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ABSTRACT 
 

This cross-sectional study aimed to identify predictive factors of family relationships 
among older adults in Ban Rong Subdistrict, Ngao District, Lampang Province. A total of 450 
older adults were selected using multi-stage random sampling. Data were gathered from May 
to June 2024 through structured interviews. Descriptive and multiple linear regression analyses 
were performed to identify predictors of family relationships. Results indicated that the sample 
was predominantly female (mean age = 70.23 years), educated at the primary level, married, 
and engaged in agricultural occupations. The most common comorbidity was hypertension, 
while most participants reported having sufficient income. Social support emerged as the 
primary predictor of family relationships (β = 0.493, p < 0.001), followed by self-efficacy (β = 
0.171, p < 0.001), income sufficiency (β = 0.130, p = 0.001), and leisure activities (β = 0.118, 
p = 0.001). These factors collectively accounted for 44.2% of the variance in family 
relationships (R² = 0.442). These findings underscore the importance of targeting social support 
to enhance family dynamics among older adults in community settings. Strengthening support 
mechanisms, advocating for health-promotion policies, and fostering an environment that 
encourages self-efficacy and leisure activities may collectively improve the quality of life and 
well-being of older adults in Thailand. 
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INTRODUCTION 
 

The global population is aging 
rapidly. By 2030, one in six individuals will 
be over 60, increasing from 1 billion in 
2020 to 2.1 billion by 2050.1 In Thailand, 
older adults constituted about 19% of the 
population in 2021, a figure projected to 
reach 28% by 2040. This demographic shift 
has led to an “aging society”2 and presents 
heightened challenges in healthcare, social 
support, and family relationships among 
older adults.3 

Family relationships play a crucial 
role in the well-being of older adults, 
encompassing physical health, mental 
health, emotional stability, and overall 
quality of life.1,4 Family relationships are 
multidimensional, encompassing emotional 
closeness, communication patterns, family 
roles and expectations, and conflict 
management.5 Strong family relationships 
foster psychological resilience, reduce 
social isolation, and enhance life 
satisfaction, whereas fragile or conflict-
prone relationships may contribute to 
psychological distress, depression, and a 
diminished quality of life. 6,7 

Several factors influence the quality 
of family relationships among older adults. 
Family structure and living arrangements 
are key, with multigenerational households 
often facing greater intergenerational 
tensions than nuclear families.8 Social 
support is essential for emotional security, 
reducing stress, and fostering a sense of 
belonging.4 Furthermore, the impact of 
leisure activities and exercise behaviors has 
been noted in improving mental health and 
overall family relationships.9 Self-efficacy, 
or an individual’s belief in their ability to 
engage with others, plays a significant role 
in shaping family dynamics. Higher levels 
of self-efficacy are linked to more effective 
communication and stronger familial 
interactions.10 Economic factors, such as 
income sufficiency and financial stability, 
also affect family relationships. Adequate 
income reduces financial stress and 

supports mutual caregiving, while financial 
instability may strain relationships by 
increasing dependency.11 Health status is 
crucial; healthy older adults engage more 
actively in family life, whereas those with 
chronic illness or dependency may shift 
their role from caregivers to care recipients, 
adding to the caregiving burden and 
altering family dynamics.12 

In the Thai socio-cultural context, 
values such as filial piety and 
intergenerational expectations play a 
significant role in shaping family 
relationships.13 While existing research has 
examined family dynamics among older 
adults, it often focuses on isolated factors 
without considering the interplay of 
multiple predictors within community 
settings.14 Additionally, studies have 
predominantly concentrated on urban or 
institutionalized populations, leaving a gap 
in research on older adults residing in rural 
areas.8  Investigating these factors is 
essential for informing policies and 
interventions that strengthen family ties and 
enhance the quality of life for older adults 
in Thailand. 

 
METHODS 
 
Study design and population 

This cross-sectional descriptive 
study intended to investigate factors 
associated with family relationships among 
older adults aged 60 years and above, 
residing in Ban Rong Subdistrict, Ngao 
District, Lampang Province, Thailand. The 
study focused on community-dwelling 
older adults accessing services at Ban Sab 
Pon Subdistrict Health Promoting Hospital. 
 
