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Abstract

Background Accessing health rights is an integral component of people’s aspirations for a better life. Existing
discussions and evaluations regarding the accessibility of health rights for minority rural migrants are insufficient. In
comparison to objective health conditions, inequalities in health rights lead to chronic and long-term depletion of
human capital among minority rural migrants. This study aimed to assess the overall impact, heterogeneity effects,
and mechanisms of health rights accessibility on the urban integration of minority rural migrants.

Methods Based on the 2017 China Migrants Dynamic Survey Data (CMDS), this study employs OLS models, 2SLS
models, conditional mixed process (CMP) methods, and omitted variable tests to estimate the impact of health
rights accessibility on the urban integration of minority rural migrants. Additionally, from the perspectives of
migration scope and illness experience, this study explored the heterogeneity in the relationship between health
rights accessibility and urban integration. Finally, using the Karlson-Holm-Breen (KHB) model, this study dissects the
mechanisms through which health rights accessibility influences the urban integration of minority rural migrants.

Results Health rights accessibility significantly enhances the urban integration of minority rural migrants. Moreover,
compared to minority rural migrants who move across provinces and who have no history of illness, those who
migrate within the same province and who have experienced illness are more sensitive to the positive impact of
health rights accessibility. However, the enhancing effect of health rights accessibility does not significantly differ
between the new and old generations of minority rural migrants. Furthermore, health rights accessibility can
indirectly improve the urban integration of minority rural migrants by elevating health levels, improving health habits,
and reinforcing health behaviors. Among these, the indirect effects mediated by health habits are more pronounced.

Conclusion The research conclusions underscore the issue of health accessibility and urban integration among
minority rural migrants, providing a reexamination and clarification of the policy effects of health rights in promoting
the urban integration of minority rural migrants. Relevant policy design should commence with improving the health
rights of minority rural migrants, enhancing their health integration capabilities, and effectively boosting their ability
to integrate into urban life.
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Background

With the continuous acceleration of China’s economic
and social development, coupled with the rapid urban-
ization process, the scale and growth rate of minority
migration have been expanding. Issues such as quality
improvement, health security, and urban integration have
drawn increasing amounts of attention. According to
data from the National Bureau of Statistics of China, in
2020, the total number of minority migrants nation-
wide reached 33.71 million, an increase of 25.47 million
compared to the year 2000, representing a staggering
growth of 309.1%. Due to the risks associated with fre-
quent mobility, the vulnerability of migrant employment,
the challenges of urban integration, and the continuity
of social security, minority migrants are prone to health
risks [1-3]. Previous studies have found that the quan-
tity and quality of public health services provided to rural
migrants are insufficient, leading to serious concerns
about their health conditions [4-7]. Compared to urban
residents, rural migrant populations are not only more
vulnerable to infectious diseases but also more likely
to become potential spreaders. It is worth noting that
unlike other countries, China has implemented a house-
hold registration system since 1958, dividing household
registration into agricultural and non-agricultural cat-
egories based on geographical and family relationships
[8]. This system links social welfare benefits such as
children’s education, employment services, social secu-
rity, healthcare, and housing to household registration
status. As a result, the national basic public health ser-
vice system is divided into two relatively independent
subsystems for urban and rural areas, and rural migrants
can only access services and exercise rights through the
rural basic medical and health service system [9-11].
This means that rural migrants can only enjoy the same
rights to public health services as residents after obtain-
ing household registration in their destination cities. In
order to improve the accessibility of public health ser-
vices for rural migrants, enhance their health literacy,
and help this group integrate into urban life more effec-
tively [12]. In recent years, the Chinese government has
implemented a series of public health service policies for
the floating population, gradually providing equal public
health services for rural migrants. In 2013, the National
Health Commission of China initiated a pilot project for
equalizing public health services for the floating popula-
tion. By 2016, the Central Committee of the Communist
Party of China and the State Council issued the “Healthy
China 2030 Planning Outline” Subsequently, in the 19th
Party Congress report, the emphasis was on accelerat-
ing the equalization of basic public services, establishing
a high-quality and efficient medical and health service
system. All these policies underscored the importance
of public health services for rural migrants, aiming to
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enhance the “sense of access” for the floating population
by providing equalized public health services. Therefore,
studying the accessibility and universality of public health
rights for minority migrants is crucial.

A significant portion of minority rural migrants relo-
cate from their hometowns to urban areas in pursuit of
better job opportunities, higher income, and the aspira-
tion to become urban residents [13]. Existing studies
indicate that the essence of the urbanization process can
be understood not only as the transformation of rural
and urban household registrations but also as the gradual
process by which rural migrants gradually enjoy the same
basic public services as local urban residents [14, 15].
However, it is crucial to note that minority rural migrants
can only enjoy equal public health services as local resi-
dents after completing household registration migration
[13, 16]. In comparison to the nation’s high attention
and rapid progress in the top-level design and practi-
cal implementation of public health services, there is a
somewhat lagging development in standardized and in-
depth academic research in the field of public health ser-
vices. Research has focused mainly on various aspects of
the implementation progress, equalization levels, factors
influencing the equalization of public health services, and
impacts generated by public health services. In terms of
practical outcomes, there is still a certain gap between
the awareness and utilization of health rights, includ-
ing minority rural migrants, and the goals of the basic
equalization policy for public health services [12, 17, 18].
Studies based on different survey data consistently con-
firm that upon arrival, minority rural migrants not only
face challenges such as poor living conditions and weak
health awareness [19, 20] but also relatively low propor-
tions of establishing health records and receiving health
education [21, 22]. Accessibility to medical facilities is
inferior to that of the registered population [14], resulting
in lower rates of post illness visits and hospitalization and
lower hospitalization levels [23—-25]. Some studies further
explore the influencing factors of health service utiliza-
tion rates among mobile people, including minority rural
migrants. From the persrpective of public service policies
themselves, whether health service projects are charged
has a complex impact on the coverage, utilization rates,
and social costs of health services [3, 26, 27]. In compari-
son to the abundant literature focusing on the utilization
and influencing factors of public health services, there
is relatively less research on the impact of health rights
accessibility. In particular, some of the related literature
has focused on macrolevel assessments of the economic
and social impacts of public service investments, espe-
cially the potential driving effects of institutional design,
value positions, and the supply quality of public services
in urban receiving areas on the migration decisions and
citizenship levels of rural migrants [13, 28-30]. Only a
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small number of studies have empirically analyzed the
impact of the equalization of public health services on
the social integration of rural migrants, suggesting that
the utilization of public health services contributes to
enhancing the social integration of rural migrants [31].
Whether public medical services can become a crucial
means to eliminate group health inequality and income
gaps depends critically on who benefits from the public
medical service system [32, 33].

