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Abstract: Using data from the three waves of “Well-being of Elderly in Anhui Province, China”
survey conducted in 2001, 2003 and 2006, respectively, by the Institute for Population and
Development Studies of Xi’an Jiaotong University, this paper examines gender differences in the
effect of intergenerational exchanges on subjective health of Chinese rural elderly. Results from a
logistic analysis show that while an increase in instrumental support from children to the elderly is
associated with deterioration in the subjective health of older men, financial support from the elderly
to children improves the formers’ subjective health. For older women, although an increase in
instrumental support from the elderly to children, and mutual emotional support, improve the
subjective health of older women, financial support from children to the older women has negative
effect on the latter’s subjective health. We conclude that reciprocal intergenerational transfers between
the elderly and their children contribute to improvement in subjective health of the elderly, while more
supports in demand-based transfers appears to result in deterioration of their health.
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INTRODUCTION

In China, due to rapid declines in fertility and mortality, population aging is expected to
accelerate in the near future. It has been predicted that between the 2020s and 2040s, when the older
population will increase most rapidly, the population aged 60 years and older will on average increase
by over 4 percent per year, and total 400 million in 2039. That is, the population aged 60 years and
older will increase in 12 or 13 years by 100 million, equivalent to the population of a large country
(Jiang, 2005). Moreover, because there are so many migrants from rural areas, most of whom are
young adults, population aging of China is more serious in rural areas than in cities. It is expected that
by the middle of this century, the proportion of the population aged 65 years and older will reach 22
percent in cities and 26 percent in rural areas (Zeng, 2001). As families are the major support source
for older individuals in rural areas — that is, adult children serve as the primary providers of support
to their elderly parents — the traditional family system of support must confront the problem of

out-migration of young adults from rural areas.



Many studies have demonstrated that social support has a positive influence on health status of
the elderly (Liu et al., 1995; Litwin, 1998; Ren et al., 1999). However, gender may confound such
analyses of elder health. Ho (1991) suggests that patterns of social support may vary more consistently
by sex than by any other aspect of social status, such as marriage or living arrangement. Although
older women tend to experience prolonged debilitating illnesses, functional impairments and worse
self-rated health (Verbrugge, 1985, 1989; Penning & Strain, 1994; Silverstein et al., 1997; Rahman &
Liu, 2000; Zhang et al., 2003), older men may benefit more from a lower level of social support than
do women (Shye et al., 1995). Given that men and women often exhibit different lifestyles, family and
roles, health and disablement outcomes (Lamb, 1997), several studies suggest that men and women be
analyzed separately to account for gender differences in the magnitude of the relationships between
socio-economic characteristics and health (e.g., Arber & Cooper, 1999). However, few studies have
addressed the relationship between social support and health status separately for men and women.

Family is the most important source of financial or social support in most Asian countries,
including China, and recent studies have investigated whether gender relates to the health of the
elderly and the pattern of intergenerational exchanges between the elderly and their children, as well
as the well-being of older people (Friedman et al., 2003; Sobieszczyk et al., 2003; Ghuman & Ofstedal,
2004; Ofstedal et al., 2004; Zhang et al., 2005). From these studies there is no consistent pattern of
disadvantage to older women in health and well-being with respect to such variables as support
received, socio-economic status (SES) and ability of daily living. Intergenerational support may be
causally related to health and well-being of the elderly, or vice versa. To date, there have been few
longitudinal studies of these issues. Especially in China, with contemporary challenges to the
traditional culture and kinship system, the effect of family on health and well-being of the elderly
requires further study. In this paper we determine whether gender differences exist in the effects of
intergenerational financial, instrumental and emotional support on subjective health of the elderly. The
following are our main questions.

1. Are there gender differences in subjective health between older men and older women?

2. Are there gender differences in intergenerational support between older men and older



women?
3. Are there gender differences in the relationships between intergenerational support and

subjective health of the elderly?

GENDER DIFFERENCES IN HEALTH RISK

Gender differences in health status and level of disability may cause men and women to
experience different health outcomes when exposed to similar risks. Some studies have found several
risk factors that differ by sex. Besides biological risks, these risk factors are related to the social roles
that men and women occupy (Verbrugge, 1985, 1989), such as marital status, living arrangement and
SES.

Some studies have shown that compared with the unmarried elderly, the married elderly have
better physical and mental health (Goldman et al., 1995; Schone & Weinick, 1998; Lee et al., 2001),
and lower mortality (Gliksman et al., 1995; Baron-Epel et al., 2004). Due to their different roles in
society and the family, there are differences between older men and older women in the effect of
having a living spouse on health and well-being. For example, as women are usually the primary
caregivers for their spouses, widowhood is thought to have a greater negative impact on the health of
older men (Verbrugge, 1985, 1989; Hu & Goldman, 1990). However, since married women depend on
their spouses for economic support in countries where patriarchal kinship results in disadvantage to
females in access to social and family resources, the absence of a spouse is likely to have more severe
consequences for older women, due, for example, to less of economic assistance or even status in
society and the family.

