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Abstract

Background

Since the 2009 health reforms, China has sought to strengthen primary health care (PHC) through 

expanded insurance coverage, greater investment in community-level institutions, hierarchical 

diagnosis and treatment, and the rollout of family doctor contracting. Yet existing studies on 

primary care bypassing in China have focused mainly on health system conditions and care 

preferences in the general population rather than on migrants as a distinct group under this reform 

era. This literature has also been dominated by quantitative approaches, which have been useful 

for identifying broad patterns in utilization and institutional performance, but have focused more 

on how the system functions than on how migrants themselves experience and interpret it in 

everyday life. Rural-to-urban migrants are not simply another urban patient group. Their 

healthcare decisions are shaped not only by ongoing reforms, but also by unequal incorporation 

into urban services, differing levels of social integration, and the continuing influence of earlier 

experiences with lower-level care in places of origin. Understanding migrants’ care-seeking 

decisions is therefore important not only for improving health equity, but also for assessing how 

China’s tiered healthcare reforms have actually been experienced by one of the country’s largest 

and most mobile populations.

Methods

This study adopted a qualitative realist approach to investigate how healthcare choices are 

produced through the interaction of context, reasoning, and healthcare options. Semi-structured 

interviews were conducted with 13 rural-to-urban migrants residing in multiple Chinese cities. 

Participants differed in age, occupation, family roles, and migration histories. Interview data were 

analyzed using a Context–Mechanism–Outcome (CMO) framework in order to identify how 

specific contextual conditions activated particular perceptions of risk, trust, and convenience, and 

how these in turn shaped patterns of healthcare utilization.
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Results

The findings indicate that bypassing CHCs was driven not only by structural constraints, but also 

by two recurring mechanisms. First, participants often made what this study conceptualizes as a 

“Trust Leap”, favoring tertiary hospitals because they were perceived as more authoritative, more 

reliable, and more diagnostically reassuring than CHCs or other grassroots facilities. This 

tendency was shaped in part by the legacy of earlier rural medical experiences, as some migrants 

continued to associate lower-level care with weak professionalism, limited diagnostic capacity, 

and institutional opacity even after moving to the city. It was especially pronounced when 

respondents were making decisions for children, older parents, or illnesses perceived as 

potentially serious. Second, the study identifies a “convenience paradox,” whereby the traditional 

accessibility advantage of CHCs was weakened by digital hospital registration, online 

consultation, and app-based pharmacy services. Under these conditions, CHCs often occupied a 

narrowed and conditional role within migrants’ care pathways rather than functioning as a routine 

first point of contact. Minor illnesses were commonly managed through self-medication or 

pharmacies, while more serious or uncertain concerns prompted direct attendance at higher-level 

hospitals. These patterns were not uniform across the sample, but were shaped by age, digital 

literacy, family responsibility, and prior experiences of lower-level care.

Conclusion

This study argues that healthcare bypassing among rural-to-urban migrants cannot be understood 

solely in terms of physical or financial access. Rather, it emerges from the interaction of 

migration experience, unequal incorporation into urban health systems, institutional distrust, 

family responsibility, perceived medical risk, and the changing convenience of alternative care 

pathways. Policies aimed at strengthening primary care utilization among migrants should 

therefore move beyond service expansion alone and place greater emphasis on the specific forms 

of reassurance, transparency, and accessibility that migrants appear to value in practice.
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1. Background

One of the major challenges facing the newly founded People’s Republic of China in 

1949 was how to provide adequate and accessible primary healthcare to the population in both 

rural and urban areas. To address this, the state prioritized a three-tier healthcare structure focused 

on disease prevention, infectious disease control, and the provision of basic healthcare services 

(Wamsiedel & Li, 2025). In rural areas, one important component of this system was the barefoot 

doctor program, which expanded the reach of basic clinical and preventive services at the 

grassroots level. Additionally, the program had earned worldwide acclaim for providing 

affordable and accessible healthcare to rural populations (Tu, 2016). In cities, by contrast, basic 

healthcare for formally employed residents was more often delivered through workplace-based 

clinics (Gu & Zhang, 2006). 

After the onset of market reform, the organization of China's earlier primary care system 

were progressively weakened, even though prevention remained an official policy priority 

(Wagstaff et al., 2009; Qian & Ramesh, 2024). In rural areas, the termination of the barefoot 

doctor system and the collapse of the cooperative medical structure following decollectivization 

reduced local health protection and deepened urban-rural inequalities in access to care. Urban 

residents were also affected as state-sector restructuring and privatization reduced employer-

linked healthcare provision (Wamsiedel & Li, 2025). During this period, hospitals gained greater 

financial autonomy, while many primary care institutions remained weaker in staffing, 

infrastructure, and public trust (Qian & Ramesh, 2024). As a result, a pattern that continues today, 

hospitals came to occupy a dominant position not only in the delivery of specialist care, but also 

in the public imagination as the most authoritative and reliable sites of treatment.

Against this background, the 2009 round of health reform marked a major turning point. 

The reform sought to increase government investment, expand insurance coverage, strengthen 

essential public health and basic service provision, and improve the capacity of community- and 
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township-level institutions (Wagstaff et al., 2009; Tan et al., 2026). Substantial investment was 

directed toward the construction and upgrading of primary care facilities (Li & Fu, 2017). In the 

years after 2009, PHC reform continued to deepen. One important step was the strengthening of 

the general practitioner and community-based service system. As Rao et al. (2024) note, the 

function development system for community-level care was established in 2011, and family 

doctor contractual relationships with residents also began to be promoted around this time, though 

they were not yet fully standardized nationwide. This reflected a growing recognition that 

strengthening PHC required more than insurance expansion or infrastructure investment. It also 

required building a workforce and service model capable of sustaining first contact and 

continuing care at the community level (Qian & Ramesh, 2024; Rao et al., 2024). 

A further major step came with the national push for hierarchical diagnosis and treatment 

in the mid-2010s. By this stage, policy increasingly emphasized that common and routine 

conditions should first be managed at the primary level, with referral upward only when 

necessary (Liu et al., 2022; Rao et al., 2024). In 2015, the State Council issued guidelines for 

building a hierarchical medical system and set a target of raising the first-visit rate to PHC to 70% 

by 2017 (Liu et al., 2022). In 2016, the central government issued another important document 

aimed at establishing a more orderly, efficient, coordinated, and functional referral system (Rao et 

al., 2024). That same year, the New Rural Cooperative Medical Scheme (NRCMS) and Urban 

Resident Basic Medical Insurance (URBMI) were merged into the Urban and Rural Resident 

Basic Medical Insurance (URRBMI) system, reflecting a broader effort to reduce long-standing 

rural–urban fragmentation in insurance coverage (Zhang et al., 2024). Furthermore, to promote 

the use of PHC, basic medical insurance schemes offer higher reimbursement rates for services at 

PHC compared to those at secondary or tertiary hospitals (Yip et al., 2019). The “Healthy China 

2030” outline also placed additional emphasis on rural and grassroots areas, the equalization of 

basic health services, the narrowing of gaps across regions and populations, and the achievement 

of universal health coverage (Zhou, 2025). Within this broader reform trajectory, the nationwide 
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rollout of Family Doctor Contracting System emerged as one of the most important policy tools 

for operationalizing PHC reform. Particularly, among migrants, national evidence also suggests 

that essential public health services and family doctor contract services have contributed to 

reducing some income-related inequalities in service utilization (Chen et al., 2023).

