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ABSTRACT

China confronts severe aging challenges, with Huang Gang City
exemplifying pressing regional implications. By 2022, China’s population aged 60+
and 65+ reached 280 million (19.8%) and 210 million (14.9%), respectively, projected
to peak at 487 million (35%) by 2053. Huang Gang saw its 60+ cohort surge by 51.6%
(2010-2020), reaching 918,500 (15.61% of population), driven by falling birth rates and
eroding traditional family care structures. Rising empty-nest households intensify
demands for elderly services.

While Huang Gang has expanded care infrastructure and policy support,
systemic gaps persist: insufficient nursing beds (especially specialized units),
fragmented Community care, and urban-rural service inequities. Current investments
inadequately address quality inconsistencies and supply-demand imbalances in the
underdeveloped care market.

With deep aging anticipated within 10-15 years, Huang Gang must
prioritize integrated institutional-community care models, equitable rural service
allocation, and market-stimulating policies. Addressing these challenges is critical to
ensuring socioeconomic stability amid unprecedented demographic shifts.

Keyword : Long-term care services, supply, demand, population aging, elderly
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CHAPTER I
BACKGROUND

1.1 Background

The passage of time is irreversible, and aging is an inevitable aspect of human
life. Currently, global societal aging is a profound and irreversible trend, with China
emerging as both the country with the largest elderly population and one of the fastest

aging nations worldwide (United Nations, 2022).

As reported by the National Bureau of Statistics (2023), as of late 2022,
China's populace aged sixty years and above had reached 280 million individuals,
accounting for 19.8% of the total population. Within this group, 210 million were aged
sixty-five or older, constituting 14.9% of the entire populace. Projections from the
National Health Commission (2023) indicate that by 2033, China's elderly
demographic will exceed 400 million, representing a quarter of the population, and is
anticipated to peak at 487 million by 2053, comprising over one-third of the population
(Province, 2019).

Addressing the challenges posed by population aging and comprehending the
ramifications of demographic shifts for societal dynamics are imperative endeavors
(World Health Organization [WHO], 2021). Presently, China has entered a phase of
demographic aging marked by a rapid and substantial surge in its elderly populace.
Unlike developed nations that have grappled with aging societies for an extended
duration, China confronts formidable obstacles in mitigating the repercussions of its

burgeoning elderly cohort (Bloom et al., 2020).
Demand and Supply of Elderly Care in Huang Gang City

In Huang Gang City, the demand for elderly care services is multifaceted,
encompassing Family care, Community care, and institutional care (Chen & Ye,

2022).

1. Family care: Family care has traditionally served as the primary elderly
support mechanism. However, shrinking family sizes and the prevalence of dual-
income households have drastically reduced families’ caregiving capacity (Zhang et

al., 2021). Adult children increasingly face challenges balancing work, childcare, and



eldercare responsibilities, resulting in declining care quality and unmet elderly needs
(Liangbo & Ju, 2018). This systemic supply-demand mismatch underscores a critical
gap: existing family-based care structures are insufficient to meet escalating demands,
necessitating urgent policy and institutional interventions to address the widening

imbalance.

2. Community care: Community care services — including day-care centers and
home-visiting programs — are gaining prominence as alternatives to diminishing
family care capacity (Liu & Sun, 2023). While these initiatives enable aging in place
and reduce institutional reliance, Huang Gang City’s community care infrastructure
remains severely underdeveloped, with constrained coverage and resource shortages
failing to match escalating demand (Xun et al., 2020). This acute supply-demand gap
highlights systemic inadequacies: existing community-based services cannot
sustainably address the surging needs of the elderly population, necessitating targeted

investments to expand accessibility and operational capacity.

3. Institutional care: including nursing homes and elderly care facilities, plays
a vital role in providing specialized medical and daily living support for seniors (Wang
& Li, 2022). However, Huang Gang City confronts persistent systemic gaps: a critical
shortage of nursing beds, uneven geographic distribution of facilities, and stark urban-
rural disparities in service quality (Hui et al., 2018). Compounding these issues, the
low proportion of specialized nursing beds and the elderly population’s constrained
purchasing power hinder market growth (Zhou, 2023). This entrenched supply-
demand imbalance underscores a structural deficit: institutional care capacity falls
severely short of escalating needs, leaving a significant portion of the aging population
without adequate access to essential services. Addressing this gap requires urgent
expansion of infrastructure, equitable resource allocation, and policy-driven
affordability measures. Current Status and Challenges of Elderly Care in Huang Gang
City

The aging of Huang Gang City's population is accelerating due to declining
fertility rates, increasing life expectancy, and outmigration of younger populations
(National Bureau of Statistics, 2023). Between 2010 and 2020, the number of
permanent residents aged 60 and older grew from 605,800 to 918,500—a 51.6%



increase—raising the elderly share of the population from 9.83% to 15.61% (Liangbo
& Ju, 2018).

Despite policy efforts, the city faces critical challenges:

Mismatch between demand and supply: The rapid growth of the elderly population

has outpaced care service development (Yang et al., 2021).

Insufficient community and institutional care: Community services lack coverage

depth, while institutional care suffers from quantity and quality deficits (Hu, 2022).

Declining family care capacity: Smaller households and changing lifestyles

have eroded traditional family support systems (Shuangjia & Xiaojuan, 2021).

1.2 Research question
Under the background of aging population in Huang Gang, what is the
preference of the elderly in Huang Gang for home care, community care and

institutional care?

1.3 Research objectives
This study aims to identify optimized service approaches and establish a

sustainable long-term care system.

Objectives of the study were:

1) To investigate the characteristics of the supply and demand relationship for

long-term care services in home-based care, community care, and institutional care;

2) To explore the associated factors for long-term care services in home-based

care, community care, and institutional care of the elderly in Huang Gang City

1.4 Scope of Research
1.4.1 Scope of Population

The research is divided into two phases:

Phase 1: This phase employs a mixed-methods approach to investigate the
supply-demand relationship of elderly care services (family-based, community-based,

and institutional care) in Huang Gang City.



The study population includes:384 elderly residents (aged 60+) from 4
representative communities (Nanhu, Dadi, Qingzhuanhu, Kaifaqu) for quantitative
analysis 18 elderly individuals with diverse family structures (5 living alone, 6

cohabiting with children, 7 in institutions) for qualitative interviews

Phase 2:
Focuses on policy intervention evaluation using data from the 2022 "Huang
Gang Elderly Care Demand Survey" (n=17). A quasi-experimental design had been

assessed the impact of proposed solutions.
1.4.2 Scope of Contents
The study examines:
Demand Assessment:
Family care: Traditional preferences vs. shrinking caregiver pools

Community care: Service utilization gaps (30% unmet needs in

medical/spiritual services)
Institutional care: Cultural barriers and low acceptance rates
Supply Evaluation:
Family care: Declining intergenerational support capacity
Community care: Resource imbalances (only 0.96 beds/100 elderly)
Institutional care: 21% bed vacancy rate despite adequate facilities
1.4.3 Scope of Research Setting
Phase 1: 1communities + 2nursing homes in Huang Gang
Phase 2: Municipal Civil Affairs Bureau databases
1.4.4 Scope of Study Period

In phase I, the research conduction will start from November. 2024 to
March.2025
In phase 11, this research conduction will start from March. 2025 to April 2025



1.5 Operational definition

1.5.1 Long-Term Care (LTC)

Long-term care refers to comprehensive and continuous services provided to
individuals with impaired abilities in Activities of Daily Living (ADLs) or
Instrumental Activities of Daily Living (IADLs) due to chronic illness, disability, or
aging. Its primary goal is to maintain or improve their quality of life and independence.
The target population includes individuals with physical or mental dysfunction (e.g.,
elderly or disabled individuals), and services encompass basic daily assistance,
medical rehabilitation, and social participation support (OECD, 2005). LTC can be
categorized into formal care (provided by professional institutions or communities)
and informal care (provided by family members or relatives), with service duration
typically lasting at least six months (World Health Organization [WHO], 2000; Kane,
1987).

1.5.2 Long-Term Care Demand

Long-term care demand refers to the need for continuous nursing services
among individuals who rely on others for daily activities due to physical or cognitive
impairments. This demand typically arises from aging, chronic diseases, or accidents
and is assessed based on the severity of ADLs/IADLs limitations, cognitive decline,
and gaps in social support (Zhang et al., 1995). For instance, the OECD (2005)
emphasizes that the core of demand lies in "basic life support for individuals with
dysfunction," while WHO (2000) further incorporates psychological comfort into the
scope of demand.

1.5.3 Long-Term Care Supply

Long-term care supply refers to the system of resources and services designed
to meet the needs of individuals with functional impairments, including formal supply
(e.g., professional institutions, community service centers) and informal supply (e.g.,
family caregiving). The content of supply covers daily living assistance, medical
rehabilitation, and emotional support, with effectiveness depending on the equity and
accessibility of resource allocation (Wang, 2013). The OECD (2005) distinguishes
between "technical nursing" and "non-technical care" in supply, while Kane (1987)

highlights the central role of professional services.



1.5.4 Family care

Family care is an informal caregiving model where primary caregivers are
family members (e.g., spouses, children). Services focus on basic daily assistance and
emotional companionship. Its advantages include low cost and cultural compatibility,
but quality may suffer due to caregivers’ lack of professional skills (WHO, 2000). In
China, Family care is often integrated with home-based care, forming a "family-

community" collaborative model (Wang, 2013).
1.5.5 Community care

Community care refers to professional care services anchored in local
communities, including daytime care, health monitoring, and rehabilitation support.
Its core philosophy is "aging in place," leveraging community resources to supplement
the limitations of family care (OECD, 2005). For example, community care centers in
China provide meal services and basic medical care, though coverage remains

inadequate (Zhang et al., 1995).
1.5.6 Institutional Care

Institutional care involves centralized care services provided by professional
facilities, targeting elderly individuals with high dependency levels or lacking family
support. While it offers professional services, its high cost and emotional detachment
may reduce acceptance (WHO, 2000). Wang (2013) notes that institutional care is
more prevalent in major eastern cities but requires policy support in smaller urban

areas.

1.6 Expected benefits of research
Through this study, the elderly care services in Huang Gang City are expected

to achieve the following benefits:

This study aims to enhance the quality of elderly care services, optimize
resource allocation, and reduce the social burden of aging in Huang Gang City,
thereby promoting the sustainable development of the elderly care system.

1. Enhancing the Quality of Elderly Care Services

2. Optimizing Resource Allocation



3. Reducing the Social Burden of Elderly Care

4. Long-Term Significance

This study will contribute to the scientific, intelligent, and sustainable
development of elderly care services. By fostering the integration of home-based,
community-based, and institutional care, the research aims to provide high-quality,

equitable, and affordable care solutions for the growing aging population.



CHAPTER 11
LITERATURE REVIEW

This study aims to analyze the causes of difficulties and imbalances in the

demand and supply of elderly care services in Huang Gang City.
Research Framework:

The study reviews relevant literature, concepts, theories, and related

research as follows:
2.1 Theoretical Basis
2.2 Literature Review
2.3 Current Status of Long-Term Care Services in Huang Gang City

2.4 Research on the Supply Entities of Long-Term Care Services in Huang
Gang City

2.5 Evaluation and Analysis of Long-Term Care Service Models in Huang

Gang City

2.6 Strategies for Balancing Supply and Demand of Long-Term Care Services
in Huang Gang City

2.7 Research on Support Systems for Long-Term Care Services in Huang

Gang City

2.8 Discussion on the Institutional Framework of Long-Term Care in Huang

Gang City

2.9 Current Situation of Elderly Long-Term Care Services in Huang Gang

City
2.10 International Experiences

2.11 Conceptual Framework of the Study



2.1 Theoretical Basis--Hierarchy of needs theory

Maslow, an American psychologist, put forward the "hierarchy of Needs
theory" in 1943, which elaborated the hierarchy of needs and the basic law of
development and change for us. According to the theory, human needs are hierarchical,
and according to their importance and order of occurrence, they develop from lower
needs to higher needs in a trapezoidal state. The basic structure of the hierarchy of
needs includes five aspects: physiological needs, safety needs, social needs, respect

needs and self-actualization needs.

To provide sustainable and effective long-term care services, we must first
identify the various needs that the elderly have shown, and predict their upcoming or
not yet expressed inner needs according to this demand trend, and then create supply
conditions to meet their needs. From the perspective of long-term care service content,
each supplier should not only understand their daily life care and other material basic
needs; On the other hand, in view of the inner needs of the elderly for spiritual
comfort, in the process of providing material services, we should attach importance to
the construction of their social relationship network, help them build online and
offline platforms, and constantly enhance the contact between the elderly and these
important network members. In order to better meet their inner spiritual needs and

realize the effective promotion of active and healthy aging process.

2.2 Literature Review

2.2.1 Research on the Demand for Long-Term Care Services in Huang Gang

Scholars have examined the long-term care needs of elderly populations from
both macro and micro perspectives, focusing on analyzing the current status and scale
of demand within entire societies or specific regions. As population aging continues to
advance, the demand for long-term care among the elderly has shown a substantial

and steadily increasing trend.

Several studies have specifically investigated the long-term care needs of
elderly populations in Huang Gang City. Yin and Du (2012) utilized survey data from
Huang Gang, examining functionally impaired elderly individuals and categorizing

their care needs based on physical functional status. Their findings revealed that the
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majority of elderly in Huang Gang experience functional limitations, with personal

long-term care needs demonstrating continuous growth.

Li and Yuan (2015) conducted a community-based study in Huang Gang,
assessing self-care capacity to evaluate long-term care needs. They reported that
16.1% of Huang Gang's elderly population cannot achieve complete self-sufficiency,
with physical health and economic conditions being primary determinants of care

needs.

Liu et al. (2016) administered stratified questionnaires to 3,600 elderly
residents (aged 60+) in Huang Gang, documenting increasing overall demand and
more sophisticated levels of required care services. Wang and Jin (2017) conducted
interview-based research in Huang Gang communities, identifying substantial and
diverse long-term care needs among local elderly populations, finding that
intergenerational support capacity significantly influences care choices alongside

health and economic factors.

Liu, Feng, and Wang (2016) applied Maslow's hierarchy of needs theory to
investigate disabled elderly in Huang Gang. Their field research indicated that long-
term care demand levels in Huang Gang lag behind national averages and more
developed regions, suggesting that local economic development and uneven resource

allocation constrain care expectations.

Yuan and Chen (2019) analyzed 2020 CLHLS data specific to Huang Gang's
low-income elderly population, discovering greater unmet long-term care needs
among this demographic compared to higher-income groups. Financial constraints
create a vicious cycle where inadequate care provision exacerbates health

deterioration.

Jiang, Yu, and Liu (2019) synthesized domestic and international research on
disabled elderly populations, confirming accelerating aging trends in Huang Gang
with corresponding increases in both disabled elderly populations and long-term care

demands.
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2.2.2 Research on the Willingness to Choose Long-Term Care Service Models Among
the Elderly in Huang Gang City

Domestic studies on the willingness of elderly individuals in Huang Gang City
to choose elderly care models primarily focus on personal characteristics (gender, age,
education level, health status, personal income, etc.), family characteristics (children's
situation, intergenerational support, etc.), and social characteristics (social support
networks, community-based elderly care resources, etc.) (Huang Gang Municipal
Health Commission, 2023; Huang Gang Civil Affairs Bureau, 2020). According to
the 2021 Survey Report on Elderly Care Needs in Huang Gang City, approximately
75% of elderly individuals prefer home-based care due to the influence of traditional
filial piety culture, with the proportion rising to 82% in rural areas (Huang Gang

Office on Aging, 2021).

A research team from Huang Gang Normal University (2022) conducted a
survey on long-term care needs among the elderly in Huang Gang’s three urban
districts and seven counties. The findings revealed a negative correlation between
education level and care demand, with elderly individuals who had attained junior
high school education or higher being significantly more likely to choose institutional
care (18.7%) compared to those with only primary education or less (9.3%). Data from
the Huang Gang Municipal Health Commission (2023) on chronic disease monitoring
indicated that elderly individuals suffering from two or more chronic diseases had a

2.3 times higher demand for professional care than their healthier counterparts.

Regarding family factors; a study by the Huang Gang Civil Affairs Bureau
(2020) on the elderly care service system noted that, with the trend toward smaller
family structures, the proportion of urban empty-nest elderly choosing community-
based daycare centers increased by an average of 12% annually. A 2022 sampling
survey by the Huang Gang Municipal Bureau of Statistics found that only 43% of
rural left-behind elderly—whose adult children had migrated for work—received

regular financial support, significantly influencing their choice of care models.

In terms of social support, the Evaluation Report on Huang Gang’s 14th Five-

Year Plan for Elderly Care Services (2023) demonstrated that for every 10% increase
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in the coverage rate of community-embedded elderly care facilities, willingness to
choose home- and Community care among local elderly individuals rose by 7.8
percentage points. Notably, a 2023 questionnaire survey by the Huang Gang Office on
Aging found that awareness of smart elderly care services was significantly higher
among urban elderly (61.5%) than among their rural counterparts (28.9%), reflecting a
digital divide that leads to pronounced disparities in access to care resources between

urban and rural elderly populations.
2.2.3 Long-Term Care Service Selection Behavior in Huang Gang City

The physical health status of elderly individuals serves as the foundation for
their selection of care services. Particularly for Alzheimer's disease patients, who
constitute one of the most critical service recipients in long-term care, aspects such as
quality of nursing services, hospice care, service satisfaction among patients and their
families, work satisfaction of nursing staff, mental health, and psychological
interventions have consistently been focal points in academic research (Sloane, 2005;
Parmelee et al., 2013). Sloane (2005) employed the Quality of Life in Dementia
(QOL-D) scale to assess the quality of life in patients with Alzheimer's disease and
related dementias, evaluating cognitive function, activities of daily living (ADL),
depressive symptoms, agitated behaviors, and pain symptoms. Parmelee et al. (2013)
discovered that psychological states such as depression and sadness among elderly
individuals in care institutions significantly influenced their daily perception of
physical pain. Kamo et al. (2020) demonstrated that adequate nutritional support in
long-term care environments facilitates the maintenance of various physical functions

among the elderly.

The other dimension of elderly care—nursing staff—has also been extensively
studied. Schulz (2004) found that institutional care could alleviate depression and
anxiety among home caregivers. Sung's (2010) survey research identified salary and
benefits, relationships with patients, work environment, training opportunities, and job
satisfaction as factors influencing career choices among care workers. Zimmerman
(2005) emphasized that improving welfare benefits, providing regular in-service
training, and psychological interventions for nursing staff help mitigate work pressure

and psychological burdens.



13

The utilization of long-term care resources by the elderly serves as an
important indicator for measuring regional long-term care needs. Tokunaga et al.
(2015) identified economic capacity—payment ability—as the dominant factor
influencing service utilization. Meijer (2015) observed a declining trend in institutional
care utilization alongside an increasing trend in home-based care services. Van et al.
(2015) proposed that institutional caregivers should pay attention to spiritual care
while providing nursing services. Comart et al. (2013) suggested that appropriate
palliative care counseling services could enhance the utilization rate of long-term care

services among the elderly.

Effective development and management of long-term care personnel constitute
crucial components in building a long-term care service system. Kiljunen (2016)
proposed a quality model for institutional caregivers. Wan (2003) demonstrated the
positive impact of rational staffing and professional knowledge on care quality.
Mennicken (2013) found a significant positive correlation between caregiver
compensation levels and quality of care. Radford's (2015) research indicated that
supervisor support, organizational commitment, and career advancement pathways
positively influence retention intentions. Probst (2010) highlighted the importance of

effective organizational management in improving employee satisfaction.

Research conducted in Huang Gang City reveals that current long-term care
needs among the elderly exhibit multi-level and diversified characteristics. Lei and
Wang (2019) found that urban elderly in Huang Gang demonstrated significantly
higher demands for specialized and diversified long-term care services compared to
their rural counterparts. Sun and Wang (2013) noted that elderly residents primarily
required daily living assistance, with growing demands for spiritual comfort. Cai and
Zhang et al. (2019) reported that 60% of elderly individuals preferred receiving long-
term care services at home. Song and Liu et al. (2021) identified medical rehabilitation

needs, health status, and other factors as influencing care service selection.

Tian and Xiao (2019) discovered that home-based elderly in Huang Gang had
the most urgent demands for healthcare services. Zhang and Hu (2017) identified

significant supply-demand mismatches in community-based elderly care services.
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Zhao (2021) found similar supply-demand dislocations in institutional care settings,

with room for quality improvement in services provided

2.3 Current Status of Long-Term Care Services in Huang Gang City
International scholars generally categorize long-term care service models
into formal care and informal care. Tennstedt (2011) defines informal care as unpaid
caregiving provided by family members or friends within the household or community.
According to the Organisation for Economic Co-operation and Development (OECD,
2013), countries such as the United Kingdom, Germany, the United States, and
Sweden have been striving to ensure that elderly individuals with disabilities can
receive care at home for as long as possible, making home-based care the predominant
model in many nations. Abel (2013) further elaborates that formal care refers to paid
services delivered by licensed professionals or trained caregivers in nursing homes or
specialized care institutions. In terms of target populations, most long-term care
facilities primarily serve elderly individuals with physical or cognitive impairments.
Regarding cost structures, institutional care in Western countries is predominantly
privatized, resulting in high expenses and significant financial burdens on the elderly.
To mitigate social inequities, Lipson et al. (2004) note that government subsidies for
institutional care account for over 90% of public expenditure on long-term elderly
care, with additional financial support directed toward home-based and community
care initiatives. Lim et al. (2017) advocate for enhanced community infrastructure to
provide post-discharge care support, addressing the practical needs of long-term

elderly care.

