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Living Preference Modifies the Associations of Living Arrangements With Loneliness Among Community-Dwelling Older Adults












	
	ORIGINAL RESEARCH
published: 21 January 2022
doi: 10.3389/fpubh.2021.794141






[image: image2]

Living Preference Modifies the Associations of Living Arrangements With Loneliness Among Community-Dwelling Older Adults

Kai Wei1,2, Junjie Yang1, Bixi Yang1, Lijuan Jiang1, Jiangling Jiang1, Xinyi Cao1,3* and Chunbo Li1,2,4,5,6*


1Shanghai Key Laboratory of Psychotic Disorders, Shanghai Mental Health Center, Shanghai Jiao Tong University School of Medicine, Shanghai, China

2Shanghai Institute of Traditional Chinese Medicine for Mental Health, Shanghai, China

3Clinical Neurocognitive Research Center, Shanghai Mental Health Center, Shanghai Jiao Tong University School of Medicine, Shanghai, China

4Institute of Psychology and Behavioral Science, Shanghai Jiao Tong University, Shanghai, China

5CAS Center for Excellence in Brain Science and Intelligence Technology (CEBSIT), Chinese Academy of Science, Shanghai, China

6Brain Science and Technology Research Center, Shanghai Jiao Tong University, Shanghai, China

Edited by:
Hongdao Meng, University of South Florida, United States

Reviewed by:
Xiaoyan Liao, Southern Medical University, China
 Yujun Liu, Northern Illinois University, United States

*Correspondence: Chunbo Li, licb@smhc.org.cn
Xinyi Cao, rekixinyicao@163.com

Specialty section: This article was submitted to Aging and Public Health, a section of the journal Frontiers in Public Health

Received: 13 October 2021
 Accepted: 30 November 2021
 Published: 21 January 2022

Citation: Wei K, Yang J, Yang B, Jiang L, Jiang J, Cao X and Li C (2022) Living Preference Modifies the Associations of Living Arrangements With Loneliness Among Community-Dwelling Older Adults. Front. Public Health 9:794141. doi: 10.3389/fpubh.2021.794141



Objectives: Living arrangement has been reported to have a significant influence on feelings of loneliness in older adults, but their living preferences may confound the association. This study aimed to investigate whether the associations of living arrangements with loneliness differ in community-dwelling older adults according to different living preferences.

Methods: In the 2008/2009 (baseline) and 2011/2012 (follow-up) waves of the Chinese Longitudinal Healthy Longevity Survey, living arrangements [living with children mainly (LWC), living with spouse only (LWS), and living alone (LA)], living preferences [preferring living with children (PreLWC) and preferring living alone/only with spouse (PreLA)], and feelings of loneliness were assessed. The effect modifications of living preferences in the associations of living arrangements with loneliness were estimated using logistic regression models, and corresponding odds ratios (ORs) were calculated.

Results: Living preferences significantly modified the associations of living arrangements with loneliness at baseline (p for interaction = 0.009 for LWS and = 0.015 for LA). Compared with LWC, LWS was protective for loneliness only in the PreLA older adults at baseline (OR = 0.53, 95% CI = 0.45–0.64, p < 0.001), and LA was significantly associated with loneliness especially in the PreLWC older adults, compared with their PreLA counterparts (at baseline, ORs = 2.89 vs. 2.15; at follow-up, ORs = 1.68 vs. 1.51).

Conclusion: Living preference modifies the associations of living arrangements with loneliness, and those who prefer living with children but live alone are more likely to feel lonely. It is recommended that living preferences should be considered when managing loneliness in community-dwelling older adults.
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INTRODUCTION

As filial piety of the Confucius culture prevails in China, co-residence is valued as the most desirable living arrangement for community-dwelling older adults (1). However, with the development of our society and increasing preferences for individual privacy and independence, recognition of older adults on living alone, another kind of living arrangement, is changing. Living alone in older adults could be an initiative choice for socioeconomic advantaged older adults with younger age and better health status, who prefer a lifestyle of more freedom and privacy (2), or an involuntary choice for older adults who suffer from certain socioeconomic disadvantages (such as, being childless or in poverty) and need to live alone (3). Living alone is often accompanied by a decreased level of family/social support and healthcare utilization, leading to social isolation and life challenges for older adults (4, 5). Living alone older adults have been found more likely to be lonely compared with their counterparts (3, 6), and loneliness is a major source of suffering among older adults (7). Previous studies have demonstrated that loneliness increased the risk of developing dementia among older adults especially in men (8), and was associated with mental disorders, such as depression, physical decline, and increased risk of death (9, 10).

