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Abstract

In both developed and developing countries, demand for long-term care (LTC) is expected to
raise due to population ageing and increasing prevalence of disabilities. Research suggests

that older people from lower income groups usually have poorer health outcomes and are less
able to afford formal care than the better-off. Therefore, these older people are more likely to

rely on care provided by family members.

Using China as a case study, this thesis draws on data from the Chinese Longitudinal Health
Longevity Survey (2005-2018) to understand whether and to what extent receiving informal
care influences older people’s health outcomes and their use of health care services, and how
these effects vary across different income groups. This thesis comprises three empirical
chapters (Chapter 6, 7 and 8). Using concentration indices and random effects model, Chapter
6 provides a descriptive analysis on the distribution of informal care among older people
across different income groups. Chapter 7 uses lagged fixed effects models to investigate the
heterogeneous effects of informal care on older people’s health across income. Chapter 8 uses
a two-part model with instrumental variable approach to investigate the impacts of informal

care receipt on older people’s health care utilisation across income.

This thesis has a number of significant findings. Chapter 6 finds that there is significant pro-
rich inequality in hours of informal care received among care recipients, even after
controlling for need. The degree of the pro-rich inequality increases as the number of
functional limitations increases. Chapter 7 suggests that receiving informal care significantly
slows down the progression of functional limitations, but this protective effect is more
pronounced among those with higher income. Chapter 8 shows that receiving longer hours of
informal care substitutes outpatient care, but not inpatient care. Such a relationship does not

vary across different income groups.

In conclusion, the thesis demonstrates that older people from lower income groups are less
likely to receive informal care, consequently their functional abilities may decline faster
compared to those from high income groups. Informal care also has significant implications
on health care utilisation, especially for outpatient care. This thesis highlights the importance

to address income-related inequalities in health by developing policies to support informal



care and to improve formal home- and community-based care services for older people from

lower income.
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Note on the structure of the thesis

This thesis conforms to the requirements of a doctoral thesis from King’s College London.
Guidelines state the thesis should not exceed 100,000 words, with at least one paper
published in a peer reviewed publication. Accordingly, Chapter 1 provides motivation,
background and an overview of research questions. Chapter 2 provided a detailed background
discussion of informal care in China. Chapter 3 provides a detailed overview of the
conceptual framework that guided the analysis. Chapter 4 reviews the relevant literature and
existing evidence in relation to the key research questions. Chapter 5 discusses the data and
provides an overview of the overall empirical approach and methods. Chapters 6, 7 and 8
are presented in the style of journal articles and are thus termed ‘papers’—form the main
body of the thesis. All of these three papers have been published in peer-reviewed journals.
Chapter 6/Paper 1 is published in Journal of Gerontology: Series B (Wang, Yang, and
Avendano, 2021). Chapter 7/Paper 2 is a published paper in Research on Aging (Wang and
Yang, 2021). Chapter 8/Paper 3 is a published paper in Social Science & Medicine (Wang,
Yang, and Avendano, 2022). Chapter 9 presents policy recommendations, limitations of the

study, as well as future research agenda.
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Chapter 1. Introduction

1.1 Aims and objectives

The world is experiencing unprecedented population ageing, as a result of falling fertility
rates and rising life expectancy. In 2019, there were 703 million people aged 65 years and
over worldwide, a number expected to rise to 1.5 billion by 2050 (World Bank, 2019). This
increase in the number of older people is expected to increase the demand for long-term care
(LTC), which refers to services required by persons with a reduced degree of functional,
physical, or cognitive capacities, who are consequently dependent on help with basic
activities of daily living for an extended period (Ranci and Pavolini, 2011). LTC has
therefore become one of the most critical policy areas to be address by health and social
protection systems around the world (World Health Organisation (WHO), 2015).

Health outcomes vary across socioeconomic status (whether measured by income, education,
occupational class or wealth). People with higher socioeconomic status tend to live longer
and healthier lives, whereas people with lower socioeconomic status tend to have poor health
and greater limitations in carrying out daily life activities, making them the most likely to
require LTC services (WHO, 2015). Despite being more likely to require care, people with a
lower socioeconomic status have less chances and resources to draw on as they age. They are
less able to purchase formal care on the market, and are therefore more likely to rely on the

informal care from family and friends (Garcia-gomez et al., 2015).

Empirical studies have examined the distribution of informal care across socioeconomic
groups, however, findings remain inconclusive. Some research shows that the lower
socioeconomic groups have more barriers to receiving informal care. In particular, lower
socioeconomic status may face greater distance to their children, pointing to a disadvantage
to receive informal care. Their children may have less flexibility of time allocation decisions,
and therefore face more opportunity costs if they provide intensive care (llinca et al., 2017).
As a result, older people with lower socioeconomic status may be less likely to receive
informal care. On the contrary, some studies indicate that filial obligations seem to be
stronger among lower socioeconomic groups, leading to a higher probability of receiving care

(Rodrigues et al., 2014). Most studies have used samples from Western countries to
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investigate socioeconomic inequalities in informal and formal care use, while there is little

evidence for developing countries in Asian.

In developed countries with a well-established LTC system, some public home- and
community-based formal care services, such as personal care, are provided as the alternatives
to informal care, thereby reducing family responsibility, especially among poorer individuals,
who may be unable to afford private formal care (Floridi et al., 2020). By contrast, in
developing countries, such as China, formal care is still in an early stage of development.
Cultural norms, preferences and policies place a greater emphasis on the family as the
primary carer (Hu and Ma, 2018), and governments have fewer tax revenue and financial
resources to provide formal care services in the community (Du, 2015). Due to the lack of
publicly subsidised care services and limited access to private care, older people with lower
socioeconomic status in developing countries are more likely to rely on informal care. Yet,
few studies have documented income-related inequalities in informal care in developing

countries.

Among older people with higher income, family members may have more resources,
information as well as knowledge in promoting health. They may be more likely to persuade
older people to adopt positive health behaviours, better protecting them against functional
and health decline (Pampel et al., 2011). By contrast, among those with lower income, family
members may have limited knowledge of health and are less likely to be able to encourage
healthy lifestyle. Consequently, older people from these families may have worse health
status and more functional limitations. The disadvantages may accumulate in the long run,

resulting in income-related inequalities in health outcomes.

The relationship between informal care and health care is a significant research topic. Older
people with higher income may receive higher quality of LTC, so that their functional
abilities decline at a slower pace, leading to decreasing need for care. By contrast, older
people with lower income may receive less care even though they may have greater needs.
This may lead to a higher risk of becoming dependent, having unfavourable health-related
outcomes and incur higher costs for hospital care in the future. Therefore, a clear
understanding of income-related inequalities in informal care receipt and its effect on health
(e.g., health outcomes and health care use) provides useful insights and valuable knowledge

for the development of policies to address health inequalities in later life.
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In this thesis, | focus China as a case study to understand inequalities in informal care and its
consequences for health inequalities in the context of developing countries. China has the
world's largest population of older people and is experiencing rapid population ageing. The
dominant value system in traditional Chinese society, Confucianism, emphasises the
importance of family cohesion and filial piety. Under such a value system, older people in
China with care needs are expected to receive help from family members as the primary
choice. Meanwhile, people provide care to their parents or spouse, not only because of their
emotional attachment but also because they feel a strong sense of obligation to do so as a
member of the family (Hu and Ma, 2018). Despite the fact that the Chinese government has
started investing in home- and community-based formal care, and policies relating to formal
care provision have been put in place, utilisation of these services is still the exception rather
than the norm in many parts of the country. Informal care continues to be the most important
source of LTC in China, accounting for more than 90% of total LTC provision (Peng and
Wu, 2020).

Futhermore, the rapid process of modernisation in China provides an interesting context to
study income-related inequalities in informal care. Demographic, economic and cultural
trends over the last decades increasingly challenge traditional Chinese values, impacting the
availability of informal care differently for lower and higher income groups (Yang and Du,
2021). Those with lower income may face greater barriers to receiving family support, and
the provision of affordable and accessible formal care and health care services to the lower
income groups has been a source of concern (Du, 2015). As a result, the lack of availability
of informal care, as well as access to formal care and health care, may place
socioeconomically disadvantaged groups in further health disadvantage. The analysis of
income-related inequalities in informal care and its implications for health in China can shed
light on other developing countries, such as Thailand, Vietnam, and Cambodia, where

informal care is the primary source of LTC and the society is experiencing rapid ageing.

Based on the above discussion, the overarching aim of this theis is to understand income-
related inequalities in informal care receipt and its implications for health inequalities among
older people in China. First, the distribution of informal care receipt among older people from
various income groups will be examined. Second, the implications of inequalities in informal

care for older people’s health outcomes and health care use will be examined. In particular, |
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examine how informal care impacts older people’s health decline and health care utilisation.
Findings from this thesis highlight the growing need for government support aimed at

vulnerable groups in society, such as low-income older people with functional limitations.

1.2 Thesis structure

This thesis is organised as follows. Chapter 2 sets out the background to the research topic. It
starts by outlining the reasons why China has experienced unprecedented rapid population
ageing, putting great pressure on care provision. It then discusses the importance of informal
care in China and its influencing factors, including individual, family and society level
factors. It ends by discussing the income-related inequalities in factors influencing informal
care receipt. This is to demonstrate that low-income older people, who have greater care
need, face greater disadvantages in the availability of care from family members, formal care

and health care services in China.

Chapter 3 provides a detailed overview of the conceptual framework that guides the analysis.
| critically examine the concepts of inequality and informal care. | use stress-buffering model,
the disablement process, and the extension model of classic Grossman model of health
demand to provide a conceptual framework to study the effect of informal care receipt on

health outcomes and health care use across different income groups.

Chapter 4 reviews the relevant literature and existing evidence in relation to my key research
questions. It critically examines studies on socioeconomic inequalities in informal care
receipt; the effect of informal care receipt on physical and mental health; and studies on the
effect of informal care receipt on health care utilisation. | focus on studies around the global
from those from the United States (US) and European countries, to studies in China and other
Asian countries. This chapter concludes with a discussion of why findings from studies are

inconsistent, and how this thesis aims to address existing gaps.

Chapter 5 discusses the data and provides an overview of empirical approaches and methods.
First, it discusses the Chinese Longitudinal Health Longevity Survey (CLHLS), the dataset
on which this thesis is based. Second, it discusses the methods used for each empirical
chapter, including: the concentration indices and random effects model, used to examine

income-related inequalities in informal care; lagged fixed effects model, used to examine the
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effects of informal care receipt on health; and two-part model with instrumental variable
approach, used to investigate the causal effects of informal care receipt on health care

utilisation.