Even so, these notable reforms have not diminished the phenomenon of bypassing PHC, 

understood as seeking care from secondary or tertiary providers without first consulting primary 

care institutions (Li et al., 2021). Rao et al. (2024) conclude that family doctor contract policy has 

had only a limited effect on promoting the hierarchical medical system when judged from patient 

flows between hospitals and community health centers. At the same time, the gatekeeping role of 

PHC remained weak, and residents largely retained the freedom to seek care directly at hospitals, 

limiting the ability of grassroots institutions to reshape established care-seeking patterns (Rao et 

al., 2024). Public willingness to use PHC first also remained below policy expectations. A meta-

analysis found that the willingness rate for a first visit to PHC services in China was only 56%, 

significantly lower than the State Council target of 70% after the push for hierarchical diagnosis 

and treatment (Liu et al., 2022). Importantly, willingness to seek first-contact care at the primary 

level was associated not only with accessibility, but also with perceptions of service attitude, 

provider expertise, diagnostic methods, and the medical environment (Liu et al., 2022). In rural 

areas in 2018, nearly 42% of health workers had only a high school education or less, while in 

urban community health centers the proportion was approximately 25% (X. Li et al., 2020). As 

noted by Meng et al. (2009) and Song et al. (2015), the inability of primary healthcare centers to 

offer competitive salaries or clear professional growth paths has resulted in a structural talent 

shortage. This shortage directly undermines the quality of care, failing to satisfy public 

expectations and reinforcing a negative cycle where low trust drives patients to bypass local 

facilities in favor of specialist hospitals (Li et al., 2021; Yip et al., 2019). This suggests that the 

underuse of PHC cannot be explained by physical distance or policy availability alone. It also 
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involves questions of authority, trust, and how residents evaluate the relative value of CHCs 

compared with higher-level hospitals.

This paper examines why rural-to-urban migrants in China often bypass primary care 

institutions in urban settings and seek care directly from secondary or tertiary hospitals. The 

migrant dimension of this problem is especially important because migrants are not simply 

another urban patient group. China’s internal migrant population has expanded on an enormous 

scale, reaching approximately 376 million people in 2021, or nearly one-third of the national 

population (Chen et al., 2023; Huo et al., 2023). This means that migrant inclusion is not 

peripheral to PHC reform, but central to whether universal health coverage and equalization 

policies can be meaningfully realized. At the same time, migrants have long faced obstacles in 

accessing urban services under the dual rural–urban hukou system, which historically limited 

their incorporation into local public services and social benefits (Cheng et al., 2022; Chen et al., 

2023; Huo et al., 2023). In 2013, the government introduced the “Pilot Work Plan for the 

Equalization of Basic Public Health and Family Planning Services for the Migrant Population.” 

This initiative improved migrants’ access to medical services, health literacy, and service 

utilization, while also increasing their understanding of health policy and social insurance. 

However, improved overall access did not necessarily translate into equal patterns of healthcare 

utilization (Li et al., 2024). Later, official guidance in 2014 emphasized that essential public 

health services should be provided to migrants in inflow areas rather than only in places of origin, 

reflecting a significant attempt to address this exclusion (Chen et al., 2023).

Yet migrants’ experiences with PHC remain uneven. More recent evidence from the 

Greater Bay Area likewise shows that higher-quality CHCs are associated with better migrant 

primary care experiences, although first-contact access and ongoing care remain comparatively 

weak (Huo et al., 2023). Recent national evidence also suggests that migrants’ use of primary 

health care is shaped not only by formal access, but also by social integration. Using national 

survey data, Wang et al. (2023) found that greater social integration was associated with a higher 
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likelihood of receiving health education and, in some dimensions, with a higher likelihood of 

choosing Community Health Centers when sick. Taken together, these studies suggest that 

migrants do not simply underuse PHC because of distance or lack of awareness. Rather, their 

engagement with community-level care is shaped by unequal incorporation into local systems, 

persistent variation in CHC quality, the degree of social integration in destination communities, 

and, potentially, the continued influence of earlier experiences with lower-level care in places of 

origin.

While existing studies on primary care bypassing in China have largely examined health 

system conditions and care preferences in the general population, the literature has so far been 

dominated by quantitative approaches and has focused mainly on the functioning of the health 

system itself. Migrants, by contrast, have received much less attention as a distinct group under 

ongoing health system reform. Existing research has shown that patients’ choices are shaped by 

perceived quality differences, the practical attractiveness of higher-level hospitals, and uneven 

confidence in primary care institutions (Wu et al., 2025). Yet for migrants, these issues are further 

complicated by unequal incorporation into urban systems and by variation in social integration, 

which has been shown to influence their use of primary healthcare (Wang et al., 2023). 

Understanding migrants’ healthcare utilization patterns is therefore important not only for 

improving health equity, but also for evaluating the real-world effectiveness of China’s tiered 

healthcare reforms (Li et al., 2024).
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2. Methods

2.1 Study Design and Theoretical Framework

This study employed a qualitative realist approach to explore the healthcare-seeking 

strategies of rural-to-urban migrants in China.  While existing scholarship has extensively used 

quantitative datasets to track patient flows, there remains a significant gap in understanding the 

internal reasoning of individuals navigating these structures. Quantitative models often identify 

statistical correlations between income or walking time and healthcare utilization, yet they 

frequently reduce complex human behavior to static attitudes. A qualitative design was selected 

to explore the in-depth decision-making processes of migrants. Central to this approach is the 

Context Mechanism Outcome (CMO) framework, a cornerstone of realist evaluation that seeks to 

explain not just what happens, but how and why it happens in specific circumstances. In this 

framework, Outcomes (such as the decision to bypass a CHC) are seen as the result of underlying 

Mechanisms. These are the tacit reasoning, emotional responses, or "internal logic" of the 

participants. These mechanisms, however, are triggered when they interact with a specific 

Context, which includes the structural, social, and digital environments in which the migrants 

live.

2.2 Setting and Participant Recruitment

Data collection was conducted across four diverse Chinese urban centers: Guangzhou 

(Guangdong Province), Shanghai (Shanghai Municipality), Chengdu (Sichuan Province), and 

Suzhou (Jiangsu Province). These locations were selected to capture a broad cross-section of the 

migrant experience within different tiers of the urban healthcare infrastructure. Recruitment was 

conducted through two primary channels: digital outreach via an advertisement on the social 

media platform Xiaohongshu and in-person recruitment within the local university communities. 

While convenience sampling was a factor in initial access, the selection was deliberately 
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purposive to ensure a high level of diversity across age groups, occupations, and genders, thereby 

capturing a wide spectrum of digital literacy and healthcare experiences. Recruitment continued 

until saturation was reached, at which point the core mechanisms of the "Trust Leap" and 

"Convenience Paradox" were consistently observed without the emergence of new theoretical 

insights. The socio-demographic characteristics of participants are summarized in Table 1.

2.3 Researcher Characteristics and Reflexivity

The primary researcher is a male in his mid-20s and a graduate student in the Master of 

Science in Global Health program at Duke University. He has received graduate-level training in 

qualitative research methodologies, including semi-structured interview techniques and thematic 

coding. To ensure transparency, the researcher introduced himself to all participants as a student 

researcher from Duke University investigating healthcare access.