What role does the accessibility of health rights play in
the urbanization process of rural migrants? This ques-
tion, which has significant practical implications, has yet
to receive a complete and accurate answer. In this con-
text, based on dynamic monitoring survey data from Chi-
na’s floating population organized by the National Health
Commission, this study systematically assesses the
impact of the accessibility of health rights on the urban
integration of minority rural migrants, starting from
health records management, and analyses the underlying
mechanisms involved. This study specifically addresses
the following three questions. First, can the accessibility
of health rights enhance the urban integration of minor-
ity rural migrants? Second, if there are certain positive
effects, what could be the underlying mechanism? Third,
is there heterogeneity in the positive effects of health
rights accessibility within minority rural migrants? This
study not only contributes to a reassessment of the role of
health rights accessibility in improving the living condi-
tions of minority rural migrants but also aids in a deeper
understanding of the development process of equalizing
public health services for migrants. This study provides
factual evidence for further promoting the equalization
of public health services for migrants.

Literature review and theoretical analysis

Literature review

The “Assimilation Theory, “Multiculturalism Theory,
and “Segmented Assimilation Theory” are the three
most representative theories in the international dis-
course on immigrant social assimilation [34-36]. The
Assimilation Theory categorizes the process of immi-
grants’ social assimilation into seven dimensions: cultural
adaptation, structural assimilation, marital assimilation,
identification assimilation, attitudinal acceptance assimi-
lation, behavioral acceptance assimilation, and secular
assimilation [37, 38]. With the increase of multi-ethnic,
multi-racial, and multi-religious immigrants, the immi-
grant community in the United States has become more
diverse. Different ethnic groups exhibit a distinct “multi-
culturalism” feature, leading to the gradual formation of
the contrasting perspective of “Multiculturalism Theory,’
characterized by diversity and inclusivity [39]. Subse-
quently, researchers found significant differences in the
social assimilation status of different immigrant groups
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in the destination country, especially among the second
generation of immigrants. The differences in personal
characteristics, cultural backgrounds, and structural
positions determine entirely different assimilation out-
comes among various immigrant groups, leading to the
proposal of the “Segmented Assimilation Theory” [40,
41]. Chinese scholars, building on the international theo-
ries of immigrant social assimilation, have proposed the
concepts of urban integration and citizenship concerning
the situation of rural migrants in China. These concepts
are often interchangeably used in the literature. Due to
the differences in the socio-economic systems at home
and abroad, domestic scholars have a more comprehen-
sive understanding of this issue. They primarily conduct
research from three perspectives: the modernization
perspective, the socialization perspective, and the per-
spective of social interaction between rural migrants and
urban residents [42—44].

Regarding the factors influencing urban integration,
existing studies mainly unfold from macro institutional
levels and micro individual levels. First, from an insti-
tutional perspective, the household registration sys-
tem and its derivative systems prevent migrant workers
from enjoying the same public services as urban resi-
dents, seriously hindering the comprehensive integra-
tion of migrant workers into the city [45-48]. Second,
from a human capital perspective, migrant workers
have a lower level of human capital, especially in terms
of individual education and occupational skills, severely
restricting their capacity for urban integration [49-51].
Third, from a social capital perspective, inadequate social
capital accumulation makes it difficult for migrant work-
ers to break through homogeneous member interaction
circles, leading to the reproduction of their marginalized
status [16, 36, 52]. Additionally, economic factors such
as employment status, income level, housing conditions,
occupational achievements, education and training,
rural rights, and social security are crucial guarantees for
migrant workers to stabilize and integrate into the city
[53-58]. Some scholars also study the urban integration
of migrant workers from a cultural perspective [59].

Enjoying basic public services is a fundamental right
for every citizen, and ensuring that everyone has access
to basic public services is also a crucial responsibility of
the government. In recent years, the issue of basic pub-
lic services and its equalization has received extensive
attention from the academic community. Previous stud-
ies have begun to explore the impact of public services
on the citizenship or social integration of migrants.
The Tiebout model’s “voting with feet” theory initially
focused on the impact of local public service supply on
population migration, suggesting that residents express
preferences for public services by “voting with their feet”
in choosing the direction of movement and residency
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intentions [28]. Oates’ research on the capitalization of
public services and taxes confirmed the existence of the
“voting with feet” theory [60]. In fact, due to institutional
constraints and insufficient capacity, the level of pub-
lic services received by rural migrants in China is lower
than that of urban local residents [24]. The main reason
is that China’s current system of providing basic public
services is often tied to household registration, making it
difficult for rural migrants to permanently relocate. This
poses a significant obstacle for rural migrants, constrain-
ing the improvement of their welfare levels. Only a small
amount of research has empirically analyzed the impact
of equalizing public health services on the social integra-
tion of rural migrants, suggesting that the utilization of
public health services helps enhance the social integra-
tion of rural migrants [31]. The impact of public health
services on the settlement intentions of minority mobile
populations is greater than that on Han mobile popula-
tions [61]. The higher the accessibility and availability of
public health rights, the stronger the settlement inten-
tions of minority mobile populations [62].

In summary, research on the relationship between pub-
lic services and the urban integration of rural migrants
is relatively extensive. However, existing studies mostly
focus on the overall impact of public services on popu-
lation mobility. Moreover, these studies often aggregate
various types of public services for exploration, with
limited specific research dedicated to the accessibility of
health rights. Furthermore, the explanatory variables in
existing research largely concentrate on the intensity of
investment and the supply situation of public health ser-
vices, with relatively fewer analyses on their underlying
mechanisms, presenting a noticeable disparity from our
focus on the accessibility of health rights. In China, the
health literacy of ethnic minority rural migrant groups is
generally low, and their awareness of healthcare is rela-
tively weak, making them a “vulnerable” group in health
risk management, more susceptible to diseases. There-
fore, the accessibility of health rights for ethnic minority
rural migrants in China deserves more attention.