Sample size and sampling procedure 

The sample size was determined 
using multi-stage cluster sampling, which is 
appropriate for studies involving group-
level variables. Initially, the sample size 
was calculated using Daniel’s formula,15 
resulting in a required sample size of 302 
participants. To ensure sufficient statistical 
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power and account for potential incomplete 
responses and missing data, the research 
team increased the sample size by 
approximately 50%, resulting in a final 
sample size of 450 participants. This 
adjustment is based on an anticipated non-
response rate of 30%, which aligns with 
response rates commonly reported in 
similar community-based studies.16 By 
increasing the sample size, the researchers 
aim to maintain the study’s reliability and 
validity, ensuring that the final number of 
completed responses remains adequate for 
robust statistical analysis despite potential 
attrition and missing data. 

Ban Rong Subdistrict, under the 
service area of Ban Sab Pon Subdistrict 
Health Promoting Hospital, comprises 
eight villages. Villages were treated as 
sampling units, with the sample 
proportionally distributed based on the 
number of older adults in each village. Six 
villages were randomly selected using 
simple random sampling. The sampling 
process involved the following steps and 
considered the following criteria: 

Step 1: The total sample of 450 
participants was distributed across the 
selected villages according to the 
proportion of older adults in each village. 

Step 2: A lottery-style sampling 
without replacement was conducted to 
randomly select older adults from the 
official registry of older residents in the 
selected villages. 

Step 3: The randomly selected 
names were compiled into a list of 
participants for data collection. 

Inclusion Criteria 
1. Aged 60 years or older, both male 

and female 
2. Able to communicate in and 

understand the Thai language 
3. Willing to participate in the study 
4. Residing in the study area for at 

least six months before the data collection 
5. Not living alone 

6. Not burdened by multiple 
chronic conditions or disabilities that 
affect daily functioning, including 
bedridden status or significant 
dependency. 

Exclusion Criteria 
1. Residing in the study area for less 

than six months before the data collection 
2. Living alone. 
3. Having significant emotional or 

psychological issues that could impede 
participation in the study 
 
Measurement instruments 

The research employed a structured 
interview format divided into five sections: 

1. General Information Interview: 
This section gathered personal 
demographic data, including gender, age, 
education, marital status, occupation, 
average family income, adequacy of 
income, chronic illnesses, type of 
residence, family structure, type of housing, 
family roles, education level of the family 
head, primary income-generating activities, 
leisure activities, health behaviors, and 
access to health and welfare information. 

2. Thai Mental Health Indicator 
Short Version (TMHI-15): Developed by 
the Department of Mental Health, Ministry 
of Public Health, this 15-item scale 
demonstrated a Cronbach’s alpha 
coefficient of 0.70 and a validity coefficient 
of 0.66 compared to the complete version 
(TMHI-66).17 It assesses various aspects of 
mental health, including mental state, 
mental capacity, mental quality, and 
supporting factors. Responses are rated on 
a 4-point Likert scale. Scores are 
interpreted based on the following: 51–60 
points indicate better mental health than 
average (Good); 44–50 points mean 
average mental health (Fair); and 43 points 
or below indicate poorer mental health than 
average (Poor). 

3. Self-Efficacy Perception Interview: 
Adapted from Pissamorn et al. (2018),10 
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this 10-item scale uses a 5-point rating scale 
to assess participants’ self-efficacy 
perceptions, measuring their beliefs about 
their abilities from the least to the most 
competent. Scoring interpretations are as 
follows: a mean score between 3.68–5.00 
indicates a high level of self-efficacy, a 
mean score between 2.34–3.67 reflects a 
moderate level of self-efficacy, and a mean 
score between 1.00–2.33 signifies a low 
level of self-efficacy. 

