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Abstract: The phenomenon of ‘older people migrating along’ (OPMA) with adult children is a unique
outcome of social changes that have occurred in China. These individuals generally experience
different challenges and needs associated with mental wellbeing. However, there is limited research
on the relationship between the social capital and mental health of OPMA in China. This study aims
to examine the mental health status of OPMA and the effects of bonding social capital and bridging
social capital on their mental wellbeing in China by conducting a quantitative research survey among
399 OPMA participants. We found that bonding social capital correlated to only one indicator of
mental wellbeing, subjective happiness. Bridging social capital had significant relationships with
four mental health indicators, namely, the 12-item General Health Questionnaire (GHQ-12), Geriatric
Depression Scale (GDS), subjective happiness, and life satisfaction. Through strengthening bridging
social capital, these older adults can benefit from more opportunities for participation in formal or
informal organizations in their communities and improve their mental wellbeing.

Keywords: older adults migrating along; social capital; mental wellbeing

1. Introduction

With urbanization, economic reform, and social welfare reform in China, about
7.74 million older people have migrated to urban centers, where their adult children
reside and work, to care for their grandchildren [1]. These older migrants are known as
‘older people migrating along’ (OPMA) with adult children (in Chinese: sui qian lao ren) or
‘older drifting group’ (lao piao zu) among researchers in Mainland China. The number of
OPMA with adult children is likely to continue to rise, with China’s government aiming
for urbanization to cover 60% of the population [2].

OPMA’s motivation to migrate is generally not to earn a living, but to help to care
for their grandchildren. They are generally of retirement age, ranging from 50 years old
to over 70 years old. They tend to live in cities for an indefinite length of time, probably
without changing their ‘hukou’ registration, which is a form of residency record tied to
one’s entitlement to social security and health benefit coverage based on one’s legal right
of abode in their hometown.

While OPMA provide unpaid care for their grandchildren, they tend to experience
challenges and needs associated with mental wellbeing, such as a higher level of depression
than local older people, lower levels of quality of life (QoL), and negative feelings of
rootlessness, loneliness, and depression [3,4]. Mental health has become one of the biggest
challenges confronting these older migrants migrating along with their adult children [4].

Among the various key social determinants of mental health of older people, the
role of social capital has gained more attention [5]. Social capital is found to be positively
associated with the promotion of mental health and the prevention of mental illness for
older adult populations and the Chinese population [6]. Currently, the government in
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China has also implemented some policies to enhance older adults’ mental health, such as
setting up mental health rehabilitation centers in local hospitals and providing community
education courses related to mental health knowledge in local communities [7]. These
activities, implemented in local communities in Western countries, have shown positive
effects on residents’ mental health literacy and enhancement of social capital of the users [8].
However, there is limited research on the relationship between the social capital and mental
health of OPMA in China. This study aimed to examine the relationship between the social
capital and mental health of OPMA based on a sample in one of China’s major cities. Mental
wellbeing, reflecting the equilibrium between an individual and their environment in a
broad sense [9], is a state of wellbeing in which an individual realizes their own abilities,
copes with life stressors, works productively and fruitfully, and can make contributions to
their community [10]. A recent literature review by the authors [4] has shown that older
migrants who move along with their adult children generally face significant challenges
to their mental wellbeing. Positive determinants of mental health are identified at the
individual and family levels, and they include personal character, independent income,
good physical health, social engagement, and familial economic and social support [4].
Meanwhile, negative determinants include perception of inferior economic status compared
to local older people; intergenerational conflict; and institutional or policy disparities such
as medical insurance, hukou, and pension institution [4].

A growing body of empirical research has shown that social capital generally has a
positive effect in terms of promoting mental health and preventing mental illness. Putnam
defined social capital as ‘connections among individuals—social networks and the norms of
reciprocity and trustworthiness that arise from them’ [11]. Previous research has shown that
the relationship between social capital and mental health is complex, and it is influenced
by different dimensions and components, measurements, and contexts of the participants.
Almedom [12] has advocated for a more detailed understanding of the various dimensions
of social capital. This researcher described bonding social capital and bridging social capital
as two distinct types of social capital, and cognitive social capital and structural social
capital as two separate components or forms of social capital. Each type (i.e., bonding and
bridging) has two components (i.e., cognitive and structural), operating at micro (individual
or family/household) and/or macro (ecological, i.e., neighborhood, community, formal or
informal group) levels. Structural bonding social capital refers to social networks, whereas
cognitive bonding social capital refers to social control/efficacy, shared values, mutual trust,
and norms of reciprocity. Structural bridging social capital refers to access to public goods,
services, and amenities, whereas cognitive bridging social capital refers to participation,
sense of belonging, and decision-making capacity [12].

Villalonga-Olives and Kawachi [13] further proposed that social capital could be
broken down and operationalized into two dimensions in the field of health research: a
structural–cognitive dimension, and a bonding–bridging dimension (Figure 1).

Structural social capital refers to the externally observable behaviors and actions of
actors within a network [13], and describes the properties of the networks, relationships,
and institutions that bring people and groups together [14], with measures based on
organizational membership, civic participation, and social interaction [15]. Structural social
capital can provide people with access to institutions, both formal and informal, which
may reduce the negative impacts of life events by providing additional support systems for
older adults [16].

