
Frontiers in Public Health 01 frontiersin.org

Understanding the well-being of 
residents in Chinese Continuing 
Care Retirement Communities—a 
case of Shanghai
Xuechun Wang 1*, Bo Xia 1, Martin Skitmore 2, Kristy Volz 1 and 
Bodi Shu 1

1 School of Architecture and Built Environment, Queensland University of Technology (QUT), Brisbane, 
QLD, Australia, 2 Faculty of Society and Design, Bond University, Robina, QLD, Australia

Introduction: China is one of the world’s fastest-aging countries. Continuing 
Care Retirement Communities (CCRCs) have emerged as a viable option for 
accommodating and serving older adults. However, Chinese CCRCs are still 
in the early stages, and comprehensive research on resident well-being is still 
deficient. The study aims to assess how well residents in CCRCs are faring in 
terms of their psychological and physical health, considering China’s aging 
population and changing societal structures.

Methods: After a thorough literature review to pinpoint relevant well-being 
measures in psychological and physical health, the study implemented a survey 
to capture residents’ experiences and perceptions, and subsequently analyzed 
how well-being correlates with demographic characteristics.

Results and discussion: The results show that while Chinese CCRCs can enhance 
residents’ well-being through personalized care and social activities, challenges 
such as psychological distress and declining physical health remain. Demographic 
factors, including living situation and length of stay, also affect residents’ well-being. 
The study emphasizes the importance of ongoing research and evaluation to guide 
evidence-based practices and improve CCRCs continuously. Overall, it offers a 
comprehensive analysis of the wellbeing of Chinese CCRCs residents, shedding 
light on both psychological and physical health aspects and providing valuable 
insights for enhancing CCRCs design, implementation, and evaluation in China and 
elsewhere.
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1 Introduction

The global population is rapidly aging, with China being one of the fastest-growing nations 
(1). This demographic shift presents both challenges and opportunities for public health and 
socioeconomic development. China must develop an integrated solution that addresses older 
people’s health and social needs, offering easy access to healthcare and age-friendly placement, 
as per recommendations from the World Health Organization (2).
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China’s growing number of older adults necessitates the creation 
of age-friendly communities with integrated support for housing and 
healthcare. This is due to societal shifts from extended family systems, 
where younger generations traditionally cared for older parents, to 
now relying on commercially provided care services. A trend that has 
led to the ‘empty-nest older people’ phenomenon (3), as young people 
move to major cities for work.

Continuing Care Retirement Communities (CCRCs) are a 
growing sector offering integrated residential and care solutions for 
aging populations, primarily through market-driven mechanisms (4). 
CCRCs, originally from the United States, are residential or life-care 
communities for older adults, offering 24-h healthcare, security, social 
activities, dining options, housekeeping, and wellness programs (5). 
In contrast to their counterparts in the United  States, the term 
“CCRCs” in China broadly and generally refers to commercial senior 
care facilities. These facilities are often manifested as newly developed 
communities offering comprehensive services that include housing, 
senior care, and nursing. Such communities might be designed as 
mixed-age environments, where a portion of units is specifically 
adapted for older adults, or as age homogeneity institutions that focus 
solely on the needs of older adults for self-care, caregiving, and 
assistance. Some CCRCs integrate “embedded” aged care services 
within the broader neighborhood to provide living and health care 
services (6). It is well-recognized that the market for CCRCs in China 
is extensive, particularly in such major cities as Guangzhou, Shanghai, 
and Beijing. Moreover, these facilities are predominantly aimed at 
affluent older individuals who have substantial disposable incomes 
and welfare benefits (4).

Studies indicate that CCRCs can significantly enhance residents’ 
well-being (7). The term well-being is defined as a multidimensional 
concept that encompasses an individual’s overall feelings about their 
life situation throughout their lifespan (8). CCRCs can improve the 
well-being of residents by providing personalized care plans and 
specialized services, such as daily living assistance, rehabilitation 
facilities, and health maintenance support. Such communal spaces as 
libraries, green spaces, and social centers encourage social connections 
and residents’ sense of belonging (9, 118). The well-being of older 
adults is influenced by environmental, social, and service-related 
factors (10), making CCRCs well-equipped to meet these 
diverse needs.

Nevertheless, the Chinese CCRCs sector is still in its early stages, 
lacking sufficient research and a comprehensive understanding of 
residents’ well-being. Challenges include psychological distress, 
physical health regression, and social disengagement-related 
inconveniences, according to Zhang and Zhang (11).

Furthermore, the lack of consensus on measuring well-being is 
exacerbated by the focus on single dimensions such as energy and 
vitality (12), ‘affect balance’ (13), self-esteem (14), depression (15), 
attitudes to aging (16), and satisfaction with life (17). A holistic well-
being assessment requires more sophisticated multidimensional scales 
that include physical and psychological health, emotional well-being, 
and social functioning.

Therefore, this paper presents the domains of well-being and 
associated measures, focusing on a multidimensional approach to 
evaluating well-being, with the ultimate purpose of revealing the well-
being of older adults in CCRCs. To achieve this, the study began with 
a thorough literature review on well-being measurement to identify 
the most appropriate one for Chinese CCRCs. Following this, a 

questionnaire survey was conducted to assess well-being 
comprehensively across six domains of psychological health and four 
domains of physical health. The study then analyzed the well-being 
status and explored the connections between these well-being 
measures and demographic variables, such as living status and length 
of stay, to better understand their potential interconnections. It 
provides valuable insights into the well-being of CCRCs residents, 
identifying areas that require further attention and guiding targeted 
interventions to enhance the overall well-being of different 
resident groups.

2 Methods

To investigate the well-being of CCRCs residents, an in-depth 
survey was conducted of 13 CCRCs located in Shanghai, China 
(Figure 1). The entire process was methodically organized, including 
reviewing and selecting appropriate well-being measurement scales, 
developing and localizing the questionnaire, obtaining ethics approval, 
identifying and consulting with survey sites, distributing and 
collecting questionnaires, scanning and digitizing the data, and 
conducting a detailed data analysis.

2.1 Conceptualizations of well-being and 
dimensions of well-being scales

Initially, a thorough review of well-being scales was 
undertaken. The concept of “well-being” remains elusive, dating 
back to the ancient Greeks (18). Various terminologies, including 
“subjective well-being,” “adjustment,” “life satisfaction,” 
“happiness,” “quality of life,” “psychological health,” “wellness” and 
“morale” have been used to describe different aspects of well-being 
(19). There are ongoing discrepancies in determining the best 
method to measure essential aspects of well-being and optimal 
life functioning.

To obtain comprehensive search results, the aforementioned eight 
conceptual phrases were individually employed as the basis for 
searches in both Chinese and English databases, including Web of 
Science, John Wiley, JSTOR, and CNKI. Understanding the strengths 
and limitations of various measurements, such as unidimensional, 
bidimensional, or multidimensional, is crucial, as the choice of 
measurement depends on the research question being studied (20). 
Therefore, for each study, the sources and their measurement domains 
were reviewed separately to identify scales that could comprehensively 
explore the overall well-being of older adults. This has been addressed 
in our previous research (6), laying the foundation for the subsequent 
evaluation of the structure of well-being.

Evaluating the structure is equally crucial in selecting the 
appropriate scales. The structure of well-being, derived from various 
approaches, such as “hedonic,” “eudaimonia,” “Quality of Life (QoL),” 
and “Wellness,” is crucial in selecting appropriate scales.

