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As China’s population ages, its government and medical marketplace are developing new 

forms of institutional, non-family-based eldercare and dementia care. This dissertation explores 

one such site, providing an organizational ethnography of a private dementia care unit in 

Sichuan, China. Conclusions drawn in this dissertation are based upon 16 months of 

ethnographic fieldwork carried out in Sichuan between 2015 and 2019 (primarily during the 

2017-2018 academic year), including observations and semi-structured and/or unstructured 

interviews with dementia care staff, administrators, residents, family members, and scholars. 

This dissertation centers on interactions between different groups of participants within the 

dementia care unit – residents, family members, staff and administrators at different levels, and 

the author – to explore how these groups ultimately come together to shape care practices.   

This dissertation considers how institutional care fundamentally operates as care for 

institutions, where interpersonal care practices must also be understood in relation to the 

tremendous investments of time, attention, and resources needed to create and sustain 



	

institutional care settings. This approach shows the primary research site as a flexible institution 

– a place where there are simultaneously institutional norms and standards shaping what is 

possible for the care and labor environments within its walls and a constant negotiating and 

stretching of those institutional boundaries. This dissertation also contributes to discussions 

around what “care” or “good care” means in practice, and how relationality shapes dementia care 

not only in interpersonal relationships between caregivers and care receivers, but also in terms of 

relationality among caregiving staff within an institutional setting. In exploring complicated care 

practices such as the use of physical restraints, this research considers what such practices reveal 

about how needs are understood for people living with dementia, their families, the staff who 

care for them, and the institutions where they live.  
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EPIGRAPH	
 
 
 

“The voices of the ill are easy to ignore, because these voices are often faltering in tone and 

mixed in message, particularly in their spoken form before some editor has rendered them fit for 

reading by the healthy. These voices bespeak conditions of embodiment that most of us would 

rather forget our own vulnerability to.” (Frank 2013 [1995], 25) 
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INTRODUCTION	
 
 

“Care provides physical traces of larger social forces.” (Aulino 2019, 115) 

 

Two months into my long-term fieldwork in China, I sat in a luxurious dementia care 

facility in London fighting the urge to laugh. It was the first day of a 4-day course in Dementia 

Care Mapping (DCM)1 run through the University of Bradford. Having flown in from Sichuan 

less than 48 hours before, I wondered if jet lag was not at least partially to blame for my struggle 

to keep from laughing. I had come to London because I was hopeful that DCM could offer both a 

more concrete way of communicating with Chinese dementia care providers, and potentially a 

framework I could use to translate my qualitative research into more tangible care 

recommendations and outputs for those working at my main research site, a private dementia 

care unit in Sichuan. I was inspired by person-centered care approaches after reading Tom 

Kitwood’s seminal work, Dementia Reconsidered (1997), and I was eager to learn from the 

DCM instructor, who worked at the institution where Kitwood had established his career decades 

earlier.  

And yet, as the class discussed what person-centered care looked like in practice, the 

examples cited began to seem absurd. In an exchange between one student and our instructor, an 

animated back-and-forth developed around plate ware. It began with considerations of biological 

changes to the occipital lobe that often accompany dementia and how those changes might make 

it easier for a person with dementia to see and identify food on a white plate as opposed to a 

more colorful plate. Then another classmate brought up an example from her care site where a 

																																																																				
1	“DCMTM	as	an	observational	framework	translates	the	philosophy	of	person-centered	care	into	observable	and	
measurable	actions.	It	provides	a	framework	to	record	the	lived	experience	of	people	living	with	dementia	in	care	
settings	and	the	extent	to	which	person-centered	care	is	being	provided”	(McIntosh	et	al.	2012).	
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woman accustomed to drinking out of bone china was upset at receiving liquids in one of her 

facility’s standard ceramic cups. This led the instructor to emphasize the importance of meeting 

each resident’s needs and supporting them as individuals. As she put it, “If we have that blanket 

approach, it kind of goes against individualized care, because it [e.g. standardized drinkware] 

may not be something everyone needs” (copied from fieldnotes).  

The seriousness with which that example got discussed left me dumbfounded. Of the 

dozen or so people in the room, everyone was a dementia care administrator, clinician, or 

researcher. How could standardized plates and cups be the burning example on their minds of 

unmet individual needs in a dementia care site? I was the only person connected to a dementia 

care institution outside Europe, but I could not believe that my classmates’ sites were so idyllic 

that discussing the relationship between personhood and bone china could seem anything but 

comical. At my primary research site in China – like, I would imagine, at any dementia care site 

in Europe – there were countless examples of what seemed like more pressing and universal 

challenges to meeting residents’ individual needs and respecting them as full persons. What 

about the ethics of keeping dementia wards locked in the first place? What about the challenges 

of creating a supportive environment where staff are familiar with residents’ life stories and 

preferences even despite staff turnover? What about maintaining staffing levels that are high 

enough to support meaningful interpersonal connections between staff and residents in the first 

place without making dementia care prohibitively expensive? “It kind of goes against 

individualized care,” our instructor said. I wondered, “How much individualization and control 

must residents have over their environments for plates and cups to be genuine concerns for staff? 

How will this ever be useful back at my site?” 
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Three years earlier when I began formulating my dissertation project, I could not have 

imagined how disconnected my primary research site would feel from the ones discussed in that 

DCM training. I had set out to understand contemporary dementia care in urban China from 

several perspectives: (1) the role of family members in an institutional care site; (2) how resource 

availabilities and policy landscapes shaped expectations and practices of care among all 

participants (people with dementia, their families, and paid clinician caregivers); and (3) how 

economic, cultural, and psychological values get negotiated and defined within elder care 

institutions. To explore these topics, I originally designed a multi-site ethnography. My goal was 

to identify a private eldercare facility, a public eldercare facility, and an NGO providing 

community-based support for older adults and their families so I could compare dementia care 

perceptions and practices across all three. I chose to focus my study in Sichuan because I had 

connections to researchers there via my adviser, because Sichuan is home to a higher percentage 

of older adults per capita than many provinces2 and therefore supported a wide variety of 

eldercare services, because it was less highly researched and less highly resourced than coastal 

cities like Beijing and Shanghai, and because it seemed like a pleasant place to live during 

fieldwork. 

Though I ultimately ended up focusing my study on a private hospital3 that I refer to here 

as “Summit Care”4, and its dementia care ward, “Unit 1,” I visited 13 care sites around Sichuan 

																																																																				
2	Sichuan	was	reportedly	one	of	five	provinces	designated	as	“shendu	laolinghua”	(深度老龄化,	deep	aging)	in	
2018	(每日经济新闻	2019)	
3	In	addition	to	the	private	hospital	that	ultimately	became	my	primary	research	site,	I	also	identified	a	publically	
run	site	with	a	director	who	seemed	eager	to	collaborate	and	an	NGO	providing	community-based	care	at	the	end	
of	my	first	pilot	research	trip	to	Sichuan	in	2015.	Unfortunately,	with	each	subsequent	trip,	I	found	increased	
difficulties	at	the	public	and	NGO	sites.	Leadership	at	the	public	site	became	increasingly	concerned	about	
partnering	with	a	visibly	foreign	researcher	and	my	main	contact	at	the	NGO	site	eventually	moved	on	a	different	
job	(though	she	remained	a	key	contact	of	mine	as	I	continued	my	long-term	research	and	heard	about	her	work	in	
community-based	eldercare	settings	in	Sichuan	and	elsewhere).	
4	“Summit	Care”	and	“Unit	1”	are	both	pseudonyms,	as	are	all	names	of	people	connected	with	these	sites.	
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as part of selecting and contextualizing that primary research site. In total, I conducted 16 

months of fieldwork in Sichuan between 2015 and 2019, including 6.5 months of pilot research 

carried out over the course of three trips5, two 4.5-month “long-term fieldwork” trips (effectively 

the 2017-2018 academic year), and 2 weeks of follow-up research in the fall of 2019. Once it 

became clear that I would not be able to connect with a public care site or an NGO providing 

eldercare, I began to approach my project as an organizational ethnography, with my research 

activities based primarily at Summit Care and focused on understanding its daily operations and 

the people connected to it as much as possible. I did this primarily through semi-structured and 

unstructured interviews with staff, residents, families, researchers, and local health officials, as 

well as by regularly spending time in Unit 1 observing and participating in daily care within the 

ward. 

When I left for London, I had already been visiting dementia care sites around Sichuan 

for over 7 months. Though I left that training excited about its tools for “achieving and 

embedding person-centered care for people with dementia” into institutional care settings 

(University of Bradford 2021), I ended up only conducting a few days of DCM observations 

back in the Unit 1 ward. The DCM techniques were highly labor intensive, and there was no 

sustainable way for findings gleaned through such observations to be incorporated into staff’s 

regular care work.  

																																																																				
5	These	trips	included	two	months	in	the	summer	of	2015,	6	weeks	in	the	winter	of	2016/2017,	and	three	months	
in	the	spring	of	2017.	I	visited	Summit	Care	during	each	trip.	The	first	time,	I	was	tagging	along	with	a	large	group	
of	researchers	touring	care	sites	to	make	recommendations	to	the	provincial	government	about	eldercare	
insurance	reimbursement	rates.	The	second	time,	I	went	with	an	undergraduate	research	assistant	who	worked	at	
the	center	where	I	was	based	in	Sichuan	and	we	met	with	the	Director	to	discuss	my	project	in-depth.	The	third	
time,	I	went	alone	and	set	up	an	observation	schedule	with	the	Director	to	begin	collecting	preliminary	data	in	Unit	
1.	
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Reflecting back on my experiences of the DCM training, I ultimately saw an irony to my 

initial sense of disbelief during the discussion about drinkware. In Unit 1, residents’ cups were 

actually among their most personalized objects. Though some residents drank from the collection 

of plastic cups, sippy cups, and novelty mugs the ward had accumulated into its general supply, 

many had a personal metal mug or thermos that their families had brought from home. Staff and 

residents alike kept close tabs on these pieces of drinkware, and experienced staff generally 

knew which one belonged to each resident by sight. A discussion about whether or not the 

facility should offer residents the option of bone china would have been absurd, but if a family 

member brought in a special thermos, it was accepted that steps should be taken to ensure that 

resident alone had access to it.  

Like the DCM framework, gerontological and anthropological literature I had read about 

care in preparation for fieldwork was also feeling disconnected from my observations of daily 

practices at Summit Care by the time I was in London for DCM training. In this dissertation, I 

trace connections that emerged over time and explore implications my observations at Summit 

Care might have for medical anthropologists and for elder care providers. I argue that this work 

destabilizes understandings of who – or what – is cared for in institutional dementia care. 

Specifically, I consider how institutional care fundamentally operates as care for institutions, 

where interpersonal care practices must also be understood in relation to the tremendous 

investments of time, attention, and resources needed to create and sustain their institutional 

settings. This approach helps me to see Summit Care as a flexible institution – a place where 

there are simultaneously institutional norms and standards shaping what is possible for the care 

and labor environments within its walls and a constant negotiating and stretching of those 

institutional boundaries. This dissertation also contributes to discussions around what “care” or 
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“good care” means in practice, and how relationality shapes dementia care not only in 

interpersonal relationships between caregivers and care receivers, but also in terms of 

relationality among caregiving staff within an institutional setting. In exploring complicated care 

practices such as the use of physical restraints, I consider what these practices can tell us about 

how needs are understood for people living with dementia, their families, the staff who care for 

them, and the institutions where they live. For eldercare providers, this dissertation underlines 

the importance of asking fundamental ethical questions: how do you balance safety with quality 

of life? How do you engage family members in residents’ care (particularly as a source of 

continuity in the face of staff turnover)? Are institutions losing something important in their push 

for increased specialization and professionalization of care? Though these questions could be 

applied to any elder care setting, understanding them in relation to Summit Care requires 

attending to the particularities of China’s constantly changing eldercare landscape. 

 

Population	aging	in	China	

 The United Nations predicts that by the year 2050, roughly one quarter of the Chinese 

population, or 366 million people, will be aged 65 or older (Mather 2020). For reference, the 

total US population is currently approximately 331 million people (Jarmin 2021). This 

demographic shift is related to many factors. Life expectancy in China rose from just 43.7 years 

in 1960 to 76.7 years in 2018 (The World Bank Group 2021a), in part due to infant mortality 

rates dropping from 83.1 per 1000 live births in 1969 to just 6.8 per 1000 live births in 2019 (The 

World Bank 2019). The so-called “One-Child Policy” also played a role, although the degree to 

which China’s population aging was caused by this family planning policy is debated. Not only 

was there a dramatic drop in China’s total fertility rate from 6.5 in 1952 to just 2.75 in 1979 
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before the policy ever went into effect (Potts 2006, 361), but “fertility levels fluctuated in China 

after the policy was launched; and most of the further decline in fertility since 1980 can be 

attributed to economic development, not coercive enforcement of birth limits” (Whyte, Feng, and 

Cai 2015, 144). As these demographic shifts occurred, “4:2:1” families became increasingly 

common, where two working adults are expected to support four aging parents and one child 

(Greenhalgh 2008, 182).  

These changing family structures are also coinciding with changing understandings of 

morality (Kleinman et al. 2011) and impacting everything from the increased expectations 

parents place on only children (Fong 2004), to shifts in family resource allocations. Some 

scholars even argue that there is now “a new and flexible form of family structure, [where] 

family resources of all sorts flow downward, and, most important, the focus of the existential 

meanings of life has shifted from the ancestors to the grandchildren” (Yan 2016, 245)6. These 

changes, combined with families being more spread out geographically as middle-age and young 

adults engage in migrant labor (Chan 2013) and pursue career opportunities in other cities and 

other countries, make it increasingly difficult for families to address elder care needs at home. 

 

Financing	care:	Shifting	state	and	family	responsibilities		

 While eldercare in China generally has been “considered a domestic issue” rather than a 

place for State intervention (Y. Zhang 2020, 52), state policies around pensions and social 

welfare support have had significant impacts on the degree of eldercare that families are able to 

offer their loved ones. As Shea explains, State support was fairly robust in the mid-twentieth 

century. She writes:  

																																																																				
6	This	interpretation	is	highly	debated,	and	some	scholars	argue	that	familial	respect	and	valuing	of	older	adults	is	
simply	taking	new	forms	in	contemporary	Chinese	society	(Keimig	2021;	H.	Zhang	2017).	
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During the Maoist era up through the late 1970s…[urban areas were] providing non-
means-based support for the aged via pensions, rations, subsidized housing, and health 
care benefits provided to retirees by state-owned enterprises and government employers 
known as “work units.” Beyond that, local government administrative units (street 
committees, residents’ committees) gave some limited support to those few urban seniors 
who lacked both familial support and work unit affiliation and the ability to take care of 
themselves. (Shea 2019, 335) 
 

Over time, however, these supports changed. Pensions, for example, initially were intended to 

provide state support for aging workers7. As Fu explains: 

 
China’s pension programs were established with the introduction of Regulations on 
Labor Insurance in 1951, which provided the frame for the provision of various benefits 
based on the principle of lifetime employment and association with a state owned 
enterprise (SOE)...Pension payments were set at a comparatively high level: roughly 80-
90 percent of the workers’ salaries at retirement. (Fu 2008, 216)  

 
Though some pension funds were “reallocated for other purposes” during the Cultural 

Revolution, the pension system remained largely stable until SOEs were forced by the Central 

government to pay urban workers’ pensions on their own in the 1980s (Fu 2008, 217). Once this 

happened, some workers were persuaded to forfeit their pensions altogether with “lump sum” 

retirement buyouts (ibid), and the replacement ratio decreased8. The result, as Fong explains, is 

that economic reforms in the 1990’s deeply destabilized people’s abilities to financially care for 

themselves in old age9, particularly for urbanites. She writes, “By enforcing mandatory 

																																																																				
7	State	policies	are	dramatically	different	in	rural	and	urban	areas	of	China.	Because	my	primary	research	site	was	
in	an	urban	area	catering	to	urban	clientele,	my	discussions	of	State	policies	and	programs	are	focused	on	those	
affecting	urban	settings	unless	otherwise	specified.			
8	During	the	1990s,	the	economic	benefits	of	“lower	replacement	ratios,”	or	paying	retirees	smaller	and	smaller	
percentages	of	their	pre-retirement	salaries,	became	clear.	The	1995-1997	pension	reform	system	that	first	
introduced	these	declining	ratios	was	thus	expanded	and	officially	implemented	by	the	end	of	2007,	making	the	
“total	replacement	ratio”	decrease	from	75%	to	58.5%	(Feng,	He,	and	Sato	2011,	470).	
9	While	government	spending	on	pensions	has	steadily	increased	since	the	1990’s	(Frazier	2010,	3),	closer	analysis	
reveals	that	investment	actually	“appears	to	have	exacerbated	inequality”	rather	than	shrink	it	(Frazier	2010,	5).	
This	is	true	between	rural	and	urban	areas,	as	well	as	between	rich	and	poor	households	within	urban	areas,	
where	participants	in	the	“minimum	income	guarantee	program	(dibao)	[established]	in	the	late	1990’s”	received	
payments	in	2007	that	“represented	a	little	more	than	one-tenth	of	the	average	pension”	at	that	time	(ibid).	
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retirement10 while leaving retirees without the means for economic self-sufficiency, the Chinese 

state practically guaranteed that most people would spend the final decades of their lives 

dependent on their children” (Fong 2004, 128). 

Given the high and increasing costs associated with long-term care (F. Li and Otani 

2018), the state has employed a range of strategies for supporting older adults11 and their families 

without assuming sole financial responsibility for that care. These include “gradually 

establishing a [Long-Term Care] Insurance (LTCI) system” since 2013 (ibid: 480), implementing 

pilot programs for funding care sites (ibid), and for community-based elder care programs (Z. 

Feng et al. 2012), and incentivizing and directly investing in the expansion of China’s eldercare 

infrastructure in the form of community programs and care facilities (Chu and Chi 2008; F. Li 

and Otani 2018).  

The state has also put forward legislation to help older adults secure elder care support 

from their families. Though more recent mandates like the “Chang Hui Jia Kan Kan Fa” (常回

家看看法, literally, the “Go Home to Visit Frequently Law”) received significant press in 

Chinese media when first introduced, they, much like eldercare provisions in the Chinese 

																																																																				
10	It	is	important	to	note	that	there	are	currently	discussions	about	incrementally	raising	the	retirement	age	in	
China	in	order	to	respond	to	“the	current	average	life	expectancy,	the	increasing	aging	population,	and	a	labor	
force	shortage”	(Cheng	2021).	
11	Following	current	Euro-American	gerontology	conventions,	I	use	the	term	“older	adults”	throughout	this	
dissertation	even	the	Chinese	the	terms,	laonian	ren	(老年人)	or	lao	ren	(老人)	translate	directly	as	“old-age	
people”	or	“old	person.”	I	argue	that	the	level	of	respect	“older	adults”	connotes	in	English	is	fairly	similar	to	the	
level	of	respect	conveyed	by	lao	ren	or	“old	people”	in	Chinese.	Both	are	more	respectful	than	some	options	(e.g.	
“old	people”	or	“patients”	in	English	or	“bingren”	(病人,	patients)	or	the	extremely	colloquial	“lao	tou”	(老头,	old	
man)	in	Chinese).	Both	are	also	less	respectful	than	some	options	(e.g.	“elder”	or	the	more	commercialized	“client”	
or	“customer”	in	English	or	“zhang	zhe”	(长者,	elder)	in	Chinese).	While	staff	in	my	primary	research	setting	often	
referred	to	individual	residents	with	faux-familial	terms	(e.g.	[last	name]	popo/yeye/etc.	([last	name]婆婆/爷爷	,	
Grandma/Grandpa	[last	name]),	when	referring	to	the	residents	as	a	group	or	in	the	abstract,	the	most	common	
word	that	staff,	families,	and	even	residents	themselves	used	was:	lao	ren	(老人,	old	people).		
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constitution and other legal documents12, remain extremely difficult to enforce. Some legislative 

tools, such as “Family Support Agreements” (FSAs)13, seem easier to administer, but remain not 

widely adopted in urban areas. Overall, these laws seem to sketch out an aspirational, albeit 

vague, outline of what facilities and families should provide older adults, but the state oversight 

mechanisms that would be needed to administer them are still being negotiated and created 

(Glinskaya and Feng 2018, 34). The result at my primary research site was that families became 

largely responsible for overseeing and evaluating care. Because family members could (and did) 

demand retribution if their loved ones were injured in the facility14, the institution needed to be 

vigilant about legally protecting itself from family complaints15.  

 

																																																																				
12	Chou	provides	a	useful	summary	of	this	body	of	eldercare	legislation	as	it	relates	to	Family	Support	Agreements	
(FSAs)	in	China	when	she	writes,	“According	to	Article	49	of	the	Chinese	Constitution,	‘Parents	have	the	duty	to	
rear	and	educate	their	children	who	are	minors;	and	children	who	have	come	of	age	have	the	duty	to	support	and	
assist	their	parents’	(National	People’s	Congress	of	the	People’s	Republic	of	China,	1982).	Articles	20,	21,	and	22	of	
the	Marriage	Law	further	extend	the	duty	of	mutual	support	from	between	parents	and	children	to	between	
adoptive,	foster,	or	stepparents	and	children	and	between	grandparents	and	grandchildren	(National	People’s	
Congress	of	the	People’s	Republic	of	China,	2001).	Chapter	2	of	the	People’s	Republic	of	China	Law	on	Protection	
of	the	Rights	and	Interests	of	Older	Persons	provides	additional	guidelines	on	the	legal	responsibilities	of	family	
members	in	providing	economic	support,	housing,	care	in	daily	living,	medical	care	and	expenses,	and	emotional	
support	for	adults	aged	60	or	older	(National	People’s	Congress	of	the	People’s	Republic	of	China,	1996).	Although	
these	articles	and	chapters	pertain	to	elder	support	in	general	and	do	not	specifically	focus	on	the	FSA,	they	do	
provide	the	legal	foundation	for	the	FSA”	(Chou	2011,	8).	
	
13	Explaining	the	history	and	function	of	FSAs,	Chou	writes:	“To	ensure	parental	support,	the	Family	Support	
Agreement	(FSA)	emerged	from	a	local	community	in	the	mid-1980s.	Since	then,	the	FSA	has	been	promoted	and	
monitored	by	the	government.	By	the	end	of	2005,	FSAs	had	been	signed	by	more	than	13	million	rural	families	
across	China	and	is	now	finding	its	way	into	cities.	A	voluntary	contract	between	older	parents	and	adult	children	
concerning	parental	provisions,	the	FSA	represents	an	innovation	to	help	meet	the	challenge	of	providing	elder	
support.	Although	the	FSA’s	moral	persuasion	is	based	on	filial	piety,	violations	of	the	FSA	are	subject	to	penalties	
by	law”	(Chou	2011,	3).	
14	In	recent	decades,	there	have	been	regular	news	stories	about	yinao	(医闹,	medical	malpractice),	where	family	
members	of	patients	in	hospitals	sued	care	facilities	for	wrongful	death	or	other	issues	(T.	Hu	2017;	H.	Li	et	al.	
2014;	Liebman	2013).	Such	cases	also	occurred	periodically	at	Summit	Care.	
15	One	important	way	in	which	they	did	this	was	by	requiring	residents’	family	members	to	sign	release	forms	
either	allowing	staff	to	use	restraints	if	they	deemed	necessary	or	taking	full	responsibility	for	any	negative	
consequences	that	might	ensue	if	they	refused	to	allow	restraints.	If	their	family	member	fell	and	got	injured,	the	
facility	could	no	longer	be	held	legally	responsible.	
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“Supply-side	investments”:	State	efforts	to	expand	eldercare	infrastructure	and	investment	

One of the largest ways in which policy directives from the Chinese state have impacted 

eldercare is the pace and scale of institutional eldercare development. The “90-7-3” model, for 

example, was initially put forward in Shanghai, and versions of it16 are now being expanded 

nationally (中国新闻网	2017;	J.	Wang	2018) as cities and provinces aim to increase their 

institutional eldercare capacity. According to this model, 90% of older adults should receive care 

at home, 7% should receive community-based eldercare, and 3% should receive institutional 

eldercare (ibid). This care model is directly related to ambitious state targets for increasing the 

number of eldercare beds available in China for over a decade. As Glinskaya and Feng describe: 

 
Overall, the development of home- and community-based services has been limited, 
while residential care facilities are booming. This trend may have been induced by the 
targets set by the government to increase residential care capacity to at least 30 beds per 
1,000 elderly people (age 60 and above) by 2015 (target met, per current government 
statistics). (Glinskaya and Feng 2018, 24) 

 
Put another way, the number of beds for eldercare in China at urban institutions17 nearly doubled 

in less than 5 years, increasing from 493,000 in 2009 to 971,000 in 2013 (ibid, 26).  

While these “supply side” investments and government incentives (ibid) have been 

critical drivers of China’s expanding institutional eldercare infrastructure, the state continues to 

make fairly limited direct financial investments in eldercare expansion. As of 2018, Glinskaya 

and Feng calculated that the Chinese government “spends about 0.02-0.04 percent of its GDP on 

elderly care, and this limited public financing is mainly geared toward subsidies for the 

construction of residential care facilities” (ibid, 35). Though the saying “China has gotten old 

																																																																				
16	In	some	places,	the	ratios	are	adjusted	to	90-6-4	(Fang	2018,	138).	
17	Nationwide	across	all	types	of	care	sites	(urban,	rural,	social	welfare	homes,	and	community	institutions)	there	
was	a	similar	trend	with	the	total	number	of	eldercare	beds	increasing	from	2,890,000	in	2009	to	4,937,000	in	
2013	(Glinskaya	and	Feng	2018,	24).	
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before getting rich” (Keimig 2021, 4) is commonly used among scholars to describe the Chinese 

eldercare landscape, there is no denying China’s tremendous economic growth over the past 

several decades. The general sense in China that economic conditions have been improving is 

reflected in statistics that show, “Since China began to open up and reform its economy in 1978, 

GDP growth has averaged almost 10 percent a year, and more than 850 million people have been 

lifted out of poverty” (The World Bank Group 2021b).  

Both in China and abroad, a growing Chinese economy coupled with an aging population 

has made the Chinese eldercare industry seem ripe for generating economic profits. Though it is 

unclear who the real investors in China’s eldercare market might be, throughout my research, I 

heard them described as individual private investors or private companies both in China and 

abroad. Though I periodically came across U.S.-based consulting firms that seemed to promise 

U.S.-based investors a profitable inroad into the Chinese eldercare market (see Figure 1), 

whether, for whom, and to what extent those endeavors actually were profitable was difficult to 

ascertain.  

 

 
 

Figure 1: The banner image on the homepage of a U.S.-based consulting firm advertising the 
scale of the Chinese eldercare market to potential investors (“Rubicon Strategy Group” 2016). 
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Hu et al. give a sense of the range of companies and organizations investing in the Chinese 

eldercare landscape when they describe those interested specifically in continuing care 

retirement communities (CCRCs) in China. They write:  

The development of the Chinese CCRC sector is in its infancy, and its development is 
currently receiving increasing attention from investors, which can be grouped into real 
estate corporations (e.g., Poly Real Estate and Vanke), senior service institutions (e.g., 
Qinheyuan Corporation and Starcastle), insurance companies (e.g., Taikang Life, Union 
Life and China Life) and other investment institutions (e.g., HKING Group) (Deloitte, 
2014). (X. Hu et al. 2019, 110)  
 

Despite so much development interest, the reality is that the upfront and ongoing investments 

needed to create and sustain an institutional eldercare site often make it difficult for such sites to 

be highly profitable. According to the 2015 Research Report on the Development of Eldercare 

Institutions in China from the National Office of Aging Issues, “of the 257 eldercare institutions 

interviewed, 48.1% were breaking even, while 32.5% were making losses. Only 19.4% of the 

institutions interviewed were turning operational profits” (Fang 2018, 141). This resonates with 

what I observed at Summit Care. Though no one shared financial information about the site with 

me, the sense I got from facility leadership was that Summit Care was financially making ends 

meet despite being in a somewhat precarious position when it came to covering operational costs 

while also investing in facility growth.  

 

Care	in	an	increasingly	commercialized	market		

 For institutions trying to make ends meet or (ideally) even produce enough revenue to 

expand their services in an increasingly competitive eldercare market, attention must be paid to 

creating and maintaining a strong, positive reputation for the care site. This kind of institutional 
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branding goes hand-in-hand with the broader commercialization of eldercare and, as Hong 

Zhang documents, even a commercialization of filial piety in contemporary China (H. Zhang 

2017). Specifically, Zhang traces the emergence of advertisements for long-term care insurance 

and institutional eldercare that are geared towards older adults’ children. These advertisements 

promise “modern” and financial means for children to express filial love and eldercare support 

without parents “becoming a burden” or adult children needing to sacrifice their independence to 

provide eldercare directly (H. Zhang 2017, 242). She explains: 

 
In this new realignment of state, family, and market interests, what has emerged is a 
“modernized filial piety” that not only reinvigorates the filial tradition in a new form but 
also spawns new practices. Ideologically, the new formulation of filial piety is no longer 
associated with the traditional notion of “subordination of the young to parental 
authority” but is modified and reembraced as compatible with the changing times…In its 
modern form, this new filial piety is appealing to the state, because it not only carries on 
the cultural tradition but also helps stabilize the family and society at large. It is also 
appealing to parents and children alike. Parents feel that they are neither being abandoned 
by their children nor becoming a burden to them, while children feel that they can pursue 
their careers and personal lives without compromising their filial obligations. (H. Zhang 
2017, 249) 

 
For eldercare institutions like the ones I visited, finding ways to present their work in positive 

terms like this was critically important. As Zhang observes, eldercare institutions in China are 

commonly seen as sites of abandonment and, “To mitigate this public anxiety…residential care 

is repackaged as a way of both helping busy and career-oriented children fulfill their filial duty 

by purchasing care at elder homes and helping parents and families reconcile the moral dilemma 

posed by modern, competitive life by purchasing a solution to their elder-care needs” (H. Zhang 

2017, 247). 

 At the same time as they try to attract new residents and families, eldercare institutions 

must also constantly grapple with staffing challenges in a competitive eldercare market. There is 

a shortage of professionally trained caregiving staff in China, with “an estimated 300,000 
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registered long-term care workers nationwide and over 40 million older people with disabilities 

who need care (much of that care is provided by family caregivers at present)” (Z. Feng et al. 

2020, 1365). While government efforts to address this by “developing professional educational 

programmes” has increased the number of “educational (mostly vocational) programmes directly 

related to long-term care” from 86 nationwide in 2015 to 186 in 2018, enrollment in these 

programs remains low (ibid). As Feng et al. explain, this is likely due to “unattractive career 

prospects, such as unfavourable social attitudes towards long-term care workers, low wages with 

few benefits, demanding work conditions, shortage of opportunities for career development, and 

low job satisfaction” (ibid). For sites like Summit Care, where staff have been successfully 

recruited into caregiving roles, policy changes like the incremental relaxation of China’s family 

planning policy since 2013 (F. Wang, Gu, and Cai 2016) have created new challenges. Now, 

young female doctors, nurses, nurse’s aides, and administrators may go on maternity leave or 

even leave the workforce altogether to have another child18 when it had previously been assumed 

these women would only have one child.   

For eldercare institutions and the eldercare system more broadly, daily care practices 

must be understood in connection to these demographic, economic, and social changes. 

Contemporary institutional eldercare and dementia care are emerging in the context of these 

dramatic and ongoing shifts in Chinese society. 

 

																																																																				
18	Although	“by	May,	2015,	only	1.45	millions	(13.2%)	of	11	million	eligible	couples	applied	for	permission	to	have	a	
second	child”	(Zeng	and	Hesketh	2016),	at	Summit	Care,	the	Director	discussed	staff	going	on	leave	to	have	second	
children	as	a	serious	concern,	particularly	as	he	we	trying	to	recruit	increasingly	young	and	more	highly	trained	
staff	to	his	facility.	In	May	2021,	the	policy	was	further	relaxed	to	allow	families	to	have	up	to	three	children,	
though	it	remains	to	be	seen	how	many	families	will	actually	choose	to	have	more	children	(McDonell	2021).	
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Understanding	dementia	and	social	science	approaches	to	studying	dementia	care	

 Under the heading “About dementia,” the Alzheimer’s Association writes: 
 

Dementia is not a single disease; it’s an overall term — like heart disease — that covers a 
wide range of specific medical conditions, including Alzheimer’s disease. Disorders 
grouped under the general term “dementia” are caused by abnormal brain changes. These 
changes trigger a decline in thinking skills, also known as cognitive abilities, severe 
enough to impair daily life and independent function. They also affect behavior, feelings 
and relationships. (Alzheimer’s Association 2021b) 

 
 This definition covers several key points: “dementia” is actually a catchall term for a 

range of medical conditions; dementia is caused by physiological changes in the brain; dementia 

is often marked by changes in people’s abilities to function independently and in how they 

interact with others. Though it can be difficult to determine which kind of dementia a person has, 

there are a range of tests available for diagnosing the presence and severity of dementia, 

including neurological exams, depression and mood assessments, brain imaging, and/or mental 

cognitive status tests. 

 In the social sciences, studies of dementia care institutions can be understood as part of 

studies of healthcare institutions more broadly. From Foucault’s study of the medical gaze 

(1973), to Goffman’s discussion of all-encompassing “total institutions” (1961), social scientists 

have studied healthcare institutions from many angles. Here I am interested in how care practices 

in Unit 1 happened in particular ways as a result of occurring within that institutional setting. 

Anthropologists have examined one facet of this through studies of institutional bureaucracies 

and how the structures they offer ultimately produce or undermine particular care practices (Hull 

2012; Rhodes 1991). This insight that institutional systems should be studied both in their own 

right and in relation to daily care practices is directly related to my analysis in this dissertation. 