Older men and older women have distinct roles within the socio-cultural system and
consequently derive different benefits from coresidence with their children. Unlike in western
countries where elder-offspring coresidence, generally “need-based”, is rare, coresidence with adult
offspring (especially sons) is the norm in most Asian countries (Hashimoto, 1991; Cooney & Shi,
1999), regardless of health status or need (Martin, 1989). Research on cities in China reveals that

coresidence usually provides more importantly for parents’ needs than for those of children (Logan et



al., 1998). Furthermore, considering the traditional culture of a female’s dependence on her husband
and sons in the patriarchal family, older women may benefit more from coresidence with sons than do
older men. For example, Rahman (1999) found that coresidence with a son has a positive association
with the survival of older women, but not with that of older men.

Although numerous studies have documented strong, positive associations between SES and
health status, the precise mechanism of the SES-health relationship is not well understood (Adler et al.,
1993; Smith, 1999). In general, education increases efficiency in transforming resources into health
(Smith, 1999; Hayward et al., 2000). Due to their disadvantaged position with respect to schooling and
labor force participation in adulthood, older women generally have fewer economic resources, and
depend more on others than do older men (Rudkin, 1993). Research on the oldest old in China by
Zeng et al. (2004) shows that older women usually have less education than older men, and that older
women have less access to economic resources than do older men.

Studies in developing counties have shown that gender inequality may disadvantage females and
increase the risk of bad health for older women. For example, Rahman & Liu (2000) find that older
women report worse health more often than do older men. A similar disadvantage has been observed
in India, where Van Willigen & Chadha (1999) find that most elderly who report poor health are older
women, while most who report good health are older men. They also find that older women report
more symptoms than do older men. However, evidence concerning gender difference in subjective

health of the Chinese elderly is scarce.

INTERGENERATIONAL SUPPORT
Many studies have confirmed that family and/or social support improves physical and mental
health (Eggebeen, 1992; Silverstein & Bengtson, 1994; Wang et al, 2005). Although, in general,
children, friends or neighbors, community and government are all social support providers to the
elderly, family is the crucial social institution in providing support to its members in China and other
oriental nations in which the Confucian culture is deeply embedded (Frankenberg et al., 2002). Since

the vast majority of Chinese rural elderly have no access to insurance or formal support, it is widely



recognized that children play an important role in the health and well-being of the elderly. Most
studies concerning intergenerational support focus on the support received by the elderly parents as
opposed to the support provided by the elderly parents to their children (Shi, 1993; Ofstedal et al.,
1999). However, the latter may be important, depending on the nature of this support and its effect on
the health status of the elderly parents.
Financial Support

Many studies have shown that since older women have fewer economic resources than older men,
older women are dependent on their spouse or adult children for financial assistance (Ellickson, 1988;
Rudkin, 1993). Other researchers, however, have suggested that older women’s position relative to
adult children is not one of dependence but one of authority. As women age, they receive material
benefits from adult children, while older men do not tend to attract the same level of filial piety
(Brown, 1982). Though the proponents of these two perspectives agree that older women rely more on
family than do older men, they differ on whether women are at an economic disadvantage. In rural
China, more than two-thirds of the elderly are dependent on financial assistance from their children
(Xu & Yuan, 1997; Yao, 2001). Moreover, with the breakdown of the cooperative medical care system
in rural areas in the 1980s, about 700 million rural people must now pay their medical fee-for-service
themselves (World Bank, 1997). Since this payment depends on assistance from their children, the
level of financial support from children determines the quality of medical treatment and hence the
health status of the elderly. However, some studies have suggested that while lack of adequate
financial support would diminish the abilities of daily life and psychological health of the elderly, too
much dependence on financial support from children may also have negative effects on the physical
and mental health of the elderly (Zhang & Li, 2004). On the other hand, elderly parents may be
overburdened with financial support to their children, which may also have a negative effect on their
lives and health status.
Instrumental Support

Some studies have found that the well-functioning elderly who receive the most frequent

instrumental support exhibit greater risk to their future health than do similarly healthy elders who



receive less frequent instrumental support (Seeman et al., 1996). Possible reasons are that instrumental
support may induce excessive dependency in older individuals, or that elderly parents prefer to be
independent for as long as possible but support from children becomes important when the former
have disabilities in functional activities (Silverstein & Bengston, 1994). Not only do the elderly
parents who are healthier and more mobile require less assistance, but they are also more likely to
provide assistance to their children. Because of the social roles and division of labor between the sexes,
older women are more likely to be involved in provision of assistance, including grandchild-care and
housework. To the extent that instrumental support provided to adult children integrates an older
person into his/her family and improves familial contacts, the greater involvement of older women in
instrumental support is a benefit to them (Ghuman & Ofstedal, 2004). It has been suggested that
increased instrumental support from elders would diminish their health status (Liu et al., 1995), but
there is no empirical justification for this claim.
Emotional Support

Many studies on the relationship between social support and health status of the elderly have
shown that emotional support may be especially important for the elderly who face a variety of
age-related challenges to their functional ability and health (Sugisawa et al., 1994; Reinhard &
Blieszner, 2000). With their different roles in society and family, older women are more intimate with
their children than are older men, so that emotional support might be expected to be more important
for their well-being than that of older men (Patrick et al., 2001). However, a study in Japan suggests
that emotional support is a promoter of better subjective health in older men than in older women
(Okamoto & Tanaka, 2004). In China, while Wang (1990) reported a negative association between
emotional support and elders’ health status, the same study suggests that emotional support, both
received and provided, is positively related to self-rated health of the elderly (Liu et al., 1995). A
recent study finds that emotional support between generations is reciprocal, and hence is of benefit to

subjective health of the elderly (Song et al., 2006).
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Data