4. Social Support Assessment 
Interview: Developed based on a literature 
review, and relevant research in accordance 
with House’s (1987) concepts,18 this 19-
item questionnaire evaluates participants’ 
feelings and perceptions regarding social 
support across several domains: emotional 
support, resource support, informational 
support, and appraisal support. Responses 
are rated on a 5-point Likert scale. The 
scoring interpretations are as follows: a 
mean score between 3.68–5.00 indicates 
high levels of social support, a mean score 
between 2.34–3.67 reflects moderate levels 
of social support, and a mean score between 
1.00–2.33 signifies low levels of social 
support. 

5. The Family Attachment 
Changeability Index 8 (FACI8): Adapted 
for assessing family relationships in this 
study, as outlined by McCubbin et al. 
(1996)19 and further refined by Chompikul 
et al. (2009),20 this 41-item rating scale is 
divided into three levels and covers closed 
and open-ended questions. The questions 
address four main areas: time spent 
engaging in activities together as a family; 
communication, consultation, and decision-
making on important family matters; 
expression of love and care among family 
members through actions, words, and 
feelings; and adherence to appropriate roles 
and responsibilities within the family. The 
overall scores were categorized using 
percentile rankings into three levels: scores 
below the 25th percentile (34–91) indicate 
poor relationships, scores between the 25th 
and 75th percentiles (92–99) indicate 

moderate relationships and scores above 
the 75th percentile (100–102) represent 
good relationships. 
 
Data collection 

This study was approved by the 
Human Research Ethics Committee of  
Boromarajonani College of Nursing, 
Lampang (No. E2567-030, April 5, 2024). 
Following this approval, data collection 
was conducted from May to June 2024. A 
list of elderly participants was obtained 
through non-replacement sampling from 
six villages serviced by Ban Sab Pon 
Subdistrict Health Promoting Hospital, in 
collaboration with the District Health 
Office and local community leaders. The 
research team coordinated with community 
health volunteers (CHVs) to explain the 
research objectives and details, securing 
permission for data collection and 
assistance in scheduling preliminary 
meetings with participants. Participants 
were invited to join the study via an 
explanatory letter and a consent form. 
Interviews were conducted at the Ban Sab 
Pon Subdistrict Health Promoting Hospital, 
lasting approximately 20–30 minutes each. 
After each interview, questionnaires were 
reviewed for completeness, and follow-up 
interviews were carried out as needed to 
reach the required sample size. 
 
Data analysis 

The data analysis began with using 
statistical software and then applying 
descriptive statistics, such as frequency, 
percentage, mean, and standard deviation to 
summarize the demographic factors. 
Relationships among variables were 
examined using chi-square tests for 
categorical variables and Pearson 
correlation coefficients for continuous 
variables. For predictive analysis, multiple 
linear regression was applied with a 
significance threshold set at p < 0.05. 
Preliminary checks included tests for 
multicollinearity, ensuring tolerance values 
greater than 0.2 and variance inflation 



 
 Journal of Public Health and Development 

Vol.23 No.3 September-December 2025 
 

 
 

251 

factor (VIF) values below 4, which 
indicated no multicollinearity issues. The 
Durbin-Watson statistic was used to test for 
autocorrelation, while the Shapiro-Wilk 
test confirmed the normality of data 
distribution. A stepwise approach was 
employed to select variables for the 
regression model based on their theoretical 
relevance and statistical significance. 
Variables demonstrating significant linear 
relationships in univariate analyses were 
incorporated into the model. Residuals 
were evaluated to ensure independence and 
homoscedasticity, with results confirming 
that the regression model met all key 
assumptions, thereby supporting its 
validity. 
 
RESULTS 
 

The study, which included 450 
older adults, demonstrated that 54.2% 
exhibited moderate family relationships, 
with an average score of 94.8 (SD = 6.1). 
Most participants were female (59.6%), 
with an average age of 70.2 years (SD = 
7.8). Educationally, 88.9% had received 
some form of education, and 69.3% were 
married. Employment data indicated that 
48.0% were engaged in agriculture, with an 
average monthly income of 5,097 baht (SD 
= 6,907.8), and 72.9% reported having 
sufficient income. Health assessments 
showed that 60.0% experienced health 
problems, while 93.3% lived with family 
members, primarily in nuclear family 
structures (73.3%). In terms of family roles, 
61.1% identified as heads of households, 
and leisure activities were dominated by 
listening to music (37.3%). Health 
behaviors indicated high rates of non-