While there was no prior relationship with the majority of participants, three individuals 

were employed as cleaners at Duke Kunshan University. To reduce potential power asymmetries 

associated with the researcher’s institutional affiliation, all interviews were conducted in neutral, 

informal settings intended to foster a sense of ease and encourage candidness. The researcher 

introduced himself as a student researcher rather than an expert, used accessible non-technical 

language, and employed open-ended questions to allow participants to describe their experiences 

in their own terms. He also remained reflexively aware that his identity as a university-affiliated 

graduate student could be perceived as socially or educationally elevated, and therefore sought to 

avoid evaluative reactions or overly directive questioning during the interviews.

2.4 Data Collection

Information was gathered through semi-structured one-on-one interviews (without any 

friends or family members present) conducted in a public setting by the primary researcher. This 

format was chosen to ensure consistency across core research questions that focused on 

experiences with Community Health Centers (CHCs) and perceptions of hospital quality. This 
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also allowed participants the flexibility to share personal narratives of medical navigation. At the 

outset of each interview, the purpose of the study and the voluntary nature of participation were 

explained, and verbal informed consent was obtained from all participants. Each interview lasted 

between 22 and 92 minutes, with a median length of 40 minutes and was recorded in its entirety 

to ensure an accurate representation of the participants' voices and linguistic nuances.

2.5 Data Analysis and Coding Architecture

The analysis followed a multi-stage qualitative coding process designed to ground the 

theoretical framework in empirical data. The first stage involved initial coding, where transcripts 

were analyzed line-by-line to identify recurring themes related to medical distrust, digital tool 

usage, and caregiver responsibilities. In the second stage, these initial codes were condensed and 

grouped through focused coding to more narrowly align with the core arguments of the thesis. 

The findings are organized around several etic (researcher-derived) constructs, such as 'Urban 

Digitalization' and 'The Convenience Paradox,' which were developed to synthesize the emic 

(participant-derived) perspectives of the interviewees.

Through this iterative process, the codes were mapped onto the CMO framework. For 

example, participant descriptions of "opaque” clinical procedures in rural clinics were categorized 

as "Context," which was then linked to the "Mechanism" of risk aversion. This systematic 

grouping ultimately led to the development of the two primary analytical themes of this study: the 

"Trust Leap" and the "Convenience Paradox." All transcripts were anonymized (e.g., "Guangdong 

1") to protect participant confidentiality while maintaining the integrity of the regional data.
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Table 1: Socio-demographic Characteristics of Participants

Category Details Numbers Percent
Province Jiangsu 4 31%

Guangdong 3 23%
Shanghai 3 23%
Sichuan 3 23%

Gender Male 5 38%
Female 8 62%

Hukou Status Rural 13 100%
Occupation 

Marital status 

Length of urban 
residence 

Numbers of children 

Insurance type

Educational level
 
Age 

Cleaner 
Cook
Sous chef
Student
Instructor 
Self-employed
Hospital logistics  
Accountant 
Salesperson
Software engineer 
Electrician  
Married 
Single 
< 10 years
10 – 19 years
≥ 20 years
0
1
2
UEBMI1

URRBMI2

≤ High school 
≥ College
Range: 25-62 years 

Mean: 42 years

3
1
1
1
1
1
1
1
1
1
1
7
6 
5
5
3
6
4
3
9
4
8
5
-

23%
8%
8%
8%
8%
8%
8%
8%
7%
7%
7%
54%
46%
38%
38%
24%
46%
31%
23%
69%
31%
62%
38%
-

Percentages are rounded to whole numbers and may not exactly reflect identical one-person categories.
1UEBMI = Urban Employee Basic Medical Insurance
2URRBMI = Urban and Rural Resident Basic Medical Insurance
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3. Results

3.1 The Trust Leap: Risk Aversion and Institutional Authority

The first major finding concerns a phenomenon I describe as the “Trust Leap,” a 

decision-making process in which migrants pre-emptively place greater trust in tertiary hospitals 

than in local Community Health Centers (CHCs), often based on earlier experiences with under-

resourced rural medical facilities. This prior trust in higher-level hospitals contributes to 

bypassing behavior, as participants choose tertiary care without first considering CHCs as a 

credible option.

Participants recalled village clinics as underdeveloped and inefficient. One of them 

(Jiangsu 4, Male, 33, Self-employed) notes that although “I am from a rural area and grew up in a 

clinic, where I was treated many times, my health was very poor when I was young. I usually 

went to the village clinic for diagnosis, but I felt that the doctors there were not professional". 

These early impressions from Ma'anshan, Anhui shaped a context where he views smaller, local 

facilities are viewed with suspicion rather than as a primary resource. He later added, “From what 

I had heard, one of the local practitioners had once treated a patient who later died…Although I 

only heard about it secondhand, it’s possible that it really happened.” In this quote, he reflects not 

only his own feelings, but even what he had heard from others, showing that these kinds of 

negative perceptions may have been spread among those living in his community. Another 

migrant living in Guangdong (Guangdong 2, Female, 27, Software Engineer) illustrates how the 

physical layout and lack of transparency in smaller clinics generate a sense of insecurity that 

persists even after moving to an urban center:

“I actually feel uneasy about going to village clinics. The facilities are quite simple. They 
have certificates posted on the wall, but when the doctor prepared the injection, he went 
into a small room and did it out of my sight. I couldn’t see how it was prepared, and I 
didn’t know whether the needle might have been used on someone else.”
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A concern like this does not emerge in a historical vacuum, but reflects a sensitivity toward 

standardized medical procedures that resonates with broader public memory of localized public 

health challenges during the 1990s, including reports of HIV transmissions linked to improper 

needle use (Dou et al. 2010). This migrant account from Guangdong highlights how easily a lack 

of trust can develop when patients encounter behaviors they perceive as unprofessional,  

suggesting that physical transparency may matter more to some migrants than institutional 

paperwork alone. At the same time, participants did not articulate distrust in identical terms. 

Some respondents, especially those who were younger or in more professional occupations, 

described lower-level care in terms of transparency, procedural standards, and diagnostic 

uncertainty. Others evaluated it more pragmatically, emphasizing whether treatment was 

effective, whether medicines worked, or whether the provider seemed experienced and familiar 

with the patient. For example, an older person (Jiangsu 2, Female, 62, Cleaner) described village-

level care positively because the doctor was “very enthusiastic,” knew her usual ailments, and 

would still refer her to a hospital if her condition did not improve.

Participants commonly noted their preference for tertiary hospitals. Participant 

Guangdong 2 (Female, 27, Software Engineer) said, “I just feel that if I were in Guangzhou, 

given that both a CHC and a tertiary hospital are right next to me, I would definitely choose the 

tertiary hospital”. This sense of unease could be amplified by those who have a role as a 

caregiver. The additional responsibility to care for or protect either young children or aging 

parents could lead them to seek the reassurance that a large institution is more perceived to 

provide. As one participant in Suzhou (Jiangsu 1, Female, 53, Cleaner) explained:

“My husband works, and I stay home to take care of our children. Whenever my children 
get sick, we go to a major hospital... We believed that major hospitals had more complete 
medical equipment, and that made us feel more at ease. Whenever the child became ill, 
we went straight to a bigger hospital.”

