration, mobility 
range, reasons for mobility, income, and type of insurance coverage 
(all p < 0.05).

Examining the impact of public health 
education on the health of mobile 
populations

The independent variables used in the ordered logistic regression 
analysis were the statistically significant variables from the one-way 

analysis of variance. The dependent variable was the health of the 
mobile population. The results are shown in Table  4. The mobile 
population that received health education was more likely to have 
better health compared to those that did not receive public health 
education (OR = 1.178, 95% CI = 0.978–1.418), suggesting that access 
to public health education can promote better health among the 
mobile population. All control variables, the effects of all variables 
were significant, except for the effects of household registration, scope 
of mobility, and reason for mobility on the health of the mobile 
population, which were not significant. In terms of age, the health of 
the mobile population shows a decreasing trend as age increases. In 

TABLE 4 Ordered logistic regression results of public health education affecting the health of the mobile population.

Variables β SE OR value 95% CI p-value

Public health education No (Reference)

Yes 0.164 0.094 1.178 0.979—1.418 0.083

Gender Female (Reference)

Male −0.115 0.079 0.856 0.734—0.998 0.048

Age 15–30 (Reference)

31–45 −0.836 0.109 0.434 0.350—0.537 <0.001

46–60 −1.719 0.133 0.179 0.138—0.233 <0.001

61- −2.469 0.192 0.085 0.058—0.123 <0.001

Education Illiterate (Reference)

Primary school 0.753 0.212 2.123 1.400—3.2192 <0.001

Junior middle school 1.152 0.214 3.164 2.081—4.811 <0.001

Senior middle school 1.296 0.228 3.655 2.339—5.712 <0.001

University/college 1.410 0.237 4.097 2.577—6.514 <0.001

Marriage Unmarried (Reference)

Married 0.408 0.118 1.504 1.193—1.895 0.001

Employment
Unemployed (Reference)

Employed 0.718 0.104 2.051 1.672—2.516 <0.001

Household registration
Rural (Reference)

Urban −0.022 0.085 0.978 0.827—1.158 0.798

Range of migration

Intercounty (Reference)

Intercity 0.015 0.123 1.015 0.798—1.290 0.905

Interprovince 0.052 0.129 1.054 0.817—1.359 0.687

Reasons for migration

Family = 1 (Reference)

Work = 2 −0.106 0.109 0.899 0.726—1.114 0.332

Others = 3 −0.277 0.278 0.758 0.439—1.306 0.318

Income

Lowest (<percentile 20) (Reference)

Lower (percentile 20–39) 0.259 0.110 1.296 1.044—1.608 0.019

Middle (percentile 40–59) 0.476 0.117 1.609 1.281—2.023 <0.001

Higher (percentile60–79) 0.401 0.122 1.493 1.176—1.8954 0.001

Highest (≥percentile 80) 0.531 0.129 1.701 1.318—1.194 <0.001

Health insurance
BMISURR (Reference)

BMIUE 0.236 0.096 1.266 1.048—1.529 0.014

Pseudo R2 0.208

N 4,034

Province of settlement Control
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terms of education level, increasing education level contributes to 
improving the health of the mobile population, with university and 
above having the most significant effect (OR = 4.097, 95% CI = 2.577–
6.514). Higher income levels are also associated with better health 
outcomes for the mobile population, compared to those with the 
lowest income level. The mobile population with BMIUE have better 
health outcomes compared to those with BMISURR (OR = 1.266, 95% 
CI = 1.048–1.529).

Analysis of the mechanisms through which 
public health education impacts the health 
of the migrant population

This study examines the impact of public health education on the 
health of the migrant populations. The health of the mobile population 
is the dependent variable. Public health education is the independent 
variable, while public health service utilization and medical service 
utilization are the mediating variables. We employed AMOS 25.0 to 
establish the initial mediation model, conducted a single-step multiple 
mediation analysis, and evaluated the model’s fitness. The results, as 
shown in Table 5, indicates that the fitness χ2, with a value of 1.536 and 
a corresponding p-value of 0.078 (greater than 0.05), demonstrating a 
good fit with the sample data. Additionally, with an RMSEA value of 
0.022 and values for CFI, GFI, and AGFI exceeding 0.90, various 
indices suggest that both the data and the overall model are well-
suited for path estimation.

The next step involves estimating the coefficients of the mediated 
paths using the Bootstrap method. We set up 5,000 repeated random 
samples and 95% confidence intervals, and use the standardized 
regression coefficients as the criterion for judging to obtain the 
estimation of the unidirectional paths. As AMOS25 does not display 
significance levels for standardized results, we used unstandardized 
significance levels were used to indicate overall significance. Figure 1 
demonstrates how public health education influence health, while 
Table 6 specifically presents the regression results with mediators such 
as health records, family doctor contracting, hospitalization behavior, 
hospitalization location, out-of-pocket hospitalization costs, and 
willingness to stay as mediators. The above results indicate that public 
health education has a significant positive direct effect on the health 
of the insured, with a coefficient of 0.124, and a significant positive 
effect on the establishment of a health record, with a coefficient of 
0.105 at the 5% level of testing, while the health record has a significant 
positive effect on health, with a coefficient of 0.071 at the 1% level of 

testing, suggesting that there is an indirect effect from the health 
record on the health of the participants. These results suggest that 
family doctor contracting medicates the relationship between public 
health education and health. The study found that public health 
education has a significant positive effect on family doctor contracting 
with a coefficient of 0.139 at the 5% level, and family doctor 
contracting has a significant positive effect on health with a coefficient 
of 0.111, indicating that the mediating effect of family doctor 
contracting between public health education and health is valid. 
Public health education has a significant positive effect on the 
hospitalization behavior of the migrant population at the 1% test level 
with a coefficient of 0.11, and hospitalization behavior has a significant 
positive effect on health at the 5% test level with a coefficient of 0.098, 
indicating that insured hospitalization behavior mediates role in the 
effect of public health education on health.