Data for this study are derived from the three waves of the survey “Well-being of Elderly Survey
in Anhui Province”, which was carried out in 2001, 2003 and 2006 by the Institute for Population and
Development Studies of Xi’an Jiaotong University, in conjunction with the University of Southern
California. A stratified multistage method was used to select potential respondents within 12 randomly
selected rural townships, from each of which six villages were randomly selected. The respondents
were identified from all residents aged 60 and older with a small proportionate over-sampling of
people 75 years of age and older. Of 1,800 individuals identified as eligible respondents, 1,715
completed the survey in 2001, a response rate of 95.3%. 1,391 respondents completed the follow-up
survey in 2003, and 1,067 respondents were re-interviewed in 2006. After omitting respondents
without children and cases with missing data on relevant study variables, 1,018 respondents
interviewed in all three waves were included in our analyses, and each interviewee provides three
observations.

The three waves of data have two survey intervals: 2001-2003 and 2003-2006. To produce more
robust estimates, similar to some previous studies in aging (e.g. Liang et al., 2005; Gu and Xu, 2007),
the three waves of data are pooled together. Time 1 refers to the start-point of each interval in which
subjective health may change, whereas Time 2 refers to the end-point of each interval. Therefore,
Time 1 in this study could be 2001 or 2003 and Time 2 could be 2003 or 2006. In this study, the total
number of observations at Time 1 is 2,036 (924 males and 1012 females).

Measurement

Dependent Variables

Self-rated health (SRH), the dependent variable in this study, is a global assessment of subjective
health. It differs from other complicated health status indices in that SRH assesses the perceived health
status and reflects a combination of physical health, mental health, and social well-being, some of
which are difficult to measure. SRH is assessed using by a four-point-scale response to a question
“How is your health?”: (1) very good, (2) good, (3) average, (4) not so good. In our analysis, we

condense this classification into two scales: (1) good (including “very good” and “good”), (2) poor



(“average” and “not so good”). Compared to the level at Time 1, the change of SRH at Time 2 is
classified as “better”, “worse”, and “no change”, which are condensed into two groups: “better” and
“no better” (including “worse” and “no change”), with “no better” considered as the benchmark in the
data analysis.

Independent Variables

The independent variable, intergenerational support is subdivided into financial support,
instrumental support and emotional support. The differences between Time 1 and Time 2 support for
the same individual measure the change of intergenerational support provided and the change of
intergenerational support received. Because the change of support is affected by the level at Time 1,
this level is also included in the analysis.

Financial support received is assessed by answers to the question “Did the child send you (or
your spouse living with you now) money, food or gifts?”. This is a measure of the total amount
received from each child during the past 12 months. If the respondents did not respond with the exact
amount, the options were the following categories based on Chinese RMB currency: 0= “none”, 1=
“less than 507, 2=*“50-99”, 3= “100-199”, 4= “200-499”, 5= “500-999”, 6= “1000-2999”, 7=
“3000-4999”, 8= “5000-9999, 9= “More than 10,000”. The median value of each interval is taken as
the amount of financial support from children. We first compute the sum of financial transfers received
from all children by one elderly person. The log of this sum is taken to be the financial support
received by an elder at Time 1. Financial support provided is assessed by answers to the question “Did
you (or your spouse living with you now) send the child money, food or gifts?” Scoring of financial
support provided is the same as for financial support received. Comparing the amount at Time 1 and
Time 2, the change of financial support received is coded as 0 if there is no increase (including
decrease), 1 if there is an increase. Similarly, the change of financial support provided, comparing
level at Time 1 and at Time 2, is coded as 0 if there is no increase (including decrease), 1 if there is an
increase.

Instrumental support received from children (including children’s spouse and grandchildren) by

elderly parents during the past 12 months is reported as two kinds: (1) household tasks, such as



cleaning the house and washing clothes, and (2) personal care tasks, such as bathing and dressing,
each of which are recorded as four values: (1) Every day=7.5, (2) At least once per week=1.5, (3)
Several times per month=0.5, (4) Seldom or None=0; this scoring follows the method proposed by
Bian et al. (1998). The sum of the two kinds of assistance by one child is taken as the measure of
instrumental support from a child to his/her elderly parent. Summing the measures of instrumental
support from each child across all children at Time 1, the total score is considered as the support
received at Time 1 by an elder. The scoring of instrumental support provided is the same for
instrumental support received. Comparing Time 1 and Time 2, the change of instrumental support
received or of instrumental support provided is coded as 0 if there is no increase (including decrease),
1 if there is an increase.

Emotional support is assessed using the three questions: (1) “Overall, how close do you feel to
(this child)?” (2) “Overall, how well do you and (this child) get along together?” (3) How much do
you feel that (this child) would be willing to listen when you intend to talk about your worries and
troubles? The responses are coded as follows: 1="Not at all close/not at all well/not at all”,
2=“Somewhat close/somewhat well/somewhat”, 3="“Very close/very well/very much”. An additive
scale is computed, ranging from 3-9, with a higher score indicating a higher quality of parent-child
relationship. The alpha reliability coefficient for these items is 0.86. We take the mean of the total
score across all children for each elderly parent at Time 1 to indicate the emotional support, avoiding
multicolinearity between emotional support and number of children. Comparing Time 1 and Time 2,
the change of emotional support is coded as 0 if there is no increase (including decrease), 1 if there is
an increase.