This need for peace of mind effectively neutralizes government efforts to promote CHCs as the 

first point of contact. Even if a CHC is technically capable of treating a common pediatric illness, 
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the symbolic authority of the tertiary hospital acts as a psychological safety net.  In this context, 

the "Outcome" is a "Systematic Bypass" where the CHC is leaped over in favor of the tertiary 

institution. For migrants living in the city with more medical options than had been available in 

their hometowns, they were able to exercise greater choice between tiers of care.

Not every participant, however, shares these negative perceptions, which should be 

expected as CHCs are a large part of the medical structure in China. Personal clinical history for 

one participant created "site-specific" trust that overrode general institutional skepticism. 

Participant Guangdong 1 (Female, 26, Salesperson) explicitly chose a local Community Health 

Center (CHC) for acute symptoms because of a successful history of care at that same facility. 

Explaining this preference, the participant stated: 

“I felt that the community hospital was closer, within walking distance, and since it was a 
minor ailment, not a particularly serious one, I could just go there, get some medicine, 
and recover quickly... I trust [them] because I had previously gone to see a doctor for sore 
throats and inflammation, and he prescribed some medicine for me, which worked well 
for me when I took it”.

This successful history transformed the CHC from a site of uncertainty into a reliable first-tier 

resource, specifically for minor ailments where geographic proximity and a seamless "scan and 

reimburse" system offered a clear logistical and financial advantage over tertiary hospitals.

Ultimately, the results suggest that for many migrants, proximity is an insufficient 

motivator for utilizing primary care when compared to the symbolic and diagnostic weight of the 

hospital tier. This behavior suggests that in many cases, the decision to seek care at a tertiary 

hospital is a rational attempt to mitigate the perceived risks associated with opaque or 

unprofessional primary care environments. By examining these internal reasoning processes, we 

see that the bypass is not merely a rejection of local services, but a leap toward the perceived 

security of the urban medical elite.

The “Trust Leap” thus represents a complex interaction between a history of medical 

precarity and the current pressures of urban survival. It demonstrates that even when physical and 

financial barriers are lowered, the psychological legacy of low-quality rural care continues to 
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steer patients toward the top of the medical hierarchy, leaving the community-level infrastructure 

fundamentally underutilized by the very populations it was designed to serve.

In summary, this pattern was not equally pronounced across all participants. It appeared 

especially strongly among respondents whose earlier experiences of rural grassroots care were 

marked by perceptions of weak professionalism, limited diagnostic capacity, or institutional 

opacity. For example, Guangdong 2, a 27-year-old software engineer, associated lower-level care 

with poor transparency and procedural uncertainty, making tertiary hospitals feel institutionally 

safer when symptoms seemed abnormal or potentially serious. A comparable logic also appeared 

in Jiangsu 4 (Male, 33, Self-employed) and Sichuan 3 (Female, 56, Accountant), both of whom 

viewed village-level care as limited or insufficiently professional, even if they still recognized its 

convenience for minor ailments. At the same time, distrust toward community-level care was 

often conditional rather than absolute. Jiangsu 2 (Female, 62, Cleaner) retained a relatively 

positive view of village doctors as experienced and convenient for obtaining medicine, while 

Shanghai 1 (Male,62, hospital logistics) continued to rely heavily on the community hospital and 

his contracted family doctor for chronic disease management and common illnesses. These cases 

suggest that the trust leap was strongest among participants whose past encounters with lower-

level care had made uncertainty especially salient, rather than among migrants as a uniformly 

distrustful group.

3.2 The Convenience Paradox and Conditional Marginalization: Digital 
Erasure of Primary Care

The second major finding of this study identifies a phenomenon termed the "Convenience 

Paradox," wherein the physical proximity of Community Health Centers (CHCs) fails to translate 

into increased utilization among rural-to-urban migrants. While traditional models of healthcare 

access emphasize geographical distance as a primary barrier, the integration of migrants into a 

high-tech, urbanized environment has fundamentally erased the advantage of the local clinic. This 

results in the "Conditional Marginalization" of the CHC, which occupies a more limited and 
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situational place in migrants’ medical landscape because of two competing forces: the high-

efficiency digital systems of tertiary hospitals and the immediate accessibility of retail 

pharmacies.

The context of "Urban Digitalization", the widespread integration of mobile appointment 

platforms and digital payment systems, has redefined how migrants navigate the healthcare 

hierarchy. In this tech-integrated environment, the mechanism of "Predictable Efficiency" allows 

migrants to bypass the perceived "unpredictability" of local clinics in favor of guaranteed 

outcomes at tier 3 institutions. 

The ability to book appointments through smartphone apps and "mini-programs" on 

WeChat provides a level of transparency and control that smaller facilities lack. As one 

participant (Guangdong 3, Female, 26, Software Engineer) explained:

“I really like their online registration system. It’s very convenient. You don’t need to go 
there to register in person. Through their mini-program on WeChat, you can see all the 
doctors’ information, the departments, and their consultation schedules very clearly.” 

This account should also be understood in relation to the participant’s background. As she was 

both young and a software engineer, she was likely more digitally literate than many other 

migrants, suggesting that the convenience offered by app-based registration is experienced 

unevenly across the study population.

This digital transparency acts as a powerful pull factor toward tertiary hospitals. By 

viewing consultation schedules and department information "very clearly" beforehand, migrants 

can bypass the physical labor of waiting in line, which was previously a deterrent for using large 

hospitals. This transition toward digital registration is widespread among the participants, with 

many noting, “Now I always register online” (Jiangsu 1, Female, 53, Cleaner) or “I will register 

online, it will be more convenient” (Sichuan 1, Female, 25, Instructor).

Furthermore, the integration of social media into the clinical relationship allows for rapid 

communication with a doctor that occurs entirely outside the CHC framework. Migrants 

frequently use WeChat to maintain direct contact with hospital specialists, bypassing the need for 
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a primary care gatekeeper. One participant noted, “I added the doctor on WeChat later to remind 

me to refill my medicine or discuss my condition” (Shanghai 3, Male, 30, Cook). Another 

described how direct access to a surgeon allowed them to manage symptoms from home. He said, 

“I had a minor surgery before, and I have the surgeon's WeChat. I can communicate directly with 

him about my symptoms, and he teaches me how to relieve the pain.” (Jiangsu 1, Female, 53, 

Cleaner) In this context, the CHC is not just physically bypassed; it is rendered conceptually 

redundant. The speed of communication through these digital channels where a patient can obtain 

remote consultation reinforces higher level hospitals role as the primary health resource.

While the digital tools of tertiary hospitals pull migrants upward in the hierarchy, retail 

pharmacies and rapid delivery platforms act as a force that intercepts patients before they ever 

reach a CHC. For minor ailments, participants expressed a strong preference for the digital 

clinical resources offered by the retail sector. Online pharmacy platforms allow users to obtain 

medication without the perceived burden of a clinic visit. JD Health, for example, reported in 

2020 that patients could submit an appointment request through its app, receive a free online 

consultation from qualified doctors, and obtain follow-up prescriptions subject to pharmacist 

review (Zhang, 2020). One interviewee said, “When the medicine prescribed by the doctor runs 

out, I don’t want to go back to the hospital. I just search for it online and buy it there. Platforms 

like Meituan Pharmacy and JD Health are very convenient.” (Jiangsu 4, Male, 33, Self-

employed). One participant in Guangdong stated, “For me, I would just go to a pharmacy to buy 

the medicine, and that basically replaces going to a community health center” (Guangdong 2, 

Female, 27, Software Engineer). Similarly, a participant (Sichuan 2, Male, 33, Electrician) noted 

that for "minor colds," "basically don’t go to the hospital" and instead "just buy some medicine". 

