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Abstract
Background: Shenzhen has the largest number of migrant children of all cities in China. Unequal access
to basic health services among migrant and local children greatly affects health equity and has a
profound impact on the quality of human capital. This study aimed to investigate differences in child
health management service utilization between local and migrant children in the Futian District of
Shenzhen and to identify factors in�uencing these differences.

Methods: This study extracted the data on child health management in the Futian District of Shenzhen
from the 2018 Survey of Health Service Needs of Chinese Residents in the New Era. The chi-square test
was used to analyze differences between local and migrant children, and speci�c factors affecting child
health management service utilization were analyzed with binary logistic regression.

Results: In this study, 1512 families in 12 communities in Futian District, Shenzhen were investigated.
Among this families, 936 participants were aged 0-14 years, and the �nal effective sample size was 508.
The greatest difference between migrant and local children was in the utilization of development
guidance services (59% vs. 77.5%, P < 0.001). The main factors in�uencing physical examination,
development guidance, disease prevention guidance, injury prevention guidance, oral health guidance
and mental health guidance service utilization were mother’s educational level, household registration,
father’s educational level, father’s occupation and annual family income, household registration, the
child’s sex and father’s occupation, respectively. The odds of having used disease prevention guidance
were 2.257 times higher among children whose fathers had an undergraduate education or above
compared with children whose fathers had a junior high school education or below (95% CI: 1.417–
3.595). The odds of having used injury prevention guidance were 46.3% lower for children whose fathers
were mixed white-/blue-collar workers compared with children whose fathers were white-collar workers
(OR = 0.537, 95% CI: 0.361–0.799). The odds of having used mental health guidance were 52.2% lower
among children whose fathers were mixed white-/blue-collar workers compared with those whose fathers
were white-collar workers (OR = 0.478, 95% CI: 0.293–0.777).

Conclusions: In the Futian District of Shenzhen, health management service utilization is signi�cantly
lower among migrant children than among local children. Father’s educational level and occupation limit
the utilization of child health management services for migrant children. Fathers have a stronger
in�uence on children’s health service utilization than do mothers. The potential in�uence of fathers in
promoting children’s health maintenance should be carefully considered, and fathers’ attention to
children’s health should be increased.

Introduction
Background

With the deepening of reform and development in China, many young and middle-aged people are
migrating from rural areas to urban areas in search of better opportunities; at present, migrant workers
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account for about 36% of the total labor force in China (1). According to the “Report on China’s Migrant
Population Development 2016,” released by the Floating Population Services and Management Division
of the National Population and Family Planning Commission, 60% of young and middle-aged migrants in
China chose to migrate with their spouses and children in 2016, and the dominant migration pattern had
changed from individual migration to family migration, resulting in a population of migrant children as
part of the rapid urbanization of China(2). The “Interim Measure of School Education for Temporary
Migrant Children,” which was jointly issued by the State Education Committee and the Public Security
Department, de�ned migrant children as children and adolescents aged 0–14 years who live temporarily
with their migrant-worker parents or other guardians in their new cities of residence for more than half a
year (3). Migrant children are therefore de�ned as the children of migrant workers or rural-to-urban
migrant laborers.

There is a clear separation between urban and rural household registration in China. Because of this
separation in the household registration system, migrant children do not receive the same rights and
treatment as local children registered in urban households (4). For example, in the 9-year compulsory
education system, fees because of household registration system restrictions, migrant children are
unable to meet the admission criteria for public schools and are unable to afford the high admission
costs. Many migrant children therefore are only able to attend private schools with poor educational
resources and insu�cient teaching and learning conditions(5). Previous studies have also demonstrated
that migrant children are a vulnerable group in terms of poor health, low quality of life(6,7), and low
utilization of basic public health services (8-10), and there is a signi�cant gap between migrant children
and local children in nutritional health(11), basic health care (12-14), mental health(15),
immunization(16,17), and life satisfaction(18). According to the “What Census Data Can Tell Us about
Children in China: Facts and Figures 2015” United Nations Children’s Fund report, there were 34.26 million
migrant children in China in 2015, with the largest numbers living in Shenzhen, Guangdong Province (19).
The main reason for the large numbers of migrant children in Shenzhen is that, with the reforms and
opening up seen in China, the small �shing village of Shenzhen developed into a modern city with the
highest gross domestic product per capita in China, with the exception of Hong Kong, Macao, and
Taiwan. Shenzhen’s economy was initially dominated mainly by labor-intensive industries, and the
considerable income offered by jobs in these �elds attracted a large number of laborers from all over the
country (20). According to the Shenzhen Statistical Yearbook 2019, there were 1.2 million migrant children
in Shenzhen, which corresponds to 13 migrant children per 100 total children in the city.