Cognitive social capital refers to people’s perceptions of levels of interpersonal trust, as
well as norms of reciprocity within a group; it is often measured through an examination of
individuals’ perceptions of trust and reciprocity [15]. Previous studies in different countries
and regions have found that cognitive social capital is significantly related to mental health,
with trust being identified as an independent predictor of individual health and being
positively associated with health [16], as cognitive social capital may increase feelings of
security and self-esteem and thus improve mental health [17].
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Differently from the findings in Western countries, research on mental health and
social capital (structural-cognitive dimension) among older people in China [18–20] has
demonstrated that cognitive social capital (trust and reciprocity) is significantly associated
with health outcomes (depression or QoL). Structural social capital (i.e., social participation,
personal networks, neighborhood relationships and support) has no significant correlation
with health outcomes, largely because formal organizations seldom exist in China [21,22].

Bonding social capital, according to Putnam [11], is by choice, a necessity, inward-
looking, and tends to reinforce exclusive identities and homogeneous groups, while bridg-
ing (or inclusive) social capital is outward-looking and encompasses people across diverse
social strata [11]. While bonding social capital involves strong ties and homogeneous net-
works, bridging social capital involves weak ties and heterogeneous networks [23]. Thus,
bonding social capital intensifies existing support networks, and bridging social capital
extends potential opportunities through the support network [23]. It echoes the notion
of strong ties, such as ties with family and close friends, which provide a more intense,
multi-stranded form of support and therefore may be expected to play a greater role in
emotional wellbeing [23].

Bonding social capital is essential for mental health, especially in older people [24].
Family is among the most important mental health-promoting factors among older adults,
and good and reliable friendships are perceived as an essential mental health resource,
especially with people of a similar age who have more spare time for socializing than their
family members of younger generations [23,24].

Bridging social capital echoes the notion of weaker ties, such as ties with acquaintances
and various contacts, and can facilitate access to information and opportunities [24]. Em-
pirical research has shown that bridging social capital is significantly associated with job
opportunities and economic development for individuals and communities, including
migrants [22]. However, the function of bridging social capital in terms of mental health
has not been sufficiently researched [25,26], especially among aging people. Moreover, as
Villalonga-Olives and Kawachi [15] pointed out, bridging and bonding social capital have
been measured without specifying the heterogeneity or homogeneity of people involved in
social network relationships. The changeable boundary between bonding and bridging
capital causes difficulty in developing a common scale or questionnaire to measure these
two dimensions of social capital.
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In order to more accurately measure bonding and bridging social capital, this research
draws on frameworks from Almedom [12] and Villalonga-Olives [15], each of which will be
classified into two components: cognitive and structural. Bonding social capital is classified
into a bonding cognitive aspect (Boc social capital) and a bonding structural aspect (Bos social
capital), and bridging social capital is classified into a bridging cognitive aspect (Brc social
capital) and a bridging structural aspect (Brs social capital). These are defined as follows.

Boc social capital (cognitive aspect of bonding social capital): this refers to perceptions
of the level of interpersonal trust and reciprocity within homogenous groups, includ-
ing family, close friends, and relatives, and connections with homogenous memberships
(e.g., other OPMA).

Bos social capital (structural aspect of bonding social capital): this refers to social
interaction within homogenous groups, including family, close friends and relatives, and
connections with homogenous memberships (e.g., other OPMA).

Brc social capital (cognitive aspect of bridging social capital): this refers to perceptions
of the level of interpersonal trust and reciprocity within heterogeneous groups, including
neighborhoods and both formal and informal organizations in destination communities.

Brs social capital (structural aspect of bridging social capital): this refers to participation
and membership within heterogeneous groups, including the neighborhood and both
formal and informal organizations in destination communities.

Previous research has been concerned with the difficulties confronted by OPMA. These
studies have highlighted the importance of considering the mental health of OPMA as
a social issue, which requires structural changes at the community, societal, and policy
levels. These studies also reflect a widening perspective on support for older people,
beyond the context of ‘traditional’ Chinese cultural assumptions that elder care is a family
responsibility [27].

However, on the whole, it seems that research on OPMA has only reached an initial
stage. This is not only because of the limited quantity of published studies on OPMA
(with no studies on OPMA published in top journals in mainland China during the review
period), but also because previous studies lacked diversity in conceptualizations of mental
health and in theoretical perspectives to enrich the understanding of the experiences of
OPMA as well as potential interventions and supports [3].

Firstly, previous research on OPMA reflects a lack of clear definitions of mental health.
For research studying mental health directly, adopting different indicators has caused
different, and even conflicting, outcomes (e.g., depression vs. subjective happiness); for
research focusing on adaptation or integration, much information was provided referring
to mental health as a holistic status of OPMA, but mental health as a concept was rarely
mentioned, resulting in mental health in terms of individual suffering being overlooked.

Furthermore, few studies have examined the contributions of the factors influencing
the mental health outcomes of OPMA. This area of research is crucial for guiding mental
health practice through identifying the intervention focuses in this population. Hence,
continuous research should delve into a more detailed analysis of the roles and interactions
of these specific factors to address this research gap.

It has been suggested that both social cohesion and network definitions of social capital
have merit in pointing to the existence of valued resources (capital) that are inherent within,
and are by-products of, social relationships [26]. Thus, reflecting a pragmatic approach,
this research will adopt Villalonga-Olives and Kawachi’s understanding of social capital
and define social capital as resources embedded in networks, in a broad sense [13,15]. In
particular, for the purposes of this research, social capital refers to networks and norms of
trust and reciprocity within social relations.