On the other hand, public health education has a significant 
positive effect on the location of hospitalization of the migrant 
population at the 5% significance, with a coefficient of 0.156. 
Additionally, the location of hospitalization has a significant positive 
effect on health at the 5% level of significance, with a coefficient of 
0.137. This suggests that the choice of hospitalization location of the 
insured plays a mediating role in the effect of public health education 
on health. Meanwhile, public health education has a significant 
negative effect on out-of-pocket hospitalization costs of the migrant 
population with a coefficient of −0.122 at the 5% level of significance, 
while out-of-pocket hospitalization costs have a significant negative 
effect on health with a coefficient of −0.088 at the 5% level of test, 
indicating that out-of-pocket medical costs of the insured play an 
intermediary role in the effect of public health education on health. 
Finally, public health education has a significant positive effect on the 
willingness of the migrant population to stay in the country with a 
coefficient of 0.109 at the 5% level of the significance, while the 
willingness to stay in the country has a significant positive effect on 
health with a coefficient of 0.151 at the 5% level of test, indicating that 
the participant’s choice to stay in the relationship between public 
health education on health outcomes.

To examine how public health education impacts the health of 
migrant populations, this paper analyses the specific pathways. The 
results of this analysis are shown in Table 7. It can be seen that the 
indirect effect of the health record accounts for 5.88% of the total 
effect, the indirect effect of the family doctor contract accounts for 
11.11% of the total effect, the indirect effect of the use of hospitalization 
services accounts for 8.20%, the indirect effect of hospitalization 
location is 14.39%. The study found that hospitalization cost had an 

TABLE 5 Model fit index.

Evaluation indicators Model results Adaptation standards Adaptation judgment

χ2 / df
1.536 <3.00 Yes

χ2-valued probability value p
0.078 >0.05 Yes

RMSEA 0.022 < 0.08 Yes

CFI 0.997 >0.90 Yes

GFI 0.997 >0.90 Yes

AGFI 0.973 >0.90 Yes

NFI 0.991 >0.90 Yes
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indirect effect of 8.20% on the total effect, while willingness to stay had 
an indirect effect of 11.81%. The 95% CIs of the total, direct, and 
indirect effects of the six items did not include 0, indicating a 
significant mediating effect of the variables. The mediating role of 
health records, family doctor contracting, hospitalization service 
utilization, hospitalization location, out-of-pocket hospitalization 
costs and willingness to stay played a mediating role between public 
health education and health of the mobile population.

Heterogeneity analysis

To investigate the varying effects of public health education on the 
health status of different groups, this study categorized the mobile 
population by household registration, age, education level, and 
income, as shown in Table  8. Among the household registration 
groups, public health education was found to significantly enhance the 
health of both rural and urban mobile populations, with a greater 
impact observed among rural mobile populations. In the age groups, 
public health education has a significant impact on the health of 
middle-aged mobile populations. Within the education level 
subgroups, the effect of public education on the health status of mobile 
populations varies, with a significant impact observed among those 
with lower levels of education (high school education and below). In 

the income subgroups, the impact of public health education on the 
health of low-income mobile populations is significantly positive.

Robustness tests

Robustness test with replacement of dependent 
variables

To enhance the robustness of our findings, we initially tested them 
using the following three methods. Firstly, we assigned the dependent 
variable of self-assessed health was assigned as a dichotomous 
variable, i.e., “unable to take care of oneself ” and “unhealthy but able 
to take care of oneself ” were regarded as unhealthy and assigned the 
value of 0; “basically healthy” and “healthy” were regarded as healthy 
and assigned the value of 1, and then analyzed by binary logistic 
regression. “The results are shown in the first column of Model 1 in 
Table 9. Secondly, as the newly constructed dependent variable of self-
assessed health is dichotomous, this paper further analyzes the impact 
of public health education on the health of the migrant population by 
using the Probit model. The impact of health education on the health 
of the migrant population and the results are shown in the second 
column of Model 2 in Table 9. Thirdly, the objective evaluation index 
of health, i.e., “whether it is sick or not (No = 0, Yes = 1)” is used as the 
measurement index of the health of the migrant population, and then 

FIGURE 1

Mediating pathways through which public health education influences the health of mobile populations.
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analyzed by binary logistic regression, and the results are shown in the 
third column of Model 3  in Table  9. The study shows a positive 
correlation between public health education and the health of the 
migrant populations, with a significant level of at least 5%. This 
indicates the robustness of the results of this study.

Robustness test with different PSM methods
To mitigate potential endogeneity concerns between public 

health education and the health of the mobile population, 

we further validated the robustness of the results using propensity 
score matching (PSM) methods. We utilized both nearest-neighbor 
matching and radius matching techniques. The dependent variable 
was mobile population health, and we implemented 1:1 nearest-
neighbor matching. The results are presented in Table  10. It is 
evident that, in comparison to the pre-matching 
results, the standardized deviations of most variables decreased 
(with most falling below 10%), indicating the acceptability of the 
matching outcomes.

TABLE 7 Decomposition results of the mediating effect of public health education affecting the health of the mobile population.

Path Total 
effect

a b Indirect 
effect

Direct 
effect

95% CI Effect 
ratio

Lower 
limit

Upper 
limit

Public health education → Health 

records → Health
0.119** 0.104** 0.065** 0.007** 0.112** 0.002 0.015 5.88%

Public health education → Family 

doctor signing → Health
0.126** 0.139** 0.1** 0.014** 0.112** 0.007 0.024 11.11%

Public health 

education → Hospitalization → Health
0.122** 0.109** 0.089** 0.01** 0.112** 0.004 0.019 8.20%

Public health education → Local 

hospitalization → Health
0.132** 0.156** 0.125** 0.019** 0.112** 0.011 0.032 14.39%

Public health education → Out-of-

pocket hospitalization 

expenses → Health

0.122** −0.121** −0.08** 0.01** 0.112** 0.003 0.02 8.20%

Public health education → Residence 

intentions → Health
0.127** 0.109** 0.137** 0.015** 0.112** 0.007 0.027 11.81%

***, **, * denote significant at the 1, 5, and 10% levels of significance.

TABLE 6 Results of the mediated path test of public health education affecting the health of the migrant population.

