
©2022 The Japanese Association of Rural Medicine

Journal of Rural Medicine

| 205

Original article

The association between living arrangements and 
subjective health and well-being among older adults 
in Thailand: a special focus on skip-generation 
households

Romnalin Thonglor1, 2, Keiko Nakamura1, 3, and Kaoruko Seino1, 3

1Department of Global Health Entrepreneurship, Tokyo Medical and Dental University, Japan
2Faculty of Public Health, Naresuan University, Thailand
3WHO Collaborating Centre for Healthy Cities and Urban Policy Research, Japan

Abstract
Objectives: Older adults in skip-generation households (SGHs) play a valuable role in maintaining the cohesion of extended fami-
lies in the absence of the middle generation. Little is known about the health and well-being of older adults in SGHs or how it varies 
depending on their age. This study aimed to examine 1) the association between living in SGHs and subjective health and well-
being and 2) the association between subjective health and well-being of older adults in SGHs across age groups.
Methods: Drawing data from the 2017 national survey of older people, older adults aged ≥60 years without disability in activities 
of daily living (n=38,088) were included for multiple regression analyses. Living arrangements were classified into SGHs and non-
SGHs. Subjective health was evaluated based on self-rated health, whereas subjective well-being was evaluated using a happiness 
score. Ordinal logistic regression and linear regression models, stratified by age groups (young-old, 60–69; middle-old, 70–79; and 
old-old, ≥80), compared subjective health and well-being of older adults in SGHs and non-SHGs, while controlling for potential 
covariates.
Results: Among older Thai adults, 10.1% lived in SGHs, and 11.1%, 9.5%, and 6.3% were among the young-old, middle-old, and 
old-old, respectively. Across age groups, older adults living in SGHs reported better health status but worse well-being than those 
living in non-SGHs. Older adults from the old-old group living in SGHs seemed to report the best health status, whereas those in the 
young-old and old-old groups tended to report the worst well-being. The direction of the association between living arrangements 
and subjective health and well-being did not differ by age group.
Conclusion: Better health status but worse well-being were observed in SGHs. Social sectors should pay attention to the well-being 
of these older adults.
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Introduction

Thailand has the second-fastest aging population in 
Southeast Asia, with the older population (21 million per-
sons) projected to account for 30% of the total population by 
20351). Traditionally, older Thai adults have co-resided with 
their children. However, sociodemographic changes have 
led to a decrease in the prevalence of co-residing among old-
er adult parents and children and an increase in the number 
of older adults living independently (alone or with his/her 
spouse only). In addition, the prevalence of skip-generation 
households (SGHs), in which grandparents live with their 
grandchildren without the presence of a middle generation, 

doi: 10.2185/jrm.2022-023

Received: May 6, 2022
Accepted: June 10, 2022
Correspondence: Keiko Nakamura, Department of Global Health 
Entrepreneurship, Division of Public Health, Tokyo Medical and 
Dental University, 1-5-45 Yushima, Bunkyo-ku, Tokyo 113-8519, 
Japan
E-mail: nakamura.ith@tmd.ac.jp
This is an open-access article distributed under the terms of the 
Creative Commons Attribution Non-Commercial No Derivatives 

(by-nc-nd) License <http://creativecommons.org/
licenses/by-nc-nd/4.0/>.

http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/


Journal of Rural Medicine

206|| doi: 10.2185/jrm.2022-0232022; 17(4): 205–213

has gradually increased, currently accounting for about 10% 
of the total population2).

SGHs have emerged worldwide as a result of economic 
growth and urbanization, which has resulted in adult par-
ents migrating for better economic opportunities. In the ab-
sence of a parent generation, this living arrangement plays 
an important role in maintaining a functioning family3). In 
Thailand, the number of SGHs has risen considerably over 
the past decades2). The following are the main reasons why 
older adults live in SGHs: 1) They purposefully agree to 
provide care for their grandchildren according to cultural 
norms; 2) Because of education or work obligations, their 
children ask them to look after the grandchildren; and 3) 
Their children simply abandon their grandchildren and 
leave them behind4). Grandparents in SGHs play a vital role 
as primary caregivers for their grandchildren, who can also 
assist their grandparents on occasion. Intergenerational ex-
changes in which both grandparents and grandchildren take 
care of each other have been observed in SGHs5). This back-
ground makes Thailand an interesting setting for examining 
the health implications of SGHs.