A limited number of studies have referred to the moderating or mediating effects on
the relationship between social capital and mental health specifically for OPMA. Based on
the findings of the literature review (described above), as well as related literature on social
capital and mental health, some potential predicting factors that could be further examined
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are discussed below, including: gender, rural/urban background, living arrangement, and
caregiving role.

Gender is a correlate that has frequently been mentioned in previous studies. Regard-
ing OPMA, one study [28] reported that female OPMA reported a poorer quality of life in
the physical, psychological, and environmental dimensions (WHOQOL-BREF), potentially
related to their disadvantaged status and long time undergoing labor.

Urban/rural background can also affect the relationship between social capital and
mental health, especially in China, where there are significant inequalities in terms of
medical insurance and pension systems [29] and disparities in cultural and environmental
settings between urban areas and rural areas. Previous research [19] has found that rural-
to-urban OPMA report lower social capital and higher depression levels than their urban-
to-urban counterparts. Rural–urban OPMA might experience a poorer capacity to adapt to
urban life with new social norms, values, and customs, and to overcome cultural barriers
such as different dialects, which may in turn reduce their ability to maintain and develop
social capital [19].

Qualitative [3] and quantitative [30] studies have found that OPMA living with marital
partners were more adaptive and happier than those without partners, due to greater
feelings of safety and belonging, social engagement, and fewer negative emotions [30].
These findings suggest that, compared to OPMA who are not living with marital partners,
those living with marital partners tend to have more bonding and bridging social capital as
well as better mental health statuses.

Caregiving affects both mental health and social capital. On one hand, caregiving
involves more labor-intensive activities and fewer enjoyable activities, and has been as-
sociated with a lower level of happiness among older Chinese adults [31]. Caregiving
may also lead to more intergenerational conflict, which can contribute to greater emotional
stress for OPMA [32]. On the other hand, caregiving means investing in family relation-
ships, which can increase bonding social capital and can also provide more chances to
interact and develop friendships with other OPMAs [33], which may help to build bonding
social capital.

To fill the research gaps and previous research findings mentioned above, the specific
research questions in this study include: (1) What is the mental health status of OPMA?
(2) What are the effects of bonding social capital and bridging social capital on mental
health of OPMA?

2. Materials and Methods
2.1. Sampling

The targets of this study were OPMA in the city of Shenzhen, a well-known migration
city in China. Data collection was carried out between November 2019 and January
2020. As there was no complete list of non-registered aging people migrating along with
adult children in the community-level governmental offices, mixed quota sampling and
purposive sampling strategies were used to identify the participants from selected districts
and communities. According to data from a news report [30], there were approximately
960,000 older people living in Shenzhen without a local hukou in 2016. Using the Survey
Monkey sample size calculator, setting the margin of error at 5%, the confidence level at
95%, and the power at >0.95, a sample size of 385 was determined. Thus, for this study, we
planned to recruit a slightly larger sample of 400 OPMA participants.

A total of four districts, including two districts (Futian and Nanshan) from ‘Guannei’
(inner city, more urban-developed area) and two districts (Baoan and Longhua) from ‘Guan-
wai’ (outer city, less urban-developed area) were selected in Shenzhen. In each district,
two communities per street were selected. The selection of the streets and associated com-
munities was based upon the professional connections of the first author with these local
administrative units. Then, from each community, 50 participants meeting the inclusion
criteria were identified through personal networks. The included participants were aged
50 years and older, and had moved to live in Shenzhen from another urban/rural area for



Int. J. Environ. Res. Public Health 2023, 20, 6857 6 of 18

6 months or more to join their adult children and to help to take care of grandchildren.
The authors fully understand that people at the age of 50 years should not be considered
older people. Given the fact that age 50 can be considered aging adults, and people at
this age may have adult children and grandchildren, they were included if they met the
other inclusion criteria of migrating to Shenzhen with or joining their adult children in
order to take care of their grandchildren. The eligible participants were also cognitively
and physically capable of communicating with the interviewers. The distribution of the
sample in various districts and communities is presented in Table 1. A total of 399 valid
cases were successfully included.

Table 1. Sampling distribution.

District Street Community Participants

Futian Xiang Mi Hu Nong Yuan 50
(more urban-developed area) Dong Hai 50

Nanshan
Zhao Shan

Hua Guo Shan 50
(more urban-developed area) Shui Wan 50

Bao’an Xi Xiang Fu Zhong Fu 50
(less urban-developed area) Tang Wei 50

Longhua Da Lang Shang Ling Pai 50
(less urban-developed area) Luo Wu Wei 50

2.2. Data Collection

A structured questionnaire was administered through face-to-face interviews. The
interviewers were five social workers, including the first author, working in community
service centers for more than five years. They received interview training from the first
author prior to data collection. Ethics approval for this study was received from the
Human Subjects Ethics Sub-committee of the Hong Kong Polytechnic University (Reference
number: HSEARS20190912001). The researcher provided the participants with a consent
form explaining the purpose and nature of the study, and only proceeded with the research
team after obtaining their informed consent. This ensured that participants’ privacy and
confidentiality were protected throughout the study.

2.3. Measurement

To measure mental health, five variables were used.
The 12-item General Health Questionnaire (GHQ-12) (Chinese version). This consists of

12 items, each assessing the severity of a mental problem over the past few weeks, using
a 4-point scale (from 0 to 3). The score was used to generate a total score ranging from
0 to 36, with higher scores indicating worse mental health conditions [34]. The GHQ-12
has been used with Chinese populations with good internal consistency and criterion
validity [22,35].

