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Abstract

At present, China is entering the "era of migration", and the mobile population is the
main driving force of China's economic growth miracle, and the health status of the
mobile population is the focus of extensive attention from all walks of life. This paper is
based on the data of China's mobile population dynamic monitoring survey in 2018, and
uses logit model to explore the impact of health education on the health status of China's
mobile population and the mechanism of action. The results of the study prove that
receiving health education has a significant improvement effect on the health status of
the migrant population; the stepwise regression method proves that health records and
family doctors play a mechanism role in improving the health status of the migrant
population by receiving health education; this paper adopts the Ologit and Oprobit
methods to carry out the robustness test, which proves that the empirical results are
robust; and the heterogeneity analysis proves that health education can Significantly
improve the health status of middle-aged and old-aged, female, and mobile population
without higher education. Health education services should be focused on the migrant
population; the establishment of health records and family doctor contracting services
for the migrant population should be promoted and improved; and personalized and
differentiated health education services for the migrant population should be insisted
on.
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1. Introduction

In the context of the era of urbanization, the scale and flow rate of China's floating population
is growing, gradually becoming the backbone of China's industrialization, modernization and
urbanization, and is an important source of China's high-quality development. According to the
data of the seventh national population census in 2020, the size of the mobile population was
375.8 million people, compared with the size of the mobile population of 221.4 million people
in the sixth national population census in 2010, rose about 69.73%, and large-scale population
mobility will be the basic feature of China's population and socio-economic development in the
present as well as in the future, and the basic pattern of big migration and big mobility marks
that China is entering the The basic pattern of big migration and big flow signifies that China is
entering the “era of migration”. With the transformation of China from a “rural China” to an
“urban China”, China is now facing an aging population and a decline in the incremental growth
of the labor force, and the migrant population is an important part of China's labor force. As the
main driving force of China's economic growth miracle, the role of the mobile population in
China's economic and social transformation is increasing, and paying attention to the health of
the mobile population is not only conducive to alleviating the negative impacts of population
aging and labor shortage on the economy and optimizing the allocation of labor resources, but
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also helps to reduce the incidence of physiological and psychological illnesses, improve the
quality of China's human capital, and promote sound economic growth. growth. Therefore, the
health of the migrant population is a top priority and a key indicator for safeguarding and
realizing the health of our people. Health is one of the most important public health challenges
that need to be faced all over the world, as well as one of the main focuses that need to be
attended to in order to solve the main social contradictions in our country, and it is crucial to
improve the sense of access and well-being of the people as their level of need continues to rise.
The health of the population has long been key to the quality of our workforce and the optimal
allocation of human resources. From the perspective of the individual, the health of the
population is an important prerequisite for realizing the accumulation of personal capital; from
the perspective of the family, it is the key to maintaining harmony and a necessary condition
for future development; and from the perspective of society, it is the basis for realizing high-
quality social development and social progress.

The household registration system is a fundamental social system in China, and influenced by
the household registration system, the floating population is a concept and group with Chinese
characteristics. However, compared with the household registration population, the urban-
rural dichotomy and social structural inequalities created by the household registration system
have led to the marginalization of the floating population. On the one hand, there are differences
in treatment between the migrant population and the household registration population in
terms of cultural environment, basic education, medical and health services, social security and
so on; on the other hand, according to Maslow's theory of the hierarchy of needs, the migrant
population is faced with greater family and social pressure, and has a higher rate of
physiological and psychological illnesses, which makes it even more important for society to
pay attention to the emotional needs of the migrant population.

The health condition of the migrant population is currently the focus of all sectors of society in
China, and the Baidu Information Index reflects the degree of national attention to a certain
topic. The daily average value of the search index for mobile population is 284, and the daily
average value of the information index is 3220, reflecting that the national concern for the
mobile population and its health condition is only increasing. The health condition of the mobile
population is not only a hot issue of concern to all sectors of society, but also a key area of
national policy. The Outline of the “Healthy China 2030” Plan puts forward “building and
sharing health for all” as the strategic theme for building a healthy China, with the fundamental
aim of realizing health for all, and highlighting the health problems of the migrant population.
The report of the 19th CPC National Congress emphasized the breaking down of institutional
and institutional barriers to population mobility, providing more equitable opportunities for
the mobile population. The Twentieth Congress explicitly put forward the need to make
people's health issues a top strategic priority. In addition to this, the Measures for the
Administration of Marriage and Childbirth Certificates for the Floating Population, the
Regulations on the Work of Family Planning for the Floating Population, the Measures for the
Administration of Family Planning for the Floating Population, and the Interim Measures for
the Administration of Malaria for the Floating Population all reflect the high level of attention
paid to the health of the floating population in State policy.

