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Abstract: Health inequality is an aspect of social inequality, and has now become an important
problem in the current society. This article uses the data from the Chinese General Social Survey (2017)
(CGSS2017) and uses the Multinomial Logistic Models method to analyze the elderly population
(over 60 years old) across the country. The study found that the differences in the basic consumption
of food and daily necessities among the elderly are relatively small; while consumer goods that
reflect the differentiation of social classes such as clothing consumption and cultural consumption
have a significant impact on the elderly. Travel consumption status also has a certain impact on
the self-rated health choices of the elderly, but housing consumption has no effect on these choices.
Thess results pave the way for investigating health from the perspective of socioeconomic status in
academic circles. By using this consumption pattern analysis it is possible to analyze the health of
the elderly population more effectively. In the future supply of consumer goods, it is possible to
strengthen the consumption and supply of cultural tastes for the elderly, enhance the beauty and
value of the lifestyle of the elderly, and increase the health of the elderly. At the same time, due to the
significant impact of urban–rural differences in the health of the elderly, it is necessary to improve
the living security level of the rural elderly, reduce the difference in public services between urban
and rural elderly groups, and promote urban–rural integration.

Keywords: lifestyle health; stratified consumption structure; self-rated health; regional differences

1. Introduction

Social differences are common, and structural factors lead to social stratification
and inequality. There is a consensus in academic circles that the main standard of social
stratification is the type and possession level of resources, including economic resources,
professional resources, political power resources, cultural resources, social relations re-
sources, subjective reputation resources, civil rights resources and human resources. Due to
the different resource types and possession levels, individuals belong to different social
strata. Beck, a postmodern sociologist, put forward the theory of “individuation of social
inequality” [1]. He believes that the traditional class structure that restricts people is gradu-
ally disappearing, the characteristics of an objective class structure and individual lifestyle
are gradually separated, and individuals are increasingly likely to reinvent themselves [2].
Bourdieu, a French sociologist, believes that the differences in cultural forms, tastes and
lifestyles are the most important factors [3]. He believes that habits gradually systematize
to form a way of life, while creating a comprehensive quality of taste, behavior, and so on.
Additionally, different groups have different consumption patterns. It is these different
lifestyles and consumption patterns that make different groups present structural differ-
ences. In addition to the stratification of individuals, this has a great impact on individual
survival and health, resulting in health inequality.
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Health inequality is one aspect of social inequality, and now it has become an impor-
tant social problem. As the Greek doctor Hippocrates pointed out in “on air, water and
space”, environmental factors such as living habits or lifestyle, geographical topography
and food quality affect people’s health. Only by improving people’s social environment
can they live a better and healthier life. At present, scholars at home and abroad have
reached a general consensus on the significant impact of socio-economic status on adult
health. On the topic of this specific impact, some scholars also infer that lifestyle is the
intermediary variable of socio-economic status affecting health [4]. Vietnamese scholars
found that age has a greater impact on the health of the elderly, and with the increase in
age, health inequality will become more and more prevalent; the inequality of consumption
and community service levels will also directly affect health inequality [5].

The problem of health inequality has always been concerning. Especially when
considering the guidance of Western countries, the international attention towards this
problem is increasing. The Black Report, published by the United Kingdom, previously
put forward the phenomenon of healthy social stratification. The social causality theory
in the report points out that the health status of the groups with a higher socio-economic
status was better than that of the groups with a low socio-economic status [6,7].