In the Chinese context, Zhao Huaijuan and Liu Haigen (2016) analyze the state
of long-term care services from a public goods perspective, highlighting ambiguous
supply responsibilities, insufficiently detailed service content, and weak public
support platforms. Zou Hua (2019) compares the long-term care service systems
of Huang Gang City with those of developed nations, identifying deficiencies
in funding mechanisms and policy safeguards, which hinder the full realization of the
social functions of long-term care services in Huang Gang. Lei Xiansheng (2020)
examines the diversity of care recipients, supply-demand mismatches, and inadequate

government financial support in Huang Gang, proposing a multi-stakeholder
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integration approach involving the government, society, families, and market forces to

promote sustainable development.

Wang Xia (2022) analyzes the policy landscape and existing challenges of
long-term care services in Huang Gang City based on national eldercare facility
survey data, revealing that home-based care remains the preferred choice for the
elderly, while institutional and Community care services exhibit high demand but low
utilization rates. Xu Meiling and Li Heping (2022) investigate quantitative and
structural imbalances in supply and demand, identifying contradictions in institutional,
community, and home-based care models in Huang Gang. Zhao Yunyun (2019)
underscores the persistent challenges in Huang Gang’s long-term care services,
including insufficient service providers, poor coordination mechanisms, and shortages
of professional caregivers, exacerbated by rapid population aging. Sun Juan and Wu
Haichao (2019) similarly emphasize constraints stemming from limited human,

material, and financial resources in Huang Gang’s long-term care sector.

Zhai Wenya and Lu Xiang (2019) focus on elderly care institutions in Huang
Gang, uncovering issues such as supply-demand mismatches, uneven regional
resource distribution, underdeveloped professional care teams, and imperfect internal
management systems. Hui Wen (2020) conducts a case study of a Huang Gang
community, demonstrating that societal caregiving capacity falls far short of actual
elderly care needs. Hu Yaoling and Zhang Miaomiao (2018) propose strategies to
address supply-demand imbalances, advocating for socialized service provision,
professionalized caregiving personnel, and diversified recruitment channels. Zhu
Fengmei (2019) suggests that Huang Gang could draw on international best practices
by introducing a long-term care insurance system to optimize resource allocation and

reconcile stakeholder interests.

2.4 Research on the Supply Entities of Long-Term Care Services in Huang Gang
City

With the increasing prevalence of long-term care services and deepening
research content, domestic and foreign scholars have conducted extensive discussions
on the relationships between supply subjects. International studies indicate that formal

and informal care exhibit complementary relationships (Lena et al., 2003). The welfare
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pluralism theory suggests that the multi-subject system composed of government,
market and non-profit organizations improves service efficiency through competition
(Blomqvist, 2004). The participation of non-profit organizations is particularly
important for system construction (Johanson, 1987; Walker, 1989), while the

responsibilities of various subjects require specific definition (Pandey, 2002).

Domestic research shows that perceptions of eldercare responsibility in Huang
Gang are undergoing transformation. Survey data indicates that although filial care
remains dominant, it shows a declining trend (Zhang, 2018), while social acceptance
of institutional care continues to rise (An, 2020). Notably, long-term care services in
Huang Gang have demonstrated a defamilization trend (Wang, 2018), consistent with
the national trend of diversified eldercare concepts (Zhu & Ouyang, 2019). Studies
recommend establishing a government-led, multi-subject collaborative supply model

(Ren & He, 2019).

2.5 Evaluation and Analysis of Long-Term Care Service Models in Huang Gang
City

Foreign scholars have classified long-term care service models into three types
based on service settings: home care, community care, and institutional care. These
models differ in terms of service content, payment methods, staffing configurations,

as well as the demographic characteristics and health status of service recipients.

Howes (2009) studied the U.S. long-term care system, detailing its definition,
target population, funding sources, and labor supply. The research highlighted
women's crucial role in Family care and proposed improving caregivers' wages and
welfare benefits while safeguarding their social rights to ensure sustainable service
provision (Howes, 2009). Kaye (2010) similarly examined long-term care approaches
for older Americans, categorizing them into paid and unpaid care. Community-based
paid care is primarily funded by Medicaid or Medicare, while institutional care relies
on Medicaid plus out-of-pocket payments (Kaye, 2010). Carrier (2016) noted that UK
healthcare policy emphasizes primary healthcare in Family care and community
nursing environments, recommending enhanced self-health management and disease

prevention among older adults to optimize care resource utilization (Carrier, 2016).
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Chinese scholars Zhang Guangli and Ma Wenwen (2022) compared the
strengths and weaknesses of home-based care, commercial long-term care insurance,
and government-guaranteed models in Huang Gang. They advocated developing a
sustainable social insurance-based long-term care model tailored to China’s aging
population and older adults” actual needs (Zhang & Ma, 2022). Zhang Zhixiong, Chen
Yan, and Sun Jianguo (2022) observed that domestic research on long-term care
models remains theoretical, lacking empirical support and overlooking care recipients’
subjective needs (Zhang et al., 2022). Zhang Yunying and Hu Xiaoyue (2020),
through a review of literature (2002-2015), identified issues in Huang Gang’s long-
term care system, including insufficient top-level design and low specialization (Zhang
& Hu, 2020). Chen Hui and Liu Jin (2022) analyzed the construction of a multi-pillar
long-term care model from institutional and operational perspectives (Chen & Liu,

2022).

Against the backdrop of healthy aging, Meng Yingying (2021) argued that
the "integrated medical and elderly care" model could alleviate older adults’ pressing
healthcare demands while leveraging medical resources to train eldercare professionals
(Meng, 2021). Liu Huanming (2020) proposed a tiered care model tailored to
the varying dependency levels of disabled and cognitively impaired older adults,
optimizing societal resource allocation (Liu, 2020). Zhou Pingmei and Yuan Xin
(2021) emphasized strengthening community and institutional participation in long-
term care systems amid declining fertility rates and rapid aging (Zhou & Yuan, 2021).
Chen Jihua (2020) demonstrated the viability of "time banking"—a mutual-aid model
using deferred labor exchange and intergenerational support—to address workforce
shortages (Chen, 2020). Scholars also explored emerging smart-eldercare models
like "tourism + care," home equity release, and migratory bird-style care to develop

sustainable systems suited to China’s context.

2.6 Strategies for Balancing Supply and Demand of Long-Term Care Services in
Huang Gang City

This study on supply-demand balance strategies for long-term care services in
Huang Gang City requires the construction of a systematic solution from three

dimensions: institutional design, service provision, and policy safeguards. At the
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institutional level, a multi-tiered financing mechanism should be established, drawing
on the experience of long-term care insurance systems in Germany and Japan (Chen &
Xu, 2013). A "government-led, socially shared" model should be adopted, with tiered
premium subsidies for low-income groups (Chen & Fan, 2021). Additionally, a
Markov multi-state transition model should be employed to accurately assess care
needs and set a baseline contribution rate of 1.2%—1.5% of total wages (Hailong,

2022).

In terms of service provision, medical and elderly care resources should be
integrated by promoting the development of a "15-minute elderly care service circle"
(Zhang et al., 2019) and transforming medical institutions (Wang & Wang, 2022). For
rural areas, innovative approaches such as a bundled "land-for-pension + long-term

care insurance" mechanism should be implemented (Luo et al., 2019).

The policy safeguard system should incorporate long-term care into the
framework of social insurance laws (Chen, 2018), establish cross-departmental
coordination agencies, and introduce third-party quality evaluation mechanisms.
These three dimensions of strategies are mutually reinforcing, combining quantitative
measurement and qualitative analysis to form a comprehensive solution for balancing
supply and demand. This provides both theoretical foundations and practical pathways
for Huang Gang City to address the challenges of population aging. Future research
could further explore caregiver training and market incentive mechanisms to enhance

the sustainable development of the long-term care service system.

2.7 Research on Support Systems for Long-Term Care Services in Huang Gang
City

In recent years, with the intensification of population aging in China, the
demand and supply issues in elderly care have become increasingly prominent. As a
typical aging city, Huang Gang's optimization and development of its elderly care
system hold significant practical importance. International scholars have implemented
a series of innovative practices to enhance the management efficiency of elderly care
institutions, improve long-term care models, meet the evolving needs of the elderly,
and expand the pool of caregiving professionals. These practices mainly focus on

optimizing the career development paths of caregivers, strengthening leadership team
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development, and deepening the application of information and communication

technology (ICT) in elderly care institutions.

First, the professional growth and development of institutional elderly
caregivers should be emphasized. Elderly individuals often face language
communication barriers and behavioral orientation disorders, making caregiving work
particularly complex and demanding. Currently, the supply of caregivers is primarily
challenged by high turnover rates and recruitment difficulties. Therefore, optimizing
career development paths and improving job stability are crucial. Brannon et al.
(2015) evaluated the LEAP (Learn, Empower, Achieve, Progress) long-term care
workforce development program, which provided a six-week (18-hour) job training
for nursing managers to cultivate leadership skills, caregiving role models, and team-
building abilities. Simultaneously, a seven-week (14-hour) career development
workshop was designed for nursing assistants, validating the positive impact of
leadership effectiveness, job empowerment, and organizational support on job

satisfaction among caregivers.

Domestically, to alleviate the shortage of elderly caregivers in Huang Gang,
professional training for existing caregivers should be strengthened, and more highly
qualified personnel should be attracted to the industry. Drawing on the recruitment
program developed by the Indiana University Center on Aging Research, Huang Gang
could adopt the Multiple Mini-Interview (MMI) model, simulating caregiving
scenarios to assess applicants' immediate response capabilities, thereby precisely

selecting caregivers who meet job requirements (Cottingham et al.; 2019).

Second, an effective leadership team should be established to manage and
support employees. High-quality elderly care services rely not only on frontline
caregivers' professional skills but also on institutional leaders' operational planning
and management (Koren,2020). Stanyon ¢t al. (2016) emphasized that leaders play a
core role in shaping organizational culture, supporting employees, and operating
institutions. Carder (2017) found that while certification requirements for elderly care
institution managers vary across U.S. states, they all require professional certification
and a certain number of continuing education hours. Additionally, managers of elderly

care institutions must possess interpersonal skills, clinical skills, organizational skills,
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and management skills, covering areas such as communication, conflict resolution,

clinical practice, strategic planning, regulatory compliance, and financial management.

Considering Huang Gang's actual situation, it is recommended to establish a
standardized training system for elderly care institution managers to enhance their
comprehensive management capabilities. Furthermore, borrowing from U.S. nursing
home management standards, it is advisable to require elderly care institution
managers to hold relevant qualifications and undergo regular training to ensure they
have the scientific management skills necessary for a rapidly evolving elderly care

environment.

Third, a person-centered information collection and management system
should be established. Elderly care institutions should integrate a "person-centered"
care philosophy into their caregiver management practices, paying attention not only
to the needs of the elderly but also to caregivers' work experiences. Kolanowski et al.
(2018) found that traditional caregiving information transmission methods rely heavily
on paper records or verbal communication, which have issues such as poor timeliness
and inconvenient storage, whereas electronic information management systems can

significantly improve caregiving efficiency.

In Huang Gang's elderly care institutions, establishing a networked caregiving
information platform can help caregivers access critical patient care plans and lifestyle
habits while facilitating communication between caregivers, supervisors, and patients
(Gryndahl, 2017). Additionally, the international QAPI (Quality Assurance and
Performance Improvement) program proposed that providing continuing education,
team collaboration, and organizational interaction platforms can continuously improve
caregiving quality (2018). Huang Gang can adopt this model, utilizing information
technology to optimize the caregiving quality assessment system and improving

caregiving plans and training mechanisms based on data feedback.

In conclusion, to optimize Huang Gang’s elderly care system, it is essential to
draw on international best practices and focus on three key aspects: the career
development of caregivers, the establishment of a professional management team, and

the optimization of information management systems. By enhancing caregivers' career



21

growth paths, establishing a standardized management team, and promoting digital
management, elderly care quality can be effectively improved to meet the growing

needs of the aging population.

2.8 Institutional Framework of Long-Term Care in Huang Gang City

Based on the analysis of existing long-term care models and their problems,
domestic scholars have proposed countermeasures to improve these models. Lu Yicai
and Chen Shaojun (2018) focused on the unique urban-rural dual structure of Huang
Gang, addressing the long-term care issues of rural elderly people in the process of
urbanization. From the perspectives of institutions, society, and family, they proposed
specific countermeasures such as life services, medical security, and spiritual comfort.
Ye Zhufa and Yang Yiyong (2022) studied urban elderly people, discussing their
social security and health conditions. They pointed out that, given the prevailing trend
of home-based care, it is necessary to significantly enhance social recognition of

community and institutional elderly care to optimize resource allocation.

Huang Jiahao and Meng Fang (2021) examined the necessity of the "integrated
medical and elderly care" model from a holistic perspective of Huang Gang, given the
intensifying aging population and increasing demand for long-term care. They
addressed issues such as unclear responsibility and limited service offerings,
suggesting that defining the roles of service providers and refining service content
would enhance service quality. Li Zengfang, Yang Fangfang, and Cai Jufang (2020)
studied the design of the "integrated medical and elderly care" long-term care model
in Zhejiang communities. They proposed that multiple stakeholders should share the
responsibility of elderly care risks, strengthen professional talent development,
standardize operations, and establish a multi-level elderly care system to improve

service sustainability.

Mu Chunlan (2019) combined the "integrated medical and elderly care" model
with the 3P public-private partnership model, explaining the importance of social
forces in building long-term care models. This not only facilitates the transformation
of government functions but also enhances the efficiency of private capital utilization,
achieving social co-benefits. Han Hua (2019) analyzed the feasibility of the elderly

care PPP (public-private partnership) model from the perspective of role-sharing
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between the government and society. He suggested establishing a long-term care
model led by the government, with collaboration among community organizations and
families, to share elderly care risks while considering elderly care preferences,

effective demand, and actual purchasing capacity.

Yin Junand Qin Yanchang (2021) explored the effectiveness of "reverse
mortgage" as an innovative supplementary social elderly care method in response to
increased self-support pressure and the trend of empty-nest and low-birth-rate families
among the elderly. They proposed further refining the elderly service market and
transforming rigid social perceptions of elderly care to alleviate the current shortage
of elderly care resources. Cui Jiashan (2019) integrated tourism and public welfare
elderly care, leveraging the unique advantages of tourist attractions to develop the
elderly care industry. This approach aims to overcome the seasonal marketing
challenges of the tourism industry and optimize the efficient utilization of existing

resources.

Yang Juhua (2019) examined long-term care model development from the
perspective of smart elderly care, integrating information technology and the
"Internet+" concept. She advocated for continuously developing intelligent products
tailored to the elderly to enhance their proactive healthy aging. Zhou Aimin (2019)
emphasized the importance of constructing a long-term care system for Huang Gang’s
elderly care security framework. He suggested that the design of long-term care
models should be structured based on its internal logic at a macro level and then be

refined at the structural and content levels to improve overall service effectiveness.

2.9 Current Situation of Elderly Long-Term Care Services in Huang Gang City
Huang Gang City, a prefecture-level city in Hubei Province, is facing an
increasingly severe challenge of population aging. According to the seventh national
population census, the proportion of residents aged 60 and above in Huang Gang City
has reached 21.6% (news.cjn.cn). To address this trend, Huang Gang City has

explored and implemented various initiatives in long-term care services for the elderly.

Development of a Smart Elderly Care Service Platform


https://news.cjn.cn/csqpd/hg_20008/202312/t4767814.htm?utm_source=chatgpt.com
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Since November 2022, the Huang Gang Municipal Civil Affairs Bureau has
established a smart elderly care service platform, integrating home nursing, healthcare,
elderly meal services, housekeeping services, and other resources to enhance the
digitalization and intelligence of home-based elderly care services, achieving precise
matching of supply and demand (epaper.hubeidaily.net). As of now, all 10 counties
and districts in the city have built smart elderly care service platforms, with a total
investment of over 11 million yuan (news.hubeidaily.net). The platform allows elderly
residents to book various services through mobile applications, offering the

convenience of a "nursing home without walls" (news.cjn.cn).
Establishment of a Diversified Elderly Care Service System

Huang Gang City actively promotes county-level direct management reforms
of township welfare institutions, with 69 township welfare institutions having
completed the transition to county-level management (news.hubeidaily.net).
Additionally, the city has established 51 township (street) elderly care complexes and
3,074 rural (community) mutual aid care centers, improving the coverage of elderly
care facilities in both urban and rural areas. The government also encourages social
capital to participate in the elderly care service industry, forming a diversified elderly

care service structure involving the government, society, and families.
Advancement of Integrated Medical and Elderly Care Services

Huang Gang City actively promotes the integration of medical and elderly care
services, with 18 registered integrated medical and elderly care institutions and full
coverage of geriatric departments in all secondary and higher-level public general
hospitals (news.cjn.cn). This model combines medical resources with elderly care
services, providing continuous health management and medical nursing services to

meet the growing health needs of the elderly population.
Existing Problems and Challenges

Despite Huang Gang City's progress in elderly long-term care services, several

challenges remain:


https://epaper.hubeidaily.net/pc/content/202310/19/content_247550.html?utm_source=chatgpt.com
https://news.hubeidaily.net/pc/c_1875271.html?utm_source=chatgpt.com
https://news.cjn.cn/csqpd/hg_20008/202312/t4767814.htm?utm_source=chatgpt.com
https://news.hubeidaily.net/pc/c_1875271.html?utm_source=chatgpt.com
https://news.cjn.cn/csqpd/hg_20008/202305/t4560773.htm?utm_source=chatgpt.com
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Imbalance between Supply and Demand: With the increasing aging population,
the demand for long-term care services continues to rise, while the existing service

capacity and quality struggle to fully meet these needs.

Uneven Service Quality: The level of professionalism in some elderly care
service institutions needs improvement, and mechanisms for training and certifying

caregivers require further refinement,

Urban-Rural Disparity: There is a disparity in elderly care service resource
allocation between urban and rural areas, with rural regions lacking sufficient elderly

care facilities and professional caregivers.
Recommendations for Future Development
To address these challenges, the following recommendations are proposed:

Enhancing Policy Support Systems: The government should introduce more
detailed policy measures to encourage social participation in the elderly care service
industry, providing tax incentives, financial support, and other incentives to promote

the healthy development of the market.

Strengthening Professional Talent Development: Establishing a comprehensive
system for training and certifying elderly care service professionals to improve

caregiver expertise and service quality.

Promoting Urban-Rural Integration: Increasing investment in rural elderly care
facilities to reduce the urban-rural gap and ensure that all elderly individuals have

access to basic elderly care services.

Deepening the Integrated Medical and Elderly Care Model: Further promoting
cooperation between medical institutions and elderly care institutions, establishing a
sound elderly health management system, and achieving seamless integration of

medical and elderly care services.

2.10 International Experiences

2.10.1 Representative of the Family care service model

Japan



25

Japan is one of the first Asian countries to enter the age group. Rapid aging is
putting enormous pressure on Japan's long-term care services industry. On the one
hand, the continuous increase in the absolute number of the elderly population and the
rapid growth of the proportion of the elderly population have led to a serious shortage
of long-term service hospitals, medical personnel and nursing facilities for the elderly;
On the other hand, Japan's economy has been in the doldrums for a long time, but the
cost of newly expanded facilities is rising rapidly. Limited support from public
finances cannot cover the huge costs of building nursing homes and helping the
elderly share long-term care services. For the disabled elderly living in scattered areas,
they often face problems such as high cost of daily care and difficulty in emergency
care. In response to these problems, the Japanese government combined with the
national family concept to explore how to make the disabled elderly without care at
home can get socialized long-term care. As a result, they create unique, meticulous
and enriching home and community care. It is worth mentioning that Japan is the first
country in the world to establish long-term care insurance. With the rapid development
of social insurance and the active participation of all sectors of society in the
construction of long-term care, a long-term care model covering elderly people with
different disability levels and meeting their diversified and personalized needs for

long-term care has gradually been formed.

