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Abstract

Objective: In China, adult children have traditionally provided support for their aged parents.

This model of care is increasingly challenged by the decline of the extended family. Recently,

China’s decades-long one-child policy has eased. We examine the association of family size and

composition with family support for nonagenarians and centenarians.

Methods: Data were obtained through a questionnaire survey of 619 nonagenarians and cen-

tenarians in Dujiangyan and were analyzed by chi-square tests, Student 7 tests, and multivariate

logistic regression models.

Results: This study revealed that an increased number of offspring might provide financial

support for older people, but this does not necessarily translate into physical and emotional care.

Conclusion: It is clear that although alternative sources of support for older people are in-

creasingly needed, in China the family will continue to play an important role in supporting older

people.
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Introduction

The average age of the population in most
nations is increasing: the number of ‘oldest old’
(=80 years) exceeds the growth of the general
aged population (=60 years). Currently, the
proportion of the oldest old as a subset of the
aged population is about 14%, and is expected
to reach 20% by 2050. In 2012 there were
343,000 centenarians globally, and by 2050
this will increase to 3.2 million [1]. China is the
largest contributor: the number of people aged
80 years or over will reach 101 million in 2050,
compared with 18 million in 2009, which will
account for 25.6% of the world’s population

aged 80 years or over [2].

Although increased longevity is a testament
to the improvements of health status of the
Chinese people, any country with an increas-
ing average age and an elderly population can
anticipate societal challenges. Some 24% of
aged Chinese experience certain degrees of
disability [e.g., instrumental activities of daily
living (IADL)] and require regular support-
ive care [3]. Those of very advanced age are
likelier to have disabilities and medical condi-
tions, have poorer functioning in activities of
daily living (ADL), and often need the greatest
amount of support [4, 5].

Traditionally, adult children have provided
support for their aged parents in China [6, 7].
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The family has always been the most important source of sup-
port for the aged, especially for those older than 80 years or
who are frail or disabled [8, 9]. Some researchers believe the
Chinese family-based aged care support is compatible with
traditional Chinese culture: filial piety is a core Confucian
value, which continues to influence and encourage intergen-
erational support despite the significant changes in society
and in particular the economy over recent decades [10]. Those
older than 80 years generally receive more support than others
[11, 12].

However, the one-child family planning policy, imple-
mented since the 1970s, has indelibly changed the family
structure of China [13]. The total fertility rate in China fell
from 5.81 live births per woman in 1970 to 1.68 in 2001 [14].
If the current fertility trend continues, the number of working-
age persons for every single elderly person is anticipated to
reduce from 5.6 in 2010 to 1.6 in 2050 [15].

Chinese culture stresses a son’s responsibility for support-
ing his parents in their old age, whereas the role of a daughter
is attached to her husband as a wife, who is expected to assist
her husband with his role as a son. Core cultural values such as
these create concern and distress among those families with-
out a son, especially in rural China, which may explain an
increasing demand for relaxation of the family planning policy
in recent years [16, 17].

Debates still exist in the literature with respect to the asso-
ciation between ‘family size and structure’ and aged care
support. Zimmer and Kwong [18] conclude there is a direct
proportional relationship between the increased probability
of instrumental and financial support for older people and
the number of surviving offspring. Research suggests that in
China the likelihood and amount of financial support avail-
able to older people is associated with the number of living
adult children [12], especially with the number of living sons
[19]. Meanwhile, sick older people often depend on their adult
daughters for emotional care [19, 20]. However, several other
studies argue that the number of living children is associated
neither with the availability of support nor with intensity of
care for older people [21, 22].

It could be the function of a family that is more impor-
tant for the family-based aged care support. We acknowl-

edge that assessment measurements of family support differ
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considerably. In some cases, they measure ceremonial giving
or even cursory support, not necessarily appropriate response
to the actual needs of older people [23, 24].