Path Non-standardized 
coefficient

Standardization 
coefficient

SE CR p

Public health education → Health 0.112 0.124 0.022 5.039 <0.05

Public health education → Health 

records
0.104 0.105 0.029 3.563

<0.05

Health records → Health 0.065 0.071 0.022 2.959 <0.01

Public health education → Family 

doctor signing
0.139 0.139 0.029 4.71

<0.05

Family doctor signing → Health 0.1 0.111 0.022 4.588 <0.05

Public health 

education → Hospitalization
0.109 0.11 0.03 3.703

<0.05

Hospitalization → Health 0.089 0.098 0.022 4.085 <0.05

Public health education → Local 

hospitalization
0.156 0.156 0.029 5.283

<0.05

Local hospitalization → Health 0.125 0.137 0.022 5.722 <0.05

Public health education → Out-of-

pocket hospitalization expenses
−0.121 −0.122 0.03 −4.106

<0.05

Out-of-pocket hospitalization 

expenses → Health
−0.08 −0.088 0.022 −3.672

<0.05

Public health education → Residence 

intentions
0.109 0.109 0.03 3.663

<0.05

Residence intentions → Health 0.137 0.151 0.022 6.353 <0.05
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Table 11 displays the outcomes of the average treatment effect 
(ATT) obtained using different methods. The results for ATT were 
0.155 and 0.162 under both matching techniques, with corresponding 
t-values of 5.32 and 6.93, all significant at the 1% level. Furthermore, 
it was found that public education increased the likelihood of 
improving the health of the mobile population by 15.5 to 16.2%. This 
highlights the robustness of the conclusion that public health 
education has a significant and positive impact on the health of the 
mobile population.

Instrumental variables method
When mobile populations decide whether or not to receive 

public health education, their health status may also influence their 
decision. If they perceive their health status to be high, they may 

subjectively believe that the effect of health education is limited. 
This changes the relationship between health education and the 
health of the mobile population from a unidirectional influence of 
public health education on health to a bidirectional influence of 
both. Therefore, this study employs the instrumental variable 
method to address the endogeneity problem caused by bidirectional 
influence between public health education and the health level of 
the mobile population. Based on related research (39), this study 
chooses the variable of the number of community health education 
bulletin boards as an instrumental variable for public health 
education, as well as the number of health education bulletin 
boards can reflect both the degree of importance attached to public 
health education and the content and quality of publicity about 
public health education, and this variable is highly correlated with 

TABLE 8 Results of the heterogeneity analysis of the impact of public health education on the health of the mobile population.

Variables Household 
registration

Age Education Income

Rural Urban Lower Middle Higher High 
school 

and 
below

University/
college

Lower Middle Higher

Public 

health 

education

β 0.289 0.267 −0.046 0.321 0.258 0.315 0.075 0.412 0.155 0.144

SE 0.124 0.145 0.239 0.108 0.366 0.111 0.179 0.135 0.234 0.163

OR 

value

1.336 1.306 0.956 1.379 1.294 1.369 1.078 1.154 1.168 1.150

95% 

CI

1.048—

1.702

0.983—

1.734

0.598—

1.531

1.116 

— 1.704

0.632 

— 2.649

1.103 

— 1.702

0.759 — 0.532 1.159—

1.969

0.738 

— 1.848

0.839 

— 1.588

p-

value

0.019 0.065 0.853 0.003 0.481 0.004 0.674 0.002 0.509 0.378

Control variables Control Control Control Control Control Control Control Control Control Control

Province of 

settlement

Control Control Control Control Control Control Control Control Control Control

Pseudo R2 0.209 0.154 0.073 0.123 0.1332 0.185 0.076 0.204 0.154 0.111

N 2,160 1874 1,197 2,598 239 2,482 1,552 1,585 738 1711

TABLE 9 Robustness test results.

Variables Health

Model 1 Model 2 Model 3

Public health education β 0.335 0.178 0.138

SE 0.155 0.084 0.057

OR value 1.398 — 1.148

Z-value 2.170 2.11 2.74

95% CI 1.033—1.893 0.013—0.342 1.040—1.268

p-value 0.030 0.034 0.006

Control variables Control Control Control

Province of settlement Control Control Control

Constant 1.8339 (1.277) 0.1479 (0.319) 0.2984 (0.049)

Pseudo R2 0.414 0.411 0.048

N 4,034 4,034 38,269

Standard error in parentheses.

https://doi.org/10.3389/fpubh.2024.1308751
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Dong 10.3389/fpubh.2024.1308751

Frontiers in Public Health 12 frontiersin.org

public health education, but does not have a direct impact on the 
health of the mobile population (39).

Table  12 presents the regression results obtained using 
inclusion of instrumental variables, where model (1) reports the 
results without control variables but with province-fixed effects, 
while model (2) is the result of regression with the inclusion of 
control variables and controlling for province fixed effects. From 
the results of the Wald test, the instrumental variable rejects the 
hypothesis of a weak instrumental variable and the original 
hypothesis of unrecognizability, and there is no endogeneity of this 
variable. From the regression results, after regression with 
instrumental variables, the coefficient of the health of the migrant 
population receiving community public health education is 5.5354, 
with a higher marginal effect is higher than that of the results of 
the benchmark regression model, which indicates that community 
health education can still significantly improve the health of the 
migrant population and that the benchmark regression 
underestimates the impact of community public health education 
on the health of the migrant population.

