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Purpose: The family decision-makers serve as the backbone of the family, and their health status warrants consideration. This study 
aims to explore how the health status of this group of people, namely the family decision-making group, is affected, and to delve into 
the mechanisms of influence based on this. The goal is to provide reliable evidence and strategies for the health management of the 
family decision-makers group, contributing to the achievement of the “Healthy China 2030” Planning Outline.
Patients and Methods: Drawing on data from the China Family Panel Studies (CFPS), this study utilizes an Ordered Probit Model 
to analyze and compare the health status of family decision-makers and non-decision-makers.
Results: The findings indicate that decision-makers tend to experience poorer health outcomes than other family members, with 
increased pressure related to decision-making identified as a significant contributor to their declining health. Heterogeneity analysis 
reveals that the negative effect is less pronounced in households with higher net worth but more pronounced in those with more 
significant housing, education, and medical spending pressures. Moreover, this study analysis highlights that enhancing individual or 
family socioeconomic status can alleviate the adverse health effects experienced by family decision-makers.
Conclusion: The study reveals the presence of certain health adverse effects among family decision-makers. The implications drawn 
from this research hold significance for the health management of this demographic, underscoring the necessity for tailored 
interventions aimed at addressing the distinctive challenges confronted by this group.
Keywords: family decision makers, health, pressure, socioeconomic status

Introduction
As the economy and society develop, people’s living standards steadily improve, leading to a growing desire for a better 
quality of life. As a result, health has received significant attention and extensive discussion worldwide as a critical 
aspect of well-being. Moreover, as an essential component of human capital,1 health is fundamental in promoting family 
happiness and social development. However, numerous factors impact residents’ health, and the effects on different 
population groups can vary significantly. Therefore, governments must research various population groups to formulate 
effective countermeasures to clarify each influencing factor’s underlying mechanisms.

In the “Healthy China 2030” Planning Outline, the Chinese government has prioritized the health of its citizens as 
a fundamental objective for achieving a healthy nation. The plan recognizes the need to address health issues among key 
groups such as women, children, the elderly, people with disabilities, and low-income. It emphasizes the importance of 
strengthening health services for these populations, which includes implementing safety plans for maternal and child health, 
promoting the construction of medical and health service systems for older adults, and formulating regulations on disability 
prevention and rehabilitation for disabled individuals. These measures aim to reduce health disparities among different groups 
and promote universal health coverage, thus advancing social equity. However, this study has revealed that family decision- 
makers lack corresponding measures and guarantees to support their health and well-being.
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Based on existing research, scholars have shown greater attention to the health status of vulnerable groups such as 
women, children, older adults, people with disabilities, and low-income earners.

For older adults, studies have shown that marriage can enable both partners to care for each other, thereby promoting 
the health status of older adults.2 Social participation significantly improves the self-rated health of older adults by 
changing health behaviors and accessing health resources, with more significant effects on the health status of older 
adults.3 The health status of elderly parents is more conducive to improvement with their children’s higher income and 
education levels.4 Additionally, subjective social support significantly impacts the health of rural older adults.5

For children, Case, Fertig6 tracked a group of children from childhood to adulthood and found that those with poor 
health received less education and had poorer health as adults. In a study by Wang,7 notable health disparities were 
observed among three distinct groups of children in China, namely rural children, urban children, and migrant children. 
Furthermore, the father’s educational attainment was found to play a compensatory role in addressing these health 
disparities among children. Another influential factor impacting the health of children and adolescents, particularly their 
mental well-being, is the influence of social media, as evidenced by the research conducted by Richards, Caldwell.8

Furthermore, studies have shown that low-income residents face significant health maintenance disadvantages.9 

Multiple studies have consistently demonstrated that individuals belonging to low-income groups often exhibit unhealthy 
eating behaviors, which undoubtedly serve as a significant determinant of their health status, consequently contributing to 
the existence of health disparities when compared to their high-income counterparts.10 Nevertheless, it is noteworthy that 
income inequality exerts a more profound detrimental influence on the self-rated health of low-income individuals, 
exacerbating the prevailing health inequalities within society.11