Control Variables

Age is represented as three age groups: (1) younger than 70 = “0”, (2) 70-79 =“1"" and (3) 80 or
older =2”. Marital status of the elderly is coded as a dummy variable, with unmarried (widowed,
divorced, and never-married) contrasted with married. Living arrangement is categorized in three
groups: (1) living without children or grandchildren="0", (2) living with children (including

grandchildren) =“1” and (3) living with grandchildren, but no children="2".
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For SES variables, since the rural elderly population generally has little education, education is
coded as 0 if the respondent is illiterate and 1 if literate. Occupation (before retirement) is categorized
in two groups: farming or housework is coded as 0; non-agricultural work as 1. Income is coded as 1 if
the respondent and/or their spouse receive income from work or a pension during the past 12 months.
In general, higher SES means a person is better educated, is a non-agricultural worker, and is
financially independent. The levels at Time 1 of control variables above are controlled in analysis.

Health status was measured as the sum of 15 items reflecting difficulty in performing personal
activities of daily living (dressing or undressing, walking around the room, getting out of bed, standing
up from a chair), instrumental activities of daily living (preparing meals, shopping, doing housework,
taking the bus or train, managing money), and activities requiring physical strength, mobility, and
flexibility (lifting a 10 kg. bag of rice, climbing one flight stairs, walking 100 meters, and stooping,
crouching or kneeling). An elder is considered as functionally limited in a given activity if he or she
has any degree of difficulty in performing that activity without help. Functional status is measured by
the number of functional limitations at Time 1, ranging from 0 (none) to 15 (15 items), with a higher
score indicating worse health status.

Methods

Given the gender differences in family and social roles, health, disablement outcomes and
intergenerational support with their children, we run models for males and females separately. In
addition, to correct for intra-subject correlation due to multiple observations of respondents in the
pooled data set (Liang & Zeger, 1986), random effect logit models are employed using STATA
(STATA, 2005).

We first describe the SRH among older men and women in different age groups. After stratifying
the participants at the Time 1 interview into age groups of five years (60-64, 65-69, 70-74, 75-79, as
well as 80 years and older), we report by gender the percentage of older people who report “good”
health and have better health between Time 1 and Time 2. Second, we compare the change in
intergenerational support between the elderly and their children to see whether there is a gender

difference in intergenerational support between Time 1 and Time 2. Last, using a sample of male and
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female older people in two separate random-eftfect logistic regression models, controlling for other
health risks such as marital status, living arrangement, SES and functional disabilities, we analyze the
association between SRH and intergenerational support in terms of gender. That is, we ask whether
there is a gender difference in the effect of intergenerational support on subjective health of the

elderly.

RESULTS

Table 1 shows the distribution of SRH at Time 1 and the change between Time 1 and Time 2
among older persons in age groups across intervals of 5 years for males and females. We find that, in
general, as age increases the percentage of respondents reporting “good” self-rating of health
decreases. While the percentage of respondents with “good” self-rated health among young older men
is significantly higher than that among young older women (60-64, 65-69, 70-74 and 75-79), the
gender difference in SRH is not significant among the oldest elderly (80 years and older). Comparing
the levels at Time 1 and at Time 2, the percentage of older men having “better” SRH is higher than
older women at all ages, although this gender difference is not significant.

--- Table 1 about here ---

In Table 2, we show that there is a gender difference in intergenerational support between the
elderly and their children. While the financial support provided by older women (0.83) is significantly
less than by older men (1.16), instrumental exchanges received and provided between older women
and their children (respectively 5.05 and 5.64) are greater than between older men and their children
(respectively 2.29 and 3.54). As a whole, older men provide more financial support to their children
than older women do, while older women exchange more instrumental support with their children than
older men.

--- Table 2 about here ---

During the period between Time 1 and Time 2, the percentage of change in financial support

received is highest: 57.47 percent of older men and 58.72 percent of older women received increased

financial support from their children. Only 16.45 percent of older men received more instrumental
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support, which is lower than that for older women (29.95 percent). However, 30.30 percent of older
men provided more instrumental support, higher than that of older women (25.63 percent). In addition,
about 42 percent of the elderly engaged in more emotional support with their children. As a whole,
Table 2 shows that while the percentage of older men who provided more support to their children is
higher than that of older women, the percentages of older women receiving more instrumental support
are significantly higher than those of older men. There are no gender differences in financial support
received by the elderly (or its change) and emotional support (or its change) between the elderly and
their children.

Table 3 shows the results of testing for relationships between intergenerational support and SRH
of the elderly by gender, controlling for health risk factors at Time 1. We see that, while older men
who provide financial support to their children at Time 1 have a greater probability of being in
“better” SRH (OR=1.147), increase of instrumental support received reduces the probability of being
in “better” SRH (OR=0.363), but instrumental support received at Time 1 increases the probability
that older men report “better”” health (OR=1.024). For older women, while financial support received
at Time 1 diminish the probability of being in “better” SRH (OR=0.729), increase of instrumental
support provided enhances the probability of being in “better” SRH (OR=1.548). Increase of
emotional support between Time 1 and Time 2 enhances the probability that older women have
“better”” health (OR=1.648).