Hedonic approaches focus on pleasure and happiness, with 
subjective well-being being the predominant model (21). It includes 
life satisfaction, the absence of negative emotions, and the presence of 
pleasant emotions (17). Advocates of this viewpoint typically define 
well-being by considering all three of these constructs. In contrast, 
Eudaimonic approaches to well-being suggest that psychological 
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health is achieved through fulfilling one’s capabilities, functioning 
optimally, or actualizing one’s inherent essence (21). They focus on a 
broader range of life domains, such as the psychological well-being 
model (22), which consists of six components: positive relationships 
with others, autonomy, environmental mastery, purpose in life, self-
acceptance, and personal growth.

Additionally, the Quality of Life (QoL) model (21) is a widely used 
approach to understanding well-being, encompassing physical, 
psychological, and social functioning. It is often used interchangeably 
with hedonic or eudaimonic models (23), and is influenced by 
medicine, sociology, and psychology. The QoL model is commonly 
used in medical studies and is shaped by such diverse fields as 
medicine, sociology, and psychology (24). Furthermore, Wellness is a 
fourth approach to understanding well-being (21), with some 
researchers using the terms interchangeably. Wellness, a concept 
similar to eudaimonic approaches, emphasizes optimal functioning 
and a comprehensive approach to maximizing an individual’s 
potential, encompassing all aspects of health and functioning, 
including physical, spiritual, and integrated personality (25). Wellness 
approaches vary in component, but they all emphasize that being well 
is more than just the absence of illness. Experts believe wellness 
should be a holistic lifestyle (25).

Given the multifaceted nature of well-being, multidimensional 
well-being scales, which evaluate various aspects of well-being by 
individual domains, offer a more comprehensive understanding of 
well-being than unidimensional scales (26). Of these scales, the most 
frequently encountered domains were Affect, Social relations, Physical 
health, Life satisfaction, Meaning/Achievement, and Spirituality (6). 
Hence, the assortment scales outlined below are capable of covering 

the previously identified domains: the Social Production Function 
Instrument for the Level of Well-being (SPF-IL) (27), Ryff ’s Scales of 
Psychological Well-being (RPWB) (119), the Multi-dimensional 
Personality Questionnaire Well-being Scale (MPQ-WB) (28), the 
Multicultural Quality of Life Index (MQLI) (29), and the Life 
Satisfaction Rating Scale (LSR) (30).

Assessing the well-being of older adults is crucial due to their 
unique needs and experiences. The WHO defines “well-being” as 
physical, psychological, and social functioning (6), and the RPWB-54 
and SF-36 scales can be used to evaluate the overall well-being of older 
individuals. The Ryff Scales of Psychological Well-Being (RPWB) is an 
effective model that aligns with World Health Organization (WHO) 
criteria, except for physical health. An additional measure, the 36-item 
Short Form Survey (SF-36), is added to the RPWB to understand and 
evaluate well-being fully. The SF-36 is particularly effective in assessing 
physical health in older adults, and its widespread use in research has 
proven its value in accurately evaluating these outcomes (31). The 
combined application of RPWB-54 and SF-36 scales for measuring 
well-being is deemed appropriate for this study.

The RPWB-54 scale was chosen for the present study due to its 
unique advantages, covering six domains related to psychological 
well-being: Self-acceptance (SA), Positive Relations with Others (PR), 
Autonomy (AU), Environmental Mastery (EM), Purpose in life (PL), 
and Personal Growth (PG) (32). By integrating subjective experiences 
and evaluations of well-being, RPWB offers a broader understanding 
of older adults’ psychological health, moving beyond traditional 
pathology-based definitions and aligning with the research objectives 
(33). Previous studies have used various versions of the RPWB scales, 
such as the 18-item version, but poor model fit, and consistency led to 

FIGURE 1

Distribution of 13 CCRC Sites in Shanghai, China.
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their exclusion (34). Pedhazur and Schmelkin (35) suggested 
excluding further items in the 120-item version for a shorter, 
psychometrically robust measure. Van Dierendonck and Lam (36) 
proposed shorter scales, such as 42-item, 54-item, and 84-item 
versions, as viable alternatives. Considering these factors, the 54-item 
RPWB Ryff scale (RPWB-54) was selected for this study based on the 
physical capabilities of older adult participants, considering their 
physical capabilities.

The SF-36 is a comprehensive health assessment tool that 
effectively captures health-related well-being, covering both physical 
and psychological health domains (37). It assesses eight domains: 
physical functioning (PF), role-physical (RP), bodily pain (BP), 
general health perceptions (GH), vitality (VT), social functioning 
(SF), role-emotional (RE), and mental health (MH). Its components 
assess two principal dimensions: the Physical Component Summary 
(PCS) and the psychological aspect represented by the Mental 
Component Summary (MCS) (37). The SF-36’s flexibility allows for 
the independent use of physical and psychological components within 
the originator’s guidelines, making it an adaptable supplement to 
scales such as the RPWB-54.

2.2 Questionnaire development

Afterward, a questionnaire was designed to assess overall well-
being. The questionnaire was divided into two primary sections. The 
initial section gathered information on the respondents’ demographics 
(including age, gender, marital status, income over the past year, 
educational attainment, household registration type, community 
location, present living conditions, and duration of residence); the 
second section evaluated well-being, using the RPWB-54 to gauge 
psychological health and the SF-36 to measure physical health, 
offering a comprehensive overview of the residents’ overall well-being. 
The full English questionnaire is available in Appendix A. With the 
support of, Carol D. Ryff and her research team, developers of the 
RPWB-54 scale, supplied a Chinese version. This version underwent 
localization to improve clarity for older Chinese respondents, and the 
authors unanimously approved the revised phrasing of this study.

2.3 Site selection and questionnaire 
distribution strategy

Subsequently, sites for questionnaire distribution were identified. 
Due to three pivotal considerations, Shanghai was chosen as the site 
for data collection of CCRCs. Primarily, the city’s substantial aging 
demographic, comprising 5.82 million individuals aged 60 years and 
above (23.4% of the total population), establishes Shanghai as a 
quintessential city for the examination of CCRCs and the well-being 
of older adults. Secondly, Shanghai’s policy environment has 
significantly encouraged investment in the development of CCRCs, 
particularly following the 2005 “9,073 pattern” policy, which 
designates care for 90% of older adults at home, 7% through 
community-integrated care support, and 3% in institutional care 
facilities. Shanghai’s first CCRC project, Kang-Qiao Community, was 
established in 2008. Lam and Yan (38) summarized Shanghai’s eleven 
CCRCs in their previous study, and our research has supplemented 
this by identifying seven more, as detailed in Appendix B, such as 

Landlease Ardor Gardens, NEY International Evergreen Homeland. 
This diversity supplied a rich range of data sources, facilitating 
comprehensive data collection. Lastly, Shanghai’s pioneering role in 
the CCRCs sector development, evidenced by its robust economic 
status and significant capital infusion from commercial developers, 
affords invaluable insights into potential market expansion growth.