Successful aging, which refers to the quality of aging, 
has shifted toward more subjective aspects of later life6). 
Although consensus on the exact dimensions of successful 
aging is still required, physical and psychological aspects 
should nevertheless be included at the very least. Therefore, 
to understand and improve successful aging among older 
adults in special living arrangements such as SGHs, subjec-
tive health and well-being should be considered as focused 
outcomes. Subjective health, as measured by self-reported 
evaluations of physical health, is meant to capture the cur-
rent health status of an individual. It is a reliable and robust 
measure of health status because it is linked to various do-
mains such as objective health7) and mortality risk8). In ad-
dition to health status, positive well-being needs to be pro-
moted for successful aging. Subjective well-being, which 
refers to an individual’s cognitive and affective evaluation 
of human life, primarily includes life satisfaction, positive 
affect, and negative affect. This is often equated with happi-
ness, one of the most important components of the positive 
affect of well-being9).

Living arrangements can be an important factor asso-
ciated with the health and well-being of older adults. Al-
though findings from previous research have been mixed, 
some living arrangements have been demonstrated to have 
better health outcomes than others10). Living with children11) 
and having a spouse in the household12) is sometimes re-
garded as “healthy” and assumed to meet the needs of older 
adults, whereas living alone is sometimes regarded as the 
“least healthy” living arrangement, as it can lead to social 
isolation and loneliness13). Multigenerational households, a 
normative ideal of living arrangements in Asia, are consid-
ered to provide the most social and financial support and 

may compromise with the health benefits of older adults14). 
However, despite the growing emphasis paid to the impact 
of living arrangements on the health and well-being of older 
adults, little is known about SGHs and their relationship to 
health and well-being.

No theoretical consensus has been reached on how liv-
ing in SGHs affects older adults’ health and well-being. To 
date, the association between living in SGHs and health has 
been varied, and the subject has received little attention in 
the literature. Research findings on the health implications 
of SGHs indicate that older adults do not suffer from poor 
health14–17). Additionally, rearing grandchildren may benefit 
grandparents’ health. In Asia, where intergenerational sup-
port plays a significant role in family obligations, a cultural 
understanding of filial piety underlies the decisions that 
grandparents make to assume responsibility for their grand-
children4). Caring for grandchildren may enhance psycho-
logical well-being, which promotes happiness and reduces 
loneliness5). In addition, grandparents appreciate being 
given a second chance at parenting18), and some appreciate 
the assistance they receive from their grandchildren as well 
as the financial assistance they receive from their migrant 
children19). A study of grandparents and grandchildren in 
Southeast Asia reported that care provision was not viewed 
as a serious burden, even in the absence of an adult parent 
in the household5).

However, this type of living arrangement has been 
shown to have unfavourable outcomes for older adults 
(grandparents in SGHs and custodial grandparents). When 
grandparents take on the role of primary caregivers, it can 
be physically, mentally, and economically challenging for 
them. Rearing grandchildren can also mean that grandpar-
ents have little time to take care of themselves, and some 
custodial grandmothers have experienced negative changes 
in their health and health behaviours20). In the absence of the 
middle generation, rearing grandchildren can sometimes 
lead to emotional challenges. A previous study that anal-
ysed the implications of providing regular care for grand-
children found that it had a negative impact on the health 
and well-being of grandparents21). Some older adults who 
live in SGHs have also been found to be more stressed than 
those who live in other living arrangements22, 23).

Older adults’ health and well-being may vary depending 
on demographic factors such as age. A higher age is associ-
ated with deteriorating health and increasing disability. Evi-
dence of declining health status with age has been reported 
in both cross-sectional and longitudinal analyses24). Howev-
er, there is evidence that older age does not necessarily lead 
to worse subjective well-being in older adults25). Clarifying 
the association between living arrangements and health and 
well-being across age groups could provide important in-
formation for enhancing the quality of life of older adults.