In recent years, the signi�cant difference in the utilization of basic health services between migrant
children and local children has attracted the attention of researchers. These researchers have mainly
focused on the mechanism of health inequality, and most existing studies have reported that family
social and economic inequalities are the main sources of health inequality for children (21, 22). Migrant
children with economically disadvantaged families usually have worse health status than do other
migrant children (23), mainly because socioeconomically vulnerable families do not have equal access to
medical resources (24). Therefore, the health inequality between migrant children and local children can
be explained, to a large extent, by the socioeconomic status of these children’s families. In addition,
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parental occupation, education level, and marital status also have signi�cant effects on children’s health,
and good child-raising practices are conducive to improving migrant children’s health (25).

Migrant children’s healthy development is important for China’s future. “Healthy China 2030” pointed out
the necessity of solving the health problems of key groups such as women and children, �oating
populations, and low-income groups. Therefore, solving the basic health problems of migrant children
and reducing the health inequality between migrant children and local children are top priorities of China’s
health planning. The basic public health service system was established in China following the functional
framework of basic public health put forward by the World Health Organization in 1998 (26) and the
concept of the basic establishment of a relatively complete public health service system described in the
“Opinions of the State Council on Deepening Medical and Healthcare System Reform,” and the scope of
this system has gradually been expanded (27). To solve the problems of large gaps in basic public health
services between urban and rural areas, different regions, and various groups, and to address societal
dissatisfaction with the reform of medicine and health care, China’s health care reform plan proposed to
improve the public �nancial system and promote the gradual equalization of basic public health services
(28). At present, 11 types of basic public health services have been developed for urban and rural
residents in China, including health �le management, health education, vaccination, and child health
management. The child health management services include physical examination, feeding guidance,
development guidance, disease prevention guidance, injury prevention guidance, oral health care
guidance, and mental health guidance. The implementation of measures to achieve equality in health
services for children has, to some extent, improved maternal and child health indicators and advanced
equality in China (28).

Objectives

Existing studies have mainly paid attention to the health problems of migrant children in terms of
compulsory education (29,30), mental health (11)(15), and planned immunization (31-33), and there are
few studies on the utilization of health management services by migrant children. However, the use of
child health management services is important for health-related aspects such as children’s physical
health and mortality among children under 5 years of age (34). Therefore, the objectives of present study
is to investigate differences between migrant children and local children in the utilization of child health
management services (including physical examination, feeding guidance, development guidance, disease
prevention guidance, injury prevention guidance, oral health guidance, and mental health guidance) and
identi�ed signi�cant factors in�uencing these differences. On the basis of our �ndings, we propose
several suggestions for improving the utilization of health services among migrant children.

Methods
Study design

The study was designed and implemented by the Research Center for Rural Health Services, Key
Research Institute of Humanities & Social Sciences at Huazhong University of Science and Technology to
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understand the health service needs of Chinese residents and the factors in�uencing these needs, and to
provide a basis for primary health services to better meet residents’ needs.

Before the survey, community investigators who administered the questionnaire were trained, and uni�ed
coding rules for the questionnaire and implementation steps for the survey were explained in detail.

For children younger than �rst-grade level (0–6 years of age), their parents or guardians completed the
questionnaire on their behalf. Children at the second-grade level or higher (7–14 years of age) responded
to the questionnaire themselves, with assistance from their parents or guardians. During questionnaire
completion process, quality-control staff members were available to immediately clarify the questions to
ensure the validity and reliability of the questionnaire.

For data entry, EpiData data-entry software was used by the community investigators and team members
to create a database, and the accuracy of these data was checked to ensure the quality of the data input.