smoking (90.4%) and regular exercise 
(90.9%). Most participants (65.6%) had 
state health insurance, and 49.5% 
functioned at a normal mental health level. 
Notably, 54.4% reported high self-efficacy, 
and 87.1% indicated strong social support. 
The analysis highlighted that strong family 
relationships were particularly prevalent 
among specific demographics: females 
(59.6%), older adults aged 60–69 years 
(54.7%), and those with primary education 
(52.8%). Marital status and employment 
status were also significant, with married 
participants (55.1%) and employed 
participants (54.9%) showing robust 
familial ties. Income levels were linked to 
relationship strength, particularly among 
those earning 4,001–6,000 baht (58.7%). 
Additionally, individuals without health 
issues (48.9%) and those living with family 
(55.5%) reported stronger family dynamics. 

The analysis of the preliminary 
relationships between the examined 
variables and the levels of family 
relationships among older adults revealed 
eight factors with statistically significant 
associations ( p < 0.05) . These factors 
include income sufficiency, medical 
problems, leisure activities, alcohol 
consumption, exercise, mental health 
status, self-efficacy, and social support. 
Contrarily, several factors, including age, 
education, marital status, occupation, 
income, living arrangement, family 
structure, family role, smoking, and 
healthcare benefits, lacked significant 
relationships with family relationship 
levels. This distinction underscores the 
complexity of family dynamics in the 
context of aging and highlights specific 
areas where interventions may be beneficial 
(Table 1). 
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Table 1. Descriptive Statistics of Personal Data and Relationships of Various Factors with 
Family Relationships among Older Adults (n=450) 
 

Variables N (%) 
Family Relationships 

c2 p-value Poor  Moderate Good 

Overall  x = 94.8, SD = 6.06, Min = 64, Max = 102     
  107(23.8) 244(54.2) 99(22.0)   
Gender     4.073 0.130 
 Male 182(40.4) 49(26.9) 101(55.5) 32(17.6)   
 Female 268(59.6) 58(21.6) 143(53.4) 67(25.0)   
Age x = 70.2, SD = 7.8, Min = 60, Max = 99 1.176 0.882 
 60-69 years 254(56.4) 63(24.8) 139(54.7) 52(20.5)   
 70-79 years 135(30.0) 31(23.0) 73(54.0) 31(23.0)   
 ≥ 80 years 61(13.6) 13(21.3) 32(52.5) 16(26.2)   
Education     3.279 0.194 
 Uneducated 50(11.1) 8(16.0) 33(66.0) 9(18.0)   
 Educated 400(88.9) 99(24.8) 211(52.8) 90(22.4)   
Marital Status     4.256 0.372 
 Married 312(69.3) 71(22.8) 172(55.1) 69(22.1)   
 Single 38(8.4) 7(18.4) 19(50.0) 12(31.6)   
 Widowed/ 

Divorced/ 
Separated 

100(22.2) 29(29.0) 53(53.0) 18(18.0)   

Occupation     0.652 0.722 
 Unemployed 153(34.0) 35(22.9) 81(52.9) 37(24.2)   
 Employed 297(66.0) 72(24.2) 163(54.9) 62(20.9)   
Income (per month x = 5,097.0, SD = 6,907.8, Min = 600, Max = 10,000) 11.791 0.067 
 ≤ 2,000 Baht 50(11.1) 18(36.0) 23(46.0) 9(18.0)   
 2,001–4,000 

Baht 
200(44.4) 40(20.0) 104(52.0) 56(28.0)   

 4,001–6,000 
Baht 

143(31.8) 35(24.5) 84(58.7) 24(16.8)   

 ≥ 6,000 Baht 57(12.7) 14(24.6) 33(57.9) 10(17.5)   
Income Sufficiency     32.881 < 0.001** 
 Sufficient 328(72.9) 57(17.4) 184(56.1) 87(26.5)   
 Insufficient  122(27.1) 50(41.0) 60(49.2) 12(9.8)   
Medical Problems     6.151 0.046* 
 Yes 270(60.0) 65(24.1) 156(57.8) 49(18.1)   
 No 180(40.0) 42(23.3) 88(48.9) 50(27.8)   
Living Arrangement     5.083 0.079 
 Living with 

family 
members 

420(93.3) 99(23.6) 233(55.4) 88(21.0)   