Socioeconomic status significantly influences the risk of disease among Chinese women, particularly within the female 
demographic. Notably, education emerges as the foremost protective factor among this group.12 Wu 13 found that switching 
household cooking from solid to clean fuels improved women’s self-rated and other-rated health. The health effect of changing 
from clean cooking fuels for women aged 46 and over was more significant than that for women aged 45 and under14 used the 
modified Multidimensional Energy Poverty Index (MEPI) to measure and monitor multidimensional energy poverty. They 
found a significant negative causal relationship between multidimensional energy poverty and women’s health.

Research findings indicate that individuals with disabilities generally experience inferior oral health compared to their 
non-disabled counterparts. Irrespective of the specific type of disability, disabled individuals exhibit a greater prevalence 
of dental caries issues than those without disabilities.15 Holm, Sainio16 studied the impact of the COVID-19 pandemic on 
the social and mental health of disabled people. They found that those with mobility and cognitive disabilities believed 
more often than non-disabled people that the pandemic had reduced their hope for the future. Likewise, Mitchell, Ryder17 

found that people with disabilities are often affected by socioeconomic disadvantage and suffer worse health outcomes 
than non-disabled people.

In current health research, relatively little attention has been paid to dominant groups such as family decision-makers. 
Traditional Chinese family values emphasize the importance of the family, considering it as the fundamental unit of 
society and the foundation for individual growth and social stability. Within these values, affection and a sense of 
responsibility hold an extremely important position, with family members caring for and helping each other, each bearing 
their own responsibilities. However, the division of labor within the family varies, and thus the responsibilities and 
pressures faced are also different. As the backbone of the family, family decision-makers play a crucial role in 
determining the efficient allocation of family resources and the well-being of family members. However, there is 
a lack of clear understanding of the health status of this group within the academic community. From a self-interest 
perspective, family decision-makers can allocate limited family resources to improve their health and benefit from greater 
freedom in the allocation process.18 Moreover, family decision-makers gain more respect from family members and 
experience greater psychological satisfaction, which can positively affect their physical and mental health. Additionally, 
family decision-makers receive more care and attention from family members to ensure the stability and normal 
functioning of the family, which further benefits their health. These are potential benefits of being a family decision- 
maker on health status, defined as positive effects in this study. However, from a grand perspective, higher family status 
brings more responsibilities and pressure. As a result, family decision-makers may need to engage in more complex 
mental or physical work to improve the entire family’s welfare, which may adversely affect their health. Additionally, 
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Chinese families face increasing pressure due to rising housing, education, and medical expenses. High housing prices 
have forced many families to take on significant housing loans, while the increasing cost of education has made it 
a substantial part of the family’s expenses. Finally, the high cost of medical expenses requires families to save more as 
a precaution against illness, putting additional pressure on family decision-makers. Chronic stress has been found to have 
detrimental effects on health through its influence on the rate of cellular aging.19 All the above are potential adverse 
effects of being a family decision-maker on health status, defined as adverse effects in this study.

In the process of promoting “Healthy China”, family decision-makers are undoubtedly a group that cannot be 
overlooked. However, given that serving as a decision-maker in the family has two opposing effects on residents’ health, 
and there is currently no research exploring which effect dominates. To address this gap, this study aims to study the 
impact of having decision-making power in the family on residents’ health status and to delve into the mechanisms of 
influence. We aim to reduce family health disparities and promote health equity by proposing effective interventions for 
this group. Utilizing data from the China Family Panel Studies (CFPS), this study employs an Ordered Probit Model to 
compare and analyze differences in health status between family decision-makers and non-decision-makers.

This study makes several contributions. Firstly, conducting a comparative analysis of the health status differences 
between family decision-makers and non-decision-makers broadens the research perspective on family decision-makers. 
Secondly, this study discovers that family decision-makers experience more significant pressure than non-decision- 
makers, negatively affecting their health status. This finding provides theoretical and empirical support for the health 
management of family decision-makers. Thirdly, the study’s results indicate that enhancing the socioeconomic status of 
individuals or families can partially mitigate the adverse health effects experienced by family decision-makers. This 
finding offers a valuable reference for promoting the population’s overall health from the social status perspective.