This suggests that the CHC is perceived as relatively marginated for simple needs compared to 

the pharmacy, yet likely unpredictable for serious needs compared to a tertiary hospital.

The result is a lack of engagement with the primary care level. For one participant from 

Jiangsu, the CHC was not part of their family’s knowledge base regarding medical care. She 
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recalled their arrival from the countryside: “We didn’t know about community health centers and 

had never really learned about them” (Jiangsu 1, Female, 53, Cleaner). Instead, the standard 

protocol for illness follows a binary path: start at the pharmacy, and if that fails, "leap" to the 

hospital. She said, “If I feel unwell, I'll go to the pharmacy and get some medicine. I'll take it for 

a day or two, and if there's no improvement, I'll go to the hospital to see a doctor.” (Jiangsu 1, 

Female, 53, Cleaner). This account suggests that he decision to bypass the community level is not 

always a conscious rejection of the CHC, but rather a reflection of a mental map where the 

pharmacy and the tertiary hospital were recognized tiers of medical care. 

Not every participant shared these feelings. For some, the convenience of a CHC was a 

notable reason that drew them in. The participant from Guangdong 1 explicitly noted she went to 

the CHC because it was “within walking distance” (Female, 26, Salesperson). Another participant 

(Sichuan 1, Female, 25, Instructor)—while earlier had praised the digital convenience of being 

able to register for tertiary hospitals online—still noted that for small illnesses would “go to the 

clinic immediately to get medicine, enough for one day or two days” and argued that the reason 

was simply “because it’s more convenient.” Notably, this participant was also not a caregiver, 

which may have influenced her decision making. When asked about the importance of family, 

had responded that family was “not important, it’s just so-so.” She said that she had had less 

contact with family after junior high school and had no contact with her sisters.

There is also a divide based on age that limits the convenience and functionality of digital 

options. While younger, tech-savvy participants utilized mobile platforms to bypass primary care 

gatekeepers, others found these digital shortcuts to be a source of significant friction rather than 

ease. Participant Jiangsu 3 (Female, 54, Cleaner) represented a clear break from the digitalized 

narrative, finding mobile-mediated access to be a barrier. When asked if it was easy to see a 

doctor, she said, “It used to be easy to see a doctor, but it's not so easy now because you have to 

make an appointment, and we older people don't know how to make appointments.” For 

individuals facing these digital navigation barriers, the physical "closeness" of a neighborhood 
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clinic or pharmacy remains a more accessible survival strategy than navigating the institutional 

authority of a distant hospital through a complex smartphone app. For them, appointment systems 

and platform-based navigation could introduce additional friction, making nearby pharmacies, 

familiar providers, or community-level facilities more practical for low-risk conditions.

The findings illustrate that the CHC for most of the participants is effectively squeezed 

between the high-status, digitally-accessible hospital and the immediate, low-barrier pharmacy, a 

dynamic that renders the primary care level conditionally marginalized. This "Convenience 

Paradox" reveals that physical distance is no longer the primary determinant of choice; instead, 

the smartphone apps that connect patients to doctors and the easy-to-use pharmacy platforms 

have redefined the healthcare landscape. Consequently, the lack of a regular relationship with a 

primary provider could result for migrants in a fragmented, crisis-driven care experience where 

essential preventive services, such as chronic disease monitoring and health promotion, are 

entirely bypassed. Without the gatekeeper function of the CHC, the healthcare system’s ability to 

manage population health is significantly diminished, ultimately leading to the crowding of 

tertiary hospitals and the escalation of medical costs as minor ailments are left to transform into 

complex emergencies. 

The “Convenience Paradox” was also unevenly distributed across the sample. It was most 

evident among younger and digitally capable participants, many of whom had higher levels of 

education and were accustomed to using online registration systems, mobile health information, 

and app-based pharmacy services. For these respondents, the traditional inconvenience of large 

hospitals could be partially offset by digital tools, while minor illnesses could be managed 

through pharmaceutical or online routes without entering the formal primary care system at all. 

By contrast, some older participants with lower digital literacy did not experience hospital access 

as newly convenient. For them, appointment systems and platform-based navigation could 

introduce additional friction, making nearby pharmacies, familiar providers, or community-level 

facilities more practical for low-risk conditions. In this sense, the “Convenience Paradox” was not 
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a uniform feature of urban healthcare access, but a pattern shaped by age, digital capacity, and the 

ability to navigate increasingly platform-based systems.

Differences in employment conditions and insurance arrangements further shaped how 

respondents entered the urban medical system, even if they did not fully determine trust in 

primary care. Most participants in this study were employed, but their degree of institutional 

incorporation varied. Respondents with more stable urban employment and employee insurance 

generally described formal care as more available and navigable, whereas those relying on 

resident or rural insurance, or those with weaker familiarity with formal healthcare procedures, 

more often reserved hospital visits for conditions that felt clearly serious. For routine or low-level 

problems, these participants were more likely to rely on self-medication, pharmacies, or familiar 

low-level providers. This suggests that bypassing was not simply a matter of individual 

preference but was also shaped by how securely respondents were positioned within the urban 

medical and employment system.
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4. Discussion

This qualitative realist inquiry has explored the healthcare-seeking strategies of rural-to-

urban migrants in China, focusing on the underlying mechanisms that lead this population to 

bypass primary care institutions. By applying the Context-Mechanism-Outcome (CMO) 

framework, the study identified two core configurations: the "Trust Leap," driven by historical 

risk aversion, and the "Convenience Paradox," fueled by digital integration and the perceived 

conditional marginalization of Community Health Centers (CHCs). These findings provide a 

"person-centered" perspective that complements existing quantitative literature on China’s 

hierarchical medical system. They also add to a smaller but growing body of migrant-focused 

research showing that primary care experiences vary not only by institution type, but also by 

CHC quality and by the degree to which migrants are socially integrated into destination 

communities (Huo et al., 2023; Wang et al., 2023).

The results of this study suggest that the decision to bypass CHCs is a rational attempt to 

mitigate perceived medical risks rooted in "historical quality disparity". While previous studies 

have identified lack of trust as a general barrier to CHC use, our findings uncover the specific 

triggers of this distrust. For migrants, memories of "unprofessional" rural practitioners and 

"opaque" clinical procedures create a psychological baseline of insecurity. While urban CHCs 

may be better equipped and staffed than village clinics (Sylvia 2015), the legacy of village clinics 

often incentivizes migrants to look for the best possible care rather than starting on a community 

level. This aligns with Li (2013), who argues that "institutional opacity" in primary care triggers a 

sense of vulnerability among migrants. However, Zeng et al. (2015) more aligns with the 

counterexample, noting that “smaller medical institutions" in rural areas could help build a long-

term relationship between the patient and provider. However, the interviews collected in my 

study indicate that these circumstances could differ according to the experiences of individual 

migrants. 
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When the "Caregiver Stakes" are high, such as in the treatment of children, this risk 

aversion compels a "Trust Leap" toward the more established authority of tertiary hospitals. 