 Living alone 30(6.7) 8(26.7) 11(36.6) 11(36.7)   
Family Structure     0.149 0.928 
 Nuclear 

family 
330(73.3) 80(24.2) 178(53.9) 72(21.9)   

 Extended 
family 

120(26.7) 27(22.5) 66(55.0) 27(22.5)   

Family Role     3.965 0.411 
 Head of the 

family 
275(61.1) 65(23.6) 149(54.2) 61(22.2)   
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Variables N (%) 
Family Relationships 

c2 p-value Poor  Moderate Good 

 Husband/ 
Wife of the 
head of the 
family 

148(32.9) 32(21.6) 81(54.7) 35(23.6)   

 Others 27(6.0) 10(37.0) 14(51.9) 3(11.1)   
Leisure Activities     41.012 <0.001** 
 Exercise 114(25.3) 19(16.7) 52(45.6) 43(37.7)   
 Watching 

movies 
90(20.0) 15(16.7) 48(53.3) 27(30.0)   

 Listening to 
music 

168(37.3) 44(26.2) 103(61.3) 21(12.5)   

 Others 78(17.3) 29(37.2) 41(52.6) 8(10.3)   
Smoking     4.972 0.083 
 Smoking 43(9.6) 16(37.2) 18(41.9) 9(20.9)   
 Non-smoker 407(90.4) 91(22.4) 226(55.5) 90(22.1)   
Alcohol consumption     8.737 0.013* 
 Drinker 116(25.8) 35(30.2) 66(56.9) 15(12.9)   
 Non-drinker 334(74.2) 72(21.6) 178(53.3) 84(25.1)   
Exercise     6.194 0.045* 
 Never 41(9.1) 6(14.6) 20(48.8) 15(36.6)   
 Have 

exercised 
409(90.9) 101(24.7) 224(54.8) 84(20.5)   

Healthcare Benefits     6.199 0.185 
 Civil servant 

benefits 
56(12.4) 12(21.4) 34(60.7) 10(17.9)   

 Gold card 
benefits 

295(65.6) 72(24.4) 149(50.5) 74(25.1)   

 Others 99(22.0) 23(23.2) 61(61.6) 15(15.2)   
Mental Health Status  x	= 48.82, SD = 4.90, Min = 1, Max = 3  47.627 <0.001** 
 Below-

normal level 
61(13.6) 35(57.4) 21(34.4) 5(8.2)   

 Normal level 223(49.5) 43(19.3) 133(59.6) 47(21.1)   
 Above-

normal level 
166(36.9) 29(17.5) 90(54.2) 47(28.3)   

Self-Efficacy x	= 2.51, SD = 0.55, Min = 1, Max = 3  27.859 <0.001** 
 Moderate 

Level 
205(45.6) 71(34.6) 103(50.3) 31(15.1)   

 High Level 245(54.4) 36(14.7) 141(57.5) 68(27.8)   
Social Support x	= 2.85, SD = 0.39, Min = 1, Max = 3  78.428 <0.001** 
 Moderate 

Level 
58(12.9) 40(69.0) 18(31.0) 0(0.0)   

 High Level 392(87.1) 67(17.1) 226(57.6) 99(25.3)   
* p < 0.05, ** p < 0.001 
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Table 2. Multiple Regression Analysis of Family Relationships in Elderly Individuals  
(n = 450) 
 

Predictor variables B SE β t p-value Tolerance VIF 
Income Sufficiency 1.768 .526 .130 3.361 0.001* .839 1.191 
Leisure Activities  1.781 .537 .118 3.319 0.001* .996 1.004 
Self-Efficacy 1.870 .483 .171 3.870 <0.001** .642 1.558 
Social Support 5.491 .468 .493 11.725 <0.001** .711 1.407 