For residents, families, and staff, I am interested in what the Unit 1 dementia care ward claimed 
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to offer, what it offered in practice, and, why stated ideals sometimes seemed to diverge from 

daily practices.  

 In studying dementia care institutions, in particular, medical anthropologists have focused 

on daily care practices as a way of surfacing and understanding underlying values and 

assumptions about “good care” (Kontos 2006; Pols 2005; Moser 2010) and family members’ 

roles in dementia care (Cohen 1998; J. Lee 2019; Hellström, Nolan, and Lundh 2005). In my 

research, I took to heart Pols’ reminder to “attend to [elders’] performativity even when there is 

no language” (Pols 2005, 210). Informed by rich debates within anthropology regarding 

personhood (Bird-David and Israeli 2010; Buch 2013; Kontos 2006; Lamb 2014) and “a life 

worth living” (Gjødsbøl, Koch, and Svendsen 2017; Svendsen et al. 2018), I also tried to stay 

cognizant of how claims to personhood and value (for residents, families, and staff) were or were 

not supported, or “recognized” (Taylor 2010), within Summit Care.  

 

Summit	Care	

Summit Care is located on the outskirts of a large city in Sichuan. Its fairly accessible 

location was among the reasons family members cited when explaining why they had chosen to 

bring their loved ones to Summit Care as opposed to less expensive, or more beautiful care sites 

in rural areas outside the city. A major expressway and bus stops for multiple city bus routes 

connected the facility to the urban center, in addition to the many cab drivers and rideshare 

services that frequented the area. There was a partially covered marketplace next to the hospital 

selling fresh meat and produce, as well as small stores or stands providing everything from 

toiletries, to clothing, to printing services and photo developing, along with a handful of small 
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restaurants and stalls selling food to staff and visitors to Summit Care and those living in the 

surrounding area.  

Summit Care was architecturally fairly unremarkable. The hospital had four three- or 

four-story buildings that contained a lush garden courtyard at their center. Like many eldercare 

sites, it had a guard posted at each entrance to keep track of visitors and make sure no residents 

left unescorted. The facility had departments for nutrition, rehabilitation, Traditional Chinese 

Medicine, surgery, intensive care, general wards where residents with fewer medical needs19 

could stay, and Unit 1 for dementia care20. Toward the end of my fieldwork, the facility also 

opened a VIP ward in a newly renovated part of the building where more inclusive services were 

provided in addition to the highest staff-to-resident ratio in the facility. Although Unit 1 was the 

most high-end ward in Summit Care prior to the opening of the VIP ward, families of residents 

in Unit 1 still were expected to contribute to their loved ones’ care by bringing daily necessities 

like tissues and adult diapers to the ward on a regular basis. In the VIP ward, by contrast, the 

facility provided all items necessary for daily bodily care as part of residents’ monthly fees. 

Beyond the newly refurbished VIP ward, Summit Care’s facility seemed clean and well 

maintained, but it was clear that it had not been newly built. Laminate and tile floors were 

chipped or peeling in some areas. Paint was sometimes cracked on the walls. Despite cleaning 

staff dusting handrails, window sills, and furniture surfaces almost constantly, the facility’s inner 

																																																																				
19	In	addition	to	lower	staff-to-residents	ratios,	these	wards	were	also	less	expensive	than	the	more	medically	
focused	wards,	so	sometimes	patients	ended	up	there	for	financial	reasons.		
20	Some	have	claimed	that	there	are	“no	specialized	facilities	for	people	with	dementia	in	China”	(Keimig	2021,	62).	
Though	staff	in	Unit	1	certainly	wrestled	with	how	best	to	support	older	adults	with	dementia,	reflecting	the	fact	
that	“public	understanding	of	their	specialized	care	needs	was	limited”	(Shea	and	Zhang	2016;	Y.	Zhang	2020	in	
Keimig	2021,	62),	it	is	significant	that	Unit	1	was	presented	to	staff,	residents,	and	families	as	a	“specialized”	facility	
for	providing	dementia	care.	
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and outer walls could not help but accumulate a dusty coating from the frequently polluted city 

air.  

Unit 1 was located on the top floor of one of the hospital’s four main buildings. Gender-

segregated, 3- or 4-patient rooms21, an office for the doctors and unit leaders, the nursing station, 

and two small staff rooms22 branched off one side of a long hallway, with barred windows23 

looking onto the courtyard below and letting in fresh air and natural light along the other side. At 

the end of the hall on one side were two small activity rooms, a few bathroom stalls (which were 

cleaned regularly but still had a heavy odor and staff repeatedly told me to avoid them24), and a 

locked storage room. At the other end of the long hallway was dating (大厅, the main activity 

room), and a small cluster of additional patient rooms. The dating was the heart of patient life in 

the ward. That was where meals happened for all but the most severely incapacitated residents, 

where activities were often held (or where residents returned to after attending activities in the 

small activity rooms), and where residents had their favorite spots along the large tables in the 

room or the collection of sofas and chairs around its periphery.  

																																																																				
21	Some	were	effectively	double	rooms	that	connected	in	the	middle	with	3-4	beds	on	either	side	of	a	door	to	the	
hallway.	Some	rooms	had	a	small	bathroom	and	shower	area	for	the	residents	who	lived	there.	Others	only	had	a	
commode	chair	that	had	to	be	manually	emptied	by	nurse’s	aides	when	it	was	full.		
22	One	of	these	rooms	had	a	single	bunkbed	with	some	storage	lockers	and	was	primarily	used	by	the	doctors	on	
staff	and	the	head	nurse.	When	I	was	on	night	shift	rotations,	this	was	the	set	of	bunkbeds	staff	insisted	that	I	use.	
The	other	room	had	two	sets	of	bunkbeds	and	additional	hooks,	lockers,	and	a	shoe	rack	and	was	where	nurses	
and	nurse’s	aides	changed	out	of	the	work	uniforms	they	put	over	their	street	cloths,	stored	their	belongings,	
napped	during	lunch	or	other	breaks,	and	sometimes	crouched	together	to	share	food	if	the	chairs	and	stools	by	
the	nurse’s	station	were	already	occupied.	Nurse’s	aides	also	sometimes	napped	in	the	small	activity	rooms	during	
their	breaks.		
23	Barred	windows	were	fairly	common	architectural	features	in	the	area.		
24	I	used	the	staff	bathroom	which	was	accessed	by	taking	a	key	from	the	nurse’s	station	to	unlock	a	doorway	to	a	
staircase.	At	the	top	of	the	stairs	was	a	sink	and	a	small	bathroom.	The	bathroom	had	a	large	window	that	was	
always	left	open,	a	small	garbage	bin,	and	a	squat	toilet.	Because	the	staircase	continued	on	to	the	Summit	Care	
roof	and	because	spare	wheelchairs	were	often	piled	on	its	landing,	this	area	was	supposed	to	be	kept	locked	at	all	
times	unless	someone	was	using	the	bathroom.	



	 21	

With each visit to the site, I came to appreciate Summit Care’s fairly unique role in the 

local eldercare landscape. It was a privately run hospital, but it operated as a nonprofit25, which 

meant a heavy reliance on both government subsidies and patient fees in order to keep its doors 

open. As a site with a reputation for providing yiyang jiehe (医养结合, integrated medical and 

elder care)26 Summit Care accepted older adults with widely varying medical needs. This was 

distinctly different from many newly opened private care sites in the area, whose largely non-

medical staff catered almost exclusively to independent living residents. In Unit 1, while the 

majority of residents seemed to have moderate dementia, staff told me that some scored within 

the “normal” range on their MMSE27 while others had dementia so advanced that they could no 

longer communicate verbally. Some residents spent their days walking up and down the ward’s 

long hallway without getting tired, while others were too physically weak to even sit up 

																																																																				
25	As	others	have	noted,	the	“private	aged	care	services	sector	in	China	consists	of	two	types	of	organizations:	
nonprofit	organizations	(NPOs)	and	commercial	for-profit	organizations”	(Glinskaya	and	Feng	2018,	29).	NPOs	
“tend	to	provide	affordable	services	and	earn	modest	financial	returns.	They	usually	target	the	lower-middle	and	
low	end	of	the	market	and	serve	seniors	who	can	make	modest	payments.	In	contrast,	for-profit	commercial	
organizations	tend	to	target	the	mid-	to	high-end	price	range	of	the	market,	with	the	goal	of	earning	substantial	
financial	returns	on	their	investments	while	striving	to	provide	high-quality	services”	(ibid).	Although	Summit	Care	
was	technically	an	NPO,	it	catered	to	families	spanning	the	lower-middle-end	to	the	high-end	of	the	eldercare	
market	by	offering	different	services	and	care	environments	for	different	fees.	Its	role	as	a	private,	non-profit	
facility	should	thus	be	understood	as	related	to	the	fact	that	“virtually	all	private	sector	residential	care	facilities	in	
China	are	currently	registered	as	non-profit,	non-enterprise	entities,”	regardless	of	their	target	client	market(s)	
(ibid).	
26	As	explained	on	the	facility’s	website,	“The	hospital	took	the	lead	in	proposing	and	establishing	a…medical	and	
elderly	care	service	model	in	China”	(translated	from	Chinese	by	the	author	on	3/9/2021).	
27	The	Mini-Mental	State	Exam	(MMSE)	and	mini-cog	are	frequently	used	mental	cognitive	status	tests,	and	a	
translated	version	of	the	MMSE	was	administered	in	Chinese	to	all	incoming	residents	at	Unit	1.	A	translated	
version	of	the	mini-cog	test	was	also	administered	periodically	to	residents	within	the	ward.	As	the	Alzheimer’s	
Association	explains:	“During	the	MMSE,	a	health	professional	asks	a	patient	a	series	of	questions	designed	to	test	
a	range	of	everyday	mental	skills.	The	maximum	MMSE	score	is	30	points.	A	score	of	20	to	24	suggests	mild	
dementia,	13	to	20	suggests	moderate	dementia,	and	less	than	12	indicates	severe	dementia.	On	average,	the	
MMSE	score	of	a	person	with	Alzheimer's	declines	about	two	to	four	points	each	year.	During	the	Mini-Cog,	a	
person	is	asked	to	complete	two	tasks:	

1. Remember	and	a	few	minutes	later	repeat	the	names	of	three	common	objects.	
2. Draw	a	face	of	a	clock	showing	all	12	numbers	in	the	right	places	and	a	time	specified	by	the	examiner.		

The	results	of	this	brief	test	can	help	a	physician	determine	if	further	evaluation	is	needed”	(Alzheimer’s	
Association	2021a).	
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independently in a chair. For a dementia care ward, it was striking that not all residents seemed 

to have cognitive impairment. Some were in Unit 1 because physical impairments due to medical 

events like strokes or chronic health conditions like diabetes required more intensive support 

than their families could offer at home. Some residents were there because they did not have 

family members to look after their needs. Most were there because their families had tried to care 

for them at home for as long as possible before reaching a breaking point and seeking 

institutional care settings to offer additional support28. Because of the relatively high staff-to-

resident ratio29 the dementia care ward offered, some families brought their loved ones there to 

receive care even if dementia support was not their main concern. 

While many eldercare institutions I visited during my pilot research had fewer than 50% 

of their beds occupied, as scholars have observed elsewhere (Glinskaya and Feng 2018, 29), at 

Summit Care, and particularly in Unit 1, there was often a waitlist of families trying to get their 

loved ones a space in the facility30. Some of this seemed to be because of the facility’s monthly 

fees. According to what the Director told me, Summit Care offered beds for as little as 3,000 

RMB per month in its general wards, approximately 5,000-6,000 RMB per month in its Unit 1 

dementia ward, and 8,000-13,000RMB per month in its VIP ward. Prices varied depending on a 

																																																																				
28	Stories	of	families	finally	deciding	to	bring	a	loved	one	to	Summit	Care	after	weeks	of	sleepless	nights	spent	
trying	to	managing	night-time	wandering	and	incontinence	were	not	uncommon.			
29	For	approximately	45	residents,	daytime	shifts	in	this	ward	usually	included	2-3	doctors,	approximately	6	nurses,	
and	up	to	6	nurse’s	aides	(plus	occasional	interns	or	trainees)	at	any	given	time.	Up	until	the	final	months	of	my	
fieldwork,	this	ward	had	the	highest	staff-to-resident	ratios	in	the	whole	hospital.	
30	Though	many	families	expected	their	loved	ones	to	stay	in	Unit	1	after	they	entered	it,	residents	also	left	for	a	
variety	of	reasons.	Some	residents	died	of	an	acute	illness	or	injury	in	the	ward	or	after	brief	stays	in	an	ICU	within	
Summit	Care	or	another	hospital.	Some	residents	left	Unit	1	for	less	expensive	wards	in	Summit	Care	or	for	the	
facility’s	VIP	ward	depending	on	the	resources	available	to	support	their	care.	Some	residents	were	moved	to	
other	hospitals	in	an	effort	for	their	families	or	(in	the	case	of	several	wards	of	the	State)	the	State	to	save	money	
on	their	care.	Some	residents	were	moved	to	other	care	facilities	so	that	they	would	be	closer	to	family	members	
who	wanted	to	visit	them	more	regularly.	On	rare	occasion,	some	residents	were	even	moved	back	home	because	
their	families	felt	they	had	improved	so	much	within	Unit	1	that	they	could	now	be	effectively	cared	for	by	their	
loved	ones.	
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particular residents’ health needs and could become even higher if families wanted special meals 

prepared in the hospital’s nutrition department (as opposed to those made by its general 

cafeteria), or if they want special services like rehabilitation sessions or Traditional Chinese 

Medicine services. Some families were able to negotiate lower rates on a case-by-case basis, but 

that was rare. In any case, the rates at Summit Care were generally less than those at some high-

end, newly built facilities31. Summit Care also attracted residents and families because it was one 

of relatively few private sites that could provide care to older adults with more serious medical 

needs. For example, some care sites I visited during my pilot research only had a nurse on staff 

several days a week, and could not offer acute medical care beyond getting residents transferred 

to a nearby hospital if an urgent medical issue arose.  

In our second extended meeting about my research, the Director of Summit Care 

described his hopes for his facility. He explained that he was trying to get Summit Care to 

become a center for research, particularly related to fuwu (服务, care services) and peixun (培训, 

training). He connected this aim to his efforts to hire young, more educated nurse’s aides. These 

women had received 1-2 years of professional training at local programs, unlike the vast majority 

of elder care sites I visited in the area that relied solely on middle-age (usually female) nurse’s 

aides with middle-school education or less to staff their wards. While Summit Care employed 

many of these older nurse’s aides in its wards, during my research nearly all of the nurse’s aides 

in Unit 1 and the VIP ward were young graduates of these more professional programs.  

 Summit Care was also constantly changing as an institution. As long-term staff explained 

to me, a decade before my research began, Summit Care housed just over 140 patients. At that 

																																																																				
31	Fees	at	newly	built,	high-end,	private	facilities	can	be	well	over	10,000RMB	per	month	(Glinskaya	and	Feng	2018,	
29).	
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time, more specialized wards like Unit 1, the VIP ward, and even the Intensive Care Unit did not 

exist. There was no operating room or surgery department, no nutrition department, and no fancy 

medical equipment like the CT scanner. Over time, the facility attracted more patients, which 

provided the resources necessary to slowly expand and specialize, hiring more skilled staff, and 

thereby attracting still more patients and revenue. Though this institutional development 

happened slowly initially, staff told me that it had accelerated in the years before my long-term 

fieldwork began in 2017. This change also occurred alongside “cultivating talent” efforts as 

Summit Care administrators increasingly sent staff to attend trainings within and beyond the 

facility and began to establish partnerships with local schools for training young nurse’s aides in 

order to facilitate their own recruitment of these young women. Summit Care was also in the 

midst of expansion efforts and attempts by the Director to secure external, private investment 

that would allow him to construct a whole new building for the facility. While such expansion 

would have doubled the facility’s size, at time of my research there were approximately 400 beds 

in Summit Care, and just under 300 of them were authorized to provide “medical” care under the 

state health insurance reimbursement system. The Director told me that, not including cafeteria 

staff, Summit Care employed around 260 people, including over 30 doctors, over 80 nurses, and 

approximately 65 nurse’s aides. The remaining staff members were primarily in administrative 

roles. Although the Director acknowledged that this put the number of staff below government 

standards (which he said required, for example, 0.6 nurses per patient), he explained that staffing 

levels like the ones at Summit Care were common in all non-publically-run facilities. 
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Methods	

Positionality	

 As the child of older parents and older grandparents – one of whom had dementia that 

progressed throughout my childhood – I brought a genuine concern and baseline understanding 

to discussions with eldercare providers, to family members trying to come to terms with loved 

ones’ illnesses, and to interactions with older adults experiencing varying degrees of impairment. 

As someone who had pursued pre-med coursework as an undergraduate and spent dozens of 

hours volunteering in hospitals and observing in hospice wards during high school, I was 

comfortable in medical settings and in thinking about the care that medical settings might offer 

when they could no longer provide cures. As a White American who had grown up in an upper-

middleclass suburb with highly educated parents, I had been privileged to go to a public high 

school that offered Mandarin, I had taken courses about China and Mandarin throughout college, 

and I had studied abroad in China at some of the best intensive Mandarin programs available. 

Throughout college and graduate school, I was mentored, encouraged, and supported by 

educational institutions and academic systems that ultimately allowed me to pursue and fund this 

research.   

 Thinking back on my experiences in China, interactions with cab drivers offer some of 

the best snapshots for capturing ways in which aspects of my positionality may have impacted 

people’s responses to me and my research. In drivers’ references to the Opium Wars, I heard 

reminders that my Whiteness not only made me a visible foreigner, but also implicitly tied me to 

histories of Imperialism and China’s efforts to resist European colonization and regain the global 

influence it had held for millennia before the political unrest of the 19th and 20th centuries. In 

their questions about whether or not I was married and their stories about eligible young sons, I 
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was reminded of the social capital that came with being a young, White, American (and therefore 

frequently presumed wealthy) woman when the phrase baifumei (白富美, White, rich, beautiful) 

was a catchall for describing the ideal female partner. In their periodic calls to “be careful” 

because I was traveling alone, I heard reminders that being a young woman sometimes meant 

being seen as without power. I noticed Chinese nationalism building over the course of my 

research when drivers’ questions about the United States changed from “How much money does 

an average person make in the US?” to “Which is better: living in the US or living in China?” to 

discussions about trade wars, whether it really felt unsafe in the US given all the mass shootings, 

and whether democracy made sense at all following the 2016 Presidential election. And yet, 

when they asked where I had studied Chinese, and I answered, “All over. In the US, in Harbin, in 

Taipei, and in Xi’An,” we often found common ground. Sometimes their hometowns were near 

one of the cities I mentioned. More often, my answer became a way for us to start discussing 

travel more generally. Whether they were from outlying towns and cities or from other provinces 

altogether, I passed many car rides exchanging stories about favorite restaurants, parks, and 

tourist destinations – in the city where we were and in the ones we had each left. Sometimes on 

long rides these discussions of other places and far away homes led to discussions about our 

families. Sometimes we hardly talked at all.  

 I was lucky to work with people who made me feel like my positionality was a strength 

rather than a liability. At the local university, I was relieved to find an academic mentor who was 

an older woman who had spent most of her career abroad and understood what it meant when I 

said I was doing “qualitative research.” At Summit Care, I was relieved that the Director was a 

married man with a family who had traveled extensively abroad, and always treated me with 

professionalism. Like leadership in Unit 1, he seemed interested in me and my work because he 
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hoped it could help further strengthen the facility. In Unit 1, though I tended to be more guarded 

with the handful of male nurses and nurse’s aides that were present at different points during my 

fieldwork, I found it easy to socialize with the young female staff32 outside the ward. When 

interacting with residents and their families, my status as a foreigner seemed most salient, and I 

frequently got questions about where I was from, how I had learned to speak Chinese, and how 

the care in Unit 1 compared to care in the United States. Like the young female nurse’s aides, I 

suspect that people often thought of me as filling a compassionate, caregiving role because of my 

youth and gender (and, particularly in my case, because I frequently had unstructured time to 

spend simply sitting and interacting with those in the ward, unlike the nurse’s aides who were 

often busy with their institutional workloads). 

 I tried to use my positionality to connect with the staff, residents, and families when I 

could. When I was invited to weddings and family events by the staff, I did my best to attend and 

play the part of the well-mannered foreigner – smiling for pictures, answering questions about 

the United States, eating whatever food was offered to me, and trying to at least make a passable 

showing at group activities like karaoke and mahjong. At the ward, I offered a free English class 

to any staff who were interested in attending. When I learned that the staff enjoyed baked goods I 

had made, I started inviting small groups to my apartment for cooking lessons and walked them 

through cornbread and banana bread recipes. On rare occasion, I hosted dinners with staff or 

administrators at my apartment and made “Western”-style meals to celebrate a birthday or other 

event. I helped organize a Christmas party at the ward, complete with multiple kinds of cookies 

and hand-made decorations. I joined groups of young, female staff for meals near the hospital 

																																																																				
32	The	young	female	nurses	and	nurse’s	aides	tended	to	socialize	in	all	female	groups	unless	they	were	attending	
social	events	organized	through	the	hospital	or	unless	any	men	in	the	group	were	their	romantic	partners	or	
relatives.		
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and in the city. I went on weekend trips with some groups. I exchanged photos and updates with 

some over the course of years and quickly lost touch with others when I returned home. 

 

Qualitative	interviews	and	observations	

As part of this project, I conducted over 40 hours of audio-recorded interviews with care 

providers and families connected to Unit 1, along with dozens of hours of semi-structured 

interviews with participants who preferred not to be audio-recorded – including doctors and 

administrators at Summit Care, additional family members of residents, local health officials, 

and other scholars whose work related to eldercare in Sichuan. Though I tailored my interview 

guide for each kind of participant – staff in Unit 1, leaders or administrators in Unit 1 or Summit 

Care, residents’ family members, specialists outside Unit 1, etc. – my semi-structured interviews 

all explored several general topics. These included (1) questions about the participant’s 

background; (2) questions about how the participant interacted with other kinds of participants in 

Unit 1 (e.g. how staff perceived and interacted with family members of residents, how family 

members perceived the Unit 1 staff and their loved ones’ overall experiences living in the Unit 1 

ward) and general perceptions of the ward overall; (3) questions about how the participants 

perceived dementia and how they perceived what it meant to live “a good life in old age;”33 (4) 

questions about care practices I had observed in the ward, including participants’ views about the 

use of physical restraints, safety, and what kinds of issues they felt could or could not be 

resolved through care in the ward; and (5) bigger picture questions about how they understood 

abstract concepts like what it meant to be a “professional” caregiver, the meaning of xiao (孝, 

																																																																				
33	As	described	in	Chapter	1,	this	became	a	proxy	for	understanding	how	participants	thought	about	what	“good	
care”	meant	in	institutional	eldercare.	
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filiality or filial piety), and how they felt about the institution’s future. Throughout, I asked 

participants to reflect on what they felt older adults’ experiences of care in Unit 1 were like, and 

where they felt responsibility lay for addressing care issues.  

I also spent over 500 hours in Unit 1 observing and, as possible, participating in daily life 

in the ward. During this time, I had countless unstructured conversations and interactions with 

Summit Care residents, families, and staff at all levels. While observing, I took notes by hand 

that I then tried to type up and flesh out in the evenings and on days when I did not visit Summit 

Care. In my observations, I focused on understanding what activities happened in the ward, how 

different types of participants interacted with one another versus how they behaved when only 

residents and I were present, ways in which different groups of participants seemed to create and 

deviate from caregiving norms within the site, and how and to what extent they physically 

engaged with the institutional space in their care practices. These unstructured conversations and 

observations helped me see the state’s impact on care, as I listened for when those in Unit 1 

mentioned the state and watched for traces of the state in the ward’s physical care environment 

(e.g. through paperwork, banners and placards on the facility’s walls, staff members studying to 

pass state certification exams on their breaks, etc.). I asked those around me how they perceived 

particular care interactions I had observed and encouraged them to imagine how they might feel 

in one another’s roles (e.g. family as staff, staff as family, caregivers as care recipients). 

 

Participating	and	observing:	Ethnography	in	Unit	1	

My research involved what others have referred to as an “awkward union of participation 

and observation” (Seim 2021). My lack of medical training significantly limited the degree to 

which I could be an “observant participant” in the ward as opposed to a “participant observer” 
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(ibid), and my participation was frequently therefore closest to that of the residents sitting around 

and responding to staff activities and schedules. At the same time, I tried to do what I could to 

support staff, as well. I kept residents company. I joined in for group exercises and clapped along 

when staff organized resident-led group songs. I helped “keep an eye” on the main activity room 

when staff had to step out for a moment. When asked by administrators, I gave PowerPoint 

presentations on elder care in Denmark and China. I also tried to advocate for residents whenever 

I could. I called the doctor over when residents told me they had questions about a health issue or 

treatment they were having. If residents said they were thirsty, I refilled their cups with hot water 

using the large thermoses staff filled from a boiled water tap each day. I occasionally helped 

spoon blended food into unsteady mouths (with what I immediately realized was my untrained 

hand). I regularly went for looped walks up and down the ward’s hallway with residents who 

wanted to stretch their legs. I sometimes joined residents for (often fruitless) searches for 

misplaced objects in their rooms. I tried to offer more humanizing explanations for behaviors 

staff found frustrating.  

And yet, particularly early on in my fieldwork, I had a difficult time navigating what my 

role was in the site. As the “American doctoral student,” I was regularly asked what I thought 

should be changed in Unit 1, how care could be improved, and how eldercare was practiced back 

in the United States. I responded by reminding people that I was not a gerontologist, that I was 

just a student, and that anthropological methods were particularly slow – I would not know what 

my “findings” were until I had collected and analyzed my data. I was careful about giving advice 

or sharing my views on things in the ward or on Chinese politics more generally (another 

favorite topic that people raised with me). At the very end of my main fieldwork in 2018, I put 
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together (very American) preliminary recommendations based on what I had been told and what 

I had observed and experienced in Unit 1.  

Uncertainty around my own role was also a byproduct and benefit of engaging in 

participant observation, which allows researchers to be more “mobile” within a given social 

environment (Seim 2021). As an ethnographer, I had access to residents, administrators, and 

families (at least those I got to know during their visits to the ward), as well as to social events 

with staff and their families outside of work. In the hierarchical and socially structured world of 

Unit 1, I could move between attending staff meetings, sitting with residents, eating lunch in the 

cafeteria with family members, having snacks with staff back in the ward, or talking with the 

Director one-on-one34. As a result, I built friendships with administrators, as well as family 

members, doctors, nurses, and nurse’s aides connected to Unit 1, and I met with them and their 

families for meals, coffee chats, outings, and celebrations far away from the daily routines at 

Summit Care. When asked, I shared stories about my life in the United States. I tried to reassure 

the 18-to-22-year-old nurse’s aides that there was time enough for them to have their own lives 

and have families; that it was worth thinking about (and then to whatever extent possible 

pursuing) work that they thought would make them happy. I tried (and sometimes failed) to keep 

names straight and to check in with people. I hoped that a “happy birthday,” “how’s your 

pregnancy going?” “Did you get to visit your infant this month?” or simply a well-timed 

homemade snack would help me become a more normal part of people’s lives.  

I also attempted to set and maintain respectful boundaries with my observations in Unit 1. 

When leadership in the ward asked me to avoid coming to the site on weekends because that was 

when the majority of family visits occurred and the ward would be especially crowded, I agreed 

																																																																				
34	While	staff	generally	described	the	Director	in	positive	terms,	nurse’s	aides	tended	to	be	especially	intimidated	
by	him	and	even	nurses	sometimes	told	me	the	idea	of	meeting	with	him	one-on-one	seemed	daunting	to	them.	
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without hesitation. When staff told me I could go with them on their rounds as they helped 

residents go to the bathroom or get ready in their rooms, I declined35. Staff might have been 

comfortable having me observe in those situations, but it felt important to respect residents’ 

privacy and keep my observations to common areas in the ward unless residents themselves 

invited me into their rooms.  

Because I was worried people might feel coerced by facility leadership to participate in 

my study, I was careful to let staff and families connected to Unit 1 know that I was conducting 

this project (e.g. by introducing myself and my work in staff meetings and whenever visiting 

family members in the ward approached me, were introduced to me by another family member 

or person on staff, or simply made eye contact often enough that I introduced myself to them), 

and then invite people who were interested in participating in the project to reach out to me if 

they wanted to set up an interview. Once an individual “opted in” to be interviewed, then I was 

able to recruit through a snowball sampling method, asking each interviewee if there was anyone 

else they would recommend I invite to be interviewed. In this way, I was able to broaden my 

interview base. 

Over time, my relationships with people connected to Unit 1 evolved and changed. Some 

of the people I became closest to left the ward. Residents’ families decided to relocate them to 

another care site, and staff found jobs elsewhere or left to start families of their own. Some 

stayed and seemed to deteriorate overtime. Residents’ physical and language abilities sometimes 

slipped away, staff and family morale sometimes dipped (or maybe they just got more honest 

about how they had felt all along?), leadership grew (or admitted to being?) slightly more 

																																																																				
35	Even	so,	I	still	ended	up	turning	my	head	to	avoid	seeing	diapers	changed	when	staff,	sometimes	rushing	to	help	
many	residents	after	a	meal,	would	ask	them	to	stand	and	quickly	pull	off	and	replace	their	diapers	in	the	main	
activity	room.	
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cynical. And then there were those people who seemed to stay the same: experiencing a 

consistent mix of good and bad days with less emotional investment in their work seemingly 

allowing for a more consistent attitude or approach to it.  

Sufrin writes, “We seek to know people’s lifeworlds by building relationships with them. 

We insert ourselves into aspects—often intimate ones—of their everyday lives in ways that 

cultivate concern for their well-being” (Sufrin 2015). Slowly, over time, I got to know people 

connected to Unit 1, and through those relationships I began to see the ward as shaped by the 

conflicting concerns, priorities, and capacities of the people whose lives it touched – myself 

included. When my main fieldwork ended, I promised to return. After years of having a “next 

visit” already scheduled whenever I left Unit 1, the timelines for return trips following my main 

fieldwork became far more uncertain. 

 

Chapter	overview	

 Unit 1 and Summit Care were full of people striving to provide care while balancing 

countless demands on their time and the knowledge that some needs simply could not be met. 

Staff, residents, families, administrators, visitors, the stray anthropologist they took in – 

everyone involved needed to care for themselves alongside caring for others and for the 

wellbeing of the institution, overall. In the end, my time there left me struggling with the 

questions: What can we hope for from institutional care settings? What makes care “good” or at 

least “good enough”? What are the costs and benefits of care happening the way it did in Unit 1? 

 I begin my discussion of these questions in Chapter 1 by exploring “good care” in 

relation to Unit 1 and Summit Care. Building on Annemarie Mol’s praxiographic approach, I 

explore some of the many Chinese terms used for “care.” I show how, in describing particular 
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kinds of care practices, these terms were used in Unit 1 to capture different aspects of good care, 

in part by presenting residents as different kinds of care recipients (e.g. patients, quasi-children, 

or consumers). I then turn to ethnographic examples of stories operating as a form of care within 

Unit 1. Using Susan Blum’s work on lies and deception, I look specifically at stories told in 

semi-staged and edited photos that staff regularly took of residents and then shared with their 

loved ones in a family WeChat group, and how those images provided a kind of care even if all 

involved knew (or at least suspected) the images were staged. Drawing on my own experiences 

interacting with residents in Unit 1, I then reflect on how my efforts to care for and support 

residents through stories became complicated and entangled with those of family members, staff, 

and even people outside the site. We were each other’s audiences, and the care we tried to offer 

through our conflicting stories ultimately reflected and compounded uncertainties about 

residents’ capacities, their needs, and what might constitute “good care” for them. 

 In Chapter 2, I offer a more institution-centered analysis, exploring how institutional 

concerns and priorities at Summit Care influenced care approaches and practices within the Unit 

1 ward. Specifically, I look at how the need to prioritize institutional stability and maximize 

available resources translated into Unit 1 and Summit Care operating as flexible institutions, 

where differentiated levels of care were provided to residents and families depending on their 

respective demands. I argue that Unit 1, in particular, operated as a flexible institution because 

limited regulation from the Chinese state and (to a lesser degree) Summit Care administrators 

translated into residents’ families being the key arbiters of whether or not Unit 1 staff were 

meeting residents’ needs. I then explore how normalizing such a wide range of care practices for 

different residents in the ward relied upon and reinforced a mei banfa (没办法, nothing to be 

done) ethics of engagement among staff and family caregivers. I show that mei banfa allowed 
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caregivers to draw boundaries around the degree of care they felt obligated to provide, and that it 

entered caregiving decisions when the needs and wellbeing of an individual were weighed 

against those of the institution, as a whole. 

 In Chapter 3, I look more closely at the needs and experiences of staff in Unit 1, paying 

particular attention to the young women who worked as low-level nurse’s aides. I examine the 

shifting social status these young women had, their motivations for working in Unit 1, and how 

working there shaped their daily lives in ways that ultimately pushed some women to seek jobs 

elsewhere. I argue that Summit Care leadership attempted to capitalize on and strengthen staffs’ 

relationships with one another, using this staff relationality to help strengthen and sustain 

Summit Care as a more stable institution. In the end, I show that, while staff relationships with 

one another were important for bringing new workers to Summit Care, they could also 

sometimes draw workers to competing care sites. 