Self-perceived mental health. This was measured by the question: Generally speaking,
how do you rate your mental health status? The item was rated along a 5-point scale
(1 = very bad, 5 = very good).

Life satisfaction. This was measured by a self-rated question: Generally speaking, how
satisfied do you feel with your life? The item was rated along a 5-point scale (1 = very
unsatisfied, 5 = very satisfied).

Subjective happiness. A single item, ‘How happy do you feel?’, was used to measure
subjective happiness, with scores ranging from 1 (very unhappy) to 5 (very happy).

Geriatric Depression Scale (GDS-15) (Chinese version). GDS-15 has been widely used
among the older Chinese population [29,36]. It comprises 15 items, each investigating
the feelings and behaviors in the past one-week period. The participants were asked to
rate each item with an answer of either yes or no. A score of 1 was assigned to an item
indicating a depressive symptom. The total score ranged from 0 to 15, and the higher the
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score, the more depressive symptoms were present. When applied in a previous study, a
Cronbach’s alpha of 0.873 was reported [37].

Four aspects of social capital were measured: the cognitive aspect of bonding social
capital, the structural aspect of bonding social capital, the cognitive aspect of bridging
social capital, and the structural aspect of bridging social capital. This study built upon and
adapted the measurement used by Norstrand and Xu [21], which measured bonding and
bridging social capital among older Chinese people. As Norstrand and Xu’s measurement
items only included cognitive components (trust, closeness, and reciprocity) of the bonding
and bridging social capital, this study added items for measuring structural components of
both bonding and bridging social capital [21]. These structural component questions were
adapted from previous social capital studies [19,38] which examined social contact, social
participation, and memberships.

Cognitive bonding social capital (cognitive aspect of bonding social capital): To measure
the cognitive components of bonding social capital (cognitive bonding social capital),
questions were adapted from those used by Norstrand and Xu (reliability α = 0.706) [21].
These items included ten Likert questions on trust and closeness to the neighborhood, local
older adults, other OPMA in their communities, fellow-townsmen, villagers (lao xiang),
classmates, colleagues, friends in their hometown, relatives, and family members. For each
item, ‘most of them cannot be trusted’ was scored 1, ‘some of them cannot be trusted’ was
scored 2, etc. and ‘most of them can be trusted’ was scored 5. The total scores on this scale
ranged from 10 to 50, with higher scores indicating a higher level of cognitive bonding
social capital.

Structural bonding social capital (structural aspect of bonding social capital): In order
to measure the structural bonding social capital, a question was adapted from a study
conducted by Li, Zhou, Ma, Jiang, and Li [19]: ‘On average, how many times a week do
you and others (family members, friends, other OPMA) drop in on one another?’ and there
were also ten items, neighborhood, local older adults, other OPMA in communities, fellow-
townsmen/villagers (lao xiang), classmates, colleagues, friends at hometown, relatives and
family members. ‘none’ was coded as 0, ‘1–2 times a week’ was coded as 1, ‘3–5 times a
week’ was coded as 2, ‘more than 5 times a week’ was coded as 3. The total score for this
scale ranged from 0 to 30, with higher scores indicating a higher level of structural bonding
social capital.

Cognitive bridging social capital (cognitive aspect of bridging social capital): To measure
the cognitive components of bridging social capital, questions were adapted from those
used by Norstrand and Xu (reliability α = 0.704), including nine items on the frequency
of reciprocity with organizational members [21]. Each item was rated along a five-point
Likert scale, ranging from 0 (none) to 4 (most). The scores ranged from 0 to 36, and a higher
score indicated a higher level of cognitive bridging social capital.

Structural bridging social capital (structural aspect of bridging social capital): To measure
the structural component of bridging social capital, a question was adapted from a study
conducted by Lane, Wong, Mocnik, Song, and Yuen [38]: ‘In this community, have you
participated in any type of groups or organizations in the past 12 months: (a) sports or
recreational; (b) cultural, educational, or hobby; (c) religious-affiliated; (d) neighborhood,
civic, or community; (e) the party members’ activities; and (f) others’ (multi-chosen items).
The variables were coded according to the number of items, with scores ranging from 0 to 6.
A higher score indicated more community memberships and a higher level of structural
bridging social capital.

The Cronbach’s α values in the Boc, Bos, Brc, and Brs dimensions were 0.905, 0.0785,
0.896, and 0.836, respectively. Generally, when the Cronbach’s α value is greater than or
equal to 0.7, it indicates that the scale has good reliability [35]. Therefore, the reliability of
the four dimensions of the scales was good.
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2.4. Confounding Variables

Demographic variables, living and caring arrangement variables, and physical health
status were included as confounding variables, as many have been found to be related to
mental health in the previous literature [39,40].

Demographic variables included gender, age, education, rural/urban background, re-
tirement pension (‘have’ or ‘not’), perceived income adequacy (a 5-point Likert scale),
residential length (number of the years living in Shenzhen, a continuous variable), expected
residential length (no more than 6 years, 6 to 10 years, more than 10 years, or not sure),
and marital status (married and living with partner, married and living apart from partner,
or single).