Compared with most scholars who discuss health inequality from the socio-economic
status model and lifestyle model, some scholars also explore the impact of consumption
patterns such as diet and drinking on health inequality. Consumers’ interests in health
is increasing. The field of consumption is a social field with a rich structure, in which
food consumption, medical consumption, sports consumption, tourism consumption and
cultural consumption in daily life constitute healthy promotion behavior [8]. Pursuing a
healthy consumption lifestyle, including comprehensive consumption behaviors related to
physical health, mental health and a healthy diet, is becoming more and more important
for many people in Korea [9]. Golding and other Canadian scholars believe that, in the
unprecedented period of COVID-19, the direct consumption of news media leads to depres-
sion and anxiety [10]. Bakkeli used Norwegian data to study consumption and housing
ownership and proved that less consumption were significantly correlated with health,
while housing property rights had no significant correlation with health [11]. Singapore
scholars Herberholz and Elizabeth believe that the consumption of life experience makes
people happier than the consumption of material goods. The reason why consumption
does not create happiness is because the method and content of consumption are incor-
rect [12,13]. By studying the sample data of the elderly in the United States, American
scholar Thomas Deleire found that there was a certain relationship between consumption
structure and well-being, and there is no significant correlation between the consumption
of durable goods, food, vehicles, housing and well-being, while there is a strong correlation
between leisure consumption and well-being [14].

For elders, although the elderly do not have rigid needs in marriage, housing and
education as young people might, they have prominent consumption needs in daily care,
medical care, elderly care services, tourism and leisure. More and more elderly people build
a certain social and cultural identity through their consumption lifestyles. Consumption
has become an important factor to maintain identity, lifestyle and social distinction in later
life. The elderly are increasingly pursuing a good quality of material life, high quality
of spiritual life and deep participation in social life. Basic living expenditure and health
consumption are the main consumption factors of the elderly population. The demand
for culture, entertainment, health and pensions is increasing. There is a clear regional,
urban–rural and age gap in basic living expenditure [15]. However, some scholars hold the
opposite opinion. They believe that food consumption and medical consumption account
for most of the consumption structure of the elderly, but the expenditure on culture,
entertainment and travel decreased significantly [16]. Additionally, due to the difference
between urban and rural areas caused by registered residence differences in China, these
differences resulted in a larger social gap between urban and rural areas due to differences
in education, income and economic development levels. In terms of the utilization and
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service of personal health information and the formulation of health decision-making,
urban areas are nearly double that of rural areas with a significant difference [17]. There is
also a large gap in the accessibility of health and medical services. The life expectancy of
the urban population, as well as the number of medical facilities and medical staff are more
abundant than those in rural areas [18,19]. However, the academic community has not
yet formed the same cognition about the urban–rural differences of the elderly. Regarding
the physiological aspects, such as daily activity ability, or the psychological aspects such
as cognition and self-rated health, scholars have different views. Some believe that the
urban elderly are better than the rural elderly, some think that the rural elderly are better
than the urban elderly, but some think that there is no significant difference between the
two [20–24].

In China, with the improvement in income level, after people meet the basic living
consumption, the consumption level, consumption structure and the resulting lifestyle
also undergo important changes, that is, consumption stratification. Yet, consumption
stratification is still closely related to occupation and economic level [25]. From Weber’s
description of a healthy lifestyle, we can see that he advocates for pursuing a healthy
lifestyle, that is, individuals try to produce good health according to their own motivations,
effort and ability levels, and he regards the goal of these activities as a kind of consump-
tion [15]. Bourdieu believes that consumption, as a kind of expressive practice, is a symbol
of people’s social status. People’s consumption preferences can better reflect their social
class than the traditional criteria of income, occupation and rights [25]. Based on the
analysis of the survey data of France in 1972, he believes that in the annual consumption
of teachers, professional and technical personnel, industrial and commercial employers,
the amount spent on diet, external performance and culture is different. Relatively speak-
ing, industrial and commercial owners pay more attention to diet consumption, teachers
pay more attention to cultural consumption, and professional and technical personnel pay
more attention to external performance. Wagstaff and colleagues conducted a study on
health inequality, based on the data of Vietnam from 1993 to 1998, and found that the health
inequality represented by height difference could be largely explained by the inequality of
consumption and community service [26].