Chapters 6 to 8 discuss the findings of the quantitative research. These empirical chapters
share a common structure. They start with an overview of the research questions, research
hypothesises, data, methods, results, and a discussion of the most important findings. Chapter
6 provides an empirical investigation of income-related inequalities in informal care

receipt. It seeks to understand the degree of income-related inequalities in the probability of
receiving informal care, in number of hours of informal care received, and whether the
inequalities grow when number of functional limitations increases. It is published in Journal
of Gerontology: Series B (Wang, Yang, and Avendano, 2021). Chapter 7 examines the effect
of informal care receipt on functional limitations and depressive symptoms among older
people. It aims to investigate the effect of receiving informal care on older people’s health
outcomes over time, as well as the effect of longer care hours received on health among care
recipients, and to compare these effects across different income groups. It is published in
Research on Aging (Wang and Yang, 2021). Chapter 8 examines the impact of informal care
receipt on health care use among older people. It intends to examine the impact of informal
care receipt on the probability of using health care, and the impact of informal care receipt on
health care costs among health care users, comparing these effects across income groups. It is
published in Social Science & Medicine (Wang, Yang, and Avendano, 2022).

Finally, Chapters 9 discuss the main findings of the three empirical chapters of this thesis in
the context of existing knowledge, and their contribution to understanding income-related
inequalities in health and care. It then discusses implications for public policies that address
formal home- and community-based care, informal care and health care are. The chapter ends
with a discussion of the limitations of this thesis and possible avenues for future research to

understand inequalities in health and LTC in older age.
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Chapter 2. Background
Informal care in the context of population ageing in China

2.1 Introduction

This chapter introduces the context of income-related inequalities of informal care in China.
It is divided into three sections. The first section discusses the drivers for China’s rapid
population ageing and how this impacts China’s health and LTC system. The second section
discusses the importance of informal care in China and its influencing factors. The focus of
discussion is on the development of formal LTC, the family-based care in traditional and
modern society, and the individual, family and society level factors influencing the receipt of
informal care among older people. The last section discusses the income-related inequalities
in these factors influencing informal care receipt. The chapter provides the background for
the hypothesis that low-income older people, despite having greater need for care, are less
likely to receive care from family members and to use formal LTC and health care services in

current China, putting them in further disadvantaged place in health.

2.2 Population ageing in China

Population ageing is a global issue driven by improvements in life expectancy and declines in
fertility (Dyson, 2013). China is no exception, but the evolution of population ageing in
China is unique, shaped by its distinct historical, economic and political context (Chen and
Liu, 2009).

The People’s Republic of China (PRC) was founded in 1949. After years of wars with Japan
and civil war, the new government faced many social problems, including poverty and
inadequate sanitation. Such conditions posed a threat to health, leading to high prevalence of
malaria, typhus and other infectious and parasitic diseases. Due to the lack of public health
care provision, the crude death rate in 1950 was 195 per 1,000 people, while life expectancy
at birth was 41 years, 5 years below the world average (Chen and Liu, 2009). Starting in
the1950s, the new government sought to overcome these increasing health problems by a
range of measures. They introduce policies to expanded immunisation/vaccination

programs, established the Hygiene and Anti-Epidemic Station, and introduced ‘barefoot
doctors’ (i.e., medical personnel with basic training to deal with hygiene matters and medical

practice in rural China) (Lee, 2004). Meanwhile, with the popularisation of compulsory
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education, education levels in the population increased rapidly. Scientific knowledge of
health management, disease prevention as well as the adoption of healthy lifestyle increased
(Gui and Chen, 2020). By the late 1990s, China’s health status had improved dramatically:
the crude death rate was around 6.5 per 1,000 people and life expectancy was 70 years (See
Figure 1 and 2). However, inequalities in crude death rate and life expectancy between low-
income and high-income groups still exist. The crude death rate of low-income groups is 1.64
times that of hig-income groups (Xiao et al., 2022), and the life expectancy of high-income

older people is 1.57 times that of low-income older people (Jiao, 2019).

Figure 1. Crude death rate per 1,000 people in China from 1960 to 2018
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Figure 2. Life expectancy (at birth) in China from 1960 to 2018
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The onset of the fertility decline in China did not start until the late 1960s, almost two
decades after the initial decline in mortality. The total fertility rate was still as high as 5.6 in
1950, and then fluctuated between the mid-1950s to early 1960s due to natural and human
disasters, such as the famine and the Great Leap Forward (Chen and Liu, 2009). In 1960s, the
government began to see the rapid population growth as a potential threat to the nation’s
economic development and food surplus. Policymakers advertised and popularised birth
control in all densely populated areas, and encouraged planned pregnancies. At this point,
fertility started to decline faster. In 1971, China started the Wan Xi Shao program. Wan refers
to late marriage (mid-twenties for women, late twenties for men); Xi refers to long birth
intervals/birth spacing (3—4 years); and Shao means fewer children (no more than two
children per couple in urban, and three in rural areas). This program is believed to have left to

a steep decline in the total fertility rate (Winckler, 2002).

In the late 1970s, China also launched its market-oriented reform policies, a major leadership
shift. With economic development as the primary agenda of the country, the government was
concerned with the detrimental effect of population growth on the country’s limited
resources. As a result, a stricter family planning program, known as the one-child policy, was
launched in 1979. This program was a national system of economic incentives for one-child
families and disincentives for larger families, with regional variations in implementation. The
one-child policy was regarded as a huge success, and has been linked to a 70% decline in
fertility in less than 20 years, the fastest decline in the history of China (See Figure 3). The
one-child policy was gradually relaxed over the last decade, and ultimately abolished in 2015.
However, the end of this policy has had little effect on increasing fertility, which continues to
be very low (Yang and Du, 2021).
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Figure 3. Fertility rate in China from 1960 to 2018
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With the drastic reduction in mortality and fertility and increase in life expectancy, the pace
of population ageing in China accelerated (WHO, 2016). For example, while it took 115
years for the fraction of older people in France to increase from 7% to 14%, this happened in
China over 27 years (Lou and Ci, 2014). In 2000, there were 87 million older people aged
over 65, accounting for about 7% of the total population, suggesting that China had become
an ageing society (Lu and Liu, 2019). Since then, the proportion of older people has increased
throughout the years and is projected to continue increasing in the future. Figure 4 shows the
projection of the proportion of older people aged 65+ and 80+ in China in 2000—2050. In
2020, the number of older people reached 176 million (12.6 % of the total population).
Under the United Nations’ medium fertility and mortality assumption, the proportion of older
people in China will quickly rise to 23.6% of its population by 2050. Given the sheer
population size of China, this figure will translate into 329 million older people in 2050, a
number that is 10% larger than the size of the current US population (United Nations, 2019).
Moreover, it is noteworthy that the growth of the oldest old (defined as older people aged
80+) population will be most dramatic in the coming decades. The proportion of the oldest
old has grown from 0.9% in 2000 to 7.2% in 2050; and the share of the oldest old among
those aged 60+ will increase from 13% to 30% from 2000 to 2050.
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Figure 4. Projection of the proportion of older people aged 65+ and 80+ in China 2000—2050
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A fast increase in the number of older people with longer life expectancy may cause an
increase in the number of older people suffering from functional limitations, chronic diseases
and poor self-rated health. This is particular the case if increases in life expectancy are
accompanied by a slower increase or even decrease in health life expectancy. Evidence
suggests that the duration of difficulties in performing daily activities and severe morbidity
increased from 2000 to 2010, especially among the oldest old (Liu et al., 2021; Lu et al.,
2019; Zheng et al., 2020). If this trend remains continues, the number of older people with
functional limitations is projected to increase to 68 million in 2030, 97 million in 2050 and
surpass 100 million in 2053 (Lu et al., 2019). This means that the need for care will increase

dramatically in the future, putting great pressure on both families and government.

2.3 Informal care in China
2.3.1 Informal care is the most important source of LTC in China

2.3.1.1 Development of institutional care

LTC is a range of services provided by informal or formal carers, at home or in communities
or in institutions, to people who are dependent for an extended period of time on help with
functional limitations (Ranci and Pavolini, 2011). After the establishment of PRC in 1949,
the responsibility of providing LTC to older parents rested primarily on family members; the
government only took care of older people who qualified as ‘Three Nos’ (i.e., urban people
with no children, no ability to work, and no source of income) or ‘Five Guarantees’

(i.e., disabled rural people who have no income, no children or relatives to take care of them).
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In rural areas of China, the government funded LTC welfare institutions as the place for
institutional care for older people, with the exception of veteran hospitals that accept needed
and/or retired veterans (Wu et al., 2008). After the market-oriented reforms in 1978, the
social welfare system experienced dramatic structural changes. The government has no
longer taken the sole responsibility of caring for older people, business, charities and families
are all responsible for costs of LTC welfare institutions. In some areas near larger
metropolitan areas, an increasing number of LTC welfare institutions have started to accept
other older people who pay fees by themselves or their family (Wu et al., 2008). Service
users are typically provided with a furnished room, together with meals, housekeeping and
laundry services. Assistance with daily activities, such as dressing, eating and walking, is also
provided. In addition, the supply of nursing homes and long-term acute care facilities have
started to increase in recent years. Nursing homes are aimed at providing continual nursing
care for those with severe functional limitations. Long-term acute care facilities are intended
for providing specialised treatment to those with serious medical conditions that require care
on an ongoing basis but no longer require intensive care or extensive diagnostic procedures
(Yang et al., 2016). In the 2010s, the government implemented a series of policies to
encourage the private sector to develop institutional care. The number of nursing home beds
in China has increased annually by an average of 10%, reaching more than 7.46 million beds
in 2019 (Sun et al., 2020).

The development of LTC in institutions is faced with many challenges. The lack of well-
defined eligibility criteria makes it difficult to guarantee efficient service provision to those
with urgent care need. Many nursing homes do not have a clear requirement for need
assessment for admission, and access to services is based on ability to pay. A large proportion
of older people in need who cannot afford expensive fees cannot get access to institutional
care (Wong and Leung, 2012). Besides, although some local governments provide financial
support to those who have severe need but are not able to pay, it is only applicable in limited
areas due to insufficient funding. Therefore, lack of financial protection for LTC services for
the general population and high costs are access barriers for many older people (Yang et al.,
2016). In addition, even if older people in need have the ability to afford expensive fees, the
quality of institutional care is a concern. Owing to lack of professional skills, less than 40%
of nursing homes provide professional care services in urban areas, and specialised nursing
homes for older people with functional limitations are almost inexistent in rural areas (Du,

2015). As a result, most Chinese older people see institutional care as the last resort. There is
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also social stigma associated with being admitted to a nursing home, as it gives older people a
sense of being abandoned by their family (Zhan et al., 2006). They prefer to age in their own
homes, as it provides them with a sense of attachment, security and familiarity (Wiles et al.,
2012). The vacancy rate of nursing homes is as high as 50% in 2020 and care in institutions

accounts for only a small proportion of all LTC care in China (Du et al., 2020).