Given the lack of evidence from previous empirical stud-
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ies, it is worth investigating whether older adults who live 
in SGHs have better or poorer health and well-being than 
older adults who live in other living arrangements. More-
over, it remains unknown whether the health and well-being 
of older adults living in SGHs varies by age. Therefore, this 
study aimed to examine 1) the association between living 
in SGHs and subjective health and well-being and 2) the as-
sociation between subjective health and well-being in older 
adults living in SGHs across age groups.

Materials and Methods
Data

Data were drawn from the 2017 Survey of Older Persons 
in Thailand (SOPT), which was conducted by the Thai Na-
tional Statistical Office (NSO). Data from face-to-face inter-
views were collected from all 77 provinces using a stratified 
multistage sampling technique. More information on the 
SOPT can be found elsewhere26).

The sample initially included 41,752 older adults, aged 
60 years and older, which corresponds to the definition of 

“older adults” in Thailand27). Those without disabilities in 
activities of daily living (ADLs) (n=38,088, 91.2%) were in-
cluded in the analysis to ensure that the sample was gener-
ally in a healthy state and did not require any special care. 
Those who answered by proxy (n=5,975, 15.7%) were ex-
cluded from the analysis. Finally, 32,113 respondents were 
included in the analysis of the association between living ar-
rangements and health and well-being. Population weighted 
was applied to all the analyses.

The study sample consisted primarily of women who 
lived in rural areas, were currently married, had lower ed-
ucational attainment, and earned adequate income. In ad-
dition, the older adults, in general, were relatively healthy, 
although 11.8% reported a poor health status (Table 1).

Variables and measures
Subjective health

A self-rated health (SRH) index was designed to capture 
the respondents’ subjective health assessments. The older 
adults were asked to rate their health based on the question, 
“How do you feel about your health in the last 7 days?”. Re-

Table 1 Sociodemographic characteristics, subjective health, and well-being of the older adults by age group

Variables
Whole sample
M (SD) or %

Young-old
M (SD) or %

Middle-old
M (SD) or %

Old-old
M (SD) or %

P

Age (years) 69.1 (7.3) 64.0 (2.8) 73.8 (2.8) 83.7 (3.4) <0.001

Gender <0.001
Man 44.1 44.7 43.8 41.3
Woman 55.9 55.3 56.2 58.7

Residence area <0.001
Urban 40.2 41.1 39.1 38.2
Rural 58.9 58.9 60.9 61.8

Marital status <0.001
Currently married 63.6 71.3 57.7 36.7
Not married 36.4 28.7 42.3 63.3

Educational attainment <0.001
Primary or higher 21.1 24.8 17.5 10.6
Lower than primary 78.9 75.2 82.5 89.4

Income <0.001
Adequate 55.8 55.0 56.3 59.0
Inadequate 44.2 45.0 43.7 41.0

Living arrangement <0.001
SGH 10.1 11.1 9.5 6.3
Non-SGH 89.9 88.9 90.5 93.7

Subjective health <0.001
Self-rated health Poor 11.8 7.8 15.5 23.4

Fair 44.0 39.8 50.0 51.5
Good 44.2 52.4 34.5 25.1

Subjective well-being
Happiness score 7.0 (1.4) 7.2 (1.3) 6.9 (1.4) 6.7 (1.4) <0.001

SGH: skip-generation household; M: mean; SD: standard deviation; P-values are based on χ2 tests for categorical variables 
and analysis of variance for continuous variables.
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sponses included very bad, bad, fair, good, and very good 
(5-point Likert scale ranging from 1 to 5, with higher scores 
indicating better health status). The responses were then 
classified into three categories: poor (very bad and bad on 
the scale), fair (fair on the scale), and good (good and very 
good on the scale).

Subjective well-being
We used a happiness score to capture the respondents’ 

subjective assessments of their well-being. We considered 
“happiness” as a key indicator of the positive effect of well-
being. Older adults were asked to rate their happiness based 
on the question, “What was your level of happiness in the 
past month?”. The scores ranged from 0 to 10, with higher 
scores indicating a higher level of happiness.