This paper mainly discusses the lifestyle, consumption structure, differences between
urban and rural areas, and the relationship between these areas and health. In the academic
sense, this topic can verify the applicability of “health inequality caused by social inequality
in the field of health”, “healthy socio-economic status determinism” and “healthy lifestyle
theory” in China’s urban and rural elderly groups, and answer theoretical questions such
as whether consumption structure can affect urban residents’ health. In a practical sense,
this topic can help us understand the correlation mechanism between the objective lifestyle
and subjective health of urban and rural elderly groups in China, and understand how
individual health status is shaped by the group or society. More importantly, although
the self-rated health used in this paper is a subjective stratified indicator, its credibility
as a mortality prediction indicator is increasing [27]. This indicator can provide a greater
reference for the future development of a series of health planning and policies.

2. Materials and Methods
2.1. Material

The data of this study are from the Chinese General Social Survey (2017) (cgss2017),
which is jointly implemented by the National Survey Research Center of Renmin Uni-
versity of China and academic institutions from all over the country. Stratified design
and multi-stage PPS sampling method are used to analyze the overall urban and rural
populations (over 18 years old, excluding Hong Kong, Macao and Taiwan) of 31 provinces
and autonomous regions in China. A total of 12582 samples were obtained and the ques-
tionnaire was derived from the data obtained from face-to-face interviews. However, due to
the health status of the elderly investigated in this paper, according to the international
standard, this paper selects the samples over 60 years old to enter the analysis, and the
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actual number of effective samples is 4372. In the analysis, some missing variables were
treated as missing values.

2.2. Methods

This paper takes the “self-rated health of elderly residents” as the dependent variable,
and takes the 15th question of the questionnaire “what do you think your current health
status is” as the explanatory variable of this study; The options for this question are
classified into one category, namely “unhealthy, general and healthy”, and assigned “1–3”
to represent the order from low to high.

Consumption is a kind of daily practice and the embodiment of habits and values
dominated by a way of life [28,29]. We chose five indicators representing people’s general
consumption level in household consumption expenditure, including “clothing, food,
housing, transportation and use”, plus “cultural” consumption.

In this paper, the variables, including demographic information, were included in the
model as control variables, including age, gender, marriage and household registration.
In addition, as mentioned above, the impact of physical exercise and socioeconomic status
variables on health was confirmed by the academic community, so they were also included
in the control variables. As Marx said, the basis of consumption is income, and the ability of
consumption is the condition and basis of consumption [30], the logarithm of the individual
annual income is selected as the income variable and is included in the model for control.

This paper uses multinomial logistic models for analysis. Firstly, demographic vari-
ables such as age, gender, marital status, annual income and physical exercise are included
in the basic model, and household registration is taken as an indicator of urban–rural
differentiation, which is regressed by self-rated health. Then, the consumption structure
of “clothing, food, housing, transportation, use and culture” is included in the model,
and the self-rated health is regressed to investigate the impact of consumption structure
stratification on self-rated health. Finally, through the comparative analysis of the three
categories of self-rated health “unhealthy, general and healthy”, the influence of consumer
behavior on different categories of self-rated health is investigated.

3. Results

This study made descriptive statistical analysis of all variables to see the basic situation
of variables. Additionally, it used demographic variables such as gender, age and marital
status as control variables to verify the applicability of the demographic factors to the health
of the elderly. At the same time, for the social and economic status factors represented by
annual income and the lifestyle factors represented by physical exercise and consumption,
structure factors were used to verify whether they were applicable to the elderly group.
The urban–rural differences based on household registration were used to investigate the
health status of the elderly between urban and rural areas.