Although closely associated, living alone and loneliness have different definitions: the former is an objective measure of one's living arrangements and is associated with social isolation, while the latter is a subjective emotional experience of one's personal relationships (11). Loneliness can be explained as the lack of “meaningful” social relationships (12), or the discrepancy between desired and actual relationships of an individual, either in quantity or quality (10). Deficit and cognitive explanations have been proposed for loneliness. With regard to the first, which focuses on the situational factors that cause loneliness, people need social contacts to avoid loneliness, and the lack of such contacts directly results in feelings of loneliness (13), but situational factors do not entirely explain the differences between lonely and not lonely individuals (14). As a subjective experience, loneliness cannot be fully understood without taking preferences or aspirations of people for their social contacts into account (13). According to the cognitive view, loneliness arises when actual social relationships do not match those that are desired (13). When this discrepancy exceeds a threshold, then the feelings of loneliness emerge. The symbolic interactionism emphasizes that the situation, individual, and individual–situation interaction play important roles during aging (15). Based on this, the social environment model is designed and proposed three key factors: the expectation on norm derived from specific situation, the ability of individual communicative competence, and the consistence on subjective evaluation between ability and expectation in specific situation. The degree of harmony of the three factors determines happiness and quality of life in older adults (15).

According to the above theories, loneliness is tied to the magnitude of social network of an individual, but mainly depends on how that individual subjectively perceives those relationships and how satisfied an individual is with the types of support received from those relationships (16, 17). This means that two older adults with similar social resources may have different feelings of loneliness (17), among which the subjective living preferences would play a modifying role but have been seldomly investigated. For older adults, living in a preferred arrangement could help them to adjust their needs and expectations and adapt to their living environments, so as to spend their late-life happily (14, 18).

To investigate the modifying effects of living preferences in the associations of living arrangements with loneliness in community-dwelling older adults, our study used the cross-sectional and longitudinal data of the population-based Chinese Longitudinal Healthy Longevity Survey (CLHLS) in the 2008/2009 and 2011/2012 waves and included 13,364 community-dwelling older adults for the analyses. We examined the sociodemographic, socioeconomic, physical, and cognitive factors related to living arrangements and living preferences, assessed the associations of living arrangements with loneliness, and determined whether living preference modifies these associations among community-dwelling older adults aged 65 years or above in China.



METHODS


Study Design and Participants

The CLHLS is an ongoing, prospective cohort study of community-dwelling Chinese older adults (19, 20). It covers the majority of the provinces in China and aims to investigate the factors associated with healthy longevity of Chinese. Started in 1998, the follow-ups have been conducted every 2–3 years. To reduce attrition, new participants are continually enrolled as death and lost-to-follow-up are inevitable. Trained interviewers with a structured questionnaire conduct the survey from door to door. Written informed consent was obtained from all participants and/or their proxy respondents, and the study was approved by the Research Ethics Committee of Peking University (IRB00001052-13074). All methods were performed in accordance with the relevant guidelines and regulations.

In the 2008/2009 wave (baseline), 16,954 older adults were initially interviewed, the number of which was the most among different waves. We excluded 391 participants younger than 65 years, 508 participants with living preferences “institution/don't know,” 308 participants living in an institution [as they were much older (93.1 ± 9.1 years), and institution living was different from community-dwelling], and 2,383 participants without definite status of loneliness [who were much older (96.6 ± 7.7 years) and mostly cognitively impaired (96%)], and finally included 13,364 community-dwelling older adults for analyses, among who 54.9% (7,342/13,364) survived, 29.3% (3,920/13,364) died, and 15.7% (2,102/13,364) were lost in the 3-year follow-up (the 2011/2012 wave). The baseline characteristics of older adults according to follow-up status were shown in Supplementary Table S1.