Theoretical analysis

The core content of public health services is public
health. Although most ethnic minority rural migrants
contribute to the medical insurance of their household
registration location, this medical insurance does not
play the expected role for ethnic minority rural migrants
who work and live in places other than their registered
residence for an extended period. Moreover, reimburse-
ment in a different location is unusually cumbersome
and often challenging to obtain through the applica-
tion process. Health rights are an inclusive and funda-
mental human right, ensuring the basic guarantee for
a dignified life, and everyone has the right to enjoy the
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highest attainable standard of health fairly and equitably.
In China, public health services were originally restricted
by the household registration system, serving only the
local registered population. In 2009, China initiated the
National Basic Public Health Services Project, commenc-
ing efforts to equalize public health services for the float-
ing population, gradually providing social security and
public health services for rural migrants. Existing studies
have found that rural migrants who have already accessed
public services such as social security, community health
records, health education, and medical insurance have
a stronger willingness to migrate [63]. Therefore, the
improvement of the accessibility of public health rights in
the destination area contributes to enhancing the “sense
of attainment” for ethnic minority rural migrants and
subsequently promotes their urban integration.

So, what is the mechanism through which the acces-
sibility of health rights affects the urban integration of
ethnic minority rural migrants? It is necessary to exam-
ine the policies of basic public health service equalization
that enhance the accessibility of health rights for ethnic
minority rural migrants. Firstly, the core content of pub-
lic health services is public health, and the original inten-
tion of public health is to safeguard the basic human right
of health [13]. The improvement of accessibility to health
rights in the destination area can enable ethnic minor-
ity rural migrants to more widely access, understand,
and utilize health information, thereby enriching their
health knowledge, enhancing health literacy, fostering
good health habits, mitigating health risks, and ultimately
improving health levels. At the same time, health, as the
foundational component of human capital for ethnic
minority rural migrants, not only enriches their urban
life, enhances their quality of life and satisfaction, but
also, to some extent, determines their ability to integrate
into the city. Therefore, there may exist a logical chain of
“accessibility of health rights — improvement of health
levels — enhancement of urban integration levels”

Secondly, the improvement in the accessibility of health
rights in the destination area can assist ethnic minority
rural migrants in acquiring and assimilating scientific
and comprehensible medical and health knowledge. This
enhancement in health literacy is manifested through
the convergence of health habits with urban norms and
the cultivation of health-seeking behaviors, thereby
positively influencing the urban integration of ethnic
minority rural migrants. Specifically, the elevation of
health literacy among ethnic minority rural migrants
deepens their internal awareness of the consequences of
unhealthy behaviors and the benefits of health-promot-
ing behaviors. Combined with external pressures from
urban social health norms, this is reflected in the conver-
gence of daily health habits between migrant workers and
local residents [13, 64]. Therefore, there may also be a
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logical chain of “accessibility of health rights — improve-
ment in health habits — enhancement of urban integra-
tion levels” On the other hand, this elevation in health
literacy prompts migrant workers to pay more attention
to pre-screening, timely consultations, and self-care in
disease diagnosis and treatment. This ultimately results
in rural migrants being able to choose proactive and cor-
rect treatment plans when facing illness [65]. Thus, there
may also be a logical chain of “accessibility of health
rights — reinforcement of health behaviors — enhance-
ment of urban integration levels”

Methods

Data source

The empirical analysis in this paper is based on data from
the 2017 China Migrant Dynamics Survey. The use of this
data is primarily based on the following considerations:
First, CMDS data is collected by the National Health
Commission of China, covering large-scale micro-level
survey data in areas with concentrated immigration in 31
provincial-level administrative units in mainland China.
It combines authority and large-sample characteristics.
Second, the National Health Commission of China is the
administrative body responsible for implementing basic
public health service projects in China. The CMDS is an
important survey activity for the National Health Com-
mission to supervise and track the implementation of
public health services for migrants in various regions.
The survey targets migrants aged 15 and above who have
resided in the destination for more than a month and do
not have local (county or city) household registration. It
strictly adheres to a stratified, multi-stage, and propor-
tionate sampling method, combining professionalism
and scientific characteristics. Third, CMDS2017 data is
the latest survey data published by the National Health
Commission of China, with strong timeliness. The total
sample size of CMDS2017 data is 169,989. Consider-
ing questionnaire design and research needs, non-agri-
cultural household migrant populations were excluded,
resulting in a final effective sample of 10,727 minority
rural migrants.

Variables

The dependent variable is urban integration. This study
comprehensively explored the overall urban integra-
tion level of minority rural migrants by constructing a
comprehensive urban integration index based on four
indicators in two dimensions: city perception and self-
perception. In this study, city perception was measured
using survey questions such as “I like the city/place
where I currently live” and “I pay attention to the city/
place where I currently live” Self-perception is measured
using survey questions such as “I am very willing to inte-
grate with local people and become one of them” and “I
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feel that I am already a local” The corresponding options
included “completely disagree’, “disagree’, “somewhat
agree’, and “completely agree” and were assigned values
ranging from 1 to 4, respectively.

Additionally, this study considers city perception and
self-perception to be equally important for urban inte-
gration. City perception emphasizes the life experi-
ences of minority rural migrants upon entering the city,
while self-perception underscores their judgment of
their own integration level. Given the lack of complete
substitutability between the two, this study adopts the
average Euclidean distance method proposed by Sarma
to construct a comprehensive urban integration index
for minority rural migrants [66]. The main idea of this
method is to consider multiple dimensions as a point in
multidimensional space, with this point corresponding
to the urban integration level achieved by minority rural
migrants. The calculation formula is as follows:

oI = ,/2;(1,2/\&. Cly=1- ,/Z;u —daVa.cl = (1 +cn))2 (1)

S =[S 2N ST =13 (1-d2)/V3.51 = (S, +51)/2 (2)
L=\/(CP+ 5PV, 1 =1-/(1-CP) +(1-SP)/V23,1 = (I, + 1,)/2 (3)

Among them, CI,, CI,, and CT represent the distance
from the actual point to the worst point, the reverse dis-
tance to the optimal point, and the average distance on
the city perception level, which is the urban integration
index on the city perception level, covering the first two
subindices. S11, SI5, and S] represent the correspond-
ing values on the self-perception level, including the last
two subindices. I, I5, and ] represent the actual distance
from the point to the worst point, the reverse distance to
the optimal point, and the average distance, respectively,
considering both city perception and self-perception. J is
the overall index of urban integration for minority rural
migrants.