2.3.1.2 Development of home- and community-based care

Because most older people prefer to live at home rather than in institutions, the Chinese
government has shifted their focus from institutional care to home- and community-based
care in recent decades. A notable example is the Star Light Project, which started in 2001,
and aimed to establish community-based centres as a platform to provide services, such

as meals-on-wheels, help with bathing, as well as emergence assistance (Feng et al., 2012).
From 2001 to 2003, a total of 32,490 community-based centres were built, with an
investment of 13.48 billion yuan, benefiting over 30 million older people (Wong and Leung,
2012). In 2006, the government provided a blueprint for care for older people, informal care
as the fundamental support, home- and community-based care as the necessary support, and
institutional care as the supplementary support (State Council, 2011). Later, home- and
community-based was formally recognised as a critical component of the social care system
in the Chinese Government's 12th Five-Year Plan in 2011. In accordance with such policy,
many cities adopted the following model in constructing their LTC systems: 90% of care is
expected to be from family members, 6% or 7% of care is from home- and community-based
centres, and 4% or 3% of care from institutions (Hu and Li, 2018). More recently, a new type
of home- and community-based care, called virtual nursing homes, has arisen. Built on
information technology, nursing homes can provide various services for older people at
home, from cooking to monitoring their blood glucose and blood pressure, enjoying

personalised and convenient care without leaving home (Feng et al., 2012).

Nevertheless, the utilisation of these types of care is much lower than that in high-income
countries and regions, which is due to some problems in services and payments. Resources in
home- and community-based care are not allocated by the government via service targeting.
A large proportion of older people without functional limitations are service users, while the
number of beneficiaries who is in need of care is relatively small (Zhou and Walker, 2016).

Besides, due to the strict eligibility criteria for government support, few older people receive
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publicly funded care, whereas most people must pay for care themselves or rely on financial
support from families (Hu and Li, 2018). In addition, it is short of professional medical,
nursing as well as rehabilitative services. Many staff at service centres are laid-off or early-
retired factory workers, most of whom do not have formal geriatric training and skills (Chen
and Han, 2016).

2.3.1.3 Development of informal care

In light of the underdeveloped institutional care and home- and community-based care
system, care responsibility relies heavily on family members. As a result, informal care is the
most important source of LTC in China, accounting for over 90% of total LTC provision (Du,
2015). The pivotal role of informal care is not only associated with formal LTC but also with
the particular historical and cultural context. As a fundamental idea in Confucianism, filial
piety has been highly valued as the basic rules for intergenerational relationships in
traditional Chinese society. It generally consists of four components, showing respect to
parents, concern for parents’ health, giving parents’ financial support, and fulfilling the need
of parents (Hsueh, 2001). Zimmer and Kwong (2003) argues that influenced by filial piety,
family members care about each other, they have selfless concern for one another and are
therefore motivated to provide support. Traditional intergenerational support is motivated
primarily by altruism, with the belief that help is given to those family members who are

most in need but are unable to return the favour (Du and Wang, 2017).

During the process of rapid modernisation and socioeconomic development in China, filial
piety has been challenged. In some families, older people are regarded as burden, and adult
children do not visit them regularly, even treat them badly (Bai et al., 2016). Fear of the
demise of filial piety, the Chinese government has made this proud traditional value become
a part of the legislation in recent years. Both the Constitution of the PRC and the Law on
Protection of the Rights and Interests of Older People of the PRC stipulate that adult children
living apart from their older parents should frequently visit and look after their parents. Adult
children should ensure that older parents who are sick receive care in time. Those who are
unable to care for their parents in daily life should provide financial or emotional support to
them instead (National People’s Congress of the PRC 2004, 2013). Those who fail to fulfil
the duty of filial piety may be criticised in moral terms or sanctioned in financial terms (Hu

and Ma, 2018). Furthermore, many local governments have related policies to encourage
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adult children to fulfil their obligations to older parents (Du, 2015). In 2016, the Beijing
government approved a plan to call for an age-friendly city, including a recommendation that
businesses and other employers give their employees ‘filial piety holidays’. This is designed
for visiting their older parents and assisting them in daily activities. The Shanghai
government introduced filial piety into social credit system, for example, assessing the
frequency with which adult children visited their parents and whether their parents had
enough food (Chen and Cheung, 2017). If adult children break the rules, their
creditworthiness will decline in the future. These laws and policies are building on traditional

values of respecting and caring for older parents.

Due to the fact that it takes time to develop formal LTC systems, and preferences for
informal care are unlikely to change drastically in the short-run, informal care is likely to
remain the foundation of LTC systems in China for the years to come. Specifically, for older
parents, their primary choice of receiving care from family members is likely to continue.
This may include the expectation of their family members to show concern, live with them,
and help them in daily life. The provision of care to a spouse or older parent in need is thus

likely to remain a moral obligation and a highly desirable practice and belief (Lai, 2010).

2.3.2 Factors influencing informal care receipt in China

Based on studies on informal care (Du and Wang, 2017; Hu and Ma, 2018; Peng et al., 2017),
| divide the potential factors affecting the receipt of informal care into three groups:
individual, family, and society level factors (See Figure 5). This section focuses on how these
factors influence informal care receipt; the following section 2.4 will focuses on how income

inequality influences these factors.
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Figure 5. Factors influencing informal care receipt

o el foct Health
n r [
Ividual level tactors Health behaviours

~N

\

Income

Living arrangement

Culture values

\\§
. Utlisation of formal LTC
Society level factors .
Utlisation of health care

Informal care
receipt

\
7

\
N

\

\
\

\

\
Y
N
\
N
\
\
7
7
’
7
7/
4

7

U

7/
7
’

7

’
7/
4

Natural environment

Social environment (Age-
friendly communities and
cities)

7
7

Family size
. Gender of family carers
Family level factors .
Enviromental factors ]

2.3.2.1 Individual level factors

Numerous studies show that an individual’s need is the direct reason for receiving informal
care (Hu and Ma, 2018; Wolf, 2014). It is often measured by health status, such as number of
functional limitations, number of chronic diseases, cognitive functioning, and self-rated
health (Suanet et al., 2012). Without considering other factors, such as socioeconomic
factors, the worse health status, the more informal care the individual is expected to receive
(Hu and Ma, 2018). Because unhealthy behaviours may lead to worse health status, they may
also indirectly increase need and the demand for informal care. For example, smoking
increases the risk of lung cancer, heart disease and stroke; and alcohol consumption increases
the risk of liver disease and brain damage (Cheon et al., 2014). These behaviours may

translate into worse health status, leading to higher need for LTC.

2.3.2.2 Family level factors

Family level factors in traditional Chinese society
Family level factors refer to the availability of family support. The term ‘family’ is used
broadly to refer to persons who are united by the ties of marriage, blood, or adoption (Zeng,

1991). Traditionally, multigenerational co-residence is the cornerstone for family members to
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provide care to older people in China. A Chinese family usually includes at least two
generations, i.e., parents and children living together. It is common for several generations
living in the same household, which is convenient for adult children to provide care in daily
life. Deeply influenced by Confucianism, the altruistic motivation implies that the family acts
as a corporate unit, with resources pooled and efficiently distributed to guarantee the survival
of the head and each family member (Becker, 1974). Empirical studies provide the evidence
that filial piety plays a special role in altruistic model in traditional Chinese family (Zimmer
and Kwong, 2003; Brasher, 2021). In particular, care for older parents is seen as a moral
obligation. Older parents who are the most needy receive the greatest volume of support from
family members, even if they have little to offer in return (Lai, 2010). Furthermore, providing
care for parents remains an expected responsibility of sons in traditional patrilineal Chinese
society. Specifically, married sons and daughters-in-law act as the primary carers to parents,
while married daughters are expected to care for their husband’s parents (Zhang and Harper,
2022a).

Changes in family level factors in modern Chinese society

Over the past 70 years after the founding of the PRC in 1949, the changes in demographic
characteristics, economic development, as well as culture values have jointly brought about
dramatic changes to Chinese society. Changes in family, as a basic unit of society, have had
tremendous influence on traditional intergenerational support (Yang and Du, 2021). Below, |

discuss these changes and why they are important for understanding informal care in China.

Changing family structure

The one-child policy in 1979 brought changes in demographic characteristics and families.
The steep decline in fertility has resulted in fewer children in almost every family. Since
1980, the size and proportion of one-child families has increased, especially in urban areas. In
1980, 25.18% of urban women aged 50-59 had both a son and a daughter, 40.60% of them
had only a son, and 30.48% of them had only a daughter (Hu and Peng, 2015). The one-child
policy is believed to have contributed to these reductions in family size (See Table 1). In the
early 1970s, the average family size peaked around 4.8, after which it began to decline at
almost the same time as fertility rates, dropping below 4.0 in 1990 and 3.09 in 2010. In 1982,
a family of four to five persons was most prevalent, and a family of six and more persons

accounted for 28% of the total families. Such large size of family is no longer typical since
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1990. A family of three persons became the most common type of family, increasing to

around 30% in 2000. By 2010, this percentage declined slightly to 27%, but this was mainly

owing to the increases in one-person family and two-person family (Hu and Peng, 2015).

Table 1. Changing trends in the family size in China from 1990 to 2010

1-person | 2-person | 3-person | 4-person | 5-person | Average
household | household | household | household | household | household
Year (%) (%) (%) (%) (%) size (person)
1990 6.27 11.05 23.73 25.82 33.13 3.96
2000 8.30 17.04 29.95 22.97 21.73 3.46
2010 13.66 24.37 26.86 17.56 16.66 3.09

Source: Hu and Peng (2015)

With an increasing number of children from one-child families reaching adulthood, the
probability of marital unions between only-children has increased, leading to the so-called 4-
2-1 family structure (four grandparents, two parents, and one child) (Jiang and Sanchez-
Barricarte, 2011). This family structure brings a series of challenges to family support.
Specifically, the middle generation, two parents, have to be responsible for both the care of
one child and up to four grandparents, and some may even have surviving great-grandparents.
This means that one person in the middle generation has to support two parents and possibly
four grandparents, as well as participating in the labour market. Moreover, the only child in
the middle generation has often no siblings with whom to share filial duty. When parents in
the middle generation get older, the only child in the third generation will have to support two
parents and all four grandparents (Phillips and Feng, 2015). A fast decline in family size puts
much heavier burden on potential carers, threatening the sustainability of family support in

the future.

Rural-to-urban migration

The market-oriented reform has fuelled economic growth in recent decades, making China
one of the largest economies in the world. One of most striking phenomena is the expansion
of labour markets: with more diversified employment opportunities, a large number of rural
labour forces have migrated to eastern coastal areas, and traditional family support has
challenged (Zhang, 2018).

Rural-to-urban migration has diminished many adult children’s ability to support their older

parents in rural areas, due to the hukou system, the household registration system in China,
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which requires every Chinese citizen to be registered at birth with the local authorities as
either urban (non-agricultural hukou) or rural (agricultural hukou) householder. This system
has long been recognized as an ‘invisible wall’ between the rural and urban areas when
allocating resources, such as education and health care. Since this system did not restrict the
migration of labour, metropolitan areas and cities in the coastal areas usually have high
proportions of migrants who live and work in urban areas without changing their agricultural
hukou status. Yet, the hukou status restricts their access to resources and benefits in the cities.
For example, the health services they use in cities are generally not covered by their health
insurance network in rural areas. Owing to the hukou restrictions, they are even likely to be

discriminated against and their lives are extremely vulnerable (Zhang, 2018).