Measurements

We used the data of living preferences and living arrangements at baseline, and assessed the associations of living arrangements with loneliness in the total sample and stratified by living preferences, at baseline and 3-year follow-up.


Assessment of Living Preference and Living Arrangement

Living preference was assessed via the question “What kind of living arrangement do you like best?,” with answers “living alone (or only with spouse) regardless of proximity to children” (10.2%), “living alone (or only with spouse) with close proximity to children” (31.9%), and “living with children” (58.0%). The former two answers were combined as “preferring living alone (PreLA)” and the third as “preferring living with children (PreLWC).”

Living arrangement was assessed using the question “Who do you live with?” with responses “living with family (including housemaid)” and “living alone (LA).” We further defined “living with spouse only (LWS)” if “living with family (including house maid)” older adults had the answer to the question “How many people are living with you?” as “1” and answer to “Relationship between you and 1st person you live with currently” as “spouse,” otherwise “living with children mainly (LWC)” was defined. Answers to “Relationship between you and 1st person you live with currently” including “spouse (37.2%),” “child/spouse of child (55.7%),” “grandchild/spouse of grandchild (3.6%),” and “others (3.5%).”



Loneliness

Loneliness was assessed via the question “Do you feel lonely or isolated?” with answers “always,” “often,” “sometimes,” “seldom,” and “never,” which is demonstrated to be feasible for the loneliness assessment by previous studies (21, 22). For the purpose of statistical analysis, we recoded the responses into dichotomous data as follows: “always,” “often,” and “sometimes,” were defined as “lonely (32.7%),” “seldom,” and “never” as “not lonely (67.3%).”



Covariates

Measures of sociodemographic characteristics at baseline included age, gender, race (Han Chinese or minority), SDW, Single/Separated/Divorced/Widowed, residence (rural or city/town), occupation (non-professional or professional), education (<1 year or ≥1 year), body mass index (BMI), smoking, alcohol drinking, socioeconomic status (such as, sufficient financial support, economic independence, adequate medical service, and public medical payment), and dietary habits (such as fruit and vegetable eating and tea drinking). Social/leisure activity score was calculated in the way same as a previous study (23), with a higher score representing a higher frequency of social and leisure activities. Physical exercise was assessed via the question “Do you take exercise or not at present?” with answers ‘yes’ or ‘no.’ Self-reported health was assessed via the question “How do you rate your health status?” with answers ‘bad’ and ‘very bad’ defined as “poor self-reported health.” Interviewer-rated health was assessed by interviewers, with “moderately ill” and “very ill” defined as “poor interviewer-rated health.” Comorbidity was assessed via whether suffering from 24 common chronic diseases listed in the questionnaire (e.g., heart diseases, stroke, diabetes, hypertension, cancers, cataracts, and Parkinson's disease). Serious illness in the past 2 years was defined as “illness that causes hospitalization or being bedridden all the year around.” In addition, hearing and visual ability were assessed. Frailty Index (FI) score was calculated via the number of reported deficits divided by the total number of included deficits (ranging from 0 to 1), with a higher value indicating severer frailty. The continuous FI score was classified into non-frailty (FI score ≤ 0.21) and frailty (FI score > 0.21) following previous reports (24, 25). The Chinese version of the MMSE was used to measure cognitive function of older adults, and education-adjusted cognitive impairment was defined according to the same criteria in previous studies (26).