Living and caring arrangement variables included co-living adult children (whether one
lives with son or daughter, both, or lives alone), living space (whether one shared a room
with grandchild(ren) or resided in a single room or a house), frequency of returning to
one’s hometown (the number of times one has returned to their hometown in the past
12 months, a continuous variable), age of the grandchild (age of the grandchildren that
the participant is providing care for), housework time (amount of time spent per day on
housework), and relationship with adult children. To measure the relationship with adult
children, the Intergenerational Relationship Quality Scale (IRQS scale) (Chinese version)
was used [35]. This scale has 13 items measured along a 5-point Likert scale, with the total
scores ranging from 13 to 65. A higher score indicates a better relationship quality.

Physical health variables included a self-rated question on one’s self-perceived physical
health on the scale of 1 (very bad) to 5 (very good), and a binary yes or no question asking
whether the participant had been diagnosed with an illness.

2.5. Data Analysis

Before data analysis, duplicated data were checked and cleaned, while missing data
were handled using the mean replacement method. The study also employed histogram
and Q-Q plot analyses to examine and confirm the normal distribution of the dependent
variables before parametric statistics were used for further data analysis. Descriptive
statistics were used to describe participants’ demographic characteristics, characteristics
of their living and caring arrangements, and physical health characteristics. They also
used bivariate statistics to determine how the characteristic variables related to each of the
mental health measures.

The social capital was described within four components using descriptive statistics,
and the bivariate relationship between characteristics variables and social capital within
these four components was examined.

Finally, hierarchical multiple regression was used to test the relationship between the
four social capital variables and each of the mental health variables, entering demographic
variables, living and caring arrangement variables, physical health variables, and social
capital variables into four successive blocks of predictors.

3. Results

The study aimed at examining the mental health status of OPMA and the effects of
bonding social capital and bridging social capital on their mental wellbeing in China. In
order to achieve this aim, we conducted a quantitative research survey among 399 OPMA
participants. The descriptive results of the research are as follows.

3.1. Demographic Background of the Participants

The participants in this study included 399 persons migrating along with their adult
children. They were aged between 50 and 86, with an average age of 63.45 (SD = 6.69).
Of the participants, 31.1 percent were men and 68.9 percent were women. Over half
(56.6%) of the participants were urban–urban migrants who came from urban areas, and
173 participants (43.3%) were rural–urban migrants who came from rural areas.
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According to the urban–rural dual structural policies in China, residents in urban
areas are enrolled in endowment insurance at their labor age via their work unit and
receive a retirement pension every month after retirement [4]. However, farmers in rural
areas cannot join the endowment insurance and have no retirement pension, unlike their
urban counterparts. In this study, 193 participants received a retirement pension, and 206
participants had no retirement pension (Table 2).

Table 2. Demographic characteristics of participants (n = 399).

Sample Characteristics N (%) or M (SD)

Gender
Male 124 (31.1)
Female 275 (68.9)

Age 63.45 (6.69)
Education

Primary school or below 147 (36.8)
Junior high school 104 (26.1)
Senior high school 93 (23.3)
College degree or above 55 (13.8)

Hometown
Urban areas 226 (56.6)
Rural areas 173 (43.4)

Marital status
Married and living with spouse 224 (56.1)
Married and living apart from spouse 112 (28.1)
Single 63 (15.8)

Pensions
Have pension 193 (48.4)
No pension 206 (51.6)

Finance resource (multiple choice)
Pension 190 (47.6)
Alimony 201 (50.4)
Labor income 40 (10.0)
Others (investment, saving etc.) 48 (12.0)

Income adequacy (1–5) 3.31 (0.79)
Length of residency in Shenzhen 7.08 (5.36)
Expected length in Shenzhen

No more than six years 39 (9.8)
Six to ten years 45 (11.3)
More than ten years 115 (28.8)
No plan and not sure 200 (50.1)

3.2. Social Capital and Mental Health of the Participants

Table 3 presents the scores of the four types of social capital. The OPMA generally
reported higher scores along the scoring range of the cognitive aspect of bonding social
capital, while the lowest scores were found for the scoring range of the structural aspect of
bridging social capital.

Table 3 also shows the scores of the participants for the five mental health variables.
The OPMA in this study mostly reported rather positive mental health statuses, with the
mean GHQ and GDS scores falling in the lower end of the scoring range. At the same time,
most of the participants reported positive choices in terms of self-reported mental health,
life satisfaction, and happiness. However, it is also important to note that almost 25% of
the OPMA reported a mild to moderate or severe level of depression.
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Table 3. Descriptive results of social capital and mental health variables.

Social Capital Variables Score
Range n (%) M (SD)

Cognitive bonding social capital 10–50 - 39.46 (7.08)
Structural bonding social capital 0–30 - 12.73 (5.70)
Cognitive bridging social capital 0–36 - 15.18 (7.15)
Structural bridging social capital 0–6 - 1.28 (1.19)

Mental health variables M (SD)

GHQ (range 0–36) 5.71 (4.80)
Self-report mental health 1–5 - 3.69 (0.75)
Life satisfaction 1–5 - 3.74 (0.78)
Subjective happiness 1–5 - 3.72 (0.77)
GDS 0–15 - 3.39 (2.58)

Normal 0–4 301 (75.4)
Mild depression 5–9 81 (20.3)
Moderate to severe depression 10–15 17 (4.3)

3.3. Relationships between Social Capital and Mental Health

Table 4 presents the regression analysis findings when each of the four mental health
variables was used as the dependent variable. After controlling for variables related to
demographics, living and caring arrangements, and physical health, some or most of the
social capital variables were significantly associated with the mental health variables.