Living arrangements
In this study, living arrangements were classified as 

SGHs and non-SGHs. SGH denotes a household in which 
older adults live with at least one grandchild of any age, with 
or without a spouse, in the absence of the grandchild’s par-
ent. SGHs are observed in Thailand mainly because of the 
migration of adult parents due to job scarcity in rural areas, 
as well as family crises19). This type of household was pre-
dominantly found in rural areas, and the older adults were 
generally less educated and had inadequate incomes.

Sociodemographic characteristics
Sociodemographic characteristics may influence subjec-

tive health and well-being and living arrangements. There-
fore, these covariates are considered in the analyses. The 
sociodemographic characteristics included the following: 
age (young-old, age 60–69 years; middle-old, age 70–79 
years; and old-old, age 80 years and above), gender (man 
or woman), marital status (currently married, not currently 
married), residence area (urban or rural), educational attain-
ment (primary school or higher level, lower than primary 
school), and income (adequate or inadequate self-perceived 
income).

Data analysis
The characteristics and subjective health and well-being 

of the older adults in the entire sample were described using 
descriptive statistics by age group. Next, differences in the 
sociodemographic characteristics and subjective health and 
well-being of the older adults were examined using χ2 tests 
and analysis of variance. The association between living in 
SGHs and subjective health and well-being was analysed for 
the whole population, with (Model 1) and without (Model 2) 
controlling for the covariates using multivariate regression 
models. Multiple regression models were run separately, 
stratified by subgroup, to predict subjective health and well-
being across the young-old, middle-old, and old-old adults, 

with (Model 1) and without (Model 2) controlling for the co-
variates. Ordinal logistic regression was used for subjective 
health, and linear regression was used for subjective well-
being. SPSS Version 18 was used to analyse the data, and 
all the analyses were population-weighted according to the 
Thai NSO to approximate national representative estimates.

Results
Sociodemographic characteristics of the older 
adults by age group

Table 1 shows the demographic characteristics of the 
older adults by age group. Among older Thai adults without 
ADL disabilities, 10.1% lived in SGHs. In addition, 11.1%, 
9.5%, and 6.3% of the young-old, middle-old, and old-
old adults, respectively, lived in SGHs. The proportion of 
young-old and middle-old adults living in SGHs were simi-
lar, implying that this type of living arrangement is still in 
demand for families to function in Thailand.

The gender distribution of the young-old, middle-old, 
and old-old adults was skewed toward more women than 
men, which is a consistent pattern across the whole popula-
tion. The respondents predominantly lived in rural areas, 
especially the old-old adults. The majority of young-old 
(71.3%) and middle-old adults (57.7%) were married, where-
as the majority of old-old adults (63.3%) were not. Across all 
age groups, a lower educational level was prevalent. Almost 
all of the old-old adults (89.4%) had an education lower than 
the primary level. More than half of the older adults across 
all age groups reported having an adequate income.

The older adults were more likely to report having good 
or fair health (88.2%); only 11.8% reported having a poor 
health status. Young-old adults (52.4%) were more likely 
to report a good health status. The middle-old and old-old 
adults had the same pattern of reporting health status; they 
tended to report fair health most often, followed by good and 
poor health. The old-old adults had the lowest proportion of 
good health status (25.1%). The mean happiness score for 
the entire sample was 7.0 ± 1.4, with old-old adults more 
likely to report lower happiness scores (mean ± standard de-
viation = 6.7 ± 1.4, P<0.001).