As a result, the migration of their entire family is not feasible, leading to a large number of
left-behind older parents in rural areas. With the continuous outflow of adult children, the
long distance to their older parents creates difficulties in providing day-to-day care. There has
been increasing number of empty-nest older people whose children have already left home
and thus live alone or with their spouse. It is estimated that the proportion of families with

empty-nest older people will reach 90% of all families in China by 2030 (Zhang et al., 2020).

International migration

In addition to internal migration, international migration has become a common experience in
modern society (Guo et al., 2018). China, the most populated country in the world, has also
witnessed massive international migration of young adults since the post-1978 economic
reform. For example, China ranked as the top (non-European Union) migrant-sending
country to the United Kingdom (UK) in 2012 (Tu, 2016). This trend has raised concerns
about how to care for older parents who are left behind in China. Although financial support
is often provided through gifts and remittances, care in daily life can only be provided when

adult children return to their home country or when their parents visit them (Xu et al., 2018).

Female labour force participation

The rapid economic development also challenges traditional intergenerational support owing
to the growing number of women participating in the labour market. Over the past few
decades, the Chinese government has made women’s career engagement as a priority, and a

series of laws and policies have been put in place to protect their employment rights and
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interests (Yang and Zhang, 2020). Both the Constitution of the PRC and the Marriage Law of
the PRC stipulate that women have the freedom and have equal rights with men to choose a
career, to take part in labour market and to participate in social activities. With rapid
economic growth, there are diversified employment choices for women, giving them more
opportunities to become entrepreneurs and innovators, and the number of women employed
or starting a business has increased significantly (Xi, 2017). From 1978 to 2016, the number
of women formally employed in urban areas increased from 31.28 to 65.27 million; the
number of women employed in the finance, scientific research as well as high technology
fields increased from 0.45 million to 5.79 million (Yang and Zhang, 2020). However, more
job opportunities have heightened the tensions between women's dual roles as employees in

the labour market and informal carers in the family (Tong and Zhou, 2013).

Economic growth, together with privatisation and commercialisation of care services, have
led to a rapid expansion of markets for domestic and personal care services. Female rural-to-
urban migrants account for the majority of paid domestic workers in cities. However, in
China, the domestic service market is poorly regulated, characterised by low pay, long
working hours, and difficulties in access services such as healthcare and housing in urban
areas (Cook and Dong, 2011). The combination of more time for work and long distance
between adult children and their parents has challenged traditional family support in rural
areas. Thus, the development of domestic and personal care service markets might lessen part
of care burdens among women in urban areas, but to a large extent reduces time for day-to-

day care for older parents among women in rural areas (Xi, 2017).

Gender difference of informal carers

Studies suggest that females, including female spouse, daughters and daughters-in-law, are
more likely to provide care to family members in modern Chinese society (Chen et al., 2018;
Yang et al., 2021). When there is a spouse present, females are more likely than males to care
for the spouse (Chen et al., 2018). Along with the implementation of the one-child policy,
some families only contain a daughter, with the increasing popularity of daughters providing
support to their natal parents (Zhang and Harper, 2022b). Studies provide the evidence that
daughters and daughters-in-law are more responsive than sons to traditional beliefs regarding
adult children’s filial obligations (Yang et al., 2021). Daughters and daughters-in-law are

primarily responsible for support in daily living and emotional support, whereas sons are
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mainly responsible for providing financial support (Quashie, 2015). Studies show that parents
are more satisfied with care provided primarily by daughters and daughters-in-law than by
sons (Zeng, 2016). However, as mentioned earlier, with the repaid economic growth, an
increasing number of female family carers, who assume main responsibility for daily care,

participate in the labour market, reducing the availability of informal care.

Changing traditional culture values

The process of modernisation has also brought enormous changes in culture, which
undermine traditional values of filial piety. Western value of individualism has increased
among young people since the 1980s. It encourages young people to pursue their own
interests without regard for the rights or need of others. (Liu and Kendig, 2000). Some
Chinese young people tend to promote their individual rights in challenging the authority of
parents and in failing to exercise traditional bonds of filial obligation, which makes changes
on traditional intergenerational support (Qi, 2015). Therefore, the exchange motivation may
predominate over the altruistic motivation in intergenerational relationships in modern
society. Some studies support this argument by providing the evidence that adult children's
unconditional willingness to care for their parents is declining; instead, they care for their
parents in anticipation of older parents caring for grandchildren or future transfers (An, 2019;
Liu, 2015).

In conclusion, social changes have remoulded intergenerational relationships. Demographic
changes, economic development and changes in cultural values have brought considerable
challenges to family’s ability to support older people. Combining with reducing fertility,
industrialisation, urbanisation and migration, the number of potential informal carers has
declined, as the demand for care by older parents has increased. As the middle generation in
the 4-2-1 family, adult children devote most of their time to work and to look after their only
child, resulting in less time to care for their older parents, who may live far away. Higher
participation in the labour market rates among female adult children, who often take up the
main responsibility of caring for parents, will have a profound impact on the availability of

family support.
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2.3.2.3 Society level factors

Formal LTC utilisation

During recent decades, the Chinese government has assumed increasingly responsibility by
providing formal LTC (institutional care and home- and community-based care). They have
done so by diversifying services, such as assistance in daily activities, chronic disease
management, rehabilitation services and medical services (Hu and Li, 2018). Empirical
studies provide the evidence that the availability of formal care may influence the receipt of
informal care, and this relationship is likely to vary depending on the type of formal care used
(Bonsang, 2009). In particular, formal care that requires low level skills is likely to be a
substitute for informal care. For example, with assistance in daily activities from community,
older people’s care need is likely to be satisfied, leading to less tendency to seek support from
family members. However, this substitution effect may not apply to formal care demanding
higher level skills. For example, when older parents use medical formal care services, they
may require more assistance from family members at the same time to help them identify

errors in medications or quickly notify medical staff of problems (Lin, 2019).

LTC insurance (LTCI) system is another essential component in influencing informal care
receipt. Compared to developed countries, LTCI in China is still in the initial stage of
development. The Chinese government launched the first LTCI scheme in Qingdao as the
first pilot city. In 2016, the scheme was expanded to fifteen cities with a growing ageing
population (Zhu and Osterle, 2019). Insured older people can usually choose home-based
care, community-based care, or institutional care, enjoying services through subsidies
determined by a budgetary quota. Although the benefit packages (e.g., target population,
reimbursement level, and covered services) are diversified in pilot cities, LTCI is perceived
as having an active role in accessing formal LTC services within limited costs (Yang et al.,
2020). Some studies find that the public LTCI system has a positive effect on health,
decreasing the need for informal care (Chen et al., 2020).

However, as mentioned earlier, the development of institutional care and home- and
community-based care is still in its infancy. Due to the strict eligibility criteria for
government support, the number of older people who require care and receive publicly
funded care is relatively small. Because of the limited benefit packages, a large number

of care-dependent older people are denied access to formal care when they are unable to meet
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the costs people (Yang et al., 2000). As a result, family is still expected to assume the main
responsibility of caring for older people in the short run in China, and there is still much work
to be done to establish a comprehensive LTC system that is both financially viable and

affordable to the public purse.

Health care utilisation

Similar to formal LTC services, health care utilisation may also influence the receipt of
informal care. By receiving professional and effective treatment, older people’s health may
be maintained or improved, reducing need for daily care from family members. Previously,
high payments by patients or their families created a barrier to access. The government
established social health insurance (SHI) as the countrywide public-subsidised insurance
system to generate substantial savings for each patient. After many years of health care
reform, around 95% of older people participate in at least one of the following three
schemes: the Urban Employee Medical Insurance (UEMI), covering urban residents with
formal employment; the Urban Resident Medical Insurance (URMI), covering urban
residents without formal employment; and the New Rural Cooperative Medical Insurance
(NRCMI), covering rural residents (Du et al., 2017). Despite the differences in these
fragmented schemes, more insured older people have access to medical care services (Yang

and Wu, 2017), which may influence their need for informal care if their need is met.

2.3.2.4 Environmental factors

Environment is another important factor influencing the receipt of informal care, including
natural and social environment. The natural environment generally includes, but is not limited
to, air quality, community afforesting, and environment on rainy and snowy days (Zhang &
Li, 2019). Studies show that better natural environment is associated with lower risks from
natural disasters, improved physical and mental health, and lower risks of mortality and of
chronic diseases, such as cardiovascular disease, which may influence the need for informal
care (Habib et al., 2020).

With rapid population ageing, the WHO has proposed the goal of age-friendly cities and
communities to help older people stay independent and healthy for as long as possible.
Specifically, there are eight domains in the field of the social environment: outdoor spaces

and buildings, transportation, housing, social participation, respect and social inclusion, civic
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participation and employment, communication and information, and community support and
health services (Van Hoof et al., 2021). In response to WHQO’s initiative, some large cities in
China have implemented the age-friendly cities programme. For example, Shanghai promotes
the quality of neighbourhood environment in urban communities, develops safe and liveable
environment for older adults living alone and those with functional limitations (Lu and Wu,
2022). Studies show that age-friendly cities and communities address some health-related
issue, such as pollution and traffic noise, and help older people develop healthy behaviours,
such as more frequent physical activity (Neal and DeLaTorre, 2016). Such benefits are found
be associated with lower risks of illness and diseases, higher quality of life, and longer
healthy life expectancy (Flores et al., 2019; Zhang and Li, 2019), reducing the need for

informal care.

In conclusion, China has one of the fastest growing ageing populations in the world.
Traditionally, family has been the cornerstone of social support for older people. During the
process of modernisation, the decline in the number of potential carers in families, internal
and international migration, women participation to labour market, and the change of family
member’s caregiving willingness have reduced family’s ability to provide care. Meanwhile,
the government has assumed more responsibility to relieve burden on the family. Formal
LTC and health care services have been provided to ensure needy older people receive high
quality of care. Age-friendly cities and communities have been proposed to help older people
maintain independent and healthy. However, there is still a long way to go to improve formal
care, so that family members, especially female spouses and daughters, remain the primary

source of care for older people.

2.4 Income-related inequalities in factors influencing informal care receipt
in China

Chinese citizens were promised egalitarian distribution of resources and cradle-to-grave
welfare coverage during the central planning era in the 1950s — 1960s (Li, 2012). Following
the end of socialism, the role of central planning declined while the role of markets and
private enterprises increased. With the transition to the market economy,

income inequality has grown gradually. The Gini coefficient increased from 0.30 in the 1980s
to around 0.47 in 2014, making China one of countries with higher income inequality in the

world (Han et al., 2016). Along with rapid population ageing, income inequality among older
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people has received more attention (Zhu and Fan, 2017). A series of social

changes embedded in the context of modernisation have impacted different income groups
unevenly, and thus, income-related inequalities has become one of the major social concerns.
This thesis focuses on the potential impact of these inequalities on the distribution of informal

care receipt by income.