Among all the confounding variables, having a higher level of perceived income ade-
quacy, a more positive relationship with adult children (except for GHQ score), and better
self-reported physical health were found to be significant predictors of being more mentally
well, meaning reporting lower GHQ and GDS scores and higher levels of happiness and
life satisfaction.

Among the four social capital variables, the one related to the cognitive component
of bonding social capital was not significant in its association with the four mental health
variables. Those who reported higher levels of the structural component of bonding social
capital also reported higher levels of happiness. A higher level of the cognitive component
of bridging social capital was found to be associated with a greater degree of happiness
and having a higher level of life satisfaction. Finally, those who reported a higher level
of the structural component of bridging social capital also reported a lower level of GHQ
and GDS scores, indicating fewer negative mental health and depressive symptoms. The
standardized coefficients on the effects of the social capital variables ranged from 0.145 to
0.182, depending on the nature of the dependent variable.
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Table 4. Regression analysis of social capital and mental health variables.

GHQ GHQ-SE p-Value Happiness Happiness-
SE p-Value Life sat. Life-sat-SE p-Value GDS GDS-SE p-Value

Beta Beta Beta Beta
Demographics

Age 0.080 0.038 10.530 −0.004 0.007 0.942 0.029 0.007 0.629 −0.023 0.021 0.675
Gender (ref: male) −0.098 * 0.485 0.037 −0.079 0.087 0.131 0.000 0.090 0.998 −0.075 0.277 0.132

Education 0.013 0.250 0.809 −0.022 0.045 0.726 −0.058 0.048 0.364 0.073 0.143 0.216
Hometown (ref: rural) 0.015 0.527 0.782 0.097 0.094 0.111 −0.062 0.098 0.324 0.031 0.301 0.589
Pension (ref: having

a pension) −0.087 0.616 0.176 0.099 0.110 0.167 −0.020 0.114 0.786 0.000 0.352 0.995

Income adequacy (1–5) −0.100 * 0.273 0.026 0.128 * 0.049 0.010 0.176 ** 0.051 0.001 −0.160 ** 0.156 0.001
Marital status (ref: married

and living together)
Married and living apart −0.045 0.505 0.343 0.061 0.090 0.246 0.048 0.094 0.380 −0.038 0.288 0.455

Single −0.002 0.603 0.972 −0.042 0.108 0.406 −0.033 0.112 0.532 0.063 0.344 0.195
Residential length 0.092 0.045 0.068 −0.033 0.008 0.556 −0.046 0.008 0.428 0.027 0.026 0.615
Expected length in

Shenzhen (ref: >10 years)
<6 years 0.056 0.771 0.241 0.004 0.138 0.940 0.047 0.143 0.386 0.100 * 0.440 0.050

6–10 years 0.098 * 0.712 0.038 0.048 0.127 0.353 0.006 0.132 0.914 0.056 0.406 0.261
Not sure 0.126 * 0.526 0.022 −0.048 0.094 0.431 −0.024 0.098 0.705 0.048 0.300 0.412

Living and caring arrangements
Co-living adult children

(ref: with son)
with daughter −0.119 ** 0.478 0.008 −0.031 0.085 0.529 0.069 0.089 0.177 −0.035 0.273 0.465

with both son and daughter −0.039 0.919 0.350 −0.014 0.164 0.764 0.022 0.170 0.639 0.015 0.535 0.743
with no son or daughter −0.083 0.887 0.059 0.030 0.159 0.545 0.088 0.165 0.081 −0.067 0.506 0.151
Frequency of returning

to hometown −0.067 0.157 0.115 −0.066 0.028 0.161 −0.014 0.029 0.781 −0.009 0.089 0.838

Age of the
cared-for grandchild 0.004 0.059 0.932 0.000 0.010 0.998 −0.016 0.011 0.747 −0.080 0.033 0.091

Housework time 0.089 0.287 0.054 −0.032 0.051 0.536 −0.007 0.053 0.901 0.140 ** 0.164 0.004
IRQS (relationship with

adult child) −0.056 0.040 0.235 0.218 ** 0.007 0.000 0.231 ** 0.007 0.000 −0.171 ** 0.023 0.001
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Table 4. Cont.

GHQ GHQ-SE p-Value Happiness Happiness-
SE p-Value Life sat. Life-sat-SE p-Value GDS GDS-SE p-Value

Living space—sharing a
room with grandchild −0.002 0.425 0.961 −0.003 0.076 0.967 −0.011 0.079 0.818 −0.010 0.242 0.835

Physical health
Self-reported physical

health (1–5) −0.360 ** 0.311 0.000 0.180 ** 0.056 0.001 0.165 ** 0.058 0.004 −0.243 ** 0.178 0.000

Having an illness 0.112 * 0.450 0.017 0.046 0.080 0.379 0.033 0.084 0.535 0.062 0.257 0.213
Social capital
Cognitive bonding

social capital −0.045 0.030 0.306 0.003 0.005 0.944 0.025 0.006 0.628 −0.088 0.017 0.061

Structural bonding
social capital −0.034 0.040 0.477 0.182 ** 0.007 0.001 0.079 0.007 0.144 −0.063 0.023 0.207

Cognitive bridging
social capital 0.000 0.035 0.994 0.156 ** 0.008 0.007 0.145 * 0.006 0.015 0.038 0.020 0.484

Structural bridging
social capital −0.155 ** 0.213 0.004 −0.066 0.038 0.259 −0.102 0.040 0.092 −0.166 ** 0.122 0.003

F(398) 90.543 50.118 30.951 60.859
Total R2 0.400 0.263 0.216 0.324

Adjusted R2 0.358 0.212 0.162 0.277

Note: * p < 0.05, ** p < 0.01.
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4. Discussion

This research aimed at examining the mental health statuses of OPMA and the effects
of bonding social capital and bridging social capital on their mental wellbeing in China.