There is a paucity in the literature documenting the needs
of nonagenarians and centenarians in terms of family sup-
port. Most existing studies recruited participants in their 60s.
Although those older people who are still young can offer
reciprocal services (such as child care for grandchildren),
nonagenarians and centenarians can often offer very little for
others, and consequently may be more sensitive to the influ-
ence of reductions in family size and changes in family struc-
ture. Some researchers believe that decreased family size may
have a greater impact on the oldest old than on others [18, 25].
Therefore, a study focusing on nonagenarians and centenar-
ians can provide a unique insight into the role of the family in
aged care.

We attempted to answer three questions using a large
cross-sectional survey database established in Dujiangyan in
China, with 619 nonagenarian and centenarian participants:

e whether a larger family facilitates improved supportive

care of older people;

* whether gender expectations and cultural norms influ-

ence the support for aged parents; and

* whether the size and structure of the family are related to

the type of family support.
Methods

The research data used for this study were collected in
Dujiangyan (local population of 657,900 in 2010), a satel-
lite city of Chengdu, the capital of Sichuan province (south-
west China). The local population has low levels of mobility.
In 2010, there was a small net loss of population in the area:
7.83% of the total population moved to the area and 8.02%
moved away to other localities. These rates are very low com-
pared with those in Chengdu in general (27.03% settling and
18.62% departing). The economic development of Dujiangyan
ranks in the middle of the range of all cities in China, with a
per capita disposable income in 2011 of RMB 16,193 in urban
areas and RMB 8645 in rural areas [26, 27].

The aged population of Dujiangyan is rapidly growing.

It has a high proportion of nonagenarians and centenarians:
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2.3% of the population were older than 90 years in 2005,
which rose to 2.5% in 2010, almost twice as high as the
national average (1.5%) [28, 29].

Data for this research came from the Project of Longevity and
Aging Study (PLAS) conducted in Dujiangyan in 2005 [30].
All participants were aged 90 years or older (confirmed by the
local government). The PLAS was approved by the Research
Ethics Committee of Sichuan University. Written informed
consent was obtained from the participants or the family
members on behalf the participants.

In Dujiangyan, most households (86.35%) have only one
child; however, households with a resident nonagenarian or
centenarian are likelier to have a dispersed family and family
structure, which provided a good opportunity for us to exam-
ine the relationship between family structure (number and sex
of children) and family support. People older than 90 years
are likelier to be widowed, minimizing the confounding influ-
ence of spouses who are usually the primary means of family
support.

The local statistics bureau in Dujiangyan identified 1401
old persons aged 90 years or older in 2005. The PLAS inves-
tigators interviewed 875 persons aged 90 years or older across
21 townships using a structured questionnaire. Only those able
to complete a 30-min face-to-face interview were eligible to
participate in the study, and they were usually interviewed in
the presence of at least one family member. Interviews were
arranged either in a public place (such as a hospital or school)
or in the homes of the participants. The interviewers were all
local professionals, able to communicate with the participants
in their local dialect.

The interviewers had medical backgrounds. They assessed
the cognitive function of the participants using the 30-item
Mini-Mental State Evaluation (MMSE). Some 233 respond-
ents deemed to have poor cognitive functions — that is, below
the cut-off points (see later for the details) — were excluded
from this study. An additional 23 respondents were excluded
because they reported having no living children at the time of
the study. This resulted in a final sample of 619, representing
71% of the respondents and 44% of the entire nonagenarian

and centenarian population of Dujiangyang.

Family support was defined as physical care, financial support,
and emotional care provided by the adult children to their old
parents. Physical care was examined with the following ques-
tion: “Do your children assist you with your daily activities?”
Financial support was explored with the following question:
“Do you depend on financial support from your children?”
Emotional care was investigated with the following question:
“Do your children often talk to you?” The answers to all of
those questions were recorded with dichotomous responses:
yes or no.