Participants in this study explicitly prioritized the "complete medical equipment" of larger 

hospitals to ensure "peace of mind". This behavior mirrors findings by Wamsiedel and Li (2025), 

who noted that the symbolic authority of the hospital tier acts as a psychological safety net for 

families. However, while Wamsiedel and Li focused on the "oldest old," this study demonstrates 

that the same mechanism of "Protective Responsibility" drives young migrant parents to bypass 

the community level.

A second critical contribution of this study is the identification of the "Convenience 

Paradox." Traditional models of healthcare utilization, such as the Andersen model used by Liu et 

al. (2017), emphasize that shorter "walking time" and lower costs are primary enabling factors for 

CHC use. Our qualitative data partially supports this, as participants noted that rising costs at 

village clinics make them feel less "efficient". Yet, for many urban migrants, physical proximity 

is increasingly negated by "Urban Digitalization." Yet other participants, especially older 

migrants, did not experience this shift as empowering. Recent review evidence similarly suggests 

that older adults often encounter usability barriers, lower self-efficacy, and distrust in digital care, 

meaning that digital systems can function as obstacles rather than shortcuts (Birati & Tzemah-

Shahar, 2026). This helps explain why some of the older participants in this study continued to 

rely on familiar low-level providers, pharmacies, or in-person pathways rather than navigating 

smartphone-based hospital platforms. Huo et al. (2023) also found that even where higher-quality 

CHCs improved overall migrant primary care experiences, first-contact access and ongoing care 

remained comparatively weak, suggesting that technical improvement alone does not fully 

resolve how migrants encounter primary care in everyday practice.

The widespread reliance on self-medication through pharmacies and delivery platforms 

presents significant public health risks, particularly in the context of chronic disease management 

and diagnostic accuracy. While participants perceive this as "convenient" and "low-effort," the 
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absence of professional clinical oversight can lead to the dangerous "masking" of underlying 

conditions. By treating only the symptoms through over-the-counter medications, migrants may 

delay the diagnosis of serious illnesses that require professional intervention. Ge et al. (2023) in 

their quantitative study of self-medication in China concludes:

Self-medication can help reduce the cost of producing, selling, and administering 
prescription drugs. However, people may suffer from misdiagnosis, prolonged or 
insufficient medication, neglect of drug interactions, and overdose due to their improper 
self-medication behaviors, which can delay their recovery process and even have serious, 
life-threatening consequences.

This is particularly concerning given the "healthy migrant effect," where individuals may initially 

feel healthy but are exposed to occupational hazards and high-stress urban environments that 

increase the long-term risk of chronic disease (Hesketh et al., 2008). Relying on a "day or two" of 

self-prescribed medicine before seeking a hospital visit (Jiangsu 1, Female, 53, Cleaner) creates a 

window of diagnostic uncertainty where acute conditions can worsen.

While Wang and Shen (2025) argue that geographical accessibility enhances migrants' 

social resilience, our findings suggest that the proliferation of digital appointment tools has made 

tertiary hospitals "closer" in a functional sense. If a migrant can guarantee a specialist 

appointment via a smartphone app, the CHC that is perceived as "underdeveloped" becomes 

"conditionally marginalized". This shifts the problem from one of "spatial inequality" to one of 

"perceived technical disparity". This finding adds a necessary layer of nuance to Shi et al. (2020), 

who found that urban CHC users in Shanghai reported the lowest satisfaction with accessibility; 

our data suggests this dissatisfaction may stem from the CHC’s inability to compete with the 

"predictable efficiency" of digitally-integrated hospitals.

The systematic marginalization of primary care among migrants poses a significant 

challenge to China’s goal of a socially resilient and inclusive healthcare system. Current reforms 

focusing on "hard" infrastructure and universal insurance coverage may fail if they do not address 

the "soft" mechanisms of distrust. Family doctor services appear to improve perceived 

participation in primary care partly through patient trust, and recent research suggests they may 
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also reduce unmet outpatient healthcare needs and narrow some service inequalities among 

migrants (Li et al., 2023; Tan et al., 2026; Chen et al., 2023). However, the findings of this study 

suggest that these gains remain partial. They do not by themselves overcome the broader 

tendency to bypass CHCs when hospitals are perceived as more authoritative, more diagnostically 

reassuring, or more predictably accessible. This may be especially important for migrants, whose 

relationships with community-level care are shaped not only by formal policy inclusion, but also 

by how far they are socially integrated into local communities. Wang et al. (2023) show that 

greater social integration is associated with a higher likelihood of receiving health education and, 

in some dimensions, a higher likelihood of choosing CHCs when sick. The present findings are 

consistent with that broader argument: primary care use depends not only on service supply, but 

also on whether migrants come to experience community-level care as socially and institutionally 

meaningful.

While the "Trust Leap" and "Convenience Paradox" describe the dominant healthcare-

seeking patterns among the interviewed migrants, the cases of Guangdong 1 (Female, 26, 

Salesperson) and Jiangsu 3 (Female, 54, Cleaner) offer critical counter-narratives that refine these 

configurations. In the case of Guangdong 1 (Female, 26, Salesperson), the "Trust Leap" was 

mitigated by a positive clinical history. Not only did she note that the CHC was physically 

nearby, but her site-specific trust that was built on successful treatments for minor ailments like 

sore throats overrode general institutional skepticism and positioned the CHC as a reliable first-

tier resource due to its geographic proximity. Conversely, Jiangsu 3 (Female, 54, Cleaner) 

challenges the "Convenience Paradox" by highlighting the experience for older migrants. For this 

group, the transition to app-based hospital appointments may not represent a "shortcut" but rather 

a structural barrier. This aligns with scholarship by Wamsiedel and Li (2025) and Birati & 

Tzemah-Shahar (2026), which suggests that older populations often bypass primary care not out 

of a simple preference for tertiary hospitals, but because of cultural, health system, and digital 



23

knowledge limitations. These deviant cases demonstrate that healthcare navigation is a dynamic 

process moderated by both individual clinical history and the digital divide.

In conclusion, for the primary care level to function as a true "gatekeeper," it must 

overcome the "Trust Leap" by projecting the same "Scientific Reassurance" that migrants 

currently only associate with the tertiary tier. Future research should investigate how "member 

checking" or community outreach programs might modify the predisposing factors of health 

beliefs among this mobile population.
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5. Strengths and Limitations

A primary strength of this research lies in its use of a realist inquiry framework. By 

employing a Context-Mechanism-Outcome (CMO) configuration, this study moves beyond 

surface-level observations of healthcare utilization to uncover the "internal logic" and emotional 

responses that drive migrant decision-making. Furthermore, the inclusion and analysis of deviant 

cases, such as participants who maintain "site-specific trust" due to positive clinical histories or 

those facing extreme "digital friction", increases the credibility and validity of the findings. This 

nuanced approach ensures that the "Trust Leap" and "Convenience Paradox" are not presented as 

monolithic behaviors, but as moderated responses influenced by individual clinical success and 

varying levels of digital literacy.