 In Chapter 4, I shift to looking at difficult care decisions in Unit 1, specifically the use of 

physical restraints in the ward. I show how staff at Summit Care and Unit 1 had been working 

for years to find the right balance between residents’ physical safety and their quality of life, and 

how the risk of being sued or facing financial retribution for any injuries residents sustained in 

the ward complicated those efforts. I consider how restraints were used to offer care through 

guan (管, to oversee/have a care for/manage), as restraints expanded the staff’s capacity to keep 

an eye on residents who could, and sometimes did, otherwise seriously injure themselves. I then 

explore why, despite staff and family efforts to act in residents’ best interests, residents’ 

experiences of physical restraints were often treated as less important than the safety benefits 

they offered, paying particular attention to how resident experiences were approximated and 

understood by staff and family caregivers. Drawing on Hanna Brown’s work on nurse-patient 
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relationships in a resource-poor Kenyan hospital (2010), I suggest that even seemingly unkind 

uses of restraints could be forms of care. Specifically, I show how Unit 1 leadership’s need to 

keep the ward staffed sometimes translated into allowing seemingly unkind workers to stay in 

the ward because they could still offer care through guan and there was always the hope that they 

might improve the quality of their care over time. Ultimately, I argue that restraints were used as 

a kind of workaround for providing care with limited resources, and they were used in part 

because residents’ experiences of care were seen as secondary to perceptions their family 

members or external evaluators had of that care.  
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CHAPTER	1:	Stories	of	care	and	careful	stories	
 
Provide daily living care, meet old patients’ basic daily living needs, [provide] good 
foundational nursing care, provide psychological support to old patients and their families, 
alleviate elders’ pain, offer elders survival and quality of life, provide hospice care, maintain the 
dignity of elders’ lives.36 
 
Use technology to treat and cure old people, love and care for old people from the heart37 
 
The old people here worked hard for the country and their families all their lives, [and they] 
made great contributions. We treat them as the country treats heroes, as children respect their 
parents, and love them forever.38 

-Excerpts from a Summit Care brochure 

 
My dissertation elevator pitch was ready long before I began fieldwork. When asked 

about my research, I replied without hesitation, “I’m studying ‘good care’ at a Chinese dementia 

ward. I want to understand how people in different roles – doctors, nurses, nurse’s aides, 

families, residents, etc. – see ‘good care’ in theory and how their different perceptions ultimately 

come together to shape the way care happens in practice.” Clear, (relatively) succinct, to the 

point. The only problem? Even now, I struggle to pin down exactly what I think “good care” 

meant in Unit 1. A cursory look at the wide range of descriptions in Summit Care’s own 

brochures suggests I was not alone in that struggle. While items like “basic daily living” support 

seem fairly straightforward, it is harder to imagine just what providing “dignity” and 

“psychological support to old patients and their families” is meant to look like in practice. This is 

to say nothing of what brochure readers are supposed to associate with words as elusive as 

“treat,” “cure,” and “love.”  

																																																																				
36提供生活照料，满足老年患者的基本生活需求，做好基础护理，给老年患者和家属给予心里支持，减轻长
者痛苦，提供长者的生存及生活质量，提供临终关怀护理，维持长者的生命尊严。	
	
37(Section	heading	in	the	brochure)	用技术救治老人，用心关爱老人	
	
38(Final	lines	in	the	brochure)	这里的老人为国家为家庭辛劳一生，居功至伟。	
我们待他们必如国家对功臣，子女敬父母，爱至永年。	
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Explaining “good care” is also difficult because the staff and family members I asked to 

define the concept frequently replied by describing circumstances that were rare or even 

impossible within the ward. They mentioned people maintaining physical independence, being 

able to travel, being surrounded by friends and family, being able to decide what they did every 

day. Whenever I followed up with questions about what that “good care” might look like in Unit 

1 specifically, they frequently seemed stumped. Many would pause before giving muddled 

replies that again tended to not reflect the majority of residents’ experiences (e.g. people saying 

it meant residents being able to walk independently). 

Defining good care was further complicated by the sheer volume of tasks that staff did in 

Unit 1 – with so much activity, how was one to parse their “good care” from everything else they 

simply did as part of their jobs? In other words, was good care a special subset of care, and if so, 

how? Certainly, significant staff time was devoted to “the basic needs of getting a body through 

a day” (Pinto 2014, 123) as they fed, bathed, turned, and monitored residents’ bodies, while also 

cleaning dishes, doing laundry, and working to maintain an overall sense of hygiene in the ward. 

There was also affective care, as staff smiled and patted hands, shoulders, and faces to offer 

reassurance and made efforts to keep mental notes of pieces of residents’ personal histories, 

phobias, and pet peeves. And there was the care that went above and beyond – not just offering 

meals but providing snacks or preparing special foods and activities for holidays. Staff also 

invested time in discussing, reflecting upon, and trying to respond to resident needs and family 

demands. They engaged in countless examples of habituated “care in the everyday” (Aulino 

2019, 3): coaxing reluctant residents to eat “just one more bite” of food, and then “just one 

more” after that, sticking their hands down the back of residents’ shirts to check for sweat, or 

telling residents to add or remove layers of clothing to regulate body temperatures. And they 



	 39	

tended to the bureaucracies of care as they filled out medical reimbursement paperwork, updated 

and shared chart notes, and monitored and adjusted prescriptions.  

More than anything, it was the variations in staff practices that made distilling any sense 

of a singular approach to care or any shared understanding of good care in the ward feel 

untenable. Staff took some residents on errands outside the ward and used restraints to keep 

others from moving even within it. They responded immediately to smells of urine or feces 

sometimes and waited for pre-scheduled times to change residents’ diapers even after registering 

those smells other times. They laughed and clapped their hands to spark small moments of 

engagement with some residents and rushed by others without making eye contact. They 

responded to residents’ different physical needs, doling out pills to those who could swallow 

them and crushing, sprinkling, and mixing medical powders into bowls of blended food for those 

who could not. They checked their cell phones even though they were not supposed to look at 

them while on the clock and pulled out their cell phones to discuss and share pictures of favorite 

residents even when off the clock. They continued to offer activities residents had told them they 

did not enjoy, and they went out of their way to offer activities residents had told them they did 

enjoy. They did all that and more, and it seemed like it could all be good care depending on 

one’s perspective.  

Therefore, rather than attempt to define what “good care” was in Unit 1 directly, I want to 

trace some of the ways stories about care for those in the ward were told and what motivated 

their telling. Because stories are unwieldy to begin with and “Uncertainty and openness may be 

the nature of narration” (Pinto 2014, 32), telling this story also seems to demand telling the story 

of how my own perceptions of care in Unit 1 shifted over time. When I first decided to focus on 

Summit Care as my primary research site, I did so in large part because I intuitively felt like the 
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staff there were providing “good care” and genuinely interested in thinking through their work 

alongside an anthropologist. Unlike some care sites that had seemed bleak – unclean (e.g. strong 

odors of urine or feces) or simply depressing (e.g. too little light filtering in, too little mobility or 

sense of engagement among the residents, overcrowding, etc.) – in Unit 1 the staff were engaged 

in and committed to their work. As in any medical setting, they could not meet every need, but, it 

seemed to me, they were at least trying.  

As I got to know the people in Unit 1 better, I fought the urge to be more critical of them 

– staff, families, and residents alike. Why were the staff so impatient? Why were the families not 

more engaged or understanding? Why did so many residents not do more to support and connect 

with one another? By the end of my fieldwork, it felt like the most pressing question was not 

“what does “good care” mean here?” or “how might “good care” be more fully achieved within 

Unit 1?” but rather “why would anyone imagine that things could be any different than they 

already are in Unit 1?” That is to say, for all the unmet needs among staff, residents, and families 

connected to this ward, it ultimately seemed to me that people there were already doing the best 

they could. So, did that make the care I observed “good,” or at least “good enough,” by default? 

In this chapter, I explore some of the different ways in which care practices were 

presented, and thus to a degree enacted, through stories. While concerns around resident safety 

were complicated and central to the work done in Unit 1, I will primarily explore those in 

Chapter 4. Here, I focus instead on how care in Unit 1 was shaped by the stories different groups 

within the ward told one another: residents, families, staff, and me as their resident 

anthropologist. I argue that because we served as each other’s audiences, our conflicting stories 

became entangled, reinforcing uncertainties about residents’ needs, their capacities, and what 

might constitute “good care” or “good enough care” for them. The accuracy of these stories 
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mattered far less than the effects39 their tellings had on listeners connected to the ward. Such 

stories were meaningful even when all involved knew they might be somewhat fictional.  

 

How	do	you	say	“care”	in	Chinese?		

I realized early in my fieldwork that the word “care” does not translate well into Chinese. 

Or, perhaps more accurately, it translates too well since I discovered many Chinese options could 

be used depending on the context. As a researcher setting out to understand “good care” (“care” 

yet further complicated by layering a notion of “good-ness” upon it), making sense of these 

possible translations felt critically important. While my doctoral elevator pitch made sense in 

English (at least to anthropologists), the phrase “I’m studying understandings and practices of 

good care” took on a kaleidoscopic range of possible meanings in Chinese. Each potential 

translation hinged on the character(s) I chose to stand-in for the word “care.” While some 

Chinese translations of “care” seemed closer to the person-centered care model advocated by 

many Euro-American dementia care sites, I rarely, if ever, heard those particular words used by 

people at my fieldsite. In Unit 1, the terms I regularly heard used to describe care seemed distant 

from theoretical debates about personhood and dementia. 

 

Defining	“care”	in	medical	anthropology		

Rather than offering a definitive solution, medical anthropology research on “care” 

highlights how heavily debated the term’s meaning can be in English as well (Aulino 2019, 40-

41; McKearney 2020). Some focus on care as it relates to political economic systems (Brijnath 

2014; Buch 2018; Kaufman 2005; Livingston 2012). Others focus on care, particularly for 

																																																																				
39	As	Cheryl	Mattingly	puts	it,	“Stories	are	also	agentive.	They	act	in	and	on	the	world”	(Mattingly	2010,	52).	



	 42	

people living with dementia, as grounded in relationality (Driessen 2018; Kontos 2006; J. Lee 

2019; Pols 2005), or experiment with ways of expanding possible forms of communicating or 

engaging with people living with dementia through technology (Moser 2010) or play in the form 

of “clowning” (Hendriks 2012). Still others approach care as centered on questions of 

personhood: how caregivers “recognize” loved ones living with dementia (Taylor 2010) or how 

people “hold” (Lindemann 2014), “value”(Svendsen et al. 2018), or sustain those living what 

Svendsen et al. refer to as “precarious lives” (Svendsen et al. 2017). With so much debate around 

how one ought to approach studies of care, the notion of “good care” is sometimes condensed 

down to simply being “relationally and contextually contingent” (Brown 2010, 137).  

For over a decade, many debates about care within medical anthropology have engaged 

with the work of the Dutch ethnographer and philosopher, Annemarie Mol. Mol writes that, “an 

ethnographer/praxiographer out to investigate diseases never isolates these from the practices in 

which they are, what one may call, enacted. She stubbornly takes notice of the techniques that 

make things visible, audible, tangible, knowable” (Mol 2002, 33, emphasis original). Drawing on 

this methodological approach, Mol’s seminal book, The Logic of Care (2008), emphasizes the 

importance of analyzing particular practices of “care,” rather than offering an abstracted 

theoretical definition for what care means across contexts. She argues that in medical 

interactions, “the crucial moral act is not making value judgements, but engaging in practical 

activities” and where “‘good and bad’ are never settled” specifically because “in the logic of 

care, defining ‘good’, ‘worse’ and ‘better’ does not precede practice, but forms a part of it.  A 

difficult part” (Mol 2008, 86-87).40 Seen from this perspective, the wide range of possible 

																																																																				
40	There	is	something	very	Confucian	in	this,	as	Confucius	also	supposedly	never	gave	a	single	definition	for	what	
“filial”	or	“孝”	behavior	meant	writ	large	and	instead	is	said	to	have	always	given	individualized	answers	tailored	to	
the	circumstances	of	whoever	asked.		
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Chinese translations for the word “care” discussed below, though not exhaustive, can each be 

understood as flagging different ways of practicing or enacting “care” in Unit 1. 

 

The	many	Chinese	“cares”	

Recent ethnographies of elder care in Asia highlight some of the tensions inherent to 

translating the word “care.” Felicity Aulino argues for studies of “care in the everyday” in 

Thailand and accordingly defines care as, “the habituated actions of providing for others based 

on what counts in context” (Aulino 2019, 12). In contrast, Rose Keimig’s study of dementia care 

in Shanghai centers the importance of affective intentionality in caregiving interactions, the very 

thing Aulino frames as a limited and Westernized conception of care. Nonetheless, Keimig 

highlights scholars who have defined “care” in Chinese in terms of Confucian concepts like “the 

virtue ren, (translated as ‘compassion,’ ‘benevolence,’ and ‘kindness’)” (Pang-White 2011, 376 

in Keimig 2021, 93) and goes on to briefly discuss care as guan ai (关爱, to love and care for), 

guanxin (关心, to care about), guanli (管理, to manage), and zhaogu (照顾, take care of) 

(Keimig 2021, 98, 121, 123)41. And yet, many other possible translations42 exist depending on the 

context. 

																																																																				
41	It	is	telling	that	of	these	possible	terms	for	“care,”	the	notion	of	ren	(仁,	compassion,	benevolence,	kindness)	and	
words	involving	the	character	ai	(爱,	love)	were	perhaps	the	closest	in	meaning	to	the	patient,	person-centered,	
iterative	approach	to	care	described	by	Tom	Kitwood	and	other	Euro-American	gold	standards	for	contemporary	
dementia	care	(Kitwood	1997),	and	yet	these	terms	were	also	the	ones	I	heard	least	often	within	Unit	1.	Although	
guan	ai	occasionally	appeared	in	printed	materials	related	to	the	ward	(see	epigraph	to	this	chapter)	and	although	
the	director	of	Summit	Care	and	other	administrators	or	leaders	in	the	facility	would	sometimes	describe	their	
work	in	terms	of	the	more	philosophical	term	ren,	I	almost	never	heard	these	terms	used	in	daily	staff	interactions.	
42	In	addition	to	those	discussed	below	in	relation	to	Unit	1,	“care”	can	also	be	translated	as	zhaohu	(照护,	to	nurse	
or	care	for)，aihu	(爱护,	to	cherish	or	take	good	care	of)，and	guanhuai	(关怀,	to	be	attentive	to	or	show	care	
for),	to	say	nothing	of	related	words	like	to	“help”	(bangzhu	帮助)	or	“support”	(zhichi	支持).	



	 44	

Within Unit 1, frequently used terms for care each seemed to relate to different kinds of 

daily practices. Staff and families tended to use zhaogu (照顾, to take care of) to describe the 

lower level nurses’ aides’ labor (e.g. feeding and bathing residents, changing diapers, etc.)43. 

They would discuss zhaoliao (照料, to treat or care for through medical treatment) when 

describing the more medicalized forms of care provided by nurses and especially doctors (e.g. 

treating acute illnesses with medication, managing chronic illnesses like diabetes and heart 

disease with blood sugar and blood pressure monitoring, etc.). They would describe the need to 

guan (管, to oversee/have a care for/manage) various areas of the ward or the residents in 

general. Even residents themselves sometimes explained the value of life in the ward as “you ren 

guan” (有人管, effectively, there are people watching over) or criticized it as “mei ren guan” 

(没人管, effectively, there’s no one watching over). The term tigong fuwu  or fuwu (提供服务 or 

服务, provide with care/services or to serve) was also used, often when staff or families were 

trying to be respectful of the residents in the ward (see Chapter 4). This phrase cast older adults 

as consumers, even though residents’ family members were almost always the true decision 

makers when it came to assessing the care in Unit 1. As such, tigong fuwu or fuwu resonates with 

what Hong Zhang (2017) and others (notably Keimig 2021) have described as the 

commercialization and commodification of elder care more generally in mainland China. A final 

term that was used regularly by families and staff in Unit 1 was hong (哄, to coax or deceive to 

keep in good humor). This primarily described strategies for getting residents to do things they 

were resisting (e.g. to take a shower, eat, or go to bed at a particular time), as well as a general 

																																																																				
43	Keimig	also	observes	this	use	of	zhaogu	at	her	research	sites	in	Shanghai	(Keimig	2021,	123).	
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attitude one sometimes needed to have when interacting with residents (e.g. “yao hong tamen” 

(要哄他们, you have to coax them)).  

Of these “cares” that I actually heard used regularly within Unit 1, it is significant that 

three of the five connote childcare: zhaogu, guan, and hong (to take care of, to oversee/have a 

care for/manage, and to coax or deceive to keep in good humor). Nearly ten years ago I 

conducted interviews with elder care providers at a hospice facility in Beijing. At the time, I was 

struck by how many of the staff described their patients with the phrase, “older adults are like 

children”44. This made me attentive to descriptions of residents as being “like children” during 

my fieldwork at Summit Care, as well, and when I asked family members and staff what 

similarities they saw, they frequently replied using the word hong (哄, to coax or deceive to keep 

in good humor). As the daughter of one resident in Unit 1 put it, she had to “coax” her mom to 

get a haircut by telling her that she would not be able to continue getting showers if she did not 

get a haircut and the haircut was already paid for and was non-refundable (all of which was 

untrue). She said that in the past she would never be able to “coax” her mother like this, and she 

would never need to; her mother would have taken care of necessities like getting a haircut 

independently. In other words, older adults were like children because they did not know what 

was in their best interest and needed a caregiver to step in and tell, convince, deceive, or “coax” 

them to do what was right.  

This understanding resonates with Julie Livingston’s descriptions of care in an oncology 

center in Botswana when she writes: 

 
any medical system is built on the premise that patients cannot fully care for themselves.  
Therefore, paternalism in the sense of moral obligation inherent to the acknowledged, 
structural inequality between caregivers and care-receivers is necessary in order to 

																																																																				
44老年人跟孩子一样	
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provide care for those who are vulnerable.  This extends to those who provide care in the 
home (relatives) as well as those who provide care in institutions (doctors and nurses). 
(Livingston 2012, 166) 
 

And yet, at Summit Care, the hierarchy between care provider and care recipient was inflected 

with multiple, competing inequalities. Staff treating the older adults in the ward paternalistically 

made sense in terms of their physical and cognitive impairments, but it also seemed absurd given 

the clear socioeconomic power most of those older adults had relative to their caregivers. As in 

many caregiving settings in China and elsewhere, the residents in Unit 1 often were 

comparatively well educated, wealthy consumers (or at least family members of consumers) of 

the services staff offered. Relative to their caregivers, these older adults (either directly or via 

their adult children) theoretically had power in this setting. And yet, countless aspects of 

residents’ daily lives in Unit 1 were decided on the whims of its staff. 

The kind of care staff provided residents with in any given interaction related in part to 

how they perceived their relationship to the residents in that moment. If residents needed medical 

or hygiene related care, they were often treated as “patients” in need of zhao liao or zhao gu, 

respectively. If they resisted needed care, they could easily become treated “like children” in 

need of hong. If staff felt the need to be particularly respectful or cast residents as “clients” they 

were offered fuwu. When they were simply “residents” in the ward with no immediate needs, 

they required someone to look out for them and guan. While individual residents could receive 

different types of care from one moment to the next, I suggest they were effectively being “cast” 

by staff and family caregivers as different kinds of care recipients and that each casting related to 

different forms of care practices. 
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“A	good	life	in	old	age”	

Though I initially tried to translate “good care” directly as suowei ‘hao’ de yanglao (所谓

‘好’的养老, so called ‘good’ elder care), I ultimately chose to translate “good care” as hao de 

laonian shenghuo (好的老年生活, a good life in old age) when interacting with research 

participants. I chose this expression because I found that it seemed to anchor conversations about 

care in a clear end-point (achieving a “good life in old age”). In this way, it helped hold open 

many possible translations for “good care,” allowing participants to explain which kinds of 

“good care” most resonated with them and their role(s) in Unit 1 as we discussed what they 

thought “good life in old age” might involve.  

Looking more closely at the stories and experiences of a particular resident can help to 

illustrate some of what “good care” meant for daily practices beyond the limitations of what 

terms for describing it can capture individually. 

 

Grandpa	Fei	

When I think about “good care” in Unit 1, so many of its discordant themes seem to echo 

through my friendship with Grandpa Fei – staff’s attempts to balance residents’ safety and 

wellbeing, families’ shifting desires to shield their loved ones from threats and support them 

despite limited resources, my own conflicting desires to observe and enrich daily life in Unit 1. 

Thinking about Grandpa Fei also brings up my own insecurities about how to describe the 

friendship we developed and the impact it undoubtedly had on my perceptions, experiences, and 

writings related to Unit 1.  
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In his mid-eighties, Grandpa Fei had been a resident of the ward for over three years by 

the time I finished my fieldwork. He had moved into Unit 1 after a debilitating stroke highly 

impaired his speech and initially made it impossible for him to control the left side of his body 

and prevented him from walking. While living in the ward, Grandpa Fei attended physical 

therapy and speech therapy sessions several times a week. Slowly, he regained the ability to walk 

short distances with the help of a three-pronged cane and a nurse’s aide. Though his speech 

remained difficult to understand, it too marginally improved. Grandpa Fei, in other words, could 

be seen as an excellent example of a resident who experienced significant physical benefits as a 

result of moving to Summit Care.  

To my American eyes, Grandpa Fei’s demeanor – always insisting on expressing his 

needs and demanding staff response – also made him seem like a kind of resilient success story 

for the ward. He religiously reminded staff to take him to his physical therapy sessions. He 

refused to wear an adult diaper and instead timed his water intake to align with a set schedule of 

bathroom breaks that he and his children had negotiated with Unit 1 staff. Not only that, but he 

then enforced this schedule (as best he could) by keeping a close eye on the large clock in Unit 

1’s main activity room and persistently calling out at the appointed times.  

Grandpa Fei also had tools to support his agency in a way that other residents lacked. 

Unlike the majority of those living in Unit 1, Grandpa Fei had an old, “brick”-style cell phone 

that he used to call his adult children to ask when they were visiting next or to let them know he 

was running out of snacks or needed them to buy something for him. His physical therapy 

sessions offered not only a regular “activity” outside the ward, but also a series of exercises that 

he could busy himself with practicing as he sat in Unit 1 trying to pass the time.  



	 49	

And yet, despite his proactive approach to navigating the institution and the resources 

available to him, despite the fact that he actually had experienced physical improvements as a 

result of being in Unit 1, Grandpa Fei was miserable. For all his physical therapy and speech 

therapy sessions, Grandpa Fei primarily spent his waking hours staring out the unit’s barred 

windows or attempting to nap in his chair for as long as he could until a staff member spotted 

him and nudged him awake. He was deeply depressed, sometimes saying that every day in the 

ward was the same, that he would rather be dead, and that there was no point living like this.  

As the child of an affluent family in 1930’s China, Grandpa Fei had been born into 

privilege and seen his opportunities and quality of life steadily decline over time45. His adult 

children explained that Grandpa Fei carried a bitter, lasting resentment over all that he and his 

family had lost and that it fueled his alcoholism and dysfunctional relationships with just about 

every person in his life -- his deceased wife, his children, and countless past colleagues at work. 

While in Unit 1, Grandpa Fei frequently was left to wait – sometimes for a few minutes, 

sometimes for up to half-an-hour – whether he called out for someone to refill his water cup or to 

take him to the bathroom. While some relatives would have insisted on staff being more 

responsive, Grandpa Fei’s children were often more likely to empathize with staff complaints 

that Grandpa Fei was too demanding than they were to empathize with his complaints that staff 

were not meeting his needs.  

 

																																																																				
45	Like	Jessica	Robbins	describes	in	her	evocative	ethnography	of	aging	in	Poland,	Grandpa	Fei	also	seemed	to	
understand	his	life	as	story	as	“following	a	path	that	is	tied	to	the	life	of	the	nation”	(Robbins	2021,	15),	though	not	
always	in	a	positive	way.	Many	Unit	1	residents	were	deeply	patriotic,	however,	and	singing	revolutionary	songs	
that	all	of	the	residents	had	learned	in	their	youth	was	a	common	(and	generally	well-received)	group	activity.		
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Stories	of	and	as	care	

In the absence of being able to cure Grandpa Fei’s medical issues and return him to a life 

of independence outside of Summit Care, people around him instead attempted to offer care 

through stories. His adult children knew that Grandpa Fei desperately wanted to return to his 

own home, and they initially nurtured that hope, promising that he would go home once he 

regained the ability to go to the bathroom without assistance. I saw this as a fictional story told to 

Grandpa Fei rather than a statement of fact because his adult children also explained to me one-

on-one that they were confident their father would never be well enough to meet this agreed 

upon standard of independence. They also said that even if he somehow became well enough, 

they did not feel comfortable with him living alone, nor would they feel comfortable with him 

living with any of them. This meant Grandpa Fei was not going to leave Unit 1, regardless of 

how well his physical therapy did or did not progress. Though this story appeared to be well-

intentioned, as the years passed, it seemed to become another weight for Grandpa Fei to carry. If 

the story was true, what was he still doing waking up every day in Unit 1?46  

While Grandpa Fei’s children and caregivers half-heartedly attempted to keep his spirits 

up, they also exchanged stories to support one another in their care of him. For example, in 

addition to telling Grandpa Fei the hopeful sounding story about his own capacity to recover, his 

adult children also offered stories to the Unit 1 staff to help them frame and process their 

interactions with him. It was Grandpa Fei’s children who told staff that he had been raised in a 

																																																																				
46	This	resonates	with	Seaman	and	Stone’s	argument	that	assessing	the	use	of	deception	in	care	for	people	with	
dementia	requires	attention	to	the	motives,	modes,	and	outcomes	of	that	deception	(Seaman	and	Stone	2015,	67).	
In	Grandpa	Fei’s	case,	while	the	motive	(to	calm	and	encourage	him)	and	the	mode	(telling	him	he	could	go	home	
once	he	was	able	to	go	to	the	bathroom	independently)	stayed	the	same,	the	deception	produced	both	positive	
results	(initially	motivating	Grandpa	Fei	in	his	physical	therapy	and	leading	to	small,	short-term	improvements	in	
his	speech	and	mobility)	and	negative	results	(making	Grandpa	Fei	feel	increasingly	depressed	over	time	when	the	
promised	return	home	did	not	occur)	(ibid,	68).	



	 51	

house with servants; a detail that was then used to cast Grandpa Fei as the unreasonable, 

unpleasable old man in the narration of his present circumstances. Sharing such information with 

staff seemed to be a way for Grandpa Fei’s children to show care and support for the people 

working to meet his daily needs. It gave staff permission to ignore his requests if needed, and to 

scold him for calling out too frequently or too insistently for help with tasks they felt were not 

urgent or necessary. It also gave staff a way to make those actions (which were effectively part 

of their own self-care) compatible with the narrative that they were doing a good job. It reassured 

them that Grandpa Fei’s children were satisfied with the care he received – so much so that they 

took the extra step of telling the staff that they knew their father would sometimes ask for too 

much and they felt staff could ignore his requests in those moments. Since Grandpa Fei’s 

children ultimately had the power to decide whether or not he remained in the site, their 

satisfaction with the care being offered was a far more pressing concern for staff than Grandpa 

Fei’s satisfaction47. 

And yet, I do not believe that Grandpa Fei’s children were actually satisfied with Unit 1 

staff to such a strong degree. Like several family members I spoke with, Grandpa Fei’s children 

explained that they had even gone so far as to visit other care sites in the hope of finding a 

facility that could better meet his needs. Despite some frustrations with staff, they felt they could 

not move Grandpa Fei because so few of the local eldercare facilities were equipped to meet his 

medical needs related to his stroke. His children also accepted that no institution could offer 

perfect care. One of them even explained feeling that their father’s difficulties in getting along 

with Unit 1 staff was in part because “my ability to restrain [him] is too weak”48. While physical 

restraints were a complicated part of many residents’ care in Unit 1 (Chapter 4), Grandpa Fei’s 

																																																																				
47	See	Chapter	2	for	more	on	the	role	family	members	played	in	assessing	and	shaping	care	practices	in	Unit	1.	
48我约束能力太差了	
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child was using the verb yueshu (约束, to restrain) metaphorically, describing difficulties with 

setting and maintaining boundaries while interacting with Grandpa Fei. When seen from this 

perspective, his children giving staff justifications for sometimes ignoring Grandpa Fei’s 

demands can be understood as care for the staff and, by “restraining” him and pushing him to 

adjust his expectations for daily life in the ward, Grandpa Fei, as well.  

Staff also told stories to Grandpa Fei’s children as part of caring for him. One genre was 

stories about how difficult Grandpa Fei was. He rang his call bell 18 times in one night because 

he could not sleep. He demanded bathroom trips when staff were overwhelmed with diaper 

changes. He periodically refused to eat meals from the cafeteria because the sauce was too spicy. 

The moral of these stories often seemed to be underscoring just how committed and tolerant the 

staff were; how they were doing their best to meet the needs of an overly demanding man. 

Although these stories were about Grandpa Fei, their clear audience was his children. On one 

level, the stories conveyed that Grandpa Fei’s basic needs were being met (care as zhaogu) and 

monitored (care as guan). Someone was paying attention to his night-time call bells and even 

tracking the number of times he rang, paying attention when he called out for a diaper change, 

and providing him with regular meals and monitoring his eating. In the context of these stories, 

any of Grandpa Fei’s demands that staff were unable to meet often seemed to be presented as 

simply not in-line with the “services” (fuwu) that were possible in a busy ward. By centering his 

children as the primary audience of these stories, staff cast Grandpa Fei as no longer the sole, or 

even the most reliable, narrator of his own needs. 
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A	particular	kind	of	story:	Pictures	worth	a	thousand	words	

One set of practices related to story-telling and care in Unit 1 – for Grandpa Fei and for 

all residents – was taking, editing, and sharing photos of residents in a staff-managed WeChat 

group for Unit 1 family members. Just as Arthur Frank argues that through brochures, 

“Institutional medicine is asserting its preferred narrative” for patients’ stories (Frank 2013 

[1995], 79), in Unit 1 a preferred narrative was asserted not only through brochures like the ones 

quoted at the beginning of this chapter, but also through this family WeChat group.  

WeChat has been described as, “the most popular social media platform in mainland 

China, with over 1 billion active users [worldwide]” (Luan et al. 2020, 1). Beyond combining 

aspects of Facebook, Instagram, texting, video chat, and blogging, WeChat also allows users to 

do everything from managing stock portfolios and medical information, to renting bicycles, 

doing online shopping or paying for produce from in-person vendors at local markets, ordering 

food to be delivered via app or paying for a meal in a restaurant, getting directions or sending 

real-time GPS coordinates of one’s location, giving or sending money as a gift or to pay a bill, 

calling cabs or purchasing train, plane, and movie tickets. WeChat does it all. A WeChat group 

was therefore a natural option for staff to use when communicating with residents’ families.   

Beyond the family group, however, WeChat still offered many important communication 

channels for staff in Unit 1. There was a social WeChat group where staff could commiserate 

and discuss plans for future outings, group meals, and other social activities inside and outside 

the ward. There was a work group where staff could share updates about how patients were 

doing (including photos or video clips) or updates about family demands, issues in the ward, or 

reminders for the whole staff. There were countless sub-threads where groups of staff shared 

more candid conversations about work and life more generally with one another. There were 
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one-on-one threads between staff at all levels – nurse’s aides, nurses, doctors, and leaders in the 

ward – with family members where individual residents’ health updates or other more sensitive 

topics could be discussed in relative privacy49. Among these other options, the family WeChat 

group offered a place for the designated contact person for each resident to see daily updates 

about all the residents in the ward, as Unit 1 staff posted upbeat photos and information about 

how residents were doing.  

Sitting in Unit 1 and watching these photos being taken was often a bit surreal. While 

staff sometimes caught residents in moments of genuine joy or connection – doing something 

cute like napping on a neighbor’s shoulder – the photos shared in the family WeChat group were 

frequently highly staged. Staff would seek out a particular resident who needed to have a photo 

taken, adjust the resident’s clothing and position in their seat (or ask another staff member to 

move them into a supported standing position), tidy the surroundings of wayward tissues and 

cups, perhaps add in a new prop like a newspaper or book for the resident to hold, and then begin 

offering cues like, “smile” or “look over here.” Once a photo was taken, the staff member 

responsible would assess the image and sometimes edit it by adding a playful filter (e.g. images 

of sparkles or hearts around a resident’s face or animal ears and whiskers over their face) or 

bring it to Unit 1 leadership for approval before posting it to the family group. In that process, a 

photo could be rejected and retaken if the resident did not seem sufficiently happy or if problems 

were identified with the way staff were behaving in the foreground or background of the image. 

For example, I once saw a photo rejected because, despite smiling faces as a staff person helped 

a resident walk down the hallway, the staff person’s hand was not in the designated “safe” 

																																																																				
49	I	say	“relative	privacy”	because,	in	addition	to	the	Chinese	government	having	the	ability	to	monitor	information	
shared	and	stored	on	WeChat,	it	was	not	uncommon	for	screenshots	of	one-on-one	interactions	to	be	copied	and	
shared	in	larger	group	threads	by	staff.	
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position on the resident’s arm to keep them from falling if they accidentally stumbled. Such 

photos had to be retaken because, in the wrong hands, they could be used as evidence of bad care 

in a family member complaint.  