2.4.1 Income-related inequalities in health

Generally, individuals’ socioeconomic status is closely related to their access to key
resources, including knowledge, money, power, social relations, health behaviours and
medical interventions, which may reduce the risk of disease and increase the likelihood of
disease treatment (Liu and Zhang, 2019). Socioeconomically advantaged groups often have
better knowledge to avoid disease, healthier behaviours to reduce risks, and more
opportunities for effective medical intervention (Jiao, 2019). Many studies find that there is a
pro-rich inequality in health outcomes among older people, even after controlling for
education, occupation and other socioeconomic and demographic factors (Feng et al., 2013;
Gu and Xu, 2007; Sun et al., 2020; Zachary and Julia, 2004). For example, compared with
older people with higher income, those with lower income have more functional limitations,
more chronic diseases, and poorer self-rated health. Although this pro-rich inequality in
health may be the result of the impact of income on health, the impact of health on income or
the impact of other confounding factors, these studies provide important insights into the
magnitude of income inequalities in health, indicating that those with lower income have

greater need for care.

2.4.2 Income-related inequalities in availability of family support among

older people

During the process of modernisation, economic development and changes in cultural values
have posed challenges to income-related inequalities in intergenerational support. With rapid
economic growth, there has been large-scale migration of younger workers, from rural to
urban areas, affecting many poor families concentrated in remote rural places or minority
regions (Wang and Cai, 2007). In particular, increasing number of labourers in low-income
families, both males and females, have left poor counties to work outside, leaving their

parents behind, creating barriers to accessing informal care. By contrast, adult children from
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high-income families may have more resources for their parents to migrate with them, or they

may not need to migrate to distant places (Démurger, 2015).

In addition, the majority of adult children in poor families are employed in production line
work in destination cities (Chen, 2009). Empirical studies find that those less-skilled workers
have less flexibility with their scheduled hours or location than do more highly-skilled
workers; in order to have higher salaries and provide more financial support to family, they
tend to spend more time on work, crowding out time on care for older parents (Cook and
Dong, 2011). On the contrary, empirical studies show that adult children in rich families are
more flexible in their time allocation decisions (Chen, 2009; Qian, 2017). Compared to adult
children in poor families, those in rich families are found to have higher education

level, making up a higher proportion of managerial or professional workers and a lower
proportion of production line workers. Cook and Dong (2011) argue that with more flexibility
to change their work arrangement, time and location, they spend more time caring for older
parents. Thus, older people with higher income are expected to receive more care from adult
children, while those with lower income, who have stronger need for care, are expected to

receive less care from adult children.

Moreover, changes in social values have further decreased the availability of informal care
for low-income families. Western value of individualism presupposes that caregiving is
essentially a service rendered by a carer regardless of the nature of social ties. As a service, it
is based on voluntary exchange between the carer and the recipient of care (Liu and Kendig,
2000). According to the exchange motivation, some studies show that adult children’s
decision to provide care is motivated by their expectation that their older parents will provide
monetary transfers, including bequests, which would offset the perceived burden of
caregiving (An, 2019; Liu, 2015). Compared to older people with higher income, those with
lower income face more disadvantages in receiving informal care because they can only

afford to give adult children limited gifts or money.

2.4.3 Income-related inequalities in formal LTC and health care utilisation

among older people
In recent years, the Chinese government has made great effort to satisfy need of older people

by providing formal LTC and health care. However, the expansion of service capacity has
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been highly uneven across the country, owing to different economic development and
financial investment (Du et al., 2021). Regions that are more economically developed have
more tax revenue, and local governments have more financial resources to develop services.
The central government provides additional funding to large cities and provincial capitals in
the hope that the care services in these cities will serve as a model for the rest of the country
(Jia et al., 2014). Differences in funding result in a great divide in care availability: while the
number of providers has increased greatly in provincial capitals or large cities, institutional
care facilities and home- and community-based care services remain scarce in poor rural
counties and villages; there are less than half as many hospital beds and licensed physicians
per 1,000 people in poor rural counties compared to large cities (Fang et al., 2019). Studies
show that it is more difficult for older people with lower income who are more concentrated
in rural counties and villages to get access to formal LTC and health care services (Yang et
al., 2020).

In addition, empirical studies show that current LTC and health care insurance schemes do
not have a good redistribution effect of allowing care resources to be distributed according to
need (Zhu and Osterle, 2019; Yang et al., 2020). There has not been a national
comprehensive LTCI system in China; instead, different pilot cities have launched their
individual LTCI pilots that vary in program design. Differences include target population,
level of reimbursement, and covered services. These differences have led to growing
concerns about inequalities in access to formal LTC services across different socioeconomic
groups. In particular, some cities” LTCI only covers urban employees, but older people with
lower income are more concentrated in rural residents, or urban residents without formal
employment, making them less likely to be eligible for LTCI (Zhu and Osterle, 2019). Even
in some pilots, these two groups are taken into account, they are not always informed of their
eligibility for enrolment in LTCI system or their entitlements to funded services. Some of the
most vulnerable patients, such as rural residents with severe functional limitations but lower
income, are rejected by care providers (Yang et al., 2020). Besides, co-payment rates and
covered services significantly differ by health care insurance status. For example, the co-
payment rates are set at 10% for older people who are urban employees, while the rates are
around 60% for older people who are rural residents in Qingdao. Over 90% of home visit
services users are urban employees, while these services are not available for rural residents
in that city (Zhu and Osterle, 2019). As a result, studies find that there is a significant degree

of inequities in using formal LTC. Most service users at nursing homes and community day
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care centres are those with formal employment in urban areas, while these services continue

to be unaffordable for many low-income individuals (Du et al., 2021).

Studies show that although 95% of older people are enrolled in SHI schemes, large
inequalities in health care utilisation between the rich and the poor remain as a result of the
differences in these three separate schemes (Yang and Wu, 2015; Zhang et al., 2015). In
terms of the choice of hospital types, Xian et al. (2019) find that UEMI participants are more
willing to receive hospitalisation treatment in tertiary hospitals, while those who receive
hospitalisation treatment in first-level hospitals are more likely to be enrolled in URMI. In
terms of the types of hospital services, Tan et al. (2018) show that UEMI participants have
higher outpatient visit rates in all hospital types than URMI participants, while URMI
participants are less likely to use outpatient visit services, probably because URMI
participants are unable to get compensation from the insurance scheme and can only use their
own money for some outpatient care services. In terms of cost burden, Du et al.

(2017) suggest that UEMI participants have the highest compensation ratios and have a
higher utilisation rate, while URMI participants and NRCMI participants, those who are
relatively poor, enjoy lower reimbursement rates, and thus only go to hospital when they have

serious illnesses.

In conclusion, although China has made progress in developing formal LTC and health care
systems, it faces important inequalities in access to care. Compared with the high-income
groups, low-income older people have fewer opportunities to use formal LTC services,
largely owing to underdeveloped formal LTC services in poor areas as well as limited
coverage by LTCI. They also have less access to health care services, mainly due to
rudimentary health care services in counties and fewer benefit packages by SHI. Thus, low-
income older people have more disadvantages in using formal LTC and health care services,

compared to those with higher income.

2.4.4 Income-related inequalities in natural and social environment among

older people
Studies show that the lower the income of older people, the worse the natural and social
environment in which they live (Fan et al., 2019; Zheng et al., 2022). In particular, He et al.

(2022) find that compared to the low-income groups, high-income groups are more likely to
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live near green space (e.g., park, natural forest) or blue spaces (e.g., lake, river). Since a
better natural environment makes it easier for community-dwelling older people to walk and
participate in outdoor activities, high-income groups are more likely to have better health and
quality of life (Huang et al., 2019; Zhang and Li, 2019). In addition, Yu et al. (2021) and
Wang et al. (2017) find that while several metropolitan cities in China, such as Shanghai,
have developed age-friendly cities and communities, it is difficult for poor rural counties to
improve the built, social, and service environment for older people. Due to limited
infrastructure and lack of support from the central government, low-income groups, who are
more concentrated in rural and remote communities, face greater barriers to living in age-
friendly environment. Zheng et al. (2022) further provide the evidence that the poor
community-built environment has a greater negative effect on health among older people
with lower income. Therefore, compared to those with higher income, low-income older
people may have more disadvantages in their living environment, which may influence their

need for informal care.

2.5 Conclusion

This chapter provides an overview of income-related inequalities in the receipt of informal
care in China. The chapter shows that inequalities are the result of the complex combination
of individual factors, family factors, societal factors, and environmental factors. Low-income
older people are more likely to have poor health and engage in unhealthy behaviours, which
means that they have greater need for care, compared with the higher-income groups.
However, rapid socioeconomic development has lured many young people, both females and
males, from poor families away from rural areas into large cities or other countries in search
of employment opportunities. Due to long distances and less flexibility in time allocation
decisions, a large number of older parents in poor families have been left behind in rural
areas. The erosion of traditional values of filial piety has also put low-income older people
with functional limitations at further disadvantages in receiving informal care. Since they are
unable to care for grandchildren or leave adequate bequests, but have greater need for
receiving daily care, their adult children have less incentive to provide care in exchange. The
use of formal LTC and health care is another concern for low-income older people, because
access to and affordability of these services is limited for them. Furthermore, they face more

disadvantages in their natural, built, and social environment, which may be harmful to their
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health, influencing their need for informal care. “Worse health-greater need-less availability
of informal care and less affordability of formal LTC and health care-even worse health’, this
vicious cycle among low-income older people may place them in further disadvantaged place
in health. The following chapter provides the conceptual framework used to analyse income-
related inequalities in informal care receipt and its influence on health and health care

utilisation.
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Chapter 3. Conceptual framework

3.1 Introduction

This chapter provides a detailed overview of the conceptual framework that guided the
analysis. The first section discusses the concept of informal care. The second section
critically examines the concept of inequality in health and care (Mackenbach, 2019).
Following previous studies, the third section presents the stress-buffering model (Thoits,
2011) and the disablement process (Verbrugge and Jette, 1994; Verbrugge, 2020) to describe
how receiving informal care affects health, and discusses the possibility of heterogeneous
effects by income. Finally, based on the Grossman model of health demand (Grossman, 1972;
Van Houtven and Norton, 2004), the final section provides a theoretical basis to interpret the
empirical findings on the effect of informal care receipt on health care utilisation and the

effects among different income groups.

3.2 Definition of informal care

Numerous studies have defined informal care as unpaid care provided to older people with
functional limitations by a person with whom they have a social relationship, such as a
spouse, parent, child, other relatives, neighbour, friend, or other non-kin (Van Groenou and
Glaser, 2006; Van Groenou and Boer, 2016). It is predominantly provided by the spouse and
adult children with no monetary compensation, and these unpaid informal carers often lack

professional skills and training in care responsibilities (Triantafillou et al., 2010).