Discussion

The aim of this study is to analyze the impact of public health 
education on the health of the migrant population and its mechanism of 
action, to provide support for better health improvement of the migrant 
population. This empirical evidence from China, as a developing country 

TABLE 12 Impact of public health education on the health of the mobile 
population.

Variables Model 1 Model 2

Public health education 5.9069* (3.049) 5.5354** (2.517)

Control variables Uncontrolled Control

Province of settlement Control Control

N 242 242

Wald values 101.26 289.99

R2 – –

TABLE 10 Variable error reduction analysis.

Variables Sample Average value Standardized 
deviation (%)

Error 
reduction (%)

t-test

Test group Control 
group

t-value p-value

Gender
Before matching 0.430 0.443 −2.50% 52.5 −0.570 0.567

After matching 0.434 0.440 −1.20% −0.450 0.650

Age
Before matching 1.980 2.190 −24.30%

96.4
−5.800 0.000

After matching 1.993 1.986 0.90% 0.350 0.725

Education
Before matching 3.796 3.582 17.50%

89.7
4.220 0.000

After matching 3.786 3.808 −1.80% −0.720 0.471

Marriage
Before matching 0.833 0.838 −1.60%

54.4
−0.360 0.717

After matching 0.830 0.833 −0.70% −0.270 0.784

Employment
Before matching 0.805 0.737 16.30%

96.1
3.930 0.000

After matching 0.803 0.805 −0.60% −0.260 0.796

Household 

registration

Before matching 1.473 1.428 9.20%
83.8

2.150 0.032

After matching 1.468 1.475 −1.50% −0.580 0.563

Range of migration Before matching 2.338 2.435 −14.20%
84.9

−3.300 0.001

After matching 2.348 2.363 −2.10% −0.820 0.411

Reasons for 

migration

Before matching 1.855 1.822 8.20%
86.1

1.940 0.053

After matching 1.854 1.859 −1.10% −0.470 0.642

Income
Before matching 3.074 2.893 12.30%

96.9
2.900 0.004

After matching 3.065 3.071 −0.40% −0.150 0.881

Health insurance
Before matching 1.669 1.568 20.90% 88.7 4.960 0.000

After matching 1.665 1.653 2.40% 0.930 0.350

TABLE 11 Propensity score matching estimation results.

Matching 
method

Test group Control group ATT Standard error T-value p-value

Nearest neighbor match 2.560 2.405 0.155 0.029 5.32 0.000

Radius match (0.02) 2.560 2.389 0.162 0.029 6.93 0.000
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with the largest migrant population in the world, this empirical evidence 
from China will be of great practical significance. The study showed that 
89.12% of the migrant population had good health, indicating the need 
for continuous improvement in their health. This is important as good 
health is essential for the effective utilization of their human capital (40). 
In terms of public health education, 82.10% of the mobile population 
received health education, while 17.90% did not have access to health 
education, which indicates that there is still a need to strengthen public 
health education for the mobile population.

The paper demonstrates that public health education can enhance 
the health of the migrant populations, even after controlling for 
province-fixed effects and adding control variables. This conclusion is 
consistent with previous studies. Golbeck et al.’s study showed that adult 
health education is an important way to improve health literacy (41), 
and the study by Santos et al. also concluded that health education 
improves health literacy and helps patients understand and comply with 
physician prescriptions (42). Health education is important for 
promoting health knowledge and advocating healthy lifestyles, 
particularly for migrant populations. It is important to ensure that 
public health education is appropriate and effective (20). Therefore, the 
migrant population should be fully encouraged to actively participate 
in public health education in their communities or units, and the 
coverage of health education should be continuously expanded to help 
the migrant population establish correct health concepts.

The study show that health records, family doctor contracting, 
hospitalization behavior, hospitalization location, hospitalization costs, 
and willingness to stay mediate the effect of public health education on 
the health of the migrant population. This suggests that public health 
education can improve the health of the migrant population by 
promoting better health behavior, medical care behavior, and social 
support. On the one hand, the above findings are consistent with 
existing studies, and also provide additional insights into how public 
health education can impact the health of the migrant population. For 
example, researchers used data from the China Migrant Population 
Dynamic Survey to analyze the impact of health education on the health 
of the migrant population and found that health records and family 
doctor contracting played a mediating role between health education 
and health (43). This result is consistent with the results of this study. 
However, this study analyzed the mechanism of action of health 
education on the health of the mobile population. It used a 
comprehensive set of variables and found that public health education 
could also improve health by influencing hospitalization behaviors, 
choice of hospitalization location, medical costs, and social support of 
the mobile population. As a crucial component of China’s basic public 
health service program, public health education can assist migrant 
populations in enhancing their health awareness and knowledge of 
disease transmission, among other things. This, in turn, can help achieve 
the objectives of disease prevention, health promotion, and improved 
quality of life by modifying their health behaviors (44). At the same 
time, public health education may influence the health of the mobile 
population by promoting their willingness to stay. This is because a 
robust public health service system is an important driving force for 
population migration (45, 46), and the public services in the city provide 
more opportunities and conveniences for the integration of the mobile 
population into the local area, which positively promotes their 
willingness to stay (47, 48). Therefore, the mobile population that has 
access to the public services is more likely to continue to stay in the 
inflow place (49, 50). In turn, social support represented by willingness 

to stay will have an impact on the health of mobile populations, because 
good social support can enhance the sense of belonging of mobile 
populations, satisfy their emotional needs in terms of informal support, 
and ultimately improve their physical and mental health (51). To 
improve the health of the mobile population firstly, it is recommended 
to actively promote the establishment of health records, continuously 
improve the management of health records, provide regular health 
services, and strengthen the management and dynamic monitoring of 
the health data. Secondly, the contracting and consulting work between 
family doctors and the migrant population should be comprehensively 
promoted to improve the family doctor contracting system for this 
group. This will allow family doctors to play their role as “gatekeepers” 
in health protection effectively. Improvements can be made to the use 
of hospitalization services for the floating population. This could 
be achieved by increasing the reimbursement ratio of medical insurance 
for hospitalization expenses and simplifying the reimbursement 
procedures. These changes would reduce the burden of hospitalization 
and improve the accessibility of hospitalization services for the floating 
population. Lastly, social support for the migrant population should 
be strengthened by encouraging the active participation of the migrant 
population in various public services to enhance their willingness to stay 
in the country, thereby providing conditions conducive to the 
improvement of their physical and mental health.