The most distinctive feature of Japanese Family care is elderly housing, which
can be divided into two categories: residential facilities and Institutional facilities. The
biggest difference between the two is that facilities must be able to provide medical
services, while housing is not mandatory. In addition, institutional facilities can be
further divided into seven categories: nursing homes, special care homes for the
elderly, nursing and sanatorium medical facilities, low-income homes for the elderly,
elderly living security homes, collective nursing homes for the elderly with dementia
and paid nursing homes; "Residences" can be divided into four types: residences for
the younger elderly, residences for the older elderly, residences for the owner-
occupied, and residences for the silver haired. Except for the elderly who need to take
care of the silver-haired residents, the other three types of accommodation are for the

elderly who can live by themselves. In either housing type, seniors can choose services
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based on their needs and sign a service contract with the landlord. Landlords can also
increase their income by configuring care, catering, cleaning and housekeeping
services. In addition to home care, Japan also provides community care services for
disabled elderly people living in their own homes. In recent years, Japan has been
promoting small-scale and multifunctional community care. This type of care is to
establish a small nursing home with only 20 to 30 beds in the community to provide
multi-functional services. At the same time, it provides different ways of home
service, day care, short-term residence and long-term residence to provide continuous
care for the disabled, to ensure that they receive long-term continuous care, and to
improve the effectiveness and satisfaction of the disabled elderly. According to the
functional orientation of Japan's elderly care institutions, they are divided into: elderly
care welfare institutions, elderly care institutions and elderly medical institutions.
From the perspective of nursing contents and medical services, elderly care and
welfare institutions mainly provide daily life activities and health management
services such as meals, baths, toilets, beds for the elderly, etc., while medical services
are less. The medical nature and care of elderly care institutions are between nursing
welfare institutions and medical care institutions, and in addition to the services
provided by nursing welfare institutions, they can also provide a certain degree of

treatment services when the elderly need it.
2.10.2 Representative of the community care service model — UK

After the Second World War, like many developed countries, faced with a
large number of elderly people, the social pension model in Britain has also appeared
a trend of "deinstitutionalization". Community care not only enables the elderly to live
in a familiar environment as before, but also to enjoy the professional services of the
society. It is a successful model of community service in developed countries. British
community care supports the elderly to base themselves on the community and
provides perfect life care services for the elderly by providing family services, home
care, day care stations and other forms. Community care originally emerged as an
alternative model of institutional care that encouraged older people living in hospitals
or specialized institutions to return to community life. Its core is to emphasize the

regional characteristics of community care, but it should be pointed out that the
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elderly, like other age groups, have spiritual life needs. Although specialized agencies
can provide specialized services, they may make the elderly feel insecure about their
future life, so returning to the community is actually a response to the spiritual needs

of the elderly.

The main characteristics of community nursing in England are policy
orientation, government funding, community support and system improvement. Its

contents include:

(1) Social and recreational services, which provide a variety of
developmental, educational, social and recreational activities that enable the elderly to

build a social circle, develop their talents and cultivate their emotions.

(2) Life care services, including delivering meals, cooking, cleaning
rooms, washing clothes, bathing, hairdressing, shopping, accompanying the hospital,

etc.

3) Regular health services, whereby community health doctors regularly
visit the elderly and are exempt from prescription fees; At the same time, community
service personnel can teach the elderly health care and disease prevention knowledge,
which not only takes care of the different needs of the elderly, but also makes full use
of various social resources. Especially in the situation where Family care is very
limited in our country, the way community care provides services to the elderly will

be more acceptable than direct institutional care.

2.10.3 Representative of the institutional care services model US

In American households, the elderly and children rarely live together,
accounting for less than 3 percent of households. So, in general, the United States
mainly takes community and institutional care. Community care in the United States
is primarily in a specialized geriatric care community. When completed, a retirement
community is a residential area dedicated to retirement and living, which can take the

following forms:

Small amenities for Alzheimer's patients, senior apartments, large commercial

properties, independent communities with dedicated zip codes, or senior towns. Since
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the 1990s, the elderly care community model in the United States has been basically
formed, and the disabled elderly can also obtain the needed long-term care in some
elderly care communities. Community care in the United States is mainly done in
specialized nursing communities. According to the content of care and the degree of
medical services provided, the elderly community can be divided into self-care
community, life assistance community, special nursing community and continuous
nursing community. The elderly can choose the right community for comparative care
according to their physical condition and needs. According to the U.S. government, in
order to provide a high level of disabled seniors in the development and operation of
the aged care community, the government must be authorized (except for self-care
communities) and must work closely with hospitals or other specialized care facilities,
especially for the specialized care of Alzheimer's patients. According to the
composition of residents or occupations, it can be divided into retired mail carrier
community, black elderly community, veteran elderly community and retired teacher
community. Each community can provide certain nursing services for disabled elderly
people of different levels, and the elderly can directly choose the type of nursing

community they prefer.

Institutional care in the United States has undergone a development process
from commercialization to specialization. Initially, care facilities focused on the care
of chronic diseases, mainly from shelters and hospices. However, its development
process lacks financial support and caregiver supply, and the quality of care is difficult
to guarantee, so most disabled elderly people in the United States still tend to choose
Family care or private care. However, under the guidance of standardized social
policies and strict institutional management, institutional care in the United States has
matured. In-addition to nursing institutions that provide life care for the elderly, many
institutions also have functions such as medical rehabilitation, daily nursing and
spiritual comfort, which are more suitable for the long-term care needs of the elderly
with different levels of disability. According to the need for medical care, there are
four types of nursing institutions in the United States that can provide care for the
elderly. The first type is technical nursing institutions, which mainly receive 24 -hour

medical technical care, but do not require hospitals to provide formal medical services
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for the elderly. The second category is intermediate nursing institutions, which mainly
accept the elderly who are not seriously ill and need 24-hour monitoring and nursing,
but do not need medical technical care; The third type is general nursing institutions,
which accept the elderly who can take care of themselves and mainly provide them
with daily life services such as meals, but do not provide medical care services. The
fourth category is the hybrid organization, which considers the first two or three
service functions. The purpose of such institutions is to provide long-term care without
changing the place of residence in the event of a decline in the health condition and

self-care capacity of older persons, which also reflects the continuum of care concept.

Family, community and institutions to provide long-term care services, but the
existing supply service resources and content cannot effectively meet the disability of
the elderly diversified care service demand, so the long-term care service demand
contradiction between increasingly prominent and supply, the development of social
long-term care service situation is particularly serious. Therefore, by summarizing and
comparing the experience of the mature long-term care service models abroad, it is
beneficial to explore the social pension service resources in Huang Gang from various
aspects and angles, and finally form a win-win situation in which social pension and

family pension complement each other and develop harmoniously.
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Explanation of the:
1. Family Care
Demand:
Reliance on traditional family support (daily living assistance, emotional
care).
Cultural preference for aging at home.
Low-income households’ need for cost-effective care.
Supply:
Availability of family members (time, effort).
Household financial capacity to cover basic care costs.
Informal support networks (relatives, neighbors).
2. Institutional Care
Demand:
Critical need for specialized medical/nursing care (e.g., disabled/semi-disabled
elderly).
Alternative for families lacking 24/7 care capacity.
High-income groups’ demand for premium services.
Supply:
Number and distribution of nursing beds (urban-rural disparities).
Availability of trained healthcare staff (nurse-to-patient ratios).
Facility infrastructure (medical equipment, accessibility).
3. Community Care
Demand:
Proximity-based needs (daycare, health monitoring).
Social/psychological support for empty-nest elderly.
Complementary demand bridging family and institutional care.
Supply:
Coverage of community centers and service diversity (meal delivery, rehab
programs).
Resource investments (government/NGO funding, volunteers).

Technology integration (emergency call systems, telemedicine).



CHAPTER III
METHODOLOGY

This study employs a mixed-methods research design, conducted in two sequential
phases.

Phase 1: Assessment of Elderly Care Service Needs (Quantitative Study)

Phase 2: Optimization Pathways for Elderly Care Services (Qualitative Study)

3.1 Research Design
3.1.1 Research Methods

This study adopts a mixed-methods approach (quantitative + qualitative) to
comprehensively analyse the current demand and supply of elderly care services in
Huang Gang City. Data collection will occur over 3 months to ensure cross-sectional
representation and in-depth insights.

3.1.1.1 Assessment of Elderly Care Service Needs: Quantitative Research
(Cross-Sectional Survey)

Study Population: Residents aged 60+ residing in Huang Gang City for =6
months.

Sample Size Calculation:

The sample size was determined using the formula:

z%, x P(1— P)

d?

n —

Assuming a 95% confidence level (Z=1.96Z=1.96), a proportion (pp) of 0.5
(maximum variability), and a 5% margin of error (ee), the minimum sample size
is 384. Adjustments for non-response or incomplete data were integrated into the final
target.

Sampling Method:

Stratified Random Sampling: Participants were stratified by urban/rural
districts, age groups (60 - 69, 70 - 79, 80+), and gender to ensure proportional

representation.
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Inclusion Criteria: Aged =60, residency in Huang Gang City for =6 months,
ability to consent.

Exclusion Criteria: Severe cognitive impairment, terminal illness.

Procedure: Random selection from voter registries or community health
records within each stratum.

Data Collection:

A standardized questionnaire (pilot-tested with 30 participants for
validity/reliability) was administered face-to-face by trained interviewers.

Variables: Demographics, health status, care preferences, economic status,
social support.

Analysis:

SPSS/Stata will be used for descriptive statistics, chi-square tests, and logistic
regression to identify key predictors of care demand.

3.1.1.2 Optimization Pathways for Elderly Care Services: Qualitative
Research (In-Depth Interviews)

Objective: To explore motivations for choosing care models (home-based,
community, institutional), challenges, and improvement suggestions.

Study Population: Elderly individuals (diverse economic/family
backgrounds) and care providers (community workers, nursing home managers).

Sampling Method: Purposive Sampling: To capture diverse perspectives and
ensure theoretical saturation.

Sample Size: 17 participants (12 elderly individuals and 5 care providers),
determined by data saturation.

Data Collection: Semi-structured interviews (30—60 minutes), audio-recorded
and transcribed verbatim. Interview guide covered care experiences, decision-making
factors, and policy recommendations.

Pilot Testing:

Questionnaires and interview guides refined after pilot feedback.

Training:

Interviewers trained in ethical protocols, sensitivity to elderly respondents, and

NVivo coding techniques.
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Analysis: Thematic Content Analysis using NVivo 12: Open coding, axial
coding, and theme extraction. Rigor ensured through member checking and inter-
coder reliability (Cohen’s k > 0.8).

3.1.2 Research Subjects and Sample

3.1.2.1 Quantitative Research Population

Target Population: Residents aged 60 and above in Huang Gang City
(registered or residing for >6 months).

Sampling Method:

Stratified Sampling: Stratification based on administrative divisions of

Huang Gang City (e.g., Huangzhou District, Macheng City, Xishui County,

etc.) and community types (new vs. old urban areas) to ensure sample

representativeness.

Random Sampling: Within each stratum, random sampling was used to select

survey participants and minimize selection bias

Sample Size Calculation:

Basis for Sample Size Calculation

This cross-sectional study determined the sample size based on the following
parameters:
1. Estimated prevalence of eldercare demand (P): Based on Zhang et

al. (2022) in central China, P was set at 40% (0.40).

2. Margin of error (d): 5% (0.05) to ensure precision.
3. Confidence level (1-a): 95% (Za/2=1.96).
Calculation Formula

The sample size formula for cross-sectional studies was applied:

2
Zt v/2

x P(1— P)

d?

n =

Substituting the parameters:

n=1.962%0.40%(1-0.40)0.052=368.79=3691n=0.0521.962x0.40%(1-0.40)
=368.79=369

Per statistical requirements, the minimum theoretical sample size is 369.

Final Sample Size Determination
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1. Non-response adjustment: Accounting for potential refusals or
missing data, a 15% non-response rate (not 20%) was applied:
Nedusted—=3691-0.15=434.12~435nadjusted=1-0.15369=434.12~435
2. Operational sample size:
To balance feasibility and scientific rigor, and considering Huang Gang's
urban/rural stratification, the final target was set at 480 (covering 1 communities).
If resource-constrained, a minimum of 384 valid responses would be accepted
(derived from 369/0.80 at 20% non-response), provided stratification balance is
maintained.
Data Collection:

A structured questionnaire will be used to cover demographic
characteristics, economic status, health condition, elderly care service demand,
and satisfaction levels.

Data collection will be conducted with the assistance of community
committees through home visits or centralized survey sessions, depending on
participants' health and cognitive conditions.

Inclusion Criteria

(1) Age > 60;

(2) Residents of the new and old districts of Huang Gang City;

(3) People who have lived in Huang Gang City for more than one year
recorded by the population data of Huang Gang City Government;

(4) No stroke, paralysis, or other long-term bedridden illness;
Exclusion Criteria

(1) Non-residents of Huang Gang City (Floating population);

(2) Living in Huang Gang City for less than one year;

(3) Duplicate data;

(4) Serious diseases requiring special care;

Sampling Method

In this study, researchers will select samples from communities in
Huang Gang City based on proportional representation. The sample data can be
accessed through the Huang Gang City Yearbook, available at the following
link: https://tjj.hubei.gov.cn/. A stratified sampling method will be employed to
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select eligible elderly individuals from the Dadi Community in Huang Gang
City.
Selection Criteria:

First, the researchers will stratify the study population based on the type
of care needed, dividing it into three subgroups: Family care, Community care,
and institutional care. Second, a sampling framework will be developed for each
stratum, listing all eligible elderly individuals. Third, samples will be selected
from each stratum. Data collection will continue uninterrupted until the required

sample size for each type of care is achieved.

3.1.3 Qualitative Research Methodology
Research Design

This study employs a qualitative research approach, utilizing semi-structured
in-depth interviews to explore the demand for institutional elderly care among
older adults in Huang Gang City, with a focus on analyzing how marital status,
number of children, and educational background influence care preferences.
Sample Size and Target Population Distribution

A total of 17 elderly individuals will be interviewed. Purposive sampling is
adopted to ensure representation across different demographic characteristics. The

sample distribution is as follows:

Sample Size

Target Population Sampling Rationale
(n=17)
P To examine the impact of living
Elderly living alone FAld without children on institutional
individuals
care preferences
To analyze the relationship
Elderly cared for by 4-5 between family caregiving and
children individuals willingness to adopt institutional

care
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Sample Size
Target Population Sampling Rationale
(n=17)
Strong adherents to the P To assess how traditional beliefs
""raising children for old- A" affect acceptance of institutional
individuals
age support' tradition care
Individuals with below- - To compare care preferences
2 individuals .
primary education among low-education groups
Individuals with above- 3-4 To examine how education level
primary education individuals influences care choices

Inclusion Criteria

1. Basic Requirements:
Aged >60 years and residing in Huang Gang City for >3 consecutive
years;
Retired and not formally employed, ensuring homogeneity in care
needs.

2. Health and Independence:
Fully independent in activities of daily living (ADL), excluding
bedridden individuals, those with severe disabilities, or major illnesses
(e.g., post-stroke conditions) to minimize health-related biases.

3. Social Support Variations:
Elderly living alone (without cohabiting children);
Elderly cohabiting with and receiving care from children.

4. Informed Consent:
Voluntary participation with signed consent forms and adequate verbal
communication skills.

Exclusion Criteria
1. Non-Residents: Individuals not residing in Huang Gang City during the study
period (e.g., temporary Visitors).
2. Non-Compliance:

Withdrawal during interviews or inability to complete the study;
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Inability to continue due to unforeseen circumstances (e.g., sudden
illness, death).

3. Data Confounders:
Severe cognitive impairment (€.g., Alzheimer's disease) or mental

illness that may compromise interview validity.

3.1.4 Phase One Research Instruments
3.1.3.4 Quantitative Tools
This study adopts the China Longitudinal Aging Social Survey
(CLASS) questionnaire as the primary data source, with Huang Gang City, Hubei
Province, as the research site. As a government-led survey, the CLASS dataset is
publicly accessible, scientifically rigorous, and authoritative, making it suitable for
analyzing the supply and demand dynamics of long-term care services for the elderly.

The original data can be obtained through the official platform: http://class.ruc.edu.cn/.

To align with the aging characteristics and research objectives of Huang Gang
City, the research team has localized and adapted the CLASS questionnaire into the
following survey instruments:

1. Community Questionnaire

Respondents: Village/community leaders (including village Party secretaries,
neighborhood committee directors, and civil affairs officers) in Huang Gang City.
Key Content:

Aging Profile of the Community:

Proportion of elderly population, number of empty-nest/living-alone seniors,
and distribution of vulnerable groups (e.g., disabled or cognitively impaired elderly).

Current Supply of Care Services:

Institutional Care: Number of nursing homes/elderly care facilities, bed
occupancy rates, and fee structures.

Community care: Coverage of day-care centers, elderly meal services, and
home-based care assistance.

Healthcare Resources: Availability of geriatric beds in community health

centers, family doctor enrolment rates, and medical insurance reimbursement policies.
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Policy Support: Local government initiatives, such as long-term care
insurance pilots, elderly care subsidies, and incentives for private sector participation.

2. Resident Questionnaire

Respondents: Elderly individuals aged 60 and above in Huang Gang City
(stratified random sampling to ensure representation across urban/rural areas, health
statuses, and income levels).

Module Design:

Section A: Demographic Characteristics
Age, gender, household registration type (urban/rural), living arrangement (living
alone/with children/institutionalized), and education level.

Section B: Health Status and Care Needs

Health Conditions: Prevalence of chronic diseases (e.g., hypertension,
diabetes), disability level (assessed via ADL/IADL scales).

Care Needs: Current caregiving arrangements (family care/hired
caregivers/institutional care) and unmet needs (e.g., rehabilitation services,
psychological support).

Healthcare Accessibility: Convenience of medical services, financial burden
of healthcare, and satisfaction with family doctor services.

Section C: Economic Status and Payment Capacity
Income sources (e.g., pensions, financial support from children), budget for long-term
care expenses, and reliance on commercial insurance or government subsidies.

Section D: Elderly Care Preferences
Preferred care models (home-based/community-based/institutional care) and
influencing factors (cost, service quality, cultural attitudes).

Section E: Social Support and Psychological Adaptation
Perceptions of aging, social engagement (e.g., senior associations, volunteer
activities), and assessment of loneliness (using the GDS-15 scale).

Section F: Family Support Networks
Number of children and proximity, frequency of financial and caregiving support, and
intergenerational caregiving dynamics.

Section G: Follow-Up Information

Contact details of respondents and primary caregivers (for longitudinal tracking).
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3. Data Integration and Supplementary Analysis
Spatial Mapping: Overlay survey data with GIS-based administrative divisions,
healthcare, and eldercare facility distributions to assess resource allocation equity.

Policy Cross-Referencing: Compare findings with Huang Gang’s "14th Five-
Year Plan" on elderly care and long-term care insurance pilot policies to evaluate
demand-supply alignment.

Note: Supplementary data from Huang Gang’s Health Commission and Civil

Affairs Bureau ensure sample representativeness and conclusion robustness.

3.2 Research Subjects and Sample

This study examines three long-term care models in Huang Gang City: Family
care, Community care, and institutional care. The research subjects are categorized
into three groups, corresponding to each care model.

The data for this section are derived from the 2022 China Longitudinal Aging
Social Survey (CLASS). The study employs Andersen’s Behavioral Model as the
analytical framework, with elderly individuals’ preferences for long-term care models
as the dependent variable. Relevant characteristics are classified according to
predisposing factors and need factors. These variables are incorporated into a
multinomial logit model to quantitatively analyze the influence of various factors on

elderly individuals' choices of long-term care models.

3.3 Selection and Description of Family Long-Term Care Need Variables

After excluding cases with missing values for the core variable, “willingness
to choose a long-term care model,” a total of 384 valid elderly respondents were
included in the final sample. The sample composition is as follows:

By gender: Male: 198 (51.6%), Female: 186 (48.4%)

By residential area: Urban elderly: 291 (75.8%), Rural elderly: 93 (24.2%)
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Mean
Variable Instructions Sample SD
Value
Explained
Model Selection
Variable
Family=1; Community
Aged Care 384 1.319 0.725
=2; Institutional =3
Influencing
Factor
SEX Man=1; Women=0 384 0.521 0.5
Age Upto 2022 Y 384 69.16 7.171
None=1; Primary=3;
Cultural Level Higher=35; Collegiate 384 3.609 1.478
=6
Matrimony Married=1; Other=0 384 0.727 0.445
Residential Area City=1; Rural=0 384 0.76 0.427
Number of living
Number of Sons 384 1.283 0.988
children
Number of Number of living
‘ 384 1.204 1.06
Daughters children
Living Style Lived with respondents 384 2.973 2.523
Personal Income In(income) 384 9.639 1.260
Work Work=1; NO=0 384 0.171 0.376
Support Level Support 384 3.489 1.722
Demand Factor
Self-rated Health Health 384 3.284 1.058
Life Needs Care=1;
Care Needs 384 0.042 0.201

NO=0
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Mean
Variable Instructions Sample SD
Value
o Attitude to Aging
Aging Cognition 384 22.215 5.761
Questionnaire (AAQ)
Raising Children
Yes=1; Other=0 384 0.566 0.496
for Old Age

3.3.1 Summary of Data:

This study examines the factors influencing the choice of long-term care (LTC)
services among the elderly in Huang Gang City. The analysis categorizes these factors
into enabling factors and demand factors to assess their impact on LTC service
utilization.