Following ethical approval and detailed consultations with CCRCs 
community leaders, collaborative arrangements were established with 
13 representative CCRCs in Shanghai for questionnaire response 
collection, focusing on independent older adults. During the ethics 
approval process, a comprehensive set of materials was submitted, 
including the study content, consent forms, questionnaire samples, 
recruitment advertisements, agreements for volunteers, expert 
interview materials, and other related documents. These materials 
received approval from the University Human Research Ethics 
Committee (UHREC) on October 22, 2021, ensuring the study’s 
adherence to ethical standards. Subsequently, leaders from CCRCs in 
Shanghai were initially contacted via email, providing comprehensive 
materials such as proof of ethical approval and questionnaire samples. 
The emails detailed the study’s objectives, scope, and significance, 
emphasizing the importance of protecting participant rights, assuring 
participant anonymity, and highlighting the community’s role in 
contributing to the study. Although specific community-level 
sampling criteria were not applied, a more extensive and varied sample 
was still included in the selection of CCRCs to better capture the 
overall characteristics of Shanghai’s CCRCs landscape. Following 
preliminary agreements with some CCRCs, well-trained volunteers, 
including community managers or higher-ranking officials, visited 
Shanghai to meet community leaders in person. These discussions 
covered reward mechanisms for questionnaire participants and the 
questionnaire distribution strategy. Based on community managers’ 
suggestions, the questionnaire wording was localized for better 
comprehension by older adults, and the layout and font size were 
adjusted for readability. Safety measures were also discussed to 
minimize direct contact during questionnaire distribution and 
collection, ensuring the health and safety of older adults amid the 
pandemic. Additionally, detailed training was provided to community 
staff to ensure familiarity with the questionnaire content and 
distribution procedures. This training also included guidance on 
assisting older adults in completing the questionnaire, ensuring the 
accuracy and completeness of the responses. This extensive coverage 
enhances the study’s representativeness and offers a comprehensive 
understanding of urban CCRCs’ overall conditions.

These 13 CCRCs fall into three distinct categories: all-age 
institutions, age-homogeneity institutions, and embedded older care 
facilities within their neighborhoods. Within each category, the 
CCRCs exhibit notable diversity in their investment, development, 
operational models, and service offerings. Appendix C provides an 
overview of the diversity, characteristics, and management of the 13 
selected CCRCs.

2.3.1 Age-homogeneity institutions
In the category of age-homogeneity institutions, several CCRCs 

projects are invested in by Fortune Global 500 companies, such as 
Taikang Group, Lendlease Group, and Greenland Group. Taikang 
Community has pioneered the integration of pension insurance, 
health insurance, and asset management with CCRCs communities 
and medical systems, utilizing a membership card model to grant 
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residency rights. It is China’s first insurance-based senior care 
community approved by the China Insurance Regulatory Commission 
and the largest in Shanghai and East China. Notably, the “membership 
card” is emerging as a unique model currently prevalent in Chinese 
CCRCs and widely adopted by major communities. This model allows 
residents to obtain living and service rights within the community by 
purchasing high-value membership cards, which are typically 
inheritable and transferable. Depending on the community’s 
regulations, these cards may offer varying levels of care and services. 
This model aids in rapid capital recovery during the initial stages and 
ensures sustained, stable cash flow, thus becoming a major profit 
model for many Chinese CCRCs.

Lendlease Ardor Gardens, entirely developed by Lendlease Group, 
represents its first integrated development model in China, offering 
hotel-style and membership-based care services for older people. The 
Greenland International Residence Hotel leverages a membership card 
to the Greenland Community, Yishangju, to offer “migratory bird” care 
services nationwide. Additionally, several projects feature international 
collaborations. NEY International Evergreen Homeland, in partnership 
with prominent global medical and care institutions, is situated on 
Shanghai’s first paid-transfer land designated for retirement 
communities and is recognized as the city’s first green, sustainable 
CCRC. Star Castle, a joint venture between Fosun Group and Fortress 
Investment Group, is the first CCRC in Shanghai with foreign 
investment and older adult care licenses, introducing an all-inclusive 
rental model and leveraging Fortress’s extensive operational experience 
from the United States. Puyue—Limitless Love is an open CCRCs 
community that integrates urban areas with holistic care, combining 
the CCRCs model with a “Zen” culture hotel for younger generations 
to promote intergenerational living. Fully funded and operated CCRCs 
include Xiangshuwan, developed by a subsidiary of Shanghai Wanfeng 
Group, utilizing a membership card model, and Xiangheyuan, entirely 
funded by Shanghai Fuyi Elderly Care Co., Ltd., operating on a leasing 
model with fees based on room type and rental period.

2.3.2 All-age institutions
Within the all-age institution category, AVEO CAMPUS, formed 

through a joint venture between FKP Property Group and China 
Tiandi Holdings, leverages a combined sales and leasing profit model. 
This project integrates over 30 years of AVEO’s experience in high-end 
senior living operations in Australia, primarily providing 
comprehensive services for older residents while also offering 
amenities such as hotels and kindergartens for visitors and residents’ 
families. China Taiping—Wutong Home, backed by Fortune Global 
500 company China Taiping Insurance Group, employs a diversified 
profit strategy through the sale of insurance products, membership 
cards, and older adult care services. It uniquely implements a 
“migratory bird” model, allowing residents to live in different 
community locations across 16 cities depending on the season. 
Greenland Community—Yishangju employs a membership card 
model to mitigate initial funding pressures. It integrates health 
tourism into its service offerings, and in its third phase, development 
plans include long-term rental apartments and kindergartens to 
establish a comprehensive all-age community. Yunqi Lanting, 
independently developed by Dongju Enterprise, combines 
membership cards and leasing in its profit model, offering flexible 
short-term rental services and family rooms to accommodate diverse 
resident needs.

2.3.3 Neighborhood-embedded living and care 
institutions

In the category of embedded older care facilities, Senior Living 
L’AMORE-Shanghai Kangqiao serves as a prominent example. Funded 
by Sino-Ocean Group and operated in collaboration with Emeritus 
and Meridian Senior Living (MSL), this project adopts a light asset 
model by leasing and converting buildings into senior apartments 
with integrated care services. The building areas, project capacities, 
and resident populations of these CCRCs vary significantly. Some 
CCRCs encompass large areas and can accommodate 1,000 of 
residents, while others are smaller in scale, serving specific 
demographic groups. This diversity enables each community to tailor 
its services and facilities to meet the unique needs of its residents. By 
examining a diverse set of CCRCs, the study enhances the 
generalizability of its results, ensuring they are applicable to a wider 
range of CCRC types and demographic groups.

2.4 Questionnaire distribution, data 
collection, and analysis

Following this, questionnaires were distributed and collected at 
the selected sites. The survey primarily targeted older adults who live 
independently. Given the significant resources it would require and 
the varying willingness to participate, a population census sampling 
approach was not adopted. Instead, voluntary participation was 
encouraged for all eligible individuals. As residents with varying levels 
of independence are housed in different buildings or floors for easier 
management, the distribution and collection of questionnaires were 
conducted in a fair, just, and transparent manner to ensure equal 
participation opportunities for all eligible residents. The data was 
collected through the distribution of paper questionnaires, augmented 
by online links and Quick Response (QR) codes through the 
Questionnaire Star platform-a tool of repute for academic research 
within China. This process, supported by the collaboration of 
community managers, used varied distribution strategies across 
different communities to ensure widespread participation. For 
instance, in 12 CCRCs, announcements were made inviting residents 
to collect questionnaires from communal dining areas or senior 
centers. Alternatively, community managers and volunteers facilitated 
sessions wherein residents congregated to complete the questionnaires 
at designated times and locations. Notably, at the China Taiping-
Wutong Home, a singular CCRCs adopting a distinct approach, 
caregivers facilitated older residents’ access to online questionnaires 
via the Questionnaire Star platform, where the residents either 
independently completed the questionnaires or were assisted by 
caregivers who verbalized the questions, ensuring all residents could 
adapt to and were not hindered by this technological method. Because 
of the impact of COVID-19, volunteers had to avoid direct interaction 
with older adults and only offered indirect support in these CCRCs. 
Each questionnaire was accompanied by an introductory letter 
outlining the research objectives and a certificate confirming 
ethics approval.

To incentivize participation and ensure the collection of high-
quality responses, residents were provided with modest rewards. A 
baseline reward of 20 RMB was given for completing the questionnaire, 
while those who also submitted detailed retirement plans, identified 
potential conflicts, and proposed solutions were awarded 30 
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RMB. This incentive scheme was consistently applied across all 
CCRCs, except for Xiangheyuan Home Care Community, which 
offered eight eggs and 10 RMB to align with resident preferences. The 
majority of participants spent more than 3 h on the questionnaire, 
with some taking an entire morning or day to discuss and analyze the 
questions with their neighbors. Consultations with volunteers and 
community staff were limited to question interpretation, thereby 
maintaining the independence and accuracy of their responses.