Further analysis of heterogeneity revealed that public health 
education was more effective in improving the health of the rural, 
middle-aged, low-educated, and low-income segments of the mobile 
population. The heterogeneity analysis results of these subdivided 
groups suggest that public health education for the mobile population 
should provide precise and diverse public services tailored to the 
characteristics of the subdivided target groups during policy design and 
resource allocation. This will enhance fairness among different groups 
of the population. It is worth noting that public health education has not 
had a significant impact on the health of migrant populations in both 
the younger and older age groups. This indicates that health education 
may still not have achieved its intended goal of improving health, and 
therefore health education should focus on the lower and the higher age 
groups of the migrant populations. To achieve the goal of accurate 
policy-making in health education, it is recommended to develop 
differentiated health education content based on the collection and 
analysis of health problems and health needs faced by these special 
populations. At the same time, innovative forms of health education, 
such as the Internet as an information dissemination medium play an 
important role in daily life, and many people will prioritize the use of 
the Internet to obtain health information and seek health support (52, 
53). Therefore, the Internet can be utilized to deliver health education 
knowledge in a targeted manner to improve the acceptance and learning 
autonomy of the mobile population.

Conclusion

This paper analyzes the impact of public health education on the 
health of the migrant population using data from the 2018 China 
Migrants Dynamic Survey (CMDS). It further examines the mediating 
effects of public health behaviors and healthcare-seeking behaviors on 
this impact, The study concludes as follows. Firstly, public health 
education plays an important role in improving the health of the 
migrant population, and more attention should be paid to the impact 

https://doi.org/10.3389/fpubh.2024.1308751
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Dong 10.3389/fpubh.2024.1308751

Frontiers in Public Health 14 frontiersin.org

of health education on the migrant population. Secondly, public health 
education can affect health through their utilization of public health 
services, medical care behavior, and social support. Health records, 
family doctor contracts, hospitalization service utilization, and 
willingness to stay all play a mediating role in the impact of public 
health education on the health of the migrant population. Therefore, 
to further improve the health of the migrant population, it is necessary 
to improve the health management and family doctor contracting 
system, actively improve the accessibility of hospitalization for the 
migrant population, and reduce the personal burden of hospitalization, 
as well as strengthen the social support for the migrant population. 
Finally, there is heterogeneity in the impact of public health education 
on the health of the migrant populations. To improve its impact, 
health education content should be enriched and innovative forms of 
health education should be  developed to meet the specific health 
needs of different groups.

Limitations

It should be  noted that this study still has certain limitations. 
Firstly, self-assessed health indicators are used to reflect the health 
status of individuals, which may introduce subjectivity. Further studies 
should aim to enrich and improve the measurement indicators. 
Secondly, there may be  other mediating paths for public health 
education to influence the health of the mobile population, this study 
analyzes the mediating role of three paths, namely, public health service 
utilization, hospitalization service utilization, and social support, based 
on the availability of data from the 2018 CMDS. In the future, other 
paths can be explored with the abundance of data, such as lifestyle 
factors, environmental influences, social support, and psychological 
related variables. To more comprehensively investigate the impact of 
health education on the migrant population’s health, the analysis 
should include support and psychologically related variables. Thirdly, 
this study may have omitted other factors affecting health due to its 
complexity. Therefore, when selecting the factors affecting the health 
of the migrant population through public health education, it is 
important to consider other potential influences for inclusion in future 
analyses. Fourthly, because we  used data from the 2018 Migrant 
Population Dynamic Surveillance Survey, the cross-sectional data 
made the amount of data in this study relatively small, which may limit 
the generalizability and statistical power of the findings, resulting in 
findings that are not representative of a larger population. In addition, 
the limited data may also affect the ability to detect significant effects 
or differences, leading to uncertain interpretations. Future studies, as 
data become more abundant, may use longitudinal data to expand the 
dataset, employ supplemental statistical methods, or consider 
alternative study designs that are more appropriate to the limited data 
situation to enhance the findings and improve the representativeness 
and scientific validity of the results.

Data availability statement

Publicly available datasets were analyzed in this study. This data 
can be  found here: This study was based on a publicly available 
database. Dataset available via the Migrant Population Service Center, 
National Health Commission, China. The datasets generated and/or 
analyzed during the current study can be  found at: https://www.
chinaldrk.org.cn/.

Ethics statement

Ethical approval was not required, as this study was a secondary 
analysis conducted using public data sets from the CMDS that did not 
include identifiable personal information. Each volunteer participant 
obtained a written informed consent based on inclusion criteria. For 
illiterate participants, informed consent was obtained from their next 
of kin/legally authorized representative. The authors declare that all 
methods were carried out in accordance with relevant guidelines 
and regulations.

Author contributions

DB collected, cleaned and prepared the data, analyzed and 
interpreted the data, drafted the manuscript and made subsequent 
revisions, read and approved the final manuscript.

Acknowledgments

The authors are grateful to the editor and the reviewers of 
this paper.