Table 2 shows the ordinal logistic regression estimates 
for the association between living in SGHs and subjective 
health. Regarding the analyses of the entire sample, Model 
1 compared living in SGHs with living in non-SGHs with-
out controlling for potential covariates; the results revealed 
that living in SGHs was significantly associated with bet-
ter health status (coefficient = 0.013, P<0.0001) compared 
to living in a non-SGH. Once the potential covariates were 
entered into the model, the coefficient increased (Model 
2, coefficient = 0.054, P<0.0001), indicating that living in 
SGHs was significantly associated with better health status 
compared to living in a non-SGH.
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Next, we ran regression models stratified by age group, 
with and without controlling for the covariates. The results 
indicated that compared to living in non-SGHs, living in 
SGHs was significantly associated with poorer health sta-
tus among the young-old (Model 1, coefficient = –0.078, 
P<0.0001) and middle-old adults (Model 1, coefficient = 
–0.085, P<0.0001). However, the less biased results, which 
considered the potential covariates, indicated that living 
in SGHs was significantly associated with positive health 
status among the young-old (Model 2, coefficient = 0.046, 
P<0.001) and middle-old adults (Model 2, coefficient = 
0.011, P<0.01). The old-old adults living in SGHs showed 
a better coefficient than their counterparts, indicating that 
living in SGHs was significantly associated with a posi-
tive health status compared to those living in non-SGHs 
(Model 1: coefficient = 0.176, Model 2: coefficient = 0.285, 
P<0.0001). The results also indicated that higher age was 
associated with a better health status among those living in 
SGHs. The direction of the association between living in 
SGHs and subjective health did not differ across age groups 
after the covariates were entered into the regression models.

Table 3 shows the linear regression estimates of the as-
sociation between living in SGHs and subjective well-be-
ing. The results for the entire sample, Model 1 (coefficient 
= –0.134, P<0.0001) and Model 2 (coefficient = –0.060, 
P<0.0001), indicated that living in SGHs was significant-
ly associated with poorer well-being compared to living 
in non-SGHs; moreover, the same pattern was observed 

across all age groups. The young-old (Model 2, coefficient = 
–0.069, P<0.0001) and old-old adults (Model 2, coefficient 
= –0.070, P<0.0001) were more likely to report poor well-
being than were the middle-old adults (Model 2, coefficient 
= –0.042, P<0.0001). The respondents’ sociodemographic 
characteristics and health status did not change the direction 
of the association between living in SGHs and subjective 
well-being across age groups.

The findings related to the covariates are also notewor-
thy for the entire sample. Higher education and adequate 
income were positively related to subjective health and well-
being across all age groups. Both good and fair health sta-
tuses were significantly associated with positive well-being 
across the entire sample and age subgroups (Tables 2 and 3).

Discussion

The association between living arrangements and sub-
jective health and well-being among older adults in Thailand 
was analysed. According to the data from the 2017 SOPT, 
10.1% of older adults lived in SGHs. In addition, 11.1%, 
9.5%, and 6.3% of the young-old, middle-old, and old-old 
adults, respectively, lived in SGHs. This study revealed that 
living in SGHs shows a positive and significant associations 
on subjective health but a negative and significant associa-
tions on subjective well-being among older adults across all 
age groups. The old-old adults living in SGHs tended to re-
port the best subjective health, while the young-old and mid-

Table 2 Ordinal logistic regression estimates of the association between living in SGHs and subjective health

Whole sample
Age group

Young-old Middle-old Old-old

Model 1 Model 2 Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

Age group (ref: old-old, 80 years and over)
Young-old (60–69) 1.178
Middle-old (70–79) 0.445

Living arrangement
SGH 0.013 0.054 –0.078 0.046 –0.085 0.011* 0.176 0.285

Covariates
Gender (ref: woman)

Man 0.230 0.255 0.269 –0.020
Residence area (ref: rural)

Urban –0.006 –0.053 0.059 0.057
Marital status (ref: not married)

Currently married 0.158 0.119 0.216 0.194
Educational attainment (ref: lower than primary)

Primary or higher 0.337 0.368 0.252 0.359
Income (ref: inadequate)

Adequate 0.731 0.763 0.709 0.611

SGH: skip-generation household. Bold text: P<0.0001, *P<0.01. The coefficients are from ordinal logistic regression. Model 1: The depen-
dent variable is self-rated health, without controlling for covariates. Model 2: The dependent variable is self-rated health, controlling for co-
variates.
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dle-old adults living in SGHs tended to report the worst sub-
jective well-being compared to those living in non-SGHs.