Materials and Methods
Study Design
The China Social Science Survey Center at Peking University conducted this cross-sectional study, establishing the China 
Family Panel Studies (CFPS) database. This survey aims to reflect the changes in Chinese society, economy, population, 
education, and health by tracking data across three levels: individuals, families, and communities. It particularly focuses on 
issues related to the economic and non-economic well-being of Chinese residents, primarily including three sub-databases: the 
Family Member Relationship Database (famconf), the Family Economy Database (famecon), and the Individual Database 
(person). Moreover, the CFPS sample is a multi-stage probability sample drawn using implicit stratification methods, covering 
25 provinces/cities/autonomous regions, which provides good representativeness and well satisfies the objectives of this study.

Study Population
Our research subjects include both family decision-makers and non-decision-makers. Based on the design of the CFPS 
questionnaire, the inclusion criteria are set to identify families with identifiable decision-makers for significant events, 
while families that cannot identify decision-makers for significant events are excluded.

Sample Size
Based on the results of variable selection, we merged the three CFPS databases and eliminated missing values from the 
variables to obtain a valid analytical sample for our study, totaling 5,678 sample observations. This includes 1,814 family 
decision-makers and 3,864 non-decision-makers. In the robustness checks that follow, we also applied a top and bottom 
1% winsorization to continuous variables to eliminate extreme values.

Variable Setting
Dependent Variable
The dependent variable used in this study is individual health status, measured by subjective self-assessment. This variable is 
a direct and widely used physiological health indicator in the social sciences. The questionnaire measures residents’ health status 
by asking, “How do you assess your own health condition?” Respondents’ answers are categorized as “unhealthy”, “average”, 
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“relatively healthy”, “healthy”, and “very healthy”, and are assigned integer values from 1 to 5, respectively. Within the sample, 
the average level of self-rated health among respondents is 2.74, which is below the “relatively healthy” level. Self-rated health is 
a comprehensive measure considering disease severity, family history of disease, and overall health status.20,21 This reliable and 
valid measurement approach conforms to psychometric principles. Therefore, we use self-rated health as the primary measure of 
health status and employ other health-related variables as explanatory variables in robustness tests.

Independent Variable
In the CFPS questionnaire, respondents were asked, “Who primarily makes the decisions in your family when 
encountering significant events (such as building or buying a house, moving, children’s education, etc.)?” The answer 
provided by the respondent is the personal identification number corresponding to the family decision-maker. If the 
personal identification number corresponding to the family decision-maker matches that of the respondent, we classify 
them as a family decision-maker, assigning a value of 1; otherwise, they are assigned a value of 0.

Control Variable
Based on previous research results,22,23 this study controls for other variables that could potentially affect the health of 
residents, including age (the age of the respondent), gender (with males assigned a value of 1 and females a value of 0), 
marriage status (with those who are married or cohabiting assigned a value of 1, and all others a value of 0), education 
level (with values assigned as follows: no schooling = 0, elementary school = 6, junior high school = 9, senior high 
school/technical secondary school/vocational high school = 12, junior college/technical school = 15, undergraduate = 16, 
master’s = 19, and doctorate = 22), exercise frequency (ranging from 1 to 5, corresponding to: never, once a month, two 
or three times a month, two or three times a week, almost every day), sleep duration (in hours), smoking (with 
respondents who smoked in the past month assigned a value of 1, and those who did not a value of 0), income 
(logarithm of per capita household income), and urban residence (with those living in urban areas assigned a value of 1, 
and those in rural areas a value of 0). Additionally, this study introduces province dummy variables in the regression 
analysis to account for differences in household economic characteristics resulting from regional disparities.