Conflict of interest

The author declares that the research was conducted in the 
absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors 
and do not necessarily represent those of their affiliated organizations, 
or those of the publisher, the editors and the reviewers. Any 
product that may be evaluated in this article, or claim that may be 
made by its manufacturer, is not guaranteed or endorsed by the  
publisher.

References
 1. Wu X, Treiman DJ. The household registration system and social stratification in 

China: 1955–1996. Demography. (2004) 41:363–84. doi: 10.1353/dem.2004.0010

 2. Yang Z, Jiang CH, Hu J. Moderating effects of regional disparities on the relationship 
between individual determinants and public health service utilization among internal 
migrants: evidence from the China migrant dynamic survey in 2017. BMC Public Health. 
(2022) 22:564. doi: 10.1186/s12889-022-12870-1

 3. Wang X, Liu J, Zhu J, Bai Y, Wang J. The association between social integration and 
utilization of primary health care among migrants in China: a nationwide cross-
sectional study. Int J Equity Health. (2023) 22:210. doi: 10.1186/s12939-023-02018-x

 4. ILO. Pandemic realities for Asia-Pacific’s 48 million international migrants. Geneva: 
ILO (2021). Available at: https://www.ilo.org/asia/media-centre/news/WCMS_793027/
lang--en/index.htm (accessed June 20, 2023)

https://doi.org/10.3389/fpubh.2024.1308751
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://www.chinaldrk.org.cn/
https://www.chinaldrk.org.cn/
https://doi.org/10.1353/dem.2004.0010
https://doi.org/10.1186/s12889-022-12870-1
https://doi.org/10.1186/s12939-023-02018-x
https://www.ilo.org/asia/media-centre/news/WCMS_793027/lang--en/index.htm
https://www.ilo.org/asia/media-centre/news/WCMS_793027/lang--en/index.htm


Dong 10.3389/fpubh.2024.1308751

Frontiers in Public Health 15 frontiersin.org

 5. Young R, Kennedy CE, Dam A, Nakyanjo N, Ddaaki W, Kiyingi AC, et al. From ‘no 
problem’to ‘a lot of difficulties’: barriers to health service utilization among migrants in 
Rakai, Uganda. Health Policy Plan. (2023) 38:620–30. doi: 10.1093/heapol/czad019

 6. National Bureau of Statistics of China. Communiqué of the seventh National 
Population Census (no.7) urban and rural population and floating population (2021) 
http://www.stats.gov.cn/english/PressRelease/202105/t20210510_1817192.html 
(accessed July 20, 2023).

 7. Qin L, Chen CP, Liu X, Wang C, Jiang Z. Health status and earnings of migrant 
workers from rural China. Chin World Econ. (2015) 23:84–99. doi: 10.1111/cwe.12108

 8. Sterud T, Tynes T, Sivesind Mehlum I, Veiersted KB, Bergbom B, Airila A, et al. A 
systematic review of working conditions and occupational health among immigrants in 
Europe and Canada. BMC Public Health. (2018) 18:770. doi: 10.1186/s12889-018-5703-3

 9. Zheng L, Hu R, Dong Z, Hao Y. Comparing the needs and utilization of health 
services between urban residents and rural-to-urban migrants in China from 2012 to 
2016.BMC. Health Serv Res. (2018) 18:1–9. doi: 10.1186/s12913-018-3522-y

 10. Zheng Y, Ji Y, Dong H, Chang C. The prevalence of smoking, second-hand smoke 
exposure, and knowledge of the health hazards of smoking among internal migrants in 
12 provinces in China: a cross-sectional analysis. BMC Public Health. (2018) 18:655–9. 
doi: 10.1186/s12889-018-5549-8

 11. Hu X, Cook S, Salazar MA. Internal migration and health in China. Lancet. (2008) 
372:1717–9. doi: 10.1016/S0140-6736(08)61360-4

 12. He W. Does the immediate reimbursement of medical insurance reduce the 
socioeconomic inequality in health among the floating population? Evidence from 
China. Int J Equity Health. (2023) 22:96. doi: 10.1186/s12939-023-01913-7

 13. Zhang J, Ye YL, Wang JC. Social exclusion and psychopathologies of Chinese 
foating populations. J Afect Disord Rep. (2021) 6:100263. doi: 10.1016/j.jadr.2021.100263

 14. Guo M, Guo L. The situation and problems research on immediate settlement on 
ecdemic medical care at different locations for floating population. Chin Health Econ. 
(2014) 33:26–8. doi: 10.7664/CHE20140107

 15. Zhang X, Yu B, He T, Wang P. Status and determinants of health services utilization 
among elderly migrants in China. Global health research and policy. (2018) 3:8–10. doi: 
10.1186/s41256-018-0064-0

 16. Shao S, Zhang H, Chen X, Xu X, Zhao Y, Wang M, et al. Health education services 
utilization and its determinants among migrants: a cross-sectional study in urban-rural fringe 
areas of Beijing, China. BMC Fam Pract. (2021) 22:23. doi: 10.1186/s12875-021-01368-1

 17. Zhu Z, Leng C, Chen S, Zheng Y, Chen D. Does public health education improve 
migrant workers’health status in China?—evidence from China migrants dynamic 
survey. Health Educ Res. (2022) 37:292–13. doi: 10.1093/her/cyac020

 18. Zeng W, Wang C, Chen H, Tong B, Li D, Zou Z, et al. Health status and public 
health education for internal older migrants in China: evidence from a nationally 
representative survey. Front Public Health. (2022) 10:937361. doi: 10.3389/
fpubh.2022.937361

 19. Levy CR, Phillips LM, Murray CJ, Tallon LA, Caron RM. Addressing gaps in public 
health education to advance environmental justice: time for action. Am J Public Health. 
(2022) 112:69–74. doi: 10.2105/AJPH.2021.306560