While this may seem like a somewhat troubling falsification of images in a Euro-

American setting, as Susan Blum writes: 

 
Moral evaluation of deception, rusing, lying, exaggeration, and all their cousins depends 
on their consequences and contexts. Unlike the first-order approximation in the United 
States, where such actions are automatically deplored, in the Chinese context we find no 
automatic criticism of these non-truthful actions. They can perhaps attain a higher good, 
relying on a higher notion of social truth or justice or welfare. Complex ruses may be 
admired for the planning, intelligence, cleverness, and knowledge that is required. (Blum 
2007, 44)  
 

Blum argues that while deception is part of human interaction everywhere, “there are also facets 

that are specific to China. Some of what is unique are (1) the domains in which deception is 

practiced and (2) the ways specific instances of deception are regarded in the context of other 

behavior” (Blum 2007, 135). Blum puts forward what she refers to as “guiding principles for 

China – at least for urban Han China” (ibid, 19), which are particularly useful for understanding 

WeChat images as stories of care in Unit 1. Blum writes that these “guiding principles” in China 

are: 

 
Consider consequences. 
Anticipate others’ responses. (theory of mind) 
Give and save face. 
Consider power and role. 
Guard information. 
Select script. 
Keep track of inside and outside. 
Avoid transparency. 
Thicken interactions. 
Do the right thing in context. 
Consider bystanders. 
Take relationships as primary. 
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Language is culture, not (only) nature. 
Performance counts. 
Proclaim loyalty and affiliation. 
Trust! And suspect. (Blum 2007, 19) 

 
In the context of these principles, the staged and/or edited images of residents in Unit 1 

become legible as stories where staff behaved morally in many ways. They considered 

consequences, anticipated others’ responses, and considered power and role because, as staff, 

they needed to send images that were presented well so that families would not get upset and 

potentially exercise their power to file a complaint against the ward or move their loved ones to 

another site. They gave and saved face, did the right thing in context, considered bystanders (e.g. 

unknown third-parties to whom the images might be forwarded), and incorporated the idea that 

performance counts in and of itself because polished images reinforced that family members had 

made the right choice in bringing their loved ones to Unit 1 and that staff were doing well at their 

jobs because residents were shown to be thriving in the images (regardless of how representative 

those images were of residents’ overall experiences). And they protected the ward by helping 

leadership to guard information (e.g. about times in residents’ daily experiences when they were 

not thriving), to select a script (e.g. edit and select images that presented the ward how they 

wanted), to keep track of inside and outside (e.g. by creating a partially-monitored system for 

regulating which images were shared beyond those physically in the ward), to avoid transparency 

(e.g. by curating select images rather than offering constant access to images), and to thicken 

interactions (e.g. by creating a regular mechanism for staff to have positive interactions with 

family members about their loved ones’ care).  

The way these photos were shared suggests that staff prioritized the gaze and assessments 

of those outside the institution and particularly saw family members as important assessors of 

their work. Not only did they hope to make family members feel cared for by staging and sharing 
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positive images of residents with them, but they also saw family members as important potential 

threats to their institution, as poorly staged photos could be used as “evidence” of inadequate 

care in family complaints. This suggests that there was an intentionality behind the photos, but 

that it centered more on self-preservation among staff than a fully affective intentionality toward 

residents or their families. 

Blum’s framework for understanding moral evaluations of lies and deception in Chinese 

social interactions50 is useful for understanding not only how these photos were taken, but also 

how residents’ family members described receiving them. On the one hand, it was clear that 

residents’ family members did not necessarily see the photos as accurate representations of daily 

life in the ward. As the relative of one resident told me, “I don’t even look at these [photos] 

anymore”51. After struggling to find the right words, this person explained understanding that 

staff were posting photos to the WeChat group to “put families’ minds at ease”52 and thinking 

staff “do pretty well”53 at achieving that goal through their posts. This family member then 

continued and said seeing the pictures being taken while visiting the ward led to the realization 

that, “when [staff] are taking the pictures, they…coax the old people, you know. Then suddenly 

when an old person smiles a little, [they] immediately snap a picture, just like that…actually 

[staff] want to put families’ minds at ease, you know. I think it has this function. How the rest of 

the day really went, only they know that. We still don’t know [that]”54.  

																																																																				
50	Blum	focuses	specifically	on	lies	and	deceptions	individuals	tell	one	another	in	interpersonal	exchanges,	but	I	
argue	that	her	insights	apply	to	the	story-based	communication	that	occurred	verbally	and	through	images	in	the	
family	WeChat	group	in	Unit	1,	as	well.	
51	“我现在都不看这些了”	
52	“让家人放心”	
53	“比较好”	
54	“他们照的时候，他们。。。哄老人嘛，然后突然老人一笑一下，马上就照一下，就这个。。。其实他们
也是想让家人放心嘛，我觉得起了这个一个作用。其他的那一天是真的怎么样，那只有他们才知道，我们
也不知道。”	
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In terms of daily care practices, the production and sharing of happy resident photos 

seemed to give this family member “peace of mind” by providing evidence that the resident 

pictured had been genuinely cared for in the photo staging process. Seeing a photo of a smiling 

loved one could tell families that their relative had experienced something that made him or her 

happy; it just could not tell them “how the rest of the day really went”55. While the residents’ 

circumstances may have been improved briefly as a result of having their pictures taken, the 

primary recipient of the “care” such photos offered seemed to be residents’ family members. 

Knowing the photos were staged did not make the family member quoted above see them 

as immoral deceptions56. On the contrary, this person not only claimed to understand staff 

members’ intentions behind sending the photos, but then even went on to praise staff as “do[ing] 

pretty well” in taking them. In other words, just as Blum’s framework would suggest, this family 

member felt that because staff had staged the images (performance counts) staff had behaved 

morally and even shown respect (give and save face) and offered a kind of care to the family 

members by putting their “minds at ease” (take relationships as primary). That the family 

member felt staff “do pretty well” while also acknowledging that the photos are no indication of 

“how the day really went” simply conveys the family member’s role as the optimistic yet 

skeptical recipient of the images (Trust! And suspect). Seen in this way, the one shortcoming of 

the photo-staging seems to be its inability to fully embody the care ideals the photos conveyed. 

When residents’ family members physically visited the ward, they might see residents coaxed 

																																																																				
55	Emphasis	added.	
56	Though	Arthur	Frank	focuses	on	primarily	on	self-narratives,	this	point	resonates	with	his	argument	that,	“even	
edited	stories	remain	true.	The	truth	of	stories	is	not	only	what	was	experienced,	but	equally	what	becomes	
experience	in	the	telling	and	its	reception”	(Frank	2013	[1995],	22).	This	suggests	that	even	for	highly	altered	
stories	(in	this	case	told	through	altered	images),	“The	more	reconstructed	the	story,	the	more	powerful	the	truth	
of	the	desire	for	what	is	being	told,	as	the	corrected	version	of	what	was	[or	in	the	case	of	Unit	1,	is	currently	
being]	lived”	(ibid).		
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into particular kinds of images (a failure to keep track of inside and outside), and the gap 

between what the photos showed and what residents experienced immediately beforehand would 

become apparent. 

Recent research on health information sharing on WeChat among older adults in China 

suggests similar dynamics at play. Specifically, it shows that the credibility of health information 

did not always impact whether or not older adults shared it (W. Wang, Zhuang, and Shao 2020). 

Sometimes the act of sharing is more meaningful than the content of that which is shared. This 

can be true whether one’s goal is to give and save face, to thicken interactions, to do the right 

thing in context, to take relationships as primary, or simply because it allows one to perform 

concern for another person and performance counts. Seen through this lens, the “gift-like” (ibid, 

10) act of communicating via photos in the Unit 1 family WeChat group becomes legible as a 

tool for strengthening staff relationships with residents’ families, and for families in turn to 

strengthen relationships with people in their wider social circles. This was the case regardless of 

how representative such photos were. 

By creating idealized depictions of life in Unit 1, the photos shared in the family WeChat 

group offered a way for staff to provide care to residents’ families, and arguably to residents 

themselves. Blum writes: 

 
In everyday contemporary contexts, cheng (‘sincerity’) and chengshi (also ‘sincere’) 
signify not necessarily honesty and truthfulness, but rather a moral stance that suggests 
willingness to be taught by appropriate authorities, and a kind of humility, a stance 
toward one’s expected role…It can mean sounding sincere and heartfelt – which is not to 
say the performance has to belie a match with real thoughts and feelings, nor does it 
require such a match. What is crucial is the performance; a match with internal states is 
incidental (Performance counts.) (Blum 2007, 193-194) 

 
To the extent that residents, families, and staff felt the photos had been taken in ways that 

appeared “sincere and heartfelt,” they could be perceived as sincere and moral acts. For families, 
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these images additionally offered a concrete tool for strengthening their relationships in their 

own social networks because they could then circulate these happy photos as evidence that their 

loved ones were doing well in Unit 1. Even one of Grandpa Fei’s children told me that photos 

staff took of me and him sitting together were frequently shared in the family WeChat group57 

and that his children would regularly forward them on to their more extended family to show 

them how well their father was doing.  

 

An	ethnographer’s	story	

Throughout this dissertation, I struggle with what Arthur Frank describes as, “the 

question of what can be said about a story of primary witness, and to what extent the story has to 

be left to speak for itself” (Frank 2013 [1995], 22-23). Unit 1’s story would be told very 

differently if it was written by a person on staff, or by a family member of a resident, or by a 

resident. And yet, in addition to telling my experiences of Unit 1 through this dissertation, it also 

feels important to reflect on ways I too was entangled in attempts to provide care through stories 

while in Unit 1. This was especially true when it came to my interactions with Grandpa Fei. 

Though I followed staff in referring to him as “Grandpa Fei” when I was in the ward, when I 

mentioned him to people in my life back home, I used a more emotionally accurate shorthand 

and simply called him, “my friend guy.” 

For months, I sat beside (or at least nearby) Grandpa Fei as I observed the main activity 

room in Unit 1. In a space where so many residents tended to look around the room without 

seeming to follow what was happening, Grandpa Fei’s focused and persistent eye contact stood 

																																																																				
57	Because	I	was	never	added	to	this	group,	I	relied	on	staff	and	family	descriptions	of	it	and	times	when	staff	or	
family	members	would	show	me	exchanges	taking	place	in	it	on	their	phones.	
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out. After looking up from my notebook several times to see him staring at me early in my 

fieldwork, I went over to ask how he was doing. As the months went by, I slowly got to know 

Grandpa Fei and tried to help him when I could. When his cellphone charger broke, and he felt 

like the staff and his children were not replacing it fast enough, I prodded them to see if they had 

made progress toward acquiring a new one. When he left for physical therapy appointments in 

another ward, I joined the residents who sat near him in keeping an eye on the possessions he left 

to save his place at one of the ward’s large tables. In the long stretches of unscheduled, 

institutional time, we chatted. I shared pictures from my life in the United States, created English 

language practice sheets for us to go through on pages of my notebook, played puzzle games I 

had learned on the bus to summer camp as a child, and spoke with Grandpa Fei about his life 

before and outside the place where we sat. Though I made an effort to get to know and support 

many of the residents in Unit 1, Grandpa Fei became one of my closest contacts.  

One day, after asking my usual opening questions – “How are you today?” “Have you 

eaten?” “Did you sleep well last night?” – and receiving Grandpa Fei’s usual replies – “Fine.” 

“Yes.” “No.” – it occurred to me to ask if he had had difficulty sleeping before coming to 

Summit Care. He told me that, yes, for many years, he regularly failed to sleep through the night. 

But, it used to not be a problem, he said, because he would wake up, go to his computer, and 

play weiqi (围棋, literally “surrounding chess”) online until he either fell back asleep or simply 

passed enough time until he could start his day.  

Wei qi is commonly referred to in English as “Go,” a name derived from its Japanese 

name igo (囲碁). The American Go Association answers the question “What is Go?” with the 

paragraph: 
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Go is [an] ancient board game which takes simple elements: line and circle, black and 
white, stone and wood, combines them with simple rules and generates subtleties which 
have enthralled players for millennia…Draws are rare, and a typical game retains a 
fluidity and dynamism far longer than comparable games. An early mistake can be made 
up, used to advantage, or reversed as the game progresses. There is no simple procedure 
to turn a clear lead into a victory -- only continued good play. The game rewards patience 
and balance over aggression and greed; the balance of influence and territory may shift 
many times in the course of a game, and a strong player must be prepared to be flexible 
but resolute. Go thinking seems more lateral than linear, less dependent on logical 
deduction, and more reliant on a "feel" for the stones, a "sense" of shape, a gestalt 
perception of the game. (“What Is Go?” 2021) 

 
While a game won through “gestalt perception” might seem like an intriguing addition to a 

dementia care ward, the need for “patience and balance,” for “continued good play” as one keeps 

track of a complex and ever-changing board, offers a less natural match.  

In any case, there was no Go set in the ward and no way for Grandpa Fei to access a 

computer to play electronically. Now when he could not sleep, Grandpa Fei just lay awake 

uncomfortably in bed unless the staff agreed to give him sleep medicine58. In my naïveté, when I 

learned about Grandpa Fei’s previous hobby, I immediately found a small, inexpensive Go set 

online and asked staff if I could give it to the ward. Initially, they were concerned that the small 

game pieces could become choking hazards. However, they ultimately decided they could keep it 

in a locked drawer in the ward’s activity room and simply take it out if residents like Grandpa 

Fei wanted to use it during supervised down time. When I first showed Grandpa Fei the set, he 

seemed reluctant to even look at it. And yet, when I asked if he wanted to play, he nodded “yes.” 

With that, we began frequent, albeit limited, lessons in Go and wuziqi (五子棋, literally “five son 

chess,” a far simpler connect-five game played with the same board and pieces as Go).  

																																																																				
58	Grandpa	Fei	told	me	he	needed	sleep	medicine,	and	when	he	took	it	the	medicine	usually	worked,	but	staff	
often	refused	to	give	it	to	him.	Staff	explained	that	while	there	was	a	sleep	medication	they	gave	him	on	occasion,	
they	usually	refused	to	give	him	anything	or	simply	gave	him	a	sugar	pill	placebo	because	they	were	worried	about	
him	developing	too	high	a	tolerance	for	the	real	medication.	
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Though I quickly got to a point where I could match Grandpa Fei in wuziqi, we always 

struggled with Go. Despite many attempts and the best intentions, I could not seem to grasp the 

nuances of the game. After frustrating efforts to make sense of Grandpa Fei’s cryptic instructions 

– “you have to play defense and offense,” “you’ll lose players if you go there” – I began 

watching online videos, looking for Go tutorial phone apps, and browsing for Go books. Though 

Grandpa Fei’s explanations were sometimes difficult to understand because of his difficulty 

enunciating after his stroke, I tried my best to learn, and he tried his best to teach me.  

Even after it became clear that we were unlikely to ever be well-matched at Go, we 

continued to play, and our playing provoked what I came to see as meaningful reactions from 

those around us. Residents (particularly new male residents) would periodically stand over our 

table and watch our games, much as I imagined they might have done in public parks before 

coming to Summit Care. The older, more lucid women who sat near Grandpa Fei in the main 

room would periodically comment on how smart he was – they had never learned to play Go, 

and what they perceived as his ability to play (in addition to his ability to speak and read some 

English when talking with their resident anthropologist) seemed to raise him in their estimation. 

When Grandpa Fei’s daughter saw me playing with him on one visit, she said, in what seemed to 

be an incredulous and hurt tone, that he had never been willing to teach her. I learned from her 

that in his child rearing years Grandpa Fei had felt Go was a game for boys (and for all I know 

my difficulties grasping it only reinforced that idea as he sat in Unit 1). After one of his sons 

repeatedly saw us playing together he told me that his father taught him to play when he was 

young but had always been a harsh critic. According to his son, Grandpa Fei had lost the ability 

to play Go well following his stroke. Like the many photographs shared in the family WeChat 

group, images of Grandpa Fei and me playing Go seemed to capture many possible stories – 
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about who our onlookers were and who each of us was, as well. But, like the residents in the 

photographs, I was only part of such stories, rather than the narrator of them (at least, until now). 

When I told stories about our Go games it was because staff and visitors coming through 

Unit 1 saw us playing and asked me (as if Grandpa Fei were not there): “Can he really play?” 

Every time this question came up, I immediately answered, “Yes! He’s really good. He beats me 

all the time.” For some, this elicited replies (now directed at Grandpa Fei) like “Not bad!” or 

“Really impressive!” Other people would stay and watch us for a few moments, as if to see for 

themselves whether or not he could “really” play. More often than not, these passersby would 

give some sign of acknowledgment to me, a smile and nod or a faux impressed (perhaps 

pandering?) exclamation of “Wa!” before going about their business without interacting with 

Grandpa Fei at all. Considered in relation to Blum’s analysis of deception in Chinese social 

interactions, I see the intensity of my responses to this question as what Blum describes as, 

“performing praise” where one exaggerates in a moral effort to “consider bystanders” and “cause 

witnesses to perceive the praised person’s merit” (Blum 2007, 52). As Blum explains, in such 

situations, “It is not sufficient to say what one would have said if alone in a room” (ibid). 

These interactions always stood out to me because they echoed the other kind of question 

staff and visitors to the ward frequently asked me about my interactions with Grandpa Fei: “Can 

you really understand him?” On the one hand, this was a reasonable query. As a 20-something, 

visibly non-Chinese woman, I could not fault anyone who happened upon me sitting in Unit 1 

for wondering whether or not I really understood the mixture of Mandarin and Sichuanese 

swirling around me. While nearly a decade of language study and years of living in Sichuan on 

and off did in fact allow me to understand the vast majority of what was being said, there would 

have been no way for someone who saw me sitting with Unit 1 residents to know that.  
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However, the question was not asked “Can you really understand him?” so much as “Can 

you really understand him?” On the surface, this, too, was fair. Grandpa Fei’s speech had been 

significantly impaired by his stroke. He spoke slowly and struggled to enunciate and to project 

his voice without yelling. As a result, multiple staff members initially told me that he “could not 

communicate.” Over time, I began to see such statements more as a commentary on Grandpa 

Fei’s environment than on his ability to speak and be understood. It seemed to me that staff could 

not understand Grandpa Fei because they often did not have the time to listen carefully to what 

he was saying. I, who had the luxury of boundless and unstructured time, could sit and patiently 

wait for Grandpa Fei to form words. If I was unsure of what I had heard, I could take a moment 

to repeat it back to him followed by “is that right?” so he could easily say or even just nod “yes” 

or “no” to confirm. And, because I spent time talking with him, over time, I became more used to 

his pronunciation, making it steadily easier to continue talking with him.  

Having experienced this change in my own ability to understand and communicate with 

Grandpa Fei over time, I felt frustrated by staff claims that he simply could not be understood. In 

the same way that passersby would ask me if Grandpa Fei could “really play” Go, staff asking if 

I could “really understand” him seemed like attempts to recast him from being the narrator of his 

own story to a passive pawn within it, as if people were asking permission to disregard whatever 

preferences or experiences he might voice.  

At the same time, looking back on these interactions now, I wonder if the real aim of 

these questions was for those who saw the two of us interacting to better hone their own 

approaches to his care. Was he “an old person like a child” who needed to be “coaxed” and 

protected from inadvertently acting against his own best interests? (In which case, were my 

adamant claims that he could still play Go simply interpreted as paternalistic white lies told to 
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encourage a child?) Was he an “elder” or consumer to be “served or provided with 

care/services”? Was he a patient who needed medical treatment? Many types of residents lived in 

Unit 1, and part of the work of caring for them thus inherently became identifying or “casting” 

each as a particular kind of “old person” from one moment to the next. While Grandpa Fei’s care 

needs were constantly in flux, I began to see staff and visitor questions about his abilities as 

attempts at calibrating how they should interpret, engage with, or retell stories of his care.  

Still, when people asked me “Can he really play?” I could not help but wonder: What 

answer did they expect? There I was, clearly sitting next to Grandpa Fei, clearly at least 

attempting to play a game of Go with him. Did they imagine I might say, “no”? Did they assume 

that he was so far gone, and I so knowledgeable that I might confidently reply, “No, not really. I 

try, but he’s not getting it”? Their question seemed to imply that I could judge what Grandpa Fei 

could and could not do and would not reply, “How should I know?” or “I don’t know. I’m still 

trying to figure out the rules” even though, especially early on, that would have been an honest 

answer. Like his care in Unit 1, Grandpa Fei’s ability to play Go depended on who one asked. I 

could genuinely tell the story of his prowess, just as a brochure for the facility reasonably could 

have highlighted the initial improvement in his physical abilities as signs of good care in the 

ward. His sons genuinely could have told stories of his decline, his post-stroke inability to play 

Go, and the need for him to adjust his expectations and “restrain” himself to the point that he 

could accept and adapt to the more limited offerings of institutional life (even as they gave him 

empty promises of someday returning home). Staff could engage with those around him in 

honest attempts to gauge whether and to what extent their daily work of meeting his needs 

should involve directly interacting with him. The reality of Grandpa Fei’s circumstances – 

whether or not he really had physically improved while living in the ward, whether or not he 
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really could play Go, whether or not his speech really was difficult to understand –depended on 

who one asked and which interactions one happened to observe. 

 

Conclusion	

When I first brought the Go set to Summit Care, I imagined Grandpa Fei playing with 

staff, visitors, (when possible) other residents, or perhaps even against himself when I was not 

there. Just as I had entered Summit Care eager to help staff identify and respond to opportunities 

for offering even more “good care,” I had hoped that learning about Grandpa Fei’s previous 

hobby and providing staff with a tool for engaging it would naturally lead to its resurrection. The 

reality, as far as I am aware, was that the Go set primarily stayed locked in the drawer where it 

was first placed. The staff were too busy to play with him, and even if they had time, many did 

not know how to play Go and had no interest in struggling to learn from Grandpa Fei.  

The only times the Go set got used were when I borrowed the key ring from the nurse’s 

station and retrieved it to play with Grandpa Fei during my visits and, as staff told me, one time 

when a young group of volunteers came to the ward. During that visit, one of the young men in 

the volunteer group agreed to play Go with Grandpa Fei after the staff asked him. Apparently, 

the volunteer brashly and easily won. Afterwards Grandpa Fei was reticent to play. As frustrated 

as I was when I learned what happened, I realized that my story was partially to blame. Perhaps 

if I had not tried to care for Grandpa Fei by insisting on his continued ability to play Go, the staff 

would not have asked a volunteer to play with him, or at least the volunteer might have 

approached the game with more compassion for his competitor. For Grandpa Fei and me, playing 

Go offered what Felicity Aulino might identify as a ritualized part of the “care in the everyday” 

because it allowed us “a way of acting as if the world were a certain way, even when faced with 
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uncertainty or contradictory evidence” (Aulino 2019, 35). Our failed but continuously attempted 

matches gave us a way to connect not just in the moment but to something that had been 

meaningful to Grandpa Fei in the past. As Blum argues, the “performance counted,” and, as we 

attempted a game, we also could “give and save face” simply by maintaining the perception that 

our attempt was valid. Unfortunately, when we could not “keep track of inside and outside,” 

when a volunteer with his own relationships and priorities entered into the equation, it felt like a 

challenge to the morality of my decisions to praise and support Grandpa Fei’s Go playing. The 

tangible impact of my care-full story on actual practices within the ward suddenly seemed 

unruly. 

As a researcher, my struggles to cater to different audiences were entangled with those of 

the people around me – staff, residents, and families, alike – just like theirs were. As Arthur 

Frank writes, “The self is being formed in what is told” through self-narratives (Frank 2013 

[1995], 55), so too I would argue that care is “formed” or enacted through the stories told by 

those who engage in it. Though we all – staff, residents, families, and me – had our own 

priorities when it came to which forms of care mattered most, we also shaped one another’s 

understandings and practices of care through our own stories about it. Care, in other words, had a 

multitude of audiences, recipients, and providers, all defining it differently and calibrating their 

definitions in tandem based, at least in part, on one another’s actions. We were each other’s 

audiences, recipients, and providers of care in different ways and at different points in time. Care 

in Unit 1, whatever else it was, was a constantly shifting balance of needs and priorities that were 

actively negotiated through the stories we told. 

Like Sarah Pinto, I am reminded that “to call [these] stories or to emphasize their 

coherence is to miss what may be among their most important messages to us – that stories can 
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fail to hold together, and that there are things to be learned in the specific ways they fall apart” 

(Pinto 2014, 31). The truth is: even after months of periodically playing with Grandpa Fei, I 

could not say whether our struggles to successfully complete a game of Go were due more to his 

inability to explain the rules or my inability to match the depth to which he understood them. The 

truth is: it felt good to “play” even with only a shadowy grasp on the game. The truth is: we 

played because it gave us something to do. The truth is: I am not sure why we kept playing after 

it became clear that, whatever the reason, we were not a match for one another in the game. The 

truth is: I miss “my friend guy,” and I wish I could show him how much better I have gotten at 

playing Go since returning to the US and finding more English language tutorials. The truth is: 

the more I play, the more his initially inscrutable directions make sense. “You have to play 

offense and defense.” I’m finally getting it, and it makes me sad that I cannot tell him that. 

The moral of this chapter’s story is: How one understood care in Unit 1 depended on how 

one understood those participating in it.  
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CHAPTER	2:	Mei	banfa	and	Stretching	the	Flexible	Institution	
 

Overview	

 Building on the previous discussion of how “good care” was understood and narrated in 

Unit 1, in this chapter I look more closely at why and how such a wide range of daily care 

practices became normalized for different residents in the ward. I focus on the experiences of 

two residents – Granny Li and Luo Jinsheng – who each received dramatically different levels of 

care despite living in the same environment and being cared for by the same staff. Their stories 

illustrate the way residents and families stretched the boundaries of Unit 1’s care and in so doing 

produced a flexible institution where multiple, dynamically negotiated care standards could 

operate simultaneously within one site. By exploring why some resident needs were met with 

concrete interventions while others were dismissed as mei banfa (没办法, nothing to be done), I 

argue that Unit 1’s ability to meet a wide range of care needs as a flexible institution ultimately 

also required and reinforced a mei banfa ethics of engagement (Kulick and Rydström 2015, 17) 

among caregivers – both family and staff. The state’s limited involvement in providing eldercare 

created an opening for caregivers to use mei banfa as a justification, prioritizing institutional 

needs when the needs of patients or families threatened institutional stability or access to 

resources.  

 

Granny	Li	

 Li Shulan, or Granny Li as staff often referred to her, was a kind, heavyset, short woman 

with a warm smile and a short temper. Already in her eighties when I met her in 2015, Granny Li 

seemed to have mild to moderate dementia, and often enjoyed sitting and chatting with a handful 
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of three to five of the other more talkative women living in Unit 1. Having spent most of her 

career as a policewoman married to a policeman and having raised three children, Granny Li had 

a clear sense of how she thought things “should” be done. As her daughter put it when I asked 

how she would describe Granny Li, “My mom…is a very stubborn old lady…no matter what it 

is, if she thinks something is correct, then [it’s correct]…from another perspective, before, ah, 

throughout her life, she [was conscientious in her work], and also, just for everything, one meant 

one, and two meant two. She didn’t twist things around. She’s this kind of old lady”59. Within 

Unit 1, Granny Li spent most of her days sitting in the same spot at one of the large tables in the 

main activity room. She preferred activities that were, as she put it, you yong (有用, useful) or 

focused on xuexi (学习, studying) and particularly enjoyed practicing calligraphy and doing 

addition/subtraction math flashcards. Though she could walk very short distances with 

assistance, any time she moved between locations within the ward, it was via a wheelchair her 

family had provided and made sure to always store behind a potted plant in the main activity 

room so that she could keep an eye on it from her spot at the table.  

Granny Li’s children had a tremendous impact on her care, and she almost always had at 

least one of them by her side while living in Unit 1. In fact, when Granny Li had a cold, her 

children began a 24/7 rotation, with Granny Li’s youngest son sleeping in a hospital bed next to 

her or in a bed in one of Unit 1’s small activity rooms60. Her oldest son and her daughter would 

																																																																				
59	我妈。。。就是一个很执拗的老太太。。。什么事儿反正只要她认为是对的，就是对的。。。从另外一
个角度来说，她过去哈、她的一生当中，她的工作很认真，而且呢，就是对什么事儿都是一是一，二是
二，不会转弯，就是这种老太太。	
60	When	Granny	Li’s	son	first	requested	to	sleep	in	the	ward	overnight,	one	of	the	beds	in	her	room	was	
unoccupied,	and	he	was	allowed	to	sleep	there.	Over	time,	some	of	Granny	Li’s	roommates	objected	to	having	a	
man	sleeping	in	their	all-female	room,	and	staff	found	his	presence	increasingly	annoying	as	they	tried	to	carry	out	
their	nightly	room	checks	(every	half	hour)	without	disturbing	him.	When	a	new	female	resident	was	assigned	to	
the	previously	open	bed	in	Granny	Li’s	room,	her	son	moved	to	the	open	bed	in	one	of	the	small	activity	rooms	
down	the	hall.	However,	staff	had	originally	used	this	bed	to	nap	in	themselves,	and	eventually	were	able	to	
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then alternate their visits to ensure that one of her children was always present during the day as 

well. While visiting, Granny Li’s children would talk with other residents, staff, and family 

members. They also encouraged Granny Li to work on physical therapy (and did exercises with 

her), regularly took her downstairs to sit in the Summit Care courtyard, and periodically helped 

with meals, cleaning, and showering for Granny Li61. Despite multiple staff (from doctors, to 

nurses, to nurse’s aides) telling me that tea was not provided to residents in the ward because it 

was bad for old people’s health62, Granny Li’s children frequently brought her a thermos of 

uncaffeinated herbal tea that they kept on the table in front of her, sitting between her tissue 

package and her thermos of hot water. In the winter, she had extra layers of warm clothes that 

were added and removed throughout the day whenever she said she was feeling cold or when one 

of her children felt the back of her neck and determined she was sweating. Her children regularly 

brought her special snacks, and periodically paid for her to have massages and other Traditional 

Chinese Medicine treatments in the ward. Unsurprisingly, given the almost constant presence of 

her adult children in the ward, Unit 1 staff also regularly checked on Granny Li throughout the 

day – chatting with her, teasing her, or simply coming by to affectionately pat her arms or face. 

Of all the residents in Unit 1, Granny Li received the most intensely personalized care.   

In the course of her care, a somewhat strained relationship developed between the Unit 1 

staff and Granny Li’s children. When I asked staff about difficulties they had experienced with 

residents’ family members on the ward, many staff mentioned Granny Li’s children, singling out 

her sons, in particular. Several staff members described feeling like they were not trusted to do 

																																																																				
convince	Granny	Li’s	son	that	it	would	be	better	for	her	if	she	was	not	constantly	expecting	him	to	be	in	the	ward	
at	night	and	looking	for	him,	so	he	resumed	visiting	her	only	during	the	day.				
61	While	Granny	Li’s	sons	tended	to	do	physical	exercises	with	her,	her	daughter	tended	to	help	more	with	tasks	
related	to	cleaning	or	bodily	care.	Her	daughter	also	tended	to	form	deeper	relationships	with	the	other	residents	
who	sat	near	Granny	Li	and	with	their	family	members.	
62对老人的身体不好	
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their jobs when Granny Li’s youngest son began sleeping on the ward (which his sister later 

confirmed was indeed the case when I interviewed her). And yet, staff also mentioned Granny 

Li’s daughter as an example of a family member who added to the ward and helped them. 

Collectively, her children walked a line between making demands on the institution – stretching 

the institutional boundaries of what services it provided – and accepting that institutional 

resources were limited and a service like yi dui yi (一对一, one-on-one) care would only be 

possible for their mother if they provided it themselves. The extent to which the relationship 

between Granny Li’s children and the staff was strained became fully apparent once Summit 

Care opened its VIP ward, and Granny Li’s children almost immediately had her transferred 

there. Once this happened, both staff in Unit 1 and Granny Li’s children began describing their 

experiences of her time in Unit 1 in more negative terms. Her daughter said that though she 

understood that the staff were tired and not paid enough, the nursing care in Unit 1 was 

unacceptably poor, and many of the staff did not pay attention to residents’ hygiene enough or 

take their work seriously enough. Staff in Unit 1 said they felt like Granny Li’s children had 

always been dissatisfied with their care even though the staff had tried to accommodate their 

demands as best as they could.  

 

Luo	Jinsheng	

If Granny Li’s care was at one extreme in terms of how personalized and attentive it was, 

Luo Jinsheng received care at the other end of the spectrum. Luo Jinsheng was in his eighties, 

nearly blind, nearly deaf, just under five feet tall, very thin, and legally considered to be an 

“orphan elder” because he had never married or had children. Despite this legal designation, Luo 

Jinsheng’s younger sister coordinated and oversaw his care. As she explained it, Luo Jinsheng 
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needed to live in Unit 1 for his own safety. Not only did Unit 1 have a higher staff-to-resident-

ratio than other wards in Summit Care, but, as a dementia care ward, it also had the crucial added 

features of automatically locking metal doors and barred windows. Given Luo Jinsheng’s 

propensity to wander, these were essential safety features for his care. However, because Luo 

Jinsheng’s siblings could not afford Unit 1’s fees63, hospital leadership had initially refused him 

entry. After nearly two years of negotiation, he was allowed to live in Unit 1 at two-thirds the 

monthly rate, and his sister was ecstatic.  

Despite his sister’s satisfaction, Luo Jinsheng often appeared to be having or causing 

issues on the ward. The combination of being virtually blind and virtually deaf while constantly 

wandering meant that Luo Jinsheng was frequently injured. Sometimes he would be bruised or 

limping after tripping and falling over an unseen piece of furniture or another resident. 

Sometimes he would have scabs or cuts on his forehead. More often, it seemed like his eyes were 

simply watering as he slowly walked up and down the ward’s long hallway, alone, sometimes 

muttering to himself, with his hand stretched out in front of him. This sad description is not to 

say that Luo Jinsheng was without agency. The degree to which he and his wandering annoyed 

staff and residents alike, was a testament to his agency. No other residents were as effective at 

escaping physical restraints, and even the most intensive staff attempts to stop his wandering 

often failed. Even with this agentive resilience, however, Luo Jinsheng often appeared to have 

significant unmet needs, and family members of other residents sometimes described him as hen 

kelian (很可怜, very pitiable).  