Data Analysis

Categorical variables were presented as numbers (percentages), and continuous variables were presented as means (SD). Differences in the distribution of categorical variables among groups were tested by χ2 test. For continuous variables, the F-test or Kruskall–Wallis test was used for comparison between different groups. Logistic regression models were performed to assess the associations of living arrangements with loneliness in the total sample and stratified by living preferences, and calculate the corresponding odds ratios (ORs) and 95% CIs. To test whether living preference was an effective modifier, interaction terms between living preferences and living arrangements for prevalent loneliness were assessed in logistic regression models, adjusted for baseline values of age, gender, race, residence, occupation, education, BMI, smoking, alcohol drinking, socioeconomic status, dietary habits, social/leisure activity score, physical exercise, poor self-rated health, poor interviewer-rated health, comorbidities (≥2), serious illness in the past 2 years, hearing problem, visual impairment, cognitive impairment, and frailty. Marital status was not adjusted as it overlaps with living arrangement. OR estimates for prevalent loneliness were adjusted for the same set of confounders cited above. As many variables changed from 2008/2009 to 2011/2012, interaction terms and OR estimates for incident loneliness were adjusted for age, gender, race, education, occupation, and changes in other variables from 2008/2009 to 2011/2012. The multicollinearity of the covariates adjusted in the above regression models was assessed by calculating their variance inflation factor (VIF) values (<10 indicating no collinearity). The acceptable level of significance was set as two-sided p < 0.05. Stata version 14.0 (StataCorp LP, College Station, TX, USA) was used for data analysis.




RESULTS


Baseline Characteristics by Living Arrangements and Living Preferences

As shown in Table 1, some of the factors associated with LA and PreLA were similar. In general, LA and PreLA older adults were more likely to be younger, Han-Chinese, currently smoking, and drinking alcohol; more of them took physical exercise, and fewer had poor interviewer-rated health, hearing problem, visual impairment, frailty, and cognitive impairment, compared with their LWC and PreLWC counterparts, respectively. Compared with the LWC ones, LA older adults were more likely to be SDW, live in rural, prefer living alone, have relatively worse socioeconomic status, and eat fewer fruits and vegetables; fewer of them had serious illness in the past 2 years, and more had poor self-rated health and prevalent and incident loneliness. PreLA older adults were more likely to be male, married, live in city/town, have professional occupation, better education, higher BMI, better socioeconomic status and dietary habits, higher social/leisure activity score, and fewer of them had prevalent loneliness, compared with those who preferred LWC.


Table 1. Baseline characteristics by living arrangements and living preferences.
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It is worth noting that the LWS older adults had the best status compared with those in other living arrangements: they were youngest, most likely to have professional occupation and ≥1 year education, had highest BMI, best socioeconomic status and dietary habits, most social/leisure activities and physical exercise, and fewest of them had poor interviewer-rated health, hearing problem, visual impairment, frailty, cognitive impairment, and prevalent and incident loneliness. Besides, most of them were male, Han-Chinese, currently smoking and drinking alcohol, and most preferred LA, although most of them had ≥2 comorbidities and serious illness in the past 2 years. In addition, we found that both LWS and LA older adults tended to underestimate their health status, indicated by the fact that fewer had poor interviewer-rated health but more had poor self-rated health.



Baseline Characteristics by Combinations of Living Preferences and Living Arrangements

In our study, 71% of the PreLA older adults achieved their preference (such as LWS: 41.8% or 2,350/5,618, LA: 29.3%, or 1,643/5,618), and 88% (6,789/7,746) of the PreLWC ones achieved their preference. As shown in Table 2, PreLWC and LWC older adults (accounted for 50.8% in the total sample) were oldest, mostly female, and minority; fewest of them were currently smoking, economic independent, drinking tea, or took physical exercise, and most of them had poor interviewer-rated health, hearing problem, visual impairment, frailty, and cognitive impairment. Most of those who preferred LWC but LWS (accounted for 3.4% in the total sample) lived in rural, had ≥2 comorbidities, and serious illness in the past 2 years. Older adults who preferred LWC but LA accounted for 3.7% in the total sample, and showed characteristics, such as fewest professional occupation and ≥1 year education, lowest BMI, fewest current alcohol drinking, worst socioeconomic status, fewest fruit and vegetable eating, lowest social/leisure activity score, fewest ≥2 comorbidities, and most poor self-rated health, and prevalent and incident loneliness. Older adults who preferred LA but LWC (accounted for 12.2% in the total sample) were most likely to live in city/town, have relatively better socioeconomic status, and were least likely to have poor self-reported health. Those who preferred LA and LWS (accounted for 17.6% in the total sample) were youngest, and most were male, Han-Chinese, currently smoking and drinking alcohol; most of them had professional occupation and ≥1 year education, highest BMI, best socioeconomic status and dietary habits, most social/leisure activities and physical exercise, and fewest had poor interviewer-rated health, hearing problem, visual impairment, frailty, cognitive impairment, and prevalent and incident loneliness. Fewest of the older adults who PreLA and LA (accounted for 12.3% in the total sample) were married, and fewest had serious illness in the past 2 years.