 20. Yan Z, Han F, Gao R, Jing Q, Gao Q, Cai W. Impact of public health education 
onthe health status of the older migrant population. Front Public Health. (2022) 
10:993534. doi: 10.3389/fpubh.2022.993534

 21. Jin H. How community health education affects health: an analysis based on 
China's elderly mobile population. Zhejiang Soc Sci. (2023) 11:82-92–157-158. doi: 
10.14167/j.zjss.2023.11.004

 22. Gao Q, Feng W, Ma X, Shi C, Sun S. Study on the current status and influencing 
factors of chronic disease health education for the elderly migrant population in the 
eastern region of China. Modern Prevent Med. (2023) 50:3569–75. doi: 10.20043/j.cnki.
MPM.202303255

 23. Wang X, Li J, Yang Y. Status and influencing factors of receiving health education 
and personal health record establishment among elderly migrant population in China. 
Chin J Public Health. (2021) 37:203–8. doi: 10.11847/zgggws1128961

 24. He L, Su M, Wu F. Analysis of the current situation and factors influencing the 
acceptance of health education among the mobile elderly population in Northwest China. 
China Public Health Manag. (2022) 38:479–82. doi: 10.19568/j.cnki.23-1318.2022.04.0012

 25. Zhu P. Research on the mechanism of the influence of household status on the 
utilization of health education services. Health Econ Res. (2023) 40:32–6. doi: 10.14055/j.
cnki.33-1056/f.2023.03.003

 26. Zhao Y, Ni Q, Zhou R. What factors influence the mobile health service adoption? 
A meta-analysis and the moderating role of age. Int J Inf Manag. (2018) 43:342–50. doi: 
10.1016/j.ijinfomgt.2017.08.006

 27. Liu L. Medical treatment in different places for the elderly floating population: 
behavioral charateristics, support system and institutional guarantee. Popul Soc. (2019) 
35:39–51.

 28. Su BB, Wu Y, Yihao Z, Chen C, Panliang Z, Zheng X. The effect of equalization 
ofpublic health services on the health China's migrant population: evidence from 2018 

China migrants dynamic survey. Front Public Health. (2023) 10:1043072. doi: 10.3389/
fpubh.2022.1043072

 29. Rongbin L, Cheng Y. The empirical study of migrant identity under the perspective 
ofsocial change——based the migrant dynamic monitoring survey data in China. Popul 
Dev. (2013) 19:26–35.

 30. Kim M, Gu H. Relationships between health education, health behaviors, and 
health status among migrants in China: a cross-sectional study based on the China 
migrant dynamic survey[C]//healthcare. MDPI. (2023) 11:1768. doi: 10.3390/
healthcare11121768

 31. Zhou Y, Yao X, Jian W. Improving health equity: changes in self-assessed health across 
income groups in China. Int J Equity Health. (2018) 17:94. doi: 10.1186/s12939-018-0808-y

 32. Smith KV, Goldman N. Measuring health status: self-, interviewer, and physician reports 
of overall health. J Aging Health. (2011) 23:242–66. doi: 10.1177/0898264310383421

 33. Williams G, Di Nardo F, Verma A. The relationship between self-reported health 
outcome and signs of psychological distress within European urban contexts. Eur J Pub 
Health. (2017) 27:68–73. doi: 10.1093/eurpub/ckx008

 34. Grossman M. On the concept of health capital and the demand for health. J Pol 
Econ. (1987) 80:223–5. doi: 10.1086/259880

 35. Zhu Z. How public health services affect migrant workers' willingness to stay in 
cities-an analysis based on China's mobile population dynamics monitoring survey. 
China Rural Econ. (2021) 10:125–44.

 36. Zheng Y, Hao X. Impact of social support on the health status of migrant elderly. 
Pop Soc. (2021) 37:76–84. doi: 10.14132/j.2095-7963.2021.06.007

 37. Wang X, Zeng X. Impact of social support on the expectation of migrant workers' 
citizenship--an analysis based on the data of Chengdu migrant population health survey. 
Western China. (2022) 3:38–48.

 38. Shen Y, Liu H. Impact of health services on the willingness to stay of mobile elderly 
population. Pop Dev. (2022) 28:48–57.

 39. Zhao Y, Wang X. Research on the impact of public health education on the health 
status of migrant population--an empirical analysis based on the data of the 2018 
National Migrant Population Dynamic Monitoring Survey. J Hunan Agric Univ. (2020) 
21:61–67+94. doi: 10.13331/j.cnki.jhau(ss).2020.05.008

 40. Graff Zivin J, Neidell M. Environment, health, and human capital. J Econ Lit. 
(2013) 51:689–730. doi: 10.3386/w18935

 41. Golbeck AL, Ahlers-Schmidt CR, Paschal AM. Health literacy and adult basic 
education assessments. Adult Basic Educ. (2005) 15:151.

 42. Santos P, Sá L, Couto L, Hespanhol A. Health literacy as a key for effective preventive 
medicine. Cogent Social Sciences. (2017) 3:1407522. doi: 10.1080/23311886.2017.1407522

 43. Li X, Liu T, Liu S, Wang N. Impact of community-based public health education 
on the health of China's migrant population--mechanisms and tests. China Health Care 
Manag. (2023) 40:500–7.