																																																																				
63	The	money	to	pay	his	medical	bills	came	from	a	property	that	should	have	been	their	collective	inheritance.	
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Despite appearing to me and family members of other residents as experiencing clear 

unmet needs – or “suffering”64 – Luo Jinsheng rarely seemed to receive empathy from the 

facility’s staff. Though one older nurse’s aide would occasionally sit with Luo Jinsheng, I almost 

never saw staff attempt to talk with him beyond shouting simple phrases like “time to eat!” into 

his ear before steering him toward the main activity room. My attempts to interact with Luo 

Jinsheng were often met by staff with amused confusion. On one of his particularly agitated 

days, for example, I joined his wandering in an attempt to help calm him down. He took my 

hand, and we walked together hand-in-hand for nearly an hour, up and down the ward’s long 

hallway. Staff looked at us with quizzical expressions and joked that it was Luo Jinsheng’s lucky 

day having a beautiful girl on his arm like that. To these staff members, Luo Jinsheng’s behavior 

earlier that day had been unremarkable. To me, it had seemed like a cry for comfort and 

reassurance, and it had also seemed like his body language became calmer as we walked.  

When I interviewed Luo Jinsheng’s sister, she described him, saying, “I feel like now 

he’s even more fortunate than a normal person”65. Comparing him to other residents in the ward 

with adult children, she continued, “[these] parents are longing for their children to come, [and 

their children] don’t come for a long time. I think [they] aren’t as fortunate as my brother”66. 

When I asked why she thought they were not as fortunate as her brother, she explained that it 

was because, “there are lots of people caring about him. Also his cognitive impairment…He 

																																																																				
64	There	is	a	long	and	rich	history	of	studies	of	suffering	within	Medical	Anthropology	(Das	2007;	Good	et	al.	1994;	
Kleinman	1988;	Livingston	2012),	and	for	anyone	taking	seriously	the	body	language	and	behaviors	of	residents	like	
Luo	Jinsheng,	Unit	1	could	easily	be	described	as	a	site	of	suffering.	I	am	more	interested,	however,	in	how	the	
unmet	need	conveyed	by	these	residents’	body	language	and	behaviors	seemingly	became	what	Carolyn	Rouse	
might	call	“uncertain”	for	some	people	in	their	care	environment	but	not	others	(Rouse	2009).	With	the	
simultaneous	coexistence	of	seemingly	needed,	seemingly	desired,	and	seemingly	lacking	care,	I	want	to	
constantly	stay	mindful	about	the	question:	what	does	it	“do”	for	us	to	identify	and	label	people’s	experiences	as	
“cared	for”	or	“suffering”	–	or	not?	
65我感觉他比常人都幸福现在	
66父母盼望儿女来，半天不来，我觉得他(们)没有我的哥哥幸福	
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lives in his own world”67. Given how frequently Luo Jinsheng appeared to be upset, socially 

isolated, physically unclean, and/or injured, it is striking that his sister would describe him as 

“fortunate” at all, let alone “even more fortunate than a normal person.” The crux of her 

argument for why this is the case seems to come at the end of her statement: her brother was 

more fortunate than the other residents or a “normal person” because of his cognitive 

impairment. Though the vast majority of older adults in Unit 1 were also cognitively impaired, 

she distinguishes his experience as, “He lives in his own world.”  

As his sister told it, Luo Jinsheng’s cognitive impairments made him incapable of 

engaging with the world beyond himself in the first place. In this way, she described him as non-

suffering or “fortunate” almost by default. A key component of the context here is that she 

believed she had already done all she could for him, whereas the residents she identified as being 

less fortunate were experiencing something that could, at least in theory, be ameliorated. If their 

children visited, then that would demonstrate that they were fortunate as parents. Luo Jinsheng, 

however, was “in his own world” regardless of what anyone else did or did not do. 

In Unit 1, as a flexible institution, “variability in treatment”68 operated hand-in-hand with 

caregivers (staff and families, alike) responding to certain expressed needs as beyond the scope 

of care they could reasonably provide. Though a single fall would have been an extremely 

serious event for a resident like Granny Li, Luo Jinsheng tripped or fell somewhat regularly. The 

difference was that while families like Granny Li’s demanded care for a wider range of issues, 

Luo Jinsheng’s sister was so relieved to have gotten her brother admitted into Unit 1 in the first 

place, that she seemed hesitant to make additional demands about his daily care within the ward. 

																																																																				
67有很多人在关心他。还有他的这个智力障碍。。。他是活在他世界里面	
68	Carolyn	Rouse’s	study	of	Sickle	Cell	patients	in	the	United	States	illustrates	a	similar	dynamic.	As	she	puts	it,	
“Uncertainties	in	medicine	allow	for	variability	in	treatment	access”	(Rouse	2009,	x-xi).	
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With no family demands for additional care, Luo Jinsheng’s remaining, unmet needs went 

unacknowledged, or even illegible as needs altogether.  

In her ethnographic study of a Botswana cancer ward, Julie Livingston writes, “pain begs 

a response” (Livingston 2012, 121). But in Luo Jinsheng’s case, that did not always seem true. 

Staff, for example, were often unfazed or simply annoyed by his wandering and his tearful and 

pained facial expressions. For me, the American ethnographer, and for some of the family 

members of other residents, there was perhaps more room to respond emotionally to Luo 

Jinsheng’s situation. The difference, I would argue, was caused in large part by whether, and to 

what extent, one believed his situation could be improved. 

 

Preconditions	for	differentiated	care	in	Unit	1	

In part, the drastic differences in Granny Li’s and Luo Jinsheng’s daily care in Unit 1 

stem from China’s broader elder care landscape at the time of this research (2015-2019). There 

was (and today, in 2021, still is) tremendous public and private interest and investment in 

developing and expanding elder care infrastructure within China. One consequence of so much 

ongoing change – simultaneously building care infrastructure, developing educational and 

professionalization programs, experimenting with new laws and health care policies, etc. – is 

opacity around defining and enforcing regulatory standards.  

I saw this difficulty play out in real time when government regulatory agencies came to 

evaluate Unit 1 and Summit Care during my fieldwork. I stayed in Unit 1’s main activity room 

during one of these visits and was not in the ward during the second, so my direct observations 

of them were limited. However, based on my observations and Unit 1’s staff descriptions, these 
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visits were highly performative69. Staff knew weeks in advance when regulators were going to 

visit the wards, and were on-edge when the day of a visit finally arrived. The day I observed a 

visit, leaders in Unit 1 messaged back and forth with leaders on other wards in the hospital, 

checking to see what kinds of questions the examiners were asking, and how those in other 

wards felt they had done in their examinations. In the lead up to the second visit during my 

fieldwork, nursing staff in Unit 1 spent days preparing documentation and making sure their 

patient records were complete and neat because they thought examiners might ask to see their 

forms. When the day of the visit finally arrived, examiners’ limited time on the ward was spent 

testing nurses’ skills and knowledge of things like how to appropriately wash one’s hands (there 

was a seven-step system). When it came to interacting with residents, they spent most of their 

time focused on a single, bedridden resident at one end of the ward, seemingly without trying to 

get a sense of the experiences of the approximately 45 people living there at the time. The 

regulators’ focus, as staff described it to me, was on observing residents’ physical states and 

looking for things like bed sores or dirty skin or clothing. There was only a cursory observation 

of how staff related to the residents in the main activity room, despite the fact that this was where 

the majority of residents spent the majority of their days and where much of staff members’ 

interactions with residents occurred.  

Even within Summit Care itself, administrative oversight often could feel disconnected 

from care practices within the Unit 1 ward. One primary mechanism for oversight was a weekly 

meeting between hospital administrators and the head nurses of each ward in Summit Care. The 

goal of these meetings was to share information about the hospital as a whole, discuss especially 

difficult cases, and give the administrators an opportunity to praise or critique different wards 

																																																																				
69	See	the	discussion	of	Susan	Blum’s	work	in	Chapter	1.	



	 79	

and set priorities for what the leaders in each ward should focus on over the next week. The day 

after these meetings, the morning shift change in Unit 1 was always especially long 

(approximately 40 minutes to an hour instead of the usual 20 to 30 minutes) as the head nurse 

read out her notes to share information from the previous hospital-wide meeting with Unit 1’s 

staff. Often, one of the hospital administrators would also attend this extended shift change 

meeting in Unit 1 and emphasize particular points the head nurse mentioned. Despite the staff’s 

sober and sincere demeanors as they listened to the list of things they should be doing better70 

during these meetings, more often than not, the ward’s true priorities were set immediately after 

the shift change meetings. This was when Unit 1 leadership identified which agenda items 

needed to be addressed and which could (at least for the time being) be ignored in a short 

(usually three minutes or less) conversation with staff crowded together at the nurse’s station.  

The lack of externally enforced care standards in Unit 1 played a direct role in leaving 

daily care practices more flexible and open to negotiation. Residents’ family members were often 

the ones engaged in these negotiations with staff, since day-to-day care within the ward was 

primarily assessed, overseen, and regulated by residents’ families. For Granny Li, Luo Jinsheng, 

and the other residents, family members became the arbiters of what did or did not constitute 

acceptable care for their loved ones in Unit 1. Staff provided all residents with a baseline level of 

care. Based on what I observed, that included, among others, the following services for Unit 1 

residents: 

• One bed in a communal, gender segregated (male or female) room with 4-7 beds total  
• Living in a locked, somewhat temperature-regulated, medical ward that was physically 

separated from the rest of Summit Care and from the outside world 
																																																																				
70	This	could	include,	among	other	things,	filling	out	paperwork	incorrectly,	not	washing	hands	in	the	prescribed	
way,	not	paying	enough	attention	to	addressing	particular	family	members’	complaints	about	hygiene	or	daily	care	
practices	related	to	their	loved	ones,	spending	time	on	cell	phones	in	front	of	family	members,	and	being	chastised	
for	decreases	in	particular	residents’	health	status	(e.g.	a	resident’s	bed	sores	worsening,	a	skin	infection	passing	
through	a	ward,	etc.).	
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• 3 hot meals a day (plus soup before lunch), mass prepared by the Summit Care cafeteria 
staff and delivered to the ward at prearranged meal times in metal trays or bowls 

• Boiled, hot water for drinking provided at least 5 times each day 
• Laundry services for clothing and bedding 
• Staff checks and assistance (as needed) for going to the bathroom at least 5 times per day 

(once when waking up, once after breakfast, once in the early afternoon, once after 
dinner, and once before bed) 

• Staff checks and assistance (again, as needed) with basic hygiene including showering on 
a set schedule (this varied depending on the season), clipping finger nails and toe nails on 
a pre-set schedule, basic haircuts, shaving for men, and changing clothes once staff 
identified that a resident had soiled his or her clothing 

• The opportunity to attend daily morning and afternoon group activities in the ward, attend 
special event activities for birthdays and holidays, and be present for group TV time in 
the ward’s main activity room 

• Staff coordination of daily medications, managing chronic illnesses like diabetes with 
daily blood sugar monitoring and insulin, and treating minor acute illnesses (e.g. cold 
symptoms) 

• 24/7 presence of medical staff (at least one nurse and one nurse’s aide in the ward at all 
times and a doctor on-call in the hospital at all times) and the possibility of being 
physically restrained if staff felt it was necessary for safety reasons 

• Regular health check-ups (including physical and cognitive assessments, checking body 
weight and blood pressure, etc.) 

• Periodic shared snacks 
• The opportunity to be referred to other wards or outside hospitals as needed for managing 

acute and chronic illnesses 

For the vast majority of residents living in Unit 1, however, this list of services was just 

the beginning, and the difference between care like Luo Jinsheng’s which barely met these 

standards and care like Granny Li’s which far exceeded them often hinged on family member 

involvement. Though all residents lived in the same medicalized care setting, some residents’ 

families provided more specialized equipment. This could include everything from daily supplies 

like adult diapers, to quality of life enhancements like hot compresses, to luxury items like 

massage chairs. While all residents had access to three meals per day, staff or (far more often) 

families provided some residents with access to special foods, including special condiments in 

their rooms, snack foods, milk boxes and fruits to supplement their diet each day, specially 

prepared nutritional supplements or meals ordered directly from the Nutrition Unit as opposed to 
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the cafeteria at Summit Care, and homemade or purchased meals delivered to the ward from 

outside the facility altogether. While all residents received basic medical treatment, some had 

access to more skilled or individualized care through other wards in the hospital paid for 

separately by their families, including regular physical therapy, rehab, Traditional Chinese 

Medicine treatments, access to particular medications, or even access to outside specialists and 

medical consultations beyond the facility. While all residents lived in the locked Unit 1 ward, 

special attention from staff or families could produce tremendous variability in residents’ levels 

of access to the outside world, with some taking daily trips to sit or walk around Summit Care’s 

outdoor courtyard, some having regular opportunities to visit other wards or areas of Summit 

Care on errands with staff (e.g. accompanying staff to pick up laundry for the ward), some 

getting periodic meals in restaurants outside the facility while eating out with family, and even 

some having periodic daytime or overnight visits home to see family.  

Often influenced by their relationships with residents’ families, staff played a key role in 

differentiating residents’ levels of care as well. Though every resident was observed and 

monitored by staff on a basic level, some developed friendships and relationships with staff, 

which could lead to receiving gifts or special privileges from staff (e.g. occasionally being given 

a special snack or having staff sneak in a cigarette71), and some had staff regularly stop by to sit 

with them or chat at various points during the day. Staff addressed some residents’ requests for 

things like a phone call to a loved one, a doctor to come check on them, a cup of water, or a 

change in room temperature without question, while the same requests from other residents could 

																																																																				
71	This	is	similar	to	Sufrin’s	description	of	jail	deputies	exercising	favoritism	when	she	writes,	“it	was	not	
uncommon	for	deputies	to	transgress	their	own	rules	and	give	pregnant	inmates	an	extra	meal	tray	or	bags	of	
chips	from	their	work-issued	meals.	And	some	deputies	even	stealthily	brought	in	outside	food	like	shrimp	and	
steak	burritos	for	pregnant	women,	delivering	the	food	with	a	wink	of	the	eye.	‘It’s	for	the	baby’”	(Sufrin	2017,	
129).	
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be met with indifference72. The degree to which residents experienced different levels and forms 

of care within Unit 1 and different degrees of access to and interaction with the world beyond it 

was a strikingly accepted part of what institutional care in Unit 1 seemed to entail. Rather than 

exceptions made to a shared care standard, the wide diversity of resident experiences within the 

ward seemed to be the institutional norm. 

 

Families,	triage,	and	the	flexible	institution	

Unit 1 and Summit Care, as institutions, relied on residents’ family members to set, 

enforce, and improve its care standards. Many studies have documented care workers being 

asked to over-invest in caregiving work despite low (and sometimes no) financial compensation 

(Buch 2018; Glenn 2010; Levitsky 2014; Rodriquez 2014; Tronto 2013). Though family 

members of residents in Unit 1 were not expected to make the same sacrifices as nurse’s aides 

and caregiving staff, there was a similar uncertainty around how much investment in their loved 

ones’ care was appropriate, as staff seemed to encourage, and to a degree expect, family 

involvement far beyond simply paying the facility’s monthly fees.  

 In part, family involvement in care was necessary because there were not enough staff 

members available to meet all residents’ needs; staff and families effectively negotiated the level 

of care each resident received through a kind of triage73 that balanced residents’ needs and Unit 

																																																																				
72	As	described	in	the	previous	chapter,	Grandpa	Fei,	for	example,	was	labeled	by	staff	as	being	especially	zisi	(自
私,	selfish)	because	he	would	repeatedly	ring	his	call	button	at	night	when	he	could	not	sleep	or	felt	pains	in	his	
body	that	staff	told	me	they	could	not	address.	As	a	result,	it	was	common	for	the	nurse	and	nurse’s	aide	on	night	
shift	to	repeatedly	ignore	the	call	button	when	it	came	from	his	bed	even	when	they	would	immediately	go	check	
when	a	call	button	was	hit	by	another	resident.		
73	There	have	been	many	studies	of	“triage”	from	an	anthropological	perspective,	ranging	from	HIV	treatment	
(Nguyen	2010)	to	what	Solomon	describes	as	“triage	as	a	mode	of	biological	citizenship,”	(citing	Petryna	2002	and	
Biehl	2013	in	Solomon	2017,	356).	It	is	common	for	“triage”	to	emerge	as	“a	biopolitical	strategy,	reinforcing	and	
creating	anew	configurations	of	power	through	choices	about	which	lives	are	worthy	recipients	of	life-sustaining	
interventions”	(Fassin	2020,	Redfield	2005,	Redfield	2013	in	Sufrin	2017,	261).	Sufrin	writes	that,	“these	processes	
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1’s resources. Despite having higher staff-to-resident ratios than other wards in the hospital, Unit 

1 still experienced staffing shortages. Not only was there worker turnover74 (as in many 

caregiving facilities), but the staff-to-resident ratio in Unit 1 had been shifting ever since the 

inception of the ward several years before my fieldwork began. As the director of Summit Care 

and leadership in Unit 1 described it, the ward had opened fully staffed. That is to say, although 

there had been significant turnover for individual members of the staff, the number of doctors, 

nurses, and nurse’s aides in the Unit 1 ward as a whole had not significantly changed since the 

day the ward opened. Because the ward opened with only a fraction of its beds full, however, this 

meant that the staff-to-resident ratio had never stopped changing.  

As a result, any staff member who had been in the ward for more than a year or so at the 

beginning of my long-term fieldwork was acutely aware that Unit 1 could no longer provide the 

level of care it had initially offered. These more experienced staff no longer had as many 

resources available per capita (particularly regarding how much time and individualized attention 

they could offer each resident). As a result, some described a sense of increased pressure related 

to working in the ward, as they tried to complete administrative tasks for an ever increasing 

number of residents (e.g. charts, insurance reimbursements, coordinating care with residents’ 

families, etc.). This could easily lead to staff feeling simultaneously disappointed with the level 

of care they were providing and resigned to the idea that this was the only level of care possible 

without additional institutional investments in staff hires or other institutional supports for their 

work. These changes in staff capacity also occurred alongside residents’ dramatically different 

																																																																				
contain	not	just	a	practical,	but	a	moral	dimension,	one	that	involves	reckoning	someone’s	health-related	
deservingness	in	the	face	of	finite	resources”	(Sufrin	2017,	63).	Although	choices	about	deservingness	ranged	from	
“life-sustaining”	to	utterly	mundane	in	Unit	1,	a	triage	mentality	in	this	setting	was	“an	active,	contingent	process	
of	care”	just	as	Sufrin	describes	at	her	site	(ibid).	Here,	I	am	using	the	term	to	refer	to	prioritizing	the	allocation	of	
limited	institutional	resources,	including	staff	time	and	attention.	
74	See	Chapter	3	for	more	discussion	on	staff	turnover	in	Unit	1.	
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(and constantly fluctuating) care needs, as well as residents’ family members’ varying 

expectations of the care site and what it was meant to offer.  

Families responded to the limited staff availability and resources in the ward in many 

ways. Some regularly visited the ward, conveying that they still valued their relatives and staff 

therefore should, as well. Others went out of their way to help staff and display their own 

personal investment in their loved ones’ care. This could include helping with everything from 

giving their loved ones showers, to doing their laundry, to feeding them meals, to cleaning their 

living spaces. Some family members also made a point of actively interacting with staff and with 

their loved ones during visits as opposed to simply checking their phone while sitting next to 

their loved ones in the main activity room. Perhaps most importantly, some family members 

conveyed their personal investment in a loved one’s care by providing material resources to 

support that care, including making payments on time and ensuring deliveries of needed supplies 

like adult diapers and medications for their loved ones. Some families also tried to encourage 

staff investment in their loved ones’ care through gestures like giving staff gifts to demonstrate 

that they valued the staff work, or (as a last resort) even filing complaints or relocating their 

loved ones to another care setting if they felt staff were not being sufficiently responsive. These 

negotiations happened through different (and sometimes even opposing) strategies over time and 

often were a driving force behind Unit 1 operating as a flexible institution. Through these 

implicit and explicit negotiations with staff, families directly played a role in shaping what 

services each resident received while in the ward. 
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Mei	banfa	as	a	response	to	unmet	needs		

For all involved, confronting discrepancies in how residents like Granny Li and Luo 

Jinsheng were cared for could take a psychological and institutional toll. While residents policed 

one another – gravitating toward those like Granny Li who seemed to receive more care and 

pushing away those like Luo Jinsheng who seemed to receive less – family members and staff 

seemed to grapple with conflicting feelings about whether the care they provided was enough. 

Families sometimes wrestled with whether and at what point to move their loved ones to a 

different ward within Summit Care or to a competing facility. Staff sometimes questioned 

whether and how long they wanted to continue working in the ward. One nurse explained in 

frustration that she understood that lots of hospitals tried to use the smallest possible investments 

to get the biggest possible returns, but that she felt like basic care standards were not always 

being met in Unit 1. She said part of the problem was that even if leadership knew there were 

issues with the level of care provided in the ward, “they care more about some fairly abstract 

things, like the things we hang on the wall in the ward”75. The “things on the wall” were banners 

Summit Care and Unit 1 had received celebrating official designations and awards they had 

gotten from various government offices. They were “abstract” in that they often seemed to be 

status markers that indicated successful political connections more than objective attainment of 

higher care standards. She explained that, “of course, lots of problems, we can’t talk about them, 

and [it’s not like] one person can just fix all of its [the ward’s] problems”76. The care problems in 

the ward were beyond what any one person could address. And yet, accepting such limitations in 

the care Unit 1 offered seemed to fuel a general deterioration of that care. As she explained: 

																																																																				
75他们更在意的是一些比较冠冕堂皇的东西比如说科室，我们挂在墙上的那些东西。	
76当然很多问题，我们是不能把它说出来，也不能一个人就能把它所有的问题解决	
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In a big work environment, if, it’s just that this, this, Chinese people have an old saying 
that ‘one piece [of rat feces spoils the whole pot of soup]’77…if some good behaviors are 
in the minority, it will be very easy for people to do bad [work] in a big environment. 
[It’s] just everyone pulling each other down together.78  

 
This nurse’s hesitant reply was part of her answer to why she was considering leaving Summit 

Care altogether. As such, it shows both a personal cost to staff – working in an environment 

where she felt unable to improve care standards, while simultaneously feeling at risk of having 

her own work standards “pulled down” – and the costs created for the institution. If this woman 

were to leave Unit 1, she would create a staffing shortage. And yet, she was considering leaving 

because, among other reasons, she did not want to continue working in such an environment and 

felt she could not personally improve it. 

For residents, families, and staff confronting the limits of what Unit 1 and Summit Care 

could offer as institutional settings – the limits in how far their institutional flexibility could be 

stretched – often provoked an emotionally distanced ethics of engagement: mei banfa (没办法, 

nothing to be done). Rose Keimig describes the use of this phrase in a dementia care ward in 

Shanghai as a sign of “resignation” and includes a poignant example where “One resident 

summed up the whole institutional experience as simply a mei banfa de banfa (没办法的办法), 

or ‘what you do when there is nothing you can do’” (Keimig 2021, 147). This description 

resonates with the many examples I saw of families coming to Unit 1 only after they had tried 

everything in their power to care for loved ones at home. When there was nothing left to try at 

home, families began touring care facilities. Though Keimig then references two brief quotes 

																																																																				
77	Although	she	did	not	finish	saying	this	expression	in	its	entirety,	it	seemed	clear	from	the	context,	that	this	is	the	
expression	she	was	referencing.	
78在一个大的工作环境里，如果，就是有这个这个，中国人有一句老话叫一颗【老鼠屎坏了一锅汤】。。。
好的一些行为，如果占了少一部分的话，在大的环境大家做不好会很容易，就是大家都一起拉下来。	
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from Anna Lora-Wainwright’s book, Resigned Activism79, the full excerpt is helpful. Lora-

Wainwright interviews people living in heavily polluted rural communities in China, and she 

writes that in these settings mei banfa:  

is a way to convey their own feelings of powerlessness: to emancipate themselves from 
the expectation (from themselves, their family, the community, the anthropologist) that 
they may be personally responsible for effectively curbing pollution. It is a means 
through which they comfort themselves about the limits of their own agency. (Lora-
Wainwright 2017, xxvii) 
 

Mei banfa offers comfort by releasing someone from being “personally responsible” for 

addressing a large-scale problem. 

 Whether invoked to explain individual, institutional, or societal inaction, this phrase was 

frequently used by those connected to Unit 1 in response to moments when unmet needs were 

simultaneously acknowledged and allowed to persist. Lora-Wainwright argues that when mei 

banfa is used to justify inaction the “relative lack of action is not a simple consequence of lack of 

knowledge” (ibid, xxiii). Just as the villagers she studies have an “often complex and multi-

layered” understanding of local pollution and its effects, I would argue that residents, families, 

and staff in Unit 1 also did not leave residents’ needs unmet due to inabilities to identify those 

needs. Instead, a sense of uncertainty around which needs had to, or could be, met and a sense of 

mei banfa entered Unit 1 through the kind of ebb and flow Lora-Wainwright describes where 

“the longer pollution continues, the more villagers come to regard it as inevitable, and learn to 

adjust their expectations and demands accordingly. It is…the fluid interplay of activism and 

																																																																				
79	In	response	to	controversy	around	Lora-Wainwright’s	insufficient	crediting	of	collaborators	for	their	
contributions	to	the	2017	publication	of	Resigned	Activism,	there	is	currently	a	revised	edition	of	this	book	
scheduled	to	be	released	May	25,	2021.	My	understanding	is	that	all	involved	feel	the	revised	edition	presents	
their	respective	contributions	accurately	and	appropriately.	Because	I	do	not	currently	have	access	to	the	new	
edition,	my	page	numbers	and	quotes	are	from	the	2017	version.		
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resignation” (ibid, xxiii). In Unit 1, residents’ families played a key role in designating when and 

how particular needs required a response (or not) within its walls.  

Lora-Wainwright writes that we must, “better grasp the origins of resignation and 

scenarios in which the line between victims and beneficiaries is blurred,” and I would argue the 

same is true when it comes to questions of care (ibid, xxiv). Residents, families, and staff can 

both benefit from and become victimized by institutional care systems, just as the people Lora-

Wainwright interviewed in polluted rural towns were both financially benefiting from local 

factories and physically being injured by the pollution those factories produced. In both settings, 

responses to seemingly unmeetable needs can result in people “learn[ing] to adjust their 

expectations and their demands” (ibid, xxv) or reaching some kind of tipping point and either 

organizing (in Lora-Wainwright’s case) or moving their loved one to another care site (for Unit 1 

families). It seemed like this adjustment of expectations was something staff watched and waited 

for when new residents entered the ward. When a new resident pushed back against institutional 

routines or demanded to speak with family or return home, staff described them as not having 

shiying (适应, adapted or conformed) to daily life in the ward. Unit 1 could offer a certain 

amount of care, beyond which it fell to residents and others to adjust their own expectations or 

actions to meet that standard.  

And yet, a mei banfa ethics of engagement emerged in Unit 1 in part because 

administrators recognized that the institution’s ability to operate relied more heavily on 

satisfying its staff and its residents’ family members than its residents. Resident satisfaction was 

important, but it tended to have more indirect impacts on the institution’s ability to function. 

Residents needed to be protected and kept physically and medically “safe.” Beyond that, there 

seemed to be an underlying assumption that since residents generally would have preferred to 
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live at home, it was unlikely that they would ever be fully satisfied with their care in Unit 1. 

Unless residents’ dissatisfaction became so intense that they took steps to threaten their own or 

others’ safety, their feelings about their care therefore became, at least to a degree, institutionally 

ignorable.  

This echoes Lora-Wainwright’s argument that pollution in so-called “cancer villages” in 

China is taken seriously when, “Despite bureaucratic and scientific dismissal of what villagers 

may regard as painfully obvious, their persistent complaints become evidence of harm, or at least 

threatening enough to social stability that the government opts to intervene” (2017, 55). 

Likewise, in Unit 1, regardless of whether or not different groups in the ward agreed on the 

presence of unmet needs, those needs were not generally addressed unless they seemed to 

become “at least threatening enough to [institutional] stability” and to Summit Care’s financial 

interests. Family satisfaction with the ward, however, could have immediate effects on the 

institution. Looking closer at Granny Li’s case further illustrates this point. While the 

institutional norms and procedures could be stretched to accommodate a wide range of Granny 

Li’s family’s demands, remaining unmet needs Granny Li might have (for example, not enjoying 

what she saw as more frivolous activities in the ward like dancing or watching TV) became 

categorized as mei banfa. This was the case even if the needs Granny Li identified would have 

been easy for staff to accommodate and even if they might have been accommodated for a 

resident whose family prioritized them.  

In Luo Jinsheng’s case, the already overextended and exhausted staff members in Unit 1 

tended to feel there was nothing more they could do for him. Many staff knew Luo Jinsheng’s 

story and that the institution was already allowing him to live in Unit 1 at a heavily discounted 

rate. While Granny Li’s children’s frequent demands made staff oscillate between seeing them as 
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helpful filial children who supported the ward and seeing them as further complicating that work 

with inappropriate demands, Luo Jinsheng’s sister expressed only gratitude to staff. Her 

satisfaction with his being allowed to live in Unit 1 at all seemed to allow staff to respond to his 

remaining needs as fundamentally un-addressable. With such limited resources and an already 

satisfied family member, what more was there for them to do? For Luo Jinsheng, any remaining, 

unmet needs were effectively rendered mei banfa, unrecognizable to staff and to his sister as 

opportunities for additional care in the first place. 

For staff in particular, mei banfa allowed caregivers to draw a line between the care they 

did and did not feel obligated to provide by weighing the daily operations and institutional future 

of the facility as a whole against a single resident’s or a single family member’s individual 

needs. It was not that caregivers could not imagine how Luo Jinsheng’s quality of life might be 

improved or that they could not go get calligraphy paper for Granny Li if she was uninterested in 

the day’s activities in the ward. Rather, for each resident and each family, there was always 

something more that could theoretically be done, and the staff and the facility simply did not 

have the resources or capacities to address all of those needs at once. As a result, a need that staff 

did not feel directly obligated to provide (either because families already seemed satisfied or 

because they did not believe addressing the need was possible and/or meaningfully beneficial to 

the resident long-term) could easily be dismissed when weighed against the wellbeing of the 

institution. If staff provided one-on-one care to an individual like Luo Jinsheng, then there would 

not be enough staff to care for everyone else. If the nurse running daily activities left the main 

room to get calligraphy supplies when a different activity was scheduled, then the main room 

would be left temporarily unstaffed and another resident might get hurt, which could leave the 

ward open to lawsuits. The result? Mei banfa. Nothing to be done. In order to care for the 
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institution as a whole, mei banfa became an accepted part of caring for individuals (even if the 

lengths to which staff and families would go before reaching that threshold varied between 

residents). 

 

Conclusion:	Making	peace	with	the	limits	of	a	flexible	institution	

Caring for people with dementia and other physical or cognitive impairments is taxing 

work, and assessing the care provided in Unit 1 requires weighing met and unmet needs for all 

involved – families, residents, and staff. In their attempts to address a wide range of resident and 

family needs, staff sometimes invested hours in coordinating specialized care for residents like 

Granny Li, while remaining unfazed by a resident like Luo Jinsheng limping by as they filled out 

paperwork. The care many residents received in Unit 1 could easily fall short of the ideals the 

ward strived for, but Unit 1 still occupied a clear niche within the elder care market. By 

stretching the range of services it offered, Unit 1 was able to simultaneously cater to family 

members like Luo Jinsheng’s sister, who fought for nearly two years to get him into the ward at a 

price her family could afford, and to families like Granny Li’s who ultimately grew so 

dissatisfied that they decided to move her to a VIP ward that cost nearly twice as much money 

each month80. Mei banfa was essential to Unit 1’s flexibility because it offered a way for 

caregivers – family and staff – to set limits on how much they invested in providing care. In this 

way, it allowed finite resources to be stretched, with especially demanding or needy residents 

and families receiving more support than they would have if all resources and staff time were 

divided equally across all residents and families in the ward. Even if some residents’ families, 

																																																																				
80	The	majority	of	Granny	Li’s	care	was	still	paid	for	by	her	government	pension.	Her	daughter	acknowledged	that	if	
her	family	had	been	required	to	pay	the	full	cost	of	her	living	in	the	VIP	ward,	then	it	is	unlikely	she	would	have	
ever	been	moved	from	Unit	1.	
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like Granny Li’s, eventually still decided to move their loved ones to other care settings, Unit 1’s 

flexibility extended the length of their connection to the ward.  

Just as the level of care residents received in Unit 1 was influenced largely by their 

families’ involvement in monitoring and contributing to that care, so too was the ward’s ability 

to provide care determined in large part by the level of State involvement and investment in its 

institutional resources. Residents, families, and staff often seemed to have conflicting 

perceptions of the state’s role in eldercare, with faith in the government’s ability on the one hand, 

and acceptance that it had not fully taken responsibility for care provision on the other. When 

residents (especially patriotic residents) were frustrated with the way they were being treated, 

they would sometimes invoke their status as Chinese citizens. When they were dissatisfied with 

something, these residents would insist that the state would not want its people treated this way. 

“How can this level of care be permitted?” seemed to be their implied, unspoken next sentence. 