Informal care is divided into four major types based on the need it addresses: (1) Care in
activities of daily living (ADL), such as dressing, bathing, and eating, which are considered
crucial for independent living; the ability to perform basic daily activities significantly
impacts an individual’s quality of life, and failing to recognise these growing need may
contribute to a cycle of physical and mental health decline (Tennstedt and Mckinlay, 1994).
(2) Care in instrumental activities of daily living (IADLS), such as cleaning the floor, laundry,
and shopping; IADLs build on the basic activities (Mitra et al., 2011). (3) Financial support;
it has become a common form of support for older people as adult children transfer
remittances to parents to improve their economic well-being and purchase necessary services
from the market. (4) Emotional support, including frequent contact and advice for decision-

making; research suggests that speaking to family members helps relieve impatience and
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anxiety by providing a sense of security and safety (Du et al., 2016; Verbakel et al., 2017).
Researchers consider different types of care based on various aims. Many studies in China do
not distinguish between these different types of care (An, 2019; Wang and Gao, 2011; Wang
and Li, 2011), limited studies focus solely on care in daily activities.

This thesis defines informal care as unpaid care provided to older people with ADL
limitations by a person with whom they have a social relationship, including spouse, parent,
child, other relatives, neighbour, friend, or other non-kin. The care includes assistance in
eating, dressing, bathing, getting in and out of bed, indoor transferring, and toileting. This
thesis focuses on ADLSs rather than other activities because ADLSs are the most essential daily
activities that other activities build on to enable independent living. The abovementioned
definition has been frequently used in many studies and large-scale social surveys such as the
China Longitudinal Ageing Social Survey (Hu and Ma, 2018; Suanet et al., 2012). This is
also the definition used to collect information on informal care by the CLHLS—the dataset to

be used in this thesis.

Informal care is the primary source of LTC worldwide. For example, in Europe, where the
LTC system is well-established, over 80% is provided by informal carers (Verbakel et al.,
2017; Zigante, 2018). The same phenomenon is also observed in Asian countries. For
example, informal care accounts for approximately 24%-41% of LTC in Japan, where
traditional filial piety imposes the main responsibility of care on families (Jang et al., 2012).
The proportion of informal care in LTC is around 90% in China, where formal care is
underdeveloped (Hu, 2019).

3.3 Income-related inequalities in informal care

As this thesis aims to study income-related inequalities in informal care, it is important to

first define the theoretical framework used to conceptualise inequality.

Health, a highly-desired good, is unequally distributed across subgroups of the population
according to multiple characteristics, such as demographic and socioeconomic characteristics
(Mackenbach, 2019). For example, studies suggest that in several countries, people from
different socioeconomic statuses or age groups differ in the number of ADL limitations

(Fleurbaey and Schokkaert, 2009). The term ‘health inequality’ is used to refer to these
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systematic differences. Inequalities may be perceived as legitimate and ethically acceptable
or as illegitimate, unfair, and thus ethically unacceptable by society (Whitehead, 1992).
According to the widely-used criteria developed by Whitehead (1992), legitimate variations
are those that are attributed to causes that are potentially unavoidable and commonly
considered fair, such as natural biological variation. lllegitimate inequalities, by contrast, are
systematic differences based on socioeconomic factors that society judges as potentially
avoidable and commonly considered unfair. Based on different socioeconomic status in
society, people are assigned different levels of control over resources, such as money, power,
or prestige, which may influence health behaviours, living and working conditions, and
access to essential health and other public services. These variations are considered results of

human actions and not natural phenomena.

However, this framework has some limitations. Its legitimacy is determined based on criteria
such as ‘potentially avoidable’ and ‘commonly considered unfair’ (Whitehead, 1992), which
are ambiguous and exceedingly emphasise whether health inequalities can be reduced by
human action. Using this criterion as the first filter before assessing the unfairness of health
inequalities is risky (Mackenbach, 2019). Additionally, this framework does not explicitly
consider whether inequalities in health are generated by social inequalities. Braveman (2006),
considering health inequalities from a broader perspective, proposed ‘health inequity’ to refer
to systematic inequalities in health between social groups with different levels of social
advantages and disadvantages. This implies that health inequalities are inequitable if they are
systematically associated with social disadvantages such that an already-disadvantaged social

group is further disadvantaged (Braveman and Gruskin, 2003).

There are several different ideological perspectives on inequalities in health and health care.
Libertarians believe that all individuals are entitled to their possessions—as long as they were
obtained legally through earnings, inheritance, or other means—and that any attempt by the
government to redistribute wealth is an injustice (Nozick, 1974). They accept health
inequalities as inevitable consequences to be suffered for the greater good. This argument is
then applied to health care. Libertarians argue that individuals should be able to use their
money and other resources to obtain more or better health care, government involvement in
securing health care resources and ensuring health care access should be limited (Gutmann,
1981; Polivka, 2021).
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On the contrary, egalitarians attempt to achieve equal opportunities or conditions.
Egalitarianism refers to a broad family of theories of justice which differ in what they would
like to see equalised, and philosophers are not in agreement on the optimal theory of justice
(Arneson, 2013). The concept of the equality of resources, proposed by John Rawls (1971),
focuses on inequalities in the distribution of resources by stipulating that socioeconomic
inequalities are permitted only to the extent that they predominantly benefit the
socioeconomically disadvantaged group. Daniels (2001) extends this theory to inequalities in
health and health care. He argues that we are obligated to shift the resources from the rich to
the poor to provide equal access to health care and eliminate the social determinants
underlying health inequalities. The concept of the equality of capabilities, developed by
Nussbaum (2011), stresses the importance of securing a threshold level of core capabilities,
such as good health. Since everyone has the same right to lead a healthy life, reducing some
people’s capabilities to be healthy is unfair. The equality of welfare theory explicitly chooses
equality of welfare as the justice and goal of public policy, for example, the equality in

meeting an individual's health need (Dworkin, 2018).

Studies have demonstrated that policymakers are more likely to favour the egalitarian
approach in equity of health and health care (O’Donnell et al., 2007; Poel et al., 2011). ‘Equal
access for equal need’ is commonly used as the definition of equity of health care in the
literature (Allin et al., 2011; Yang, 2013). Horizontal inequity rests on the assumption that
individuals with similar need should receive the same level of care services regardless of their
income or other socioeconomic conditions (Rodrigues et al., 2014). It refers to differences in
use of care services across different socioeconomic groups that persist after differences in
need have been taken into consideration. Several European health care systems are based on
the notion that everyone in society has equal access to standard health care and that health
care should be funded and allocated based on need rather than the ability to pay (Oliver and
Mossialos, 2004). Particularly, socioeconomically disadvantaged groups tend to suffer worse
health, and inequitable inequalities arise when they are unable to afford high health care costs
and even give up treatment before they recover (Fleurbaey and Schokkaert, 2009). In Europe,
policymakers are working to eliminate unfair health care inequalities by socioeconomic
status, with a particular emphasis on improving conditions for those who have greater need
but fewer opportunities (Stronks et al., 2016).
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Compared to the number of studies on health care inequalities, those on inequalities in the
access to LTC services, including formal and informal care, are limited. This could be
because many countries have not yet implemented fully comprehensive a national LTC
system. In traditional Chinese society, which is influenced by filial piety, older parents often
rely on family members for LTC. There appear to be few differences in informal care receipt
among older people (Hu and Ma, 2018). However, several transformations have occurred
during the process of demographic transition and modernisation in recent decades. As
mentioned in Chapter 2, the number of potential informal carers is decreasing, adult children
from poor families, most of whom live in rural and underdeveloped areas, migrate to
metropolitan cities, leaving their older parents behind, thus restricting access to informal care.
Meanwhile, adult children’s strong sense of obligation to provide care is reducing. Although
older parents do not need to directly pay for the care provided by adult children, receiving
informal care is based on exchange and is not completely free for older people. Therefore,
older people with different socioeconomic statuses may experience different kinds of care at
both the extensive (the probability of receiving care) and intensive (the amount of care
received) margins. Research has suggested that low-income older people with functional
limitations face more barriers in accessing informal care (An, 2019; Liu, 2015). For example,
older people from lower socioeconomic groups face a higher probability of being left behind
in poor areas and leaving fewer bequests to their children than higher socioeconomic groups
(Cook and Dong, 2011). In other words, the distribution of informal care may be based not

only on older people’s need but also on their socioeconomic status.

Socioeconomic status is commonly measured by income or wealth, education, and
occupation (Psaki et al., 2014). According to the definition of informal care, this thesis
focuses on people who need care, i.e., older people with functional limitations. According to
Zhang and Feldman (2020), these older people are generally the middle-old or oldest-old in
China. As most of them are illiterate farmers, it is more appropriate to use income or wealth
as the indicator of socioeconomic status rather than education or occupation (Du and Wang,
2017). Since current national datasets about the middle-old or oldest-old have scarce
information on wealth, this thesis chooses income of older people as a measurement indicator
to explore the inequalities in the receipt of informal care and examine its distribution among
older people. Based on available information in the survey, the thesis uses household per
capita income of older people as the key indicator of socioeconomic status, which will be
introduced in detail in Section 5.3 of Chapter 5.
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3.4 Effects of informal care receipt on health of older people

Low-income groups are less likely to receive informal care, which may translate into
worsening health status and increasing income-related inequalities in health. This thesis seeks
to understand the effect of informal care receipt (referred to as social support) on health status

among older people from different income groups.

Social support is defined as the social resources that persons perceive to be available or that
are actually provided to them by non-professionals in the context of both formal support
groups and informal helping relationships (Gottlieb & Bergen, 2010). It is a multifaceted
concept, with four commonly used measurement: (1) network contact frequency, (2)
satisfaction with support, (3) perceived availability of support, and (4) use of support (Fiore
et al., 1986). There are a wide range of types of social support, including emotional,
instrumental, companionship, informational, and esteem support. Based on the definition of
informal care, this thesis focuses on instrumental support, uses the receipt of informal care to
measure social support, and examines the effect of receiving informal care in daily activities

on health from the perspective of social support.