Measurement Model Setting
Individual health status is a discrete ordinal variable, and this study follows the common practice in domestic and 
international literature by employing an ordered probit model (abbreviated as “Oprobit”) for regression analysis. The 
Oprobit model treats individual health status as an ordinal variable, requiring the use of latent variables to derive 
maximum likelihood estimators. Specifically, the model estimated in this article is as follows:

In formula (1), Health�i represents the latent variable for individual health status. Householderi is the core explanatory 
variable, indicating whether an individual holds decision-making power within the family. cviis the control variable 
matrix, and εi is the random disturbance item, with α, Healthi and λ being the parameters to be estimated. Although 
Health�i is an unobservable latent variable, it has the following relationship with individual health status:

As shown in equation (2), Healthi¼ 1 represents the individuals health status. When Health�i is below the threshold 
value C1, the resident feels unhealthy (Healthi¼ 1); when it is above C1 but below C2, the resident perceives their health 
status as average (Healthi¼ 1); and so forth, when Health�i is above C4, the resident feels very healthy (Healthi¼ 5). 
Furthermore, when εi follows a standard normal distribution, the likelihood function of the sample can be derived from 
equation (2), and the maximum likelihood estimators can be obtained, resulting in the Oprobit model. Since the 
coefficients estimated by the Oprobit model can only provide limited information in terms of significance and direction, 
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the analysis presented later in this article reports the marginal effects of the explanatory variables on residents health 
status.

Data Analysis
Data were checked for completeness and consistency, and coded by the principal investigator. Next, they were exported 
to Stata version 16 for analysis. Initially, in the descriptive analysis, the mean and median values of all variables were 
calculated for the full sample, the family decision-makers sample, and the non-family decision-makers sample. 
Subsequently, using the Oprobit model, baseline regression results were provided through stepwise regression, and 
robustness checks were conducted on this basis by handling extreme values, adding control variables, and replacing 
dependent variables. Furthermore, an in-depth study of the mechanisms of influence was conducted, and this mechanism 
was further verified while analyzing heterogeneity. Finally, interaction terms were introduced to explore potential 
moderating effects. All tests were two-tailed, with a significance level set at 0.05. The results were presented in both 
text and table formats.

Results
Descriptive Statistics
For comparative purposes, Table 1 provides descriptive statistics for the total sample, the family decision-maker sample, 
and the non family decision-maker sample, consisting of 5,678, 1,814, and 3,864 observations, respectively. The mean 
residents’ health status values in the three samples were 2.74, 2.44, and 2.88, respectively. Descriptive statistics show that 
the health status of family decision-makers is below average and even lower than that of other family members who are 
not decision-makers in significant events, providing a straightforward comparison.

Table 1 Descriptive statistics (See the end of the manuscript)

Benchmark Regression
To ensure the robustness of the results, this study employs the method of gradually adding control variables in the regression. The 
empirical analysis results using Stata/MP17.0 are presented in Table 2. As depicted in Table 2, column (1) shows that when only 

Table 1 Descriptive Statistics

Variables Mean Comparison Median comparison

Full 
Sample 
N=5678

Family  
Decision-Makers  

N=1814

Non Family 
Decision-Makers  

N=3864

Full 
Sample 
N=5678

Family  
Decision-Makers 

N=1814

Non Family 
Decision-Makers 

N=3864

Health 2.74 2.44 2.88 3 3 3

Householder 0.32 1 0 0 1 0

Age 51.04 60.98 46.37 57 62 51

Gender 0.37 0.57 0.27 0 1 0

Marriage 0.72 0.78 0.69 1 1 1

Education 7.60 7.21 7.79 9 9 9

Exercise 2.98 3.12 2.92 3 4 3

Sleep 7.62 7.44 7.70 8 8 8

Smoking 0.19 0.32 0.13 0 0 0

Income 9.03 9.04 9.02 9.22 9.27 9.20

Urban 0.60 0.67 0.58 1 1 1
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the provincial dummy variables are controlled, the impact of household decision-makers on residents’ health status is 
significantly negative at the 1% level, preliminarily revealing the relationship between the two variables. Columns (2) and (3) 
gradually add control variables, and the direction and significance of the core explanatory variable remain unchanged. The 
baseline regression results indicate that, on the whole, the negative effect of having decision-making power in the family on 
residents’ health status is greater than the positive effect, meaning that the health status of family decision-makers is worse than 
that of non-decision-makers. Specifically, compared to the non-decision-maker group, the health status of family decision-makers 
is 1.58 percentage points worse. This may also indicate that most decision-makers in Chinese families are altruistic individuals 
who quietly endure more significant pressure from the family, which, in turn, affects their health.