For family members and staff, the state was also sometimes invoked in discussions of care, but it 

was often as a way of explaining their own mei banfa approach to a particular caregiving 

situation. They would talk about the power of the state and its ability to mobilize resources to set 

and achieve ambitious goals. After all, the institutional eldercare landscape itself largely had 

been brought into existence in the preceding decades as a result of state directives, investments, 

and incentives. As one adult child of a resident in Unit 1 put it when asked what issues were mei 

banfa when it came to eldercare: 

Mei banfa means you need to rely on the government to pay attention to this problem. 
What can ordinary people do? [Literally: what banfa do ordinary people have?] So, this, I 
feel like this problem depends on the government striving to address the issue, certainly 
this problem would then be taken care of, [with] everyone working together. Because the 
government…it will certainly go from all sides, including medical equipment, ah, 
whatever nursing care, ah…in this respect…if [it] can spread around a lot of capital, then 
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surely, certainly [it] can improve [things]. If the government doesn’t pay attention to this 
thing, [there’s] no way to improve [it].81   
 
As this family member describes, the state could be seen as both immensely capable of 

addressing unmet eldercare needs and as not directly responsible for the quality of care provided 

in a setting like Unit 1 if one assumed that the state simply had not yet taken a sufficient level of 

interest. The state alone had the resources and capital needed to “go from all sides” in addressing 

an issue as complicated as eldercare. Without that, “what can ordinary people do?” became a 

natural response that also justified any imperfections in care that was actually provided. The state 

may not have been held uniquely responsible for elder care provision in these situations, but it 

did appear to be seen as uniquely capable. Without the state “paying attention” to the issue, 

people could negotiate for the institution to stretch itself and its care offerings to a point, but they 

had to accept that the institution could still only be expected to provide so much.  

Lora-Wainwright describes one of her research sites by saying, even when incremental 

improvements were made in the local environment, “overall, pollution had become accepted as a 

fact of life; it [any particular improvement] was only a matter of degree” (Lora-Wainwright 

2017, 152). Though it is upsetting to think of the unmet needs of a resident like Luo Jinsheng 

becoming “accepted as a fact of life,” just as there is no fully pristine environment, there is also 

no care site capable of fully meeting every individual’s needs. In Unit 1, people wanted to 

improve the care they offered, but they also accepted that there was only so much they could do 

without undermining the overall survival of the institution. Care could be improved, but it would 

only ever be “a matter of degree” without dramatically different external investment from the 

																																																																				
81没办法是因为你要靠那个政府来重视这个问题，老百姓你有什么办法？	所以这个我觉得这个问题要靠政
府来争取重视这个问题，肯定这个问题就办得好，大家一起动手。因为政府。。。肯定它在方方面面地会
去，包括什么医疗器啊，什么护理啊。。。在这方面。。。能播很多资金去的话，那一定肯定能改善。如
果政府不重视这个东西，没法改善。	
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state or the private market. As a result, families were relied upon to help set caregiving priorities, 

to fill in and compensate for any limitations related to institutional resources, and to assess 

whether or not care standards were adequate. Unit 1 staff did their best to ensure basic needs 

were met and to work with families and residents as much as possible to accommodate special 

demands or requests. Beyond that: mei banfa. 
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CHAPTER	3:	Labor	in	flux		

On April 16th, 2018 three of the young, more educated Unit 1 nurse’s aides quit without 

giving notice. One of them was not only the nurse’s aide group leader82 in Unit 1 but also 

scheduled to work the night shift that night. Summit Care administrators were shocked. Daytime 

staff in Unit 1 rushed to get residents ready for bed the moment they finished their dinner, and 

the majority of residents were cleaned and settled in their rooms before the sun even began 

setting. As I described it in my field notes, “staff [then start] circling together strategizing who 

should be responsible for what; who will do double shifts; feels like a team huddle in 大厅 [the 

main activity room]/hallway and again at [the nurse’s] station” (4/16/18 fieldnotes). While staff 

turnover was expected, a whole group of employees leaving all at once and so suddenly, when 

they knew Unit 1 was experiencing an acute staffing shortage, and on the heels of two high level 

Summit Care administrators leaving the facility in the preceding weeks83 made this loss 

particularly serious. 

In the following days and weeks, I learned more about the circumstances of these 

women’s departure. In part, their quitting blindsided the Summit Care administration because 

Xiao Yue, the group leader, had been highly supported by Summit Care leadership. Though Xiao 

Yue was only in her early twenties when she quit, she had worked at Summit Care for four years 

and steadily moved up its administrative ranks and pay scales during that time. The Director of 

Summit Care supported her taking multiple certification exams to improve her professional 

knowledge, supported her leaving the facility to attend training at nearby elder care sites, and, as 

I was told after she left, Xiao Yue was earning approximately 5000RMB per month by the time 

																																																																				
82组长	
83	These	three	nurse’s	aides	quit	around	the	same	time	as	an	Assistant	Director	and	the	Summit	Care	administrator	
in	charge	of	managing	nurse’s	aides	throughout	the	facility.	
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she quit – nearly as much as the head nurse, more than many of the regular nurses, and nearly 

double the standard nurse’s aide salary of 3000RMB per month.  

These three nurse’s aides’ quitting called attention to two defining questions related to 

labor dynamics at this facility: What were women as young as Xiao Yue doing working as 

nurse’s aides at a facility like Summit Care in the first place? And, having seemingly been 

successful at rising up through its ranks, why would they leave so suddenly? The answers to 

these questions relate to how staff and administrators navigated a volatile elder care landscape. I 

argue that while leadership at Summit Care attempted to draw upon and strengthen these 

women’s social networks in order to bring stability and new staff to the institution, they did not 

appreciate the degree to which these women’s social connections could also pull them away from 

working at Summit Care.  

 

The	Director’s	perspective:	Mutual	investments	and	mutual	growth	

About a week-and-a-half after the hectic evening on April 16th, I spoke with Summit 

Care’s Director one-on-one. A slight, soft-spoken, middle-aged man, the Director was almost 

always wearing a button-up shirt, long pants, and thin wire glasses. Though he once commented 

to me that he felt he was too introverted and not suited to the big dinners and social obligations 

expected of someone in his position, I almost never heard staff criticisms about his leadership 

style. He gave the impression of being sincere and thoughtful, albeit sometimes exhausted by the 

many demands on his time and attention. He read widely and had traveled to various areas of 

China and Japan to study alternative elder care approaches, and he seemed genuinely interested 

in doing what he could to improve the lives of those at Summit Care and their families.  
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We met in his office and, as usual, drank tea for over two hours while sitting at the formal 

tea table next to his desk84. After discussing a range of other topics – the new facility’s VIP ward, 

the current medical reimbursement system, what made families choose Summit Care in the first 

place, safety considerations in the facility – the Director then abruptly brought up the three 

women who quit. He held Xiao Yue responsible for all three women’s leaving. He knew that the 

two regular nurse’s aides were good friends with Xiao Yue, and he did not hold them as 

responsible because he felt they had simply followed her. Xiao Yue, he said, was the one who 

had truly decided to leave. Furthermore, in her case he felt “very dissatisfied about her leaving”85 

partly because he could not understand why she did not just talk to him if she had issues with 

how things were going in the hospital. He wondered: maybe it was just because she was so 

young and this was her first job? And yet, especially because it was her first job, he told me he 

felt she should not have left in such a sudden and irresponsible way. She had been at the hospital 

for four years, and she knew they were especially short-handed when she left. To make matters 

worse, he explained that she had asked for time off from April 5th through April 16th, knowing 

that staff were paid on the 15th of each month. To the Director, this quitting suddenly after being 

paid made it seem like Xiao Yue thought she would not get paid for her work if she gave formal 

notice86. She did not even give the Director a chance to talk with her and try to address her 

concerns, he said. Maybe, he wondered, she thought she would not have mianzi (面子, face) if 

she tried to talk with him about quitting after everything he and the facility had done for her? 

																																																																				
84	Although	we	usually	only	met	once	at	the	beginning	and	once	at	the	end	of	each	of	my	fieldwork	trips,	each	
meeting	tended	to	involve	hours-long	tea	discussions	followed	by	a	meal	in	the	Summit	Care	cafeteria.		
85对她的离开很不满意	
86	Although	the	Director	seemed	offended	at	this	lack	of	trust	on	Xiao	Yue’s	part,	another	woman	who	quit	the	
facility	several	months	later	told	me	that	her	supervisor	had	threatened	to	withhold	her	last	month’s	salary.	That	
woman	was	eventually	paid	what	she	was	owed,	but	the	incident	raises	questions	around	how	rightful	such	
concerns	on	Xiao	Yue’s	part	might	have	been.	
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Ultimately, he concluded: she must already have another job arranged somewhere else. As I 

learned later, this was indeed the case, and Xiao Yue and her friends had already arranged jobs at 

the facility where the recently departed Summit Care administrators had relocated. 

As Elana Buch describes, care workers frequently must navigate complicated 

relationships between care and money. In an American context, Buch argues that good care is 

assumed to be “motivated by deep moral and emotional commitments…rather than by material 

and economic concerns” and that this results in “professionalized and market forms of 

care…suffer[ing] suspicion” as a result of being potentially motivated by financial concerns 

rather than “the warmth of familial love” (Buch 2018, 17)87. In China, by contrast, familial 

eldercare and financial and property exchanges have historically gone hand-in-hand (Santos and 

Harrell 2017, 12), and they continue to go together, albeit in new ways, in contemporary Chinese 

settings (Zhang 2017, 241). The Director’s criticism of Xiao Yue therefore had less to do with 

Xiao Yue having been paid for her labor than with her selfish decision to wait until payday and 

then quit without notice when she knew the facility needed her labor and the ward would be 

short-staffed the night she was supposed to be on duty. She was not respectful of the impact her 

quitting would have on the staff team and the stability of the institution itself. From the 

Director’s perspective, Summit Care had invested in Xiao Yue, and then, rather than recommit 

herself to investing in and strengthening the facility as a whole (thereby morally justifying its 

financial investment in her development), she effectively robbed the institution of those 

resources and left it in a temporarily weakened position.   

 

																																																																				
87	See	Buch’s	discussion	of	Zelizer	(2005),	Folbre	(2012),	and	Folbre	and	Nelson	(2000)	for	more	on	how	such	moral	
distinctions	between	professional,	paid	care	and	uncompensated	family	care	have	taken	shape	in	the	US	context	
(Buch	2018,	225).	
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“Marketing”:	Leveraging	institutional	resources	to	retain	staff	investment	

The Director described his interactions related to keeping employees as a matter of 

marketing88 in conversations with me. He had especially devoted time and effort into thinking 

through how to recruit and retain young, more highly trained nurse’s aides like Xiao Yue. He 

told me that he had first attempted to raise the social status of nurse’s aides’ jobs by changing 

their titles in Unit 1 from hugong (护工, nurse workers, with a lower status connotation of day 

laborers) to huliyuan (护理员, nursing staff). Particularly early in my fieldwork, I also saw the 

Director encouraging and supporting these young women to continuously pursue higher 

certification levels. Some of the young nurse’s aides regularly studied together for these tests 

(see Figure 1), and by scoring well, they could move up slowly through the bureaucratic ranks 

within the Chinese healthcare system. This practice was widespread, and when I visited other 

care sites in the area as part of my pilot research in 2015, I commonly saw directors at elder care 

sites proudly show off the passport-like booklets where their nurse’s aides were accumulating 

stamps for each certification program or training they attended. Not only did each improvement 

in certification bring additional skill and prestige to a care facility, but at Summit Care, having 

the young nurse’s aide’s staff focused on studying for and passing the same series of tests could 

also contribute to a sense of group cohesion and shared experience. In “marketing” the facility 

and the careers it offered, the Director was trying to get these young women to invest in Summit 

Care’s institutional growth and to see that growth as inextricably linked to their own expanding 

opportunities.   

 

																																																																				
88销售	
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Figure 1: Example of nurse’s aide practice test for a certification exam (left) and photo of a 

table full of study materials when a group of nurse’s aides were studying together on their work 
break (right). Photos taken October 2017.  

 
However, as the Director told me when I began my long-term fieldwork in the fall of 

2017, these certification systems were still developing. He explained that just months earlier in 

July 2017, the policies incentivizing nurse’s aides to go through formal training and certification 

programs had changed. Although the Ministry of Civil Affairs would keep some of its 

certification programs, many of these official credentials89 for nurse’s aides were now gone90. He 

said he understood that the government wanted to encourage more people to become nurse’s 

aides because it was difficult to find people willing to take the job and that the goal of this policy 

change was to remove possible barriers to more people entering the field91. At the same time, he 

said he wished these policies could follow the Japanese model of allowing people to work as 

nurse’s aides without certification while offering better work opportunities and compensation to 

people who did have certification (from 9/21/17 fieldnotes). Without this kind of credentialing, 

the Director felt there was no way of demonstrating the value of education and internship 

																																																																				
89资格证	
90	As	indicated	by	the	study	materials	photographed	in	October	2017,	not	all	certification	exams	were	
discontinued.	Nurse’s	aides	continued	to	study	for	and	take	various	certification	exams	even	though	fewer	kinds	of	
exams	were	offered	and	the	impact	each	exam	would	have	on	their	career	trajectories	was	less	certain	following	
the	July	2017	policy	change.	
91降低门槛	
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programs like the ones Unit 1’s nurse’s aides had experienced. If facilities wanted to be able to 

hire young, energetic, educated caregivers instead of the meiyou wenhua (没有文化, uneducated, 

literally “uncultured”) older women from the countryside, then those young women needed a 

sense of their future. 

Unable to control external incentives for young nurse’s aides, the Director focused 

instead on trying to keep these young employees invested in their careers at Summit Care for as 

long as possible by doing what he could to meet each individual’s most important need(s). 

During my time at Summit Care, I observed this play out repeatedly. A worker (usually a female 

nurse or nurse’s aide) would contemplate leaving Summit Care in search of a different job or to 

get married or have a child, she would meet with the Director, and he would find a way to keep 

her working at the institution. Zhang Jing, a nurse beloved by residents and families alike had 

worked in Unit 1 for several years when she started feeling burned out, frustrated with the 

demands on her time as a nurse, and ready to consider quitting altogether before getting married. 

After she spoke with the Director, however, he created a new administrative position for her, 

with higher pay, more regular hours, and higher status, and she decided to keep working at 

Summit Care. Women like Qiu Meng began working in Unit 1 as nurse’s aides, and then worked 

their way up to being full nurses in the ward through a series of exams and negotiations with the 

Director. Liu Na worked as a nurse in Unit 1 for over a year and was loved by residents, families 

and other staff for her cheerful and playful energy. When she decided she wanted to leave to be 

closer to her family in the countryside, she had such a difficult time convincing Unit 1 leadership 

that she could not stay that her father ultimately had to call them on the phone to persuade them 

that Liu Na was needed at home. When she eventually found a different nursing job back in the 

city, Liu Na told me she felt so bad about leaving Summit Care that she worried about running 
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into the Director or other site leaders by accident somewhere in the city and did not want them to 

know she had returned from the countryside. In all of these cases, the women involved felt a 

need to be honest about their desires to leave, as well as an obligation to at least seriously 

consider any employment counter-offers they might get.  

These staff negotiations played a key role in sustaining and growing Summit Care as an 

institution, as providing for staff’s and residents’ needs had long been cyclically intertwined with 

the facility’s ability to attract and retain financial support92. The hospital had been developing 

incrementally over time – opening new wards, hiring new staff, getting new equipment – as it 

attracted more patients. Each improvement in the facility’s infrastructure and services then drew 

more families and residents, who brought fresh financial resources to support further 

development. And, the longer staff stayed, the deeper their relationships with one another, with 

residents, and with families could become. However, continuing this cycle required being able to 

build upon previous gains. When it came to staff, this meant retaining workers in whom the 

facility had invested training resources. It also required that administrators ensure that Summit 

Care was continually advancing. Otherwise, it could not hope to compete in the broader (and 

constantly changing) eldercare market. As leadership in Unit 1 put it, “the hospital needs to 

develop, we want to survive, so there’s this competition. Everyone [else] is writing [articles], 

everyone [else] is taking outside classes, going and cultivating [staff] talent, so we have to keep 

up. Otherwise [we’ll] get eliminated through competition.”93  

Unfortunately, Summit Care was limited in terms of how it could engage in this 

competition. In the years before and during my research, there had been an explosion of newly 

																																																																				
92	See	Chapter	4	for	expanded	discussion	of	the	history	of	Summit	Care	and	the	services	it	provided.	
93医院要发展，我们要生存，就有这个竞争，人家都在写，人家都在去外面上课，去培养人才，我们就要跟
上，要不被淘汰	
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constructed, high-end elder care facilities in Sichuan and nationwide. Summit Care staff and 

administrators knew that they could not compete with these newly built facilities in terms of how 

luxurious or attractive their site’s physical infrastructure was. Instead, they had to compete in 

terms of the services and types and quality of care they offered. A key part of that was hiring and 

cultivating increasingly professional staff. Under these circumstances, losing employees like 

Xiao Yue, whom the facility had financially invested in through her comparatively high salary, 

supported by sending her to attend professional training and activities, and promoted to a 

leadership role within the nurse’s aides’ staff was a double loss. Not only was she no longer at 

Summit Care serving to attract or retain families, staff, and residents at the site, but she also had 

left for one of the facility’s competitors, thereby making a competitor that much more 

formidable. 

 

Hugong,	huliyuan,	and	xiao	meimei:	Salvage	accumulation	and	the	shifting	status	of	

nurse’s	aides		

Despite the Director’s efforts to keep young women like Xiao Yue interested in working 

at Summit Care, the majority of the nurse’s aides at the hospital were women between their 40’s 

and 60’s from the countryside with middle school education or less and essentially no medical 

training – these were the workers called to mind by the term hugong as opposed to the higher 

status term huliyuan. Summit Care was not alone in its reliance on these older nurse’s aides. A 

synthesis of long-term care facility studies in mainland China found that nurse’s aides, or “direct 

caregivers,” were generally “40 to 60 years of age and older; they are primarily women and have 

little formal education” (Song et al. 2014, 426). At a care facility I visited in Beijing in 2011, I 

once asked the director there how he would recruit enough nurse’s aides to staff his expanding 
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hospital. That director had told me that he was planning to double the size of his facility, and I 

had recently learned that the average length of employment for nurse’s aides at that institution 

was only two weeks. I asked him how he could double his staff when it was already such a 

struggle to keep nurse’s aides in his wards. He replied nonchalantly that it would not be a 

problem; he would give current nurse’s aides a day or two off, and they would go back to their 

hometowns in the countryside and return with a friend or relative from home. With each person 

bringing one person back with them, his nurse’s aide staff would double.  

Although no one at Summit Care described recruiting the older nurse’s aides in such 

simple terms, it did seem like similar tactics were at least periodically used by Summit Care 

administrators. Sometimes I met older women working in Summit Care wards who I was told 

were relatives of Unit 1 staff. Sometimes I heard nurses or nurse’s aides describe their older 

female family members asking them about nurse’s aide job opportunities at Summit Care or 

telling them about job opportunities at other facilities where they worked. Put another way, these 

women’s social networks appeared to offer a recruitment tool for Summit Care and competitors’ 

sites. This echoes Bear et al.’s claim that, “forms and senses of self, family, ethnicity, race, and 

community are always “inside” and mutually constitutive of capitalist social relations and vice 

versa” (Bear et al. 2015). Tsing describes such dynamics as a form of “salvage accumulation” 

(Tsing 2015) when she asks:  

 
Where do capitalist resources come from? Capitalists are unable to make most of their 
resources. Consider oil and coal, those formerly living products whose formation has 
required so much more time than capitalists can imagine. Capitalists use them, but they 
cannot manufacture them. This is not just true for ancient things. Capitalism makes use of 
animal digestion and plant photosynthesis without having any clue how to shape these 
processes, despite the sophisticated engineering of plants and animals…These are the 
processes I call “salvage accumulation.” Accumulation is the amassment of wealth under 
capitalism; salvage here refers to the conversion of stuff with other histories of social 
relations (human and not human) into capitalist wealth. (ibid) 
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Just as Tsing describes salvage accumulation in other fields, I would argue that at Summit Care 

one form it took was in administrators harnessing staff’s pre-existing social networks in order to 

bring new employees into the facility.  

Even more than drawing on intergenerational family relationships, this kind of 

recruitment seemed happen through friend groups when young, more highly trained nurse’s aides 

were recruited to come to Summit Care. This is how several nurse’s aides described why they 

had originally chosen to come to Summit Care during interviews with me: 

 
Because [I] hadn’t graduated yet, [I] didn’t have a diploma.” Laughs before adding “And 
maybe [I was brought together] with this hospital by fate.” Laughs again and later 
continues “My reasons were extremely, how do [I] put it, uh, I came here to work 
because [clicks tongue]…Being at home was very boring, so [I started] looking for work. 
Then [I saw them advertising for] nurse’s aides! Then I said [to myself], “Uh, nurse’s 
aides? Well, first do it [for a while], why not give it a try!” And then I’ve been doing it 
ever since.94 – Unit 1 Nurse’s Aide  

 
At the very beginning, it was my friends who wanted me to come here. So then I just 
came. [Laughs].95 – Unit 1 Nurse’s Aide 
 
At the time [I] thought having a medical background you know, [this facility] would 
definitely be way better than those purely [non-medical] elder care facilities. And also, 
but, we had a book that [the Director] and them [Summit Care administrators] had 
written. [L: Oh!]…And then, so later I just came here, and then [the Summit Care 
Nursing Administrator] told us a lot about different aspects of elder care. Afterwards we 
decided. [It] was me and a few people…[we] just came here, and [I] really feel like I’ve 
gained a lot.96 – Unit 1 Nurse’s Aide  

 

																																																																				
94	“因为还没毕业，没有毕业证。”	Laughs	before	adding,	“然后可能跟这个医院有缘吧。”Laughs	again	and	
later	continues,	“我的理由非常的，怎么说呢，诶，我来这儿上班是因为【clicks	tongue】。。。在家里很无
聊，然后再找个工作。然后就说护理员！然后我说“诶，护理员吗？那，先干着了，试一下吧！”然后就干
到现在。”		
95“最初的时候是我朋友让我到这边来的。然后我就来了。”【laughs】	
96	“当时就觉得有医疗背景嘛，肯定比一般的那种纯养老的机构肯定会好很多。而且，但是我们有一本书就
是【the	Director】他们写的。【L：哦！】。。。然后，所以后来就来这儿，然后【the	Summit	Care	Nursing	
Administrator】就跟我们说了很多关于养老方面的事儿。后来我们就决定了。是我们几个人。。。然后后来
就是来了，然后真的觉得收获了很多。”		



	 106	

While the last woman mentioned being interested in working at Summit Care because of its 

reputation for providing medical care in addition to daily living care, all three spoke to what I 

would argue was the most significant factor in their decisions: social networks they had outside 

the facility or with other staff. The first woman came to the facility because she was bored sitting 

at home, and the hospital would allow her to begin working before she had finished her degree. 

The second and third women explicitly came with a group of friends.  

The Director tried to establish more formal channels for recruiting younger nurse’s aides 

to Summit Care and particularly to Unit 1. He explained that he had built partnerships with the 

local secondary or vocational training programs97 from which young nurse’s aides like Xiao Yue 

graduated. He helped arrange for the students from these programs to work in Unit 1 or other 

wards as “interns” for several months at a time as part of their training. The internships allowed 

groups of these young women to come to Summit Care together and get a feel for working at the 

facility, to get to know the staff, and to inform their decisions about whether or not to work at 

Summit Care after graduating. The Director said that he hoped to eventually have these younger 

more educated workers throughout Summit Care (from 6/1/2017 fieldnotes). When considering 

Summit Care’s long-term survival as an institution, this approach made sense given that China’s 

aging demographics meant facilities would not be able to find as many middle-aged nurse’s aides 

in the coming decades (from 1/20/2017 fieldnotes). As the head doctor in Unit 1, a man in his 

40’s, put it to me once “there won’t be anyone [left to provide care] when we’re older”98 (from 

6/15/17 fieldnotes). Recruiting older, less educated nurse’s aides into the facility could be 

valuable in the short-term, but finding ways to recruit and retain young women like Xiao Yue 

seemed to be the future. 

																																																																				
97中转和专科毕业的	
98我们老了，就没有人	
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For the Director, hiring these younger women also involved taking on a sense of 

responsibility for them. The majority these younger nurse’s aides were in their late teens or early 

twenties, and a gendered undertone to their standing within Summit Care became apparent when 

the Director, like many others in the facility, diminutively referred to them as xiao meimei99 (小

妹妹, “girls,” “young women,” or literally “little sisters”). The Director’s attitude toward these 

women seemed to mirror Yan Hairong’s descriptions of “The more ‘enlightened’ employers” of 

dagong mei (打工妹, Chinese domestic workers), who tended to “take an interest in the 

subjective transformation of their domestic workers, and…[tended] to believe that by doing so 

they are helping those workers” (Yan 2008, 94). Importantly, Yan also describes a young female 

migrant worker feeling like dagong meis’ “struggle for recognition, self-expression, and self-

realization as modern subjects…turns out to be a process in which they have given all they have 

and from which what they still [quoting the woman directly] ‘get in return is zero’” (Yan 2008, 

231). Yan comments that this, “echoes and reinforces” the idea that “self-development proves to 

be a bankrupt dream…The prospect of self-valuation is haunted by a constant danger of 

liquidation” (ibid). Likewise, for the young women working as nurse’s aides in Unit 1, the value 

of their efforts to incrementally upgrade their credentials over time was always subject to 

uncertainty. Policies and external valuations of their efforts could change overnight.  

The Director told me he went out of his way to invite these young nurse’s aides to 

participate in training activities and events so that they could see themselves as part of a bigger 

picture, or assess the overall system100, as he put it. He said that he wanted to teach these women 

																																																																				
99	This	parallels	Ong’s	observation	that	“[e]thnographers	of	Asian	workers	in	export	industries”	have	described	
“tropes	emphasizing	the	junior	status	of	the	women,”	diminutively	referring	to	them	as	“daughters”	of	various	
kinds	(Ong	1991,	286-287).		
100考核体系	
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methods for analyzing problems101 so that they could develop and have better job opportunities 

later. And yet, the opportunities he could offer within Summit Care were not necessarily the ones 

these young women wanted to pursue. As one of the young Unit 1 nurse’s aides I interviewed put 

it, these women were “waiting for opportunity.” What that opportunity might look like, whether 

or not it was at Summit Care, or what directions they wanted their lives to take were less 

important than a hopeful sense that being away from home might offer a gateway to a brighter 

future. Yan describes something similar as she reflects on the pressure many dagong mei face to 

marry as they get older, writing, “As they reach their early to mid-twenties, young migrant 

women are racing against time in hope of a change in their life opportunities” (Yan 2008, 231). 

Although the Director could draw upon these women’s social networks to help attract and retain 

additional staff at Summit Care, they were not always convinced that their best “opportunities” 

were those he could offer through the site. 

In fact, the booming elder care industry in the region meant that there were many high-

end private care sites eager to hire young, attractive women. Not only were such young, female 

caregivers seen as more professionally skilled than the middle-aged nurse’s aides, but their 

youthful energy was also described to me by administrators, staff, and family members at 

Summit Care as creating a better environment for older adults within the wards. Furthermore, 

once hired by a facility, these young women then could be photographed and used in 

promotional materials for the site, which Summit Care and other sites did regularly. For the 

women working at Summit Care, comparable jobs at luxury independent living facilities 

promised better paid and far less demanding work than caring for the physically and cognitively 

impaired residents in Unit 1. As one administrator who left Summit Care following my long-

																																																																				
101思考问题的方法	
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term fieldwork told me when I returned in 2019: everyone on staff at Summit Care could make 

much more money elsewhere (summarized from 9/14/19 fieldnotes). When she told me that, this 

woman’s salary at her new job was already more than triple her Summit Care salary, and she was 

contemplating negotiating with her new employer to further double it in the coming months. And 

yet, employee decisions around whether or not to stay at Summit Care were about more than just 

money. Even Xiao Yue had stayed at Summit Care for four years before suddenly quitting.  

On some level, the Director seemed to understand salary and long-term career 

advancement opportunities were not the only things nurse’s aides valued in their work, and he 

tried to cultivate and strengthen a sense of staff cohesion by regularly providing funds for Unit 1 

staff to go out for meals or have other social events. Particularly in the days after Xiao Yue and 

her friends quit, Summit Care administrators sent special lunches to the remaining staff in Unit 1 

and arranged events like a night of barbeque, games, and karaoke at a countryside inn (see Figure 

2). While the head nurse had paid for some of the food and alcohol out of pocket, the Director 

stopped by in person while everyone was eating and sent electronic red envelopes102 with various 

amounts of money to the Unit 1 staff WeChat group until everyone had gotten at least one. 

Though each envelope only contained 10RMB-30RMB, the game of seeing who could grab each 

envelope fastest had everyone laughing around the table, facilitating the deepening of social 

relationships among staff throughout the night. This, in connection with encouraging words from 

the Director saying that he knew everyone would band together to meet the staffing challenges 

over the coming days seemed like an attempt at getting everyone to feel morally invested in 

strengthening and sustaining a cohesive staff unit. The Director seemed to be setting an 

expectation that those present should feel obligated to invest in and support one another as part 

																																																																				
102红包	
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of their work in the ward. This kind of intra-staff relationality was effectively harvested through 

“salvage accumulation” when women were recruited via existing social networks, and it was 

cultivated in an effort to sustain Summit Care as a stable institution as facility leadership 

attempted to deepen staffs’ feelings of commitment to the facility and their fellow workers. 

 

 
Figure 2: The picturesque courtyard at the countryside inn where Unit 1 staff were treated to a 

night of BBQ and games. Photo taken April 2018. 
 

While these events could be helpful for morale and for genuinely deepening interpersonal 

relationships among staff, leadership at Summit Care also had to be careful not to make too 

many demands on their employees’ downtime or too many moral demands on how much they 

were expected to invest back into the institution. The work staff did in Unit 1 was extremely 

taxing, and although they seemed to enjoy group dinners and social activities with one another, 

the facility’s impact on their daily lives was already so large that even attempts at morale 

boosting could easily feel burdensome103. 

 

																																																																				
103	Despite	many	differences	in	the	kinds	of	activities	and	social	status	involved,	this	sense	of	being	expected,	if	not	
required,	to	socialize	as	part	of	one’s	work	obligations	is	similar	to	what	John	Osburg	describes	among	Chinese	
businessmen	in	Chengdu	(2013)	and	the	social	obligations	among	government	officials	and	business	men	in	China	
described	by	Elana	Uretsky	(2016).	
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Staff	perspectives:	Working	lives	and	social	lives	for	Unit	1	staff		

Nurse’s aides’ jobs were low status, low paid, and physically and emotionally draining. 

Their work required responding to residents’ variable and complex physical and emotional 

needs, as well navigating conflicting demands from hospital administrators, residents’ families, 

and residents themselves. All of this also often had to happen on top of and in spite of their own 

exhaustion. Like nurse’s aides in many places, these women were responsible for the low status 

dirty work of care: feeding, helping with cleaning, dressing, going to the bathroom, and 

physically transferring residents from bed to wheelchair and from room to room. On average, 

they did this work for 3000RMB (~$710)104 per month of salary in addition to subsidized food 

and housing via the facility. Though some of these young women aspired to move up the ranks 

within the facility (or its competitors’ sites) slowly over time, many seemed to see their work at 

Summit Care as temporary – a job for the time being until marriage, family life, or other 

unforeseen career opportunities emerged105. While they were at Summit Care, these women’s 

motivations were described to me by Unit 1 leadership as largely non-financial. As one female 

																																																																				
104	It	is	important	to	note	that	in	China	wages	are	generally	stated	per	month	as	opposed	to	per	year.	Also,	because	
the	Purchasing	Power	Parities	(PPP)	between	RMB	and	USD	fluctuated	substantially	between	2015	and	July	2018	
when	my	long-term	fieldwork	concluded,	all	conversion	estimates	included	in	this	dissertation	use	the	2018	value	
of	4.227	RMB	per	1	USD	and	then	round	to	the	nearest	whole	dollar	amount(OECD	2021).	This	approximate	yearly	
salary	of	36,000	RMB	put	nurse’s	aides	at	about	50%	of	the	average	salary	across	sectors	in	the	area	in	2017,	which	
was	65,098	RMB.	While	their	salaries	were	significantly	lower	than	the	average	salary	for	other	blue	collar	jobs	like	
construction	work	(54,119	RMB)	and	more	middle-class	jobs	like	working	in	the	“transportation,	warehousing,	and	
postal	industry”	(81,587	RMB)	,	the	nurse’s	aides	at	Summit	Care	were	actually	earning	just	above	the	average	for	
“residential	services,	repairs,	and	other	services”	(居民服务、修理和其它服务业)	workers	who	made	
approximately	35,409	RMB	per	year	(华律网整理	2020).	
105	While	this	indirect	expectation	of	future,	unforeseen	career	opportunities	may	seem	strange	in	the	United	
States,	the	pace	and	intensity	of	economic	change	and	development	in	China,	particularly	in	Sichuan,	made	it	very	
reasonable	for	these	women	to	assume	that	there	could	be	small	business	or	new	career	opportunities	in	their	
future	(Huang	2018).	For	example,	many	of	the	middle-aged	family	members	of	residents	I	spoke	with	explained	
that	they	had	moved	through	multiple	sectors	and	careers	over	the	course	of	their	working	lives	depending	on	
what	kinds	of	job	opportunities	they	heard	about	through	their	social	networks	or	happened	to	come	upon	
themselves.	Though	these	family	members	were	often	more	educated	than	the	young	nurse’s	aides	in	Unit	1,	even	
nurse’s	aides’	family	members	tended	to	move	through	a	range	of	jobs	and	careers	as	migrant	workers,	farmers,	
and	small-scale	entrepreneurs.		
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leader put it, “These xiao meimei, I think they’re all [like this]. As long as everyone is at work 

together, happy, [then] even a few hundred less [RMB in their] salary doesn’t matter”106 (6/13/18 

Interview). And yet, this raises the question: what did it take for them to be “at work together” 

and be “happy” enough that they would stay at Summit Care for non-financial reasons? 