The explanatory variable is the accessibility of health
rights. The explanatory variable is the accessibility of
health rights. This study measures the accessibility
of health rights for minority rural migrants using the
“whether a health record is established” variable. Cur-
rently, local governments in China primarily rely on
health records to carry out various public health service
projects for migrants, including health education, infec-
tious disease prevention and control, and healthcare
management for mobile pregnant women and children.
The establishment of health records directly affects the
type and content of health services that minority rural
migrants can access. This variable is operationalized in
the questionnaire as follows: “Has the local area estab-
lished a health record for you?” The respondents could



Zhao et al. BMC Public Health (2024) 24:761

choose from options such as “Yes, already established,’
“Not established, never heard of it “Not established,
but heard of it or “Unclear” In this study, “Yes, already
established” is assigned a value of 1, while the other situ-
ations are assigned a value of 0. Within the sample scope,
2,545 minority rural migrants, accounting for 23.73%,
had established health records.

Considering the possibility of endogeneity issues, this
study conducts tests using the instrumental variable
method. The accessibility of health rights for minor-
ity rural migrants in their destination cities mainly
depends on the policy efforts of local governments to
provide public health services. In 2013, the National
Health Commission of China issued the “Work Plan
for Pilot Equalization of Basic Public Health and Fam-
ily Planning Services for Migrants” Currently, 44 cities
with a relatively concentrated floating population in 31

Table 1 Descriptive statistics of the variables

Variable Value Mean  Std.
Urban Calculated from the average Euclid- 0478  0.278
integration  ean distance method
Health rights Is a resident health file established? 0237 0425
accessibility  1=Established, 0=0ther
Gender 1=Male, 0=Female 0.497 0.500
Age Respondent’s age in 2017 (years) 34.007 10.606
Marriage 1=Married, 0=Unmarried 0.748 0434
Education 1=High school and above, 0=Below  0.255 0436
high school
Migration 1=Inter-provincial mobility, 2=Intra-  1.797  0.732
range provincial inter-city, 1 =Intra-city
inter-county
Residence Duration of residence in the city 5279 5789
time (years)
Income Logged family per capita income 7436 0762
(Yuan)
Occupation  Respondent’s current employment 0285 0452
status: 1=Self-employed (Employers
or self-employed workers), 0=Other
(Employee or other employment
status)
Family size Number of family members living 3.181 1.340
together
Rural Whether or not there is a rural home- 0589 0492
homestead  stead in your hometown: 1=VYes,
0=No
Health level  Self-reported health. T=unable to 3.771 0498
care for oneself, 2=Unhealthy, but
self-sufficient, 3=Basically healthy,
4=Healthy
Healthy My personal hygiene habits are not 2.905 0.776
habits different from those of local citizens.
1=completely disagree, 2=disagree,
3=generally agree, 4=completely
agree
Health Whether or not they sought medical ~ 0.259 0438
behavior attention when they had a cold or flu

in the last year: 1=Yes, 0=No
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provincial-level administrative units in mainland China
have implemented the equalization of basic public health
and family planning services for migrants (see Table
A1l). In these 44 key cities, rural migrants can enjoy the
same public health service rights as local residents, sig-
nificantly enhancing the accessibility and level of health
rights for minority rural migrants. However, whether
minority rural migrants’ destination cities are selected as
key cities generally does not directly impact their urban
integration. Therefore, we select “Key Cities for Equal-
ization of Public Health Services” as the instrumental
variable for the accessibility of health rights for minority
rural migrants.

This study considers health level, health habits, and
health behaviors as mechanisms through which the acces-
sibility of health rights influences the urban integration
of minority rural migrants. This study considers health
level, health habits, and health behaviors as mechanisms
through which the accessibility of health rights influences
the urban integration of minority rural migrants. Health
habits were measured using the questionnaire item “My
hygiene habits are no different from those of local resi-
dents,” with options such as “Completely disagree,” “Dis-
agree,” “Basically agree;” and “Completely agree,” assigned
values of 1, 2, 3, and 4, respectively. Health behaviors
were measured using the questionnaire item “Did you
seek timely medical attention when you had cold symp-
toms in the past year?” with the option “Yes” assigned a
value of 1 and “No” assigned a value of 0.

This study controls for various potential confounding
factors that may simultaneously affect the accessibility of
health rights for minority rural migrants and their urban
integration, including gender, age, marital status, edu-
cation level, mobility range, duration of local residence,
income level, employment status, and family size. Addi-
tionally, considering policy variations across different
regions (provincial or municipal administrative units),
this study controls for regional effects in the form of
dummy variables. The meanings and descriptive statistics
of each variable are shown in Table 1.

Empirical strategies

First, this study constructs the following regression
equation to assess the impact of the accessibility of
health rights on the urban integration of minority rural
migrants:

Urban_integration; = a + BHealth_rights; + YyW; + ¢ (4)

where Urban_integration; represents the level of urban
integration for minority rural migrants. Health_rights;
represents the accessibility of health rights, W, includes
a series of control variables, , #, and < are the
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parameters to be estimated, and ¢; is the random distur-
bance term.

Second, it is worth noting that the above baseline
regression may still have potential endogeneity. The level
of urban integration for minority rural migrants may
directly influence their expectations of staying in the city,
thereby affecting their enthusiasm and initiative in uti-
lizing health rights upon migration, leading to reverse
causation. Additionally, in the regression process, the
omission of important variables is possible, and omit-
ted variables can result in biased regression results. The
instrumental variable method is a common approach for
addressing endogeneity issues and requires constructing
a regression equation for the accessibility of health rights
and its instrumental variables before estimating Eq. (4):

Health_rights, = 0 + ¢Z; + wW,; + u; (5)

In Eq. (5), Z; is the instrumental variable; 4, ¢, and
are the parameters to be estimated; and u; is the error
term. This study employs a 2SLS model to correct for
potential endogeneity in the baseline regression process.
However, considering that the potential endogenous vari-
able, the accessibility of health rights, is a binary variable,
the 2SLS model somewhat neglects its categorical nature,
not fully utilizing the information, and causes some loss
of estimation efficiency. Therefore, this study introduces
the conditional mixed process (CMP), a method capable
of fitting a series of multiple equations and multilevel
and conditional recursive mixed-process estimators to
re-estimate the instrumental variables within a unified
CMP framework [67]. CMP, based on seemingly unre-
lated regression, constructs a recursive system of equa-
tions using the maximum likelihood estimation method,
requiring simultaneous estimation of Egs. (4) and (5). By
utilizing the arctangent correlation coefficient (atanhrho)
of the error terms of the two equations, it can be deter-
mined whether the accessibility of health rights variable
is an endogenous variable. If atanhrho is significantly dif-
ferent from 0, the CMP estimation results are superior to
the baseline regression results.