2. Literature Review

The concept of the floating population has its origins in the household registration system and
the current economic policy, which is a fundamental system for the management of other social
affairs in China. The first time the concept of “floating population” was applied to the
management of social affairs was in 1958, when the Regulations of the People's Republic of
China on Registration of Households were introduced, from which the concept of “floating
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population” was derived. In the unique context of China's household registration system, the
floating population is a special population group in China, so the international equivalent of the
concept of “floating population” is the concept of “population transfer”. However, “floating
population” is not exactly the same as “population migration”, and the concept of “floating
population” has been given a unique connotation under China's household registration system,
which is not entirely based on the spatial movement of the population. The concept of “floating
population” has been given a unique connotation under China's household registration system,
and is not based solely on spatial mobility. The China Mobile Population Health and Family
Planning Dynamic Monitoring Survey defines the mobile population as those aged 15 years and
older who live in a district other than their hukou and have lived there for 30 days or more.
Scholars in China have explored the meaning of “floating population” from the macro and micro
perspectives respectively. From the macro perspective, the floating population can be defined
as a population that has realized a change in the scope of its geographical boundaries without
changing its permanent hukou; from the micro perspective, the floating population refers to the
population that does not have a local permanent hukou but lives permanently in the local area,
and the population that has a local permanent hukou but does not reside in the local area. From
a micro perspective, the floating population refers to those who do not have local permanent
residence but live there, and those who have local permanent residence but do not live there.
However, some scholars have argued that, with the development of the times, the concept of
“floating population” and the data based on it have gradually failed to truly and accurately
reflect the size and number of China's floating population.

When analyzing the influencing factors affecting the health status of the migrant population,
most scholars in China believe that the influencing factors affecting the health of the migrant
population mainly focus on the individual level, family level, social level and mobility
characteristics and so on [1].

At the individual level, most scholars tend to start from demographic factors, such as gender,
age, education level and other demographic factors have an important influence on the study
of the health status of the migrant population [2]. In terms of gender, men tend to have better
health status than women [3]. In terms of age, age tends to be negatively correlated with the
health status of the mobile population. Education brings a “health dividend” to people's health
that lasts a lifetime [4]. In the analysis of family factors, marriage, monthly household income
and the number of family members living with the household all have different degrees of
influence on the health of the migrant population. Marital status can have a significant impact
on the health status of the mobile population [5]. However, some scholars have found that
marital status does not significantly affect the health of the mobile population [6]. Family
income tends to be positively correlated with the health of the mobile population [7]. Family
members living with migrants form family bonds that affect the mental health of migrants [8].
The greater the number of accompanying persons, the stronger the family bonds, and the better
the self-assessed health status of the migrant population [9]. In the social level, many scholars
have mainly studied factors such as community, health insurance and basic medical public
services, all of which play a certain positive role in the health status of the migrant population.
Community factors have a “cross-level” effect on individual factors, and the community plays
an important role in regulating the health of the mobile population [10]. Part of the health
insurance has a negative effect on the health status of the migrant population [11]. Basic
medical public services mainly include health records, health education and whether to sign up
for a family doctor. Compared with the household population, it is more difficult for the migrant
population to obtain equal basic public health services, and whether or not the migrant
population can obtain basic public health services is an extremely critical and important factor
affecting the health status of the migrant population [12]. The impact of health education on the
mobile population is significant [13], but the mobile population is mainly passive in receiving
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health education [14], and the content of the health education received is not comprehensive
[15], which to a certain extent also leads to a low level of health literacy among the mobile
population, which in turn leads to unhealthy and unscientific life, resulting in the overall health
literacy of the mobile population is low [16]. Mobility characteristics mainly include mobility
time, mobility distance and mobility reasons. When choosing the scope of mobility, mobile
populations tend to actively consider their own health status and physical fitness tolerance
range. Some scholars believe that healthy people are more inclined to migrate long distances,
which is similar to the “healthy migrant effect” [17], and the farther the distance of mobility, the
better the health status of the mobile population [18].

3. Research Design

3.1. Data sources

The data in this paper is mainly derived from the “2018 China Migrants Dynamic Survey
(CMDS)”, which adopts the PPS method for sampling, and is conducted in 31 provinces
(autonomous regions and municipalities) and the Xinjiang Production and Construction Corps
across the country. The survey was conducted in 31 provinces (autonomous regions and
municipalities) and the Xinjiang Production and Construction Corps (XPC) across the country,
targeting migrants aged 15 years or older who have lived in the place of inflow for one month
or more and who do not have a household registration in the place of inflow. The main purpose
of the survey is to explore the survival and development status, mobility trends and utilization
of basic public health services of the floating population in the new period, to realize the goal of
a healthy China, to carry out testing in the place of inflow and tracking of the floating population
for special surveys, with a wide range of testing, a large total sample size, and a scientific and
reasonable monitoring method, and it is the representative and scientific data for dynamic
monitoring of the floating population in our country. The 2018 National The sample of the 2018
National Mobile Population Dynamic Monitoring Survey has a total of 66 strata, with a total
sample size of 152,000.

3.2. Variable selection and description
3.2.1. Self-assessed health

In this paper, self-assessed health of the mobile population is selected as an explanatory
variable. A person's health status can be measured from various aspects such as physical level,
psychological level and social level. Self-assessed health is the individual's subjective
assessment of his/her own health, and it is one of the scientific and representative indicators
of population health widely used in major social science surveys. According to the personal
questionnaire “How is your health?” , this paper constructs the four options as dichotomous
variables, categorizing “1 Healthy” and “2 Basically Healthy” as “Healthy” and assigning a value
of 1, and categorizing ” 3 unhealthy, but can take care of themselves” and ‘4 can not take care of
themselves’ are categorized as ‘unhealthy’ and assigned a value of zero.

3.2.2. Physical health

In order to ensure the robustness of the model, this paper selects “whether there is any illness
(injury) or physical discomfort in the recent year?” as the physiological health variables of the
migrant population, assigning “1 Yes, the last time occurred within two weeks” and “2 Yes, the
last time occurred two weeks ago” as 0, and “3 No” as 1.