In terms of the mental health of the OPMA, it is important to note that about one
in five of them reported experiencing mild depression, while 4.3% reported moderate to
severe levels of depressive symptoms [19]. These findings are consistent with previous
research on older Chinese adults, which found that 31.2% of older migrants reported mild
to severe depression as measured by GDS-30 in Hangzhou [19].

Among the various social capital variables, participants reported higher levels of
bonding social capital than bridging social capital. For most of them, family members were
their main or only social ties and sources of support [41–44]. The main social interactions for
most of these older people took place in the neighborhood by chance and were unplanned.
Therefore, these findings are close to the reality faced by older adults moving along.

However, the structural component score of social capital was 1.28, meaning that each
older migrant had, on average, participated in more than one group or organization. This
level is likely to be higher than the level of older people migrating along in other cities. For
instance, in other studies, most participants reported no social activities during their leisure
time in the cities of Jiangsu province [45–47]. This difference in result may be due to three
reasons. Firstly, Shenzhen is a migration city where most residents are migrants moving
from other cities, and the older people who were born in Shenzhen are rare [20]. Therefore,
many OPMA may not see themselves as outsiders when they interact with other older
people who are mostly migrants from other places. This unique social context facilitates
their social engagement with others. On the other hand, the so-called local Shenzhenese
tend to see themselves as migrants as well, probably facilitating their welcoming attitude
to other older people who move to Shenzhen with their adult children. Secondly, the
local Shenzhen government provides some community services. In recent years, the local
government has built a community service center in each community in Shenzhen, where
different kinds of activities are hosted and interest classes and groups have been developed
to enrich residents’ social lives [20]. All these services are supported by the government
and are free for all residents, including those without a registered ‘hukou’ (household
registration) [4]. The ease of accessibility to these community services for older migrants
may be a factor in their easy engagement with other residents in the community. Thirdly,
there are many free provisions under the parity policy in Shenzhen. For instance, all older
people, with or without ‘hukou’, can enjoy the use of free public transport and free entry
into public parks and recreational facilities, thereby facilitating their social activities and
enhancing social engagement [4,20]. These measures appear to be successful in terms of
enhancing the structural social capital of older people, particularly that of older migrants.

Our major distinctive finding involves the role of bridging social capital in mental
health. The finding is very different from, and is even in contradiction with, previous
research conducted in China [21,22]. Previous research [21] found that bridging social
capital (measured as the extent to which people help each other or expect to be helped
in organizations in which they have participated) was not significant for either urban or
rural older adults in China. However, this study finds that bridging social capital plays a
significant role in terms of mental health, with four indicators: life satisfaction, subjective
happiness, GDS, and GHQ. These findings provide adequate evidence that maintaining
social interactions and joining or being affiliated with groups and organizations in the
community are more important than generating a subjective sense of trust and reciprocity
within their social circles.

This is likely due to three reasons. Firstly, Shenzhen provides plenty of public services
and open policies for joining community organizations supported by the local government,
such as senior chorus and Tai Chi classes. This means that OPMA in Shenzhen should
have relatively easy access to more public services and community organizations than
OPMA in other cities, and this can be beneficial to the building of bridging social capital.
Secondly, Shenzhen is a migrant city, and most older people are migrants. This is very
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different from other cities in China, where local older adults are the main component of
the older population. OPMA in Shenzhen could more comfortable and positive in terms of
making friends with other older people, who are also mostly migrants. Thus, their sense
of social inferiority and social exclusion might be less intense when interacting with other
older people who share similar backgrounds as migrants. Finally, the difference may be
due to the unique development of community and social organizations in Shenzhen [20].
In the past, when social organizations were not well developed, older people had social
interactions mainly with strong social ties (bonding social capital). However, currently, in
Shenzhen, older people (including OPMA) have begun to extend their social interactions to
‘strangers’ and community service organizations.

Another distinctive finding of this study is that cognitive bonding social capital was
found to have no relationship with any mental health variables. This finding is different
from previous research on older people, which indicates that social capital has positive
effects on mental health for older people through their closest family members, who can
provide support and feelings of being loved, and good friends of similar age [24]. This find-
ing could be due to two reasons. Firstly, it could be related to measurement. The bonding
social capital in this study included social ties not only with family, relatives, and close
friends, but also with neighbors. Thus, the function of perceived trust and reciprocity from
family, relatives, and close friends may have been affected by the inclusion of measuring
the ties with neighbors. By further checking the relationship between the IRQS variable
(relationship with adult children) and mental health in this study, it becomes noticeable
that IRQS has a significant impact on depression, life satisfaction, and subjective happiness,
which is consistent with findings from previous research [24]. A second consideration is the
breaking of social ties with close friends for OPMA. As OPMA have left their close friends
and relatives in their hometowns, their social ties and perceptions of trust and reciprocity
may have weakened as time has passed. They may, therefore, struggle to obtain significant
support from close friends and relatives in their hometowns. This is very different from
local older residents who have grown old in their home communities and receive strong
support from the close friends nearby.