Third, there was a change in the analytical perspective.
If, after adding as many reasonable control variables as
possible in the analysis, the coefficient of the core explan-
atory variable remains stable, this implies that even if
there are omitted variables, it is difficult to “overturn”
the core conclusions of this study [68]. This study uses
the method proposed by Oster to test potential omitted
variables and their impact on the regression results [69],
i.e., when there are some unobservable omitted variables
in the regression model, obtaining an approximate con-
sistent estimate of the effect of the accessibility of health
rights on the urban integration of minority rural migrants
by calculating the estimator 3"
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B ~f —6 (50 E) x (Rf ?z) / (1:2 fRO) 6)

where (3* represents the impact of the accessibility of
health rights on the urban integration of minority rural
migrants and 3° and R, respectively denote the param-
eter estimate and goodness of fit of health rights acces-
sibility when adding constrained control variables. 3
and p represent the parameter estimate and goodness
of fit of health rights accessibility when all observable
variables are added as control variables. § represents the
ratio of explanatory power between observable variables
and unobservable variables for the urban integration of
minority rural migrants. R, represents the maximum
goodness of fit of the regression equation when all omit-
ted variables can be included in the model. Following
Oster’s suggestion [69], we assume that R,y is 1.2, 1.4,
1.6, 1.8, and 2 times the current goodness of fit of the
regression equation. A value of § greater than 1 when 3
=0 indicates that the omitted variables will not change
the impact of the explanatory variable on the dependent
variable.

Empirical analysis

Baseline regression results

Table 2 reports the baseline regression results for the
impact of health rights accessibility on the urban integra-
tion of minority rural migrants. To validate the robust-
ness of the regression results, we adopt a stepwise
regression approach: (1) controlling only for core explan-
atory variables, (2) adding control variables, (3) adding
provincial dummy variables, and (4) replacing provin-
cial dummy variables with municipal dummy variables.
Table 2 shows that, controlling for only core explanatory
variables, adding control variables and provincial dummy
variables, or adding municipal dummy variables, the
impact of health rights accessibility on the urban integra-
tion of minority rural migrants is significantly positive at
the 1% level, indicating the robustness of the estimation
results. Column (4) shows that compared to establishing
health records, establishing health records will increase
the urban integration level of minority rural migrants by
6%. The above results suggest that improving the acces-
sibility of health rights can effectively promote the urban
integration of minority rural migrants.

Additionally, the control variable results in Column
(4) show that the older the respondent is, the greater the
urban integration level of minority rural migrants. Mari-
tal status and education level have a significantly posi-
tive impact on the urban integration of minority rural
migrants, indicating that married individuals and those
with a high school education or above have a greater level
of urban integration. Both the migration range and dura-
tion have a significantly positive impact on the urban
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Table 2 Baseline Regression Results: The overall impact of health
rights accessibility on the urban integration of minority rural

migrants
Variable (1) (2) (3) (4)
Health rights accessibility 0.091***  0.078***  0.060***  0.060%**
(0.007) (0.006) (0.007) (0.007)
Gender 0.004 0.003 0.006
(0.005) (0.005) (0.005)
Age 0.002***  0.002***  0.002***
(0.000) (0.000) (0.000)
Marriage 0.015** 0.014* 0.018**
(0.008) (0.007) (0.007)
Education 0.034***  0.028***  0.030***
(0.006) (0.006) (0.006)
Migration range 0.050***  0.032%**  0.020***
(0.004) (0.005) (0.005)
Residence time 0.006***  0.006***  0.006***
(0.001) (0.001) (0.001)
Income -0.007* 0.000 0.007
(0.004) (0.004) (0.005)
Occupation 0.029%**  0.018***  0.007
(0.006) (0.006) (0.006)
Family size 0.003 0.003 0.002
(0.003) (0.003) (0.003)
Rural homestead -0.049%**  -0.027***  -0021***
(0.005) (0.006) (0.006)
Regional effect NO NO YES YES
Constant 0A457%%%  0.314**  0.325%* 0375
(0.003) (0.038) (0.043) (0.051)
R? 0.019 0.093 0.133 0.194
Observations 10,727 10,727 10,727 10,727

Note: Robust standard errors in parentheses. Provincial regional effects are
shown in column (3), and city regional effects are shown in column (4) of Table 3.
*** p<0.01, ** p<0.05, * p<0.1

Table 3 Regression results with the 25LS model and CMP

Variable 2SLS CMP
(1) (2) (3) (4)
Health rights accessibility 0.732* 0.0771%**
(0.428) (0.014)
Instrumental variable 0.071%* 0.305%*
(0.034) (0.145)
Constant 0.756***  -0.131 -1.343%*%  0.368%**
(0.053) (0.328) (0.287) (0.051)
Control variables YES YES YES YES
City effect YES YES YES YES
Observations 10,727 10,727 10,727 10,727

Note: Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1

integration of minority rural migrants, suggesting that
those with a smaller migration range and longer local
residence have a greater level of urban integration. Com-
pared to minority rural migrants without a rural home-
stead, those with a rural homestead have a lower level of
urban integration. Overall, the estimated results are con-
sistent with the findings of the literature [70-73].
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Endogeneity

Instrumental variable checks

Despite controlling for potential influencing variables on
health rights accessibility and urban integration in the
baseline regression analysis, the empirical analysis may
still face potential endogeneity issues such as reverse cau-
sation and omitted variable bias. Therefore, we further
analyze the results using the 2SLS model, and Table 3
reports the estimation results of the 2SLS model. From
the estimation results of the first stage of the 2SLS model
in Column (1), it can be observed that the instrumen-
tal variable has a significant positive impact on health
rights accessibility, indicating that the instrumental vari-
able meets the relevance condition. The endogeneity test
parameter of health rights accessibility is significant at
the 5% level, suggesting that health rights accessibility is
indeed an endogenous variable and that the estimation
results of the 2SLS model are more reliable than those
of the OLS model. According to the estimation results
of the second stage of the 2SLS model in Column (2), an
increase in health rights accessibility significantly pro-
motes the urban integration of minority rural migrants.
This result is consistent with the previous estimation
results, demonstrating the robust positive impact of
health rights accessibility on the urban integration of
minority rural migrants.