One thousand, one hundred and seven (1,107) questionnaires 
were successfully collected between November 2021 and May 2022. 
Table 1 summarizes the distribution and proportion of questionnaire 
sources. It is important to clarify that the volume of questionnaire 
responses collected does not necessarily correlate with the resident 
count of the communities. This variation is primarily due to 
differences in residents’ willingness to participate and the safety 
challenges encountered during data collection. For instance, despite 
our implementation of incentive measures and the provision of 
comprehensive documentation, residents’ levels of trust and interest 
in participating in the survey varied. Additionally, at Landlease Ardor 
Gardens, questionnaire distribution was momentarily suspended due 

to sudden health and safety precautions during the 
COVID-19 pandemic.

Post-collection, volunteers scanned and transmitted the 
questionnaires to the Australian research team, where the data was 
digitized via Questionnaire Star to facilitate unified analysis with 
China Taiping-Wutong Home’s platform. To ensure data entry 
accuracy, a double-entry process was implemented: Researcher A 
initially input the data into Questionnaire Star, after which Researcher 
B verified the entries against the scanned originals. This role reversal 
was repeated for thorough cross-checking. Additionally, to ensure data 
integrity and prevent loss, multiple backup measures were employed, 
with digitized data stored in Unique RDSS Space, local hard drives, 
and Questionnaire Star, while the original paper questionnaires were 
retained. Data preprocessing adhered to Little and Rubin’s (39) 
guidelines, excluding responses with over 10% missing data and 
considering the remaining responses as valid. This preprocessing was 
conducted using Excel.

Finally, the collected data underwent thorough analysis using IBM 
SPSS Statistics for Windows (version 27.0). Descriptive statistical 
methods were used to summarize the nine primary demographic 
attributes of the respondents, including age, gender, marital status, 
total income over the past 12 months, education level, Hukou type 
(Hukou is a household registration system used in Mainland China), 
community location, living status, and length of stay, to establish a 
comprehensive understanding of the demographic profile of CCRCs 
residents. By analyzing 10 domains—four physical and six 
psychological health domains—this approach intended to offer an 
extensive overview of residents’ health conditions and a detailed 
examination of each domain’s specifics.

Differential analysis was then applied to investigate the 
relationship between residents’ levels of well-being and demographic 
characteristics. To facilitate this analysis, well-being scores were 
categorized into distinct groups. The lowest quartile (less than 25) was 
excluded due to an absence of data within this range. The remaining 
categories were reclassified as “low well-being,” “medium well-being,” 
and “high well-being,” with scores below 25 indicating low well-being, 
50 indicating medium well-being, and 75 indicating high well-being. 
Independent samples t-tests and one-way ANOVA were used to 
analyze potential disparities between demographic characteristics and 
residents’ well-being, providing deeper insights into the primary 
reasons behind observed variances.

3 Result

3.1 Well-being scales

We identified and summarized 44 measurement instruments of 
well-being, consolidating scales with the same domains but different 
numbers of items into a single instrument, as summarized in Table 2.

3.2 Profile information of respondents

From the 1,107 senior residents across 13 CCRCs who participated 
in the questionnaire survey, 815 valid responses were retained after 
excluding those with over 10% missing data. Lee et al. (40) define 
demographics as population characteristics such as gender, age, and 

TABLE 1 Distribution and proportion of questionnaire sources.

CCRCs Number of 
questionnaires

Proportion

Landlease Ardor 

Gardens

2 0.2%

NEY International 

Evergreen Homeland

11 1.08%

Senior Living 

L’AMORE-Shanghai 

Kangqiao

30 2.95%

Star Castle 40 3.93%

Greenland 

Community—

Yishangju

50 4.92%

Greenland 

International 

Residence Hotel

53 5.21%

Yunqi Lanting 80 7.87%

Xiangshuwan 86 8.46%

Xiangheyuan 100 9.83%

Puyue—Limitless 

Love

102 10.03%

China Taiping—

Wutong Home

138 13.57%

Aveo (China) 

Campus

157 15.44%

Taikang Community-

Shenyuan

168 16.52%

The quantity of questionnaire responses is independent of the community’s resident 
population. The survey was conducted with the assistance of community managers. The 
questionnaire was widely distributed among older adults in certain communities, such as at 
Taikang Community-Shenyuan. However, in some communities, the questionnaire 
distribution was temporarily suspended due to various reasons, including considerations for 
the health and safety of the older adult population, as observed at Landlease Ardor Gardens.
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TABLE 2 Forty four measurement scales of well-being.

Author(s), year Name of measurement scale 
(abbreviation)

Domains

Neugarten et al. (30) Life Satisfaction Rating Scale (LSR) Zest, resolution and fortitude, congruence between 

desired and achieved goals, positive self-concept, and 

mood tone

Neugarten et al. (30) Life Satisfaction Index Zest, congruence between desired and achieved goals, 

positive self-concept, affects

Bradburn (13) Affect Balance Scale (ABS) Positive, negative affects

Lawton (83) Philadelphia Geriatric Center Morale Scale (PGC) Agitation, loneliness, attitudes towards ageing

Dupuy (84) General Well-being Schedule (GWB) SWB, self-control, vitality, anxiety, depression, general 

health

Kozma and Stones (120) Memorial University of Newfoundland Scale of Happiness 

(MUNSH)

Positive affect (PA), negative affect (NA), positive 

experience (PE), negative experience (NE)

Eysenck (121); Rosenberg (85) OHI+ Eysenck Personality Questionnaire 

(EPQ) + Rosenberg’s Self-esteem Scale (RSS) + Satisfaction 

with Life scale (SLS)

Satisfaction with life, personal efficacy, sociability/

empathy, a positive outlook, physical well-being, 

cheerfulness and self-esteem

Ferrans and Powers (86) Quality of Life Index (QLI) Family relations, health, resources, spiritual WB

Diener et al. (17) Satisfaction with Life Scale (SWLS) Positive affect, absence of negative affect, life 

satisfaction

Csikszentmihalyi and Larson (87) Experience Sampling Method (ESM) Affect, arousal, cognitive efficiency, motivation

Antonovsky (88) Sense of Coherence Scale (81) Comprehensibility, manageability, meaningfulness

Watson et al. (89) Positive and Negative Affect Schedule (PANAS) Positive, negative affects

EuroQOl Group (90) EuroQOL-EQ-5D Mobility, self-care, usual activities, pain, anxiety/

depression

Tibblin et al. (91) Gothenburg Quality of Life Measurement Scale (GQL) Affects, social SWB, physical health, life satisfaction

Ware and Sherbourne (92) MOS 36-Item Short Form Health Survey Physical function, role physical, general health, social 

functioning, pain, mental health, vitality

Bech et al. (93) WHO (Five) Well-being Index Cheerful, calmness, activity, rest, interest

Ruta et al. (94) Patient Generated Index General Well-being Scale (PGI) Health, affects, relationships

Scheier et al. (95) Life Orientation Test of Optimism and Pessism-Revised 

(LOT-R)

Optimism, pessimism

Mezzich et al. (29) Multicultural Quality of Life Index (MQLI) Physical SWB, psychological SWB, self-care, 

independent functioning, occupational functioning, 

interpersonal functioning, social–emotional support, 

community and services support, personal fulfillment, 

spiritual fulfillment, overall quality of life

Ryff and Keyes (32) Ryffs Scales of Psychological Well-being (RPWB) Self-acceptance, positive relations, autonomy, 

environmental mastery, purpose in life, personal 

growth

Watson and Clark (96) Mood and Anxiety Symptom Questionnaire (MASQ) General distress, anxiety, depression

Patrick et al. (28) Multidimensional Personality Questionnaire Well-being 

Scale (MPQ-WB)

Social potency, achievement, social closeness, stress 

reaction, alienation, aggression, control, harm 

avoidance, traditionalism, absorption

Cummins (97) Comprehensive Quality of Life Scale (COMQOL-A4) Material SWB, health, productivity, intimacy, safety, 

place in community, affects

Kaplan et al. (98) Quality of Well-being Scales (QWB-SA) Health, mental health, mobility, physical activity, 

relationships

(Continued)
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marital status. Table  3 details the demographics of the 
survey participants.