Setting

Shenzhen is one of China’s special economic zones, which were established as part of the country’s
economic reforms and policy of opening to the world. Futian District, the central urban area and
transportation hub in Shenzhen, has the largest population density in the city (35). The Shenzhen
Statistical Yearbook 2019 reported that, at the end of 2018, Futian District had an area of 78.66 square
kilometers and a residential population of 1.6337 million, 591,500 of whom were a “�oating population”
not included in the household registration system. Futian District’s gross domestic product in 2018 was
401.82592 billion yuan, and the total index of production was 107.4 (treating 2017 as 100). As of 2016,
there were 10 streets (Yuanling, Nanyuan, Futian, Shatou, Meilin, Huafu, Xiangmihu, Lianhua,
Huaqiangbei, and Fubao) and 94 communities in Futian District. In the survey used in the present study,
the six streets in Futian District with the largest administrative areas and highest concentrations of
�oating population—namely, Meilin Street, Shatou Street, Xiangmihu Street, Futian Street, Lianhua Street,
and Huafu Street—were selected. Two communities were then randomly selected from each of these six
streets for the administration of a questionnaire survey.

Participants

Survey participants selected for this study were consistent with the de�nition of migrant children and
adolescents in terms of age in the “Interim Measure of School Education for Temporary Migrant Children,”
which was jointly issued by the State Education Committee and the Public Security Department in 1998.
The study therefore collected data on local children and migrant children living in Futian District in
Shenzhen who were aged 0–14 years. Migrant children were de�ned as children aged 0–14 who were
registered as living in other cities and who had lived with their migrant parents in Shenzhen for more than
half a year without changing their household registration (indicating that, o�cially, no migration had
occurred). Local children were de�ned as children aged 0–14 years whose city of registration was
consistent with their place of residence, meaning that both were Shenzhen.
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Variables

Dependent variable

In this study, health service utilization (the dependent variable) was operationalized as the utilization of
the following services: physical examination, feeding guidance, development guidance, disease
prevention guidance, injury prevention guidance, oral health guidance, and mental health guidance. For
example, if the child had received a physical examination, the value of the dependent variable of physical
examination utilization was coded as 1; otherwise, the variable was coded as 0.

Independent variables

The in�uencing factors included in this study included the child’s sex, age, household registration status,
and enrollment in medical insurance, as well as annual family income and both father’s and mother’s
occupation, education level, and marital status. The coding of each of these variables is shown in Table
1.

The questionnaire also included items on geographical medical accessibility, such as the type of medical
institution located closest to the family’s home, the distance between the home and this medical
institution, the type of transportation to the medical institution, and the time required to travel to the
medical institution. There were also items on household expenditure, including annual family housing,
food, and education expenditures. However, these items were not used in the present study for several
reasons. First, because the survey respondents lived in communities with similar levels of economic
development, each community was equipped with a similar level of community health service centers, so
there was no variation in geographical medical accessibility among these respondents. Second, because
child health management services are part of the national basic health services, these services are free to
Chinese citizens through community health service centers; therefore, annual household expenditures
would have no impact on the research results.

Data sources

The data used in this study comes from the Survey of Health Service Needs of Chinese Residents in the
New Era, a nationally representative, large-scale longitudinal survey project designed and implemented by
Research Center for Rural Health Services of Humanities & Social Sciences at Huazhong University of
Science and Technology. In this study, only extracted the data on child health management in the Futian
District of Shenzhen.

Statistical methods

SPSS, Version 24.0 was used to organize and analyze the data. Descriptive statistics were used to
analyze the general demographic characteristics of the children and their parents. The chi-square test
was used to analyze differences between migrant children and local children in terms of the use of basic
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public health services. Binary logistic regression was used to analyze the speci�c factors in�uencing the
difference in the utilization of basic health services between migrant children and local children.

Forward and backward methods in binary logistic regression analysis and different algorithms can lead
to different results. Backward analysis assumes that there are N independent or predictor variables and
initially includes all of these variables in a regression analysis. Then, examining the independent
variables with P-values > 0.05, the variable with highest P-value is discarded. This process is then
repeated for the remaining N − 1 independent variables until only signi�cant variables (P < 0.05) are
included in the model. The forward algorithm, in contrast, carries out univariate regression analysis N
times, conducting a separate univariate regression analysis for each independent variable. The variable
with highest sum of squared is then selected and set as A, which is maintained in the regression model.
Variable A and the remaining N − 1 independent variables are combined to form N − 1 two-variable
regression models, and the process described above is repeated until the sum of squared of independent
variable is no higher than that of the residual. Comparing the results of the two algorithms, the forward
(conditional) algorithm was judged to be more suitable for the analysis of the present research model.
Taking the utilization of a service as the dependent variable (yes = 1, no = 0), with the child’s sex,
enrollment in medical insurance, and household registration as well as annual family income and
parental education level, occupation, and marital status as independent variables, this study analyzed the
speci�c factors affecting the utilization of child health management services. In the analysis of the
results, the signi�cance level of α = 0.05 was used, and applied two-tailed tests.