Family structure was categorized according to the number
and composition of adult children, and grouped into five cat-
egories: family with one son, family with one daughter, family
with two or more sons, family with two or more daughters, and
family with both sons and daughters.

Previous research has demonstrated that family support
from adult children is also determined by other factors, includ-
ing the needs of older people, the satisfaction with family life,
the living arrangement, and the support available from other
sources [18, 31-33].

Health needs of the respondents were measured by the
ADL and the TADL [34, 35]. The ADL and IADL scores
were added for the purpose of analysis [36]. A higher score
indicates poorer physical functioning. Cognitive ability of the
respondents was measured by the MMSE [37]. The MMSE
scores range from O to 30. A higher score indicates better
cognitive ability. Because educational attainment has been
shown to affect MMSE scores in the Chinese population, for
the determination of poor cognitive functioning, we applied a
cut-off point of 10 for the illiterate and 13 for others as recom-
mended by Zhang et al. [38] and Dong et al. [39].

The living arrangements of the respondents were inves-
tigated with the following question: “Whom do your reside
with?” The responses were as follows: children, no one, in
institutional care, others. Family satisfaction was investigated
by the following question: “Are you satisfied with your current
family life?” The responses were as follows: highly satisfied,
satisfied, moderately satisfied, not satisfied.

Sociodemographic characteristics measured in this study
included age, sex, marital status, educational attainment,

occupation (before retirement), religious belief (yes or no),
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residency (urban vs. rural), and annual household income per
capita.

We did not directly measure support from a source other
than a child because such support was rare and usually equally
distributed within a community. Indeed, fewer than 9% of
older people Chinese had ever received any institutional sup-
port from a source that was not a child in the 1990s: the intent
of such support is fundamentally to assist those who are child-
less [18]. This may be compounded by distributive inequali-
ties of aged care resources and services across communities
in China [18, 33]. Consequently, we used residency (urban
vs. rural) and previous occupation (i.e., before retirement) as

proxy indicators of support from communities.

Our survey revealed that family support was available to the
nonagenarian and centenarian participants regardless of their
physical and financial conditions. Therefore, the analyses were
not restricted to those with functional limitations.

Family support (physical care, financial support, and emo-
tional care) served as dependent variables in the analyses. The
associations between family support and independent vari-
ables, including family structure, family satisfaction, health
needs, and sociodemographic characteristics, were deter-
mined through chi-square tests (Fisher exact tests if appropri-
ate) for categorical variables (such as sex) or Student ¢ tests for
continuous variables (such as the MMSE score).

We performed multivariate logistic regression analyses to
determine whether the family structure is associated with fam-
ily support when other influencing variables are controlled for.
Collinearity of independent variables can seriously jeopardize
the predictive ability of a regression model [40]; however, no
significant collinearity among the independent variables was
found in this study.

All statistical analyses were conducted with SPSS

(version 18).
Results
The respondents had an average age of 95.3 years (range

90-106 years) — 65.4% of the respondents were women — and

had lived in their local community for an average of 87.8 years,
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with 84.2% spending more than 80 years in their commu-
nity. Almost 91% resided in rural areas. Most were illiterate
(70.4%) and engaged in farming (85.9%) before retirement.
Only 12% of the respondents had a living spouse. Fewer than
one quarter (24.1%) admitted having a religious belief: those
that did were predominantly women (79.2%) and expressed
their faith as Buddhist. Only 24.4% of the respondents were
satisfied with their household income. Less than half of the
respondents (48.1%) expressed high satisfaction with their
family life (Table 1).

The respondents had on average 3.5 living children, of whom
1.8 were sons and 1.7 were daughters. The vast majority (85%)
resided with their children, 7.1% lived alone, and 0.5% lived

in institutional care.

Approximately 27% of the respondents were completely inde-
pendent, more than 63% received physical care from their
children, 4.2% received physical care from their grandchil-
dren. In terms of financial independence, 84.2% were finan-
cially supported by their adult children, and 5.3% stated their
only source of income was a pension. Men were likelier than
women to depend on pensions (12.6% vs. 1.5%, p<0.01). In
terms of interaction, 65.1% stated their adult children often
talk to them.