3.1. Descriptive Analysis

The study summarizes the variables involved through descriptive analysis. In this
study, “self-rated health” ranges from 1 to 5, and the number from small to large represents
the degree of health, from “very unhealthy” to “healthy”. As shown in Table 1, the mini-
mum value is 1, the maximum value is 3, and the mean value is 1.9, which means that the
average selection of the whole data is relatively unhealthy. Therefore, in the regression
analysis, the five categories of 1-5 are redivided into three categories. The six variables
of “food consumption, clothing consumption, residential consumption, daily necessities
consumption, travel consumption and cultural consumption” are continuous variables,
which are logarithmicized in this paper. The values in Table 1 are the logarithm values.
It can be seen that the consumption of diet is the highest relative value, followed by the
consumption of daily necessities, and the lowest value is the residential consumption,
because these elderly people do not encounter housing problems. In terms of age, it can
be seen from Table 1 that 60 is the research object delimited in this paper. The youngest
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person was 60 and the oldest was 103, with an average age of 69.4 years. The sex ratio was
effectively 1:1. In terms of registered residence, the ratio of urban–rural residents was also
effectively 1:1. However, in terms of marital status, the proportion of cohabitation with
an an older wife is highest, the average income is 130.92 million yuan, and the frequency
of physical exercise was, on average, 2.4 times per week. Table 1 shows the descriptive
statistics of all variables. In this paper, the correlation coefficients between all independent
variables were tested, and no collinearity problem was found.

Table 1. Descriptive statistics of all variables.

Variable N Mean SD Minimum Maximum

Dependent variable
Self-rated health 4367 1.993 0.834 1 3

Explanatory variable
Food consumption 1263 8.738 1.670 0 16.12

Clothing consumption 1268 5.646 3.246 0 16.12
Residential consumption 1313 1.845 3.535 0 16.12

Consumption of daily necessities 1255 6.279 2.521 0 16.12
Travel consumption 1295 3.661 3.693 0 16.12

Cultural consumption 1317 2.023 3.663 0 16.12
Control variable

Age 4372 69.38 7.393 60 103
Gender (male = 1) 4372 0.485 0.500 0 1

Marriage (cohabitation = 1) 4372 0.724 0.447 0 1
Registered residence (city = 1) 4352 0.483 0.500 0 1

Annual income 4189 8.117 3.544 0 16.12
Physical exercise (Times) 4349 2.405 4.698 0 84

3.2. Differences of Healthy Lifestyle and Health Level between Urban and Rural Elderly

Table 2 shows the self-evaluation model of gender, age, marital status, annual income,
physical exercise, household registration and other variables for the health of the elderly.
We can see that, in the two models, the influence of demographic variables such as gender
and age on self-rated health is significant, and there is no significant difference in marital
status. As an important indicator of social and economic status, annual income shows
a significant difference, and physical exercise, as an indicator of lifestyle, also shows a
significant difference. Specifically, compared with the elderly who chose “unhealthy”,
after controlling for other factors, the elderly who chose “general” and “healthy” in their
self-rated health were 1.18 times and 1.46 times as healthy as the female residents, respec-
tively. With the age increasing by one year, the probability of choosing “general” and
“healthy” decreased by 1.28% and 1.44%.

When the social and economic status factors represented by annual income were
investigated and compared with the elderly who chose “unhealthy”, after controlling for
other factors, the probability of self-rated health being “general” and “healthy” increased
by 6.8% and 9.0% for each natural index of income increase. Compared with the elderly
who choose “unhealthy” lifestyle factors represented by physical exercise, after control-
ling for other factors, the probability of choosing “general” and “healthy” in self-rated
health increases by 6.8% and 9.0% for each natural index of income increase. Essentially,
the positive influence of demographic factors such as gender on the self-rated health of the
elderly group has been proven, and the negative influence of age on the self-rated health
of the elderly group has also been proven, which shows that the older the elderly group
is, the unhealthier it is, while the influence of marital status is not significant. The social
and economic status factors represented by income and lifestyle factors represented by
physical exercise also have a positive impact on the self-rated health of the elderly. In the
investigation of urban–rural differences on health, this paper divides Hukou into urban
and rural areas. In the model fitting, the urban elderly chose “general” and “healthy” in
the self-rated health, which was 1.87 times and 1.62 times greater than the rural elderly,
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showing a significant difference at the level of 0.001. This fully proves the differences
between urban and rural areas in the health stratification of the elderly.