Most respondents (44.3%) are aged 76–85, with a gender 
distribution of 54.1% female and 42.2% male. The majority (72.4%) 
are married, with 20% being widowed. Financially, 42.4% report an 
annual income exceeding CNY 120,000, significantly higher than 
Shanghai’s average per capita income of CNY 78,027 in 2021 (41). 
Nearly half of the respondents have a university degree, followed by 
high school or technical secondary education (30.4%), and a minority 
(12.8%) with junior high school education or less.

The majority of respondents in Shanghai, comprising 96.7%, own 
an urban Hukou, a household registration system in China, compared 
to only 2.7% holding an agricultural Hukou. This demographic is 
crucial for understanding the experiences and perspectives of 
CCRCs residents.

The survey data shows that respondents are distributed across 
three geographical areas: 25.8% urban, 61.7% suburban, and 12% 

intersection of suburban and urban areas. This reflects the diverse 
preferences of older individuals, ranging from nature enthusiasts to 
urbanized socialites. Living arrangements within CCRCs are 28.6% 
independent, 67.2% co-reside with spouses and 3.4% share living 
spaces. The data shows that over half of the respondents in CCRCs 
have lived there for three or more years, with those over a decade 
comprising 9.1% of the total participants.

3.3 Psychological and physical well-being 
of CCRCs residents

Table 4 presents Ryff ’s six domains of psychological well-being. 
The highest score was in Environmental Mastery (EM) at 74.33/100, 
indicating that residents feel competent in managing their 
environment and daily life. Self-Acceptance (SA) also scored high at 
73.15/100, reflecting a positive self-view and acceptance of the past. 

TABLE 2 (Continued)

Author(s), year Name of measurement scale 
(abbreviation)

Domains

Whoqol Group (99) WHOQOL Physical health, psychological health, social 

relationships, level of independence, environment, 

spirituality

Prince et al. (100) Euro-D Affective suffering, motivation

Goldberg and Williams (101) General Health Questionnaire-12 (GHQ-12) Positive, negative affects

Hyde et al. (102) Quality of Life Scale (CASP) Control, autonomy, affects, self-realization

Ventegodt et al. (103) Self-evaluation of Quality of Life (SEQOL) Well-being, life satisfaction, happiness, family, 

fulfilment of needs, satisfaction with relationships, 

releasing life potential, objective factors, quality of life

Kahneman et al. (104) Day Reconstruction Method (DRM) Life satisfaction, feelings

Ingersoll-Dayton and Krause (105) Thai Well Being Scale Life satisfaction, relationships

Peterson et al. (106) Orientation to Happiness Scale (OTH) Meaning, pleasure, engagement

Nieboer et al. (27) Social production function (SPF-IL) Universal goals affection, behavioural confirmation, 

status, comfort and stimulation

Al Naser et al. (107) Kuwaiti Raha Scale (KRS) 2010 Religiosity, happiness, stability, confidence, likable

Tennant et al. (108) Warwick-Edinburgh Mental-Well-being Scale (WEMWBS) Optimism, purpose in life, relaxed, cognition, 

relationships, feeling loves

Katerndahl and Oyiriaru (109) Bio-psycho-socio-spiritual Inventory (BioPSSI) Health, emotions, relationships, spirituality, life 

satisfaction

Rothmann and Ekkerd (110) Perceived Wellness Survey (PWS) Health spirituality, affects, relationships, emotions, 

cognition

Kahneman ans Deaton (111) Gallup-Healthways Well-being Index (GHWBI) Life satisfaction, emotional health, physical health, 

healthy behaviours, work environment, access to 

health care

Bringsén et al. (112) Salutogenetic Health Indicator Scale (SHIS) Affects, relationships

Vaingankar et al. (113) Positive Mental Health Measurement Scale (PMH) Coping, emotional support, spirituality, relationships, 

personal growth, affects

Kinderman et al. (114) BBC Well-being Scale (BSC) Life satisfaction, personal growth, relationships

Bann et al. (115) Public Health Surveillance Well-being Scale (PHS-WB) Life satisfaction, meaning in life, autonomy, 

competence, relatedness, affects, relationships, health, 

energy

Supranowicz and Paź (116) PMSW Physical domain, mental domain, social domain
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Positive Relations (PR) scored 71.78/100, suggesting strong social 
connections among residents. The Purpose in Life (PL) domain scored 
70.07/100, indicating an acceptable level of purpose among CCRCs 
residents, ranking fourth out of six. The average score of 66.40/100 in 
the Personal Growth (PG) domain suggests that CCRCs should focus 
on enhancing residents’ personal growth and addressing practical 

challenges. Although Autonomy (AU) scored the lowest among the 
psychological well-being domains, it still falls within the high scorer 
zone (≥50), indicating that residents maintain an acceptable level of 
self-determination and personal standards.

EM refers to an individual’s ability to create settings based on their 
psychological state (22), reflecting the supportive environment 
provided by CCRCs that enables residents to maintain control over 
their lives (e.g., offering various activities and choices in daily 
routines). SA emphasizes acceptance of oneself and past life (22). The 
older CCRCs adults demonstrated good self-acceptance, indicating 
their ability to create environments where residents feel acknowledged 
and find peace, such as celebrating personal milestones or participating 
in memory sharing sessions. This encourages a sense of belonging, 
maintains positive self-esteem, and promotes emotional health. 
Additionally, the PR domain, which includes strong empathy (22), 
affection, and deeper interpersonal connections, was rated 71.78/100 
by CCRCs residents. This score suggests that the CCRCs environment, 
with its communal living arrangements and shared activities, likely 
maintains or enhances relational qualities by providing numerous 
opportunities for social engagement, fostering community and 
enabling residents to connect with neighbors, caregivers, and visitors 
on an optimistic level. Examples include communal dining areas, 
social events, and group activities.

The PL domain, which involves having goals, intentions, and 
direction for a meaningful life (22), received an average score of 
70.07/100 from CCRCs residents, ranking fourth out of six. As 
residents transition through care stages, their perceptions may change 
due to health status, social networks, and independence. The PL 
domain’s lower ranking suggests a need for CCRCs to implement 
measures to help residents find new passions or continue pursuing 
long-held interests, reinforcing their sense of identity and purpose. 
This could be  achieved through lifelong learning courses, fitness 
programs, or volunteer opportunities. PG refers to the ongoing 
development and challenges older individuals face at different life 
stages (22). This growth can be intellectual, emotional, social, and 
physical. Engaging in new learning opportunities and hobbies and 
overcoming daily challenges can contribute to personal achievement 
and fulfillment. For instance, participating in physical exercise, 
emotional resilience training, or friendship circles can be beneficial. 
As older people transition from independent living to dependent care, 
their difficulties may evolve due to changes in physical capabilities and 
social environment. AU is defined as self-assessment by personal 
standards (22), with this score indicating that residents maintain an 
acceptable level of self-determination and personal standards. Older 
CCRCs residents often face transitions that may challenge their 
autonomy, such as moving from independent living to assistance-
based settings, making their psychological well-being in terms of 
autonomy crucial. This can be supported by involving them in care 
planning, providing opportunities to express preferences, and 
encouraging participation in community decisions.