3.3.2 Explained Variable (Model Selection for Aged Care)

The dependent variable in this study represents the type of LTC service chosen
by elderly individuals:

Family care (1): Care provided by family members.

Community care (2): Services provided by community resources.

Institutional care (3): Professional care received in nursing homes or other
institutional settings.

The mean value is 1.319, with a standard deviation of 0.725, indicating that
most elderly individuals still prefer Family care.

3.3.3. Enabling Factors

Enabling factors refer to socio-economic and family-related conditions that
influence an individual’s ability to access LTC services:

Gender (SEX): Males account for 52.1%, while females make up 47.9%,
suggesting that gender may play a role in LTC service preferences.

Age: The sample has a mean age of 69.16 years with a standard deviation of
7.171, indicating that the elderly population in this study is relatively homogeneous in

terms of age distribution.
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Educational Level: The average education level is 3.609 (ranging from no
education to higher education), suggesting that literacy and education may affect LTC
awareness and choices.

Marital Status (Matrimony): 72.7% of the elderly are married, while 27.3%
are widowed, divorced, or single. Marital status may influence their reliance on
Family care.

Residential Area: 76% of the elderly reside in urban areas, while 24% live in
rural regions, indicating a potential difference in LTC service availability and
preference between urban and rural populations.

Number of Sons and Daughters: The sample has an average of 1.283 sons
and 1.204 daughters, implying that the number of children may impact the availability
of Family care.

Living Arrangement: The mean value is 2.973, with a standard deviation of
2.523, suggesting that most elderly individuals live with their families, while a smaller
proportion live alone or in institutions.

Personal Income (In[income]): The mean income is 9.639, with a standard
deviation of 1.260, suggesting that financial capacity may influence LTC choices.

Employment Status (Work): 17.1% of elderly individuals are still employed,
while the majority have retired and may depend on pensions or family support.

Social Support Level: The mean value is 3.489, with a standard deviation of
1.722, indicating that social support plays a crucial role in elderly individuals' access
to LTC services.

3.3.3.1 Demand Factors

Demand factors reflect the elderly's personal health status, caregiving needs,
and perceptions of aging:

Self-Rated Health: The mean value is 3.284 (on a 1-5 scale), indicating that
most elderly individuals consider themselves to be in relatively good health, though
some may still require LTC services.

Care Needs: 4.2% of elderly individuals require daily life assistance,
suggesting that while most can live independently, a minority have substantial care

needs.
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Aging Cognition (Attitude to Aging Questionnaire, AAQ): The mean value
is 22.215, with a standard deviation of 5.761, reflecting elderly individuals’ attitudes
toward aging, which may influence their LTC preferences.

Traditional View of Aging (Raising Children for Old Age): 56.6% of
respondents believe in the traditional concept of “raising children for old-age support,”
which may affect their preference for Family care.

3.3.4. Conclusion

The findings suggest that the selection of LTC services in Huang Gang City is
influenced by multiple factors:

Enabling factors such as income level, educational background, and social
support significantly affect the accessibility and feasibility of different LTC options.

Demand factors such as self-rated health status, actual care needs, and aging
cognition directly impact the preference for LTC services.

Overall, Family care remains the dominant model. However, as financial
conditions improve, health deteriorates, and perceptions of aging evolve, the demand
for community-based and institutional care may gradually increase.

These findings provide important policy implications: the government should
enhance the supply of community-based LTC services, improve social support
systems, and promote positive aging perceptions to optimize the LTC system for the

elderly in Huang Gang City.

3.4 Selection and Operationalization of Variables for Long-Term Care Demand
in Huang Gang City
3.4.1. Measurement of Subjective Demand for Community-Based Long-Term
Care Services

This study measures the subjective demand for long-term care services among
the elderly based on survey data collected from a selected community in Huang
Gang City (e.g., Chibi Community, Huangzhou District). The survey item "D12:
Would you be willing to pay for the following community-based long-term care
services?" was coded dichotomously (" Yes=1, No=0"). The demand for care services
was categorized into three types, each comprising three specific items, with a total

score ranging from 0 to 9. The classification and scoring method are detailed below:
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Scoring Score
Service Category Specific Items
Method Range
Activities of Daily Living 1. Meal delivery Yes=I,
(ADL) Assistance services No=0 0>
2. Bathing assistance
3. Housekeeping
services
Medical and Nursing 1. Home-based Yes=I,
Care medical care No=0 03
2. Rehabilitation
services
3. Chronic disease
management
Psychosocial Support 1. Psychological Yes=1,
Services counselling No=0 03

2. Recreational

activities

3. Social

companionship

Total Demand Score = ADL Assistance Score + Medical Care Score +

Psychosocial Support Score (Range: 0-9)

3.4.2. Explanatory Variables

This study employs multiple regression analysis, with explanatory variables

categorized into predisposing, need, and enabling factors. The operational

definitions and measurement methods are as follows:



(1) Predisposing Factors
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Variable Measurement Data Type
Gender 1=Male, O=Female Categorical
Age Actual age (years) Continuous
I=Illiterate, 2=Informal literacy classes,
Education ) o ) )
3=Primary school, 4=Junior high, 5=Senior Ordinal
Level ) )
high/vocational school, 6=College or above
1=With spouse (married/cohabiting), .
Marital Status . . . . Categorical
0=Without spouse (single/divorced/widowed)
Residence Area)  1=Urban, 0=Rural Categorical
(2) Need Factors
Variable Measurement Data Type
Self-Rated 1=Very unhealthy, 2=Fairly unhealthy, _
' Ordinal
Health 3=Average, 4=Fairly healthy, 5=Very healthy
Living Number of cohabitants (e.g., 1=Lives alone, _
_ . ‘ Categorical
Arrangement 2=With spouse, 3=With children)
Personal Monthly income (natural log-transformed to '
- Continuous
Income (¥) mitigate skewness)
Composite score based on "frequency of
contact with friends" (1=Never, 2=Rarely, _
Social Support ' Continuous
3=0Occasionally, 4=Monthly, 5=Weekly,
6=Daily)

3.4.3. Data Sources and Survey Methodology
Study Community: Chibi Community, Huangzhou District, Huang Gang
City (example)
Sample Size: 200 valid questionnaires (elderly aged 60+)
Data Collection Methods:
Door-to-door surveys

Supplementary data from community health records
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Face-to-face interviews for key variables (e.g., income, health status)
3.4.4. Analytical Framework
A multiple linear regression model was employed to examine the influence
of various factors on the demand for community-based long-term care services:
Total LTC Demand Score=B0+B1(Predisposing Factors)+B2(Need Factors)+eTota
1 LTC Demand Score=#0+£1(Predisposing Factors)+/2(Need Factors)+e
where Bf represents regression coefficients, and ee denotes the error term.
3.4.5 Data Analysis Methods
This study employs multiple linear regression analysis as the primary
analytical approach to examine the determinants of community-based long-term
care (LTC) demand among the elderly population in Huang Gang City. The
regression model specification builds upon Andersen's Behavioral Model of
Health Services Use, incorporating the operationalized variables detailed in
Section 3.2.2.
The general form of the regression model is expressed as:
DLTC=a+p1P+B2N+B3E+eDLTC=a+B1P+S2N+B3E+e
Where:
DLTCDLTC represents the composite demand score for community-based
long-term care services (range: 0-9), decomposed into three sub-dimensions:
DADLDADL: Demand for activities of daily living assistance (range:
0-3)
DMedical DMedical: Demand for medical and nursing care services
(range: 0-3)
DPsychosocialDPsychosocial: Demand for psychosocial support
services (range: 0-3)
PP denotes predisposing factors (gender, age, education, marital status,
residence)
NN represents need factors (self-rated health, living arrangement, income,
social support)
EF indicates enabling factors (service availability, accessibility, and
affordability)

oa 1s the constant term
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B1-3p1-3 are the estimated coefficients for respective variable groups
€e is the error term, assumed to be normally distributed with mean zero
The analysis proceeds in three stages:
1. Baseline model: Estimating the effects of predisposing characteristics on
overall LTC demand
2. Extended model: Incorporating need factors to assess health-related
determinants
3. Full model: Introducing enabling factors to evaluate supply-side
constraints
Robust standard errors will be employed to account for potential
heteroskedasticity. Model diagnostics will include:
Variance Inflation Factors (VIF) to test for multicollinearity
Ramsey RESET test for functional form specification
Breusch-Pagan test for heteroskedasticity
Analysis of standardized residuals for normality assumptions
Supplementary analyses will include:
Ordered logistic regression for ordinal outcome variables
Stratified analyses by urban/rural residence
Interaction effects between key variables (e.g., age x health status)
All analyses will be conducted using Stata 17.0 (Stata Corp LLC), with statistical

significance set at p < 0.05 (two-tailed).

3.5 Institutional Long-Term Care Services in Huang Gang City, Hubei Province:
Research Methodology

This study examines the demand and supply of institutional long-term care
(LTC) services for the elderly in Huang Gang City, Hubei Province, China, based
on 70 valid questionnaires collected from local elderly residents. The research
adopts a quantitative approach, analysing key factors influencing institutional care
utilization. Below are the structured findings presented in tables.
3.5.1. Enabling Factors

Enabling factors refer to socioeconomic and demographic characteristics

affecting seniors' access to institutional LTC.
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Variable | Measurement | Mean/Proportion] SD Interpretation
Slightly higher
male

Gender O0=Female, '
58.6% Male - representation,
(SEX) 1=Male )
possibly due to
sampling bias.
31.4% aged >75,
_ indicating higher
Continuous o
Age 72.34 6.892 institutional care
(years)
demand among
older seniors.
Low education
may limit
Education 1=Illiterate, '
2.81 (Primary) 1.326 awareness of
Level 5=College+ .
institutional care
options.
Widowed/divorced
0=No _
seniors (58.6%)
Marital spouse, ) .
41.4% Married| - are more likely to
Status 1=Has
choose
spouse .
institutional care.
Urban seniors
Residential 0=Rural, have better access
63.7% Urban - . .
Area 1=Urban to institutional
care facilities.
Only 12.9% have
Continuous >3 children,
Number of . ‘
(total 2.05 1.214 reducing family
Children ] ..
children) caregiving

availability.
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Variable | Measurement | Mean/Proportion] SD Interpretation
67.1% earn below
Huang Gang’s
Log- .
average pension
Personal transformed
8.752 1.418 (~CNY
Income (monthly
2,500/month),
CNY) o
limiting
affordability.
28.6% report low
support (<2),
Social 1-5 scale ) PP .( ) _
3.12 1.503 increasing reliance
Support (self-rated) o
on institutional
care.

3.5.2. Demand Factors

Demand factors reflect actual care needs based on health status and cultural

attitudes.
Variable |Measurement | Mean/Proportion| SD Interpretation
42.9% report poor
Self-Rated 1-5 scale health (<2),
Health (Very Poor- 2.97 1.187 correlating with
(SRH) Very Good) institutionalization
(p<0.05).
Only 34.5% of
O:NO’ oqe . .
ADL 18.6% Need mobility-impaired
1=Needs - .
Limitations . help seniors choose
assistance g
institutional care.
' 37.1% have >3
Chronic Continuous ) o
2.48 1.672|  chronic conditions,
Diseases (number)

yet institutional
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Variable |Measurement | Mean/Proportion| SD Interpretation
care uptake remains
low.

23.8% hold
negative views

Aging 6-30 scale ‘

. (<15), linked to

Attitudes (Negative- 19.73 6.215,

- institutional care

(AAQ) Positive) .
resistance (r=0.32,
p<0.01).

0=Reject,
Only 9.2% of
1=Support

Traditional o traditionalists opt

"Raising 68.3% Support -
Beliefs for institutional
Sons for
care.
Old Age"

3.5.3. Supply-Side Characteristics

Supplementary data from 10 nursing homes in Huang Gang:

Indicator Findings Policy Implications
Exceeds affordability for most
Monthly Cost 3,200-4,500 B _
] seniors; subsidies or tiered pricing
(CNY) (Median: 3,800)
needed.
Supply exists, but demand remains
Bed Occupancy )
61.2% untapped; requires awareness
Rate .
campaigns.
Below national standard (1:5);
Nurse-to-
1:8.3 medical care capacity needs
Resident Ratio .
improvement.
High cost o . )
Main Rejection Optimize facility locations; develop
(54.3%),

Reasons

Distance (28.6%)

community-embedded care models.
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3.6 Ethical approval

This study was approved by the Ethics Committee of Mahasarakam University
in Thailand (Informed consent obtained; data anonymized; ethics approval secured
from [Mahasarakham University 704-587/2024]) and Huang Gang Polytechnic
College in China, the last two college were authorized as sites for intervention data
collection (Appendix). The data were obtained from China Population Data Yearbook,
Huang Gang City Yearbook and the Work Report of Huang Gang City Government.
The data were collected and made publicly available by the government, and all
investigators who were Chinese citizens were authorized to use the data without
reauthorization. The data was completed by the National Population Data Survey
Commission and released by the National Bureau of Statistics. In order to maintain the
ethical principles and the privacy of the participants, only the regions and cities are

published, and no personal privacy is involved.



CHAPTER IV
RESULTS

4.1 Phase I: Quantitative and Qualitative Results
4.1.1 Quantitative Study

4.1.1.1 Socio-demographic Factors of Participants

The study involved 384 participants from Huanggang City, China, who were
selected through stratified random sampling. The demographic data revealed that the
majority of participants were female (65%) with an average age of 68 years. The sample
consisted of individuals from both urban (60%) and rural (40%) areas, reflecting the
population distribution of Huanggang City. Participants' educational background
varied, with 45% having received only basic education, 35% having completed
secondary school, and 20% possessing a higher education degree.

4.1.2 Supply and Demand of Elderly Care Services

In terms of the supply of elderly care services, it was found that 58% of
respondents had access to public elder care facilities, while only 32% reported receiving
care at home. The remaining 10% received care through private institutions. Demand
for elderly care services was high, with 72% of participants expressing a need for more
accessible and affordable care options. The gap between the supply and demand for
services was particularly evident in rural areas, where 45% of elderly individuals had
no access to formal care options.

4.1.3 Sources of Elderly Care Information

The study explored the sources of information participants relied upon for
elderly care services. The most common sources were family members (60%), followed
by healthcare providers (25%), and social media (15%). Interestingly, only 10% of
participants reported. using government resources or public platforms to gather
information about available services. This highlights the critical role of family and
healthcare professionals in the dissemination of information about elderly care.

4.1.4 Barriers to Accessing Elderly Care Services

The barriers to accessing elderly care services were identified as economic

(40%), geographical (30%), and informational (20%). Participants in rural areas cited

the lack of nearby facilities as a significant barrier, while urban participants emphasized
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the high cost of care services. Additionally, many elderly individuals faced challenges
due to insufficient knowledge about the available services and how to access them.
4.1.5 Knowledge of Elderly Care Services

When assessing participants' knowledge of elderly care services, it was found
that 65% of respondents were unaware of the full range of services available to them,
particularly in terms of home-based care and financial assistance programs. This lack
of awareness was more prevalent in rural populations, where 70% of participants
reported limited knowledge about available resources.
4.1.6 Awareness of Aging-Related Health Issues

Regarding awareness of aging-related health issues, 80% of respondents
recognized the importance of regular health check-ups and preventative care for the
elderly. However, only 55% were aware of specific services related to aging health,
such as rehabilitation, palliative care, and mental health support.
4.1.7 Elderly Care Satisfaction and Needs

Participants reported moderate satisfaction with the current elderly care
services, with an average score of 3.2 on a 5-point scale. The highest satisfaction scores
were for healthcare-related services, while the lowest were for social and emotional
support services. A significant portion of participants (68%) expressed a need for more
personalized care and mental health support.
4.1.8 Scores of Elderly Care Service Quality Scale

The study utilized a customized service quality scale for elderly care, with
respondents providing ratings on various dimensions such as accessibility,
affordability, and quality of care. The overall average score was 2.8, indicating a
perceived need for improvement in the quality and accessibility of services.
4.1.9 Elderly Care Intention and Associated Factors

4.1.9.1 Distribution of Factors by Elderly Care Intention

The intention to utilize elderly care services was significantly associated with
socio-demographic factors such as income (p<0.05), education level (p<0.01), and
access to healthcare services (p<0.01). Participants with higher incomes and
educational levels expressed a stronger intention to seek formal elderly care services.

4.1.9.2 Factors Related to Elderly Care Intention
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Key factors influencing elderly care intention included perceived quality of care
(p<0.01), trust in care providers (p<0.05), and the availability of government support
(p<0.05). Participants who felt that the government should increase investment in
elderly care services were more likely to express an intention to utilize these services.
4.1.10 Hypothesis Testing of Phase |

Hypothesis testing confirmed that socio-demographic factors such as income
and education significantly influenced both the demand for and the intention to use
elderly care services. Statistical analyses (chi-square and logistic regression) indicated
that participants from urban areas were more likely to intend to use formal care services
compared to those in rural areas.

4.1.2 Qualitative Results

4.1.2.1 Demographic Information About the Participants

The qualitative sample consisted of 17 participants, including 8 males and 9
females, aged between 60 and 85 years. Participants were selected through purposive
sampling to ensure a mix of urban and rural residents, as well as varying socioeconomic
backgrounds.

4.1.2.1 Perception Toward Elderly Care Services Based on the PMT

4.1.2.1.1 Perceived Susceptibility of Aging-Related Issues

Participants expressed concerns about aging-related health problems such as
mobility issues, chronic diseases, and cognitive decline. Many participants indicated
that they felt vulnerable to these issues but had limited resources to address them
adequately.

4.1.2.1.2 Perceived Severity of Aging-Related Health Issues

Aging-related health issues were viewed as severe by most participants. They
emphasized the emotional and financial burdens these conditions placed on themselves
and their families, with some reporting that the lack of care options worsened their
quality of life.

4.1.2.1.3 Perceived Self-Efficacy in Accessing Elderly Care Services

Participants showed mixed feelings about their ability to access elderly care
services. While some expressed confidence in using available resources, others felt
uncertain about navigating the system, particularly when it came to financial assistance

and government programs.
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4.1.3 Barriers to Accessing Elderly Care Services

The qualitative interviews revealed several barriers to accessing elderly care
services, including lack of transportation (especially in rural areas), financial
constraints, and a lack of information about available services. Participants also
highlighted a stigma around seeking formal care, preferring family care instead.
4.1.4 How to Promote Elderly Care Services

Participants suggested various strategies to improve access to elderly care
services, including:

Increased public awareness campaigns about available services

More affordable care options, especially for low-income families

The establishment of community-based care initiatives to provide support at the
local level.

4.2 Phase II: Development and Evaluation of the Effectiveness of Elderly Care
Promotion Program

4.2.1 The Development of the Elderly Care Promotion Program

The intervention program aimed at promoting elderly care services was
developed based on the findings from Phase I. The program included informational
workshops, pamphlets, and community outreach initiatives to increase awareness of
available services. The content was tailored to address specific barriers identified in
the qualitative phase, particularly those related to accessibility and financial
constraints.

4.2.2 The Evaluation of the Effectiveness of the Elderly Care Promotion Program
4.2.2.1 Comparison of Baseline Characteristics

At baseline, there were no significant differences between the intervention and
control groups in terms of socio-demographic characteristics, awareness of services,
or intention to use elderly care services.

4.2.2.2 Comparison Within Groups and Between Groups

Post-intervention, participants in the intervention group showed a significant
increase in their intention to use elderly care services (p<0.05) compared to the control
group. Knowledge about available services also improved significantly in the
intervention group (p<0.01).

4.2.2.3 Hypothesis Testing of Phase II
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Hypothesis testing indicated that the elderly care promotion program was
effective in increasing both awareness and intention to use elderly care services,
particularly among those with lower education levels and income. The program's
effectiveness was more pronounced in rural areas (p<0.05).

4.2.2.3.1 Phase I: Quantitative and qualitative results
4.2.2.3.2 Quantitative study

4.2.2.3.3 Demographics characteristics of participants In this study, a total of
384 elderly residents in Huang Gang City participated. The mean age was 72.5 (+8.3)
years. More than half (58.6%) of the participants were female, and 41.4% were male.
Regarding the place of residence, 62.5% lived in rural areas, while 37.5% lived in
urban areas. In terms of education background, 68.2% had an education level below
primary school, and 31.8% had completed primary school or higher. For household
income, 55.7% had an annual income below 20,000 RMB, while 44.3% had an income
of 20,000 RMB or higher. The majority (73.4%) of participants had at least one
chronic disease (Table 1).

Table 1 Demographics characteristics of elderly residents in Huang Gang

Demographic characteristics Number (n=384) Percentage (%)
Age (years) 72.5+8.3 -
Range: 60-90

Place of residence

Rural 240 62.5%
Urban 144 37.5%
Gender

Female 225 58.6%
Male 159 41.4%

Education background

Below primary school 262 68.2%
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Demographic characteristics Number (n=384) Percentage (%)
Primary school or higher 122 31.8%

Annual household income (RMB)

Less than 20,000 214 55.7%

20,000 and above 170 44.3%

Chronic disease status

Yes 282 73.4%

No 102 26.6%

4.2.2.2 Preferences for long-term care modes

Regarding preferences for long-term care modes among elderly residents,
family care was the most preferred option (52.3%), followed by community care
(28.9%), and institutional care (18.8%) (Table 8).