Results
Participants

In this study, 4408 people in 1512 families from 12 communities were investigated. Data were collected
on 936 children aged 0–14 years through 936 separate questionnaires. Excluding incomplete
questionnaires with missing responses on the main questions, 508 valid questionnaires remained for the
analysis, yielding an effective response rate of 54.27%.

Descriptive data

The general demographic characteristics of the selected respondents are shown in Table 2. There were
signi�cant differences in annual family income, child’s enrollment in medical insurance, and parental
occupation and educational level between migrant children and local children (P < 0.05), but parental
marital status did not differ signi�cantly between migrant children and local children. The annual family
income of migrant children was generally lower than that of local children: The families of 17.29% of the
local children and of 39.13% of the migrant children were in the low-income group. Migrant children’s level
of health care was signi�cantly lower than that of local children, with 30.43% of migrant children not
being enrolled in basic health insurance or other commercial insurance. The percentage of children with
fathers who performed mainly white-collar work was lower among migrant children (17.39%) than among
local children (38.62%). The educational level of the parents of the migrant children was signi�cantly
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lower than that of the parents of the local children: The educational level of the local children’s parents
was mainly undergraduate or above, whereas the educational level of the migrant children’s parents was
mainly junior high school or below.

Main results

Utilization of child health management services

The utilization of health management services and differences in this utilization for local and migrant
children are shown in Table 3. Generally, the percentages of children who had received a physical
examination, development guidance, disease prevention guidance, injury prevention guidance, oral health
care guidance, and mental health guidance were signi�cantly lower among migrant children than among
local children, but there was no signi�cant difference in the use of feeding guidance services. Of the
examined services, the difference in utilization between local children and migrant children was largest
for development guidance, with 77.5% of local children but only 59% of migrant children having used
these services. The percentages of migrant children who had used disease prevention guidance, injury
prevention guidance, and oral health guidance were each below 50%. Notably, low percentages of both
local children and migrant children had used mental health guidance services, which had been used by
18.1% of the children overall.

Factors in�uencing the utilization of health management services

Because there were signi�cant differences between migrant children and local children on six variables
assessing child health management services (physical examination, development guidance, disease
prevention guidance, injury prevention guidance, oral health care guidance, and mental health guidance),
we constructed six models. The variables listed in Table 4 were ultimately included in the �nal model
after each binary logistic regression model was estimated as part of the forward (conditional) method.

The results showed that the most important factor in�uencing the utilization of physical examination
services was mother’s educational level. Compared with children whose mothers had a junior high school
education or lower, the odds of having used physical examination services were 4.134 higher for children
whose mothers had a senior high school/technical secondary school/junior college education and 4.230
times higher for children whose mothers had an undergraduate education or higher. The most important
factor in�uencing the use of disease prevention guidance services was father’s educational level. The
odds of having used prevention guidance services were 2.257 times higher for children whose father had
an undergraduate education or higher than for children whose father had a junior high school education
or lower. The factors in�uencing the utilization of injury prevention guidance services were father’s
occupation and annual family income. In terms of father’s occupation, the odds of having used injury
prevention guidance services were 46.3% lower (odds ratio [OR] = 0.537) for children whose fathers were
mixed white-/blue-collar workers compared with children whose fathers were white-collar workers. As for
the effect of annual family income, the odds of having used injury prevention guidance were 62.4%
higher (OR = 1.624) in the middle-income group and 20.016 times higher in the high-income group,
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compared with the low-income group. The odds of having used mental health guidance services were
52.2% lower (OR = 0.478) for children whose fathers were mixed white-/blue-collar workers compared
with children whose fathers were white-collar workers. In addition, the odds of having used mental health
guidance services were 83.3% higher (OR = 1.833) for girls than for boys.