3.2.3. Health Education

In this paper, health education is selected as the core explanatory variable of the model.
According to the individual questionnaire, “In the past year, have you received health education
in the following areas in your current community/unit?”, health education is mainly
categorized into occupational disease prevention and treatment. According to the
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questionnaire, health education is mainly divided into occupational disease prevention and
control, infectious disease prevention and control, reproductive health and maternal and child
health, chronic disease prevention and control, mental health, public health emergencies, self-
help, and others, if the migrant population has participated in at least one of these seven health
education, it is considered to have received health education and assigned the value of 1, if none
of them have participated in it, it is considered that they have not received health education and
assigned the value of 0.

3.2.4. Control Variables

In order to further control other factors affecting the health status of the migrant population,
this paper refers to the relevant literature and divides the control variables into four main levels,
which are personal characteristics, family characteristics, social characteristics and mobility
characteristics.

Personal characteristics mainly include gender, age, education level, nature of household,
occupation and willingness to stay. Gender, age, education and occupation are common
individual-level control variables. Given the existence of China's special household registration
system, the nature of the hukou of the floating population is also included in the individual-level
control variables, but some scholars believe that the hukou is an important basis for
determining the distribution of resources, so the nature of the hukou as a symbol of socio-
economic status should be included in the social characteristics, in the question about the
nature of the hukou in the personal questionnaire of the National Dynamic Monitoring of the
Floating Population Data in 2018, the options include “1 Agricultural”, ‘2 Non-agricultural’, ‘3
Now uniformly registered as a resident, previously agricultural’, ”4 Now uniformly registered
as a resident, previously non Resident”, ‘5 Resident’ and ‘6 Other’. Option “6 Others” includes
migrants whose hukou is not yet determined and those with foreign nationality, which are
removed due to the special characteristics of this group and the small sample size. In this paper,
“2 non-agricultural”, “4 now registered as residents, previously non-residents” and “5 residents”
are regarded as “non-agricultural hukou” and assigned a value of zero. “ and assigned a value
of 0, option “1 Agriculture” is considered as “Agricultural Hukou” and assigned a value of 1, and
option “3 Now uniformly registered as a resident and before that as agricultural” is considered
as “Agricultural Hukou” and assigned a value of 1. “Occupation is mainly based on the
questionnaire “Did you do paid work for more than one hour during the week before May Day
this year? (including household or self-employment)”, if the answer is ‘No’, it is regarded as ‘no
work’ and assigned a value of 0. For "What is your current main occupation? ” If the answer is
“10 Heads of state organs, enterprises and public institutions” and “30 Civil servants and related
personnel”, they are regarded as “civil servants” and assigned the value of 1, and “20
Professional and technical personnel” is regarded as “civil servants” and assigned the value of
1, and the value of 1 is assigned to “civil servants”. “20 Professionals and technicians” are
regarded as ‘professional and technicians’ and assigned a value of 2, and ‘41 Doing
business’, "42 Vendors ", “43 Catering”, “44 Housekeeping”, “45 Janitorial”, “46 Security ", “48
Courier”, “49 Other business, service industry personnel” and “62 Transportation” are
considered as “Modern service industry personnel”. Modern service industry personnel” and
assigned a value of 3, ‘50 Agriculture, forestry, animal husbandry, fishery, water conservancy
production personnel’ as ‘Agriculture, forestry, animal husbandry and fishery personnel’ and
assigned a value of 4, 47 Renovation ”, “61 Production”, “63 Construction” and “64 Operation
of other equipment” as “Production workers” and assigned a value of 4, and “47 Renovation”,
“61 Production”, “63 Construction” and “64 Operation of other equipment” as “Production
workers” and assigned a value of 5. “ and assigned a value of 5, and “70 No fixed occupation”
and “80 Other” are considered as “Other occupation” and assigned a value of 6.

In household characteristics, the main control variables are household equivalent income,
marital status and mobile household size. Among them, family equivalent income is calculated
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according to the equivalent size of the family, which is more scientific and reasonable than the
per capita income of the family. Family equivalent income fully takes into account the
heterogeneity and economy of scale of the consumption of adults and children in a family, and
makes the welfare level of the family more comparable by assigning different weights to adults
and children. The formula for calculating family equivalent income in this paper is total family
income/(number of adults + number of children*0.5)"0.9, which is calculated according to the
personal questionnaire “What was the average monthly total income of your family in the past
year?” to make the calculation. Marital status was calculated based on the individual
questionnaire by considering “1 Unmarried” and “6 Cohabiting” as “Unmarried” and assigning
avalue of 0 to them, and “2 First marriage” and “3 First marriage” as “Unmarried” and assigning
a value of 1 to “Unmarried” and “6 Cohabiting” as “Unmarried”. “2 First marriage” and ‘3
Remarriage’ are considered as ‘Married’ and assigned a value of 1, ‘4 Divorced’ and ‘5 Widowed’
are considered as ‘Divorced’ and ‘5 Widowed’ are considered as ‘Divorced’ and ‘5 Widowed’ are
considered as ‘Widowed’ and assigned a value of 1. The “4 Divorced” and “5 Widowed” are
regarded as “Divorced or Widowed” and assigned a value of 2.