Numerous studies have been conducted to investigate the mechanisms through which social
support influences physical and mental health; the stress-buffering model has received the
most attention (Cohen and Wills, 1994; Suanet et al., 2020; Thoits, 2011). It posits that stress
arises when an individual appraises a situation as threatening or otherwise demanding and
does not have an appropriate coping response; in these situations, while the individual
perceives that responding is important, an appropriate response is not immediately available.
Such experiences are presumed to put the individual at risk of physical and mental impacts.
Therefore, according to the stress-buffering model, receiving social support in response to
need is expected to increase coping strategies, reduce stress assessments, and protect against
negative health impacts. In the following sections, we discuss how social support improves

both physical and mental health through various pathways, which is shown in Figure 6.
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Figure 6. The stress-buffering model
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3.4.1 Effects of informal care receipt on physical health of older people
Suanet et al. (2020) propose that the stress-buffering effect of social support on physical
health outcomes occurs through social influence and social control mechanisms. Berkman et
al. (2000) argue that the health attitudes or behaviours of carers act as information that
influences care recipients, and such influence occurs through simple observation and
contrasting themselves with others while receiving care, rather than engaging in explicit
discussion or persuasion. Toyoshima and Nakahara (2021) further opine that carers need

not deliberately or consciously attempt to change care recipients’ behaviours because care
recipients tend to change their behaviours spontaneously and deliberately. In particular, older
people assess the appropriateness of their attitudes, beliefs, and behaviours against standards
that are avowed and modelled by carers, usually shifting their own to match those of the
carers. According to this mechanism, studies indicate that by spontaneously imitating carers’
health behaviours, older people acquire more useful information, such as the appropriateness
of smoking and drinking, attending to diets, and taking medication on time (Robinson and
Rintala, 2003). However, Thoits (2011) point out that some carers may provide inaccurate
information, such as unhealthy diets and lifestyles, and older people may model these risky

behaviours, thus exposing them to more stressful events.
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Social control is a more active and direct mechanism (Uchino, 2004b; Umberson, 1987),
which refers to the explicit attempts of carers to persuade care recipients to adopt or adhere to
positive health practices (Umberson and Montez, 2010). For example, carers may regulate
health behaviours that affect older people’s health, such as controlling the type and amount of
food available to older parents, especially when they have a weight problem or a nutrition-
based health problem (Zigante, 2018). Thoits (2011) highlights that social control efforts
discourage risky health behaviours to reduce stress but may backfire if they are perceived as
overly intrusive or dominating, consequently creating resentment and resistance to
behavioural changes. Studies have shown that some family members impose healthy
lifestyles on older people in an unscientific or rude manner, thus increasing their stress levels
and resulting in poorer health (Wang and Gao, 2011). Hence, like the social influence
mechanism, the social control mechanism can be beneficial or harmful depending on the

strategies carers employ to regulate older people’s behaviours.

The disablement process, proposed by Verbrugge and Jette (1994), is consistent with the idea
that social support has a protective effect on health. As shown in Figure 7, this model posits a
pathway to focus on people’s functional situation over time from pathology to body system
impairments, functional limitations, and disabilities. Each concept is distinct and has been
defined in previous studies (Lawrence and Jette, 1996; Peek et al., 2005; Verbrugge, 2020;
Zhang, 2017): Pathology refers to the biochemical and physiological abnormalities that are
detected and medically labelled as disease or injury. It has an immediate or delayed impact on
impairments, which are defined as functional and structural abnormalities in specific body
systems. Verbrugge (2016) state that such impairments influence the individual's ability to
perform daily activities. Functional limitations are defined as restrictions in an individual’s
ability to perform basic physical actions in daily life, such as reaching up and walking.
Verbrugge (2020), focusing on individuals and their environment, argue that a functional
limitation is an individual ability without reference to requirements in the physical and social
environments; if the environment requires the ability to complete particular actions, a
functional limitation may result in a disability. Therefore, disability is an expression of a
functional limitation in a social environment. It is defined as the gap between expectations to
perform specific activities and ability to fulfil those expectations; that is, the difficulty in

acting in an expected ways in the society (Lowry, 2010; Verbrugge, 2020).
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Figure 7. The disablement process model
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Verbrugge (2020) report that the level and pace of the disablement process are influenced by
both intra- and extra-individual factors. Intra-individual factors are features within
individuals to enhance their functional ability, such as positive changes towards healthy
lifestyles and behaviours. Extra-individual factors are features outside the person to help
them slow down the decline in functional ability, such as medical care and external support.
Following this model, informal care, as a type of extra-individual factor, aims to protect
against potential disability, help older people maintain and restore functional capacity, and
maximise their independence and social involvement (Jette, 2009). With assistance in
conducting basic daily activities, older people are expected to better manage their health and

functional ability.

However, there is a paucity of empirical research testing these theories. Most research
findings come from European countries or the US, and vary according to the methods used,
groups of people under investigation, and sociocultural context. There is few evidences
demonstrating the effect of receiving informal care on older people’s functional ability in
China.

3.4.2 Effects of informal care receipt on mental health of older people

Thoits (2011) proposes that social support protects against mental health problems. Cohen

and Pressman (2004) state that social support may intervene between the stressful event and
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stress reaction by attenuating or preventing a stress appraisal response. Specifically, Uchino
(2009) reasons that the inability of an individual to perform daily activities without help is
often appraised as a highly stressful event. Those who receive social support believe that
others can and will provide necessary assistance to help them complete daily tasks, which
may redefine the potential harm posed by functional limitations, bolster their perceived
ability to cope with daily activities, and prevent the situation from being assessed as highly
stressful. Based on this pathway, Kwag et al. (2011) verify that greater support from family
members in daily activities lowers older people’s stress levels and thus results in fewer

depressive symptoms.

Another pathway between social support and mental health is a sense of control, which refers
to an individual's belief that they have control over their lives, with few perceived constraints
(Pearlin and Schooler, 1978). Older people with functional limitations reportedly experience
reductions in perceived control because they are more likely to encounter difficulties in
performing basic activities (Yang, 2006). Receiving social support ensures that older people
with functional limitations have enough resources to cope with stressful events, thereby
increasing their sense of control (Zhou and Yao, 2020). Pilcher et al. (2016) report

that improving an individual’s sense of control decreases helplessness in the face of adversity
and mitigates depressive symptoms. This mechanism is supported by Lai et al. (2019) and
Schulz and Eden (2016), who provide evidence that social support—by improving
individuals’ sense of control—reduces depressive symptoms and improves subjective well-

being.

A sense of belonging and companionship is another mechanism that links social support to
mental health (Cohen and Wills, 1994). ‘Belonging’ refers to acceptance and inclusion by
others with whom individuals are emotionally attached and whom they view as important or
influential in their lives (Cobb, 1976). Uchino (2004a) state that companionship, a close
corollary of acceptance and inclusion, is defined as having others with whom one can share
social activities. According to Choenarom et al. (2005) and Turner and McLaren (2011),
social support fulfils an individual’s need for affiliation and contact with others, provides the
security that their need will be met by others, and provides a sense of belonging and
companionship. Thomas et al. (2017) and Wakefield et al. (2017) report that a sense of
belonging and companionship is linked to higher levels of life satisfaction and lower levels of

depressive symptoms. Meanwhile, increasing the sense of companionship leads to the
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reduction of loneliness, which is also associated with lower levels of depression and anxiety
(Cacioppo et al., 2010). Thoits (2011) find that social support influences mental health by

providing a sense of belonging and companionship and reducing loneliness.

However, some studies have suggested that social support may have negative consequences
(Reinhardt et al., 2006). Lin and Wu (2011) and Wolff and Agree (2004) find that older
people may become aware of their lack of competence in daily life and overreliance on others
by imagining their own performances through the others’ perspectives, thus threatening their
self-esteem (i.e., general beliefs about their goodness, worth, or competence) and eventually
precipitating depression. Moreover, Kaschowitz and Brandt (2017) demonstrate that
excessive care may overwhelm the positive effects of social support because carers become
increasingly strained, which increases the frequency and intensity of negative interactions
between carers and care recipients, thus causing increased disability and depressive

symptoms.

Notably, research on these negative consequences has emphasised the importance of
considering the sociocultural context. On a broad level, the distinction in sociocultural
context is between more collective and individualistic cultures (Hu and Li, 2018). Lin and
Wu (2011) state that people in most Western countries are influenced by a more
individualistic culture, wherein the primary goal is to be relatively independent. Yang (2006)
find that when older people receive informal care, they develop a stronger sense of
dependence, which can have a negative influence on their health. In contrast, Uchino (2004a)
state that older people in Asian countries may be more likely to view the self as part of a
larger social whole, emphasising the self's interdependence with others. According to Hu and
Li (2018), Chinese older people place greater emphasis on their role in the family than on
their self-esteem. Specifically, the sense of belonging and companionship that comes from
knowing that they are important to their family may be far greater than the depression caused
by a loss of self-esteem. Thus, in comparison to Western countries, social values in China

may provide additional buffering effects when receiving care from families.
Another factor worth consideration is the amount of social support received. Silverstein et al.

(2006) highlight that the protective effect of social support may reach a limit if excessive care

is provided. Particularly, studies have found that carers experience increasing strain by
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executing caregiving responsibilities on a day-to-day basis (Vlachantoni et al., 2013). Such
negative influence may affect the quality of social support, impair their relationship with care
recipients, and increase discomfort and stress in the family (Hu and Li, 2018). Therefore, the

effects of informal care receipt on health require further empirical investigation.

3.4.3 Heterogeneous effects of informal care on health by income

Zwar et al. (2019) place social support in a broader social context, hypothesising that the
relationship between social support and health may differ depending on socioeconomic
status. However, few empirical studies have examined socioeconomic differences in the
effect of social support on health. According to the stress-buffering model, this section
discusses how the effects of informal care receipt on health may differ by income—the key

indicator of socioeconomic status on which this thesis focuses.

According to Thoits (2011), social influence mechanisms may have either protective or
detrimental effects on health depending on the predominant health beliefs and behaviours of
carers. In this thesis, it is assumed that family carers and care recipients share similar levels
of socioeconomic status. Pampel et al. (2011) state that a socioeconomic gradient exists in
health beliefs and behaviours. Socioeconomic status is closely related to key resources—such
as knowledge, money, and privileged social relationships—that can be used to avoid risks or
slow further decline in health. The different abilities of carers from various socioeconomic
groups in possessing and utilising these resources result in a variety of coping abilities and
strategies, which can be provided to older people. In particular, there is evidence that low-
income groups have fewer health-promoting beliefs and behaviour (Mudd et al., 2021). For
example, carers in low-income families are more likely to smoke or drink excessively but are
less likely to buy healthy fresh foods (Kamphuis et al., 2019). Due to their influence, low-
income older people may be exposed to fewer warnings about smoking, poor diet, and lack of
exercise, and thus engage in such health-damaging behaviours. On the contrary, carers in
high-income families exhibit more healthy behaviours and lifestyles, thus potentially

influencing older people to do the same.
Like the social influence mechanism, social control effects can be beneficial or harmful,

depending on the strategy employed by others to regulate people’s behaviour (Thoits, 2011).

Related studies have suggested that carers in low-income families face more stressful events
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in their lives, such as unemployment and marginalisation; in such circumstances making time
to provide care and regulate older people to appropriately adopt health-promoting behaviours
are perceived as stressful events (Beach et al., 2005). Chen and Dong (2011) evince that such
stressful situations are associated with some harmful caregiving behaviours, such

as screaming and yelling, which lowers the quality of informal care in low-income families
and mitigates benefits to older people’s health. By contrast, An (2019) and Ji (2018) find that
carers from high-income families possess more resources and coping strategies, face fewer
stressful events, and thus remind older people to adopt healthy behaviours more gently and

scientifically, thus enhancing the quality of informal care.

In general, older people with lower income are likely to experience more limitations in
functional ability and more severe depressive symptoms, compared to those with higher
income. Even if they receive the same amount and quality of care, their health improvement
might not be noticeable. According to the stress-buffering model, receiving informal care
may have protective effects by slowing down the decline in functional ability and fewer
depressive symptoms. However, there might be income-related inequalities in the protective
effects of informal care. Due to their carer’s lack of knowledge about health and their
behaviour-regulation strategies, low-income older people may be less likely to adopt healthy

behaviours, resulting in a faster decline in health.