Discussion
Key results

First, we have found that the use of basic health services is signi�cantly lower among migrant children
than among local children, indicating the presence of health inequality between local children and
migrant children. Second, compared with mothers, fathers have a stronger in�uence on children’s health
service utilization.

Limitations

This study had several limitations. The �rst limitation concerns the representativeness of the sample. The
study respondents were all from the Futian District of Shenzhen, and the sample size was small.
Although Shenzhen has the largest number of migrant children of all cities in China and the sample for
the present study was representative to a certain extent, the results of the study may nevertheless have a
certain bias. Second, regarding the effective response rate of the questionnaire, because this study
examined children aged 0–14 years, the respondents were not fully able to complete the questionnaire,
which therefore needed to be answered completely by their parents or with assistance from them. Thus,
parents’ busy work schedules and low educational levels—a situation that describes the parents of most
migrant children—may have affected the integrity and effectiveness of the questionnaire. Third, the
in�uencing factors included in this study are not complete because many factors can in�uence the
utilization of child health services. This study considered only socioeconomic factors, and future studies
should explore the internal mechanisms of health inequality among children from other perspectives.
Fourth, in terms of the depth of the study, this study only explored the current situation and factors
in�uencing the use of child health management services. The quality of these child health management
services was not investigated. We also did not examine the outcomes of the use of child health
management services, that is, the children’s actual level of health.

Interpretation

The �rst key result that the presence of health inequality between local children and migrant children is
consistent with the results of previous studies. For example, in a study conducted in Italy comparing the
oral health of children from a �oating population with that of local children, Ferrazzano et al. (2019)
found that the decay-missing-�lled teeth index, incidence of dental caries, and the Unmet Restorative
Treatment Needs Index were higher among the �oating population children than among other children
(36).
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The second key result of the greater impact of fathers than mothers on the child’s health utilization is
explained as follows:

It is generally believed that mothers are primarily responsible for the care of children, and our study
con�rms that the use of physical examination services is higher among children whose mothers have
higher education, which is consistent with the results of Ni et al. (2019) (37). However, simultaneously
examining various in�uencing factors shows that father’s educational level and occupation actually have
a higher impact on the use of child health management services compared with these characteristics
among mothers. Moreover, the child’s sex and father’s occupation affect the use of mental health
guidance services, which is consistent with a previous report by Zhang et al. (2019) �nding that migrant
children used fewer public mental health services than did local urban children and that migrant children
thus exhibited more mental health problems [15]. In addition, we found that father’s education level
affects the use of disease prevention guidance services, and children whose fathers have an
undergraduate education or higher have better health status than do children whose fathers have less
education. Father’s occupation and annual family income affect the use of injury prevention guidance
services, which is especially high among children whose fathers are white-collar workers.

Our results are inconsistent with the �ndings of some previous studies. For example, in a study
conducted by Wamani (2004), the most signi�cant factor in�uencing the use of basic health services for
children in Uganda was mother’s educational level (38). We speculated that, because father’s educational
level affects the socioeconomic status of the family and is related to health literacy, father’s educational
level may serve to bridge the health gap between migrant children and local children. Concerning the
context of China speci�cally, because of the in�uence of the three cardinal guides and the �ve constant
virtues in traditional Chinese ethics, China is a strictly patriarchal country. Because father’s educational
level and occupation largely determine the socioeconomic status of the family, fathers may have a
greater impact than mothers on the utilization of basic health services for children. The results of the
present study are consistent with Wang’s (2019) conclusion that father’s educational level can reduce
health inequalities between migrant and non-migrant children and between urban and rural children,
demonstrating that father’s educational level plays a signi�cant role in regulating health equality (39).

Generalisability

On the basis of the above �ndings, we believe that several measures can potentially improve the use of
health services among migrant children. First, in formulating policies on child health management,
special attention should be paid to disease prevention guidance, injury prevention guidance, oral health
guidance, and psychological guidance to increase the awareness of these services, which have low
utilization rates among both migrant and local children. Second, special attention should be paid to
satisfaction with basic health services for migrant children. Migrant children differ substantially from
local children in terms of their needs for development guidance, oral health care, and other services;
therefore, doctors in community health service centers should organize targeted development guidance
and oral health care lectures to enhance the awareness of parents and children. Third, in public work with
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communities, we should consider the characteristics of low educational level and mixed white-/blue-
collar occupation type among the fathers of migrant children and formulate measures to attract the
attention of these fathers, such as allowing them to take their children to community health service
centers on a regular basis to receive health services. The aim of these measures is to encourage fathers
to pay more attention to the healthy growth of their children.