Table 2. Baseline characteristics stratified by the combinations of living preferences and living arrangements.
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Effect Modifications of Living Arrangements on Loneliness by Living Preferences

As shown in Table 3, compared with the LWC older adults, LWS was protective for prevalent loneliness at baseline (OR = 0.63, 95% CI = 0.55–0.72, p < 0.001), but no longer protective for incident loneliness in the 3-year follow-up (OR = 0.97, 95% CI = 0.79–1.20, p = 0.806), and the LA older adults were significantly more likely to be lonely at both baseline (OR = 2.43, 95% CI = 2.14–2.76, p < 0.001) and follow-up (OR = 1.66, 95% CI = 1.30–2.12, p < 0.001), although with decreased OR from baseline to follow-up.


Table 3. Modification of the effect of living arrangement on loneliness by living preferences.
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When stratified by living preferences, compared with the LWC older adults, LWS was protective for prevalent loneliness only in PreLA older adults at baseline (OR = 0.53, 95% CI = 0.45–0.64, p < 0.001), but not the PreLWC ones (OR = 0.81, 95% CI = 0.63–1.04, p = 0.103); the OR between LA and prevalent loneliness was decreased by PreLA (OR=2.15, 95% CI = 1.82–2.54, p < 0.001), while further increased by PreLWC (OR = 2.89, 95% CI = 2.33–3.60, p < 0.001). Although the same trend was found in the analysis of follow-up, only LA was significantly associated with the increased risk of incident loneliness in PreLWC and PreLA older adults (OR = 1.68, 95% CI = 1.03–2.74, p = 0.038; OR = 1.51, 95% CI = 1.12–2.06, p = 0.008, respectively). Living preference significantly modified the associations of living arrangements with prevalent loneliness (p for interaction = 0.009 for LWS, = 0.015 for LA) but not incident loneliness (p for interaction = 0.159 for LWS, = 0.749 for LA).




DISCUSSION

In terms of elderly care, familism, especially filial piety, remains a predominant norm in the intergenerational relationship in China (27), thus living alone is generally not a preferred option for most Chinese older adults. Living with spouse and/or children could facilitate material, emotional, and other instrumental supports to older adults, and promote communications with family members; by contrast, living alone is often accompanied by a decreased family/social support and social isolation (4, 5). However, with the development of our society and increasing preferences for individual privacy and independence, recognition of older adults on living alone is changing. Some studies have found that LWC could increase dependence, family obligations, losses of privacy, and self-determination, thus speeding up age-related loss of physical ability (2, 28), while LA older adults have more free time and less family obligations and other constraints, which may help them to be more socially active (29). Additionally, LA has been demonstrated to be a conditioned choice of a set of critical factors among older adults: those who have higher education, financial independence or higher income, available housing, and good health status could afford to live alone (3, 30).

According to the deficit and cognitive theories, although living alone may cause loneliness in older adults, loneliness cannot be fully understood without considering their preferences for social relationships. Only when actual social relationships do not match those that are desired, will loneliness emerge (13, 14). Fundamentally, emotion is the interaction between an individual and a situation that evokes emotion, but not the simple summation of them. Thus, individual-situation interaction plays an important role in emotional regulation. Situation selection, the most prospective emotion regulation strategy from emotional regulation process model (31), emphasizes putting the individual in a situation that is more likely to produce satisfactory emotions, or avoiding situations that may produce unsatisfactory emotions. Older adults can better predict the emotional arousal and experience brought by the current situation, and adopt situation selection strategy more in emotional regulation (32). Therefore, living preferences of older adults, which are usually culture-based, may play a modifying role in the associations of living arrangements with loneliness.