The third distinctive finding concerns the function of social interaction with local older
people. Previous research [25] has shown that interaction with local older people brings
about a perception of social inferiority and social exclusion for older people who move
along. This would further generate a negative impact on the older migrants’ mental health.
However, our research has found that this is not the case in Shenzhen. A probable reason
may be that in Shenzhen, the distinctions between ‘local’ and ‘migrant’ are blurry since
Shenzhen is a city made up of mainly migrants, making the concept of local or native
Shenzhenese a misnomer. Moreover, both OPMA and ‘local older people’ speak Mandarin
rather than a local Shenzhen dialect, which does not exist. Therefore, there is no obvious
distinction in language identity, and no obvious difference with which to form a basis of
social exclusion.

4.1. Implications for Practice

All of our findings have shown that building bridging social capital is key to improving
mental health for OPMA. Bridging social capital has a significant effect on four mental
health indicators, namely, GHQ, GDS, subjective happiness, and life satisfaction. It also
means that enhancing bridging social capital can promote mental health in multiple aspects,
both improving positive mental health and preventing mental illness.

Social capital is ‘growable’, as it is positively related to age, length of residence, and
social connections or interactions. This means that if OPMA reside in Shenzhen for a longer
period of time, they have the potential to enhance their bridging social capital. To achieve
this, services in the communities should be offered to aid older people in gaining more
opportunities to join different groups and organizations via social activities and events.
Practitioners working with these older migrants should be familiar with different types of
activities and ways of connecting OPMA with these activities or organizations.
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Practitioners working with older people should play an important role in building
social capital in the community, particularly for older people who have moved along with
their adult children during the first few years of settlement. Based on the finding that
bridging social capital is beneficial for OPMAs’ positive mental health, an effective method
of building bridging social capital is to facilitate them to participate in activities or join
organizations. Practitioners, as brokers of services, could connect these older people to
mass organizations. They should gain adequate understanding of the nature of the services
and make professional judgements on how different activities may benefit the unique social
capital and mental health needs of older people.

Secondly, the government and service providers should further enhance older people’s
and their adult children’s understanding of social participation. Relevant measures to
provide information about community events and activities via relevant digital platforms
for older migrants are important. Yet another challenge is to educate adult children who
may be overprotective at times and who are unwilling to have their aging parents spend too
much time out of the home due to perceived risks of accidents, scams, or health concerns.
These overprotective attitudes may discourage older people from building their own social
networks and social capital. Practitioners can play an advocate role by working with adult
children and their family members and sensitizing them to the social capital and mental
health needs of OPMA.

Thirdly, promoting knowledge about mental health and mental illness is important
for older migrants and their families. Strong support from adult children is likely to
enhance OPMAs’ subjective happiness and facilitate them to build bridging social capital
and actively integrate themselves into the new environment, thereby improving their
mental health.

Fourthly, certain family social work should be provided to ‘high risk’ families. This
study has indicated that a poor relationship with adult children is associated with more
depressive symptoms among OPMA. Depression further hinders OPMA from building
bonding social capital and bridging social capital. In this case, professional family so-
cial workers should have a key role in mending the relationship between adult children
and OPMA.

Finally, social capital assessment and enhancement could be the practice framework
for practitioners to work with clients who are displaced, marginalized, or lacking social
connections and affiliations. By assessing the social capital status of each client, particularly
that of older migrants and others who have moved along with their families, their needs
can be further identified.

4.2. Implications for Future Research

This study addressed social capital by examining its bridging–bonding and structural–
cognitive dimensions. This is a response to the suggestions made by other researchers [15]
who consider that social capital covers different constructs and that it is necessary to specify
the specific components of social capital. The specific measurements of social capital which
we used cover a wider range of social capital components, facilitating the identification of
the specific effects of different dimensions of social capital on mental health.

While previous research in China has generally indicated that bridging social capital
has no significant effects on older people’s health [47], this study has shown otherwise. It is
likely that for migrant older people who have uprooted themselves from their hometown,
with reduced social connections and affiliations, bridging social capital that helps them to
reconnect with others is crucial. Further research should be conducted to differentiate the
effectiveness of different types of groups, organizations, affiliations, events, and activities in
enhancing one’s bridging social capital. Although bonding social capital is not as significant
in predicting mental health, the extent to which the enhancement of bridging social capital
may facilitate the enhancement of bonding social capital should also be examined.
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4.3. Limitations

Three main limitations must be noted. Firstly, this study used a non-probability
sampling with a small sample size of only 399 participants. Therefore, the findings carry
limited generalization power to all OPMA in Shenzhen. Given the study’s focus on one
city, the findings also cannot represent the situations of OPMA in other cities in China.
Second, as a cross-sectional study using regression analysis to examine the relationship
between social capital and mental health, the causal relationship between social capital and
mental health cannot be established. The third limitation of this study is the absence of
pre-data-collection validity assessments for all scales, which could potentially impact the
credibility and generalizability of the study’s results.

5. Conclusions

The economic development in China in recent decades has helped young adults to
gain additional employment and career opportunities away from their hometowns or
communities. With their enhanced standard of living, more people have the financial
capacity to bring their aging parents or grandparents to join them. In this process, OPMA
contribute by performing household chores and caring for their grandchildren unpaid.
Meanwhile, they experience challenges and needs associated with social and mental well-
being. While bonding social capital correlates with only one indicator of mental health,
bridging social capital is significantly related to other mental health indicators. Through
strengthening bridging social capital, these older adults can benefit from more opportunities
for participation in formal or informal organizations in their communities and improve
their mental wellbeing.
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