The SF-36 (42) was utilized to evaluate the physical health of 
CCRC residents. The overall average physical health score of 58.33, as 
shown in Table 5, reflects significant physical limitations experienced 
by older CCRC residents that cannot be  overlooked. The average 
scores across the four domains present a mixed picture of physical 
health, with strengths in physical functioning but significant 
challenges in areas related to daily roles, overall health, and 
pain management.

TABLE 3 Demographics of 815 questionnaire survey respondents.

Personal information N (%)

Age <56 34 4.2

56–65 67 8.3

66–75 200 24.6

76–85 360 44.3

>85 151 18.6

Gender Male 344 42.2

Female 441 54.1

Marital status Unmarried 15 1.9

Married 580 72.4

Divorce 45 5.6

Widowed 161 20.1

Total income for the 

past 12 months

<60,000 131 16.1

60,001-120,000 331 40.6

120,001-180,000 224 27.5

180,001-240,000 95 11.7

>240,000 26 3.2

Education level Junior high school 

and below

104 12.8

High school or 

technical secondary 

school

248 30.4

University 404 49.6

Postgraduate and 

above

57 7.0

Hukou type Urban Hukou 788 96.7

Agricultural registered 

permanent residence

22 2.7

Community location City 210 25.8

Suburbs 503 61.7

Suburban and city 

junction

98 12.0

Living status Living alone 233 28.6

With partner 548 67.2

With others 28 3.4

Length of stay <1 year 117 14.4

1–3 years 271 33.3

3–5 years 275 33.7

5–10 years 73 9.0

>10 years 74 9.1

The total number of respondents in each category is not 815 due to missing data for some 
personal information.

https://doi.org/10.3389/fpubh.2024.1457022
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Wang et al. 10.3389/fpubh.2024.1457022

Frontiers in Public Health 10 frontiersin.org

Specifically, physical functioning in CCRCs reveals that older 
residents have a relatively high level of physical ability and 
functionality, with a 71.36 score indicating fewer limitations in their 
daily activities and higher independence and mobility (37). Examples 
include participating in exercise classes, joining walking groups, and 
engaging in gardening activities.

However, three domains were identified with scores below 60, 
indicating significant health concerns. Role functioning/physical, 
which measures an individual’s ability to fulfill daily roles and 
activities, scored 56.46, indicating limitations residents face due to 
physical health constraints, such as difficulty in performing household 
tasks and a reduced capacity to engage in social activities. General 
health, which assesses health status, energy levels, and overall 
satisfaction, scored 53.52, indicating potential health-related issues of 
respondents, including issues like chronic illnesses, low energy levels, 
and dissatisfaction with overall health. Pain (PA), referring to 
unpleasant physical sensations or discomfort, was also found to be a 
significant concern with the lowest total score of 51.97. Physical 
discomfort is a major issue for CCRCs residents, with many 
experiencing pains that can hinder their daily activities, with chronic 
pain, joint pain, and fibromyalgia being prevalent (37). The survey 
found that 63% of respondents were 75 or older, confirming earlier 
findings and highlighting the importance of addressing pain 
management in this age group.

3.4 Group comparison

It has been acknowledged that the well-being of older adults may 
vary across different demographic variables (43). The well-being of 
older adults was analyzed across nine demographic variables—age, 
gender, marital status, total income over the past 12 months, education 

level, Hukou type, community location, living status, and length of 
stay. Significant associations with well-being were observed for both 
“age” and “length of stay,” with Pearson Chi-Square values of 49.172 
(df = 8, p < 0.001) and 19.092 (df = 8, p = 0.014), respectively, indicating 
substantial variations in well-being across different age and length of 
stay groups.

Cross-tabulation analysis in Table 6 shows significant differences 
in well-being scores of age groups. As age increases, the proportion of 
individuals reporting high well-being diminishes. In the under-66 age 
group, 60.4% report high well-being, while 26.5% report it for those 
over 85. Medium well-being increases with age, from 36.6% in the 
under-66 group to 64.9% in those over 85. As individuals age, the 
proportion of medium well-being (50 ≤ value<75) increases, with 
36.6% in the under-66 group and 64.9% in those over 85. However, 
the oldest group has the highest proportion of low well-being, at 8.6%. 
The overall trend is a decline in high well-being, an increase in 
medium well-being, and an upward trend in low well-being, 
particularly those over 85.

Similarly, the significance of understanding the experiences of 
older individuals living in CCRCs for one to 10 years is highlighted in 
Table  7, with a higher proportion re-porting medium well-being 
(54.12%) and high well-being (40.73%). However, long-term CCRCs 
residents report higher levels of well-being (48.6%). In contrast, low 
well-being is infrequent across different lengths of stay, particularly 
for those residing for 3–5 years (only 0.7%). This suggests that most 
residents achieve at least a medium level of well-being. By contrast, 
most long-term CCRCs residents report medium well-being, with 
high well-being gradually becoming comparable in groups residing 
for over 10 years. Long-term residents may have increased adaptation 
and satisfaction with CCRCs living over time or established more 
stable social connections and support networks.

4 Discussion

4.1 Well-being of older adults in CCRCs

The research findings indicate that the overall well-being of 
CCRCs residents is acceptable (64.24), and multiple factors influence 
their psychological and physical health. These influences may begin 
with the relocation process and include their experiences with the 
living environment, social interactions, and the quality of services 
received after moving in.

Residents’ well-being is influenced by decision-making support, 
stress mitigation, and engaging residents in enjoyable activities (44). 
Relocating to CCRCs before physical health declines can reduce stress, 
while those staying at home continue to face stressors that initially led 
them to consider relocation (45). These factors contribute to residents’ 
overall well-being.

CCRCs enhance the well-being of older residents by improving 
access to health facilities and services and providing supportive 
environments. Providing initiatives, such as community coordination 
and shuttle services, enhance residents’ sense of control, even for those 
with health and mobility challenges (46). Connections with 
surrounding amenities, such as municipal facilities, natural 
environments, lakes, forest trails, and reliable public transportation, 
further enhance residents’ well-being. Furthermore, CCRCs 
significantly improve the well-being of seniors by recognizing that 

TABLE 4 Psychological health domains ranking.

Rank Domains Average score 
(out of 100)

1 Environmental mastery (EM) 74.33

2 Self-acceptance (SA) 73.15

3 Positive relations with others (PR) 71.78

4 Purpose in life (PL) 70.07

5 Personal growth (PG) 66.40

6 Autonomy (AU) 65.18

Average score 70.15

TABLE 5 Physical health domains ranking.

Rank Domains Average score 
(out of 100)

1 Physical functioning (PF) 71.36

2 Role functioning/physical 

(RF)

56.46

3 General health (GH) 53.52

4 Pain (PA) 51.97

Average score 58.33
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older adults are diverse with varying interests, preferences, and life 
goals. They offer a combination of standard and service-oriented 
housing, significantly enhancing resident well-being (47). Even if not 
immediately used, the availability of facilities and services can enhance 
residents’ sense of security and well-being as seniors choose to support 
their well-being as they age. Moreover, health safety is prioritized 
through on-site medical services, providing prompt access to care and 
regular health assessments, especially for residents with chronic 
conditions or those requiring sudden medical attention (48).