Conclusions
This study discussed the inequality in health service utilization between migrant children and local
children in the Futian District of Shenzhen, China. Fathers’ in�uence on the utilization of child health
management services was found to be more important than that of mothers, suggesting that we should
encourage fathers to participate more in their children’s health and that we should pay more attention to
community health education. In the context of labor migration patterns changing from individual
migration to family migration, this study is of great signi�cance in improving the utilization of basic child
health services and promoting the health of migrant children who are members of �oating populations in
China.
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Tables
Table 1. Coding of the independent variables

Variable Assignment

Gender Male=1; female=2

Household registration Local child=1; mobile child=2

Family annual income  0 to 0.15 million yuan=1; 0.15 to 0.5 million yuan=2; 0.5 to 1 million yuan=3; more than 1 million yuan=4

Medical insurance of
Child

Basic health insurance only =1; commercial insurance only =2; basic medical insurance + commercial insurance =3;
no insurance or others=4

Occupation of the
parents

white-collar workers =1; blue-collar workers =2; Mixed white-/blue-collar workers =3; others=4

Education level of the
parents

Junior high school and below =1; Senior high school/ technical secondary school/ junior college=2; bachelor degree
or above =3

Marital status of the
parents

Unmarried =1; married=2; divorced=3; widowed=4

Note: For parental occupation, white-collar workers included staff members of the government or other institutions, clerks, and related

personnel, whereas blue-collar workers included laborers in the industries of agriculture, forestry, animal husbandry, fishing, and water

conservancy, as well as production and transportation equipment operators. Mixed white-/blue-collar workers included professional and technical

personnel, commercial workers, and service personnel.

 

Table 2. Demographic characteristics of the surveyed children by migration status
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Investigated factor Local child (n=347) Migrate child (n=161)    P-Value

Gender     0.470 0.493
Male 187 (53.89%) 92 (57.14%)    

Female 160 (46.11%) 69 (42.86%)    
Annual family income     41.619 <0.001

Low (less than 0.15 million yuan) 60 (17.29%) 63 (39.13%)    
Medium (0.15-0.5 million yuan) 211 (60.81%) 90 (55.90%)    

Medium to high (0.5-1 million yuan) 67 (19.31%) 6 (3.73%)    
High (1 million yuan or higher) 9 (2.59%) 2 (1.24%)    

Child medical insurance participation     38.084 <0.001
Basic health insurance only 169 (48.70%) 80 (49.69%)    
Commercial insurance only 39 (11.24%) 8 (4.97%)    

Basic medical insurance + commercial insurance 101 (29.11%) 24 (14.91%)    
No insurance or others 38 (10.95%) 49 (30.43%)    

Occupation of father     36.437 <0.001
White-collar workers 134 (38.62%) 28 (17.39%)    
Blue-collar workers 22 (6.34%) 6 (3.73%)    

Mixed white-/blue-collar workers  177 (51.01%) 104 (64.60%)    
Others 14 (4.03%) 23 (14.29%)    

Occupation of mother        
White-collar workers 166 (47.84%) 70 (43.48%) 12.162 0.007
Blue-collar workers 26 (7.49%) 6 (3.73%)    

Mixed white-/blue-collar workers 132 (38.04%) 60 (37.27%)    
Others 23 (6.63%) 25 (15.53%)    

Education level of father     100.268 <0.001
Junior high school and below 40 (11.53%) 68 (42.24%)    

Senior high school/ technical secondary school/ junior college 102 (29.39%) 68 (42.24%)    
Bachelor degree or above 205 (59.08%) 25 (15.53%)    

Education level of mother     80.931 <0.001
Junior high school and below 67 (19.31%) 83 (51.55%)    

Senior high school/ technical secondary school/ junior college 116 (33.43%) 61 (37.89%)    
Bachelor degree or above 164 (47.26%) 17 (10.56%)    

Marital status of father     1.075 0.783
Unmarried 13 (3.75%) 5 (3.11%)    