Additionally, due to the binary nature of the endog-
enous variable health rights accessibility, the use of the
2SLS model somewhat reduces the effectiveness of the
estimation results. Therefore, this study further utilizes
the CMP method for estimation. From the regression
results of the first stage of the CMP method in Column
(3), it can be observed that the instrumental variable has
a significant positive impact on health rights accessibility,
confirming that the instrumental variable satisfies the rel-
evance requirement. The regression results of the second
stage of the CMP method in Column (4) show that health
rights accessibility has a significantly positive impact on
the urban integration of minority rural migrants, with a
coefficient of 0.071. Compared to the coefficient in Col-
umn (2), this indicates a loss of effectiveness in the esti-
mation of the 2SLS model. According to the endogeneity
test results, the atanhrho_12 value is significant at the
10% level, rejecting the null hypothesis that health rights
accessibility is an exogenous variable. After endogeneity
treatment, health rights accessibility has a significantly
positive impact on the urban integration of minority rural
migrants, and these results are highly consistent with the
estimation results of the OLS model and the 2SLS model.
Therefore, the positive impact of health rights accessibil-
ity on the urban integration of minority rural migrants is
robust.
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Table 4 Omitted variable check results

Variable Standard of judgment R Pass the test

12p 14p 1.6 18 20p

Health rights accessibility >1 5.068 2.735 1.873 1424 1.149 Yes

Table 5 Results of the robustness check of 0. The results of the regression with adjusted explana-

Variable M @) @) () tory variables are presented in columns (1) and (2), which

Health rights accessibility 0.029%%* 0041 0.039%*  0.100%** show that even with different indicators of health rights
0006)  (0019)  (0.004)  (0.016) accessibility, the conclusions in Table 2 remain robust.

Constant 0A418%%  0424*% 0702  3.520%** Additionally, we adjusted the assignment method for
(0045)  (0050)  (0039)  (0.101) the dependent variable. First, we used an equal-weight

Control variables YES YES YES YES weighting method instead of the average Euclidean dis-

City effect YES YES YES YES tance method to reverse the urban integration level of

R? 0.189 0.188 0205 0.145 minority rural migrants. The results of the regression are

Observations 10727 10727 10727 10727 presented in column (3). Second, we directly replaced the

Note: Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1.
Health education specifically covers nine aspects: occupational disease
prevention and control, prevention and control of sexually transmitted
diseases/HIV/AIDS, reproductive health and contraception, tuberculosis
prevention and control, smoking control, mental health, chronic disease
prevention and control, maternal and child health/eugenics, and self-rescue in
emergencies related to public health

Omitted variable checks

Table 4 reports the results of the omitted variable test
based on the Oster method. When (=0, whether R,,..
is taken as 1.2, 1.4, or 1.6, 1.8, or 2 times, all § values are
greater than 1. This indicates that the coefficient of the
impact of health rights accessibility on the urban integra-
tion of minority rural migrants remains stable. Therefore,
even in the presence of omitted variables, the judgment
of the relationship between health rights accessibility and
urban integration in this study remains robust, indicating
that health rights accessibility significantly enhances the
urban integration of minority rural migrants.

Robustness

To further validate the reliability of the empirical results,
we conducted robustness tests through adjustments to
both the explanatory and dependent variables, as shown
in Table 5. First, we conducted robustness tests using
three variables highly correlated with the explanatory
variable. The first variable measured health rights acces-
sibility through the questionnaire item “In the past year,
have you received health education on disease preven-
tion in your current village/residence?” Those who had
received at least one health education item were assigned
a value of 1, while those who had not received any health
education were assigned a value of 0. The second vari-
able measured health rights accessibility through the
questionnaire item “In the past year, have you received
free follow-up assessments, health check-ups, etc., for
hypertension or type II diabetes provided by the local
community health service center/station/township hos-
pital?” Those who answered “Yes” were assigned a value
of 1, and those who answered “No” were assigned a value

dependent variable with one measure of urban integra-
tion, i.e., “I am willing to integrate with local people and
become one of them” The results of the regression are
presented in column (4). The estimated results show that
health rights accessibility remains highly significant, with
a significantly positive coefficient, indicating that health
rights accessibility still significantly enhances the urban
integration level of minority rural migrants. This further
confirms the robustness of the core conclusion.

Heterogeneous effects

In the previous sections, we concluded that the accessi-
bility of health rights contributes to the enhanced urban
integration of minority rural migrants. However, it is
crucial to note that this is an overall average effect at the
sample level, without considering the heterogeneity of
this impact. To obtain more nuanced research findings,
we grouped the data based on generation, mobility range,
and illness experience and conducted a heterogeneous
analysis. The detailed estimation results are presented in
Table 6.

Columns (1) and (2) report the differences between dif-
ferent generations. Overall, whether they belong to the
older or the newer generation of minority rural migrants,
the accessibility of health rights significantly and posi-
tively influences their urban integration. Additionally, the
size of the impact, as observed through the Suest method
based on seemingly unrelated models, suggested no sig-
nificant differences between the generations. This is
mainly because high-quality public service resources are
a shared pursuit for both older and newer generations of
minority rural migrants and a primary goal in their rural-
to-urban migration [13, 74, 75].

Columns (3) and (4) report the differences between dif-
ferent mobility ranges. The results show that, whether
migrants are within a province or across provinces, the
accessibility of health rights significantly and positively
influences urban integration. However, the Suest test
results indicate that the promoting effect of health rights
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Table 6 Heterogeneous effects of the availability of health rights
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Variable After 1980 Before 1980 Inter-provincial Within-province lliness history Nonillness history
m @) 3) () &) ©)

Health rights accessibility  0.063*** 0.055%** 0.036%** 0.077%** 0.077%** 0.051%**
(0.008) (0.013) (0.010) (0.009) (0.010) (0.009)

Constant 0455%** 0.122* 0.438*** 0.368*** 0.121%* 0.327%%*
(0.060) (0.064) (0.063) (0.053) (0.059) (0.066)

Control variables YES YES YES YES YES YES

City effect YES YES YES YES YES YES

R? 0.190 0.229 0.245 0.154 0.230 0.192

Suest test 15.480 25.690%** 26.230%**

Observations 6,949 3,491 4178 6,549 4,991 5,736

Note: Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1

Table 7 Regression results with mediators

Variable Health level Healthy habits  Health behavior
(1) (2) (3)

Total effect 0.257%** 0.260*** 0.257%**
(0.026) (0.026) (0.026)

Direct effect 0.252%** 0.2527%** 0.254***
(0.026) (0.026) (0.026)

Indirect effect 0.005*** 0.008** 0.002**
(0.002) (0.004) (0.001)

Control variables  YES YES YES

City effect YES YES YES

Observations 10,727 10,727 10,727

Note: Robust standard errors in parentheses. *** p<0.01, ** p<0.05, * p<0.1

accessibility on urban integration is more significant
for those migrating within the province. This is mainly
because, compared to inter-provincial migrants, minor-
ity rural migrants within a province may find it easier to
adapt, accept, and utilize the high-quality public service
resources of their target urban areas [12, 76].