Nurse’s aides’ lives were shaped by working at Summit Care in many ways. Their 

housing, for example, was primarily provided by the hospital. At the beginning of my fieldwork, 

this meant 4-person, temporary dorms built on the roof of the facility. Each dorm was composed 

of a front room with a set of bunkbeds pushed against two of the walls and a cement and tile 

back room containing a small sink, a shower head and a squat toilet. There was a shared outdoor 

area of the roof for doing laundry by hand and hang-drying clothes, and a market area next to the 

hospital with a handful of restaurants, shops, and stands that provided a convenient way for these 

women to buy whatever they needed.  

Right around the same time Xiao Yue and her friends quit, Summit Care began preparing 

for and undergoing a series of construction projects, and everyone living in the rooftop dorms 

had to move. There were several older, concrete apartment complexes surrounding Summit Care, 

and the administration arranged for staff to move into them. Although the apartments were 

sparsely furnished aside from bunkbeds and belongings the women transferred from their dorms, 

everyone I spoke with said they preferred living in the apartments. They enjoyed having a living 

room area, even if it only had small wooden stools, an old TV, a coffee table and an old wooden 

sofa bench. In most units, there was a small balcony with space for air-drying laundry without 

leaving the apartment, and, best of all, there was a kitchen. Like many older kitchens in the area, 

the ones in these apartments did not have refrigerators, but they did have areas to plug in a 

																																																																				
106	“她们这些妹妹，我觉得都是。只要是大家在一起上班、开心，工资少了几百块都没有关系。”		
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hotplate, as well as an exhaust fan, a large sink, a free-standing filtered water jug, and tiled 

countertops and storage areas (from 5/17/18 fieldnotes). This was enough for women to be able 

to cook their own food more easily, which was a tremendous selling point. 

 For women whose meals primarily came from the Summit Care cafeteria, cooking their 

own food was a luxury. The cafeteria received mixed reviews from staff members I spoke with – 

some saying it was surprisingly good, others saying it was far too bland or too spicy107, and 

nearly everyone agreed the meals became repetitive and steadily less appealing over time. And 

yet, staff living on or near the hospital grounds tended to eat most of their meals in the cafeteria 

because they received preloaded meal cards from the facility that made eating there virtually 

free. Even those who did not like the cafeteria’s usual dishes often gladly still came to the 

cafeteria for its weekly noodles and sauce dinner, dumplings dinner, and its morning steamed 

buns, all of which staff agreed were quite good. In general, however, it was a treat when women 

sharing the same dorm room periodically pooled their money to buy fresh ingredients from the 

market next to the facility and then used illicit hot plates and rice cookers in their dorm rooms to 

cook shared meals (See Figure 3).  

 

																																																																				
107	Although	the	vast	majority	of	nurse’s	aides	were	from	the	surrounding	countryside	and	preferred	spicy	
Sichuanese	food,	those	who	came	to	Summit	Care	from	other	areas	of	China	sometimes	found	the	cafeteria	food	
incredibly	spicy	even	as	the	local	nurse’s	aides	complained	it	was	too	bland.			
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Figure 3: A meal several nurse’s aides invited me to when I returned to begin long-term 

fieldwork. In less than an hour, they prepared fish, spicy cucumbers, rice, and boiled corn, 
melon, and frozen fishball soup all made using a rice cooker and hotplate hidden in their rooftop 
dorm. We ate on their makeshift cardboard box table, sitting on the padded floor mat they were 

always careful not to step on while wearing shoes. Photo taken September 2017. 
 
Having (or not having) control of their own time was also a significant way in which 

Summit Care shaped these women’s lives. As others have documented, working away from 

home is often one avenue for young women in China to experience more independence than they 

might otherwise (Lee 1998; Yan 2008). Likewise, working at Summit Care could offer young 

women the opportunity to consider their lives from a new perspective, away from the direct 

influence of their parents and hometown communities. Some women used this relative freedom 

to date and explore their sexuality away from parental supervision as they found boyfriends or 

girlfriends working at the site or in the surrounding areas. For others, it meant a chance to 

consider alternative career paths. Qiu Meng, for example, dreamed of someday opening a coffee 

shop with a friend of hers who would make baked goods for them to sell despite her parents 

pushing her to pursue a career in healthcare and focus simply on becoming a nurse instead of a 

nurse’s aide.  
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For many, living and working at the site was a chance to simply experience a more urban 

and consumer driven lifestyle. Many of the nurse’s aides I spoke with had never left Sichuan 

province; never been to an airport, let alone taken an airplane. Although they had certainly seen 

urbanized areas (even a “small city” in China can be home to hundreds of thousands of people), 

working at Summit Care gave them the discretionary income and opportunity to pursue their 

interests in new ways. On their weekly day off, nurse’s aides would sometimes go together into 

the city center to walk around high-end shopping malls, visit arcades, or see a movie. They 

would also sometimes buy a bus or train ticket to visit a tourist attraction outside the city and 

return to the facility with bags of snacks to share with the rest of the staff. Fairly early on in my 

fieldwork, I became acutely aware of the almost 10-year age gap between me and some of the 

younger nurse’s aides when a group of us went into the city together one evening. As we were 

going up an escalator, we passed what appeared to be a group of foreign high school students on 

a trip. The nurse’s aides I was with started talking excitedly about how handsome a teenage boy 

at the front of the group was. When they asked for my opinion, I responded without thinking and 

said “he looks like a child to me.” Although I immediately tried to walk my comment back, our 

age difference – which often felt minimal in the ward when they were caregivers and I was their 

resident anthropologist – suddenly seemed gapingly large.    

Outings like that allowed nurses, and especially nurse’s aides, at Summit Care to deepen 

their relationships with one another while also relaxing and blowing off steam despite their 

heavy workloads and severely restricted opportunities for social activities or interactions outside 

the facility. In Unit 1, as in the rest of Summit Care, nurses and nurse’s aides worked on rotating 

shifts that made it difficult for them to maintain regular sleep schedules, let alone social 

calendars. While the older nurse’s aides in other wards could work 12-to-24-hour shifts which 
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allowed them to take 24 to 48 hours off to return to their farms on the city outskirts, the younger 

and more educated nurse’s aides in Unit 1 generally worked in approximately 8-hour shifts with 

an average of one day off per week. When I shadowed nurse’s aides through two rounds of night 

shifts, I was shocked at how exhausted I felt108. Even without engaging in the added physical 

strain of moving and cleaning residents’ bodies throughout the night, I was so tired by the end of 

each round of shadowing that I could barely hold my pen to record notes in my notebook.  

Since staff sometimes had as few as 6 hours off between shifts, living at or near the 

facility was extremely important, as any time spent on transportation to or from the facility 

detracted from time available for sleeping, showering, eating, or generally unwinding before they 

had to be back in the ward. The head nurse and group leader for the nurse’s aides spent hours 

determining each employee’s work rotation each week. They did their best to accommodate 

requests for particular shifts on particular days and, most importantly, requests for specific days 

off. However, the more involved a request was, the more likely one would be asked to take a 

series of undesirable shifts in order to compensate for it. For example, as the first row in the 

schedule below indicates (see Figure 4), a nurse’s aide who requested 4 days off in a row one 

month ended up with the following schedule where red indicates beginning a shift (or a part of a 

shift) after 8 hours or less of time off since last at work: 

 

																																																																				
108	Research	has	shown	a	range	of	negative	impacts	related	to	sleep	deprivation	in	various	healthcare	settings,	
including	decreased	attention	performance	in	medical	students	(Pérez-Olmos	and	Ibáñez-Pinilla	2014),	increased	
medical	errors	among	healthcare	professionals	(Lazzari	2018),	and	increased	physician	burnout	(Stewart	and	Arora	
2019).	
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Middle Shift (中) 3:00pm-12:00am 
Transition Shift (调) 6:00am-10:00am & 6:00pm-10:00pm 
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm 
Transition Shift (调) 6:00am-10:00am & 6:00pm-10:00pm 
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm 
Morning Shift (早) 6:00am-3:00pm 
Night Shift (夜) 12:00am-8:30am  
Middle Shift (中) 3:00pm (the same day)-12:00am 
Transition Shift (调) 6:00am-10:00am & 6:00pm-10:00pm 
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm 
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm 
Transition Shift (调) 6:00am-10:00am & 6:00pm-10:00pm 
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm            Figure 4: Unit 1 Nurse’s Aide Work  
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm             Schedule from July 2018. Photo Taken June 2018. 
Night Shift (夜) 12:00am-8:30am  
Middle Shift (中) 3:00pm (the same day)-12:00am 
Transition Shift (调) 6:00am-10:00am & 6:00pm-10:00pm 
Rest Day (休)  
Rest Day (休)  
Rest Day (休)  
Rest Day (休)  
Morning Shift (早) 6:00am-3:00pm 
Night Shift (夜) 12:00am-8:30am  
Middle Shift (中) 3:00pm (the same day)-12:00am 
Transition Shift (调) 6:00am-10:00am & 6:00pm-10:00pm 
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm 
Transition Shift (调) 6:00am-10:00am & 6:00pm-10:00pm 
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm 
Day Shift (白) 7:30am-12:00pm & 1:30pm-6:00pm 
Transition Shift (调) 6:00am-10:00am & 6:00pm-10:00pm 
 

Such scheduling provoked mixed feelings among the nurse’s aides. Everyone agreed that 

it would be better to have two days off per week instead of just one. Beyond that, however, many 

felt conflicted. On the one hand, they agreed with Unit 1 leadership’s justification for such a 

variable schedule: high levels of staff turnover required maintaining a staff where each worker 

regularly experienced each shift because there were different tasks and types of paperwork 
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associated with different shifts and there was no telling when someone might need to step in as a 

substitute for a newly vacant position. On the other hand, when I asked nurse’s aides how they 

would feel about working the same shift every day (e.g. always night shift or always day shift), 

they were interested but raised concerns. One question was: Who would ever agree to night shifts 

only? When I suggested staff could hypothetically be paid more for working the night shifts, they 

thought that was interesting, but they said they doubted anyone would want to take night shifts 

all the time. They also thought it might be unfair for people to be paid more for night shifts 

because even though they were more physically demanding and staffed with only two people 

(one nurse and one nurse’s aide for all of Unit 1 and one doctor on call in all of Summit Care), 

the night shifts actually required far less paperwork and administrative activity, so it was 

unlikely that day shift staff would accept being paid less than night shift. Perhaps one month or a 

couple of weeks on night shifts and then rotating to a different shift, they suggested.  

Though nurse’s aides generally described the rotating shift schedules as heavily taxing 

for the first month or so and then easier to cope with as one’s body adjusted, there was no 

denying that fluctuating work hours tremendously impacted both nurse’s aides’ and nurses’ 

available time. When work expectations expanded even into the hours staff expected to have off, 

it could seriously impact their morale. As one Unit 1 nurse who was contemplating leaving the 

site explained:  

 
The thing I’m most dissatisfied with [about working at Summit Care] is no matter when, 
[the hospital] doesn’t care even if employees are on a day off or had night shift or when it 
is, any [time] [the hospital] has anything going on, [if] it demands [you] come to a 
meeting or a training, employees must go. Yeah, I’m especially, especially unhappy 
about this. Sometimes [clicks tongue], so sometimes I come late [to those events] on 
purpose [both laugh]. I’m very dissatisfied with this part [of the job]. Sometimes, 
actually, I think [hospital] leadership should know about this issue, but because they’re 
[acting] in order to have the whole ward perform a little better, [so] they require everyone 
attend…If [one] lives far away, then it’s especially, especially tiring. I think [hospital 
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leadership] is [looking at things] from a management or training [perspective], from a big 
picture perspective it’s OK [to do things] this way, but I feel like [they] should make 
[their] approach more, more, a bit more considerate. For example, if it’s the day of [when 
they announce an event], really there [will be] a group of people [who] cannot attend. 
And also, you can’t ensure that everyone will be able to attend every training because no 
matter what [there will] always be some people on duty.109 
 

This nurse’s description of feeling like leadership at the facility “should know about” this issue 

(implying they should also respond and address it) while at the same time justifying their 

behavior as prioritizing the performance of the ward as a whole helps to illustrate the conflict 

staff felt around balancing their own needs with those of the institution.  

While the Director and facility administrators seemed committed to trying to reduce staff 

turnover110 whenever possible, it was not always clear what approaches would be most effective. 

Limiting staff turnover benefited Summit Care both by decreasing residents’ likelihood of living 

in understaffed wards, and allowing staff to form longer term relationships with residents and 

families, thereby increasing the likelihood that current residents and families would stay with 

Summit Care as a provider and recommend it to others. However, while more paid days off, 

higher hourly pay, lighter caseloads, more support for attending trainings and certification 

exams, and better food and housing could each make the prospect of continuing to work as a 

Summit Care employee more appealing, they each also came at a financial cost to the institution.  

Although detailed financial information about Summit Care was never released to staff or 

shared with me, the feeling I got from the Director and from leadership in Unit 1 was that the 

																																																																				
109我最不满意的地方就是无论在什么时候，它就是不管这个那个人员是在休息、还是上夜班、还是什么时
候，它凡是有什么事情，它要求开会或者培训的话，人员就要必须去。对，这个我非常非常难受。有的时
候【clicks	tongue】所以有的时候我会故意迟到[both	laugh]。我很不满意这一点。有的时候其实我觉得领导
应该知道这一点，但是他为了就是整个科室表现好一点，他会要求人都到齐。。。如果【住的地方】有些
远的话，就特别特别累。我觉得他是从管理或从培训，从整体来说是可以这样，但我觉得应该把这个方式
再、再想周到一点。比如说，如果当天的话，确实这些人不能参加。而且你每次培训是不能保证所有人能
到齐，因为不管怎么样都有人在值班。	
110	Staff	turnover	is	a	documented	issue	in	many	professional	eldercare	settings,	even	in	(comparatively)	highly	
resourced	European	care	sites	(Westerberg	et	al.	2018;	Clausen,	Tufte,	and	Borg	2014).		



	 120	

budget was tight between balancing affordable fees for families, staff salaries, operating costs, 

and investments in facility development. Though family members of residents mentioned to me 

several times that they felt staff should be paid more, they were also hesitant about the idea of 

Summit Care raising its rates to pay for such salary increases. It thus fell to the Director to make 

special arrangements with individual employees to extend their time at Summit Care whenever 

he could. While these efforts were rarely enough to keep staff there long-term, they did seem to 

keep even employees like Xiao Yue working at the site longer than they might otherwise have 

and (often) for less money than they could make elsewhere. 

 

Conclusion:	Making	sense	of	Xiao	Yue’s	response	

On April 20th, four days after the sudden exodus from Unit 1, I found myself sitting 

across from Xiao Yue and one of her two friends at dinner. The table was full of current and 

former Summit Care employees. I knew everyone there and had been invited to join the group by 

several former Unit 1 nurses with whom I was particularly close. After several of us shared 

Didis111 from the hospital, we met at an outdoor, semi-covered restaurant connected to a 

countryside inn. We sat on small plastic stools encircling a 3-foot-squared brick charcoal oven 

with a huge wok in the middle cooking a chicken and vegetable dish as the sun went down. The 

mood was friendly, albeit initially a bit forced. One nurse had brought her young son, who ran 

back and forth to the table and played in the outdoor areas near the restaurant. The women began 

teasing one another as the group relaxed – one saying that she was not eating much because she 

was going on a diet, and another jokingly saying back, “you’re always going on a diet” and 

making everyone in the group laugh.  

																																																																				
111	Didi	was	the	most	popular	rideshare	app	at	the	time	in	this	area.	
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As they began catching up with one another, those still working at Summit Care asked 

Xiao Yue and the other woman who had left how they were doing. Xiao Yue immediately 

jumped in, gleefully explaining that she and the other two had found a 3-bedroom apartment with 

a living room that they were renting together for just 1000RMB per month, including wifi. She 

said that they had been traveling a lot to local tourist attractions since quitting and that her 

quality of life112 had improved dramatically since living with the other two because they were 

extremely neat, and they cooked a lot. At that point, the other woman who had quit chimed in 

saying that they recently had made curry among other dishes. When one of the nurses still 

working at Summit Care asked Xiao Yue if she felt bad about leaving when the hospital had 

valued her so much113, Xiao Yue snapped back that she had given a lot to the hospital, implying 

that she had not received much in return. Whether or not one agreed with the way she and her 

friends quit or the ways she had been compensated, she was undeniably correct that they had all 

given a tremendous amount to Summit Care and to Unit 1 through their work.  

 From housing, to having time to travel, to having the ability to cook what she wanted and 

be with friends, Xiao Yue’s description of her life after Summit Care touched on the many ways 

in which nurse’s aides’ lives were shaped and constrained by the facility – her description 

sounded idyllic by contrast. A key component of what made Xiao Yue’s new situation seem 

desirable, however, was that she was still with her friends – the two who had left Summit Care 

with her and the group assembled for dinner that night. At one point that evening, someone even 

remarked that nearly everyone at the table either already had left Unit 1 or was planning to leave 

it in the near future. As much as meeting one another and becoming friends may have initially 

been a selling point for these women to work in Unit 1 and at Summit Care, the reality was that 

																																																																				
112生活质量	
113很重视	
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their social network with one another could exist independent of their employment situations. In 

other words, the very social ties that perhaps initially kept them working in Unit 1 despite the 

comparatively low pay and difficult work could also then draw them away and make it more 

likely for them to follow one another to other work opportunities.  

In Xiao Yue’s case, a close relationship with one of the administrators who had left 

Summit Care in the preceding weeks was what ultimately drew her away from the site along with 

her two friends. While the Director may have been right that it was important for young women 

like Xiao Yue to be respectful of social hierarchies that led to job opportunities, he had not fully 

appreciated that the opportunities he could offer at Summit Care might not actually be the best 

options available to these women given the rapidly evolving eldercare landscape, overall. Even 

when he tried to tailor the specifics of each role within the facility to meet individual workers’ 

needs when they told him they were considering leaving the site, he still might not be able to 

compete with the jobs and, as Xiao Yue put it, “quality of life” available to staff at other 

institutions. Though I never heard the intricacies of Xiao Yue and her friends’ new daily work 

experiences, they made it clear that they were earning more money for less strenuous jobs and 

enjoying their apartment and downtime more than they had while working at Summit Care.  

In describing homecare workers in Chicago, Buch approaches staff turnover by, 

“direct[ing] attention to the ways that home care practices meant to sustain lives and persons 

simultaneously create unequal and unsustainable social relations” (Buch 2018, 179). I would 

argue that her point applies to institutional care settings, as well. That is to say, sometimes 

“practices meant to sustain” institutions can “simultaneously create unequal and unsustainable 

social relations.” Nurse’s aides were recruited and retained at Summit Care, and particularly at 

Unit 1, through social networks. Sometimes those were existing social networks within families 
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or among classmates at local training programs, and sometimes they were social networks that 

developed or strengthened as a result of young women living, eating, socializing, and working 

together in highly taxing jobs. While “salvaging” and strengthening social connections between 

these women was one way for administrators at Summit Care to make their facility a more stable 

institution with cohesive and stable staff, this approach relied upon unequal, negotiated 

relationships between individual workers and Summit Care administrators. It was unsustainable 

in that these women’s social networks could also lead them to hear about and pursue work 

opportunities at other care sites, as well. 

In an institution and a care landscape that were both constantly undergoing so much 

change, it was difficult to determine where power truly lay. The young women working in Unit 1 

as nurse’s aides, for example, were inexperienced and working in very low status jobs with 

limited social capital. At the same time, their youthfulness and training made them an asset to the 

facility in terms of advertising their (relative) expertise and youthful enthusiasm. The Director’s 

ability to facilitate social connections between these women by providing them housing and 

periodically paying for social outings for them made them feel more connected to Summit Care 

on the one hand, and provided them with expanded social networks that could ultimately lead 

them to other employment opportunities on the other. Likewise, job opportunities that attracted 

some of these young women to work at an integrated medical and elder care114 site like Summit 

Care in the first place could also ultimately fuel their departure if they heard about less 

demanding or better compensated job prospects elsewhere. 

As a result of this uncertainty, the Director attempted to institutionalize as much 

flexibility as possible in Summit Care and Unit 1, despite potential risks to the facility’s 

																																																																				
114医养结合	
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wellbeing, overall. The Director agreed to negotiate salaries, even though there was a chance that 

some staff would feel undercompensated. Hospital leadership provided training and 

advancement opportunities for workers, even though their increased professionalization could 

potentially make them more likely to be lured away to lower stress and/or higher paid jobs 

elsewhere. Social events and participation requirements outside of regular work shifts could 

enrich employees’ social lives or professional development, but organizing too many of them 

could push some staff away and make them feel like the facility was impinging too heavily on 

their private lives. Wards like Unit 1 developed staff rotation systems that could help compensate 

for high staff turnover, even if they were also on some level a driving force behind it. Flexibility 

was a powerful institutional tool, but its impact on employees’ lives could easily go too far, and 

it almost always required extra investments of energy and attention from those in leadership 

roles.  

By the time I returned to Summit Care to conduct follow up research in 2019, the 

Director had decided to begin moving away from hiring young women like Xiao Yue to work in 

Unit 1. The investment needed to retain these workers and the risk that they might leave for 

opportunities elsewhere was simply too high. They were not as kekao (可靠, reliable) as older, 

less educated workers from the countryside, who were assumed to be far less demanding of their 

employers. Though the Director still seemed hopeful that Summit Care could retain younger, 

more experienced nurse’s aides in the future, a series of setbacks in the facility’s access to 

outside investments led the Director to prioritize “reliability” in the short-term. While many of 

the young nurse’s aides and nurses I had met during my long-term fieldwork were still at the 

facility, the new hires in Unit 1 were almost all older and less professionally educated nurse’s 

aides. And the question of how long young women in the ward would continue working there 
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loomed larger than ever as they excitedly told me about pregnancies, marriage proposals, and 

possible jobs at other sites. 
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CHAPTER	4:	When	hands	are	tied:	Physical	restraints	in	Unit	1	

 Physical restraints came in different sizes and shapes in Unit 1, but the most common 

were slightly padded, dark green rectangles of cotton approximately half-a-meter-long, ten 

centimeters wide, and less than one-centimeter-thick with about two-thirds-of-a-meter-long 

cotton cords on each short end. If a resident was sitting quietly in a chair or wheelchair wearing a 

dark colored shirt, then one could easily miss one of these restraints tied horizontally across her 

chest to keep her from falling forward or attempting to stand up unassisted. Often, residents in 

restraints seemed peaceful. There could be over a dozen residents sitting in the main activity 

room in restraints, and yet their demeanor would be seemingly indistinguishable from when they 

were not restrained. Other times, however, the pieces of green fabric became inescapably 

conspicuous. When multiple restraints were used – not just one across a resident’s chest, but also 

mitten-shaped restraints surrounding each hand and securing it to the arm of someone’s chair or 

wheelchair, and smaller versions of the chest restraints tying down each leg – they tended to 

attract more attention. The more residents tried to get out of restraints – attempting to stand and 

repeatedly being pulled back into a seated position, reaching around to try and untie the knotted 

fabric behind their backs holding them in place, attempting to slowly wiggle out underneath 

chest restraints or scoot to the edge of a deep sofa in an effort to stand – the harder they were to 

miss. What made restraints most conspicuous, however, was when a resident began calling out 

for help in an attempt to get out of a restraint. Although residents frequently seemed unfazed by 

having a single tie across their torso, cries to “bang wo jiekai” (帮我解开, help me untie [this]) 

were not uncommon.  

 I observed one especially negative resident response to restraints during my field work 

with Zhao Wang Yi, one of the male residents in Unit 1. Zhao Wang Yi was generally a good-
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tempered man, who was happy to spend his days sitting, looking around, napping, and flipping 

through the books and magazines kept in the bookshelves next to his spot on one of the couches 

in the corner of the main activity room. More often than not, Zhao Wang Yi got around Unit 1 by 

taking small steps with his heels while sitting in his wheelchair, quietly moving himself forward 

and backward around the ward. Despite his mouth frequently hanging slightly open, he had an 

air of dignity about him – often napping with one leg crossed over the other and a book resting in 

his lap. When he wanted to get someone’s attention, Zhao Wang Yi’s deep, booming voice could 

be heard from across the ward.  

   One evening in 2017, Zhao Wang Yi spent over 20 minutes calling out for help. It had 

been a busy day in the ward – a group had come in to screen a recent film in Unit 1 as part of 

their local charity work – and after eating dinner Zhao Wang Yi began saying that he wanted to 

stand up. He strained to reach the knot securing his chest restraint to the metal bar behind the 

couch where he sat. He was not flexible enough to reach it, so all he could do was call out and 

repeatedly try and fail to stand on his own. According to my fieldnotes, that evening there were 

eight people in the room who could have theoretically helped him (not counting the other 

residents) – a nurse, four nurse’s aides, the daughter of another resident, a male member of the 

hospital cleaning staff, and me. Technically, only the nurse or nurse’s aides would have been 

allowed to untie him according to the facility’s rules, but none of them even acknowledged that 

he was calling out and begging to stand.  

 As I got increasingly uncomfortable watching his distress, I asked the nurse in the room 

why no one was responding. She explained that this was due to staffing levels and that his family 

had signed an agreement saying that they understood more extreme care was needed sometimes, 

and they knew he was bound and restrained from time to time to keep him from falling. I asked if 
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his family required115 that he be restrained like this, and she said no, but that if you give Zhao 

Wang Yi something to do, then he gets distracted, forgets about the restraint and calms down. 

 As she and I spoke, Zhao Wang Yi began focusing on the woman visiting a resident 

several feet away from him. She was the closest person to him who was not a resident in the 

ward, and he began earnestly pleading with her, saying, “I was wrong. Whatever you all want 

from me, I’ll do it,”116 and then, “I’m begging you,”117 and “I’m willing to do better.”118 The 

nurse’s aides continued to ignore him. The head nurse entered the room and did not respond to 

him. Seeing that I was still watching him, the nurse I had been speaking with told me that he was 

just calling out because he wanted to go to the bathroom, but that he did not need to call out 

because he was already wearing a diaper. The staff would leave him there until it was time to 

change him, she said. In my fieldnotes, I wrote “he smells like his diaper is dirty” after my note 

on her reply (12/6/17 notes). I asked the nurse if his family required that he not be taken to the 

bathroom when he was already wearing a diaper, and she replied, “no.”  

She then left the room, and I went over to talk with Zhao Wang Yi. He immediately 

asked me to untie his restraints, and when I said that I was not allowed to and could not help him 

with that, he (understandably) got frustrated and asked why I was talking to him at all if I could 

not help. Feeling like I had only made a bad situation worse, I went back to my chair across the 

room. At that point, the nurse I had been talking with returned wanting to talk more with me. She 

said that she agreed that there were lots of problems with this situation but then she continued to 

sit with me on the opposite side of the room without interacting with Zhao Wang Yi at all as he 

continued to cry out and beg to be untied.  

																																																																				
115要求	
116	“我错了。	你们有啥条件我都愿意	”	
117	“我求求你”	
118	“我愿意改正”	(Literally	translated:	“I’m	willing	to	reform”)	
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 Eventually, one of the four nurse’s aides who had been sitting in the room throughout this 

almost 20-minute episode went over to Zhao Wang Yi and perched herself on one of the armrests 

on his couch. She began introducing him to the residents sitting around him, telling him who his 

roommates were, who she was, and what she did: “provide services for old people.”119 She then 

went a step further and explained to him that he counted as an “old person”120 because he was 76, 

so she was there to fuwu, or serve, him. They went back and forth for a few minutes; she talking 

in a calm tone, honestly answering his questions, and staying respectful, albeit somewhat 

disengaged and periodically glancing at the TV that was on next to him as she spoke. Eventually, 

a male nurse who had recently started in the ward entered the room and asked her if she was 

working the night shift that night. She replied that she was not, and then added, “help me watch 

him,”121 referring to Zhao Wang Yi, who had begun quieting down. At 5:57pm, she got up 

without another word. Her shift ended at 6:00pm and it was time for her to get ready to leave. 

Zhao Wang Yi looked around the room touching his face quietly. About 10 minutes after the 

nurse’s aide had left, he was peacefully watching TV and reading some of the subtitles out loud 

without trying to get up at all or calling out for help. He had not been untied. His diaper had not 

been changed. And yet, he seemed calm. 

 Zhao Wang Yi’s situation was difficult to watch, but the most surprising thing about it 

was not his distress or the fact that it continued for nearly 20 minutes without any staff response, 

but rather that when the nurse’s aide did respond, she was able to calm him down so easily. For 

me as an observer, it felt as if she had known all along what to say and what to do, and yet she 

had chosen to remain silent, ignoring (or simply not registering) his anguish. Though I now see 

																																																																				
119	“为老人服务”	
120	“老人”	
121	“帮我看他”	
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that as an oversimplification, the incident does raise key questions related to Unit 1: Why were 

restraints used so frequently and in ways that regularly led to residents like Zhao Wang Yi crying 

out to be released? How can one make sense of staff responses (and lack thereof) to residents 

like Zhao Wang Yi begging to be untied? In other words, were there other factors at play limiting 

– restraining – the degree to which staff were able to respond to residents’ needs? 

 

Institutional	concerns	in	context:	Restraints	as	necessary	tools	for	ensuring	safety	

 While the story about Zhao Wang Yi’s care may seem like one of neglect, in actuality, I 

would argue that it captures some of the ways in which Summit Care, and Unit 1 by association, 

were constantly changing and improving the care they offered and meeting very real threats to 

patients’ physical safety. This is clearer if one considers what care looked like at Summit Care 

and Unit 1 in the years before my study began.  

In addition to speaking with long-term staff and family members of long-term residents, I 

learned some of Summit Care’s institutional history by speaking with an experienced 

gerontologist I will call Doctor Li Ying. Li Ying was a local celebrity when it came to eldercare. 

Years before meeting her in person, I became familiar with her name and her work. She 

published and spoke widely at professional and academic events related to elder care, and 

directors at some of the sites I visited during my pilot research would even mention working with 

her as a credential for their site. Something along the lines of, “We provide excellent care here. 

We follow Li Ying’s recommendations.” 

Summit Care’s connection to Li Ying was even more direct, as she visited the site for 

several hours one morning each week. During that time, she would move between the different 

wards offering advice and consulting on particularly difficult cases. She almost always stopped 
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by Unit 1 during her visits, and, by the time I interviewed her in 2018, she had been visiting 

Summit Care for approximately 4 years, since before Unit 1 first opened. The day of our 

interview, we sat at a small table next to a nursing station outside her office at the main hospital 

where she worked. Despite the activity swirling around us, she stayed intently focused on each 

question I asked her and responded in a straightforward and matter-of-fact tone. When I asked Li 

Ying what changes she had seen happen at Summit Care since she first visited it, she replied: 

 
It’s changed a lot…originally the death rate was just too high [laughs a little]…There 
were many old people who could still walk when they came [to Summit Care], but 
because [staff] didn’t pay close attention, [it was] possible [for them] to fall, because [the 
staff] were using too many medications. High blood pressure medication, hypertension 
medication, an-an-anti-psychotic medication, and also lots of sleep medications, so the 
old people were continuously falling down…I thought it looked like an impoverished…I 
originally didn’t want to even go, and also walking [around there] everywhere stank. 
You’d walk into those rooms [and they] all stank of feces and stank of urine. You felt like 
every person you saw was lying on a bed, and more than that, [every person was] 
completely out of it. They couldn’t communicate at all…I just felt it was like…reaching 
Hell…[they were] afraid of falls because [they would have to] continuously pay 
[families] for damages, and [they] really couldn’t afford it…Originally, before, they 
would take…those who did not walk steady, [they] put all of them in, tied them in bed, 
bound them in bed. Didn’t let [him/her] move around. Then [that patient] would just 
slowly lose [his/her] abilities.122  

 
 This bleak description of a hospital filled with unresponsive, bedridden patients in rooms 

that stank of feces and urine is a direct response to managing the financial risks Summit Care 

faced as an institution. As Li Ying explained, staff were afraid of falls, not only out of an abstract 

desire to protect their residents, but because they feared being held financially responsible by 

patients’ families when they “really couldn’t afford it.” During my fieldwork, concerns about 

																																																																				
122	“有很大的改变。。。原来就是死亡率太高【laughs	a	little】。。。有很多老人来的时候可能还能走，但
是，就是因为没有关注，可能就跌倒，因为他们用药太多了。高血压的药物，降压药，抗，抗，抗精神病
药物，还有很多睡眠药物，所以老人又也是不断的跌倒。。。我都看得像一个贫苦。。。我本来都不想
去，而且到处走，臭的。你走到那个房间里都是屎臭尿臭。你觉得看的人都是在病床上，而且就完全是傻
乎乎的，完全没有交流。。。我就觉得好像。。。走上地狱。。。【他们】怕跌倒由不断地赔钱嘛，还有
确实配不起。。。	原来以前他们是把。。。走得不稳的，全部弄在，拴在床上，绑在床上。不让他/她活动
的。然后就慢慢更失能的”	
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residents’ families suing the institution were still present.  