--- Table 3 about here ---

Table 3 also shows that there are gender differences with respect to the relationship between the
subjective health and socio-demographic characteristics of the elderly. Married older women are less
likely to assess themselves as being in “better”” health than older women without spouse (OR=0.279),
which suggests that older women with a spouse obtain no benefit from their marriage, but may suffer
the burden of caregiving to their spouse .Living with grandchildren (no children), older men are more
likely to be in “better” SRH (OR=1.491). However, financial independence reduces the probability
that older men have “better” SRH (OR=0.506), which implies that paid work may have a negative

impact on subjective health of older men, probably because compared to those depending on their
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children, working older men have to dedicate their energy and time to earn money which might have a

negative effect on their health.

DISCUSSION

Our assesment of gender differences in the effects of intergenerational support is divided into
financial support, instrumental support and emotional support, on subjective health of the elderly in
rural China.

As reported elsewhere (Idler, 2003), we confirm that the SRH of older women is worse than that
of older men in rural China. This is because with lower mortality and longer expectation of life, older
women suffer longer lasting disability and lower quality of later life than do older men. On the other
hand, because economic resources generally have direct effects on the health status of the elderly,
older women who have fewer resources usually assess their health status “worse” than do older men.
However, there is no gender difference in subjective health of the oldest old; this might be due, first, to
the gender difference in mortality of the elderly (most of oldest old are female), and second, to the
selection by death, which leaves the surviving oldest old assessing their health status as better.

Our study suggests that there are gender differences in intergenerational support between the
elderly and their children. The increase in the amount of financial support provided by older women to
their children is significantly smaller than that provided by older men. This may be because most older
women do not have income, and therefore can make less financial transfers to their children. However,
there is no gender difference in the change of financial support that the elderly receive. Compared with
older men, older women usually receive and provide more instrumental support. One reason for this is
the gender difference in roles in society and the family. Another is that women offer more instrumental
support throughout their lives than do men (Barker et al., 1998), and as a consequence of their close
emotional bond with their children become the major recipients of their children’s help (Fei, 1983).

We find that there are gender differences in the relationship between intergenerational support
and subjective health of the elderly. Financial support provided by older men to their children is

positively associated with increase of the formers’ subjective health, possibly because with
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independence, older men can generally afford financial assistance to their children without risking
their health status. However, for older women, financial support received by older women from their
children is negatively associated with increase of subjective health. This suggests that although there
is no gender difference in the flow of financial support received, because they are economically
disadvantaged, older women may suffer excessive dependency, which induces worse subjective
health.

More instrumental support received from their children is negatively associated with increase of
the subjective health of older men, while an increase in instrumental support provided has a positive
effect on subjective health of older women. This suggests that elderly parents prefer to be independent
for long as possible but support from children becomes important when the elderly develop disabilities
in functional activities. The redundancy of adequate instrumental support received may overburden the
mental health of older men, or even increase the risk to their subjective heath. However, instrumental
support provided from older women to their children may be reciprocated by support from children.

We also find that an increase in mutual emotional support has a positive effect on subjective
health of older women, but not older men, suggesting that older women may be more sensitive to the
sentiment between generations. This is consistent with the pattern suggested by Silverstein et al. (1995)
that because of the traditional gender-based division of domains in families, transfers of the emotional
component of family life generally occur towards mothers rather than towards fathers.

As a whole, there is a pattern of demand-based exchange in the intergenerational support between
the elderly and their children in rural China. More supports do not have positive effect on the health
status of the elderly, but may undermine their autonomy, or even worsen their subjective health. This
suggests that an increase in demand-based transfers, such as financial support and instrumental
support from children to the elderly is negatively associated with an increase of older people’s
subjective health. By contrast, increase in financial and instrumental support that the elderly can offer
does not cause deterioration in their subjective health, but appears to solidify reciprocity between
elderly parents and their children. Those elderly who provide economic or instrumental assistance

become the recipients of feedback from their children, which improves the mental status and
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subjective health of the former. Differences in socio-economic resources and division of labor may
result in a gender difference in the relationship between intergenerational support and subjective
health of older individuals. While the subjective health of older men is sensitive to financial support
provided and instrumental support received, which is consistent with the traditional control of
economic resources held by male family members, older women are affected by financial support
received and instrumental support provided, which accords with the idea that females are the
traditional kinkeepers in the family. We also find that increase in emotional support has significantly
positive effect on the subjective health of older women. Thus emotional support between adult
children and their elderly parents, especially an elderly mother, becomes stronger, perhaps in order to
cope with the needs of the elderly, and this in turn strengthens the intergenerational relationship.

Due to the son preference of family support in rural China, further studies should focus on the
gender difference between adult children with respect to flows of supports and in the effects of
intergenerational support on health status and well-being of the elderly. In our regression analyses,
fewer results of the relationship between intergenerational support and SRH of the elderly are
significant (see Table 3), which may be because the transfer involving each child has different effects
on the subjective health of elderly parents. Multi-level analysis will be necessary to clarify differences
among children in the relationship between intergenerational support and the health or well-being of

the elderly.

References

Adler, N. E., W. T. Boyce, M. A. Chesney, S. Foldman, and L. Syme. (1993). Socioeconomic
Inequalities in Health. Journal of the American Medical Association, 269(24): 3140-3145

Arber, S., and H. Cooper, (1999). Gender differences in health in later life: The new paradox? Social
Science & Medicine, 48: 61-76.