Constant = 63.960, R = 0.665, R² = 0.442, F = 11.014, * p < 0.05, ** p < 0.001 
 
This study examines the factors 

significantly associated with family 
relationships among older adults, 
concentrating on eight predictor variables: 
income sufficiency, medical health 
problems, leisure activities, alcohol 
consumption, exercise, mental health 
status, self-efficacy, and social support. 
Using multiple linear regression analysis, 
four variables were identified as having a 
statistically significant positive influence 
on family relationships (p < 0 . 0 5 ) .  All 

variables in the model exhibited no signs of 
multicollinearity, as indicated by tolerance 
values greater than 0 . 2  and variance 
inflation factor (VIF) values less than 4 . 
This suggests that the independent 
variables are sufficiently independent of 
one another, thereby ensuring the validity 
of the regression analysis. The predictive 
equation developed for estimating family 
relationships in older adults residing in Ban 
Rong Subdistrict, Ngao District, Lampang 
Province, Thailand, is presented in Table 2: 

 
Family Relationships = 63.960 + 1.768(Income Sufficiency)  

+ 1.781(Leisure Activities)  
+ 1.870(Self-Efficacy) + 5.491(Social Support) 

 
The analysis identified vital 

predictors of family relationships among 
older adults, with social support emerging 
as the most significant factor (β = 0.493, p 
< 0.001), greatly enhancing relationship 
quality. Self-efficacy (β = 0.171, p < 0.001) 
also positively influenced family dynamics. 
Other notable predictors included income 
sufficiency (β = 0.130, p = 0.001) and 
leisure activities (β = 0.118, p = 0.001). 
Specifically, older adults with sufficient 
income demonstrated a 1.768 unit increase 
in family relationships, while engagement 
in leisure activities, particularly watching 
movies, correlated with a 1.781 unit 
increase. A 1 unit increase in self-efficacy 
was associated with a 1.870 unit increase in 
family relationships, whereas a 1 unit 
increase in social support resulted in a 
5.491 unit increase. Overall, social support 
had the strongest influence, accounting for 
44.2% of the variance in family 

relationships (R² = 0.442). These findings 
emphasize the importance of enhancing 
social support to improve family dynamics 
among older adults in the region (Table 2).   

 
DISCUSSION  
 

This study identified key factors 
influencing family relationships among 
older adults in Ban Rong, a rural 
community in Lampang Province. Most 
older adults in this area live in multi-
generational households, where community 
relationships significantly shape family 
dynamics. Rural settings often exhibit 
stronger social cohesion than urban areas 
due to traditional caregiving roles and 
close-knit social environments.14 Older 
adults in these settings experience distinct 
social and health conditions compared to 
urban populations, influenced by variations 
in living arrangements and healthcare 
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access. Health-related factors, such as 
chronic illnesses and dependency, were 
examined, revealing unique patterns. 
Despite a high prevalence of chronic 
diseases, older adults in rural areas reported 
moderate to high levels of family 
relationships. This contrasts with findings 
in urban settings, where chronic illness is 
often linked to lower family relationship 
quality.21 The discrepancy may result from 
the robust family support systems in rural 
areas, where caregiving responsibilities are 
shared among family members.12 Further 
investigation into living conditions, 
healthcare accessibility, and traditional 
caregiving practices can enhance the 
contextual understanding and 
generalizability of these findings. 

Additionally, income sufficiency 
significantly correlates with the family 
relationships of older adults (p < 0.001). 
Older adults with sufficient income tend to 
have better family relationships compared 
to those with insufficient income. Financial 
stability fosters strong family ties by 
alleviating financial stress, which 
negatively impacts relationships, especially 
in families with elderly members.22 