Columns (5) and (6) report the differences between
different illness experiences. The results show that,
regardless of whether there is a history of illness, the
accessibility of health rights significantly and positively
influences urban integration. However, the Suest test
results indicate that the promoting effect of health rights
accessibility on urban integration is more significant for
minority rural migrants with a history of illness. This is
mainly because, compared to those without an illness
history, minority rural migrants with such a history are
more likely to enhance their willingness to integrate into
the city due to the accessibility of health rights [14, 77,
78].

Analysis of mediating Effect

The above analysis indicates that the accessibility of
health rights significantly enhances the urban integra-
tion of minority rural migrants. Therefore, how can we
explain the underlying mechanisms? To examine the
mechanisms through which the accessibility of health
rights influences the urban integration of minority rural

migrants, this study, combining the aforementioned anal-
ysis with the availability of data, employs the Karlson et
al. proposed Karlson-Holm-Breen (KHB) decomposition
method [79]. This method assesses the promoting effects
of health rights accessibility through three aspects: health
level, health habits, and health behaviors. The aim is to
comprehensively reveal the relationships between health
rights accessibility and the urban integration of minority
rural migrants.

Table 7 reports the estimation results based on the
KHB method. According to the results in column (1),
the indirect effect of health level is significantly positive
at the 1% level, indicating that health rights accessibility
indirectly promotes the urban integration of minority
rural migrants by enhancing their health levels. Similarly,
as evident from columns (2) and (3), the indirect effects
of health habits and health behaviors are also signifi-
cantly positive at the 1% level. This finding implies that
health rights accessibility indirectly propels urban inte-
gration by improving health habits and strengthening
health behaviors. Further analysis revealed that the per-
centages of the total effect of health rights accessibility on
the urban integration of minority rural migrants medi-
ated by health habits, health level, and health behaviors
were 1.98%, 3.08%, and 0.79%, respectively. Hence, health
rights accessibility not only directly promotes the urban
integration of minority rural migrants but also indirectly
enhances their urban integration by improving health
levels, modifying health habits, and reinforcing health
behaviors. Notably, health habits play a more significant
role in the indirect effect.

Discussion

The right to health is a broadly inclusive fundamental
human right, serving as a fundamental guarantee for
humans to live with dignity, and everyone has the right
to enjoy the highest health standards that are fair and
accessible. In China, the health literacy of rural migrant
populations is generally low, and health awareness is
relatively weak, making them a “vulnerable” group in
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terms of health risk management and more susceptible
to diseases. Therefore, the quality of public health ser-
vices for rural migrants should receive increased atten-
tion. Providing urban public health services to rural
migrants is a crucial pathway for the government to safe-
guard the health rights and interests of rural migrants.
In this regard, the “Healthy China 2030” planning out-
line emphasizes the need to carry out the equalization
of basic public health and family planning services for
the floating population. It comprehensively includes
long-term mobile populations residing for six months
or more in public health service projects, ensuring equal
access to public health services. Research has focused
mostly on the current status of health service utilization
and its influencing factors among rural migrants, with a
noticeable lack of discussion and assessment regarding
the health rights accessibility of minority rural migrants
[80, 81]. The health rights and interests of ethnic minor-
ity rural migrants in China face certain practical chal-
lenges. According to CMDS2017 data, firstly, ethnic
minority rural migrants face various health risks. About
35.48% of ethnic minority rural migrants are engaged
in commerce and production, exposing them to greater
mental stress and higher levels of hazardous substances
or equipment. Moreover, lacking awareness of health
security, 72.85% of ethnic minority rural migrants have
not established health records, and 86.18% have not par-
ticipated in medical insurance in their destination areas.
Secondly, factors such as ethnic culture, lifestyle, medical
habits, and language norms may hinder ethnic minority
rural migrants from accessing public health benefits and
improving the accessibility of public health rights in their
destination areas. Zhao et al. have also highlighted the
cultural barriers to health equity faced by rural migrants
across dialectal regions [12]. Hence, taking a novel per-
spective on health rights accessibility, this study employs
instrumental variable methods, omitted variable tests,
and mediation models to systematically examine the
overall impact, heterogeneity, and mechanisms of health
rights accessibility on the urban integration of minority
rural migrants, ultimately obtaining robust and credible
research conclusions.

The distribution pattern of ethnic populations in
China, characterized by large-scale dispersion, small-
scale clustering, and intertwined coexistence, continues
to deepen, displaying new features of significant mobility
and extensive integration. Meanwhile, the healthcare ser-
vice demands of rural ethnic minority migrants in China
are substantial, with frequent interruptions in health ser-
vices. Consequently, health management faces certain
practical challenges. Using CMDS 2017 data, this study
evaluates the impact and mechanisms of health rights
accessibility on the urban integration of minority rural
migrants. One of our most significant findings is that
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improving the level of health rights accessibility signifi-
cantly enhances the urban integration of minority rural
migrants. This positive effect persists even after control-
ling for potential endogeneity and performing a series
of robustness tests. The accessibility of health rights at a
destination not only relates to the health status and sub-
jective welfare level of minority rural migrants but also
has potential implications for their competitiveness in
urban integration. Due to the risks of frequent mobility,
vulnerability to mobile employment, difficulties in social
integration, and continuity of social security, minor-
ity rural migrants are prone to health risks. Our work
not only contributes to reevaluating the value of pub-
lic health services in improving the living conditions of
rural migrants but also deepens our understanding of the
development process of equalizing public health services
for migrants. This provides empirical evidence for further
promoting the equalization of public health services for
minority rural migrants.