In terms of control variables, on average, for each unit increase in the Age variable, Health decreases by 0.3%; in 
terms of Gender, males have a Health status 1.44 percentage points better than females; in terms of Marriage, married or 
cohabiting residents have a Health status 3.31% worse than unmarried residents; for each unit increase in the Education 
variable, Health increases by 0.23%; for each unit increase in the Exercise variable, Health increases by 0.55%; for each 
unit increase in the Sleep variable, health status increases by 0.36%; for each unit increase in the Income variable, Health 
increases by 0.74%. Additionally, the variables Smoking and Urban have negative and positive impacts on Health, 
respectively, but both are not significant at the 5% statistical level.

Table 2 Benchmark regression (See the end of the manuscript.)

Table 2 Benchmark Regression

(1) Health (2) Health (3) Health

Householder −0.0617*** 
(0.0054)

−0.0172*** 
(0.0053)

−0.0158*** 
(0.0053)

Age −0.0029*** 
(0.0002)

−0.0030*** 
(0.0002)

Gender 0.0127*** 
(0.0047)

0.0144*** 
(0.0053)

Marriage −0.0338*** 

(0.0054)

−0.0331*** 

(0.0055)

Education 0.0036*** 

(0.0006)

0.0023*** 

(0.0006)

Exercise 0.0055*** 

(0.0013)

Sleep 0.0036*** 

(0.0013)

Smoking −0.0076 

(0.0067)

Income 0.0074*** 

(0.0020)

Urban 0.0084* 

(0.0051)

ProvFE YES YES YES

N 5678 5678 5678

Pseudo R2 0.0128 0.0678 0.0708

Note: (1)***, **and *denote significance at the 1%, 5%, and 10% levels, 
respectively; (2) Robust standard errors are denoted in brackets.
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Robustness Check
Dealing with Extreme Values
Addressing extreme values in the sample is essential as they may significantly affect the regression results. To mitigate 
this issue, this study excluded samples with residents aged below 20 and above 80 years and applied a shrinkage of 1% to 
all continuous variables. The regression results after handling extreme values are presented in column (1) of Table 3 and 
are consistent with the baseline regression results in Table 2.

Controlling for Having Health Insurance Variable
There is ample evidence to suggest that having medical insurance can reduce out-of-pocket medical expenses, improve 
access to medical services, and significantly impact.24 As such, this study includes a dummy variable for “having medical 
insurance” in the model to control its effects further. As a result, the regression results in column (2) of Table 3 remain 
robust.

Substitution of Explained Variables
Due to the potential subjectivity of self-assessed health status among residents, there may be discrepancies between their 
perception of personal health and actual health status. To address this issue, this study employs an alternative indicator 
(whether hospitalized in the past 12 months, yes = 1, no = 0) to measure health status. The Probit model regression 
results are presented in column (3) of Table 3. The results demonstrate a significantly positive average marginal effect of 
family decision-makers at the 1% level, indicating that the probability of family decision-makers being hospitalized in 
the past year is 3.81% higher than that of other family members. This finding confirms that the adverse health effects of 
family decision-makers remain robust across various model specifications, further supporting the study’s conclusions.

Table 3 Robustness check (See the end of the manuscript.)