Table 2. Multinomial Logistic Model of self-rated health, socioeconomic status and lifestyle of
the elderly.

Variable General/Unhealthy Healthy/Unhealthy

Gender (male = 1)
0.162 * 0.377 ***

(0.0812) (0.0793)

Age −0.0129 * −0.0145 **
(0.00563) (0.00556)

Marriage (cohabitation = 1) −0.121 0.0403
(0.0929) (0.0927)

Annual income (logarithm) 0.0661 *** 0.0863 ***
(0.0124) (0.0125)

Physical exercise (Times) 0.0397 *** 0.0695 ***
(0.0119) (0.0114)

Registered residence (city = 1) 0.628 *** 0.484 ***
(0.0908) (0.0890)

_cons −0.105 −0.279
(0.426) (0.421)

Standard errors in parentheses. * p < 0.05, ** p < 0.01, *** p < 0.001.

3.3. Consumption Structure of the Elderly in Urban and Rural Areas of China and Their Self-Rated
“General” Health

In order to analyze the influence of the consumption structure of the elderly on
their self-rated “general” health, the study divides self-rated health into three categories:
“unhealthy, general and healthy”, and uses multinomial logistic models to estimate the
impact of basic control variables and the consumption structure on the self-rated health of
the urban and rural elderly in China. Table 3 shows the model comparison results between
the self-rated general and self-rated unhealthy residents.

Clothing, food, housing, and transportation use are the basic factors of material life,
while culture is an important part of spiritual life. For the elderly, material life and spiritual
life are important aspects of life. Therefore, this study from clothing, food, housing,
transportation, use, culture and the other six basic consumption structures, on the basis
of the basic model, constructed a six consumption structure model, and then investigated
the influence of the stratification of the consumption structure on the self-rated health of
the elderly group. From the estimation results, when the consumption structure factor
was added, the significant influence of the gender factor on the health of the elderly in the
basic model disappeared. Similarly, the significance of marital status, physical exercise and
the other two factors in the basic model also disappeared. This showed that, compared
with the elderly who chose “unhealthy”, self-rated health, gender, marital status, physical
exercise and other factors in the basic model were significantly different. There was no
significant difference between physical exercise and self-rated health choice.

In the new consumption structure model, clothing consumption model, and travel
consumption model, the daily necessities consumption model and cultural consumption
model all show significant differences, while the consumption model of diet and residence
do not show significant differences. This demonstrates that, compared with the people who
have a self-rated choice of “unhealthy”, people who choose the self-rated choice of “gen-
eral” pay more attention to clothing consumption, travel consumption, daily necessities
consumption and cultural consumption; clothing, travel, daily necessities, cultural con-
sumption stratification has a positive impact on self-rated health. In terms of the differences
between urban and rural areas, the six consumption models show significant differences,
which indicate that there are great differences in the stratification of the consumption
structure between urban and rural areas. The differences between urban and rural areas
have a positive impact on the self-rated health of the elderly.
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Table 3. Multi-Nomial Logistic Models of consumption structure stratification and the self-rated health of the elderly
(Comparison between self-rated general and self-rated unhealthy).

Variable Basic
Model

Clothing
Model

Diet
Model

Residential
Model

Travel
Model

Daily Use
Model

Cultural
Model

Gender (male = 1) 0.162 *
(0.0812)

0.243
(0.151)

0.205
(0.151)

0.230
(0.147)

0.162
(0.150)

0.179
(0.152)

0.208
(0.147)

Age −0.0129 *
(0.00563)

−0.0154
(0.0107)

−0.0147
(0.0106)

−0.0205 *
(0.0103)

−0.0120
(0.0106)

−0.0195
(0.0107)

−0.0180
(0.0103)

Marriage
(cohabitation = 1)

−0.121
(0.0929)

0.0486
(0.170)

0.0784
(0.171)