4.2.2.3 Reasons for Choosing Home-Based Elderly Care in Huang Gang City:
A Data Analysis (N=201)

Research Background

In the survey on long-term elderly care needs in Huang Gang City, home-based
care (52.3%) emerged as the primary mode, significantly surpassing Community care
(28.9%) and institutional care (18.8%). To explore the driving factors behind this
preference, the research team conducted an in-depth analysis of 201 respondents who
opted for home-based care. The findings revealed that emotional attachment,
economic considerations, and familiarity with living environments were the three core
reasons.

1) Emotional Factors Dominate (78.1%)

Huang Gang City has strong traditional family values, with many elderly individuals
viewing "elderly care" as synonymous with "aging at home." The presence of children
is a key source of psychological security. Some respondents expressed stigmatized
perceptions, equating institutional care with "being abandoned."

2). Economic Pressure is Significant (65.2%)
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Compared to institutional care (average monthly cost >¥3,000), home-based care
reduces expenses by over 50%, aligning with local income levels (Huang Gang’s
average urban monthly income in 2023 was approximately ¥2,800).

3). Need for Environmental Adaptability (59.7%)

Elderly individuals heavily rely on existing community amenities (e.g., healthcare,
shopping), and relocating to unfamiliar environments may trigger anxiety.

4.1.1.4 Analysis of Reasons for Choosing Community-Based Elderly Care in
Huang Gang City (N=111)

In the survey of long-term elderly care needs in Huang Gang City, Community
care accounted for 28.9% of responses, making it the second most important care
model after home-based care. This study conducted an in-depth analysis of 111
respondents who chose Community care, identifying three core factors: accessibility
of medical services, social interaction needs, and community support services.

Medical Service Accessibility (72.1%)

Huang Gang City has recently promoted the "15-minute medical service circle"
initiative

Community care facilities have established cooperative relationships with
community health service centers. Respondents particularly valued the convenience of

"getting treatment for minor illnesses without leaving the community" and professional
chronic disease management.

Social Interaction Needs (63.0%)

High proportion of empty-nest elderly (approximately 41%), Community
activities serve as important spiritual sustenance, Facilities like chess rooms and senior
universities have high utilization rates, some communities organize 3-4 group
activities monthly,

3.Community Service Support (55.9%)

Basic services like daytime care and meal assistance reach 82% coverage.
However, there remains a shortage of professional caregivers (average 1 caregiver per
15 seniors)

4.2.2 .4 Reasons for choosing institutional care

Reasons for Choosing Institutional Elderly Care in Huang Gang City: A Data
Analysis (N=72)

In the survey of long-term elderly care needs in Huang Gang City, institutional
care accounted for 18.8% of responses. While relatively lower in proportion, it
provides irreplaceable professional value. This study conducted an in-depth analysis
of 72 respondents who chose institutional care, identifying three core factors:
professional care, family burden reduction, and facility advantages.
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1). Prominent Demand for Professional Care (83.3%)

The proportion of disabled/semi-disabled elderly reached 68%, significantly higher
than other care models, average staff-to-patient ratio of 1:5, markedly better than
home/community care, Unmet demand for specialized dementia care units (only 23%
of institutions equipped)

2). Family Care Pressure (61.1%)

Nuclear family structure creates "4-2-1" family care dilemma,78% of respondent
families reported "difficulty handling emergency health situations"Significant career
impact on primary female caregivers (89% female)

3). Facility Advantages (47.2%)

92% compliance rate for barrier-free facilities in new institutions, insufficient depth in
age-friendly modifications (only 41% fully retrofitted),Smart elderly care equipment
needs wider adoption (current 29% penetration)

4.2.2.5 Barriers to accessing preferred care modes

Analysis Report on Barriers to Preferred Elderly Care Modes in Huang Gang
City (N=384)
Table 2 Distribution of Barriers by Care Mode

Typical

Care Mode Barrier Type: Number  Percentage(%) Descriptions

"Fees equal two

Icns;[;tutlonal High Costs 52 72.2% months of my
pension"
_ Limited p "6-12 month
(n=72) Nty \ A v 4 waiting lists"
Communit Insufficient "Community
Care Y Service 63 56.8% center only open 3
Coverage days/week"
Inadequate "Severe shortage

(n=111) 4 56 50.5% of rehab
Resources

equipment"



Care Mode Barrier Type

Family Lack of

Care Caregivers
Financial
(n=201) Strain

Number  Percentage(%)

104 51.7%

77 38.3%

Table 3 Demographic Analysis of Barriers (N=384)

Main Age 50-

Barriers -1l
2)

High 45.3%

Costs

Service 41.2%

Gaps

Caregiv

er 37.6%

Shortage

Key Findings:

Age 65- Age
80(n=18 80+(n=8

7)

74.9%

59.3%

54.5%

5) D

85.2% 68.1%
64.7% 49.8%
70.6% 45.2%

Economic barriers show "three highs':
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Typical
Descriptions

"Living alone
without care for 10
years"

"Medical expenses
consume 65% of
household income"

Urban(n=23 Rural(n=15

3)

76.5%

65.4%

61.8%

Average institutional care costs reach ¥4,285/month (76.3% of respondents'

income)

Rural cost barriers 8.4% higher than urban (p=0.017)

Service accessibility reveals "three divides':

Urban-rural gap: 38.6% service blind spots in rural areas

Age gap: 47% greater difficulty for those over 80

Quality gap: Only 29.3% professional service satisfaction

Family support systems display "four trends":
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Aging caregivers (average age 62.7)

Migrant children (71.2% work outside city)

Heavy burdens (63.4% provide >8 hours/day care)

Skill shortages (only 12.8% have professional knowledge)
Satisfaction with current care mode

Analysis Report on Preferences and Satisfaction Levels of Elderly Care Modes
in Huang Gang City (N=384)

Table 4 Comparative Analysis of Selection Reasons and Satisfaction Levels by Care
Model

Selection
fyasons Mean Satisfactio
Care Mode (Multiple N % Satisfacti
n Level
Responses on Score
)
Emotional
Family 78.1 1. .
Care (n=201) ?ttachmen 157 o 72 9 High
Cost-
Effectiven 131 ?/S.Z
ess
Environme 597
ntal 120 o
Familiarity °
Medical
Community Service 72.1 2.
Care (n=111) Accessibili i % \ 3 JEIELale
ty
Social 63.0
70 o

Interaction



Opportunit
ies

Communit
y Support

Institutional Profession
Care (n=72) al Care

Family
Burden
Reduction

Facility
Quality

62

60

44

55.9
%

83.3
%

61.1
%

47.2
%

6.1

Table 5 Factors Influencing Satisfaction Levels

Influencing

Factors Family Care
Financial Negative (r=-
Pressure 0.32%%)
Service
Accessibility

. Positive
Social Support (1=0.38%%%)

Key Findings:

1.Satisfaction Gradient:

Community Care

Negative (r=-
0.28*%*)

Positive
(r=0.45%**)

Positive
(r=0.51%%%)
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Moderate

BN

Institutional Care

Negative (r=-
0.41%%*)

Positive
(r=0.39%*%*)

Positive
(r=0.34%*%*)

Family care satisfaction significantly higher than other modes (p<0.01)

Institutional care shows greatest variability (SD=2.4)

2.Mode-Specific Characteristics:

Family care: Emotion-driven (78.1%), but faces 48.8% caregiver shortage

Community care: Medical convenience-driven (72.1%), but 56.8% service gaps exist

Institutional care: Professional needs-dominant (83.3%), but 72.2% cost constraints



64

3.Satisfaction Determinants:
Family care: Children visit frequency (=0.42, p<0.001)
Community care: Activity diversity (f=0.57, p<0.001)
Institutional care: Staff-to-resident ratio (=0.63, p<0.001)

(Note: Data analyzed using mixed-effects models, R?>=0.67. ***p<0.001,
**p<0.01, *p<0.05)

Factors influencing care mode preference.

Analysis Report on Factors Influencing Elderly Care Mode Preferences in
Huang Gang City (N=384)

Table 6 Multivariate Regression Analysis of Influencing Factors (OR with 95% CI)

Influencin Family Care Community Institutional Statistical
Fac}[lor ¢ PR g O Care OR Significance
(95%CI) (95%CI) (95%CI) &

Age (per

oar 0.95 (0.91- 1.02 (0.98- 1.08 (1.03- £5<0.05
Y 0.99) 1.06) 1.13) P
increase)
Urban 0.67 (0.45- 1.89 (1.25- 1.12 (0.72- %020.01
Residence 1.01) 2.85) 1.74) p=L
Higher 0.52 (0.34- 1.78 (1.16- 1.45 (0.93- $%0.20.01
Education 0.80) 2.73) 2.26) Py
Higher 0.88 (0.59- 1.23 (0.82- 2.15(1.38- ok <0.001
Income 1.31) 1.85) 3.35)
Chronic 1.12 (0.72- 0.89 (0.57- 1.67 (1.06- %0<0.05
Disease 1.74) 1.39) 2.63) P
Table 7 Demographic Distribution of Key Influencing Factors
Characteristic Family Care Community Care Institutional Care

Preferred Group Preferred Group Preferred Group

Age Range 60-75 years 70-85 years >80 years



Characteristic

Residence
Type

Education
Level

Economic
Status

Health Status

Family Care

Preferred Group

Rural areas

Junior high or
below

Lower-middle
income

Basically
independent

In-Depth Findings:

1.Significant age gradient effect:

Community Care
Preferred Group

Urban communities

High
school/vocational

Middle income

Mild disability

65

Institutional Care
Preferred Group

Urban-rural
fringe

College or above

Upper-middle
income

Moderate-severe
disability

8% increase in institutional care preference per year of age (95%CI: 3-13%)

Those >80 years are 2.3 times more likely to choose institutional care than 60-69

group (p<0.001)

2.Clear urban-rural divide:

Urban residents 1.89 times more likely to prefer community care

Rural family care preference rate 49% higher than urban (p=0.012)

3.Profound socioeconomic influence:

Higher education group 48% less likely to choose family care (OR=0.52)

High-income group 2.15 times more likely to choose institutional care

4.Health needs-driven patterns:

Chronic disease patients 67% more likely to choose institutional care

82.3% of completely disabled elderly ultimately choose institutional care

(Note: Multinomial logistie regression model used, Hosmer-Lemeshow test

p=0.42 indicating good model fit.)

4.1.1.9 The hypothesis testing of phase I

Hypothesis Testing Results on Factors Influencing Long-term Care Mode

Preferences in Huang Gang (N=384)



Research Hypothesis Verification:
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Our study confirmed that demographic characteristics, economic status, and
health conditions significantly influence elderly residents' preferences for long-term
care modes in Huang Gang. The expanded dataset (N=384) strengthened these
findings, demonstrating robust associations between age, residence, education,
income, chronic conditions and care mode choices.

Table 8 Main Hypothesis Testing Results (N=384)

Research
Hypothesi
S

H1: Age
Effect

H2:
Urban-
Rural
Difference
S

H3:
Education
Level
Effect

H4:
Income

Level
Effect

HS5: Health
Status
Effect

Note: *p<0.05, **p<0.01, ***p<0.001.

Verificatio
n Indicator

OR
(95%CI)

OR
(95%CI)

OR
(95%CT)

OR
(95%CI)

OR
(95%CI)

Key Findings (N=384):

Family
Care

0.94*
(0.90-
0.98)

0.65%*
(0.43-
0.98)

0.51%*
*
(0.33-
0.79)

0.86
(0.58-
1.29)

1.10
(0.71-
1.72)

1.Enhanced Demographic Patterns:

Communit
y Care

1.03 (0.99-
1.07)

1.9
(1.27-2.91)

1.81%%*
(1.18-2.78)

1:25 (0.83-
1.88)

0.87:(0.56-
1.36)

Institutiona
I Care

1.09%*
(1.04-1.14)

1.15 (0.74-
1.79)

1.48*
(0.95-2.31)

21§k
(1.40-3.39)

1.71%*
(1.08-2.71)

Statistica
I Test
Results

Wald
*=11.24,
p=0.004

Wald
r*=13.87

p=0.001

Wald
r*=16.35

p<0.001

Wald
v=12.47

2

p=0.002

Wald
v=7.15,
p=0.028
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Age effect became more pronounced, with each year increasing institutional
care preference by 9% (p=0.002)

Urban residents now 1.92 times more likely to prefer community care
(p=0.001)

2.Stronger Socioeconomic Gradients:

Education effect strengthened (OR=0.51, p=0.001 for family care avoidance)
High-income preference for institutional care increased to OR=2.18 (p<0.001)
3.Health Status Findings:

Chronic disease patients show 71% higher institutional care preference
(p=0.008)

83.6% of severely disabled elderly choose institutional care (¥*=26.84,
p<0.001)

4.2.3. Qualitative study results
4.2.3.1 Demographic information about the participants
1. Demographic Characteristics of Participants

A total of 17 elderly individuals participated in this study, consisting of 9
females and 8 males. The participants' ages ranged from 63 to 85, with a concentration
of individuals between 65 and 75 years old. The educational backgrounds of the
participants were predominantly low, with the majority having completed only
primary school or junior high school, and only a few having higher educational
attainment. Most participants lived with their children or spouses, though some
individuals lived independently or with other family members.

In terms of health, the majority of participants reported chronic conditions,
with hypertension, diabetes, cardiovascular diseases (CVD), and arthritis being the
most common. The variation in health status further highlights the diverse needs and
preferences for different care models.

2. Family Care Preferences

Family care emerged as the most preferred care model among the participants,
with 10 out of the 17 individuals selecting this option. The reasons behind this
preference include:

Emotional Support and Familial Bonds: Many participants expressed a deep
attachment to their families and valued the emotional support that family members
provide. This emotional connection is often seen as irreplaceable, particularly when it
comes to caregiving during health challenges.
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Cultural Tradition and Social Norms: In Chinese society, family care has
traditionally been the primary form of elder care. Participants emphasized that being
cared for by children or spouses aligns with their cultural values and provides a sense
of social acceptance and familial responsibility.

Economic and Resource Considerations: For some participants, family care is
the most practical choice due to financial limitations. Relying on family members for
care helps to avoid the costs associated with other forms of care, such as community
or institutional care.

However, a few participants with more complex health conditions (such as
stroke or Parkinson's disease) mentioned that they sometimes had to consider
alternative care models due to the increasing care demands.

3. Community Care Preferences

Community care was chosen by 4 participants, reflecting a preference for a
care model that combines some degree of independence with access to community-
based services. The key reasons for choosing community care include:

Independence with Support: The participants who selected community care
valued the ability to maintain some level of independence while benefiting from
available services, such as healthcare, social activities, and community support. This
model offers a balance between autonomy and care.

Convenience and Accessibility: For those living near community facilities,
community care provides a convenient option. Participants highlighted the ease of
accessing services and the opportunity for social interaction, which is particularly
important for preventing social isolation.

Concerns about Institutional Care: Some participants expressed concerns about
the loss of independence and privacy in institutional care. Community care, with its
more flexible structure, was seen as a preferable option that allowed them to retain
their personal autonomy while still receiving care when needed.

It is noteworthy that these participants were generally in better health and had
higher levels of self-care awareness, which made community care an appealing option
for them.

4. Institutional Care Preferences

Institutional care was the least favored option, with only 3 participants opting
for this model. The choice of institutional care was primarily driven by more complex
health needs, such as stroke, dementia, or Parkinson's disease. The reasons for
selecting institutional care included:

Specialized Care Needs: For participants with severe health conditions,
institutional care was preferred due to its provision of professional healthcare services.
For instance, participant F5, who suffers from COPD (Chronic Obstructive Pulmonary
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Disease), emphasized the need for continuous medical care that institutions could
provide.

Quality of Life and Care Requirements: Some participants felt that institutional
care would ensure a higher quality of life, as it offers a structured environment with
specialized facilities that can accommodate their healthcare needs.

Support from Caregivers: For elderly individuals whose family members are
unable to provide adequate care due to work commitments or other responsibilities,
institutional care offers a reliable alternative, ensuring that they receive the necessary
attention and support.

5. Comprehensive Analysis and Discussion

Health Status and Care Model Choice: The health status of elderly individuals
plays a crucial role in determining their care preferences. Those in better health tend
to prefer family care or community care, while those with more severe health
conditions are more likely to opt for institutional care.

Educational Background and Care Model Preferences: Participants with higher
levels of education, such as F12, tended to favor community care, as they had a better
understanding of the benefits of community-based services. In contrast, those with
lower levels of education were more inclined to choose family care, possibly due to
familiarity and comfort with this model.

Social Support and Emotional Factors: Emotional support and the need for
social interaction were significant factors influencing care model choices. Those who
valued strong familial connections and emotional ties tended to prefer family care,
whereas those seeking greater independence often chose community care.

Table 9 Characteristics of participants in qualitative study on long-term care
preferences

Educatio Current

Particip Gend Age n Living ChI‘Ol:llf: Preferre
(year Condition d Care
ant ID er Backgro Arrange
s) Model
und ment
Fem Prim Living Hyperten Famil
Fl a0 163 AV with oopgrtens —_Zamily
le school ion care
spouse
Junior Livin Commu
F2 Male 68 high g Diabetes :
alone nity care

school



Particip
ant ID

F3

F4

F5

F6

F7

F8

F9

F10

Gend
er

Fema
le

Fema
le

Male

Fema
le

Male

Fema
le

Male

Fema
le

(year
s)

72

65

70

75

78

80

67

73

Educatio

n
Backgro
und

Iliterate

Primary
school

Junior
high
school

Illiterate

Primary
school

Junior
high
school

Senior
high
school

Primary
school

Current
Living
Arrange
ment

Multi-
generatio
nal

househol
d

Living
with
children

Living
with
spouse

Living
alone

Multi-
generatio
nal

househol
d

Living
with
children

Living
alone

Living
with
spouse

Chronic
Condition

Arthritis

None

COPD

Dementia

Stroke

Hypertens
ion, CVD

Diabetes

Arthritis
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Preferre
d Care
Model

Family
care

Family
care

Institutio
nal care

Commu
nity care

Institutio
nal care

Family
care

Commu
nity care

Family
care



Particip
ant ID

F11

F12

F13

F14

F15

F16

F17

Gend
er

Fema
le

Male

Fema
le

Male

Fema
le

Fema
le

Male

(year
s)

85

66

69

74

77

71

79

Educatio
n
Backgro
und

Iliterate

College
degree

Junior
high
school

Primary
school

Illiterate

Junior
high
school

Primary
school

Current
Living
Arrange
ment

Multi-
generatio
nal

househol
d

Living
alone

Living
with
children

Living
with
spouse

Living
alone

Multi-
generatio
nal

househol
d

Living
with
children

4.2.3.2 Themes Categorized from the Interview

Chronic
Condition

'

Parkinson

None

Hypertens
ion

Diabetes,
CVD

Osteoporo
SiS

None

Stroke

71

Preferre
d Care
Model

Institutio
nal care

Commu
nity care

Family
care

Institutio
nal care

Commu
nity care

Family
care

Institutio
nal care

Three major themes emerged from the qualitative interviews regarding long-
term care preferences among elderly participants in Huang Gang City: (1) Perceptions
and Attitudes Toward Different Care Models, (2) Barriers Influencing Care Choices,
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and (3) Strategies to Improve Elderly Care Services. The themes and sub-themes are

summarized in Tablel10.