Social characteristics are mainly selected from the type of community in which the migrant

population lives and health insurance participation. Among them, the community type is mainly

judged according to the type of sample points in the survey data, and “neighborhood committee”
is assigned as 0 and “village committee” is assigned as 1. The health insurance participation

status is based on whether or not the migrant population participates in the five types of social

health insurance, and the migrant population is considered to participate in health insurance if

they participate in at least one of them. If the migrant population participates in at least one of

the five types of social health insurance, it can be regarded as participating in health insurance

and assigned a value of 1. If none of the five types of social health insurance has been

participated, it can be regarded as non-participating and assigned a value of 0.

The characteristics of mobility include mobility time, mobility scope inflow area and reason for
mobility. Mobility time is calculated by subtracting 2018 from the year in which mobility began.
Reasons for mobility include “1 Labor/work” and “2 Business” as “work reasons” and assigned
a value of 0, “3 Relocation of family members” and “4 Family members” as “work reasons”, and
“3 Family members” as “work reasons”. ”, “4 Marriage and Marriage”, “6 Reliance on Friends
and Relatives”, “9 Birth” and “10 Retirement in a Different Place” are categorized as “Work
Reasons” and assigned a value of 0. “ are categorized as “friends and relatives” and assigned a
value of 1, “5 demolition and relocation” is assigned a value of 2, and “11 other” is assigned a

value of 3.
3.2.5. Mediating Variables

With reference to the related literature, this paper selects whether to establish health records
and whether to sign up for family doctors as mediating variables. The establishment of health
records and signing up for family doctors by the migrant population can reflect the health
consciousness of the migrant population to a certain extent, so that the migrant population can
lead a healthier life. Among them, according to the personal questionnaire “Have you
established a resident health record in your local area?” The variable of residents' health record
was set up, and “2 have not established, have not heard of it”, “3 have not established, but have
heard of it” and “4 do not know” were categorized as ” “1Yes, already established” is regarded
as ‘Establishment of resident health record’” and assigned a value of 1. The questionnaire was
used as ‘At present, have you signed a contract with your local family doctor?’. Have you signed
a contract with a local family doctor?” To measure whether the migrant population has signed
up with a family doctor or not, the answers of “2 have not signed up, have not heard of it”, “3
have not signed up, but have heard of it” and “4 don't know” are classified as “not signed up
with a family doctor” and “have not signed up with a family doctor”. The responses “2 Have not

» o«

signed up for a family doctor, have not heard of it”, “3 Have not signed up, but have heard of it”
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and “4 Don't know” were categorized as “Have not signed up for a family doctor” and assigned
a value of 0, while “1 Have signed up for it” was assigned a value of 1.

Table 1. Descriptive Statistics Results for Variables

Variable variable name Description of variables average (statistics)
category value standard
deviation
explanatory Self- Dummy variable: unhealthy = 0 healthy = 1 0.979 0.144
variable assessment of
health
Core health Dummy variable: not accepted = 0 at least one = 1 0.811 0.392
explanatory education
variables
personal distinguishing Dummy variable: female = 0 male = 1 0.513 0.500
characteristic between the
sexes
(a person's) 2018 - Year of birth 37.082 11.220
age
educational Categorical variables: Elementary school and 10.319 3.447
attainment below = 0 Junior high school = 1 High school = 2
College and above = 3
Nature of Categorical variables: non-agricultural = 0 0.954 0.558
account agricultural = 1 agricultural to residential = 2
careers Categorical variables: Not working = 0 Civil 2.859 1.629
servants = 1 Professionals and technicians = 2
Modern service workers = 3 Agriculture, forestry,
animal husbandry, fisheries and water production
workers = 4 Production workers = 5 Other = 6
propensity to Categorical variables: willing = 0 unwilling = 1 0.271 0.670
remain in the not thinking = 2
country
Family Household Gross household income / (number of adults+ 2.960 1.389
characteristics equivalent number of children*0.5)"0.9
income
marital status  Categorical variables: Unmarried = 0 Married = 1 0.866 0.414
Divorced or widowed = 2
Size of mobile Number of family members living with the mobile ~ 3.147 1.207
households population
social Community Dummy variable: neighborhood council = 0 0.259 0.438
characteristic Type village council = 1
Status of Dummy variable: not enrolled = 0 enrolled in at 0.933 0.249
participation least one health insurance policy = 1
in health
insurance
Flow movement 2018 -- flow year 6.251 6.079
characteristics time
range of Categorical variables: Inter-provincial mobility = 0.660 0.748
mobility 0 Inter-provincial cross-city = 1 Inter-city cross-
county = 2
inflow area Categorical variables: Eastern region = 0 Central 0.958 1.011
region = 1 Western region = 2 Northeastern
region = 3
Reasons for Categorical variables: Work = 0 Family and 0.175 0.449
mobility friends = 1 Demolition = 2 Other = 3
intermediary Resident Dummy variable: not established = 0 established 2.156 0.971
variable Health Record =1
family doctor Dummy variable: not signed = 0 signed = 1 2.345 0.831
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3.3. Research methodology
3.3.1. Base model

This paper uses Statal7 software for statistical analysis and logit regression modeling to
explore the study of the impact of health education on the health status of mobile populations
under the perspective of mobility in time and space. The following model is constructed:
In (1 f p) = fo + Pihealth_edu; + B,control;

Among them,p represents the probability of self-assessed health of mobile individualsi ,1 —p
represents the probability of self-assessed unhealthiness of mobile individualsi ;health_edu; is
a dichotomous variable of whether mobile individualsi receive health education; control;
represents other control variables that may affect the health status of mobile individualsi .