0.153
(0.167)

0.0966
(0.169)

0.0886
(0.170)

0.133
(0.167)

registered residence
(city = 1)

0.628 ***
(0.0908)

0.445 *
(0.174)

0.424 *
(0.181)

0.515 **
(0.169)

0.498 **
(0.171)

0.503 **
(0.176)

0.421 *
(0.174)

Annual income
(logarithm)

0.0661 ***
(0.0124)

0.0876 ***
(0.0241)

0.0776 **
(0.0242)

0.0860 ***
(0.0237)

0.0890 ***
(0.0237)

0.0808 ***
(0.0241)

0.0838 ***
(0.0233)

Physical exercise
(Times)

0.0397 ***
(0.0119)

0.0229
(0.0245)

0.0465
(0.0257)

0.0211
(0.0234)

0.0415
(0.0253)

0.0304
(0.0243)

0.00550
(0.0228)

Consumption
structure (clothing)

0.0929 ***
(0.0233)

Consumption
structure (diet)

0.0932
(0.0497)

Consumption
structure (residence)

0.00853
(0.0216)

Consumption
structure (travel)

0.0527 *
(0.0206)

Consumption
structure (daily use)

0.0642 *
(0.0299)

Consumption
structure (Culture)

0.0817 ***
(0.0244)

_cons −0.105 −0.513 −0.816 0.219 −0.445 −0.114 0.103
(0.426) (0.816) (0.910) (0.773) (0.805) (0.814) (0.773)

N 4146 1222 1214 1262 1245 1207 1263
pseudo R2 0.037 0.061 0.056 0.046 0.055 0.054 0.054

Standard errors in parentheses. * p < 0.05, ** p < 0.01, *** p < 0.001.

3.4. Consumption Structure of the Elderly in Urban and Rural China and Their
Self-Rated “Health”

In order to analyze the influence of the consumption structure of the elderly on the
self-rated health of the elderly, the multinomial logistic regression model was used to
estimate the basic control variables and the influence of the consumption structure on the
self-rated health of the elderly in urban and rural areas of China. Table 4 shows the model
comparison results between the self-rated healthy and self-rated unhealthy.

Similarly, starting from the six basic consumption structure stratifications of clothing,
food, housing, transportation, daily use and culture, this paper constructs six consump-
tion structure stratification models on the basis of the original determined basic model,
and tests the influence of six consumption structure stratifications on the self-rated health
(comparison between healthy and unhealthy) in turn. Firstly, in the basic model, there
are significant differences in gender, age, urban–rural differences, income and exercise.
From the estimated results, after adding the consumption structure factor, the significant
influence of the age factor on the health of the elderly in the basic model disappears. In the
clothing consumption model, there are significant differences in clothing consumption,
which show that, compared with the self-rated healthy elderly who choose “unhealthy”,
the self-rated healthy elderly who choose “healthy” have a higher clothing consumption.
Similarly, after controlling income, exercise, urban–rural differences, marital status, age,
gender and other factors, clothing consumption, food consumption, travel consumption,
daily necessities consumption and cultural consumption all show significant differences.
In other words, compared with the elderly who choose “unhealthy”, the elderly who choose
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“healthy” have a higher probability of higher clothing consumption, diet consumption,
travel consumption, daily necessities consumption and cultural consumption, etc.

Table 4. Multinomial Logistic Models of consumption structure stratification and self-rated health of the elderly (Comparison
between self-rated healthy and self-rated unhealthy).