Mechanism Test
In this study, household decision-makers are considered the backbone of the household, bearing the majority of house-
hold pressure, which can negatively impact the health of residents. The level of depression experienced by family 
decision-makers is used as an indicator of the family’s stress, which reflects their overall welfare.25–27 Column (1) of 
Table 4 reveals that household decision-makers face a significantly higher-pressure level than other family members, 
averaging a 65.07% increase in pressure. Column (2) of Table 4 presents the regression results after controlling for 
pressure indicators. After controlling for residents’ pressure levels, the average marginal effect of household decision- 
makers on emotional self-rated health significantly decreases, and the significance level reduces from 1% to 5%. This 
indicates that being the household’s decision-maker affects residents’ health by increasing pressure levels. Therefore, 
household decision-makers experience more pressure than non-decision-makers, which is detrimental to their health.

Table 4 Mechanism test (See the end of the manuscript.)

Table 3 Robustness Check

(1) Health (2) Health (3) Whether hospitalized

Householder −0.0110** 

(0.0049)

−0.0161*** 

(0.0053)

0.0381*** 

(0.0139)

Control Variables YES YES YES

ProvFE YES YES YES

Observations 4909 5667 5675

Pseudo R2 0.0431 0.0707 0.0730

Note: (1)***,**, and *denote significance at the 1%, 5%, and 10% levels, respectively; (2) Robust 
standard errors are denoted in brackets.
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Heterogeneity Analysis
Regression by Sample of Household Net Assets
The level of net assets is an essential factor that determines the economic pressure of a family. To examine the 
relationship between net assets and the impact of household decision-makers on residents’ health status, we classified 
samples into high-net-worth families (whose net assets are higher than the median level) and low-net-worth families 
(whose net assets are lower than the median level). Sub-sample regression results are presented in Table 5, columns (1) 
and (2). This study finds that in high-net-worth families, the average marginal effect of family decision-makers is 
significantly lower and no longer significant compared with samples with lower net assets. This suggests that the pressure 
faced by household decision-makers in families with higher net worth is relatively low, and the negative impact on their 
health status is relatively weak.

Table 5 Regression results of heterogeneity of net household assets (See the end of the manuscript.)

Regression by Sample by the Primary Source of Pressure
To examine household decision-makers’ impact on residents’ health status under different family pressure levels, this 
study conducted sub-sample regressions based on housing difficulties, education expenditures, and medical expenditures. 
The regression results are presented in Table 6. Firstly, the samples were divided into families with more significant and 
less housing pressure. The results show that family decision-makers’ negative average marginal effect on residents’ 
pressure is more important in families with more substantial housing pressure. Similarly, in families with higher 

Table 4 Mechanism Test

(1) Pressure (2) Health

Householder 0.6507*** 
(0.2083)

−0.0119** 
(0.0052)

Pressure −0.0101*** 
(0.0007)

Control Variables YES YES

ProvFE YES YES

Observations 5678 5678

Pseudo R2 0.0128 0.0892

Note: (1)***, **, and *denote significance at the 1%, 5%, and 
10% levels, respectively; (2) Robust standard errors are 
denoted in brackets.

Table 5 Regression Results of Heterogeneity of Net 
Household Assets

(1) 
Lower net worth

(2) 
Higher net worth

Householder −0.0168** 

(0.0076)

−0.0090 

(0.0073)

Control Variables YES YES

ProvFE YES YES

Observations 2799 2798

Pseudo R2 0.0694 0.0823

Note: (1)***, **, and *denote significance at the 1%, 5%, and 10% levels, 
respectively; (2) Robust standard errors are denoted in brackets.
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education expenditure pressure, the impact of household decision-makers on residents’ health status remains significantly 
negative. Conversely, this effect is no longer significant in families with less education expenditure pressure. Moreover, 
the sub-sample regression based on medical expenditures reveals a lower significance level of the negative impact of 
household decision-makers on residents’ health status in families with lower medical expenditure pressure. Interestingly, 
household decision-makers’ negative effect on residents’ health status is slightly higher in families with less medical 
expenditure pressure. This may be attributed to the fact that more significant medical expenditure pressure leads to more 
medical expenditure, which benefits the health status of residents and thus alleviates the negative impact of medical 
expenditure pressure.