3.3.2. Models of mediating effects

In this paper, we refer to the mediation effect model of Wen Zhonglin (2004), and use the two
variables of whether or not to establish residents' health records and whether or not to sign up
for a family doctor as the mediation variables, to establish a mediation effect model to test
whether or not health education improves the health of the migrant population through the
establishment of residents' health records and signing up for a family doctor.[19] The model is
set up as follows:

health; = B, + pihealth_edu; + B,control; + y;
M; =y + y1health_edu; + y,control; + ¢;
health; = ¢y + @ health_edu; + @, M; + @zcontrol; + €;
3.3.3. Empirical results and analysis

Table 2 demonstrates the results of the baseline regression of community health education
received by the mobile population on their health status. Health education was first added as a
single variable in the model (Model 1), and based on this, control variables for individual
characteristics (Model 2), family characteristics (Model 3), social characteristics (Model 4), and
mobility characteristics (Model 5) were included in the layer-by-layer analysis.

Model 1 represents the effect of health education on the health status of the migrant population,
and when only the single variable of health education is included, the regression results show
that the regression coefficient of the independent variable is 0.803, health education is
positively correlated with the self-assessed health status of the migrant population at the 1%
level of significance, and the probability of the migrant population's self-assessed health to be
healthy increases by 1.66% for those who receive health education.

Model 5 incorporates time of mobility, scope of mobility, region of mobility and reason for
mobility. Health education is positively associated with the health of the mobile population at
the 1% level of significance, with a marginal effect of 0.0031, which means that receiving health
education leads to a 0.31% improvement in health status compared to the mobile population
that has not received health education. In terms of gender, the regression coefficient for gender
is -0.066, but this is not statistically significant, which indicates that the health status of the
male mobile population is not significantly different from that of the female. The regression
coefficient for age is -0.056, which is negative at the 1% level of significance, which means that
the probability of self-assessed health being healthy decreases by 0.08% for each additional
year of age of the mobile population. In terms of education, education is significantly and
positively correlated with the self-assessed health of the mobile population at the 1% level, and
each additional year of education of the mobile population can increase the probability of self-
assessed health by 0.15%. In terms of the nature of hukou, compared with agricultural hukou,
the probability of self-assessed health being healthy increases by 0.22% and 0.32% for those
whose hukou nature is non-agricultural and those who have switched from farming to living

216



International Journal of Social Science and Education Research

Volume 8 Issue 2, 2025

ISSN: 2637-6067

DOI: 10.6918/1JOSSER.202502_8(2).0028

Table 2. Impact of health education on the health status of the mobile population

variant Model 1 Model 2 Model 3 Model 4 Model 5
Access to health education 0.803 *** 0.217 *** 0.231 *** 0.220 *** 0.216 ***
(0.039) (0.048) (0.048) (0.048) (0.049)
distinguishing between the -0.150 *** -0.108** -0.103** -0.066
sexes (0.048) (0.049) (0.049) (0.050)
(a person's) age -0.061*** -0.058 *** -0.059 *** -0.056 ***
(0.002) (0.002) (0.002) (0.002)
educational attainment 0.134 *** 0.109 *** 0.108 *** 0.109 ***
(0.007) (0.007) (0.007) (0.007)
Nature of account
non-agricultural 0.377 *** 0.159** 0.149 ** 0.158 **
(0.066) (0.066) (0.067) (0.067)
conversion from agriculture to 0.371 *** 0.285 *** 0.276 *** 0.224 ***
residence (0.075) (0.076) (0.076) (0.077)
careers
No work. -1.459 *** -1.302 *** -1.294 *** -1.319 ***
(0.341) (0.343) (0.343) (0.345)
Professional and technical staff 0.608 0.566 0.574 0.491
(0.396) (0.398) (0.398) (0.399)
Modern services personnel 0.072 0.144 0.143 0.094
(0.342) (0.344) (0.344) (0.346)
Agricultural, forestry, animal -0.419 -0.200 -0.153 -0.018
husbandry, fishery and water (0.367) (0.369) (0.370) (0.372)
production personnel
production staff 0.584* 0.532 0.559 0.415
(0.350) (0.352) (0.352) (0.354)
Other occupations -0.702** -0.455 -0.441 -0.445
(0.355) (0.358) (0.358) (0.359)
propensity to remain in the
country
unwilling 0.060 0.058 0.061 -0.071
(0.139) (0.139) (0.139) (0.139)
Haven't thought about it. -0.066 -0.028 -0.024 -0.100
(0.064) (0.064) (0.064) (0.065)
condition 2.748 *** 2.733 ¥** 2.733 *** 2.725 ***
(0.046) (0.046) (0.046) (0.046)
Household equivalent income 0.383 *** 0.380 *** 0.304***
(0.020) (0.020) (0.021)
marital status
married 0.282 *** 0.273** 0.324 ***
(0.108) (0.109) (0.110)
Divorced or widowed 0.299** 0.291** 0.323**
(0.137) (0.137) (0.138)
Size of mobile households 0.124 *** 0.123 *** 0.079 ***
(0.019) (0.019) (0.019)
Community Type -0.102 ** -0.145 ***
(0.051) (0.052)
Status of participation in health 0.069 0.060
insurance (0.082) (0.084)
movement time -0.022%**
(0.003)
range of mobility
Provincial cross-city 0.015
(0.055)
Cross-county within the city -0.118*
(0.063)
inflow area
eastern part 0.408 ***
(0.062)
Central Region 0.111
(0.069)
northeastern part of China -0.338 ***
(0.067)
Reasons for mobility
Reasons for work 0.442 ***
(0.154)
Reasons of family and friends 0.485 ***
(0.153)
Reasons for demolition 0.405*
(0.229)
constant term (math.) 3.239 *** 3.965 *** 2.422 *** 2.438 *** 2.296 ***
(0.032) (0.360) (0.375) (0.383) (0.415)
sample size 142770 142770 142770 142770 142770
Quasi-R2 0.013 0.427 0.442 0.442 0.448
likelihood ratio test 381.482 12476.526 12914.883 12919.560 13108.969