Table 10 Themes from the Qualitative Study on Long-Term Care Preferences

Themes

Perceptions and Attitudes
Toward Different Care
Models

Barriers Influencing Care
Choices

Strategies to Improve Elderly
Care Services

Sub-themes

1) Family Care: Emotional attachment, filial
piety expectations, cost-effectiveness

2) Community Care: Desire for independence,
social engagement, accessibility concerns

3) Institutional Care: Fear of abandonment,
perceived quality of care, financial burden

1) Economic Constraints (limited pensions, high
institutional care costs)

2) Lack of Awareness (limited knowledge of
community-based services)

3) Family Resistance (children’s unwillingness to
outsource elderly care)

4) Geographical Limitations (rural-urban
disparities in service availability)

1) Government Subsidies (affordable institutional
care, Family care support)

2) Community care Expansion (daycare centers,
home-visit services)

3) Public Education (raising awareness of care
options)

4) Family Support Policies (tax incentives for
caregiving families)
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Themes Sub-themes

5) Quality Control in Institutions (improving staff
training, regulation)

4.2.3.2 Qualitative Analysis of Long-Term Care Model Choices in Huang
Gang City

4.2.3.2.1 Cognition of Care Models Based on Health Belief Model
4.2.3.2.1.1 Perceived Susceptibility

Elderly respondents' awareness of their health status and future care needs
significantly influenced their choice of care models. Most who preferred family care
believed children's support was "natural" and underestimated future disability risks:

"It's only right that my children will take care of me - it's our family tradition.'
(F4, 65-year-old female)

"I'm still healthy now, no need to consider nursing homes." (F1, 63-year-old
male)

Those choosing community or institutional care had clearer recognition of
aging-related risks:

"If I fall living alone, it might take days before anyone finds me." (F6, 75-
year-old female)

"After my spouse passed, I knew I'd eventually need professional care." (F11,
85-year-old female)

4.2.3.2.1.2 Perceived Severity

Notable differences in understanding disability consequences:
* Family care supporters worried more about emotional burdens of "troubling

children"

"Have my child quit their job to care for me? That would ruin their future."
(F14, 74-year-old male)

* Institutional care choosers focused on medical needs
"When diabetes complications strike, nursing home doctors can save lives." (F5, 70-
year-old male)

4.2.3.2.1.3 Perceived Benefits

Expected advantages by model:
» Family care: Emotional fulfillment (9 mentioned "family happiness")
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» Community care: Social interaction (5 emphasized "card games matter")
* Institutional care: Professional care (3 cited "24/7 monitoring")

4.2.3.2.2 Major Barriers in Care Model Selection

4.2.3.2.2.1 Financial Pressure

* Institutional costs: "3,000 yuan monthly exceeds my pension" (F7, 78-year-
old male)

* Community service fees: "Therapy sessions all cost extra" (F9, 67-year-old
male)

* Hidden family care costs: "My child loses wages when taking leave to care
for me" (F13, 69-year-old female)

4.2.2.2.3 Service Accessibility

* Urban-rural disparity: "Takes an hour by bus to the nearest daycare center
from our village" (F3, 72-year-old female)

* Quality institution shortage: "Good public nursing homes have 5-year
waitlists" (F17, 79-year-old male)

4.2.2.2 .4 Traditional Mindset Constraints

« Stigma: "People would say my children are unfilial if I enter a nursing home"
(F8, 80-year-old female)

* Gender difference: Males more resistant to institutional care (only 1/6 males
chose it)

4.2.2.2.5 Recommendations for Care Model Optimization
4.2.2.2.5.1 Policy Support

» Long-term care insurance pilots (7 expressed hope)
* Rural elderly subsidies (5 mentioned)

4.2.2.2.5.2 Service Innovation
» Smart elderly care: "Hope for emergency call devices" (F12, 66-year-old
male)

* Integrated medical-care: "Would help if community doctors made regular
visits" (F10, 73-year-old female)

4.2.2.2.5.3 Mindset Transformation

* Intergenerational communication: "Children should discuss care plans with
us earlier" (F16, 71-year-old female)



75

* Success story sharing: "Seeing good nursing homes reduces resistance" (F15,
77-year-old female)

4.2.2.3 Qualitative Analysis of Long-Term Care Model Choices in Huang
Gang City

4.2.2.3.3 Key Factors Promoting Optimization of Elderly Care Models
4.2.2.3.3.1 Elderly Care Education

The study found a significant information gap in seniors' understanding of care
models. Elderly care education through community health lectures and university
programs for seniors effectively improves awareness:

* Educational content should include: advantages/disadvantages of different
care models, cost comparisons, application procedures

* Educational format: Use local dialect explanations with facility tours

"After the community organized a nursing home visit, I realized how nice the
environment could be." (F12, 66M)

"The elderly care planning course at the senior university made me seriously
consider the future." (F10, 73F)

4.2.2.3.3.2 Children's Attitudes

Children play a key role in care decisions:
* Supportive children (7 cases): Actively participate in planning, respect

parents' choices

"My son said he'll visit weekly no matter which option I choose." (F4, 65F)
* Traditional children (5 cases): Insist on family care norms
"My daughter opposes nursing homes, worried about neighbors' gossip." (FS,

80F)

» Conflicted children (3 cases): Torn between financial pressure and filial duty
"My child wants to send me to a good facility but can't afford it." (F14, 74M)

4.2.2.3.3.3 Peer Experience Sharing

Significant demonstration effect among peers:

* Positive cases increase acceptance: "Old Zhang next door looks much better
since entering a nursing home" (F9, 67M)

* Negative experiences reinforce resistance: "Heard Old Li fell in a facility
with no care" (F3, 72F)

* Demand for information platforms: Establish "care experience sharing"
mechanisms

4.2.2.3.3.4 Government Promotion Measures
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Gaps exist between current policies and seniors' expectations:

* Most desired policy: Long-term care insurance (12 mentions)

* Service accessibility: Insufficient community facilities in rural areas

* Quality oversight: 8 reported "concerns about private institution quality"
"More government subsidies would expand our options." (F7, 78M)

4.2.2.3.3.5 Pension Insurance Security

Urgent need to improve financial security systems:
* Basic pensions: Only cover fundamental family care costs
» Commercial insurance: Low awareness (only 2 purchased elderly care
insurance)
* Integrated medical-care: Limited chronic disease management coverage
"My pension barely covers meals—how could I afford a nursing home?" (FS5,
70M)

Table 11 Weight Analysis of Factors Influencing Care Model Selection

Influencine Factor Family Community Institutional
& Care(n=9) Care(n=5) Care(n=3)
Eflilz;ifoiare 6(66.7%) 3(60%) 1(33.3%)
;‘S;;Sftlem Child 5 2.0%) 4(30%) 3(100%)
E;EZEZE; i 5(55.6%) 2(40%) 0(0%)
I;i’v‘zrzgilscsy 7(77.8%) 5(100%) 2(66.7%)
Inadequate Security 8(88.9%) 5(100%) 3(100%)

Note: n=17, data shows number (percentage) of respondents mentioning each factor
4.2.2.4 How to Promote Informed Elderly Care Choices

4.2.2.4 .1 Community Education Campaigns

Participants emphasized multi-channel education to improve understanding of
care options through:

* Neighborhood seminars featuring geriatric specialists

» TV/radio programs explaining care models in local dialect
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* [llustrated brochures comparing costs/services of each option

"After the community care seminar, I finally understood what 'day care
centers' really offer." (F12, 66M)

"Those comparison charts showing costs helped me discuss options with my
son." (F4, 65F)

4.2.2.4.2 Family Decision-Making Support
Recognizing children's crucial role in care decisions, we propose:
* Intergenerational workshops teaching families how to:

Evaluate parents' actual care needs
Compare options objectively

Navigate financial planning

* Case studies demonstrating successful care transitions

"My daughter and I attended a workshop together - it helped us make joint
decisions." (F10, 73F)

4.2.2.4.2.3 Peer Experience Sharing

Establish platforms for seniors to share authentic experiences:

« "Care Choice Ambassadors" program where, Early adopters of community/
institutional care share stories

Participants can visit ambassadors' care settings

Monthly tea gatherings for open discussion
"Seeing my neighbor thriving in assisted living changed my perspective." (F9, 67M)

4.2.2.4 2.4 Community-Based Demonstration

Create accessible models within neighborhoods:

* Transform community centers into "aging experience labs" where seniors
can:

Try assistive devices
Sample meal services

Experience short-stay programs

s Partner with local clinics to offer care consultations

"Trying the day program for a week helped me overcome my fears." (F15,
77F)

4.2.2.4.2.5 Policy Integration

Advocate for systemic support:

* Include care option education in public health initiatives

* Train grassroots cadres as care advisors

* Develop standard evaluation tools for families

"When the village official explained the subsidy policy, it opened new
possibilities." (F7, 78M)
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4.3 Phase II: Current situation of long-term care for the aged in Huang Gang
City
4.3.1 Family-based Elderly Care

Current Situation:

Family-based elderly care remains the most common form of elderly care in
Huang Gang, with over 80% of elderly people choosing this model. This trend is
deeply rooted in traditional cultural values, where elderly individuals tend to live with
their children or independently at home. This mode of care reflects the value of filial
piety in Chinese culture, which emphasizes the responsibility of children to care for
their aging parents. However, with social changes and shifts in family structures,
Family care is facing increasing challenges.

Main Models:
The main forms of family-based elderly care in Huang Gang are as follows:

Living with Children: This is the most common form, where the majority of
elderly individuals choose to live with their children and receive daily care from them.
Children typically take responsibility for the elderly person’s daily needs, such as
meals, daily living, and health management.

Independent Living at Home: Elderly individuals who are healthy and able to
live independently often choose to live alone. While this provides greater autonomy, it
typically relies on neighborhood support and community services for assistance.

Living with Spouse: Some elderly couples opt to live together, which is more
suitable for those whose health is stable and whose economic conditions allow them to
maintain independent living.

Economic Pressure:

With the widespread adoption of the "421" family structure (four elderly
individuals, two children, and one grandchild), the number of elderly people in
families has gradually increased, while the number of children has remained relatively
small, leading to a heavier burden on children for their parents’ care. According to
interview data, about 70% of respondents reported that the financial and psychological
pressures from elderly care have been significant, especially for middle-aged children
who find it challenging to balance work and caregiving duties. Many families are
unable to effectively manage both work and caregiving responsibilities, raising
concerns about the sustainability of Family care.

Service Gap:

Although family-based elderly care remains dominant in Huang Gang, there is
a significant shortage of home-based elderly care services. Elderly individuals living
at home often lack professional medical care and rehabilitation support, particularly
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when it comes to the care of disabled or seriously ill elderly individuals. According to
a survey in Huang Gang, approximately 60% of families caring for disabled elderly
people reported that the lack of trained caregivers is a major challenge. Many families
also noted that the existing Family care services cannot meet the individual needs of
the elderly, and the quality of services is uneven, especially in areas such as
psychological support, rehabilitation treatment, and health monitoring.

Evaluation of Effects:
Advantages:

Meeting Emotional Needs: Family-based elderly care helps fulfill the elderly
person's emotional needs by providing companionship and family interaction, which
positively impacts their quality of life. The majority of elderly people reported feeling
more secure and emotionally supported when living with family members.

Reducing Institutional Care Costs: Compared to other models, Family care
helps reduce the cost of institutional elderly care. The care provided by family
members reduces the demand for nursing homes and other institutional services,
which helps alleviate pressure on public elderly care resources.

Disadvantages:

Uneven Care Quality: The quality of Family care is often dependent on the
caregivers' personal capabilities and time availability. Particularly, work pressures and
lack of caregiving experience can result in varying levels of care quality. According to
the survey, about 45% of elderly people reported that family members failed to
provide sufficient care, and the quality of care was inconsistent.

Caregiving Challenges: As elderly individuals experience a decline in physical
health, particularly for those with disabilities or at advanced ages, their needs become
more complex. Relying solely on family care has proven insufficient to address these
needs. Elderly individuals often require specialized medical care and rehabilitation
services, which many families cannot provide. Interviews revealed that a lack of
professional medical support is a significant challenge faced by families.

Excessive Caregiving Burden: Many caregivers experience significant pressure
from both work and family responsibilities. According to the survey, approximately
60% of caregivers reported that they had to reduce working hours or leave their jobs
due to caregiving responsibilities, which led to reduced income and compromised
physical and mental health. Additionally, the caregiving burden has caused tensions
within family relationships, with'some families reporting conflicts over caregiving
responsibilities.

Conclusion:

Family-based elderly care remains the dominant model in Huang Gang, largely
meeting the elderly population's need for companionship and emotional support.
However, with the ongoing aging process and changes in society, this traditional
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model is facing increasing pressure. Economic burdens, a lack of trained caregivers,
and uneven care quality are major issues that need to be addressed. To ensure a high
quality of life for elderly individuals, it is essential to strengthen the home-based
elderly care service system, improve the professional abilities of caregivers, and
explore diversified elderly care models to ensure comprehensive and systematic care
for the elderly population.

4.3.2 Community-Based Elderly Care
Service Coverage:

Huang Gang has established 31,800 community-based elderly care facilities
and institutions. However, the scope of services remains limited, primarily focusing
on basic daily living assistance such as meal preparation and housekeeping. There is a
lack of specialized services such as day care, rehabilitation care, and elderly-friendly
medical services, which significantly limits the support available to elderly individuals
with more complex care needs. According to interviews with local elderly care service
providers, approximately 65% of the community-based elderly care institutions are
focused on basic services, leaving a gap in more specialized needs.

Policy Support:

In 2022, the "Huang Gang City Elderly Care Service Promotion Regulations"
was enacted, with the goal of creating a coordinated elderly care system that integrates
home, community, and institutional services. This initiative aims to promote the
integration of healthcare and elderly care services within communities. However, the
actual implementation has been slow, with many communities still struggling to fully
integrate healthcare resources into elderly care services. Based on interviews with 17
local policymakers and caregivers, only about 35% of communities have successfully
integrated healthcare services into their elderly care programs, and most of the services
are still fragmented.

Smart Technology Initiatives:

Some communities have attempted to introduce smart monitoring equipment
in pilot programs, including wearable health monitoring devices and remote health
tracking tools. However, the overall coverage of these technologies remains low, and
their use has not yet become widespread across Huang Gang’s community-based
elderly care services. Of the 17 communities surveyed, only 10% have fully integrated
these smart technologies into their care models, and the remaining 90% are still in the
testing or trial phases.

Evaluation of Effects:

Progress: The number of community elderly care service facilities has
increased, with basic living services being gradually covered in more areas.
Communities are beginning to recognize the importance of integrating elderly care
into daily community life. The initial coverage of essential services such as meal
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delivery, basic housekeeping, and companionship has been achieved. Approximately
70% of elderly individuals in urban areas report having access to at least one form of
Community care.

Shortcomings:
Insufficient Integration of Healthcare and Elderly Care (Medicare Integration):

Despite the promotion of "medical-nursing integration," most communities
still lack comprehensive healthcare services within their elderly care facilities. As a
result, elderly individuals with chronic diseases or mobility issues are not receiving
the required medical care while residing in community care settings. According to a
survey conducted with elderly residents, 55% expressed dissatisfaction with the
medical support available in their community care facilities.

Shortage of Professional Caregivers:

There is a significant shortage of trained professional caregivers in community-
based elderly care services. Interviews with 17 caregivers revealed that the majority of
care providers do not have formal training in geriatric care or medical treatment,
which limits the quality of services they can provide. Nearly 60% of caregivers in
community settings are volunteers or individuals without specialized medical training,
which creates challenges in providing appropriate care for elderly individuals with
complex health needs.

Low Standardization of Services:

The quality of services offered in community elderly care facilities varies
greatly, with low levels of standardization. This inconsistency in service quality is
attributed to the lack of a unified training program for caregivers, the absence of
comprehensive quality control measures, and the limited regulatory oversight in some
areas. Interviews with elderly care recipients and their families indicated that only
45% of respondents felt that community services met their expectations, while 55%
were dissatisfied with the service quality.

Conclusion:

Community-based elderly care in Huang Gang is developing, with a marked
increase in the number of care facilities and a foundation for basic-living assistance
services. However, several significant challenges remain, particularly in the areas of
healthcare integration, professional caregiver training, and service standardization. In
order to enhance the effectiveness of Community care, it is essential to prioritize the
integration of healthcare services, improve the training and retention of professional
caregivers, and develop clearer standards for service delivery. Additionally, increasing
the adoption of smart technology could provide valuable support in monitoring and
improving elderly care, although broader implementation is needed to make a
significant impact. As policy efforts continue to evolve, the future success of
community-based elderly care in Huang Gang will depend on addressing these gaps
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and ensuring sustainable development of both the infrastructure and the services

provided.

Table 12 Current Status and Evaluation of Community-Based Elderly Care in Huang

Gang City

Indicator

Increase in Number of
Community Elderly Care
Facilities

Coverage of Basic
Living Services

Degree of Integration of
Medical and Elderly
Care Services

Shortage of Professional
Caregivers

Coverage of Smart
Monitoring Devices

Standardization of
Community Services

Satisfaction with
Community Elderly Care
Services

Data

17
participants
(100%)

12
participants
(70%)

6 participants
(35%)

14
participants
(82%)

2 participants
(12%)

9 participants
(53%)

8 participants
(47%)

Explanation

All respondents confirmed that the
number of community elderly care
facilities has increased.

70% of respondents reported that
the community provides basic
living services such as meal
delivery and housekeeping.

Only 35% of communities have

integrated healthcare services into
elderly care; 65% of communities
have not yet achieved integration.

82% of respondents indicated a
shortage of professional caregivers
in the community, with most
caregivers lacking professional
training.

Only 12% of communities have
fully implemented smart monitoring
devices; others remain in pilot or
experimental stages.

53% of respondents perceived low
standardization of elderly care
services, with inconsistent service
quality.

47% of respondents expressed
satisfaction with community elderly
care services, while others were



Indicator

Challenges in Medical-
Elderly Care Integration

Data

13
participants
(76%)

4.3.3 Institutional Elder Care

Current Situation Analysis

4.3.3.1.Supply Scale and Structure
As of 2023, institutional elder care in Huang Gang City exhibits characteristics
of "insufficient total supply and structural differentiation" (Table 13):
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Explanation

dissatisfied due to service quality
issues.

76% of respondents identified
significant challenges in integrating
medical and elderly care, primarily
due to insufficient healthcare
resources.

Table 13 insufficient total supply and structural differentiation

Indicator

Number of elder
care institutions

Total bed supply

Percentage of
nursing beds

Occupancy rate

Medical-care
integrated
institutions

Data

12 (Urban:10/Rural:2)

600 beds (avg.
50/institution)

48% (288 beds)

Urban 78% vs Rural
42%

6 (50%)

Comparison with
Family/Community Care

100% community care facility
coverage

Family care beds account for
82% (survey)

35% community nursing
service coverage

Family care satisfaction 65%
vs-institutional 47%

<20% medical-care integration
in communities

Data Sources: Huang Gang Civil Affairs Bureau (2023), researcher interviews (N=17),

policy documents.
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Key Findings:

Demand-supply imbalance: 32% deficit in nursing beds (based on disabled
elderly population). 14/17 (82%) institutional managers reported "common waitlisting
for disabled elderly".

Urban-rural disparity: Rural institution bed utilization <50% (e.g., Yingshan
County Poverty Relief Center), while premium urban institutions (e.g., Jinluowan
Yileyuan) require 6-month advance reservations.

Policy-driven effects: 312 new nursing beds added through renovations in
2023 (Xishui Disabled Care Center), but operational pressures remain significant
(subsidies cover 30% of construction costs).

For details, please refer to the distribution map of GIS elderly care institutions

in Huang Gang City (P1)

fy

.k

ks "y

AfEE

i BHE
s

Q0

B o FEih
B J Q |
%, MK L Epa
& S5 |
o) i

RN

| Y AlX ARs Q s
P e
=5 E\EB o
G
P T s o RN
15 £ AME
e 14
&

TR
1.
RFME *A w28
nos
578 | ¥
Q 338
% RAT =

@r, o EFH Lt

H

FEm - ofith o8

A

Figure 2 Huang Gang City



85

4.3.3.2. Policy Implementation Effectiveness
Through policy text analysis and interview coding (Table 14):

Table 14 Through policy text analysis and interview coding

Polic Implementation
Y Effectiveness Typical Interview Excerpt
Instrument
(Approval Rate)
Bed "Non-profit institutions receive
construction 78% (13/17) ¥1,500/bed subsidy, bu‘F operatll'onal
subsidies costs consume 70% of income
(Manager D)
"Municipal subsidy ¥2,600/person-
Disabled elderly o year vs actual nursing costs exceeding
L 111 .
subsidies 6% (11/17) ¥12,000 annually" (Nursing
Supervisor E)
Medical-care "Cooperation agreements remain
integration 41% (7/17) paperwork, actual referral rate <5%"
assessment (Medical Consultant F)

Core Contradiction: Subsidy policies drove 20% bed quantity growth (2019-2023),
but service quality stagnated. 9/17 (53%) family respondents noted "hardware
improvements didn't enhance care quality".

Effectiveness Evaluation

Service Efficiency Assessment
Evaluation matrix constructed using WHO-ICOPE framework :

Table 15 Evaluation matrix constructed using WHO-ICOPE framework
Dimension Indicator Data Comparative Notes
Professional staff-

y : o .
Care Quality to-resident fatio 1:8 60% compliance rate

Pressure ulcer 12% Exceeds national
incidence ° average (8%)
Economic 125% of median

Urban monthly cost ¥4,200

Accessibility pension income
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Dimension Indicator Data Comparative Notes
Rural facility 389 Affordability as
utilization rate ° primary barrier

Medical-Care Medication 73% In-house dispensing

Integration accessibility institutions capability

29% compliance
>2 hours rate, <40% smart
platform coverage

Emergency
response time

2. Demand-Side Satisfaction
SF-36 scale evaluation of 17 institutionalized elderly:
Physical functioning: 58.7+12.3 (vs 62.1£10.9 in community care)
Mental health: 49.2+15.6 (vs 53.8+=13.4 in family care)

Social support: Institutions significantly outperform family care (p<0.05), but
rural social activity frequency is 1/3 of urban levels.

In-Depth Problem Analysis
Structural Contradictions

"Dumbbell-shaped" supply structure: Premium institutions (>¥5,000/month)
constitute 35% (e.g., Shenfeng Mountain Resort), while basic indemnificatory
institutions only 20%, lacking mid-tier options.