The bivariate analyses identified sex, marital status, religious
belief, community support, physical and mental health, family
size, family structure, living arrangement, and family satisfac-
tion as determinants of family support from children (Table 2).

Family structure remained a significant factor predicting
financial support after all other relevant variables had been
controlled for in the logistic regression models (Table 3). Those
respondents having two or more sons and having both sons
and daughters had a higher probability of receiving financial
support than those with only one son (odds ratio 8.29, p<0.01
vs. odds ratio 2.39, p<0.05). There were no significant dif-
ferences in financial support between those respondents with

only one son and those with one or more daughters. Having
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Table 1. Characteristics of respondents (n=619)

Variable Value

Sociodemographic characteristics

Age, mean (SD), years 95.3 (4.3)
Female, % 65.4
Have a spouse, % 12.1
Illiterate, % 70.4
Have a religious belief, % 24.1
Self-rated household income,* %
Poor 23.7
Fair 494
Good 24.4
Proxy indicators of community support
Engaged in farming, % 85.9
Residing in rural area, % 90.6
Health needs
Self-rated health,® %
Good 57.7
Fair 252
Poor 16.0
MMSE, mean (SD) 18.4 (4.7)
ADL/TADL,* mean (SD) 19.3 (6.5)
Family structure
Number of living children, mean (SD) 3.5(1.8)
1 son, % 7.8
1 daughter, % 5.8
>2 sons, % 8.4
>2 daughters, % 6.1
Sons and daughters, % 71.9
Living arrangement
Residing with children, % 85.0
Satisfaction with family life,* %
Highly satisfied 48.1
Satisfied 32.5
Moderately satisfied 11.5
Not satisfied 52

ADL, activites of daily living; IADL, instrumental activites of

daily living; MMSE, Mini—-Mental State Evaluation; SD, standard
deviation.

“The variable of self-rated household economic status had 15 missing
data.

"The variable of self-rated health had seven missing data.

“The variable of ADL/IADL had six missing data.

“The variable of satisfaction with family life had 17 missing data.

more children, regardless of sex, was not associated with phys-
ical care and emotional care. The greatest predictor of physical
care was the living arrangements. Those respondents residing
with their children were likelier to receive physical care from
their children (odd ratio 8.15, p<0.01).

The respondents who expressed dissatisfaction with their
family life were less likely to obtain financial care and emo-
tional care than those highly satisfied with their family life
(odds ratio 0.27, p<0.01 vs. odds ratio 0.29, p<0.01). Family
satisfaction did not have a significant association with physical
care support from adult children.

Health needs were associated with family support. Those
respondents having a higher ADL/TADL score were slightly
likelier to receive physical care (odds ratio 1.06, p<0.01).

The two proxy indicators of community support were sig-
nificant determinants of financial support. Rural respondents
and those who engaged in farming were likelier to have finan-
cial support from their children (odds ratio 2.31, p<0.05 vs.
odds ratio 3.75, p<0.01). Neither proxy indicator was a signifi-
cant predictor of physical care and emotional care.

Female respondents and those with a living spouse were
less likely to receive physical care from their adult children.
Respondents reporting a religious belief were less likely to

obtain financial support from their children.

The immediate family unit is the major source of support for
Chinese nonagenarians and centenarians in Dujiangyan. Our
study demonstrated that family size and the sex of adult chil-
dren are associated with the provision of financial support for
nonagenarians and centenarians.

Having more sons increases the chances of nonagenarians
and centenarians receiving financial support. This finding is
consistent with the findings of studies conducted elsewhere
in China [18, 19, 41]. Older people in China retain a strong
belief and expectations according to the traditional role of the
son [41].