Barker, J. C., J. Morrow, and L. S. Mitteness. (1998). Gender Informal Support Networks, and Elderly
Urban African Americans. Journal of Aging Studies, 12(2): 199-222.

Baron-Epel, O., G. Shemy, and S. Carmel. (2004). Prediction of Survival: A Comparison between two

16



Subjective Health Measures in an Elderly Population. Social Science & Medicine, 58:2035-2043.

Bian, F., J. Logan, and Y. Bian. (1998). “Intergenerational Relations in Urban China: Proximity,
Contact, and Help to Parents”. Demography, Volume35: 115-129

Brown, J. K. (1982). Cross-Cultural Perspectives on Middle-Aged Women. Current Anthropology,
23:143-156

Chen, J. (1998). Investment and Support: A Analysis of Causality of Intergenerational Exchanges of
Urban Residents, Social Science in China, 6: 131-145 (In Chinese)

Cooney, R. S., and J. Shi. (1999). Household Extension of the Elderly in China. Population Research
and Policy Review, 18: 451-471

Eggebeen, D. J. (1992). Family Structure and Intergenerational Exchanges. Research on Aging, 14:
427-447

Ellickson, J. (1988). Never the Twain Shall Meet: Aging Men and Women in Bangladesh. Journal of
Cross-Cultural Gerontology, 3:53-70

Fei, X. (1983). Preasant Life China. London: Rouledge & Kegan Paul Ltd, 1983 Fei Hsiao-tung, The
Change of Family Structure in China Social Science in Tianjin, 1982: 3

Frankenberg, E., L. Lillard, and R. J. Willis. (2002). Patterns of Intergenerational Transfers in
Southeast Asia. Journal of Marriage and Family, 64: 627-641

Friedman, J. et al. (2003). Gender Dimensions of Support for the Elderly in Vietnam. Research on
Aging, 25(6): 587-630.

Ghuman, S., and M. B. Ofstedal (2004). Gender and Family Support for Older Adults in Bangladesh,
Population Studies Center Report No. 04-563.

Gliksman, M. D., R. Lazarus, A. Wilson, and S. R. Leeder. (1995). Social Support, Marital Stutas and
Living Arrangment Correlates of Cardiovascular Disease Risk Factors in the Elderly. Social
Sciences & Medicine, 40: 1717-1730.

Goldman, N., S. Korenman, and R. Weinstein. (1995). Marital Status and Health among the Elderly,
Social Science and Medicine, 40(12): 1717-1730.

Gu, D and Q. Xu (2007). Sociodemographic effects on the dynamics of task-specific ADL functioning

17



at the oldest-old ages: The case of China, Journal of Cross-Cultural Gerontology, 22: 61-81.

Hashimota, A. (1991). Living Arrangement of the Aged in Seven Developing Countries: A
Preliminary Analysis, Journal of Cross-Cultural Gerontology, 6:359-381.

Hayward, M. D., E. Crimmins, T. Miles, and Y. Yang. (2000). The Significance of Socioeconomic
Status in Explaining the Racial Gap in Chronic Health Conditions. American Sociological Review,
65 (Dec): 910-930

Ho, S. C. (1991). Health and Social Predictors of Mortality in an Elderly Chinese Cohort. American
Journal of Epidemiology, 133:907-21.

Hu, Y., and N. Goldman (1990). Mortality Differentials by Marital Status: An International
Comparison. Demography, 27(2): 233-250.

Idler, E. L. (2003). Discussion: Gender Differences in Self-rated Health, in Mortality, and in the
Relationship Between the Two. The Gerontologist, 43: 372-375.

Jiang, Z. (2005). Population Aging in China and Public Policy. Qiu Shi, 6: 41-43 (In Chinese)

Lamb, V. L. (1997). Gender differences in correlates of disablement among the elderly in Egypt.
Social Science & Medicine, 45(1): 127-136.

Lee, G. R., A. DeMaris, S. Bavin, and R. Sullivan. (2001). Gender Differences in the Depressive
Effect of Widowhood in Later Life. Journal of Gerontology: Social Science, 56B: S56-S61.

Liang, J., J. W. Brown, N. M. Krause, M. B. Ofstedal and J. Bennett (2005). Health and living
arrangements of older Americans: Does marriage matter? Journal of Aging and Health, 17(3):
305-335.

Liang, K. Y., and S. L. Zeger (1986). Longitudinal data analysis using generalized linear models.
Biometrika,73: 13-22.

Litwin, H. (1998), Social Network Type and Health Status in a National Sample of Elderly Israelis.
Social Science & Medicine, 46, pp. 599-609

Liu, X., J. Liang, and S. Gu. (1995). Flows of Social Support and Health Status among Older Persons
in China. Social Science & Medicine, 41: 1175-1184

Logan, J. R., F. Bian, and Y. Bian. (1998).Tradition and Change in the Urban Chinese Family: The

18



Case of Living Arrangements. Social Forces, 76(3): 851-882.

Martin, L. G. (1989). Living Arrangement of the Elderly in Fiji, Korea, Malaysia, and the Philippines,
Demography 26 (November): 627-643

Ofstedal, M.B., J. Knodel, and N. Chayovan (1999). Intergenerational Support and Gender: A
Comparison of Four Asian Countries. Southeast Asian Journal of Social Sciences, 27(2): 21-42

Ofstedal, M. B., E. Reidy, and J. Knodel. (2004). Gender Differences in Economic Support and
Well-being of Older Asians. Journal of Cross Cultural Gerontology, 19: 165-201.