A substantial number of SGHs can be found in Thailand, 
owing to internal migration of adult parents in search of 
work as well as family crises19). As discussed earlier, SGHs 
in Thailand are part of a family obligation linked to a cul-
tural norm in which the middle generation leaves their chil-
dren in the care of their grandparents; this is predominantly 
observed in rural areas where jobs are scarce5). Under such 
circumstances, these grandparents are described as playing 
the role of a “child saver”, a “mother saver”, or a “family 
maximizer”4).

The findings also revealed that approximately 10% of the 
young-old and middle-old adults lived in SGHs. This might 
reflect a situation in which older adults in Thailand are still 
active and have social values that encourage them to take on 
an important role in their own families. The most likely rea-
son for older adults entering this type of household is their 
prior health state. Grandparents with health issues are less 
likely to become primary caregivers for their grandchildren. 
Interestingly, 6.3% of the old-old adults in this study lived in 
the SGHs. This not only illustrates the situation of active ag-
ing in the study sample but also reflects the circumstances in 
which great-grandparents can play a valuable role in SGHs.

In general, the older adults living in SGHs are associ-
ated with better health but poorer well-being. Holding the 

covariates constant, the association between living in SGHs 
and subjective health and well-being among the young-old, 
middle-old, and old-old adults shared the same pattern: they 
seemed physically healthy but mentally unhealthy. While 
sociodemographic variables appeared to mediate the asso-
ciation between living in SGHs and subjective health, no 
change in direction was observed with regard to subjective 
well-being. However, existing evidence on the health impli-
cations of living in SGHs have been mixed. The results of 
the present study indicated that older adults living in SGHs 
have better health, which is in line with a study in the US 
that reported limited evidence that grandparents living in 
SGHs are more likely to experience unfavourable changes in 
subjective health20). Studies in Asian countries, which share 
similar cultural values, have also reported that older adults 
living in SGHs do not suffer from poor health status14–16).

In the current study, however, older adults in SGHs tend-
ed to show poorer well-being than those in non-SGHs. This 
finding is consistent with studies in the US, arguing that 
custodial grandparents often experience emotional hard-
ship28, 29). In addition, some studies have reported that living 
in SGHs in Asia had a detrimental effect on grandparents’ 
mental well-being21–23).

Among the entire population, the old-old adults seem to 
have the worst health status. However, the current findings 
indicate a better health status among those living in SGHs, 

Table 3 Linear regression estimates of the association between living in SGHs and subjective well-being

Whole sample
Age group

Young-old Middle-old Old-old

Model 1 Model 2 Model 1 Model 2 Model 1 Model 2 Model 1 Model 2

Age group (ref: old-old, 80 years and over)
Young-old (60–69) 0.070
Middle-old (70–79) 0.018

Living arrangement
SGH –0.134 –0.060 –0.178 –0.069 –0.128 –0.042 –0.093 –0.070

Covariates
Gender (ref: woman)

Man –0.028 –0.007 –0.102 0.062
Residence area (ref: rural)

Urban 0.037 0.038 0.032 0.043
Marital status (ref: not married)

Currently married 0.036 0.051 0.066 –0.114
Educational attainment (ref: lower than primary)

Primary or higher 0.189 0.183 0.236 0.065
Income (ref: inadequate)

Adequate 0.447 0.472 0.383 0.478
Subjective health (ref: poor)

Fair 0.780 0.866 0.698 0.760
Good 1.552 1.610 1.505 1.590

SGH: skip-generation household. Bold text: P<0.0001. The coefficients are from linear regression. Model 1: The dependent variable is hap-
piness score, without controlling for covariates. Model 2: The dependent variable is happiness score, controlling for covariates.
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particularly the old-old adults. A plausible explanation 
for this is that caring for grandchildren necessitates being 
“physically active”, which can help maintain physical health 
and boost the sense of healthiness, thereby empowering old-
er adults to perceive better health30). Another explanation is 
that older adults’ interactions with their grandchildren might 
involve physical activity, which is linked to better health. 
Some evidence supports the idea that grandchild care in-
creases physical activity levels, which may result in better 
physical health in grandparents31). However, we are aware of 
the possible selection bias, as being the primary caregiver 
for grandchildren often necessitates good health. Those 
with health problems may naturally be excluded from this 
living arrangement. However, longitudinal data suggest that 
raising grandchildren has no negative impact on the health 
of grandparents and may even have health benefits17, 20, 32).