Our study did not show family size and the sex of adult
children are associated with the provision of physical support
for nonagenarians and centenarians. Because most of them
reside with one of their children’s family, the roles of other

children in physical care may have become weak [18].
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Table 2. Factors associated with family support from the children: bivariate analyses

Independent variables Physical care Financial support Emotional care
Yes No p-value Yes No p-value Yes No p-value
(n=394) (n=225) (n=521) (n=98) (n=403) (n=216)
Sociodemographic characteristics
Age, mean (SD), years 95.4 (4.3) 95.1(4.6) 0.32 95.2 (4.3) 9544.7) 0.81 954 (42) 952 4.5) 0.57
Female, % 66.0 64.4 0.73 68.3 50.0 <0.01 69.7 57.4 <0.01
Have a spouse, % 7.9 19.6 <0.01 11.5 15.3 0.31 11.7 13.0 0.67
Illiterate, % 73.1 65.8 0.07 73.3 55.1 <0.01 72.5 66.7 0.14
Have a religious belief, % 25.1 22.2 0.43 22.8 30.6 0.12 24.8 22.7 0.62
Self-rated household income,* % 0.13 0.93 0.49
Poor 22.7 27.1 24.1 25.5 229 27.1
Fair 53.8 452 51.0 48.9 51.1 49.8
Good 23.5 27.6 24.9 25.5 259 232
Proxy indicators of community support
Engaged in farming, % 87.3 83.6 0.23 90.4 62.2 <0.01 88.3 81.5 0.02
Residing in rural area, % 91.6 88.9 0.32 92.9 78.6 <0.01 91.1 89.8 0.67
Health needs
Self-rated health,” % 0.52 0.29 0.42
Good 56.6 61.4 58.2 59.2 59.3 56.6
Fair 26.5 23.6 26.5 20.4 26.0 245
Poor 16.8 15.0 154 20.4 14.8 18.9
MMSE, mean (SD) 179 (4.8) 19.1 (4.6) <0.01 18.1 (4.7) 19.9(4.9) <0.01 18.2 (4.8) 18.7(4.7) 0.18
ADL/IADL,¢ mean (SD) 20.2(7.1) 17.6 (4.9) <0.01 19.4 (6.5) 18.4(6.5) 0.18 19.3 (6.5) 19.1(6.7) 0.77

Family structure
Number of living children, mean (SD) 3.5 (1.8) 3.5 (1.8) 0.75 3.6(1.8) 3.0(1.6) <0.01 3.6(1.8) 34(1.8) 094

Composition of living children, % 0.02 <0.01 0.21
1 son, % 6.3 10.2 6.5 14.3 7.7 7.9
1 daughter, % 5.1 7.1 5.4 8.2 42 8.8
22 sons, % 9.9 5.8 9.6 2.0 8.2 8.8
>2 daughters, % 4.6 8.9 5.6 9.2 6.0 6.5
Sons and daughters, % 74.1 68.0 72.9 66.3 73.9 68.1
Living arrangement
Residing with children, % 95.2 67.1 <0.01 86.9 74.5 <0.01 86.8 81.5 0.08
Satisfaction with family life,d % 0.03 <0.01 55.6 38.3 <0.01
Highly satisfied 522 44.8 50.1 46.3 55.6 38.1
Satisfied 33.1 339 34.1 29.5 33.7 329
Moderately satisfied 11.3 12.7 12.0 10.5 7.1 20.5
Not satisfied 34 8.6 3.7 13.7 3.6 8.6

ADL, activites of daily living; IADL, instrumental activites of daily living; MMSE, Mini-Mental State Evaluation; SD, standard deviation.
“The variable of self-rated household economic status had 15 missing data.

The variable of self-rated health had seven missing data.

“The variable of ADL/IADL had six missing data.