Standard errors in parentheses
*p<0.1,**p<0.05**p<0.01
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than those who have agricultural hukou, respectively. In terms of occupation, the self-assessed
health of the population without a job decreases by 1.87% respectively compared to the mobile
population with the occupation of civil servant, which may be caused by the fact that the mobile
population without a job does not have a stable source of income and lives in a more difficult
environment. The regression coefficient of household equivalent income is 0.304, which is
positive at 1% level of significance, corresponding to a marginal effect of 0.0043, i.e., for every
unit increase in household equivalent income, the probability that the self-assessed health of
the mobile population is healthy will increase by 0.43%. The effect of mobile family size on the
self-assessed health of the mobile population is significantly positive, with each additional
family member increasing the odds of the mobile population being healthy by 0.11%. The
health of the mobile population whose community type is neighborhood council is healthier
than that of village council, which may reflect the influence of geographic location on the health
of the residents. Since neighborhood councils are the grassroots units in urban areas while
village councils are the grassroots units in rural areas, urban neighborhood councils can
provide a better community environment compared to village councils, which in turn can
improve the mental health of the mobile population. The regression coefficient of medical
insurance is 0.060, but the effect of medical insurance on the health status of the mobile
population is not significant. In mobility time, the regression coefficient is -0.022, which is
negatively correlated at the 1% level of significance, corresponding to a marginal effect of -
0.0003, i.e., for every one-year increase in mobility time, the chances of the migrant
population's health being favorable decrease by 0.03%. This is consistent with the idea of health
migration effect and health depletion effect. Compared to inter-provincial mobility, the
probability of self-assessed health improvement increases by 0.02% for intra-provincial inter-
municipal mobility and by 0.17% for intra-municipal inter-county mobility. Among the inflow
regions, compared with the inflow to the western region, the probability of the inflow to the
eastern and central regions to have good self-assessed health increased by 0.58% and 0.16%,
respectively, and the probability of the inflow to the northeastern region to have poor self-
assessed health increased by 0.48%. This may be due to the better health status of the mobile
population in the eastern and central regions, which are more economically developed, have
more convenient transportation, and have more sound medical and health services and basic
public services. Compared with other reasons for mobility, the probability of self-rated health
increased by 0.63%, 0.69% and 0.57% for mobile populations whose mobility was due to work,
family and friends, and demolition, respectively. In the theory of healthy migration effect, active
mobility avoids stress and therefore better health.

Table 3. Mechanism analysis of the impact of health education on the health status of the
mobile population

variant Model 1 Model 2 Model 3 Model 4 Model 5
Self-assessment of health file family doctor Self-assessed Self-assessment
health health of health
health 0.398 *** 1.275 *** 1.669 *** 0.370 *** 0.376 ***
education (0.046) (0.022) (0.039) (0.047) (0.047)
health file 0.132 ***
(0.048)
family doctor 0.145 **
(0.061)
control containment containment containment containment containment
variable
location containment containment containment containment containment
sample size 130,623 130,623 130,623 130,623 130,623
LR chi2 8770.62 *** 9679.55 *** 7364.04 *** 8778.13 *** 8776.36 ***
Pseudo R2 0.3137 0.0621 0.0749 0.3139 0.3139
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Table 3 reports the analysis of the mechanism of the impact of receiving health education on
the health status of the floating population. Model 1 represents the regression results between
receiving health education and the self-assessed health of the floating population, with a
regression coefficient of 0.398, and the probability that receiving health education can
significantly improve the health status of the floating population is 0.71%. Model 2 and Model
3 represent the separate regression results between receiving health education and
establishing health records and contracting family doctors, with regression coefficients of 1.275
and 1.669, respectively, and receiving health education is significantly and positively correlated
with the two mechanism variables, establishing health records and contracting family doctors,
atthe 1% level. Models 4 and 5 represent the role of establishing health records and contracting
family doctors in the total regression, and the regression results show that after adding the
mechanism variables, receiving health education increases the probability of the mobile
population's self-assessed health being healthy by 0.27% and 0.26%, respectively, and the
regression coefficients between receiving health education and the mobile population's self-
assessed health are significantly positive, and the mechanism variables health records and
family doctors significantly improve the health status of the mobile population. The marginal
effect of receiving health education on improving the health status of the migrant population in
models 4 and 5 is significantly lower than that in model 1. The direct effect of receiving health
education on improving the health status of the migrant population is smaller than the total
effect, which proves that the two mechanism variables play a mediating role in improving the
health status of the migrant population by receiving health education

4. Heterogeneity Test

According to the previous study, receiving health education can significantly improve the self-
assessed health of China's migrant population, but due to the large size of China's migrant
population group, the wide range of mobility distribution, and the influence of the differences
in economic development and cultural background between regions, the health level of China's
migrant population group in terms of age, gender, education and household registration, and
so on, there are large differences. It is valuable to explore the heterogeneity of China's mobile
population in terms of age, gender, education level, household registration, mobility range and
mobility time.