In summary, this study finds that household decision-makers have a more significant negative impact on the health 
status of residents in families with greater pressure levels. In contrast, their influence is more minor and less important in 
families with less pressure levels. These results further support that household decision-makers experience more 
significant pressure, adversely affecting their health outcomes.

Table 6 Heterogeneity regression results of primary sources of family pressure (See the end of the manuscript.)

Expanded Analysis
The inequitably distributed social structures and resources are in large part responsible for the health inequality.28 

Therefore, socioeconomic status can undoubtedly have a significant impact on the health status of individuals, and 
numerous studies have confirmed its positive impact on personal health.29,30 Socioeconomic status determines people’s 
working and living environments and access to various health products and services.31 Furthermore, it influences 
people’s psychological state and perception of the outside world. These material and psychological factors jointly affect 
people’s behavior and exposure to various pathogenic factors, ultimately influencing their health outcomes.

The present study investigates whether the adverse health effects experienced by household decision-makers are 
influenced by their socioeconomic status. Since subjective social status can better capture socioeconomic status information 
than objective measures, it has more substantial predictive power for physical and mental health.32,33 Therefore, this study 
constructed subjective social status indicators using respondents’ responses to “your local social status” and “your family’s 
local social status”. Higher scores on a scale of 1 to 5 indicate a higher social status of the individual or family in the local area. 
The regression results in Table 7 incorporate an interaction term between family decision-makers and socioeconomic status.

Consistent with the baseline regression, the study finds that household decision-makers significantly negatively 
impact residents’ health status. The interaction terms between family decision-makers and personal and family social 
status are very favorable at the 1% level, indicating that the adverse health effects of family decision-makers are related 
to the local social group of individuals and families. Specifically, the negative health effects are weaker for families with 
higher personal or family social status.

Table 7 Moderating effect of socioeconomic status (See the end of the manuscript.)

Table 6 Heterogeneity Regression Results of Primary Sources of Family Pressure

(1) 
High 

housing 
pressure

(2) 
Less 

housing 
pressure

(3) 
High education 

spending 
pressure

(4) 
Less education 

spending 
pressure

(5) 
High medical 

spending 
pressure

(6) 
Less medical 

spending 
pressure

Householder −0.0416*** 
(0.0148)

−0.0123** 
(0.0057)

−0.0257*** 
(0.0090)

−0.0083 
(0.0060)

−0.0143*** 
(0.0051)

−0.0156* 
(0.0088)

Control Variables YES YES YES YES YES YES

ProvFE YES YES YES YES YES YES

Observations 803 4875 2669 2978 2670 2976

Pseudo R2 0.0824 0.0718 0.0957 0.0394 0.0800 0.0606

Note: (1) ***, **, and *denote significance at the 1%, 5%, and 10% levels, respectively; (2) Robust standard errors are denoted in brackets.
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Discussion
Ensuring individuals’ health and well-being is paramount as it impacts a family’s prosperity and shapes a nation’s future. 
Vulnerable groups such as older adults, women, children, and people with disabilities face more significant health risks 
and challenges. If their medical needs are not met, they may fall into a vicious cycle of “vulnerable-unhealthy-more 
vulnerable”. Health issues concerning vulnerable groups have garnered significant attention from the academic commu-
nity, and many studies34–39 have proposed effective measures for their health management.

In promoting the health of the entire population, the health problems of family decision-makers need to be given more 
attention. On the one hand, family decision-makers have an advantage in allocating limited resources within the family. 
Therefore, they can use more family resources to improve their health status due to their self-interest.18 Additionally, they 
have greater discretion in utilizing family resources, which may positively impact their health. However, on the other 
hand, family decision-makers typically have higher family status, which leads to greater family responsibilities and 
pressures, potentially resulting in adverse effects on their health status.19