3.5 Effects of informal care receipt on health care utilisation of older people
Given their poorer health status, older people with lower income might be more likely to seek
health care. However, informal care may affect the extent to which older people use health
care and it may differ by income. This section discusses the link between informal care and
health care utilisation based on an extension of the canonical Grossman model of health

demand.

3.5.1 Extension of the classic Grossman model of health demand

Grossman (1972) stipulates that there are two reasons why individuals need healthy time:
first, it allows for the enjoyment of good health (consumption benefits); second, it allows
time to be spent on market and non-market activities (investment benefits). The central
proposition of this model is that health is a type of durable capital that produces an output of

healthy time. Individuals assumedly possess a certain level of health stock at birth, which
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depreciates with age; however, they can invest in health to offset the depreciation (Grossman,
1972; Jager, 2017). In particular, health investments are generated by the production function

and its inputs include individuals’ time and market goods, such as health care.

Jacobson (2000) extends the Grossman model in that the family is seen as the producer of
health, implying that each family member is responsible not only for their health but also for
other members’ health. In the classical model, individuals receive both investment and
consumption benefits from investing in their health (Grossman, 1972). According to
Jacobson (2000), this is also valid for investments in other family members’ health. For
example, investment benefits occur because improved family members’ health reduces the
amount of time spent caring for a sick person. Family time available for market work will
thus increase, potentially increasing family income and expanding consumption and

investment opportunities for all family members.

Van Houtven and Norton (2004) further extend this classic model by incorporating informal
caregiving to focus on the older adults’ choice of health care and how it is influenced by the
informal care they receive. In this model, care demands among older adults and those among
the general population depend on similar factors, such as physical ability, cognitive function,
and socioeconomic status. The receipt of informal care may be another important determinant
of health care demand for older adults because it might reduce or increase the utilisation of
health care by influencing older adults’ health. In particular, children generally consider their
parents’ health status when their parents cannot perform daily activities on their own. They
often decide whether to provide informal care and determine the optimal amount of informal
care to provide to maximise the benefits for the whole family. In these circumstances, older
adults may decide to use health care based on the amount of informal care they receive to

meet their health demands.

Following this conceptual framework, informal care receipt may reduce or increase health
care utilisation, and the impact differs depending on the type of health care (Bonsang, 2009;
Van Houtven and Norton, 2004). Specifically, informal carers often provide low-skilled care
to older people, their health demands are partly satisfied, resulting in less probability of
seeking some outpatient care services. For example, assistance in bathing and indoor
transferring prevents older adults from being burned/scalded or accidental falls; assistance in

feeding or preparing meals helps them have a healthier diet and sufficient nutrition; and
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regular monitoring in taking medication helps them better control disease exacerbations.
These positive influences have a feedback effect on their health conditions by protecting
them against health decline, and consequently reducing outpatient care utilisation (Van
Houtven and Norton, 2004).

However, informal care could not reduce the use of some inpatient care that requires higher
level skills and more advanced procedures, such as complex surgeries. Because informal
carers often lack professional skills, when older people require highly qualified and
specialised health care, low-skilled informal care is unable to meet older people’s need, and
professional care is required in some cases. Torbica et al. (2015) provide the evidence that
informal carers act as agents of older people, they are likely to notice the need for high-
skilled care and facilitate the occurrence of high-skilled care by setting up an appointment
and providing transportation. Bolin et al. (2008) find that having an informal carer as an
advocate may improve the quality of care and help older people have a comprehensive
physical examination, thus increasing the length of hospital stay. Informal carers could help
identify errors in medication administration or notify the medical staff more quickly in case
of adverse circumstances. However, there is few empirical studies in China to examine

whether informal care receipt reduces or increases health care.

3.5.2 Heterogeneous effects of informal care receipt on health care

utilisation by income

Grossman (1972) suggest that the effects of informal care receipt on health care utilisation are
not uniform across different subpopulations. However, few theoretical models have provided
evidence of this and examined differences in individuals’ health-related behaviour (e.g., why
different individuals exhibit different health care utilisation). This thesis aims to investigate
the various effects of informal care receipt on health care utilisation among older people from

various income groups.

To understand why the effects of informal care may not be uniform for all older people, it is
useful to return to the pivotal point of this conceptual framework—health demand. In general,
older people with lower income are more likely to have poorer health status than those with
higher income and thus have a higher baseline risk of needing health care. If higher income

people are more likely to receive informal care and the positive health effects of informal

56



care are stronger, there will be a lower level of health demand relative to those with lower
income. In other words, for those with higher income, receiving informal care may reduce the
impairment rates, hospital admission rates, length of hospital stays, and consequently health
care expenditure to a larger extent than for those with lower income. To satisfy unmet health
need, those with a lower income may seek health care more often than those with a higher
income. Thus, receiving informal care may increase the likelihood of using health care

among low-income groups more than among high-income groups.

3.6 Conclusion

This chapter reviews relevant theories and conceptual frameworks for this thesis’s empirical
analysis. Drawing from relevant studies, the definition of informal care is first introduced.
Based on previous literature on inequality (Braveman, 2006; Mackenbach, 2019; Whitehead,
1992), | discuss the concepts of inequality (in health, health care and informal care) while
focusing on potentially avoidable inequality, which is commonly considered unfair, such as
socioeconomic inequalities; thereafter, | introduce different ideological perspectives on
inequalities in health and health care. Following numerous studies, | take the egalitarian
approach and use income as the indicator of socioeconomic status to investigate income-
related inequalities in informal care receipt in this thesis. Subsequently, I introduce the stress-
buffering model (Thoits, 2011) and the disablement process (Verbrugge and Jette, 1994;
Verbrugge, 2020), and discuss the different mechanisms that link informal care to health to
consider the heterogeneous effect of informal care on health by income. Finally, I review the
Grossman model of health demand (Grossman, 1972; Van Houtven and Norton, 2004), and
discuss how the effect of informal care on health care utilisation may differ across income
groups. In the next chapter, | review current evidence on income-related inequalities in
informal care receipt and on the effects of informal care receipt on older people’s health and

health care utilisation.
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Chapter 4. Literature review

4.1 Introduction

This chapter provides a scoping review of the existing literature on socioeconomic
inequalities in LTC utilisation, the effect of receiving informal care on health, and the effect
of receiving informal care on health care utilisation in the US, European countries, China,
and other Asian countries. The first section outlines findings on the distribution of informal
and formal care utilisation across different subpopulations, such as those with different races,
income, and education levels. It summarises the methods used and highlights the limitations
of current evidence. The second section provides a literature review summary on the effect of
receiving informal care on physical and mental health and the diverse impact across different
subpopulations, concluding with research gaps that the current research presented in this
thesis addresses. The third section reviews the literature on the effect of receiving informal
care on health care utilisation and the diverse effect across different subpopulations. The final
section discusses why China provides an interesting context in which to explore inequalities

in informal care.

4.2 Socioeconomic inequalities in LTC utilisation

It is well known that the population is ageing at a rapid pace and the oldest-old population is
growing at a faster rate than any other age group in many countries (WHO, 2015). With the
population living longer and having greater care need due to increased morbidity, it becomes
necessary to understand the demand and supply of LTC. Improving our understanding of the
differences in the demand for LTC is important not only because the population is ageing but
also because the ageing population is becoming increasingly diverse. The main objective of
the WHO LTC series is to develop sustainable and equitable LTC systems (WHO, 2015).

4.2.1 Review of studies in Western countries

Socioeconomic conditions differ in different countries and regions. Many studies in the US
have focused on racial and ethnic inequalities in LTC use, such as inequalities between
Blacks and Whites (Konetzka and Werner, 2009). In general, some studies suggest that
Blacks have less access to nursing home care than Whites despite their poorer health status.
Morrow-Howell and Proctor (1994) and Wallace et al. (1998) use data on 369 older people
discharged from one hospital in Midwest in 1988-1989 and the National Medical
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Expenditure Survey in 1987, respectively, and performed multinomial logit regression
analysis and conclude that Blacks are half as likely as Whites to use a nursing home after
adjusting for risk factors. They explain that racial discrimination is an important factor in the
admission of Blacks to nursing homes. Researchers investigate whether these inequalities
persist over a long period. Based on National Nursing Home Surveys in 1977-1999, Ness et
al. (2004) calculate rates of nursing home use per 1,000 older people and find that the racial
gap is decreasing, with a decrease in rates of nursing home use for Whites but an increase
for Blacks. However, this descriptive method does not account for need-related or other
socioeconomic factors, making it impossible to demonstrate horizontal inequity caused solely
by racial factors. Drawing longitudinal data from the Survey of Assets and Health Dynamics
Among the Oldest Old cohort, Akamigbo and Wolinsky (2007) use hazard models to show
that the racial gap in nursing home replacement remains over the 11-year period but is
narrowing. One possible explanation for this change is the increased availability of nursing
home beds and facilities in Black communities and the substitution of formal home care for
nursing homes among Whites. However, other studies report contradictory results. White-
Means and Rubin (2004) and Webster et al. (2004) find that after controlling for need-related
and other socioeconomic factors, Blacks are less likely to use nursing home care but more

likely to use formal home care than Whites.

Instead of focusing on racial and ethnic inequalities, studies in European countries pay more
attention to older people’s education levels, income, and between-country differences in LTC
utilisation. Educational level is considered an indicator of socioeconomic status and may also
capture cognitive resources and skills that are useful in enhancing individuals’ ability to
choose care services (Van Broese Groenou and Van Tilburg, 2003). Studies suggest

that higher education translates into more supportive non-kin support in older age. Using data
from the Survey of Health, Ageing, and Retirement in Europe, Haberkern and Szydlik (2010)
find that after controlling for individual characteristics, family structures, welfare state
institutions, and cultural norms, the higher the educational level, the higher the probability of
accessing formal home care services and the lower the probability of receiving informal

care in 11 European countries. Using concentration indices, Garcia-gémez et al. (2015) and
Lera et al. (2021) discover the same pattern for Spain. They argue that better educated people
are more aware of their rights and entitlements to formal care, better able to assert them, and
more likely to be able to afford the high cost of formal care. However, using population-

averaged logit models, Albertini and Pavolini (2017) find that an individual’s educational
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level plays a limited role in LTC utilisation in Germany and France. They argue that micro-
level social mechanisms regulating access to LTC vary across countries, and the role of

socioeconomic factors should be considered separately for each country.

Income captures financial resources and influences individuals’ ability to purchase formal
care (Rodrigues et al., 2018). There are two common methods for investigating income
gradients in LTC use: logistic models and concentration indices. Most studies have shown a
pro-rich distribution of formal care. Based on nationally representative cross-sectional data in
Finland, Blomgren et al. (2008) use logistic regression models to identify a positive
relationship between higher income and greater use of formal care services in a well-
developed welfare state. Based on data from the fourth wave of the English Longitudinal
Study of Ageing, Vlachantoni et al. (2015) use logistic regression models and find a

positive association between income and formal care use in England. Drawing longitudinal
data from the Survey of Health, Ageing, and Retirement in Europe, Albertini and Pavolini
(2017) use populat