4.1. Age

Currently, population aging in China has entered a rapid development stage, and healthy aging
is an important health development strategy in China. Referring to the relevant studies of the
World Health Organization and other scholars, this paper divides the age of the mobile
population into three groups, which are the youth group of 44 and below, the middle-aged
group of 45-59 years old, and the old-aged group of 60 years old and above [21].

Table 4. Differences in the impact of health education on the health status of the mobile
population in different age groups

Model 1 Model 2 Model 3
Youth: <45 Middle age: 45-59 Old age: >59
health education 0.485 *** (0.339 ¥ 0.394 ***
(0.092) (0.065) (0.082)
marginal effect 0.27% 1.29% 4.72%
control variable containment containment containment
location containment containment containment
sample size 106,830 29,986 5,954
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Table 4 reports the differences in the impact of health education on the health status of the
migrant population in different age groups, and the regression results show that health
education has a significant positive impact on the health status of the migrant population in
different age groups, and in terms of the marginal effect, receiving health education is effective
in improving the health of the migrant population in the youth group by 0.27%, in the middle-
aged group by 1.29%, and in the elderly group by 4.72%. It can be seen that receiving health
education has the most significant improvement on the health status of the migrant population
over 60 years old, which is significantly better than the youth group and middle-aged group.
Therefore, it is very important to carry out health education for the elderly migrant population,
which can effectively improve the health status of the elderly migrant population and promote
the realization of "healthy aging" in China.

4.2. Gender

Table 5. Differences in the impact of health education on the health status of migrant
populations by gender

Model 4 Model 5
male daughter
0.392 *** 0.425 ***
health education (0.069) (0.060)
marginal effect 0.57% 0.83%
control variable containment containment
location containment containment
sample size 73,207 69,563

The gender difference perspective is an important dimension in studying the health status of
China's mobile population [22]. The gender difference in self-assessed health of China's mobile
population is very significant, and influenced by physiological structure and social expectations,
gender difference affects the mobile population to make different evaluations of self-health [23].
Table 5 reports the differences in the impact of health education on the health status of different
genders of the migrant population, and the regression results show that receiving health
education is positively associated with the health of different genders of the migrant population
at the 1% level of significance. For male migrant population, receiving health education can
effectively improve their health status by 0.57% and for female migrant population, receiving
health education can effectively improve their health status by 0.83%. The effect of health
education on improving the health status of female migrants is better than that of males, and
females are more willing to take the initiative to receive health education, and the compliance
of females with health education is higher [24].

4.3. Educational level

Table 6. Differences in the impact of health education on the health status of the mobile
population with different levels of education

Model 6 Model 7
High school and below Specialist and above
health education 0.400 *** 0.797 **x*
(0.046) (0.257)
marginal effect 0.82% 0.23%
control variable containment containment
location containment containment
sample size 114,839 27,823
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The health literacy of the mobile population can be improved not only through health education,
but also whether or not they have received higher education is an important way to develop
health literacy among the mobile population [25]. Table 6 reports the differences in the impact
of receiving health education on the health status of mobile populations with different levels of
education. The overall sample was divided into two groups, high school and below and
specialized and above, and the division was based on whether or not they had received higher
education. The education level of China's mobile population group is generally low, and the
education level is mainly concentrated in primary, middle and high school education. According
to the regression results, receiving health has a significant positive effect on the health status
of the mobile population with different education levels, and the regression coefficients are all
significantly positive at the 1% level. Compared with the mobile population with higher
education, the marginal effect of health education on the health status of the mobile population
without higher education is larger.

4.4. Robustness Tests
Table 7. Robustness test regression results

variant Model 1 Model 2
Ologit Oprobit
Access to public health 0.243 *** 0.132 ***
education (0.021) (0.011)
Other control variables containment containment
location containment containment
sample size 142,770 142,770
LR chi2 25487.30 *** 25972.28 ***
Pseudo R2 0.1976 0.2014

In order to further test the robustness of the above regression results, this paper adopts two
kinds of methods for the robustness test, and Table 7 shows the regression results of the
robustness test. The regression coefficient of receiving health education on improving the
health status stratum of the floating population in Model 1 is 0.243, which is significantly
positive at the 1% level. Oprobit regression model was used in Model 2, and the regression
results showed that the regression coefficient of receiving public health education on
improving the self-assessed health tier of the migrant population was 0.132, which was
significantly positive at the 1% level. The regression results of the two models show that the
sign of the regression coefficient is consistent with the base regression and both are significant
at the 1% level, proving that health education is indeed effective in improving the health status
of the migrant population and has a significant promotional effect, which proves that the model
has a certain degree of robustness.

5. Summary

First, receiving health education can significantly improve the health status of the mobile
population.