As such, the positive and negative effects on the health status of family decision-makers and the size of these effects 
determine their overall impact on health. Interestingly, our empirical analysis of the health status of Chinese family 
decision-makers revealed that the adverse health effects on Chinese family decision-makers are likely to be greater due to 
the influence of the spirit of altruism inherent and family responsibility awareness in Chinese culture. Specifically, the 
health status of family decision-makers is 1.58 percentage points worse than that of non-decision-makers. In the 
heterogeneity tests, we found that compared to non-decision-makers, decision-makers in families with greater housing 
pressure have a 4.16% worse health status, those in families with greater educational expenditure pressure have a 2.57% 
worse health status, and those in families with greater medical expenditure pressure have a 1.43% worse health status. 
However, compared to families with greater pressures from housing, education, and medical expenses, decision-makers 
in families with less pressure have a worse health status than non-decision-makers, but both the degree and significance 
are significantly reduced. We also analyzed the moderating effect, which found that the socioeconomic status of 
individuals and families can moderate the adverse health effects of family decision makers.

Family decision-makers have historically been considered privileged, so their health concerns have been overlooked. 
However, the findings of this study provide a reliable empirical foundation for managing the health of family decision 

Table 7 Moderating Effect of Socioeconomic Status

(1) Health (2) Health

Householder −0.0671*** 
(0.0120)

−0.0607*** 
(0.0167)

Householder*Personal social status 0.0192*** 
(0.0039)

Personal social status −0.0007 
(0.0005)

Householder*Family social status 0.0160*** 

(0.0055)

Family social status 0.0055 

(0.0039)

Control Variables YES YES

ProvFE YES YES

Observations 5678 5678

Pseudo R2 0.0724 0.0733

Note: (1)***, **, and *denote significance at the 1%, 5%, and 10% levels, 
respectively; (2) Robust standard errors are denoted in brackets.
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makers, which can contribute to the achievement of the national health goal. Chinese families face increased pressure 
from education, housing, and medical expenses, primarily affecting family decision makers. Therefore, firstly, China 
should continue to push for full coverage of basic medical insurance while vigorously promoting supplemental medical 
insurances, such as major illness insurance, to prevent residents from falling into or returning to poverty due to illness 
and to increase the utilization rate of medical services. Secondly, the country should actively implement the “double 
reduction policy” in compulsory education to reduce the burden of educational expenses on families, enabling parents to 
be relieved from the heavy burden of family education. Finally, China should address the rapid increase in housing prices 
and provide subsidies to financially struggling families needing housing, breaking the dilemma of most people struggling 
to buy a house throughout their lives.

China is currently in a period of accelerated social development and transformation, and social differentiation is likely 
to persist. Given that the socioeconomic status of individuals and families can effectively mitigate the negative impact of 
the health status of family decision makers, social public policy needs to be adjusted. Health policy should focus on 
social equity and reducing social status gaps.

Despite the significant contributions of this study, certain limitations exist. Firstly, the research results are based on 
cross-sectional data, which may result in reverse causality issues that could affect the outcomes. For example, family 
members may volunteer to serve as family decision-makers to improve their health. Future research should consider 
using longitudinal data to address this limitation. Secondly, in the present study, the health status assessment relies on the 
residents’ subjective self-evaluation. However, the subjective self-assessment of health may not accurately measure the 
health status of residents. It is worth considering a multidimensional approach for a more comprehensive understanding 
of health status.

Conclusions
The present study offers several significant findings. Firstly, our results indicate that serving as a family decision-maker 
has a negative impact on residents’ health status, with family decision-makers experiencing a 1.58% decrease in their 
health status compared to other family members. Secondly, household decision-makers are exposed to higher stress 
levels, which is the main reason behind their poorer health status. Thirdly, we found that the effect of family decision- 
makers’ health status on residents’ health is not uniform. For example, in samples with higher net assets, the family 
decision-maker’s health status is relatively weak. In contrast, in samples with high housing, education, and medical 
expenditure pressures, the negative impact of the family decision-maker’s health status is more significant. Finally, our 
study also shows that individual or family socioeconomic status can mitigate the adverse health effects associated with 
being a family decision-maker to some extent.
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