9The variable of satisfaction with family life had 17 missing data.
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Table 3. Determinants of family support: multivariate logistic regression models

Independent variable

Physical care

Financial support

Emotional care

OR (95% ClI) p-value OR (95% CI) p-value OR (95% ClI) p-value
Sociodemographic characteristics
Age 0.99 (0.95-1.04) 0.68 0.98 (0.92-1.04) 0.41 1.00 (0.96-1.05) 0.81
Female 0.42 (0.24-0.73) <0.01 1.52 (0.77-2.97) 0.23 1.62 (0.99-2.65) 0.06
Have a spouse 0.48 (0.26-0.90) 0.02 1.25 (0.56-2.75) 0.58 1.34 (0.73-2.46) 0.35
Iliterate 1.32 (0.76-2.28) 0.32 1.12 (0.56-2.24) 0.74 0.83 (0.49-1.39) 0.47
Have a religious belief 1.37 (0.86-2.18) 0.19 0.49 (0.28-0.87) 0.02 1.22 (0.78-1.91) 0.38
Self-rated household income?, %
Poor - - - - - -
Fair 1.36 (0.83-2.24) 0.22 1.14 (0.60-2.17) 0.69 0.97 (0.60-1.55) 0.88
Good 0.93 (0.53-1.64) 0.80 1.19 (0.56-2.53) 0.65 0.87 (0.51-1.51) 0.63
Proxy indicators of community support
Engaged in farming 1.31 (0.70-2.46) 0.40 3.75 (1.94-7.24) <0.01 1.74 (0.97-3.11) 0.06
Residing in rural area 0.85(0.41-1.77) 0.67 2.31(1.12-4.79) 0.02 0.93 (0.48-1.81) 0.83
Health needs
Self-rated health®
Good - - - - - -
Fair 1.23 (0.77-1.96) 0.39 1.14 (0.60-2.17) 0.69 1.21 (0.77-1.89) 0.41
Poor 1.53 (0.85-2.77) 0.16 0.89 (0.44-1.79) 0.74 0.87 (0.52-1.47) 0.60
MMSE 0.95 (0.91-1.00) 0.06 0.97 (0.91-1.03) 0.29 0.98 (0.94-1.03) 0.46
ADL/IADL¢ 1.06 (1.02-1.10) <0.01 1.01 (0.97-1.06) 0.57 0.99 (0.96-1.02) 0.48
Family structure
1 son (comparison) - - - - - -
1 daughter 0.95 (0.32-2.80) 0.93 1.40 (0.42-4.66) 0.50 0.48 (0.17-1.32) 0.16
22 sons 2.36 (0.89-6.23) 0.09 8.29 (1.60-42.92) <0.01 0.76 (0.32-1.85) 0.55
>2 daughters 0.89 (0.32-2.52) 0.82 0.87 (0.28-2.74) 0.94 0.72 (0.27-1.92) 0.51
Sons and daughters 1.51 (0.76-3.03) 0.24 2.39 (1.08-5.29) 0.03 1.05 (0.53-2.07) 0.90
Living arrangement
Residing with children 8.15 (4.36-15.25) <0.01 1.71 (0.89-3.29) 0.11 1.22 (0.71-2.10) 0.47
Satisfaction with family life 1.36 (0.92-2.02) 0.12 2.02 (1.40-2.92) <0.01
Highly satisfied - - - - - -
Satisfied 0.78 (0.50-1.22) 0.28 0.91 (0.50-1.67) 0.77 0.66 (0.44-1.01) 0.06
Moderately satisfied 0.69 (0.36-1.33) 0.27 0.83 (0.35-1.94) 0.66 0.23 (0.13-0.43) <0.01
Not satisfied 0.42 (0.17-1.06) 0.07 0.27 (0.10-0.70) <0.01 0.29 (0.13-0.67) <0.01

ADL, activites of daily living; CI, confidence interval; IADL, instrumental activites of daily living; MMSE, Mini—-Mental State Evaluation; OR,

odds ratio.

“The variable of self-rated household economic status had 15 missing data.