Okamoto, K., and Y. Tanaka. (2004). Gender Differences in the Relationship between Social Support
and Subjective Heath among Elderly Persons in Japan. Preventive Medicine, (38): 318-322

Patrick, J. H., L. E. Cottrell, and K. A. Barnes. (2001). Gender, Emotional Support, and Well-being
Among the Rural Elderly. Sex Roles, 45:15-29

Penning, M. J. and L. Strain. (1994). Gender Differences in Disability, Assistance, and Subjective
Well-being in Later Life, The Journal of Gerontology: Social Sciences, 49(4): S202-S208.

Rahman, M. O. (1999). Age and Gender Variation in the Impact of Household Structure on Elderly
Mortality, International Journal of Epidemiology, 28:485-491

Rahman, M. O., and J. Liu. (2000). Gender Differences in Functioning for Older Adults in Rural
Bangladesh: The Impact of differential Reporting? Journal of Gerontology: Medical Sciences,
55A(1):M28-M33

Reinhard, J. P. and R. Blieszner. (2000), Predictors of Perceived Support Quality in Visually Impaired
Elders. Journal of Applied Gerontology, 19:345-362

Ren, X. S., K. Skinner, A. Lee, et al. (1999). Social Support, Social Selection and Self-assessed Health
Status: Results from the Veterans Health Study in the United States. Social Science & Medicine,
48:1721-34.

Rossi, A. S. and P. H. Rossi. (1990). Of Human Bonding: Parent-child Relations across the Life
Course. New York: Aldine de Gruyter.

Rudkin, L. (1993). Gender Differences in Economic Well-being among the Elderly of Java.

Demography, 30(2): 209-226

19



Schone, B. S. and R. M. Weinick. (1998). Health-related Behaviors and the Benefits of Marriage for
Elderly Persons, The Gerontologist, 38(5): 618-627.

Seeman, T. E., M. L. Bruce, and G. J. McAvay. (1996). Baseline Social Network Characteristics and
Onset of ADL Disability: MacArthur Studies of Successful Aging. Journals of Gerontology: Social
Sciences, 51b: S191-S200

Shye, D., J. P. Mullooly, and D. K. Freeborn. (1995). Gender Differences in the Relationship between
Social Network Support and Mortality: A Longitudinal Study of an Elderly Cohort. Social Science
& Medicine, 41:935-47

Shi, L. (1993). Family Financial and Household Support Exchange Between Generations: A Survey of
Chinese Rural Elderly. The Gerontologist, 33 (4): 468-480

Silverstein, M. and V. L. Bengston. (1994). Does Intergenerational Social Support Influence the
Psychological Well-being of Older Parents? The Contingencies of Declining Health and
Widowhood, Social Science and Medicine, 38:943-957

Silverstein, M., T. Seeman, S. Kasl, and L. Berkman. (1997). Gender Differences in the Comparison
of Self-reported Disability and Performance Measures. Journal of Gerontology, 52A(1):
M19-M26.

Smith, J. P. (1999). Healthy Bodies and Thick Wallets: The Dual Relation between Health and
Economic Status. Journal of Economic Perspectives, 13(1):145-166

Sobieszczyk, T., J. Knodel, and N. Chayovan. (2003). Gender and Well-being among Older People:
Evidence from Thailand. Ageing and Society, 23(6): 701-735.

Song, L., S. Li, and W. Zhang. (2006). Intergenerational Support and Self-rated Health of the Elderly
in Rural China. Chinese Journal of Gerontology, 26: 1453-1455. (In Chinese)

STATA (2005). STATA version 9. College Station, TX: STATA Corporation.

Sugisawa, H., J. Liang, and X. Liu. (1994). Social Networks, Social Support, and Mortality Among
Older People in Japan. Journal of Gerontology: Social Sciences, 49: S3-S13.

Van Willigan, J., and N.K. Chadha. (1999). Social Aging in a Delhi Neighborhood. Westport, CT:

Bergin & Garvey

20



Verbrugge, L. M. (1985). Gender and Health: An Update on Hypotheses and Evidence, Journal of
Health and Social Behavior, 26:156-182.

Verbrugge, L. M. (1989). The Twains Meet: Empirical Explanations for Sex Differences in Health and
Mortality, Journal of Health and Social Behavior, 30:282-304.

Wang, J. (1990), New Features of Family Conflicts in Urban China. Zhejiang Xuekan, 6: 146 (In
Chinese)

Wang, P., S. Li, and W. Zhang. (2005). The Effect of Intergenerational Supports on the Cognitive
Function of the Rural Elderly in China. Psychological Science, 28(6): 1500-1503. (In Chinese)

World Bank (1997), Sharing rising incomes: disparities in China. Washington, DC: World Bank.

Xu, Q., and Y. Yuan. (1997). The Role of Family Support in the Old-age Security in China. eds. China
Population Association, 23rd IUSSP general population conference: Symposium on demography of
China: 265-273. Beijing: Xin Hua Press.