Theoretically, this study makes a unique contribution by focusing on the psychological 

"movement" of migrants rather than treating them as static geographic groups. While previous 

literature, such as Shi et al. (2020), provides valuable comparisons between urban and rural 

residents, such cross-sectional approaches often fail to capture the enduring legacy of the 

migration experience. This research fills that gap by illustrating how memories of rural healthcare 

follow migrants into the city, acting as a baseline of insecurity that dictates their urban healthcare-

seeking strategy. By centering the migrant voice, this study offers a perspective on how past 

institutional failures continue to shape current healthcare behaviors.

However, this study has notable limitations, primarily regarding its scale and 

generalizability. With a sample size of thirteen in-depth interviews, the findings cannot offer the 

statistical generalizability or demographic correlations found in large-scale studies such as Liu et 

al. (2017). While the qualitative depth allows for the exploration of causal mechanisms, it cannot 

account for the full diversity of the 290 million migrants across different regions and industries in 

China. Additionally, the researcher’s position as an "educational elite" may have influenced the 

power dynamics of the interviews. Despite efforts to maintain a reflexive stance, this status 
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difference could have inadvertently shaped participant responses, particularly regarding their 

willingness to critique institutional systems or disclose sensitive financial challenges. 

An additional limitation concerns sampling bias in participant recruitment. Because 

participants were recruited online and in-person outreach within university communities, the 

sample likely overrepresented migrants who were more digitally connected, more socially 

reachable, and more comfortable engaging with a formal research interview. This approach may 

have underrepresented migrants with lower digital literacy, weaker social networks, more 

precarious working conditions, or less contact with semi-institutional environments, all of whom 

may face different patterns of healthcare access and primary care bypassing. In addition, the 

sample’s median age in the mid-forties means that older migrants were comparatively less 

represented, which may have limited the study’s ability to capture healthcare decision-making 

among those who rely more heavily on family support, offline information channels, or long-

established care habits. As a result, the findings should be interpreted as offering analytically 

valuable insight into the mechanisms shaping migrant healthcare behavior, while not fully 

representing the diversity of the broader rural-to-urban migrant population in China.
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6. Implications

The findings of this study suggest that further strengthening primary care use among rural-

to-urban migrants will require policy responses that go beyond simply expanding services or 

investing additional funds in infrastructure, since these have already been part of sustained reform 

efforts since 2009. For many participants, bypassing was not simply a matter of distance or cost. 

It was shaped by earlier experiences of rural grassroots care, by uneven comfort with digital 

systems, and by the continued perception that hospitals were more authoritative and more reliable 

than Community Health Centers (CHCs). Although recent reforms have already sought to 

improve the quality and attractiveness of primary care through investment, hierarchical diagnosis 

and treatment, and family doctor contracting, the findings of this study suggest that these efforts 

may not yet be addressing the specific mechanisms through which migrants evaluate community-

level care. In particular, distrust was shaped not only by general concerns about quality, but also 

by perceptions of opacity, weak diagnostic capability, and uncertainty about what CHCs could 

actually manage. The implication is therefore not simply that CHCs should become “more 

trustworthy” in a broad sense, since this is already an explicit reform objective, but that existing 

reforms should place greater emphasis on the particular forms of reassurance migrants appear to 

value. In practice, this may mean making treatment procedures more visibly transparent, 

clarifying which conditions can be safely managed at the community level, and strengthening 

predictable referral pathways to higher-level hospitals when symptoms exceed CHC capacity.

Second, policy should continue to support hybrid access models for older migrants and other 

patients who face difficulty using digital health tools. In this study, digital platforms often made 

hospitals easier to access for some participants, but they also created new barriers for others, 

especially older adults who were less comfortable with online registration and app-based 

navigation. Birati and Tzemah-Shahar’s (2026) review similarly finds that older adults often face 

usability barriers, lower self-efficacy, privacy concerns, distrust in care quality, and a strong 
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preference for in-person interaction. The review further argues that implementation strategies 

should go beyond technical usability and should preserve relational care and rebuild trust. In 

practical terms, this suggests that CHCs should avoid moving toward digital-only access. Walk-in 

options, phone-based assistance, staff-mediated booking help, and other assisted-digital pathways 

should remain available alongside app-based services, especially for older migrants who may 

otherwise experience digital reform as another reason to avoid primary care (Birati & Tzemah-

Shahar, 2026).

Third, because CHCs often remained conditionally marginalized in participants’ accounts, 

policy should move beyond general publicity and adopt more specific trust-building measures at 

the point of care. A useful starting point would be for CHCs to provide new and first-time users 

with a short, standardized explanation of what conditions can be managed locally, what 

diagnostic services are available on site, which services are free under essential public health 

programs, and how referral to higher-level hospitals works. This is important because willingness 

to use PHC first has been shown to depend not only on accessibility, but also on understanding of 

service content, provider attitude, professional expertise, diagnostic methods, and the medical 

environment (Liu et al., 2022). CHCs could also assign migrants who establish health records or 

sign family doctor contracts to a named doctor team, with a clear contact point and at least one 

proactive follow-up interaction, since family doctor services appear to improve participation 

partly through stronger communication, personalized health management, and patient trust (Li et 

al., 2023). In practice, this means that reform should not rely only on expanding services in the 

abstract. It should make CHCs easier to interpret, easier to navigate, and easier to trust from the 

patient’s first encounter onward.

Fourth, CHCs and local health authorities should adopt more proactive outreach strategies 

for newly arrived migrants in inflow areas. Existing research suggests that migrant access to 

essential public health services and family doctor contract services depends not only on formal 

policy inclusion, but also on whether migrants are effectively connected to local primary care 
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after arrival (Chen et al., 2023). A practical response would be to contact new migrants with the 

location of their nearest CHC, a brief explanation of what services it can provide, and clear 

information on how to establish health records or access family doctor services. In light of the 

present findings, the value of such outreach would not be limited to information delivery alone. It 

could also help CHCs become more visible as legitimate points of care before migrants develop a 

patterned reliance on pharmacies and tertiary hospitals instead (Chen et al., 2023).

Taken together, these implications suggest that future PHC reform for migrants should place 

greater emphasis on trust-building, familiarity, and relational access. In this study, bypassing 

persisted not because community-level care was absent, but because it often remained less 

credible, less legible, and less reassuring than other options. Policies that focus only on service 

expansion may therefore remain insufficient if they do not also make CHCs easier to trust and 

easier to imagine as an appropriate first point of care.
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7. Conclusion

The findings of this thesis demonstrate that the systematic bypassing of primary care by 

rural-to-urban migrants is not merely a product of geographical or financial barriers, but is driven 

by deep-seated psychological mechanisms triggered by a history of medical precarity. By 

utilizing the Context-Mechanism-Outcome (CMO) framework, this research has uncovered how 

the "Trust Leap" and "Convenience Paradox" function as rational survival strategies within the 

precarious environment of the Chinese city. While current policy efforts focus on "hard" 

infrastructure and the expansion of insurance coverage, these results suggest that such measures 

are insufficient to overcome the "soft" barriers of institutional distrust and the perceived "opacity" 

of community-level care. More specifically, the findings suggest that migrants’ healthcare 

decisions are shaped not only by the formal structure of ongoing reform, but also by unequal 

incorporation into urban services, differing levels of social integration, and the continuing 

influence of earlier experiences with lower-level care in places of origin. The persistent reliance 

on tertiary hospitals reflects a need for "Scientific Reassurance" and "Institutional Authority," 

specifically when the health of high-stakes dependents is involved.