In our study, LWS was the most favorable living arrangement for the married older adults (61%, 2,789/4,576), consistent with previous studies (27, 33). Nearly all LA older adults were SDW (99%) and widowhood accounted for 96% in the SDW at baseline, indicating that widowhood was the major cause for them to live alone. Besides, SDW older adults may choose to live with their children, as 76% (6,651/8,788) of the SDW older adults were LWC and 70% (6,184/8,788) of them preferred LWC in our study. It is reasonable for us to consider that LA was most likely a kind of personal choice for some older adults, as 77% (1,643/2,143) of the LA older adults preferred LA (much higher than 42% in the total sample). For some LWC older adults, however, LWC may be a kind of reluctant actions, as 19% (1,625/8,414) of the LWC older adults preferred LA.

The voluntary LWS/LA accounted for 29.9% in the total sample (such as, 17.6% PreLA and LWS, and 12.3% PreLA and LA), and the involuntary LWS/LA accounted for only 7.1% in the total sample (such as, 3.4% PreLWC but LWS and 3.7% PreLWC but LA). Regardless of their living preferences, compared with the LWC older adults, the LWS/LA ones were more likely to live in rural, and the rural-urban migration of their adult children in China may be an important reason, leaving them as “empty nesters” (3). Childlessness, however, was not the potential reason in our study, as very few of them had no alive child (data not shown). Additionally, it is worth noting that the involuntary LWS/LA rural older adults had relatively worse physical and socioeconomic status. Although the proportion of these older adults was not high in the total sample, they need more attention and social service, which is currently in shortage.

Living with spouse only/living alone and PreLA needed some preconditions. Older adults who were younger, male, Han-Chinese, had better education, more physical exercise, and better physical and cognitive functions were more likely to LWS/LA and PreLA. Although both LWS and LA older adults were more likely to prefer LA and underestimate their own health status, the LWS ones were also more likely to live in city/town, have better socioeconomic status and dietary habits, serious illness in the past 2 years, and less likely to be lonely at both baseline and follow-up, while the LA older adults were on the contrary. More of the PreLA older adults lived in city/town with better socioeconomic status and dietary habits, more social/leisure activities, and less prevalent loneliness. When considering the combinations of living preferences and living arrangements, generally, the PreLWC and LWC older adults were oldest, had least physical exercise, and worst physical and cognitive functions; most of the PreLWC but LWS ones lived in rural and had chronic/serious physical diseases; the PreLWC but LA ones were more likely to live in rural, had worst socioeconomic status, dietary habits, fewest social/leisure activities, and most prevalent and incident loneliness; most of the PreLA but LWC ones lived in city/town, had relatively better socioeconomic status, and best self-rated health; the PreLA and LWS older adults were youngest, had best socioeconomic status and dietary habits, most social/leisure activities and physical exercise, best interviewer-rated health, best physical and cognitive functions, and least prevalent and incident loneliness; the PreLA and LA ones were least likely to have physical diseases.

Living with spouse only was not consistently protective for loneliness at follow-up, while the LA older adults had decreased OR of loneliness from baseline to follow-up, no matter in the total sample or stratified by living preferences. The former may be caused by the change of marital status in late life: about 17% of the LWS older adults experienced marital change from being married to SDW in our study, regardless of their living preferences. Compared with consistent SDW (from baseline to follow-up) older adults, those who experienced marital change from being married to SDW (widowhood accounted for 96% in the SDW at follow-up) were significantly more likely to have incident loneliness (adjusted OR = 1.48, 95% CI = 1.10–1.99, p = 0.010). The death of a spouse signifies the loss of a significant attachment figure that likely provided the most meaningful and intimate source of social support and may lead to loneliness (34). The latter may be due to the situation that they got used to LA and successfully readjusted their expectations about social support and social relationships according to their actual situation at follow-up (17). Previous studies have reported that loneliness induced by widowhood decreased for most older adults in a similar manner, regardless of how much loneliness they initially reported (35).