Married 330 (95.10%) 155 (96.27%)    
Divorced 2 (0.58%) 0 (0%)    
Widowed 2 (0.58%%) 1 (0.62%)    

Marital status of mother     2.305 0.512
Unmarried 4 (1.15%) 4 (2.48%)    

Married 332 (95.68%) 150 (43.23%)    
Divorced 5 (1.44%) 2 (1.24%)    
Widowed 6 (1.73%) 5 (3.11%)    

 

 

Table 3. Differences between local children and migrant children in the utilization of health services
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Basic child health management services Overall
 (n=508)

Household registration   P value
Local children(n=347) Migrant children (n=161)

Physical examination 477 (93.9%) 333 (96.0%) 144 (89.4%) 8.170 0.004
Feeding guidance 369 (73.1%) 261 (75.2%) 108 (67.1%) 3.662 0.056

Development guidance 364 (71.7%) 269 (77.5%) 95 (59.0%) 18.562 <0.001
Disease prevention guidance 273 (53.7%) 201 (57.9%) 72 (44.7%) 7.713 0.005
Injury prevention guidance 238 (46.9%) 178 (51.3%) 60 (37.3%) 8.693 0.003

Oral health guidance 265 (52.2%) 197 (56.8%) 68 (42.2%) 9.313 0.002
Mental health guidance 93 (18.1%) 72 (20.7%) 21 (13.0%) 4.366 0.037

None 9 (1.8%) 3 (0.9%) 6 (3.7%) 5.177 0.023
Unclear 11 (2.2%) 3 (0.9%) 8 (5.0%) 8.745 0.003

 

Table 4. Binary logistic regression analysis of factors influencing the utilization of child health management services

Standard
error

Wald
test

Df P-
Value

95% confidence
interval

Physical examination
1.931 0.245 61.857 1 <0.001 6.895 -

al level of the mother (control = junior high school and below)  
gh school/ technical secondary school/ junior 1.419 0.482 8.652 1 0.003 4.134  (1.606 10.642)

degree or above 1.442 0.482 8.941 1 0.003 4.230  (1.644 10.888)
Development guidance
1.238 0.129 92.6775 1 <0.001 3.449 -

d registration (control = local children) (P<0.001)  
hildren -0.874 0.205 18.085 1 <0.001 0.417 (0.279,0.624)

Disease prevention guidance
-0.298 0.195 2.353 1 0.125 0.742 -

al level of the father (control = junior high school and below) (P=0.001)  
gh school/ technical secondary school/ junior 0.251 0.248 1.029 1 0.310 1.286 (0.791,2.090)

degree or above 0.814 0.238 11.739 1 0.001 2.257 (1.417,3.595)
Injury prevention guidance

-0.088 0.242 0.132 1 0.716 0.916 -
on of the father (control = White-collar workers) (P=0.002)  
r workers -0.288 0.413 0.487 1 0.485 0.750  (0.334 1.684)
ite/blue-collar workers -0.622 0.203 9.381 1 0.002 0.537  (0.361 0.799)

-1.240 0.418 8.808 1 0.003 0.289  (0.128 0.656)
mily income (control = less than 0.15 million yuan) (P=0.001)  

million yuan 0.476 0.227 4.415 1 0.036 1.610  (1.033 2.511)
on yuan 0.485 0.308 2.474 1 0.116 1.624  (0.888 2.970)
yuan or higher 2.997 1.071 7.822 1 0.005 20.016  (2.451 163.436)

Oral health care guidance
0.273 0.108 6.327 1 0.012 1.313 -

d registration (control = local children) (P=0.002)  
hildren -0.586 0.193 9.220 1 0.002 0.557  (0.381 0.813)

Mental health guidance
-1.341 0.218 37.953 1 <0.001 0.262 -

ontrol = male) (P=0.009)  
0.606 0.235 6.673 1 0.010 1.833  (1.157 2.904)

on of the father (control = White-collar workers) (P=0.014)  
r workers -0.244 0.498 0.240 1 0.625 0.784  (0.295 2.080)
ite/blue-collar workers -0.739 0.249 8.841 1 0.003 0.478  (0.293 0.777)

-1.050 0.562 3.495 1 0.602 0.350  (0.116 1.052)
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