CCRCs improve residents’ mental health by reducing social 
isolation and promoting autonomy and security. The well-being of 
older individuals in these communities is influenced by their social 
relationships and participation in activities (49–51). Social interactions 
within these communities reduce loneliness, enhance safety 
perceptions, and significantly contribute to residents’ well-being (52). 
Moreover, well-being is linked to independent mobility, autonomy, 
and control over daily life (53). CCRCs enhance residents’ well-being 
by ensuring safety through secure entryways, illuminated paths, and 
emergency alert systems. These measures make residents feel 

protected and secure in their environment, promoting a sense of 
autonomy and control over their lives (54).

The well-being of CCRCs residents is dynamic, with initial 
increases and declines, but ultimately higher than non-CCRCs residents 
(55). This may be due to initial satisfaction with CCRCs services but 
unsettled by diverse health problems and frequent death notices. 
Eventually, residents will appreciate the CCRCs as a secure place that 
offers independence and necessary emergency safety measures (55).

However, CCRCs can sometimes negatively impact the emotional 
well-being of residents, as staff can cause emotional harm. The 
mechanisms of these institutions often require older residents to 
acknowledge the significant role of management in their lives and 
their limited self-management capacity, leading to a decline in overall 
well-being (56). Furthermore, during the COVID-19 pandemic, most 
CCRCs residents experienced a significant decrease in their 
psychological well-being, including anxiety, depression, anger, and 
despair. Despite these challenges, CCRCs residents consistently 
outperformed non-CCRCs residents, highlighting the CCRCs’ ability 
to support their residents’ well-being, despite a global health crisis (57).

TABLE 6 Age and well-being crosstab analysis.

Well-being Total count

25  ≤  valve<50 50  ≤  valve<75 75  ≤  valve

Age

<66 Count 3 37 61 101

Proportion (%) 3.0% 36.6% 60.4% 100.0%

66–75 Count 3 103 94 200

Proportion (%) 1.5% 51.5% 47.0% 100.0%

76–85 Count 8 222 130 360

Proportion (%) 2.2% 61.7% 36.1% 100.0%

>85 Count 13 98 40 151

Proportion (%) 8.6% 64.9% 26.5% 100.0%

Total count Count 27 460 325 812

Proportion (%) 3.3% 56.7% 40.0% 100.0%

A significant association between age and well-being was observed (Pearson Chi-Square = 49.172, df = 8, p < 0.001), indicating notable variations in well-being for different age groups.

TABLE 7 Length of stay and well-being crosstab analysis.

Well-being Total

25  ≤  valve<50 50  ≤  valve<75 75  ≤  valve

Length of stay

0–3 year Count 20 210 158 388

Proportion (%) 5.15% 54.12% 40.73% 100.0%

3–5 years Count 2 170 103 275

Proportion (%) 0.7% 61.8% 37.5% 100.0%

5–10 years Count 1 43 29 73

Proportion (%) 1.4% 58.9% 39.7% 100.0%

>10 years Count 3 35 36 74

Proportion (%) 4.1% 47.3% 48.6% 100.0%

Total Count 26 458 326 810

Proportion (%) 3.2% 56.5% 40.2% 100.0%

A statistically significant association was observed between length of stay and well-being (Pearson Chi-Square = 19.092, df = 8, p = 0.014), indicating notable variations in well-being across 
different length of stay groups.
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4.2 Group comparison

The well-being scores of different age groups within the 
CCRCs population offer valuable insights into aging and its impact 
on older people. The trend of decreasing well-being with advancing 
age may be  due to deteriorating health conditions and loss of 
social connections (58). Older adults face chronic diseases, 
cognitive decline, and reduced physical activity, which can affect 
daily life quality and lead to psychological stress and emotional 
difficulties. Health challenges can significantly impact daily life 
quality, leading to psychological stress and emotional difficulties, 
ultimately affecting well-being (59). Older individuals may 
experience loss of close friends, changes in social roles post-
retirement, and a shrinking social circle, resulting in loneliness 
and social isolation (117), ultimately reducing their overall well-
being (60).

Older adults, particularly those aged 85 and above, are beneficial 
in promoting health-related well-being of older people, as their 
comprehensive support services and healthcare can effectively address 
the health issues these residents face (61). CCRCs provide social 
engagement opportunities, reducing loneliness and enhancing a sense 
of belonging (62). They also offer a secure environment with 
age-friendly facilities and emergency assistance services, ensuring a 
safe living environment for residents (54). These factors contribute to 
the overall well-being of residents. However, Liang et al. (63) suggest 
that refined services and care measures, such as health promotion 
programs, psychological support, and activities enhancing 
adaptability, are needed to improve the well-being of individuals aged 
85 and above.

Additionally, the experiences of older adults who have lived in 
CCRCs for one to 10 years differ, as do their levels of well-being. The 
potential impact of the CCRCs living environment on the long-term 
well-being of residents is highlighted.

Environmental Psychology Theory (64) emphasizes the 
connection between environment and individual well-being, with 
familiarity and adaptability as key factors. Older adults in CCRCs aged 
0–3 years reported high well-being, possibly due to optimistic 
expectations and the novelty of adjusting to a new environment (65). 
They may still navigate their lifestyle and establish new social 
connections within CCRCs (66). However, long-term CCRCs 
residents report significantly higher levels of well-being, as they have 
more time to build strong friendships and support networks within 
the community (9). They are also more familiar with the services and 
resources provided by CCRCs, allowing them to use these effectively 
to support their needs and hobbies (61). This suggests deep adaptation 
and satisfaction with the CCRCs life of long-term residents. Long-
term residents may experience increased social support and belonging 
through participation in community activities and projects, which can 
enhance their well-being (67). The Social Support Theory (68) 
provides a theoretical basis for understanding the higher well-being 
reported by long-term residents.

Most CCRCs residents report satisfactory well-being, which may 
indicate that the living environment and services provided effectively 
maintain residents’ basic well-being and quality of life during 
adaptation (69). However, medium well-being consistently 
outperforms high well-being, suggesting room for improvement 
through increased social activities, improved healthcare services, and 
personalized support to meet individual needs and preferences (9). 

Besides, the study highlights that, while residents with longer stays 
generally experience increased well-being, individual factors such as 
health status, personality traits, and social activity participation are 
not negligible in impacting their well-being. Therefore, CCRCs 
developers should implement proactive measures tailored to residents’ 
unique characteristics to improve their overall well-being.

The issues of equity and scalability in CCRCs services must not 
be  neglected. Given their market-driven nature, CCRCs 
predominantly attract wealthier residents. The income levels of 
CCRCs residents are significantly higher than Shanghai’s 2022 average 
of 79,610 RMB (70), with 40.6% earning between 60,000–120,000 
RMB and 42.3% exceeding 120,000 RMB. Consequently, the high 
living and care costs in CCRCs pose substantial barriers for 
low-income individuals. Additionally, the strict admission criteria of 
some CCRCs, such as Taikang Home’s requirement for a 2 million 
RMB insurance fee, further limit access for lower-income groups.

Moreover, the scalability of CCRCs is another critical issue arising 
from their market-driven model. Given the long development 
durations and high initial and ongoing expenditures (4), CCRCs 
encounter major obstacles in broadening their reach. The lengthy 
return on investment cycles, coupled with strict governmental entry 
standards and insufficient policy support, further complicate 
scalability. Additionally, the complex and demanding nature of 
services—spanning healthcare, recreational activities, dining, and the 
need for highly skilled management and professional staff (71)—poses 
significant challenges to scalability.

Addressing these challenges requires a multifaceted approach. 
CCRCs developers could negotiate for tax breaks and financial 
subsidies to ease the burden on low-income individuals (38). Adopting 
a light-asset model, such as “embedded” CCRCs within existing 
communities, could lower construction costs. An alternative approach 
involves combining CCRCs services with broader social services and 
third-party nonprofits, leveraging existing resources to establish a 
comprehensive support system. Additionally, promoting long-term 
care insurance and incorporating smart care technologies, like 
telemedicine, can enhance care efficiency and reduce operational costs 
(54). These measures will make CCRCs more inclusive and equitable, 
better serving older adults from diverse socioeconomic backgrounds 
and ultimately improving their overall well-being.