"The variable of self-rated health had seven missing data.
“The variable of ADL/IADL had six missing data.

9The variable of satisfaction with family life had 17 missing data.
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Emotional care remains a serious concern. We found that
what matters most to these nonagenarians and centenarians is
emotional care. Emotional care was a far greater factor in sat-
isfaction with family life than physical care or financial sup-
port. Most nonagenarians and centenarians are widowed and
need to share their worries with their children. However, more
offspring, regardless of their sex, had no direct relation with
the provision of emotional care.

Adult daughters have started to play an increasingly impor-
tant role in supporting their elderly parents [42]. Evidence from
this study shows that nonagenarians and centenarians with one
or more daughters enjoyed a level of physical, financial, and
emotional support similar to that of nonagenarians and cente-
narians with only one son. Another study found that the older
elderly residing with a daughter enjoy better emotional health
than those residing with a son [43]. In urban China, married
daughters provide more financial support to parents than do
married sons, which may be primarily explained by daughters’

resources [44].

Limitation

This is a cross-sectional study. Therefore, no causal relations
between variables can or should be assumed. The data used in
this study do not allow us to estimate the volume of support
and the burden of support, and this might underestimate the
role of family size [18]. In addition, as the participants of this
study were limited to Dujiangyan and aged 90 years or older,
the findings of this study may not be generalizable to the gen-
eral elderly population of China.

Policy implications

Owing to the diminishing size of the extended family, it is
unlikely that the ‘traditional family’ would be able to sus-
tain its historical, substantial, and primary role in supporting
older people. The multiple and alternative sources of support
for older people have to be considered. Over the past several
decades, China has developed a multitier welfare system.
Despite some progress in universal coverage of social security
programs in recent years [45], they are far from sufficient to
ease the financial burden on extended families. Old-age pen-
sions continue to be largely linked to employment under a pay-

as-you-go financial arrangement funded through enterprises.

Family Medicine and Community Health 2015;3(4):5-14
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Because large enterprises are usually located in urban areas,
rural residents have much lower levels of welfare entitlements
than their urban counterparts [18, 46, 47]. To fundamentally
alleviate high financial dependence on a large family, the level
of monetary subsidies, especially for farmers, should be con-
tinuously improved.

Coresidence of an adult child and his or her old parents,
one of the most important mechanisms through which family
support for older people is maintained, is expected to decline
[18]. For married older elderly, coresidence doses not bring
additional benefits to their psychological well-being [48].
Many elderly people refuse coresidence arrangements simply
because of fear of disrespect from their coresident children
[6].

Although institutional aged care is developing rapidly
in China [49], it is unlikely to be able to meet the soaring
demands. The Dujiangyan Local Government has developed
a plan for aged care facilities with 6170-bed capacity by 2020,
but this can support only 3% of the aged population (=65 years)
[48, 50]. The quality of aged care services provided by the
current facilities has also attracted much concern [49].

In line with the international trend of building ‘aged care
in the community’ and ‘aged care by the community,” China
has implemented a family-centered community service sys-
tem [51]. However, this is still in its infancy and is restricted
largely to urban communities [52]. This model needs more
policy support and resources [53, 54].

Although financial and physical support may become avail-
able from sources other than the family, the primacy of the
family with respect to emotional care and well-being cannot
be substituted. Yet, empirical evidence shows that coresidence
does not necessarily prevent elderly people from feeling lonely
[20]. Conversations between older people and their adult chil-
dren have become less frequent because of the increasingly
fast pace of working and social lives.

Family support has been and will continue to provide
primary support for older people. The relaxation of the fam-
ily planning policy will increase the chance of there being is
at least one living child when parents become older. On the
other hand, it might be overly optimistic to attempt to rely on
increased family size for supporting the rapidly expanding

populations of older people. Zimmer and Kwong [18], through
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a simulation study, concluded that the impact of family size

reduction is limited and not as dramatic as many anticipated.
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