Yao, Y. (2001). A Review of the Researches on Providing for the Aged in Household in China.
Population and Economics, 124: 33-43 (In Chinese)

Zeng, Y. (2001). The Main Feature of Population Aging and Policy Considerations in China.
Population and Economics, 128: 3-9 (In Chinese)

Zeng, Y., Y. Liu, Y. Xiao, and C. Zhang. (2004). The Socio-Demographic and Health Status of the
Oldest-Old in China. Chinese Journal of Population Science, Supplement: 4-13 (In Chinese)

Zhang, W., and S. Li, (2004). Effect of Inter-generation Support on Physical and Psychological Health
Status of the Oldest-Old, Chinese Journal of Population Science, Supplement: 37-42. (In Chinese)

Zhang, W., S. Li, and M. W. Feldman. (2005). Gender Differences in Activity of Daily Living of the
Elderly in Rural China: Evidence from Chaohu. Journal of Women & Aging, 17: 73 — 89.

Zhang, W., S. Li, and P. Hu. (2003). The Gender Differences in Activity of Daily Living in Rural

China. Population & Economics, 4: 75-80 (In Chinese)

21



Table 1 Gender Difference in Self-rated Health of the Rural Elderly:
At Time 1 and Change (N=2,036)

Males Females Gender

Age Group Number of Percent of risk Number of Percent of risk difference

obs. population obs. population (Chi test)
SRH at Time 1: Good
60-64 101 42.26 57 28.93 *x
65-69 124 43.21 66 25.10 ok
70-74 75 44.12 55 27.09 *x
75-79 63 36.21 72 26.67 *
80+ 16 33.33 36 20.34 +
Change of SRH": Better
60-64 51 21.25 36 18.18 n.s.
65-69 52 17.99 38 14.45 n.s.
70-74 32 18.82 28 13.79 n.s.
75-79 29 16.57 30 11.11 +
80+ 12 24.00 24 13.48 +

(1 ? Change of SRH: Compared to the level at Time 1, the change of SRH at Time 2 is classified as “better”,
“worse”, and “no change”, which are condensed into two groups: “better” and “no better” (including “worse” and “no
change”).

(2) N is the total number of observations.

(3) *** p<0.001; ** p<0.01; * p <0.05; +p<0.1; n.s., not significant.

Data Source: The survey of “Well-being of Elderly in Anhui Province, China” conducted in 2001, 2003 and

2006.
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Table 2 Gender Difference in Intergenerational Support between the Rural Elderly
and Their Children: at Time 1 and Change (N=2,036)

. Males Females Gender
Intergenerational Support .
(N=924) (N=1112) Difference
At Time 1:
Financial support received 2.80 2.76 n.s.
Financial support provided 1.16 0.83 oAk
Instrumental support received 2.29 5.05 oAk
Instrumental support provided 3.54 5.64 oAk
Emotional support 7.34 7.36 n.s.
Change™:
Financial support received 57.47 58.72 n.s.
Financial support provided 22.62 16.46 oAk
Instrumental support received 16.45 29.95 oAk
Instrumental support provided 30.30 25.63 *
Emotional support 41.23 42.18 n.s.

(1) * per 100: the percentage of older men/women with increase of support, comparing the level between Time
land Time 2.

(2) N is the total number of observations.

(3) *** p<0.001; ** p<0.01; * p <0.05; + p <0.1; n.s., not significant.

Data Source: The survey of “Well-being of Elderly in Anhui Province, China” conducted in 2001, 2003 and 2006.
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Table 3 Odds Ratios of Intergenerational Support on
Self-rated Health by Gender (N=2,036)

Independent Variables Male Female
Intergenerational Support:
Financial support received: Time 1 0.864 0.729*
Change of financial support received (Increase) 1.014 0.869
Financial support provided: Time 1 1.147* 1.018
Change of financial support provided (Increase) 0.906 1.245
Instrumental support received: Time 1 1.024* 1.009
Change of instrumental support received (Increase) 0.363* 1.060
Instrumental support provided: Time 1 0.983 1.000
Change of instrumental support provided (Increase) 1.018 1.548**
Emotional support: Time 1 0.886+ 0.945
Change of emotional support (Increase) 1.063 1.648**
Socio-demographic Characteristics
Age group
70-79 0.799 0.632+
80 or older 1.277 0.919
Marital status (Married) 0.928 0.279%*
Living arrangement
Living with children (including grandchildren) 1.302 0.479+
Living with grandchildren (no children) 1.491* 0.490+
Socio-economic Status:
Education (Literate) 0.952 1.390
Occupation (Non-agricultural work) 0.638 1.315
Income (Having income) 0.506* 0.962
Health Status:
Functional disabilities 0.945% 0.922%*
N 924 1112
chi2 371.69%** 474.64%%*

(1)The reference categories of the categorical variables are omitted, including no increase of financial support
received, no increase of financial support provided, no increase of instrumental support received, no increase of
instrumental support provided, no increase of emotional support, 60-69, unmarried, living without children or
grandchildren, illiterate, farming or housework, having no income.

(2) All variables of socio-demographic characteristics, SES and health status are measured at Time 1.

(3) Odds ratios and their significant level are corrected for intra-subject correlation due to multiple observations of
respondents in the pooled data set.

(4) N is the total number of observations.

(5) ***p <0.001; **p<0.01; *p<0.05;+p<0.1
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Data Source: The survey of “Well-being of Elderly in Anhui Province, China” conducted in 2001, 2003 and 2006.
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