Despite the positive results on subjective health from liv-
ing in SGHs, the current study suggests a consistent link 
between living in SGHs and negative well-being. Although, 
as discussed earlier, some grandparents enjoy the role of 
rearing their grandchildren, they do occasionally face emo-
tional challenges. The current findings, in terms of the main 
reasons why older adults live in SGHs, could be explained 
by choice theory, which states that the life satisfaction of 
grandparents who provide childcare is related to individual 
preferences and choice33). Older adults may be unhappy in 
this type of living arrangement because their children might 
force them to care for their grandchildren or simply abandon 
their grandchildren4, 19).

Regarding the nature of SGHs, older adults are expected 
to play a role in nurturing and supporting their grandchil-
dren, and some grandparents may feel overburdened. Pro-
viding care for grandchildren while the middle generation 
is absent often comes with strings attached, as they must be 
responsible for basic daily care, health care, and emotional 
and financial support, all of which can be sources of physical 
and mental burdens21). Furthermore, some grandparents liv-
ing in SGHs are expected to assume a parental role, which 
can sometimes lead to role confusion because some grand-
children will not regard their grandparents as their true par-
ents, showing a lack of respect for them19). Moreover, older 
adults living in SGHs generally have a lower level of educa-
tion and live in poverty, which could be a source of financial 
distress, resulting in more emotional hardships18).

The worse subjective well-being were found in the 
young-old and old-old adults living in SGHs. A plausible 
explanation for this is that young-old adults may require 
more time to attend to their own needs or engage in leisure 
activities, thus rearing grandchildren may make them feel 
as if they have lost their freedom after retirement18). Fur-
thermore, they may feel isolated from their peers as a result 
of their responsibilities, which prevent them from engaging 
in various social activities28). These older adults might feel 

trapped by this role, thereby inhibiting their positive well-
being.

This study has some limitations. First, because the anal-
ysis is based on cross-sectional data, no causal inferences 
can be made. The findings only serve to help us understand 
the characteristics, health, and well-being of older adults 
living in SGHs. Second, cohort effects of the changes in 
this type of living arrangement or the development of health 
and well-being could not be made. Future research based 
on longitudinal data may provide more information on this 
association. Third, selection bias among older adults living 
in SGHs is possible because healthier older adults may be 
more likely to live in SGHs. This bias was minimized by 
including only older adults without ADL disabilities across 
living arrangements to ensure that the entire sample was in 
a healthy state. In addition, SRH was considered as covari-
ate of happiness among older adults. Fourth, current medi-
cal treatment is generally related to subjective health, well-
being, and living arrangements; however, such information 
was not available in the current dataset. This variable could 
be related to the ability to be caretakers. Future studies 
should consider this variable as a covariate. Finally, this 
study focused on the differences in health and well-being of 
older adults living in SGHs compared to those not living in 
SGHs. In a future study, the implications of the grandchild 
care burden should be examined.

Despite these limitations, the findings from the current 
study are representative of older adults in Thailand and pro-
vide valuable evidence and knowledge on the health and 
well-being of older adults living in SGHs across age groups. 
Future studies should draw the longitudinal association be-
tween living in SGHs and health and well-being among old-
er adults. Meanwhile, qualitative research should address 
the reasons why older adults living in SGHs are generally 
physically healthy but mentally unhealthy.

Conclusion

One-tenth of the older adults in Thailand live in SGHs 
and show better health status but poorer well-being than old-
er adults living in non-SGHs. After controlling for poten-
tial covariates, the subjective health and well-being of older 
adults living in SGHs did not vary across age groups. While 
old-old adults living in SGHs were more likely to report the 
best health status, the young-old and old-old adults living in 
SGHs seemed to report the worst well-being.

Despite the fact that older adults living in SGHs seem to 
have better subjective health, they nevertheless require sup-
port because their subjective well-being is worse than that 
of other older adults. Therefore, social support tailored to 
the needs of older adults living in SGHs and young working 
families is required.
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