Variable Basic
Model

Clothing
Model

Diet
Model

Residential
Model

Travel
Model

Daily Use
Model

Cultural
Model

Gender (male = 1)
0.377 *** 0.312 * 0.225 0.263 0.252 0.292 0.283
(0.0793) (0.153) (0.153) (0.148) (0.151) (0.154) (0.150)

Age −0.0145 ** −0.00627 −0.00953 −0.0111 −0.00325 −0.0154 −0.00768
(0.00556) (0.0109) (0.0108) (0.0103) (0.0108) (0.0108) (0.0105)

Marriage
(cohabitation = 1)

0.0403 0.0358 0.0262 0.128 0.0620 0.0487 0.0705
(0.0927) (0.174) (0.175) (0.167) (0.171) (0.173) (0.169)

registered residence
(city = 1)

0.484 ***
(0.0890)

0.199
(0.179)

0.0533
(0.188)

0.342 *
(0.171)

0.309
(0.175)

0.209
(0.180)

0.133
(0.179)

Annual income
(logarithm)

0.0863 ***
(0.0125)

0.126 ***
(0.0262)

0.124 ***
(0.0269)

0.115 ***
(0.0251)

0.117 ***
(0.0254)

0.121 ***
(0.0263)

0.116 ***
(0.0251)

Physical exercise
(Times)

0.0695 ***
(0.0114)

0.0848 ***
(0.0235)

0.121 ***
(0.0249)

0.0837 ***
(0.0222)

0.116 ***
(0.0243)

0.0946 ***
(0.0234)

0.0681 **
(0.0212)

Consumption
structure (clothing)

0.137 ***
(0.0244)

Consumption
structure (diet)

0.214 ***
(0.0572)

Consumption
structure (residence)

0.0385
(0.0209)

Consumption
structure (travel)

0.0664 **
(0.0208)

Consumption
structure (daily use)

0.118 ***
(0.0317)

Consumption
structure (Culture)

0.116 ***
(0.0242)

_cons −0.279 −1.769* −2.612** −0.778 −1.435 −1.100 −0.971
(0.421) (0.841) (0.960) (0.782) (0.822) (0.836) (0.793)

N 4146 1222 1214 1262 1245 1207 1263
pseudo R2 0.037 0.061 0.056 0.046 0.055 0.054 0.054

Standard errors in parentheses. * p < 0.05, ** p < 0.01, *** p < 0.001.

4. Discussion

The study found that the consumption structure has an impact on the self-rated health
of the elderly to a certain extent. Specifically, clothing consumption, cultural consumption
and other consumer goods reflecting social stratum differentiation have a significant impact
on the self-rated health choices of the elderly [10]. In this study, clothing consumption
and cultural consumption have a positive and significant impact on the elderly group
which choose “general health”. It may be that the consumption of clothing and culture
can represent the consumption taste and consumption habits of the elderly group. These
consumption factors play a more important role in the health of the elderly group, which is
also an important embodiment of class differentiation. Just as Bourdieu argued, different
social classes face different life consumptions, and people in distress are bound to be
troubled by daily life consumption [3]. In this study, the elderly have little difference in
the basic consumption such as diet and daily necessities. When investigating the impact
of the basic consumption such as diet and daily necessities on the health of the elderly,
by comparing the groups who choose “general” and “unhealthy”, it is found that there is
no significant difference between them in diet consumption, and there is a weak significant
difference between them in daily necessities consumption. When comparing the “healthy”
and “general” elderly groups selected by self-rated health, there are strong significant
differences in diet consumption and commodity consumption. In some cases, this shows
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that basic consumption plays a certain role in the self-rated health choices of the elderly.
This aspect confirms the previous debate among scholars on the inconsistent impact of
basic consumption, such as the diet on health [15,16]. In the aspect of the Chinese diet,
there are always differences in diet consumption, such as “eat enough, eat well, eat grass,
and take medicine”. People’s choice of diet consumption from the satisfaction of food
and clothing to enjoyment represents the differences and choices associated with different
consumption levels [31].