 44. Fernández-Gutiérrez M, Bas-Sarmiento P, Albar-Marín MJ, Paloma-Castro O, 
Romero-Sánchez JM. Health literacy interventions for immigrant populations: a 
systematic review. Int Nurs Rev. (2018) 65:54–64. doi: 10.1111/inr.12373

 45. Bucovetsky S. Incentive equivalence with fixed migration costs. J Public Econ. 
(2011) 95:1292–01. doi: 10.1016/j.jpubeco.2010.07.011

 46. Rodríguez-Pose A, Ketterer TD. Do local amenities affect the appeal of 
regions in Europe for migrants? J Reg Sci. (2012) 52:535–61. doi: 
10.1111/j.1467-9787.2012.00779.x

 47. Dahlberg M, Eklöf M, Fredriksson P, Jofre-Monseny J. Estimating preferences for 
local public services using migration data. Urban Stud. (2012) 49:319–36. doi: 
10.1177/00420980114007

 48. Zhan D, Zhang W, Dang Y, Qi W, Liu Q. Perceived urban livability of China's 
migrant population and its impact on settlement intentions. Adv Geogr Sci. (2017) 
36:1250–9. doi: 10.18306/dlkxjz.2017.10.007

 49. Liu N, Yu C, Zhao H. Migrant population's urban public service access and 
willingness to stay-an empirical analysis based on the Yangtze River Delta region. 
Economic and Management Review. (2017) 33:112–21. doi: 10.13962/j.
cnki.37-1486/f.2017.06.013

 50. Lin L, Zhu Y, Ke W, Wang J. The effect of basic public services on the willingness 
to stay of urban migrants of different sizes. J Geogr. (2019) 74:737–52. doi: 10.11821/
dlxb201904009

 51. Sun J, Hao X. Impact of social support factors on the health of China's 
elderly migrant population. Med Soc. (2022) 35:26–30+71. doi: 10.13723/j.yxysh. 
2022.09.006

 52. Moult A, Burroughs H, Kingstone TC-G, Chew-Graham CA. How older adults 
self-manage distress-does the internet have a role? A qualitative study. BMC Fam Pract. 
(2018) 19:185. doi: 10.1186/s12875-018-0874-7

 53. Lv M, Peng X, Zhang Y. The internet and the health of rural elderly-micro evidence 
andimpact mechanisms. China Econ Issues. (2022) 4:156–69. doi: 10.19365/j.
issn1000-4181.2022.04.12

https://doi.org/10.3389/fpubh.2024.1308751
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org
https://doi.org/10.1093/heapol/czad019
http://www.stats.gov.cn/english/PressRelease/202105/t20210510_1817192.html
https://doi.org/10.1111/cwe.12108
https://doi.org/10.1186/s12889-018-5703-3
https://doi.org/10.1186/s12913-018-3522-y
https://doi.org/10.1186/s12889-018-5549-8
https://doi.org/10.1016/S0140-6736(08)61360-4
https://doi.org/10.1186/s12939-023-01913-7
https://doi.org/10.1016/j.jadr.2021.100263
https://doi.org/10.7664/CHE20140107
https://doi.org/10.1186/s41256-018-0064-0
https://doi.org/10.1186/s12875-021-01368-1
https://doi.org/10.1093/her/cyac020
https://doi.org/10.3389/fpubh.2022.937361
https://doi.org/10.3389/fpubh.2022.937361
https://doi.org/10.2105/AJPH.2021.306560
https://doi.org/10.3389/fpubh.2022.993534
https://doi.org/10.14167/j.zjss.2023.11.004
https://doi.org/10.20043/j.cnki.MPM.202303255
https://doi.org/10.20043/j.cnki.MPM.202303255
https://doi.org/10.11847/zgggws1128961
https://doi.org/10.19568/j.cnki.23-1318.2022.04.0012
https://doi.org/10.14055/j.cnki.33-1056/f.2023.03.003
https://doi.org/10.14055/j.cnki.33-1056/f.2023.03.003
https://doi.org/10.1016/j.ijinfomgt.2017.08.006
https://doi.org/10.3389/fpubh.2022.1043072
https://doi.org/10.3389/fpubh.2022.1043072
https://doi.org/10.3390/healthcare11121768
https://doi.org/10.3390/healthcare11121768
https://doi.org/10.1186/s12939-018-0808-y
https://doi.org/10.1177/0898264310383421
https://doi.org/10.1093/eurpub/ckx008
https://doi.org/10.1086/259880
https://doi.org/10.14132/j.2095-7963.2021.06.007
https://doi.org/10.13331/j.cnki.jhau(ss).2020.05.008
https://doi.org/10.3386/w18935
https://doi.org/10.1080/23311886.2017.1407522
https://doi.org/10.1111/inr.12373
https://doi.org/10.1016/j.jpubeco.2010.07.011
https://doi.org/10.1111/j.1467-9787.2012.00779.x
https://doi.org/10.1177/00420980114007
https://doi.org/10.18306/dlkxjz.2017.10.007
https://doi.org/10.13962/j.cnki.37-1486/f.2017.06.013
https://doi.org/10.13962/j.cnki.37-1486/f.2017.06.013
https://doi.org/10.11821/dlxb201904009
https://doi.org/10.11821/dlxb201904009
https://doi.org/10.13723/j.yxysh.2022.09.006
https://doi.org/10.13723/j.yxysh.2022.09.006
https://doi.org/10.1186/s12875-018-0874-7
https://doi.org/10.19365/j.issn1000-4181.2022.04.12
https://doi.org/10.19365/j.issn1000-4181.2022.04.12

	A study on the impact and mechanism of action of public health education on the health of the migrant population: evidence from the 2018 China migrants dynamic survey
	Introduction
	Materials and methods
	Data sources
	Variables
	Dependent variables
	Independent variables
	Control variables
	Mediating variables
	Statistical analysis

	Results
	Characteristics of respondents
	Differential analysis of health levels in mobile populations with various characteristics
	Examining the impact of public health education on the health of mobile populations
	Analysis of the mechanisms through which public health education impacts the health of the migrant population
	Heterogeneity analysis
	Robustness tests
	Robustness test with replacement of dependent variables
	Robustness test with different PSM methods
	Instrumental variables method

	Discussion
	Conclusion
	Limitations

	Data availability statement
	Ethics statement
	Author contributions

	References