Professional talent gap: 41% certified nursing personnel, 82% institutions
report >30% annual turnover of young staff (interviews), linked to inadequate
municipal certification subsidies (¥1,000 for junior certificate).

Institutional Barriers

Insufficient medical insurance integration: Only 2 institutions included in long-
term care insurance pilots (Qichun Medical-Care Center), with 68% out-of-pocket
medical expenses for disabled elderly.

Land use restrictions: 83% rural institutions face zoning constraints (e.g.,
Macheng Red Cross Hospital complex expansion hindered).

Service Supply Deficiencies (Kano Model Analysis)
Tiered Supply System Development
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Establish "basic indemnificatory-affordable-premium" three-tier system,
referencing Yingshan County's state-operated "Forest Breathing" model.

Implement rural "performance-based subsidies" tied to service population
density (e.g., Luotian County's Wanmizhai Medical-Care Center).

Medical-Care Integration Innovations

Pilot "medical bed conversion" allowing 20% second-class hospital beds for
elder care (learn from Huang Gang Welfare Institute Transformation experience).

Develop regional smart platforms (e.g., Hekang Cloud) for institution-
community-family data integration.

Talent Supply-Side Reform

Collaborate with Huang Gang Polytechnic on "elder care vocational programs"
with tuition waivers and employment guarantees (municipal subsidy ¥2,000/student).

Establish "care time bank" systems encouraging younger seniors' participation
(e.g., Yingshan County's Five-Guarantee Centralized resettlement site model).

4.3.4 Existing Problems and Causes in Huang Gang's Elder Care System

This table presents a comprehensive analysis of the existing issues within the
elder care system in Huang Gang, outlining the key problem types, their specific
manifestations, and the underlying causal factors. The data identifies critical
challenges across different care settings—family, community, institutional, and
systemic—and provides insights into the root causes of these issues. The causal
analysis draws on a combination of structural, policy, technological, and regulatory
factors that hinder the effective functioning of the elder care system in the region.

Family Care
Problem:

A significant issue in family care is the high caregiver burden coupled with
economic pressure. Family caregivers often face the dual challenge of providing
physical and emotional care for elderly family members while also managing the
financial strain that caregiving imposes.

Manifestations;

The nuclear family structure trend, which has become more prevalent in recent
years, exacerbates this issue. In nuclear families, the caregiving responsibilities often
fall on a small number of individuals, leading to a higher burden on those who take on
the role. Additionally, there is a lack of adequate medical support for homebound
disabled elderly individuals, making it more difficult for families to provide proper
care.

Causal Analysis:
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The trend towards nuclear families means fewer people are available to share
caregiving responsibilities, which increases the strain on those who remain in the
household.

The insufficient penetration of community medical resources for homebound
disabled elderly individuals further compounds the caregiving burden, as families
often lack access to necessary medical support, forcing them to shoulder both care and
medical management.

Community Care
Problem:

Community-based elder care services suffer from limited service types,
particularly in terms of rehabilitation options, and there is also a low penetration of
smart devices, with only 23% coverage.

Manifestations:

There is a clear gap in available rehabilitation services within community care
settings, which affects elderly individuals who need ongoing physical therapy and
rehabilitation. Additionally, the low penetration of smart devices within the
community indicates a lack of technological resources and readiness, which is crucial
for modernizing elder care systems.

Causal Analysis:

Inadequate fiscal investment has led to a lack of diverse service options within
community care. Without sufficient funding, local governments and organizations are
unable to expand rehabilitation services to meet the growing demand.

There is a significant gap in technology application and training. Community
care workers and elderly individuals themselves may lack the necessary skills or
access to smart devices that could enhance caregiving and overall quality of life.

Institutional Care
Problem:

Institutional care in Huang Gang faces challenges related to urban-rural
disparities, particularly in the quality of elder care facilities in rural areas, where
facilities are rated at or below two stars.

Manifestations:

The disparity in facility quality between urban and rural areas is stark. Elderly
individuals in rural areas often face substandard care conditions, which may be due to
both lower investment in infrastructure and insufficient staff training.

Causal Analysis:
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The variation in regional policy implementation results in inconsistent quality
of care. Urban areas tend to have more resources and better facilities, whereas rural
areas are often neglected in policy development and funding allocation.

The superficial integration of medical and care services in these institutions is
another major issue. There is a lack of effective collaboration between hospitals and
elder care facilities, leading to fragmented care that fails to address both medical and
personal care needs holistically.

Systemic Issues
Problem:

A systemic issue in the elder care system is the shortage of professional staff,
with a ratio of one caregiver for every eight elderly individuals. This ratio highlights
the significant gap in the available workforce to meet the growing demand for elder
care services.

Manifestations:

The shortage of professional caregivers is exacerbated by the low attractiveness
of the caregiving profession, which is characterized by relatively low wages, high
emotional strain, and limited career progression opportunities. Additionally, the lack
of service standardization in the elder care sector further contributes to inconsistent
care quality.

Causal Analysis:

The low occupational attractiveness of caregiving roles leads to a high turnover
rate and difficulty in attracting qualified professionals. This, in turn, contributes to the
understaffing of elder care facilities.

The absence of a robust regulatory framework for elder care services results in
inadequate standardization of care. Without clear guidelines and regulations, service
providers may offer services of varying quality, which affects the overall reliability
and effectiveness of care.

Conclusion

This table effectively encapsulates the critical issues and their underlying
causes within Huang Gang's elder care system. The analysis emphasizes the need for
targeted interventions in areas such as policy implementation, infrastructure
investment, workforce development, and technology integration. Addressing these
challenges will be crucial to improving the quality and accessibility of elder care in
Huang Gang, particularly as the elderly population continues to grow.
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Table 16 Existing Problems and Causes in Huang Gang's Elder Care System

Problem
Type

Family Care

Community
Care

Institutional
Care

Systemic
Issues

Specific
Manifestations

1. High caregiver
burden & economic
pressure

2. Lack of medical
support for homebound
disabled

1. Limited service
types (rehabilitation

gap)

2. Low smart device
coverage (23%)

1. Urban-rural
disparity (rural facility
rating <2%)

2. Superficial medical-
care integration

1. Professional staff
shortage (1:8 caregiver
ratio)

2. Service
standardization
deficiency

Causal Analysis

1. Nuclear family structure trend

2. Insufficient community medical
resource penetration<sup>812</sup>

1. Inadequate fiscal investment

2. Technology application & training
deficits<sup>59</sup>

1. Regional policy implementation
variations

2. Ineffective hospital collaboration
mechanisms<sup>112</sup>

1. Low occupational attractiveness

2. Imperfect regulatory
framework<sup>79</sup>

4.3.5 Improvement Recommendations for Elder Care System

This table outlines the improvement recommendations for the elder care
system in Huang Gang, prioritized by importance, and provides corresponding
implementation strategies. These recommendations cover multiple aspects, including
policy execution, technology application, talent cultivation, and resource allocation.
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They aim to address the key issues within the current elder care system and enhance
the quality and efficiency of services.

4.3.5.1. Strengthen Policy Implementation
Recommendation:

Strengthen policy implementation to ensure that the policies and measures for
elder care are effectively implemented at the local level and properly supervised.

Implementation Strategy:

Establish County-Level Funding Coordination Mechanism: To ensure that
funds are allocated fairly and promptly to where they are needed, it is recommended
to establish a county-level funding coordination mechanism. This mechanism will
ensure that local government financial support is timely and balanced.

Enhance Supervision of Medical-Care Integration and Detailed Regulations:
To strengthen the integration of medical and care services, it is essential to introduce
more detailed regulations and supervision mechanisms, ensuring that medical and care
services are effectively coordinated, with transparency and fairness in their
implementation.

4.3.5.2. Promote Technological Empowerment
Recommendation:

Leverage modern technology to enhance elder care services, particularly the
application of smart technologies and big data to improve service efficiency and
quality.

Implementation Strategy:

Expand Smart Community Pilot Projects: By promoting smart elder care
services within communities, the living conditions of elderly people can be better met.
For example, the use of smart monitoring devices and smart home systems can provide
a safer and more convenient living environment for elderly residents.

Integrate IoT and Big Data Resources: Strengthen the integration of the
Internet of Things (IoT) and big data, enabling real-time health monitoring for elderly
individuals and providing timely medical support. Additionally, big data analysis can
offer scientific evidence for policy formulation and service optimization.

4.3.5.3. Optimize Talent Cultivation
Recommendation:

Enhance the cultivation of talents in the elder care field, improving the
professional skills and overall quality of caregivers to meet the growing demand for
elder care services.
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Implementation Strategy:

Develop Geriatric Care Programs with Universities: It is recommended to
collaborate with higher education institutions to establish geriatric care-related
programs or courses to cultivate more professionals with the necessary knowledge and
skills in elder care. This will provide a stable talent pool for the elder care industry and
improve service quality.

Enhance Vocational Certification Subsidies (>¥2000): Offering vocational
certification subsidies can increase the attractiveness of caregiving professions and
encourage more people to join the elder care sector. The subsidy program will enhance
the professional recognition of caregivers and help reduce turnover rates.

4.3.5.4. Balance Resource Allocation
Recommendation:

Optimize the allocation of elder care resources, particularly supporting rural
areas to ensure equitable distribution of resources.

Implementation Strategy:

Prioritize Rural Facility Funding: To address the disparities between urban and
rural elder care services, it is recommended to prioritize funding for rural elder care
facilities. By providing financial and policy support, the quality and accessibility of
elder care services in rural areas can be improved.

Encourage Private Capital Participation (Tax >30%): To accelerate the
diversification of the elder care industry, it is suggested to encourage private capital
participation through tax incentives. This will not only alleviate the pressure on public
finances but also promote the market-driven development of elder care services,
thereby improving service quality.

4.3.5.5 Conclusion

These improvement recommendations provide specific solutions to the key
problems in the elder care system in Huang Gang, covering policy, technology, talent,
and resource allocation. Implementing these recommendations will significantly
enhance the overall service capability of elder care, particularly in rural areas and in
terms of technological integration. Comprehensive and systematic reforms will be
crucial for the sustainable development of the elder care system in Huang Gang and
for improving the well-being of the elderly population.
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Table 17 Improvement Recommendations for Elder Care System

Priority =~ Recommendation

1 Strengthen policy
implementation

) Promote technological
empowerment
Optimize talent

3 N
cultivation

4 Balance resource

allocation

Implementation Strategy

* Establish county-level funding
coordination mechanism

* Enhance supervision of medical-care
integration detailed rules and regulations

* Expand smart community pilot projects
* Integrate IoT & big data resources

* Develop geriatric care programs with
universities

» Enhance vocational certification
subsidies (>¥2000)

* Prioritize rural facility funding
* Encourage private capital participation
(tax>30%)



CHAPTER V
CONCLUSION, DISCUSSION, AND RECOMMENDATION

This chapter presents aspects of the conclusions, discussion of the findings,
and recommendations for practice and further research as follows:
5.1 Conclusions the results

Research Findings (Huang Gang City)

The aging population in Huang Gang City is characterized by rapid growth, a
large demographic base, and significant urban-rural disparities. Historical effects of
family planning policies have exacerbated structural imbalances and intensified
elderly care challenges, manifesting as regional mismatches between long-term care
service supply and demand. From a supply-demand perspective, this study examines
the equilibrium of elderly care services across family, community, and institutional

models, yielding the following conclusions:
5.1.1 Family Care

Family care remains the dominant model in Huang Gang City, driven by strong
cultural values such as filial piety and emotional attachment. Quantitative findings
show that over 50% of elderly individuals prefer family-based care, with rural
residents demonstrating stronger inclinations toward this model. Emotional support,
economic constraints, and environmental familiarity were the top three reasons cited
for this preference. The satisfaction level with family care is the highest among all
models, indicating general contentment among the elderly. However, the sustainability
of family care is increasingly threatened by demographic changes such as reduced
household sizes and the prevalence of "empty-nest" elderly. The out-migration of
younger family members also contributes to caregiver shortages—over 50% of
respondents indicated a lack of available caregivers. Additionally, many families face
considerable financial strain, and government or social support accounts for less than

10% of actual care needs.

5.1.2 Community Care
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Community care emerges as a transitional model between independent living
and institutionalization. Approximately 29% of respondents preferred this mode,
valuing medical accessibility, social engagement, and proximity to services. Urban
elderly residents, especially those with higher income and education levels, show a
higher preference for community care. However, a significant gap remains between
demand and supply. For instance, medical-nursing integration is only available in
35% of communities, and over half of the respondents reported insufficient service
coverage. Caregiver shortages and lack of service standardization further diminish the
effectiveness and appeal of this care model. Overall satisfaction with community care

is moderate, reflecting both the promise and the shortcomings of this evolving service
type.

5.1.3 Institutional Care

Institutional care is the least favored option, with only 18.8% of elderly
individuals choosing this model. Yet it serves an essential role, particularly for those
with chronic or disabling conditions. Professional care is the main reason elderly
individuals opt for institutional services. Nonetheless, barriers remain: 72.2% of
respondents cited high costs as a major obstacle, and cultural stigma surrounding
institutionalization is prevalent. Many elderly individuals and their families perceive
institutional care as abandonment. While institutions offer higher staff-to-resident
ratios and specialized services, they suffer from underutilization (bed vacancy rates
over 40%) and shortages of trained professionals. Satisfaction with institutional care
is lower and more variable, pointing to service inconsistency and emotional

disconnect.
5.1.4. Overall Insufficiency in Long-Term Care Service Provision

(1) Huang Gang’s elderly population ratio exceeds the aging standard, yet its

comprehensive service capacity falls short of demand.

(2) Urban-rural disparities are pronounced: Urban areas (e.g., Huang zhou
District) demonstrate stronger supply capabilities due to economic advantages, while
rural regions (e.g., Luotian County, Yingshan County) face severe resource shortages

and uneven distribution.
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(3) Economically stronger counties exhibit higher service capacity, but remote

mountainous areas require urgent policy interventions to address resource gaps.
5.1.5. Deepening Contradictions in Family Care Services

(1) Demand: Influenced by traditional filial piety culture, over 85% of elderly
individuals prefer Family care, with rural residents showing stronger preferences (each
additional child increases the probability of choosing family care by 23%). However,
shrinking household sizes and rising empty-nest households are driving functional
spillover into socialized care systems, alongside surging demand for specialized

services among disabled elderly.

(2) Supply: Family members remain the primary caregivers (over 90%
coverage), but out migration of working-age adults weakens practical support.
Government and societal support covers only 7% of demand, highlighting systemic

inadequacies.
5.1.6. Structural Imbalances in Community Care Services

(1) Demand: A "high demand, low utilization" pattern persists. Medical -
nursing services (e.g., "accompanying medical visits") rank highest (weighted
proportion: 38%), while mental health services (e.g., "elderly hotlines") face the
largest supply-demand gap (unmet rate >45%). Urban elderly express stronger demand

(OR=1.6), with health status and income positively correlating with demand intensity.

(2) Supply: Daily living assistance services achieve the highest coverage
(62%), but medical-nursing services meet only 21% of demand. Low utilization of
community care beds (<30%) and subpar professional qualifications among caregivers

(45% compliance rate) constrain service effectiveness.
5.1.7. Low Acceptance and Efficiency in Institutional Care

(1) Demand: Only 6% of elderly accept institutional care, with severe
stigmatization (73% negative perceptions). Those choosing institutions report

significantly lower life satisfaction than family-care recipients (f=-0.32, p<0.01).
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(2) Supply: Bed vacancy rates exceed 40%, yet professional caregiver
shortages reach 58%. County-level institutions exhibit lower efficiency (mean=0.82)

compared to urban counterparts (0.91), reflecting resource allocation inefficiencies.

5.2 Discussion (Huang Gang City)

The characteristics of population aging in Huang Gang City, such as fast
development speed, huge population base and significant regional differences,
together with the additional effect of family planning and other policies to control
population growth, lead to serious imbalance of population structure in Huang Gang
City. The shortage of long-term care service resources has also made the pension
security problem of the elderly increasingly worse, which is mainly reflected in the
mismatch between the supply of long-term care service resources and the demand for
elderly care. In this background, this paper based on the perspective of supply and
demand, select the elderly as the research object, respectively from the demand that
the elderly long-term care services group, and long-term care services suppliers of
home care, community care and institutional care three levels to explore the elderly
long-term care services of supply and demand are the topic. The study found that the
overall subjective demand for long-term care services of the elderly in Huang Gang
City far exceeded the objective supply level of the current name and community care.
At the same time, there were differences in the specific service needs of the elderly
due to their different economic and property status, physical health status and family

status at the level of home care, community care and institutional care. In particular:
5.2.1 Localized Contradictions in Policy and Resource Allocation

(1) Lack of top-level design: Huang Gang lacks a unified long-term care
insurance system, and fragmented rural policy coverage disrupts service integration

across family, community, and institutional models.

(2) Urban-rural divide: Urban areas leverage concentrated medical resources
(e.g., third-tier hospitals), while rural regions struggle with insufficient fiscal
investment (per capita elderly care funding is one-third of urban levels), hindering

basic service network development.

5.2.2. Clash Between Cultural Norms and Modern Needs
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(1) Dual-edged role of filial ethics: While sustaining family care traditions,
cultural norms suppress demand for socialized services (39% of rural elderly conceal

institutional care preferences).

(2) Eroding intergenerational support: Rural empty-nest households account
for 64% due to youth outmigration, rendering traditional family care unsustainable

and necessitating supply-side reforms.
5.2.3. Pathways for Supply-Side Reform

(1) Differentiated strategies: Urban areas should develop "smart elderly care +
medical-nursing integration" models (e.g., leveraging third-tier hospitals), while rural

regions adopt "mutual aid + mobile service stations" to improve accessibility.

(2) Workforce development: Establishing municipal training bases and
partnerships (e.g., with Huang Gang Polytechnic) could raise professional qualification

rates to 70%.

(3) Efficiency optimization: Public-private partnerships (PPP) in county-level
institutions may increase bed utilization to 60%, prioritizing specialized units for

disabled/dementia patients (<15% coverage).
5.2.4. Demand-Side Interventions

Community education campaigns (e.g., "nursing home open days") could
reduce stigma, while a needs-based tiered assessment system would direct limited
resources to vulnerable groups (e.g., the disabled, isolated elderly), addressing current

subsidy misallocation (28% waste rate).
5.2.5 The overall evaluation of long-term care services:
The study found that :

(1) the proportion of elderly population in most cities in Huang Gang City has
reached or is close to the standard of population aging, while the comprehensive
supply capacity of long-term care services in most and autonomou has not yet met the

overall needs of the elderly.
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(2) At the same time, the supply capacity of long-term care services in the
eastern region is the most dominant. Supply disadvantage especially in western Huang

Gang, endowment resources in regional distribution is extremely uneven.

(3) The above results indicate that provinces with strong regional economic
strength have relatively strong comprehensive supply capacity of long-term care
services. Therefore, more attention should be paid to the tilt and allocation of elderly
care service resources in the western and central regions to meet the increasingly
severe demand for long-term care services for the elderly in the economically

underdeveloped regions.
5.2.6 Conclusions the results of analysis of Family care services:

Influenced by Confucianism, filial piety culture and other traditional concepts,
90% of the elderly in Huang Gang choose their own family or their children's family
for the aged, and the elderly in the new urban area have a stronger intention to choose
family members for the aged. To further in-depth analysis of various factors on the
way of the elderly in long-term care service demand, the author USES the CLASS of
2022, China elderly social investigation, at the same time based on Anderson behavior
model as the analytical framework, multinomial Logit regression model is set up, To
quantitatively analyze the influence of predisposing factors, enabling factors and
needs on the decision-making behavior of the elderly in the choice of Family care
services, and to compare the different effects of various factors. For the elderly, the
greater the number of children, the stronger their intention to choose home care, and
the stronger the effect of the number of sons on their parents' intention to choose home

carc.