Meanwhile, we found that the urban integration level
of male minority rural migrants is significantly greater
than that of female minority rural migrants. This finding
is consistent with the conclusions of most related studies,
primarily because male minority rural migrants typically
possess strong adaptability and competitiveness, allow-
ing them to adapt more quickly to urban life and work
rhythms and integrate better into urban society [55, 82].
Compared to unmarried minority rural migrants, mar-
ried individuals have a greater urban integration level.
This is because married minority rural migrants, who
have a stable family, prioritize maintaining family life in
urban settings, resulting in a greater level of urban inte-
gration than unmarried individuals [71, 72]. The higher
the educational level of minority rural migrants is, the
greater their urban integration level. Similar results have
been found in related studies, indicating that minority
rural migrants with higher educational levels have rela-
tively higher employment levels and incomes in urban
areas, and their economic capability for urban integra-
tion is continuously strengthening [83]. Compared to
minority rural migrants moving within the province,
those moving across provinces exhibit significantly lower
levels of urban integration. The greater the distance of
mobility is, the lower the level of urban integration, pos-
sibly due to significant differences in language, lifestyle,
and cultural traditions between the destination city and
the household registration location, thereby increas-
ing the difficulty of urban integration for minority rural
migrants [84]. The longer minority rural migrants stay at
a destination, the greater their level of urban integration,
indirectly reflecting the positive impact of the stability of
work and life on psychological integration. At the same
time, the longer minority rural migrants stay at the des-
tination, the closer their social distance is to the locals,
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making them more eager to become citizens [85]. Minor-
ity rural migrants with rural residential land have a lower
level of urban integration. This clearly indicates that the
influence of rural residential land factors on the urban
integration of rural migrants cannot be ignored. The
greater the expected compensatory income from rural
residential land is, the lower the willingness of minority
rural migrants to reside and integrate into the city [73,
86].

These heterogeneous results indicate that the impact
of health equity accessibility on the urban integration of
minority rural migrants varies with respect to mobility
scope and illness experience. Specifically, the enhancing
effect of health equity accessibility on urban integration
is more significant for minority rural migrants mov-
ing within the province and those with illness experi-
ence. This is primarily because cross-provincial mobility
implies being away from one’s hometowns and relatives
and facing more challenges in adapting to and integrat-
ing into urban society. Minority rural migrants moving
within the province have advantages in terms of culture,
language, and social relationships, and they also enjoy
more abundant public health service resources. Hence,
they can better integrate into urban society [12, 76].
Additionally, health equity accessibility has a more sub-
stantial facilitating effect on urban integration for minor-
ity rural migrants with illness experience. This is mainly
because only when minority rural migrants encounter
diseases and genuinely experience the medical benefits
brought about by local health equity accessibility does
health equity accessibility positively influence their urban
integration [77, 78].

Additionally, this study revealed that health status,
health habits, and health behaviors are the mechanisms
through which health equity accessibility influences
the urban integration of minority rural migrants. The
improvement of health equity accessibility can help
minority rural migrants enhance their health levels,
improve health habits, and strengthen health behav-
iors, thereby promoting their urban integration. Related
research indicates that good health status may enrich the
urban life of minority rural migrants, enhance their qual-
ity of life and satisfaction, and potentially elevate their
level of urban integration [14]. Moreover, our study sug-
gested that a significant improvement in health equity
accessibility enhances the health literacy of minor-
ity rural migrants, helping them cultivate good health
habits, avoid health risks, and ultimately increase their
health levels. Previous research has shown that pro-
viding public health services can make minority rural
migrants feel cared for and supported in the city, reduce
their psychological distance from the city, enhance their
sense of urban belonging and identity, and facilitate the
social integration of minority rural migrants with local
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residents [13, 87]. Additionally, our research indicates
that enhancing health equity accessibility at destina-
tions can assist minority rural migrants in acquiring
and absorbing scientific and understandable medical
and health knowledge and promoting the formation of
health-seeking behaviors, thereby enhancing their urban
integration.

Finally, it should be pointed out that, despite utilizing
nationwide large-sample survey data organized by the
Chinese National Health Commission and employing
various methods for empirical analysis in this study, there
are still limitations. For rural migrants, there is currently
no long-term tracking survey data available. Analyzing
with cross-sectional data is challenging on the one hand
because it is difficult to capture the dynamic processes of
health equity accessibility and urban integration among
minority rural migrants. On the other hand, it is also not
possible to use fixed-effects models to control for the
influence of individual differences that do not change
over time.

Conclusion

Attaining health rights is an integral part of people’s aspi-
ration for a better life. The accessibility of health equity
at a destination not only affects the subjective welfare of
minority rural migrants but also may impact their health
conditions and urban integration competitiveness. Based
on CMDS 2017 data, we systematically evaluated the
impact of health equity accessibility on the urban inte-
gration of minority rural migrants from the perspective
of health records, analyzing the underlying mechanisms
involved. We found that improving health equity acces-
sibility can enhance the urban integration of minority
rural migrants, and this enhancement effect is more pro-
nounced among those who move within the province and
those with illness experience. Moreover, the influence
of health equity accessibility on the urban integration of
minority rural migrants not only has a direct effect but
also indirectly enhances their urban integration through
health habits, health levels, and health behaviors.

The conclusions of this study have important policy
implications. In advancing the process of rural migrant
urbanization, efforts should focus on enhancing the
health equity accessibility of minority rural migrants,
continuously improving their ability to obtain health
rights at their destination. Specifically, first, efforts
should be made to enhance the quality and efficiency of
public health education. Tailor personalized health edu-
cation plans and programs based on the actual condi-
tions and needs of minority rural migrants are needed
to ensure that educational content can be effectively
absorbed and applied. Simultaneously, education meth-
ods and approaches should be optimized, enhancing the
specificity and effectiveness of education. The diversity
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and flexibility of educational methods should be empha-
sized to meet the needs of different groups of minority
rural migrants. Second, the publicity and populariza-
tion of health knowledge among minority rural migrants
should be strengthened. Various channels and methods,
such as community bulletin boards, radio, television, and
the internet, are utilized to convey health knowledge to
minority rural migrants, increasing their health aware-
ness and self-care capabilities. Additionally, health lec-
tures, training sessions, and other activities should be
organized, and professional doctors or health education
experts should be invited to provide on-site guidance for
minority rural migrants, helping them better understand
and master health knowledge.
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