After empirical analysis, health education has a significant positive effect on the health of the
mobile population. When only the single independent variable of health education is included
in the regression, receiving health education can increase the probability that the self-assessed
health of the mobile population is healthy by 1.66%. When a series of control variables are
included, receiving health education can increase the probability that the self-assessed health
of the mobile population is healthy by 0.31%.
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Secondly, health records and family doctors play a role as mechanisms for health education and
the health status of the mobile population.

Health records and family doctors play a partial mediating role in the process of health
education's improvement of migrant population's health status. When the mechanism variables
health records and family doctors are added to the regression model, the regression coefficients
and marginal effects of health education and migrant population's health status are significantly
reduced, and the direct effect of receiving health education to improve the migrant population's
health status is smaller than the total effect, which proves that the two mechanism variables
play a mechanism role in the It proves that the two mechanism variables play a mechanism role
between the migrant population receiving health education to improve their health status.

Third, there is multiple heterogeneity in the impact of health education on the health status of
mobile populations.

China's mobile population has a large base, high mobility and wide distribution, and affected by
the differences in economic development and cultural background between regions, the health
level of China's mobile population groups has greater differences in age, gender, education level
and household registration. From the results of the heterogeneity test, health education
improves the health status of middle-aged and old-aged, female, and mobile population without
higher education to a greater extent.

6. Recommendations

First, health education services focusing on the mobile population.

Increasing health education services for the floating population, and emphasizing efforts to
publicize and popularize health education for the floating population. Receiving health
education has a significant effect on improving the health status of the migrant population, but
at present 18.93% of the migrant population have not received any health education, 29.93%
have received only one health education, and only 1.68% have received meteorological health
education, so there is still plenty of room for improving the popularization rate of health
education for the migrant population.

Adhere to the diversification of the content of health education, and pay more attention to the
mental health education of the floating population. The mobile population is characterized by
great mobility, and the mobile population not only faces the pressure of competition at work,
but also the pressure of social integration brought about by spatial mobility, so health education
needs to pay more attention to the mental health education of the mobile population. There are
seven main types of health education for the migrant population, of which only one type of
mental health education focuses on the mental health of the migrant population, making health
education for the migrant population relatively unitary in its focus.

Second, promoting and improving the establishment of health records and family doctor
contracting services for the migrant population.

At present, only 28.35% of the mobile population has established health records, and there are
still about two-thirds of the mobile population without health records. The establishment of
health records is an important prerequisite for the community to carry out basic health and
wellness services, as well as an important guarantee to meet the health service needs of the
migrant population (Jing Ye, 2020). Communities should widely publicize the importance and
necessity of establishing health records, improve the rate of community health records, and can
arrange for commissioners to visit the floating population to help them implement health
records; the government should increase financial allocation and investment, make full use of
big data and Internet platforms to establish a health record information sharing platform for
the floating population, so as to realize that the records move with the people, and to establish
and improve the health record management system.
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At present, only 12.47% of the migrant population have signed up for family doctors, and 87.53%
of the migrant population have not signed up for or heard of a family doctor. We should carry
out door-to-door publicity and contracted family doctor services, establish a long-term
cooperation mechanism for family doctors, realize the deep bonding between family doctors
and mobile families, and increase the coverage rate of family doctors among the mobile
population; regularly provide training for family doctors, invite experts to give lectures to
contracted family doctors, and improve the qualities of family doctors; vigorously develop the
health industry, cultivate health management professionals, and learn from the policies and
systems of other countries, such as health managers in Europe and America, to integrate the
cultivation of family doctors into the industry and to develop the health industry into the health
industry. Vigorously develop the health industry, cultivate health management professionals,
and learn from the policies of other countries, such as the health managers in Europe and the
United States, so as to integrate the cultivation of family doctors into the development of the
industry and the formulation of policies.

Thirdly, it insists on providing personalized and differentiated health education services for the
migrant population.

Differentiated health education is provided according to the characteristics of the mobile
population, with an emphasis on in-depth health education services for the senior, low-
education, non-agricultural hukou, intra-provincial migrant and long-term migrant populations.
Big data and the Internet are used to collect data, analyze the heterogeneous needs of the
mobile population for health education, and carry out personalized, differentiated and precise
health education services according to the characteristics of the mobile population. Different
health education contents are disseminated for different age groups and education levels of the
mobile population. For example, the young and strong mobile population is in the golden age of
labor, so it is more necessary to pay attention to the prevention and treatment of occupational
diseases, the prevention and treatment of infectious diseases, and mental health; the middle-
aged mobile population is facing pressures from their families and livelihoods, so it should pay
attention to the prevention and treatment of mental health and chronic diseases; due to the
effect of health loss, the health condition of the elderly mobile population is poorer, and the vast
majority of them are in poorer condition than the elderly mobile population. Due to the health
depletion effect, the health status of the elderly migrant population is poorer, and most of the
elderly migrant population has a low level of education, so we should popularize basic health
knowledge among the elderly migrant population, improve their health literacy, develop good
health habits, and carry out health education lectures on the prevention and treatment of
chronic diseases and infectious diseases according to the health needs of the elderly. With
regard to gender differences in the migrant population, female migrants should be reminded to
pay attention to reproductive, maternal and child health, and male migrants should be given
more publicity for health education services, in an effort to increase the rate of male migrants’
knowledge of health education. Regular health education activities can be organized for
migrants moving across provincial boundaries, and the role of the community can be actively
brought into play to help migrants integrate into the local social and cultural environment as
quickly as possible.
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