Stronger family relationships can positively 
predict health outcomes, facilitated by 
emotional support, practical assistance, and 
information provided by family members.23 
Economic support from family members 
also contributes to improved physiological 
functioning.11 Moreover, financial 
assistance correlates with enhanced 
satisfaction among older adults, reflecting a 
parent-child relationship characterized by 
emotional support and life satisfaction.24 
Higher-income and social security reduce 
loneliness and depression scores, 
underscoring the necessity for older adults 
to have a minimum income or appropriate 
social security.25 In addition, some studies 
utilizing multivariable logistic regression 
indicate that low income, being unmarried, 
being male, and lower education levels 

significantly correlate with social 
isolation.26 

Leisure activities significantly 
correlate with family relationships among 
older adults (p < 0.001).  Common leisure 
activities for this age group include 
listening to music, exercising, and watching 
movies. Those who are self-sufficient tend 
to engage in various leisure activities, 
which fosters better family relationships by 
creating opportunities for communication 
and shared experiences.27 A study of older 
adults with spouses found that increased 
marital satisfaction was associated with 
higher participation rates in physical 
activities, travel, and volunteering.28 The 
quality of relationships between elderly 
women and their family members is 
particularly sensitive to the physical health 
and activity levels of older adults.29-30 

Self-efficacy in older adults 
significantly impacts family relationships 
(p < 0.001). Those who perceive 
themselves as capable tend to have better 
relationships with family members. This 
finding aligns with Bandura’s self-efficacy 
theory,31 which emphasizes that positive 
family relationships, life skills, and 
adaptability are statistically significant 
factors positively correlated with the self-
sufficiency of older adults. A strong sense 
of self-efficacy is essential for fostering 
healthy family relationships, enhancing the 
ability to care for oneself, and improving 
communication with family members.27 
Conversely, negative family dynamics can 
diminish happiness and self-worth, 
particularly affecting elderly women.32 
Self-sufficiency in older adults often arises 
from a robust sense of self-efficacy, 
contributing to an improved quality of life31 
and facilitating healthier aging compared to 
merely engaging in health-promoting 
behaviors.28 

Social support emerged as a 
significant predictor of family relationships 
among older adults, consistent with 
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previous research.33 Numerous studies 
indicate that adequate social support is 
closely associated with better family 
relationships, reduced stress, and improved 
mental health.4 Conversely, insufficient 
social support or reduced participation in 
social activities is linked to loneliness and 
social isolation, which may lead to 
depression.34 The findings highlighted 
emotional and instrumental support as key 
dimensions frequently mentioned by 
participants, reflecting the close-knit family 
structures in the study area.4 This aligns 
with earlier research indicating that rural 
older adults tend to rely more on family for 
emotional and practical support, while their 
access to informational resources remains 
limited.35 The social support theory 
postulates that emotional and instrumental 
support is crucial for sustaining strong 
family ties, particularly in caregiving 
contexts.18 Emotional support has been 
found to enhance life satisfaction among 
older adults, while family support plays a 
greater role in promoting health and 
longevity compared to assistance from 
friends or neighbors.36-37 Enhancing access 
to broader social support networks could 
improve older adults’ quality of life.38 
Community-based interventions focusing 
on providing health information could 
bridge the gap in informational support and 
contribute to improved family 
relationships. Further studies that explore 
these dimensions using qualitative methods 
to gain a more comprehensive 
understanding of social support in rural 
communities are recommended. 

 
RECOMMENDATION  
 

The study found that income 
sufficiency, leisure activities, health 
perception, and social support predict only 
44.2% of family relationships among older 
adults. This suggests that additional factors 
are at play, warranting further research into 
elements such as communication quality, 
emotional support, and the social 

environment, as these factors significantly 
influence family dynamics and interactions. 
Understanding these variables could 
improve family relationships and overall 
well-being for the elderly. 

 
CONCLUSION  
 

This study examines the predictive 
factors influencing family relationships 
among older adults in Ban Rong, Ngao 
District, Lampang Province, utilizing a 
sample of 450 individuals. Key findings 
indicate that social support is the primary 
predictor (β = 0.493, p < 0.001), followed 
by self-efficacy, income sufficiency, and 
leisure activities. The model accounts for 
44.2% of the variance in family 
relationships (R² = 0.442). These results 
underscore the importance of enhancing 
social support to improve familial 
dynamics and overall well-being among the 
elderly. The findings provide critical 
insights for policymakers aiming to foster a 
better quality of life and promote social 
integration for older adults. 
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