Living preference played a modifying role in the associations of living arrangements with loneliness. Only voluntary LWS was protective for loneliness at baseline, and involuntary LA older adults had higher ORs of loneliness than the voluntary LA ones at both baseline and follow-up. When stratifying the status of loneliness, the involuntary LA older adults had much higher ORs of loneliness (“sometimes,” “often,” and “always”) than the voluntary LA ones at baseline (Supplementary Table S2). In addition, we noticed that involuntary LWC (the PreLA but LWC) was marginally associated with loneliness at follow-up (OR = 1.22, p = 0.101), compared with older adults who preferred LWC and LWC, indicating that living in a non-preferred arrangement may increase the risk of loneliness in older adults over time, even for those relatively younger older adults with good socioeconomic and health status.

In China, the “family standard” and “responsibility ethics” were the core in the culture of elderly care. The former emphasizes that family is prior to individual, and the latter has more implications: older adults would give to their children (including grandchildren) without expecting any favor in return, be tolerant on unfulfillment of children in filial piety, try their best to reduce children's repayment in financial support, life care and spiritual comfort, as well as be self-reliant when they lost the ability to give (18). In rural community, under the dominance of the “family standard” culture, the value of persons' life is their responsibility to the family. Rural-living older adults are keen on comparing with others in the life achievements of individuals or families, which are centered on responsibility of individual to the family and the prosperity of the family. Elderly care seems to be their personal affair, which does not involve the prosperity of the family, nor does it involve their life achievements. Therefore, elderly care may be neglected in rural community, and such behavioral norms and mentality have been recognized by the community. However, in rural community with relatively more developed economy, some older adults have accepted the value of individualism to some extent while adhering to the collectivism value of the “family standard” culture, indicating that elderly care is becoming diverse along with the social transformation (18). Although the “responsibility ethics” caused self-reliance in older adults is prevalent in China, it does not mean we should neglect the responsibilities of their adult children and our society. From original intention of older adults, the choice of “responsibility ethics” has cultural and voluntary reasons, but they are also likely to be forced to lower their living standards to reduce repayment of children, which need special attention when investigating the situation of elderly care. In our study, the LWS/LA older adults who preferred LWC were more likely to live in rural and had relatively worse physical or socioeconomic status. According to the “family standard” and “responsibility ethics,” these older adults really needed but did not get elderly care from their adult children. The detailed reasons of this phenomenon should be investigated, and corresponding measures should be adopted for this population. Meanwhile, some older adults, who live in city/town and have better socioeconomic and health status, may prefer individualism more than collectivism, but have to live with and offer help to their children involuntarily. For this population, their late-life living preference should be respected and corresponding social service should be applied by our society, so as to help them to live in a preferred arrangement.

An important contribution of this study is that we find the modifying role of living preference in the associations of living arrangements with loneliness. However, some limitations still exist in our study. First, PreLA included PreLWS in our study, but we could not separate the latter from the former, which may cause some confusion in understanding our results. We found that 53.6% of the PreLA older adults were married, and they may prefer LWS, which needs further investigation to clarify. Second, living preferences and living arrangements were both dynamic, but we only considered the modifying effects of baseline living preferences in the associations of baseline living arrangements with prevalent and incident loneliness, which may cause some bias. However, when analyzing these modifying effects at follow-up, changes in some sociodemographic, socioeconomic, physical, and cognitive characteristics were adjusted in our analyses, which could guarantee the reliability of our results to some extent. In the future research, detailed living preferences of older adults, the kinds of violations to living preferences as well as the specific causes, and factors associated with dynamic changes of living preferences and living arrangements should be investigated to better manage the loneliness and reduce corresponding adverse health outcomes in older adults.

In conclusion, living preference plays a modifying role in the associations of living arrangements with loneliness. Living alone is more closely associated with loneliness in older adults who prefer living with children. It is recommended that living preferences should be considered when managing loneliness in community-dwelling older adults.
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