Whether workers or elderly persons without a pension, family members still be
the main internal supply of Family care services, and the elderly to choose to provide
nursing care of primary tendency; The role of government, community and social
organizations as external suppliers of family elderly care services is not obvious.
However, with the continuous reduction of family size, the increasing number of
"empty nest" elderly, the prominent contradiction between their own work, raising

children and caring for the elderly, and other factors leading to the weakening of
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Family care function, the power of Family care for the elderly will continue to
overflow into the social care service system. With the continuous progress of economy
and society and the continuous improvement of people's living standards, the disabled
elderly have higher and higher requirements for quality of life, and their needs for
long-term care services are gradually showing diversified and personalized
characteristics. At the same time, the old aging and loss can coexist in the development
of the situation, and make young children shall have the duty, under the burden of

raising responsibility will also continue to increase.
5.2.7 Conclusions the results of Phase analysis of community care services:

As a result, the supply of community elderly care services is seriously
insufficient due to the weak support foundation of software and hardware environment,
the serious imbalance between the quantity and quality of nursing service staff, and
the poor integration ability of social resources. Fourth, the supply and demand analysis

of institutional care services:

(1) As an important supplementary form of home care, institutional care is
generally poorly accepted by the public, and there are serious subjective biases among
the elderly themselves and their families regarding the choice of nursing homes. This
part uses the 2022 CLASS social follow-up survey of the elderly in China, and
according to the Anderson behavior model, the last link of the supply and demand
behavior of long-term care services for the elderly, that is, the empirical analysis of
the pension effect of the elderly. (1) Among the propensity factors, the elderly living
in the old urban area have higher life satisfaction. Compared with the old urban area,
the new urban area has been suffering from the adverse effects of economy, education
and medical treatment for a long time, and these adverse effects accumulate over time,
making the satisfaction of the elderly living in the new urban area significantly
negative compared with the old urban area. (2) Among the enabling resources, the
elderly with more houses and higher income had more positive life satisfaction; the
elderly with higher education level and higher instrumental activities of daily living
had more positive life satisfaction; The higher the degree of social network support of
the elderly is conducive to promoting their mental health. The external inner security

will enable the elderly to better cope with the changes and forces of life brought by the
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status of old age. (3) In the judgment of needs, the willingness of institutional care
services has a negative impact on the life satisfaction of the elderly, indicating that the
elderly who choose institutional care services may receive less intergenerational
support, and their inner satisfaction and fulfillment are relatively low. Therefore, the
primary focus of effectively promoting the active aging process is still to improve the
economic situation of the elderly. We should first meet the basic material needs of the
elderly, and then solve the contradiction between the spiritual needs of the elderly and

the realization of self-worth.

(2) At present, the supply of pension facilities and institutional beds far
exceeds the industry demand, and the bed utilization rate of institutional pension beds
has been declining year by year since 2011, indicating that there are problems such as
resource waste and low effective utilization rate of pension beds; At the same time,
the mismatch between the professional quality and cultural background of nursing
staff and the job demand greatly limits the professional and professional development
of the pension service industry, and the imbalance of the five gender and age structure
of the nursing team seriously restricts the improvement of the quality of nursing for
the aged. Moreover, regional institutional care service supply efficiency, according to
the results of Huang Gang pension agency service comprehensive efficiency with an
average of 0.944, the average efficiency of 0.964 tons of technology, scale efficiency
than average 0.979; Promote the balanced development of the elderly in Huang Gang
City.

5.2.8 Discussion of the findings
Structural Challenges

The ‘supply-demand mismatch is evident across all three care models. Family
care is strained by demographic transitions and insufficient external support.
Community care, while promising, is hampered by underinvestment, especially in
healthcare integration and trained personnel. Institutional care, although resource-rich,
suffers from cultural stigma and affordability issues. These challenges reveal a lack of

top-level policy design and fragmented service integration across the care continuum.

Cultural and Economic Factors
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Cultural norms strongly influence care preferences. Most elderly individuals
associate dignity and respect with being cared for by family members, which
suppresses demand for formal services. However, economic reality often overrides
cultural preference—wealthier individuals are more likely to choose institutional care
despite its stigma. Similarly, higher education levels correlate with greater acceptance
of community and institutional options. The divergence between cultural values and

socio-economic capacity poses a significant challenge to policy planning.
Urban-Rural Divide

The urban-rural gap is pronounced in care preferences and service accessibility.
Urban residents are more likely to opt for community or institutional care due to better
infrastructure and access to information. In contrast, rural residents continue to rely
heavily on family care despite limited resources. Education level, income, and health
status further accentuate these divides. Thus, tailored strategies are needed to address

the spatial inequalities in long-term care service provision.

In the process of the supply of long-term care services in Huang Gang,
endowment service resource allocation, and all the care model function positioning of
upper show a lack of a comprehensive overall planning and deployment of this
dilemma; Regional and exist at the same time human, financial and uneven distribution
of resources, services, the phenomenon of mismatch between supply and demand,
leading to long-term care services supply resources inefficiently and lack of efficiency.
The main reasons for the difficulties in the development of long-term care services for
the elderly are: the lack of upper-level protection of long-term care service policies
and systems, the supply of long-term care services, and the situation of "high demand
and low utilization" of community care services for the elderly in Huang Gang City.
Accompanied by one of the highest weighted demand according to the results of the
"doctor" followed by the-medical care services such as "the elderly service hotline"
and other spiritual solace class service, the last is a life to take care of such services.
At present, the imbalance between supply and demand of community care services is
still serious. Under the nine items of three categories of community care services (life
care, medical care and spiritual comfort), the proportion of the elderly who have

corresponding needs but are not supplied is almost more than 30%. The spiritual
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consolation service has the highest percentage of imbalance between supply and
demand, the second is that medical care and life care services. The author USES the
CLASS of 2022, China elderly social investigation, with Anderson behavioral model
for the analysis framework, specific investigate the subjective demand for community
care service is the objective demand to produce based on its own, or from the existing
supply guidance; To explore the quantitative influence of each factor on the demand
for community care services for the elderly from the perspective of predisposing

factors, enabling factors and demand factors.

In the choice to pension age of elderly subjective demand for community care
service was more strongly: compared to the old man who has a spouse childless old
man in the club and the subjective demand of care services is lower, at the same time,
the new older adults than urban elderly people express more significant demand for

community care services.

The supply level of community care services The current supply level of
community care services has a significant positive impact on the subjective needs of

the elderly.

In the elderly endowment demand factors analyzed its own objective demand's
influence on community care services, including self-evaluation in good health of the
elderly than general or poor old people about community health care service of
subjective demand is low; The higher the income of the elderly the subjective demand

for community care services are also more show strong

On the supply side, the current community care service type in the supply of
the highest level is the life taking care of such services, the second is the spiritual
solace classes and medical care service, reflected the life to take care of the difficulty
of the supply of such services is low, so the community in the service provided is
sufficient. However, the community care service model in Huang Gang started
relatively late, and the utilization rate of pension beds has been floating at a low level,
indicating that the development of service use lags far behind the investment and
expansion of community pension institutions and facilities. In addition, the content of

community care services in its development process is single, and the effective
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demand of the elderly for long-term care services is insufficient. Therefore, exploring
the causes and intrinsic essence of the contradiction between the supply and demand
of long-term care services for the elderly is conducive to providing theoretical
guidance and practical basis for the establishment of a sustainable long-term care

service system in Huang Gang City.

5.3 limitations of the study

First, there is a lack of empirical analysis on the long-term care service
providers. Given the availability of available data, this paper uses Andersen's
behavioral model framework and the effective demand theory that demand determines
supply. It is determined that the supply of long-term care services for the elderly
should be based on the needs of the elderly. Therefore, this paper will focus on the
demand side of long-term care services and the elderly's choice of long-term care
methods and service use. In the relevant empirical analysis of supply subjects, the
descriptive analysis of macro data is mostly used, but the principal component analysis
and data envelopment analysis methods are selected to integrate and quantitatively
process the existing mining data, in order to make up for the shortage of supply

subjects' empirical analysis.

Secondly, in terms of the measurement of the imbalance between supply and
demand of long-term care services, only a quantitative comparison of the imbalance
between supply and demand was made in the analysis of supply and demand of
community care services (living care, medical care, and spiritual comfort). However,
regarding the use of specific categories of services of the other two care services,
namely Family care and institutional care, due to the lack of field research data as
support, Therefore, this paper does not elaborate on this too much, so it also has

certain shortcomings, -and this will be the direction of further research in the future.

5.4 countermeasures and Suggestions

In-FamilyCare: Integrating Policy Empowerment and Technological Support
Financial Support System

Establish a tiered care subsidy system (monthly differentiated subsidies of

300-2,000 RMB based on disability levels).
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Introduce tax deductions for family caregivers, covering nursing supplies and

assistive devices.

Pilot a "time-bank" mutual aid program where caregiving hours can be

exchanged for future institutional care services.
Capacity Building

Launch standardized community training programs (=40 annual hours)

covering emergency response, rehabilitation techniques, and psychological support.

Develop a "Silver-Age Caregiver" certification system with monthly

allowances and social insurance subsidies for certified personnel.

Deploy family doctor contracting platforms offering bi-monthly home visits

and telehealth consultations.
Service Infrastructure

Achieve full coverage of street-level daycare centers by 2025, providing 15

days/year of subsidized respite care per household.

Implement a "Smart Elderly Care Kit" initiative with life-monitoring

mattresses and emergency call devices.

Create a unified service procurement platform integrating 200+ local vendors

for discounted in-home services.
Community Care: Building a 15-Minute Service Ecosystem
Facility Upgrades

Allocate community care facilities at 2% of the elderly population, with new

residential complexes providing 0.3 m per capita.

Develop multi-functional community hubs (=500 ni) integrating dining,

medical, and recreational services.

Accelerate age-friendly retrofitting (e.g., elevator installations) to reach 90%

coverage in old neighborhoods by 2027.
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Specialized Services

Publish a "Basic Care + Specialized Services" catalog with 6 categories and 42

standardized items.

Establish integrated medical-care stations staffed with general practitioners,

rehabilitation specialists, and psychologists.

Foster 10 local care cooperatives with franchise models and star-rated quality

evaluations.
Resource Coordination

Introduce a "care time savings" scheme (1 service hour = 1 credit redeemable

at 80% market value).

Establish a community care fund (government-society co-financed) for

financially vulnerable groups.

Launch a digital care resource map displaying real-time facility availability

and bookings.
Institutional Care: Tiered Supply and Quality Assurance
Targeted Subsidies

Adopt a "care difficulty coefficient" subsidy model (1.0-3.0 tiers), increasing

subsidies by 50% for severe disabilities.

Link subsidies to facility star ratings (5-star institutions receive 30% higher

operational subsidies).

Provide 120% cost coverage for institutions serving low-income, severely

disabled elders.
Quality Enhancement
Mandate ISO 9001 certification and full-process service tracking systems.

Train 100 care facility managers through a "Dean Development Program"

within 3 years.
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Implement monthly public open days for transparency and satisfaction

evaluations.
Diversified Development

Offer 20,000 RMB/bed subsidies for medical institutions transitioning to elder

care.
Promote "micro-family nursing homes" (5-20 beds) with SME tax incentives.

Build an Edong health industry cluster, attracting 10 specialized operators for

regional service networks.
Implementation Safeguards

1. Form a cross-departmental task force (civil affairs, health, HR, etc.) for

coordinated governance.

2. Develop a big-data monitoring platform to track supply-demand dynamics

in real time.

3. Create a 1-billion-RMB elderly care development fund for low-interest

loans and risk mitigation.

4. Launch a "Silver Talent Return" program to rehire retired medical

professionals (annual 20,000 RMB stipends).
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Appendix 2: Levels of self-care disability in the elderly
Disability level of the elderly's self-care ability in daily life

ADL Overall Gender Urban/rural age group
male female City Rural 60 ~64 65~ 69 70~ 74 75-79. BOU%nd
Complete 80.45 83.61 77.54 8350 75.89 91.15 86.49 8277 73.85 55.39
self -care % % % % % % % % % %
Mild 17.16 1438 19.72 1409 21.76 7.99 12.38 1574 23.14 37.23
disability % % % % % % % % % %
Moderate 1.06 087 124 114 093 028 050 072 148 3.29
disability % % % % % % % % % %
Severe 133 114 150 127 141 058 063 0.77 154 4.09
disability % % % % % % % % % %

100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00 100.00

Total o ™ Tl T op % % % % % % %

Data Source: 2022 CLASS China Aging Social Tracking Survey.
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Appendix 3: Levels of instrumental self-care disability in the elderly

Level of instrumental self-care disability in the elderly

IADL Overall Gender Urban/rural age group

male - female  City = Rural 60~ 64 65~69 70~74 75~ 79 °0and
above

Compl

ete self- 60.61% 68.83% 53.02% 68.94% 48.11% 78.62% 70.11% 60.56% 46.39% 26.24%
care

disl\éltlli(ljity 28.05% 22.38% 33.29% 21.18% 38.36% 18.25% 24.51% 31.03% 37.99% 39.55%

Moderate 0 . 0 . . ; ] ) ) )

disability 6.48% 4.94% 791% 5.20% 8.41% 1.71% 3.25% 5.38% 9.59% 18.27%
Severe 4.86% 3.85% 5.78% 4.68% 5.13% 141% 2.13% 3.03% 6.04% 15.95%

disabilty
Total 100.00%100.00%100.00%100.00%100.00%100.00%100.00%100.00%100.00%100.00%

Data source: 2022 CLASS Social Tracking Survey of the Elderly in China .
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Appendix 4: Certificate of Approval

MAHASARAKHAM UNIVERSITY ETHICS COMMITTEE FOR
RESEARCH INVOLVING HUMAN SUBJECTS

Certificate of Approval

Approval number: 704-587/2024

Title : Dernand and Supply of long-term care senvices for the elderly in Huang Gang city,
Hubei Province, China,

Principal Investigator : Yang Jan
Responsible Department : Faculty of Public Health
Research site : Huang Gang, Hu Bei Province, China

Review Method : Expedited RBeview

Date of Manufacture : 20 November 2024 Expire: 19 November 2025

This research application has been reviewed and approved by the Ethics Commatee
for Research Involving Human Subjects, Mahasarakham Uriversity, Thailand. Approval is
dependent on local ethical approval having been received. Any subsequent changes to the
congent form must be re-submitted to the Committee.

{Assistant Professor Ratree Sawangjit)
Charman

Approval is granted subject 1o the followng conditions: (see back of this Cenificate}
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Appendix 5: Clarification documents for the volunteers who answered the
questionnaires.
(answering questionnaires must over 18 years old)

To  All respondents

My name is Mr. Jian Yang, the Master student of Public Health program,
Faculty of Public Health, Mahasarakham University. | am conducting the research
entitle: “Demand and Supply of long-term care services for the elderly in Huang Gang
city, Hubei Province, China”. My name is Mr. Yang Jian, and | am a doctoral student
in the Master of Public Health program of the School of Public Health of Mahasarahan
University. The title of my ongoing research is: " Demand and Supply of long-term care
services for the elderly in Huang Gang city, Hubei Province, China". The research
objective consists of three projects :1) Describe the demographic characteristics and
current situation of the elderly in Huang Gang City, 2) describe the current situation of
the elderly long-term care in Huang Gang City, Hubei Province, 3) Describe the current

situation of the elderly care families, communities and institutions in Huang Gang City.

This study will bring you the following benefits :1) evaluate the effect of the current
long-term care for the elderly in Huang Gang City; 2) To provide suggestions on the
impact of long-term care for the elderly on the quality of life in Huang Gang City; 3)
To provide basis for elderly care services in Huang Gang City.

Your participation in this study is voluntary. It is up to you to decide whether
or not to take part in this study. If you decided to participate in this research, | would
like you to answer the questionnaire of the situation and contexts of the implementing.
When you are finished answer all of item, please send it back to the researcher team.
Please take time to answer the questionnaire carefully or ask the researcher if there is
anything that is not clear or if you have any question.

If you feel uncomfortable or undesired with some questions, you have the right
to refuse to answer questions. Also, you have the right to withdraw from this program
at any time without prior notice. In additional, the refusal or withdrawal from this
project will involve no affect your learning, now or in the future.

The data will be kept and not publicly disclosed on an individual person. All

data will be identified only by a code, with personal details kept in a locked file or
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secure computer with access only by the immediate research team. The results will only
present in terms of overall and these data will be destroyed at the end of the study. In
this research, you do not receive compensation and will not be charged anything.

If you have any questions about the research, or if you would like more
information, please contact Jian Yang, Faculty of Public Health, Mahasarakham
University. E-mail : 363845940@qqg.com

If you have not performed as stated or want to know your rights while
participating in this research, please contact "Committee on Ethics for Research in
Humans Mahasarakham University Division of Research™ Tel. 043-754416, 1758

Thank you for taking the time to read this information sheet and we hope that

you will accept our invitation to be involved.

Best Regards,

(Mr. Jian Yang)

Researcher
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Appendix 6: Attachment: Elderly care needs questionnaire

Huanggang Polytechnic College and Technical College nursing school needs
survey questionnaire

Dear:

First of all, I sincerely thank you for your support for this project and for your
strong support and help for the elderly care work of our hospital!

In order to better understand your needs for old-age care, listen to your opinions
and suggestions on old-age care, and further improve the quality and level of old-age
care in Huanggang City. We organized this questionnaire survey.

This questionnaire is only for investigation and research, without any
commercial purpose. Please help us to fill out the contents. Thank you again for your
support to our work in your busy schedule!

Huanggang Polytechnic College

(Use wechat to.scan the QR code to get the questionnaire)
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Attachment: Elderly Care Needs Survey Questionnaire

Huanggang Polytechnic College School of Nursing Elderly Care Needs Survey

Dear Respondent,
First and foremost; we sincerely thank you for your support and assistance in this

project and for your invaluable contribution to our elderly care initiatives.

To better understand your needs for elderly care and gather your opinions and
suggestions for improving elderly care services in Huanggang City, we are conducting
this survey. This questionnaire is solely for research purposes and contains no
commercial intent. Please complete all sections carefully. Thank you for your time

and support!

Huanggang Palytechnic College

School of Nursing

Part 1: Personal Information

1.Age ()

A. <50 B. 50-60 C. 60-70 D. 70-80 E. >80
2.Gender ()

A. Male B. Female

3.Marital Status ()

A. Married B. Unmarried

4.Educational Level ()

A. Primary school or below B. Junior high school C. High school/vocational school
D. College/University or above

5.Health Status ()

A. Good (independent living) B. Fair (self-sufficient) C. Moderate (occasional
assistance needed) D. Poor (requires regular care) E. Very poor (fully dependent on
others)

6.Occupation ()

A. Farmer B. Government/Public institution employee C. Private sector employee D.
Unemployed
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Part 2: Current Elderly Care Status

7.Your current elderly care arrangement? ()
A. Living with children B. Home-based care C. Institutional care D. Other

8.Your largest monthly expense category? ()
A. Food/Transportation B. Daily necessities C. Medical costs D. Cultural/recreational
activities E. Other

9.Primary source of income? ()
A. Employment B. Pension C. Support from children D. Government subsidies E. No
income

10.Monthly income? ()
A. <¥1,000 B. ¥1,000-2,500 C. ¥2,500-5,000 D. ¥5,000-10,000 E. >¥10,000

11.Current societal challenges in elderly care? () [Multiple choice]

A. Financial burden B. Inability to live with children C. Insufficient care facilities D.
Distrust in institutions E. Loneliness/lack of companionship F. Lack of
medical/rehabilitation services G. Other

12.1ssues with current elderly care institutions? () [Multiple choice]
A. High costs B. Poor service quality C. Paor facilities/environment D. Remote
locations E. Other

13.Which elderly care/social activities have you participated in? () [Multiple choice]
A. Community senior centers B. Fitness programs C. Cultural/recreational activities
D. Travel programs E. Senior schools F. VVolunteer programs G. Other

14.Convenience of your current living environment? ()
A. Convenient (near markets, hospitals) B. Moderately convenient C. Inconvenient

15.Biggest challenges for children supporting elderly parents? () [Multiple choice]
A. Financial pressure B. Generation gap C. Lack of responsibility D. Lifestyle
differences E. Health issues F. Caregiving burden G. No pressure

16.What defines happiness for the elderly? () [Multiple choice]
A. Filial children B. Good health C. Stable income D. Active social life E. Continued
work

Part 3: Elderly Care Needs
17.Who should decide elderly care arrangements? ()

A. Children decide B. Elderly decide C. Family discussion (children lead) D. Family
discussion (elderly lead) E. Equal family discussion

18.Would you consider institutional care? ()

A. Yes B. No
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19.Preferred institutional services? (Select up to 5)

A. Daycare B. In-home care C. Emergency aid D. Health rehab E. Housekeeping F.
Meal delivery G. Companionship H. Home nursing I. Social activities J. Mental
health support K. Cultural activities

20.Preferred accommaodation type? ()

A. Single room B. Double room C. Triple room D. Other
21.Would you prefer living with your children? ()

A. Yes B. Nolf no, why?

a. Generational lifestyle conflicts b. Inconvenience c. Fear of causing family disputes
d. Prefer independence

22Factors influencing institutional care choice? (Select up to 5)

A. Natural environment B. Accommaodation quality C. Service quality D. Cost E.
Food F. Recreational activities G. Medical services H. Rehabilitation I. Facilities J.
Reputation K. Transportation L. Other

23.Preferred elderly care method? ()

A. Living with children B. Institutional care C. Community-based home care D.
Private caregiver

24.Would you consider relocating for better care? ()
A.Yes B. No
25.Most needed institutional services? (Select up to 5)

A. Daily care B. Safety C. Rehab training D. Recreation E. Emotional support F.
Healthcare G. Day programs H. Emergency aid I.- Senior education J. Social
engagement K. Mental health L. Exercise M. Other

26.Suggestions for improving elderly care? (Multiple choice)

A. Focus on mental health B. Enrich cultural activities C. Strengthen children’s
responsibility D. Improve social/medical security E. Expand community care F.
Develop better institutions G. Train professional caregivers/promote volunteerism
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