4.3 Comparing well-being across 
developing long-term care models in 
China

The living arrangements significantly impact the well-being of 
older adults, with effects varying across different situations (4). 
Among older Chinese individuals, co-residential aging at home, 
grounded in strong intergenerational bonds and cultural norms of 
filial piety, is the predominant choice (72). Traditionally, the 
multigenerational co-residence pattern has benefited older individuals 
by offering material support and enhancing emotional well-being by 
reducing loneliness. Government legislation, such as the Elders’ 
Protection Law, reinforces this tradition, making older people depend 
on family members for comprehensive support in financial stability, 
physical health, and emotional well-being (73). However, this pattern 
has declined in the recent decade, leading to non-traditional 
households, such as generation-skipping and empty-nest households, 
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influenced by urbanization-driven migration and increased financial 
independence (74). This shift in living arrangements has raised 
concerns about the well-being of older adults, particularly in terms of 
their emotional health and social connections. Additionally, many 
older Chinese individuals choose autonomous living, especially in 
urban areas, due to heightened economic self-sufficiency (75). The 
decreasing reliance on family care is further emphasized by a changing 
societal perception, where the traditional belief that living with 
children signifies a blessed old age is gradually shifting, with more 
older adult individuals recognizing the value of independence or 
alternative living arrangements.

Regarding institutional senior care in China, She-hui-fu-li-yuan 
(social welfare institutions) and Jing-lao-yuan (older adult respect 
homes) were initially established to assist financially challenged older 
adult individuals within communities. However, as the Chinese 
economy transitions to a more market-driven model, these institutions 
have adopted a self-financing approach, expanding their resident base 
to include those capable of paying for their care. Simultaneously, 
privately funded facilities such as Yang-lao-yuan (institutions for 
providing care for older adults) and CCRCs have emerged, targeting 
seniors with higher socio-economic status capable of covering their 
expenses for institutional senior living and care (76). The financial 
model is a key factor influencing the levels of material and emotional 
support provided by older adult care institutions, which is crucial to 
the overall well-being of residents. Residents in welfare-oriented 
homes often report lower well-being due to basic facilities, limited 
resources, inadequate care, and insufficient emotional support, 
whereas older adults in privately funded institutions generally 
experience significantly better well-being (4).

In China, choosing institutional residential older adult care is 
intertwined with family harmony, filial obligations, socio-cultural norms 
related to child-rearing and older adult care, insights into older adult care 
institutions, and self-assessed economic status (77). Despite a growing 
number of seniors leaning towards long-term care in institutions, 
concerns about their well-being persist. This can be attributed to such 
factors as stigmatization conflicting with traditional filial piety values, 
doubts about care quality, psychological challenges associated with 
moving from familiar environments, and concerns about losing 
connections with established social ties (78), all of which can negatively 
impact the emotional and mental health of older adults.

Beyond traditional home care and institutional settings, more 
adaptable models for senior living are emerging for China’s rapidly 
aging population. Particularly, as socio-economic dynamics evolve, 
options combining the comforts of home with the benefits of 
institutional care are gaining traction. Given the current 
circumstances, CCRCs are emerging as an alternative housing option 
for the growing population of older Chinese individuals (6). These 
facilities primarily cater to affluent older adult citizens who possess 
substantial disposable household income and welfare benefits, 
providing an environment with high-quality amenities and 
comprehensive care services.

When compared to traditional long-term care models, such as 
nursing homes and home care, CCRCs have been shown to offer 
advantages in terms of residents’ well-being. CCRCs residents typically 
experience higher levels of life satisfaction, reduced social isolation, 
and better overall health outcomes (79). This is partly due to the 
extensive resources and superior living conditions available to CCRCs 
residents, which naturally contribute to an elevated sense of 

well-being. In contrast, traditional nursing homes often focus 
primarily on medical care, sometimes at the expense of emotional and 
social needs, while home care may lack the social interaction necessary 
for maintaining psychological health (4).

4.4 Limitation and future research

While the current study provides valuable insights into the well-
being of CCRCs residents, its geographic focus on Shanghai limits the 
generalizability of the findings to other regions in China and beyond. 
Future research would benefit from including geographically diverse 
samples to improve the external validity of the conclusions. 
Additionally, although the study acknowledges the importance of 
demographic diversity, a more in-depth exploration of demographic 
factors, including cultural and ethnic backgrounds, is warranted. The 
coexistence of 56 legally recognized ethnic groups within Chinese 
provinces often leads to diverse community phenomena (80). 
Applying the questionnaire in such diverse communities could 
uncover ethnic cohabitation instances and offer a more comprehensive 
understanding of cultural impacts.

Furthermore, the study’s reliance on self-reported data from 
residents may be influenced by social desirability and recall biases 
(81). Integrating observational and interview methods in future 
research could provide deeper and more nuanced interpretations. 
While this study employed the Ryff Scales combined with the SF-36 
Health Survey for a comprehensive assessment of well-being, 
incorporating additional scales, such as the UCLA Loneliness Scale 
(82), could offer multidimensional data, capturing impacts from 
various domains on the well-being of older populations. The study is 
likewise limited by its focus on overall occupancy numbers, without 
detailed categorization by levels of independence. Future research 
should incorporate more detail to understand the proportion of 
survey respondents to the total eligible population.

Finally, this research primarily addresses CCRC residents and, 
due to time and budget constraints, has not included data from 
non-CCRC populations with similar demographic characteristics. 
Future research could include diverse living communities for older 
adults in China, such as community day care centers that provide 
daytime care and social activities, as well as retirement communities 
supported by government and public sector institutions offering 
extensive medical and living services. This approach would contribute 
to a more comprehensive understanding of how different living 
environments impact the well-being of older adults. Addressing these 
limitations can enhance the robustness and practical relevance of 
future studies.

5 Conclusion

The aging population in China presents challenges for older 
adults, making CCRCs an alternative. However, understanding the 
well-being of residents within these communities is limited. This study 
aimed to fill this gap by assessing the overall well-being of 1,107 (with 
815 valid responses) residents from 13 CCRCs, covering physical and 
psychological dimensions across 10 domains.

The average overall well-being score of 64.24/100 indicates a 
satisfactory overall well-being but with significant potential for 
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improvement. The psychological well-being score, at 70.15/100, 
surpasses the physical well-being score of 58.33/100, indicating a 
need to improve physical health to improve the overall well-being 
of older residents significantly. The analysis shows the positive 
psychological health of residents, particularly in terms of 
environmental mastery, self-acceptance, and positive relations. 
Environmental mastery scored highest, indicating adept 
adjustment to the CCRCs living environment. Physical health 
presents significant issues for older adults, but physical 
functioning scored relatively well, indicating the ability to 
undertake daily and moderately strenuous physical activities 
without significant hindrances. However, the residents’ Role 
physical, General health, and Pain scores were below 60/100, 
indicating daily challenges, chronic disease battles, future health 
concerns, and frequent or persistent physical discomfort. 
Furthermore, significant disparities are revealed in the well-being 
of older CCRCs residents based on age groups and residence 
length. As age increases, the proportion of people reporting high 
well-being decreases, particularly for those over 85. Longer 
residents generally have higher levels of well-being. This trend is 
particularly pronounced those over 85 years old. Specifically, most 
individuals with over a decade of residence report high well-
being, while those with shorter durations generally have moderate 
or high levels of well-being.
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