According to the French Institute of Social Sciences, the smaller the per capita area
of a house, the smaller the private space of an individual, which leads to the tension
and pressure of an interpersonal relationship. The influence of this social and cultural
process eventually affects the decline or maintenance of people’s health status [32]. In this
study, housing consumption has no impact on the self-rated health choice of the elderly
group, while the travel consumption status shows significant differences in the “general
vs. unhealthy” consumption model and the “healthy vs. general” consumption model,
indicating that the travel status has a certain impact on the health of the elderly group.
This reflects the same results as Bakkeli and colleagues that housing has no significant
impact on individual health [11]. This may be related to the implementation of the housing
commercialization system reform in China in the 1990s. The elderly groups studied in this
paper were born around 1957, thus the impact of the housing commercialization policy
for them is relatively small, effectively causing no problems with housing consumption.
The elders with a high travel consumption are more likely to choose health, which proves
that the elderly group has higher travel and tourism demand [14,15].

Sociologists, Glazer and Moynihan, put forward the term “structural difference” to
reflect the differences of social environment [33]. The differences between urban and
rural areas in China can also be regarded as the overall structural livelihood problems in
China [34]. In this study, there are great differences in the self-rated health choices between
urban elderly groups and rural elderly groups. In the basic model and all consumption
models of “general vs. unhealthy”, the rural elderly groups have a greater probability
of choosing self-rated “unhealthy”. The reason for this is that, compared with the rural
elderly groups, the urban elderly groups may have better public services. For example,
they are living relatively close to the hospital, the urban environment and community
environment are relatively good, and they can easily enjoy the convenient and beautiful
environment of life. This is also different from the urban–rural differences that scholars
have been debating about [20–24].

This paper uses the data from China’s urban and rural elderly groups in the na-
tional sampling survey to investigate, from the perspective of health stratification, the
stratification effect of consumption structure and stratification, urban and rural regional dif-
ferentiation and other factors on health. We believe that, under the same economic income,
the structural difference and stratification of consumption will still have a hierarchical
impact on the health of the elderly.

5. Conclusions

Our research shows that there are great differences between urban and rural areas
in the self-rated health of elderly groups. Urban elderly groups may have better public
services. For example, they are relatively close to hospitals, and the urban and community
environment is supportive, so they can easily enjoy a convenient and high quality of life.
The consumption structure, as an embodiment of a way of life, has structural differences
in its relationship with the health of the elderly. The elderly’s basic consumption, such as
diet and daily necessities, has little impact on their health. The impact of the housing
commercialization policy on them is relatively small, and thus there is effectively no
housing consumption problem. Clothing consumption, cultural consumption and other
consumer goods reflecting social stratum differentiation have a significant impact on the
self-rated health choices of the elderly. The clothing consumption and cultural consumption
have a positive and significant impact on the “general health” of the health choices of the
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elderly groups. Both clothing and cultural consumption represent the consumption tastes
and habits of the elderly group. These represent the consumption of stratum differentiation,
which plays in an important role in the health of the elderly group.

The preference of consumption structure is the embodiment of a lifestyle. This study
advances beyond the original simple generalization of lifestyle from the perspective of
diet and exercise and reveals the impact of lifestyle on the health of the elderly from
the perspective of a more comprehensive consumption structure. For the elderly group,
the preference of consumption structure represents the characteristics of individual lifestyle,
and it is also an important embodiment of the culture, knowledge and habits of the elderly
group. Paying attention to the differentiation of the consumption structure is to understand
the differences of lifestyles. Through the analysis of the consumption structure representing
lifestyles, we can comprehensively judge the health stratification status of the elderly group
and lay a foundation for the prediction and analysis of the health status of the elderly
group in the future.

Because the influencing factors of health are very complex, our research investigates
the elderly group from the perspective of the overall consumption of consumption struc-
tures, advancing beyond the narrow framework of the original lifestyle of physical exercise
and diet. In the future research, we need to refine the index factors of the consumption
structures, restore the realistic scene of specific life as much as possible, and explore the
impact of the consumption structure on the health of the elderly group from the method of
qualitative research. At the same time, it is also necessary to divide the health of the elderly
into mental health and physical health and to investigate the impact of consumption struc-
tures on mental and physical health, respectively. These all require new system solutions
to support future research.
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