Furthermore, this study highlights a significant disconnect between the intended goals of 

the 2009 healthcare reforms and the lived realities of the migrant population. Despite the creation 

of an extensive network of Community Health Centers (CHCs) designed to act as "gatekeepers," 

these facilities remain only conditionally relevant for many migrants, occupying a narrowed and 

situational role in care-seeking pathways for a population that equates medical scale with 

diagnostic certainty. The transition from rural "underdeveloped" clinics to urban centers has not 

erased the memory of professional inadequacy, but has instead recalibrated the migrant's risk 

aversion toward the top of the medical hierarchy. As digitalization continues to integrate tertiary 

care into the palm of the hand, the traditional advantage of CHC proximity is further eroded, 

leaving primary care in a compressed position for a population that prioritizes predictable 
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efficiency over local access. At the same time, this pattern was not uniform across all 

participants. CHCs remained meaningful under certain conditions, particularly for minor 

ailments, chronic disease follow-up, familiar providers, or respondents with lower digital 

confidence.

In conclusion, achieving a truly inclusive and resilient urban healthcare system in China 

requires moving beyond the "gatekeeper" model toward one that actively addresses the "trust 

gap" inherent in the migrant experience. Future policy interventions must prioritize "soft" 

infrastructure, including enhanced patient-provider communication, greater transparency in 

clinical procedures, and targeted outreach to bridge the health literacy divide among recently 

urbanized residents. They must also better address the specific ways migrants evaluate 

community-level care: not only in terms of formal availability, but in terms of diagnostic 

reassurance, procedural transparency, and confidence that referral upward will occur when 

needed. By acknowledging that healthcare navigation is an architecture of choice shaped by 

historical memory and social integration, rather than just physical proximity, the Chinese health 

system can begin to provide the "guarantee" of quality that migrants currently only find in the 

crowded halls of tertiary hospitals. Only then will the primary care level fulfill its potential as the 

foundational cornerstone of universal health coverage China’s large migrant population.
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Appendix A. Interview Guide

- Could you please tell me a bit about yourself?

o (Age, occupation, place of living, migration status and history [if applicable])

o What is your family status?

▪ How important is family for you?

▪ How close do you feel to your parents/children?

- What does being a migrant mean to you?

o When did you decide to leave your hometown?

▪ How did you make the decision?

▪ What did your family/friends say about it?

▪ What were your plans at that moment?

▪ Where did you go? (if different from current place, where did you go 

next? How did you end up in [actual place]?)

o What work did you get in the city?

▪ How did you find the job?

▪ How did you like it?

▪ What were the working conditions? What were the salary and benefits? 

How often could you go back home?

o Are you still doing the same job? (If not:)

▪ What do you do now?

▪ How did you change jobs?

▪ How is your job now compared to the past?

▪ What are two things that you like and what are two things you don’t like 

much about your current job?

o How does an ordinary day in your life look like?

o How did living in the city change you?

▪ (Relations with family, personal relationships, friendships)

▪ (Plans for the future)

- How often do you go and see a doctor?

o What do you usually do when you feel sick?

o For what kind of health issues do you go to the doctor? 

o Can you describe how you make decisions regarding seeking healthcare or 

medical advice?
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▪ Who do you consult with?

▪ Where do you get your information from?

- Where do you usually go to when experiencing problems? (e.g., village clinic, township 

health center, community health center, hospital)  

o Why do you choose to go there?

o How satisfied are you with the experience of seeking medical care?

o What are the things you like about that facility?

o What are the things that could be improved about that facility?

- Have you heard of community health center?

o How do you know it?

o Have your friends, family, or colleagues talked to you about community health 

centers? What do they usually say?

o What do you think is the main purpose of a community health center?

o Have you ever been to a community health center before? If so, how was your 

experience?

▪ If not, please explain why?

▪ If yes, what services do you find more attractive or useful to you by 

community health centers?

▪ If you encounter a similar health problem again, would you consider 

trying to go to a community health center?

- Using your and your family’s recent experience (past 2 years), answer the following 

questions:

o How easy or difficult it is to get to see a doctor? (Why?)

o Have you ever had any difficulties in scheduling a visit to the doctor? (If so, 

explain)

o How do you usually travel to the doctor or the health center?

o How do you feel about the cost of seeing a doctor or getting medical treatment?

▪ How much do you need to pay out of pocket?

▪ How much is covered by the health insurance?

o Have you ever had to avoid or delay medical care because of the cost? (If so, give 

examples)

o How easy or difficult it is for you to understand the information that doctors or 

nurses give you about your health?
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o Have you ever felt confused or unclear about what a healthcare professional told 

you? (If so, give examples)

▪ How did the lack of understanding impact your health?

o Where do you get the medicines that are prescribed to you?

▪ Have you ever had difficulty obtaining the medical treatment or 

medication you needed? (If so, what kind of difficulties)

o Do you use technology (such as mobile phones or electronic devices in the health 

setting)? (Describe)

▪ How easy it is for you to use the technology?

▪ Have you encountered any difficulties? (If so, describe)

▪ What are two things that you like and two things that you don’t like 

about the use of technology for healthcare?

- What challenges do you face in the healthcare system? 

o How do these barriers affect your care seeking?

o What kind of support is available to you?

o What kind of additional support would be necessary for you?

- What do you think about:

o village clinic

o township health center

o community health center

o hospitals

- What do you think about Traditional Chinese Medicine as compared to Western 

Medicine?

o For what health issues it is better to use TCM?

o For what health issues it is better to use Western Medicine?

o In your opinion, what are their advantages and disadvantages?

- Which medical institution do you trust the most?

o If not CHC, do you trust community health centers? Why?

o What can increase your trust in hospitals?

- In your opinion, what is a good doctor?

o What is a bad doctor?

o Can you give me examples of visits to the doctor that you were happy with?

o How about experiences of dealing with a bad doctor?
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- Have you ever heard of a "family doctor"?

o If so, could you share your experience with a "family doctor"?

o If not, could you share your understanding of a "family doctor"?
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Appendix B. Informed Consent

Before we begin the formal interview, I would like to explain the purpose of this 

interview and provide some important information.

I am a researcher from Duke Kunshan University, and we are conducting a study on how 

migrant populations in urban areas seek medical care and use Community Health Centers. 

Today’s interview is intended to understand your experiences, thoughts, and any difficulties you 

may have encountered in seeking medical care. This information will help us better understand 

the healthcare needs of migrant populations and provide a reference for improving related 

policies and services.

Please note that:

1. Your participation is entirely voluntary, and you may stop the interview at any time 

without giving any reason.

2. This interview will be audio-recorded throughout, and the recording will be used 

only for research analysis and will not be made public.

3. We will keep your personal information strictly confidential. Your real name and any 

information that could identify you will not appear in the research report.

4. This interview will take approximately 30 to 60 minutes. There are no right or wrong 

answers, and you may express your views freely based on your genuine thoughts.

5. If you feel uncomfortable at any point during the interview, you may let us know at 

any time, and we will stop immediately.

Do you agree to participate in this interview and consent to audio-recording? If you 

agree, we will begin the formal interview.
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