In part, these concerns stemmed from the unpredictability of the regulatory landscape for 

handling medical disputes. With few oversight mechanisms in place to ensure fair assessments of 

blame and damages, the range of avenues for pursuing medical disputes could threaten a 

hospital’s financial stability. As Wang et al. explain there are multiple channels for addressing 

medical disputes, which “can be resolved through litigation or, where alternative dispute 

resolution (ADR) methods exist, through mediation or arbitration. Facing the scarcity of both 

medical and legal resources, China has advocated mediation as an ADR approach to deal with 

medical disputes” (Wang et al. 2020, 2). Medical disputes in China can also theoretically be 

resolved through the “Regulations on Handling Medical Accidents by the State Council” where 

compensation is possible if a medical review board determines that a “medical accident”123 took 

place (Liebman 2013, 194), or through plaintiffs “bringing ordinary tort claims under the 

provisions of the General Principles of the Civil Law” and relying on “judicial inspection 

bodies” to make “determinations regarding negligence” (Liebman 2013, 197). As Wang et al. 

explain, there is also: 

the People’s Mediation Law, [which states that] the People’s Mediation Committee is 
under the supervision of the Judicial Administration department, and mediates disputes 
for free. The agreement after mediation has legal effect but no power of law enforcement. 
In order to be legally binding, patients or hospitals must seek judicial confirmation. 
Without this confirmation, if either side defaults on the agreement, mediators will advise 
them to choose other ways to deal with the dispute. (Wang et al. 2020, 2)  

 
With a documented increase in medical disputes nationwide in China (Li et al. 2014, 5) and some 

people lacking confidence in the official channels for registering and resolving medical disputes, 

some patients and families resort to violence through yi nao (医闹, medical disturbances) against 

																																																																				
123	This	is	defined	as	“an	error	causing	personal	injury	to	a	patient	that	results	from	personnel	negligently	violating	
relevant	laws,	administrative	regulations,	rules,	standards	governing	medical	care,	or	ordinary	practice”	(Liebman	
2013,	194)	
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medical staff in response to perceived malpractice or wrongful death (T. Hu 2017). Even 

assuming a hospital like Summit Care avoids direct acts of physical retribution against its staff, 

the financial burdens resulting from litigation can be significant. As Li et al. explain, the limited 

availability of liability insurance means that, “hospitals are also in an unfortunate situation, in 

which they have to cover expenses for patients’ compensation from medical litigation. This is in 

contrast with the situation in other countries in which the cost is covered by medical liability 

insurance companies124” (Li et al. 2014, 5). 

 Not only were staff and administrators at Summit Care well aware of the increases in 

medical disputes within China overall, but they also periodically weathered serious family 

complaints at Summit Care. Several staff members, including the Director, told me about a 

resident who had died the year before my long-term fieldwork began. The story was that the man 

had some cognitive impairment, and one summer day the guard at Summit Care’s main gate left 

to go get lunch, and the man slipped out of the facility. The staff searched for him extensively, 

but when they found him over 24 hours later, he was already dead. As it happened, he had died 

right near the facility grounds, but staff initially had not seen him. The hospital assumed 

responsibility for his death and ended up paying125 his family 400,000 RMB (~$60,000 US), a 

																																																																				
124	As	Liebman	explains,	insurers	“are	most	notable	for	their	absence	from	medical	disputes.	Although	national	and	
provincial	authorities	have	encouraged	(and	in	some	cases	mandated)	medical	liability	insurance	for	doctors	and	
hospitals,	the	insurance	system	remains	largely	ineffective.	Insurance	generally	covers	only	disputes	in	which	a	
medical	review	board	has	found	error.	Hospital	officials	complain	that	insurers	refuse	to	pay	claims	resolved	
outside	the	courts.	Premiums	are	high	relative	to	the	amount	of	coverage	obtained;	in	some	cases	insurance	costs	
exceed	the	amount	of	indemnification	provided	by	the	policy…Smaller	or	less	successful	hospitals	may	lack	the	
ability	insurance	premiums…Insurance	companies	have	generally	not	been	enthusiastic	about	marketing	medical	
liability	insurance,	viewing	the	area	as	one	with	low	yields	and	high	risks	due	to	the	lack	of	transparency	in	China's	
medical	system”	(Liebman	2013,	206-207).		
125	I	was	not	told	explicitly	how	the	parties	involved	came	to	this	agreement.	My	impression	from	listening	to	the	
Director	was	that	the	situation	was	resolved	out	of	court	and	that	the	hospital	had	paid	most,	if	not	all,	of	the	
damages	directly	and	not	via	any	kind	of	malpractice	insurance.		
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sum equivalent to more than 10 years of an average nurse’s aide salary at the time of my 

fieldwork.  

 The story of the man who died likely stood out to the people I interviewed because of the 

way it ended, but in reality there were many close calls with resident safety. During my 

fieldwork, one man escaped Unit 1, convinced a bystander on a public bus to cover his bus fare 

and made it all the way back to his house in a neighboring city before he was located by his son 

and returned to Summit Care. Another resident snuck onto the roof of Summit Care, and it was 

not until the Director looked out his office window and saw the man walking around alone on the 

open rooftop that staff realized he had gone missing. Yet another man stole one of the small 

knives staff used to cut fruit to give residents for snacks and slit his wrists in the night, only to be 

discovered and saved by staff on the night shift.  

Each of these occurrences represented substantial potential legal and financial risks for 

the facility and, after each one, additional safety precautions were taken. Staff added a brightly 

colored vest over the bus rider’s regular clothing so that it would be easier to keep an eye on him 

and so any passersby would know more clearly that he was a resident at the facility and not 

simply a visitor trying to make his way home. A padlock was added to the stairwell leading to 

the roof, with the key kept on a large keyring in the nurses’ station. No more knives were 

allowed on the ward following the suicide attempt and apples and pears were carved up using 

spoons.  

 At the same time, each story also pointed to significant improvements in quality of life 

relative to Li Ying’s description of her first visit to Summit Care. The residents involved in these 

stories were not bedridden. They were not so heavily drugged or physically restrained that they 

could not express agency within and through their environment. As the Director said to me after 
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describing the man who had died outside the facility, “in this case can you say it would’ve been 

better if the man had never stood up and stayed with tubes in him?” (4/15/18 fieldnotes). That is 

how that man had arrived at Summit Care. Having suffered a debilitating stroke, he was full of 

tubes: a feeding tube, a catheter, etc. After doing rehabilitation at Summit Care, he was able to 

get up and walk again, and his family was thrilled. But that newfound ability came with 

newfound risk as well. 

 In describing a level of care that echoed Li Ying’s portrayal of Summit Care as it had 

been years before, the Director explained that the facility used to have a problem with how staff, 

and especially nurse’s aides, thought about their work. He summed up their approach as “[If] 

you’re standing, [they] want you to sit. [If] you’re sitting, [they] want you to lie in bed,”126 and 

this way it was “less [likely] something would happen.”127 At the time he explained this to me, 

the Director also said that this approach was backwards. Although he had been working at 

Summit Care since the early 2010’s and pushing for the facility to offer increased medical and 

nursing services, those changes took time. According to Li Ying, things at Summit Care had 

significantly changed since her first visit to the site. As she continued: 

Now it’s different…I said [to them], when the first patient comes, [you] absolutely need 
to preserve [that person’s] ability to function…when I came I pushed them to establish 
two offices: [one for] nutrition and [one for] rehabilitation. Then I had them [make it so] 
their old people could not lie in bed; during the day, they had to get up and move around. 
In this way, [they] slowly changed a lot. So now on the whole, maybe the majority of 
patients are sitting up [during the day]…when I went, [the facility] didn’t have anything. 
[There was] nothing. Afterwards, slowly slowly pushing them, slowly slowly pushing 
them, [it] slowly [started] building. Now it’s much better, but there are still many big 
changes needed inside [Summit Care], and there’s still a lot that is not done well.128  

 
																																																																				
126“你站着要你坐起来，你坐着要你躺在床上”		
127“少出事儿”	
128	“现在不一样了。。。我说第一个病人来的时候，一定要保持住她的功能。。。我来的时候是促进他们把
营养和康复这两个建立起来。然后让他们的老人不能躺在床上，白天要起来动。这样慢慢改变了很多。所
以现在基本上，可能大部分病人是坐起来的。。。我去的时候什么都没有。都没有。后来，	慢慢慢慢促
进，慢慢慢慢促进，慢慢建起来。现在就好得多，但是里面还需要很大的改变，还有很多做得不好。”	
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 The new offices Li Ying pushed for did change Summit Care. They made it possible for a 

stroke patient to arrive full of tubes and recover to the point that he could walk independently 

again. Her final point that “there’s still a lot that is not done well” or that could be improved 

underscores not just how “slowly” and imperfectly that process unfolded, but also that it was 

continuing to unfold during my research. Physical restraints were an integral tool for staff to use 

to mitigate some of the risks associated with institutional growth and change.  

 

Staff	concerns:	Restraints	as	and	for	care	through	guan	

 For Summit Care as an institution, restraints were needed not only to keep residents safe 

but also to allow staff to provide a form of care without becoming too overworked. During the 

day, there was always supposed to be at least one nurse or nurse’s aide in the main activity room 

in Unit 1, where there were sometimes dozens of residents. I frequently heard staff tell one 

another (or on rare occasion, their resident anthropologist), “Help me watch the main room” if 

they needed to momentarily leave their post as watchperson. After a quick bathroom break, 

errand, or check on a resident or family member they would then return and resume their watch.  

 Initially, I was confused by the way I saw staff behaving when they were in charge of 

“watching the main room.” Many would sit in an open chair or on the arm of one of the 

residents’ sofas, shoulders slumped, eyes expressionless, and stare into space. Others began 

flipping through their phones, or became absorbed in watching whatever TV show was playing 

on the large screen in the middle of the room. Some would chat with favorite residents or sit by 

them and interact by patting their arms, making faces at them, or exchanging back massages with 

them. If the person watching the main room happened to be especially close with someone 

visiting the ward – a resident’s family member, a staff member from another part of the hospital, 
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or their American ethnographer – then she might spend some time chatting with that person, as 

well. If a nurse was watching the main room (which frequently happened during the unit’s 1.5-

hour lunch breaks), she sometimes multi-tasked by filling out paperwork and medical charts as 

she sat at one of the room’s large tables. Conversations between the person watching the main 

room and any other staff member from Unit 1 who happened to be resting there were also 

common. On rare occasion, though more frequently with newer, less experienced staff members, 

the person on watch would energetically attempt to engage residents she did not know well, or 

who simply seemed bored or distressed in some way.  

I wondered why the person watching the main activity room did not consistently attempt 

to spend time connecting with the residents who were sitting there. One clear answer is that, as 

discussed in the previous chapter, the nurse’s aides and nurses in Unit 1 were often exhausted. A 

second answer, I believe, had to do with the Chinese concept guan (管). This word, and other 

Chinese words that included this character, came up frequently in Unit 1. When a nurse’s aide 

described the room she had recently been made responsible for (e.g. she got those residents ready 

in the morning and evening), she would use the word jie guan (接管, to take over control). 

Literally, this word meant to “receive guan” for that room. When I spoke with family members 

about what it had been like for them to find appropriate care for their loved ones, some used the 

word guanli (管理, to manage or tend to), replying that it had been a difficult process because 

their relatives were buhao guanli (不好管理, or difficult to manage). Literally, guanli can be 

broken down into “guan with reason or order.” 

By itself, guan can be a difficult word to translate from Chinese into English. Since it is 

frequently used in discussions related to education and raising children, guan shows up often in 

academic articles related to Chinese parenting philosophies. Describing Chinese parenting styles, 
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Ruth Chao, for example, frames her discussion of guan by writing: 

Tobin et al. (1989) explain that this word literally means ‘to govern.’ They clarify that 
guan has a very positive connotation in China, because it can mean ‘to care for’ or even 
‘to love’ as well as ‘to govern.’ Therefore, parental care, concern, and involvement are 
synonymous with firm control and governance of the child...[in another study] guan was 
most often used to describe the Chinese teacher’s control and regimentation of the 
[preschool] classroom. (Chao 1994, 1112) 

 
This intermingling of care, love, and “firm control and governance” reveals a trust that 

the person providing guan knows what is in the best long-term interest of the person receiving it. 

If they govern “with firm control” it is because they not only care about the person in their 

charge, but also feel committed to being involved in that person’s care. The way in which one 

provides guan is determined not just by the individual but also by societal norms. As Chao 

explains, when it comes to parents raising young children, guan is related to: 

a set standard of conduct enforced by both the larger society and the parents. However, 
the motivations or intentions for imposing these standards are not to dominate the child, 
but rather to assure the familial and societal goals of harmonious relations with others and 
the integrity of the family unit (Lau & Cheung, 1987)…guan also impl[ies] for the 
Chinese a very involved care and concern for the child. (Chao 1994, 1113) 

 
In other words, through highly involved care, guan serves not just the needs of the care 

recipient (child) or family, but societal needs as well. It helps the individual enter into a societal 

group successfully and involves keeping an eye on that person to make sure they stay in-line 

with the expectations of the larger group(s) to which they belong. When it comes to Summit 

Care and Unit 1, I would argue that the societal impacts, that larger group, was primarily at the 

level of the institution and its “harmonious relations” internally and with other actors. The 

individual needs of the child/resident are a concern to the person who will guan them, but they 

are secondary to broader concerns about how that child/resident fits into the larger 

societal/institutional whole. Thinking back to Zhao Wang Yi, what ultimately calmed him was 

the nurse’s aide explaining who she was (someone who cares for old people), who he was (an old 
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person), what larger groups he was part of (an eldercare site), and how he fit into that larger 

group (reintroducing him to his roommates and explaining who was sitting near him in the main 

room). 

 Chinese mothers whom Chen-Bouck et al. interviewed identify what the authors refer to 

as “main underlying meanings of guan” (Chen-Bouck, Duan, and Patterson 2017, 497): mothers 

feeling “it was necessary to guan children”; viewing guan as a kind of “behavior regulation” 

through which they could ensure that their children were doing things when they were supposed 

to; seeing guan as a necessary form of guidance for young children who “were still immature and 

lack self-discipline” and who participants said “didn’t know the consequence of some behaviors” 

and “couldn’t tell right from wrong” without parental guidance through guan; and approaching 

guan as a kind of supervision to ensure that an “activity is done correctly or children are 

behaving correctly” (Chen-Bouck, Duan, and Patterson 2017, 498). 

 When applied to eldercare, physical restraints addressed all of the facets of guan 

identified by Chen-Bouck et al.’s participants. Given the limited number of staff and the 

comparatively large number of residents (a ratio that could be as high as 1:23 during night shifts 

or staff lunchbreaks), physical restraints were sometimes “necessary to guan” or monitor and 

care for the residents. Limited staff also meant that physical restraints were needed for “behavior 

regulation” to keep residents from doing things they should not do, including preventing them 

from injuring themselves, other residents, or staff. In particular, the restraints were also 

necessary to protect residents from not knowing “the consequence of some behaviors” and 

potentially injuring themselves by standing or walking around unassisted. Finally, when 

residents like Zhao Wang Yi did not want to follow the institutional schedule, physical restraints 
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could help ensure they were “behaving correctly” and waiting to have their needs addressed until 

an institutionally predetermined time. 

I once asked a nurse’s aide if she would want others to focus as heavily on safety when 

caring for her when she was older as staff did in Unit 1. She replied: 

I feel like when I’m old, [I would] still need, still [want to] have people guan me, right…If 
I’m by myself [that would] make a bad situation worse [idiom – literally: it’s like smashing a 
pot because it’s cracked]. What would [I do] if I fell down? Lying in bed [/being bedridden 
after a fall would be] even more uncomfortable, yes or no? I would wish instead [that] other 
people tie me up…That way I could at least walk, come out often. I don’t want to lie in bed 
[all day]. [It’s] very uncomfortable. It’s better to die and be done with it [than live like that], 
isn’t that right?129 

 
There are several interesting aspects to this woman’s reply. First, in her opening 

sentences, she presents the alternative to having someone guan her as being entirely by herself. 

This suggests that a caregiver simply being in the same room as residents can be seen as a form 

of care through guan, and staff were fulfilling at least some caregiving obligation simply by 

staying in the main activity room and identifying a stand-in caregiver whenever they had to leave 

it. Second, she seems to accept that any scenario involving her “being old” is an inherently bad 

scenario, albeit one that can still be made even worse. This understanding of aging perhaps 

related to a decreased sense that resident discomfort (whether caused by restraints or anything 

else) could ever be addressed, and seems to inherently make it easier to ignore signs of that 

discomfort. Third, her train of thought suggests that monitoring through guan plays a significant 

role in preventing falls in particular, something which physical restraints were uniquely effective 

at accomplishing, albeit arguably at a serious cost to some residents’ overall wellbeing. Fourth, 

she describes the use of physical restraints as linking caregivers who guan her with maintaining 

																																																																				
129	“我觉得我老的时候还是必须，还是有人管我吧。。。如果我一个人破罐子破摔，如果摔倒了怎么办？躺
在床上更难受，是不是？我还是希望别人把我捆着。。。这样我至少能走路，经常地出来。我不想躺在床
上。好难受。这样还不如死了算了，对不对？”	
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and protecting her comfort and quality of life. Overall, her response paints restraints as a tool for 

impeding older adults’ mobility as needed in order to preserve it long-term; this, even though the 

decreased quality of life she describes hoping to avoid (“lie in bed [all day]”) could be precisely 

the experience a resident had while being restrained. 

  By aiding in their efforts to guan the residents, physical restraints also became an 

intervention tool that staff could turn to when they were struggling to meet all the residents’ 

needs at once. Restraints expanded the staff’s capacity to keep an eye on residents who could, 

and sometimes did, otherwise seriously injure themselves, and introducing them into a resident’s 

care could provide both staff and family members with peace of mind after an accident. The 

same nurse’s aide who said she hoped someone would guan and restrain her when she got older 

told a story that clearly illustrated the value of restraints to residents, families, staff, and the 

institution when she described a female resident who fell one night. She said:  

She tripped while I was on shift...[I] just barely happened upon her in the bathroom. If I 
had started checking rooms from that end [of the hallway] and had not guan her, she 
would’ve stayed in the bathroom bleeding…When I saw her, [I] immediately called the 
doctor. [She] had three cuts [on her head]…My god, [she] scared me to death…Before 
[that] she wasn’t restrained. After that instance, [we] started restraining [her]…it seemed 
like the doctors communicated with [her] family about [us] needing to restrain that old 
person. [It] was for that old person’s safety. If [they] didn’t [want us to use] restraints, if 
they didn’t sign [the authorization form], [then] they would be responsible for any 
consequences. That’s how it was…Those [who] should be tied up, tie up. Those [who] 
should be bound, bind. But those [who] should get medicine [sedatives], still need 
medicine [sedatives]. Those [who] should…be followed around with someone at their 
side, still need someone following them around at their side.130 

 
In this example, physical restraints protect everyone. They protect the resident from 

getting injured. They protect the staff member from being in a position where she risks 

																																																																				
130	“在我班上绊倒的。。。	刚碰到她在厕所。如果我是从这边查过去，没管她的话，她会一直在厕所流血
的。。。看她的时候，就叫医生。有三个洞。。。我天啊，吓死我了。。。之前没约束她。至从那次以
后，就把【她】约束了。。。医生好像跟家属沟通了要约束那个老人，是对老人的安全，如果不约束，不
签字的话，后果自负。就这样了。。。该捆的，捆。该绑的，绑。但是该用药的，还是要用药。该。。。
跟着他们身边的，还是要跟着他们身边的。”	
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potentially missing a serious injury while on shift. They protect the family from needing to “be 

responsible for any consequences,” meaning injuries, that might occur while she lives in Unit 1. 

They protect the institution from lawsuits by decreasing the likelihood that a resident will die or 

be injured due to an accident on the ward and by creating a paper trail that shows that the 

institution did everything within its power to keep residents safe should such an accident occur. 

They are not a one size fits all solution, but instead a caregiving approach that can take different 

forms depending on a resident’s needs. “Those who should be tied up, tie up. Those who should 

be bound, bind.” And so on. 

Although physical restraints were a key part of what made it possible for Unit 1 to serve 

so many residents with its limited staff, they also necessarily impacted the quality of care that 

could be provided. One person alone could not reliably “watch the main room” and be 

responsible for everyone in it unless those residents who were strong enough to stand yet too 

weak to walk safely unassisted were restrained. Restraining those residents meant accepting that 

they might get uncomfortable and upset and, as a staff member, one would not feel the need to 

respond to every resident complaint because one could rest assured that the baseline safety and 

physical needs of that resident were being “looked out for” or “monitored” by being in the room 

and providing guan.  

 

“You	don’t	want	to	tie	them	too	tightly”:	Resident	experiences	and	approximations	

 Though keeping residents physically safe was the primary aim of Unit 1, restraints were 

part of what made that seemingly simple goal so complicated. As the handful of suicide and 

escape attempts suggest, residents’ mental and physical health and safety were highly 

interconnected. Partly in response, staff were concerned about yiyu zheng (抑郁症, depression) 
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among residents and often paid attention to changes in residents’ moods. While a resident who 

was regularly quiet and disengaged could easily be seen as unremarkable, a resident who was 

normally talkative suddenly withdrawing would lead staff to check in on that person more 

regularly, remark on the behavior change to one another in passing, highlight it in shift change 

meetings, and even sometimes do medical tests to see if something had changed in that person’s 

physical health. In these scenarios, physical restraints could offer staff a kind of safety net (e.g. 

assuring them that a potentially depressed resident would not walk away and injure him or 

herself) but unless the resident was actively calling out or straining to escape restraints, they 

might not be seen as contributing to that person’s psychological distress131. 

 At the same time, some staff acknowledged that physical restraint use did have a direct 

negative impact on resident-staff relationships, if not on residents’ (and perhaps even staff’s) 

mental health overall. They described residents being wary of staff wearing blue uniforms – the 

color that nurse’s aides often wore – since the nurse’s aides were most likely to be the ones 

restraining residents. One nurse’s aide described intentionally wearing a face mask when she had 

to restrain a resident so that person would have a harder time identifying her later.  

As Li Ying mentioned, residents’ physical health and safety were also threatened by 

restraint use if they became less mobile as a result of being restrained for too long. Not only did 

becoming dependent on a wheelchair or becoming bedridden drastically limit such residents’ 

quality of life, but it also increased their risk of falling if they ever did happen to stand and 

increased their risk of infections from bedsores if they did not. Staff, and especially families, 

																																																																				
131	Some	staff	members	were	more	cautious	about	restraint	use	than	others.	One	nurse’s	aide	I	spoke	with	
acknowledged,	“Actually,	with	restraints,	the	most	important	[thing]	is	that	you	ensure	that	old	person’s	safety,	
right.	If	he/she	isn’t	agitated,	isn’t	standing	up,	or	isn’t	[doing]	whatever	else	[that’s	concerning],	we	won’t	restrain	
him/her.	[It’s]	not	good	for	them.”	(其实约束的话，最重要的就是你要保证那个老人的安全嘛。如果他不烦
躁、不站起来、或者不怎样的话，我们不会去约束他。对他们也不好。)	
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recognized this and often felt a pull to keep residents as mobile as possible for as long as 

possible. During fieldwork, I saw staff celebrate and take pride in residents who had been 

bedridden slowly being able to sit up in wheelchairs and those in wheelchairs slowly being able 

to walk with assistance as a result of their care. And yet, the risk that a resident who had been 

allowed to walk independently or sleep without restraints would injure herself was constant.  

One reason physical restraints were used so widely in protecting residents’ physical 

wellbeing is that they were seen by staff as safer than medical or chemical restraints. When 

issues arose with residents behaving erratically or trying to escape the ward, physical restraints 

were a natural first line of defense for the staff, as they did not require significant increases in 

staff labor and they were not seen as threatening residents’ long-term health. Anti-psychotics or 

other sedatives and chemical restraints were seen as potentially causing damage to the brain and 

worsening residents’ already compromised memory skills. They were still used with aggressive 

residents, but controlling resident behavior with physical restraints was generally assumed to be 

the safer alternative.  

 Despite the decidedly gray area within which staff and family members were trying to 

determine the appropriate level of risk in each resident’s care, resident experiences of restraints 

were often treated as secondary, sometimes even inconsequential, by both family and staff. In 

over 500 hours of observations in Unit 1, I never heard staff discuss risks or benefits of chemical 

versus physical restraints with the residents themselves. In part, this lack of focus on resident 

experiences of restraints likely stemmed from the fact that residents whose communication skills 

were more heavily impaired also tended to be more frequently and more heavily restrained. Not 

all residents who were restrained could call out verbally for help as Zhao Wang Yi had done. For 



	 145	

these residents in particular, but for all residents to an extent, families and staff had only indirect 

access to what their experiences of restraints actually were. 

 The nurse’s aide who said she hoped someone would guan and restrain her when she got 

older was one of the few nurse’s aides I spoke with who had actually experienced being 

physically restrained. As she explained it to me, there had been a training session132 done at the 

facility the summer before my long-term fieldwork began. As part of this training, she had been 

selected to put on an adult diaper and be put in a hospital bed with physical restraints for a full 

morning. She described the experience, saying: 

[I]t was these two days [of the year] that [I] was tied up, [it was] so hot! I was tied for 4 
hours…so hot, god, [they] turned me once every two hours and I just felt hot! [They] even 
gave me water to drink, ai [clicks tongue] [it] wasn’t good…[There was] simply nothing to 
be done. The only thing [I could] do was sleep…Getting old is really [clicks tongue] really 
miserable.133 

 
Firsthand experience with being physically restrained gave this nurse’s aide a unique 

perspective on restraints. Of all of the staff I spoke with, her descriptions were the most direct 

and the most detailed. While staff would frequently describe residents who were heavily 

restrained as having bad shenghuo zhiliang (生活质量, quality of life), this woman’s experience 

allowed her to speak to the heat, the discomfort of being unable to turn her own body in bed, the 

boredom and the overall sense of being “miserable” in her experience. When I asked her later if 

she felt that experience had changed the way she personally used restraints with residents, she 

said yes, that she often thought back to what it was like to be tied up herself. And yet, she still 

restrained people and hoped to be restrained herself if she ever needed it when she got older. 

																																																																				
132	I	do	not	know	if	this	training	exercise	happened	regularly	or	if	this	woman	had	happened	to	be	at	Summit	Care	
the	one	time	it	was	offered.	I	did	not	personally	observe	it	taking	place	during	my	fieldwork,	but	I	was	also	not	
present	at	a	large	staff	training	event	that	occurred	while	I	was	in	the	United	States.	
133	“【我】就是在这两天被捆着的，好热啊，我捆了四个小时。。。好热，天啊，两个小时给我翻一次身我
就觉得热！还喝水呢，哎【clicks	tongue】不好。。。就是没办法呀。唯一的办法就是睡。。。老了就好
【clicks	tongue】好惨啊。”	
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The family members I spoke with also drew on their own experiences when imagining 

what it was like for their relatives to be restrained and when making decisions about whether or 

not to support the site’s use of restraints in their loved ones’ care. Some family members, like the 

middle-aged daughter of the woman who had fallen and cut her head in the night seemed to 

rationalize restraint use in Unit 1 by thinking of it as a rarely used tool for controlling behavioral 

outbursts. As she described it: 

Some old people, when [they’re] acting out, [staff] will…use some measures, right. I 
know that. Actually even with my mom they, at the very beginning, she was really wild, 
you know…They also told me about it. Actually, we can understand…of course, I trust 
they wouldn’t use this kind [of thing] all the time…I feel like under the circumstances 
when that, when [it’s] most, most difficult to control [them] using [restraints], I feel like 
I can also understand that. But I feel like this kind of circumstance also can’t have [staff] 
using [restraints] every day, you know. [slightly nervous laugh]…Anyway, I feel like 
they also wouldn’t [do that], right…[Someone who] can live normally, they also, it 
seems don’t use [restraints]…It’s just when illness flares up, when [patients are] very 
wild that they use this. I feel like [this] is OK.134 
 
This woman’s nervousness and hesitancy in talking about restraint use in Unit 1, her 

unwillingness to even refer to restraints as anything but “measures,” seems to sidestep any need 

to grapple with the emotional experience someone being physically restrained might have. 

Instead, she justifies restraint use by putting her trust in staff members to handle it responsibly. 

The staff told her when they were going to use restraints in her mother’s care, and she trusts that 

they only used them when “illness flares up,” making restraints a necessary but fundamentally 

acute intervention. She trusts that they will not be used “every day,” implying that they would 

not be a response to chronic disabilities. In situations like this, perhaps one of the greatest 

																																																																				
134	“有些老人，他太狂的时候，他们会。。。用一些措施，是嘛。这个我知道。其实他们对我妈

都，刚开始的时候，她不是很狂躁嘛。。。他们也给我们讲了这个事情。其实我们也能理解。。。当然我
相信他们不会是随时都在用这种。。。	我觉得那个在，在最，最难控制的情况下用了，我觉得这个也是能
理解的。但是我觉得这种情况也不能经常用撒【slightly	nervous	laugh】。。。反正我觉得他们也不会
吧。。。他能正常地生活，他们也，好像也没用。。。就是，在犯病的时候、很狂躁的时候，他们用这
个，我觉得是可以的。”	
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benefits families received from placing their relatives in a medical care site like Unit 1 was the 

ability to distance themselves emotionally from patient experiences in the ward by putting their 

faith in the professional expertise of the staff. If physical restraints were necessary to manage a 

loved one’s illness, then of course that was understandable. And yet, this woman visited the ward 

regularly and would have had many opportunities to observe staff regularly using restraints when 

staffing levels were low on the ward; she would have seen that restraints were used as far more 

than a response to isolated incidents of sporadic outbursts or “illness flare ups.”    

Other family members felt less confidence in staff expertise and justified restraint use for 

their loved ones by trying to imagine themselves in their loved ones’ places. As the middle-aged 

daughter of another resident reflected on why she understood restraints being used in her 

mother’s care, she explained: 

[If] you don’t restrain her…in the middle of the night, she gets out of bed if [she] can’t 
sleep. Once [she] gets out of bed, she goes to use the toilet, [but] she’s unstable 
standing…[it’s a] very likely possibility that she’d break a bone. Because at night she’s 
not clearheaded. [Even] us, getting up in the middle of the night to use the toilet isn’t as 
[easy] as during the day like this…you need to wave [your] hands around, need to look 
around for a moment…‘Oh, the toilet is over there’ and then go over. Them? It’s even 
more, even more difficult to do…So I feel like [the staff] restraining [residents] also 
comes from [wanting to] protect [residents’] safety.135 
 
While the conclusion that staff are making the best judgement call they can in order to 

protect residents’ physical safety seems to echo the previous family member’s statement on the 

surface, the degree to which this daughter was trying to imagine things from her mother’s 

perspective is clear not only in her explicit comparison between what her mother does waking up 

																																																																				
135	“你不给她约束。。。半夜，睡不觉的话她就要下床。下床她就去解溲，她站不稳。。。很有可能就要骨
折。因为晚上她是不清晰的。像我们，半夜地起来解溲也没有白天这种好	。。。你要挥挥手，要看一会
儿。。。哦，厕所在那边，再过去。他们呢，就更，更老火。。。所以我觉得他约束的也是从保证他们安
全的前提出发。”	
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in the middle of the night and what “us” or “we” might do but also as she continued her 

response. She said: 

[One] needs to restrain [residents]. But…[one] also has to be careful. [You] don’t want to 
tie [them] too tightly…[if you] make it so [someone] in bed can’t move around, all old 
people will make noise, [they’ll] call out because [they’re] very uncomfortable. [It] really 
is uncomfortable. Back when my Mom came they just…restrained [her]…[they] tied her 
up [so she was] kept in one spot. My mom wanted to turn over but couldn’t move at all. 
[She was] really unhappy. That was it. That’s just to say, [using] restraints [should] start 
from a place of…watch[ing] old people more…[and considering] how to make them 
reach a degree of comfort…without needing to let them…get out of bed and stumble. 
This point, hm, this skill I feel they still need to really seriously work on.136 
 
In this woman’s view, there is a middle ground and a degree of skill needed in how 

restraints are used, rather than whether they are used, and this is a key area of growth for staff in 

Unit 1. When I asked this woman what her biggest concern was related to her mother’s care, she 

replied that she wanted staff to keep her mother from falling in order to preserve her mother’s 

quality of life. Once again, restraints emerge as a tool for protecting residents from themselves. 

Specifically, protecting residents from misunderstanding their own physical abilities or the 

consequences of their actions and injuring themselves. As this daughter points out, her mother’s 

discomfort when restrained was both real, she was “very uncomfortable,” and to be expected, 

“all old people will make noise” and “call out” if restrained. And yet, even recognizing this 

experience, this daughter still sees restraints as necessary to protect her mother given that limited 

staff meant her mother could injure herself if she got up in the night. The key for this daughter is 

that restraints not be “too tight.”  

																																																																				
136	“需要约束。但是	。。。也要小心。不要拴得太紧了。。。让他在床上不能动的，所有的老人他要闹，
他要叫因为他很不舒服，确实很不舒服了。我妈曾经来时候他们就是。。。约束的	。。。把她拴起来，固
定的。我妈想翻身都不动，特别不高兴，就这样。约束就是说从那种出发。。。多看老人。。。要怎么让
他们打到就是既有舒适度。。。不用让他们。。。下床摔跤。这一点儿哈，这个功课我觉得还需要她们很
认真去做。”	
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Even if one accepts that restraints were used as a form of care, in some ways a caring 

guan, that still does not address the question of what made the difference between staff ignoring 

resident experiences of restraints versus responding to them. This, I would argue, is part of the 

“skill” the daughter is describing, and it is worth consideration in its own right.  

 

Care	without	kindness?	

Both in understanding restraints as a form of care through guan and in thinking about a 

more “skillful” use of restraints that keeps residents both comfortable and safe, there is an 

assumption that staff would make decisions first and foremost in residents’ long-term interest. 

While this was primarily the case in Unit 1, there were also many instances where staff seemed 

to ignore residents such as Zhao Wang Yi for unnecessarily long periods of time and sometimes 

even seemed to use restraints in decidedly unkind ways. Though no one ever said this was how 

care should look in Unit 1, it was still sometimes accepted as one iteration of how care might 

look in practice.  

There were multiple examples of care that seemed to lack a degree of kindness. For 

instance, there was a husband and wife pair who had both moved to Unit 1 when the wife’s 

dementia became too much for the husband and their children to handle at home. Over time, the 

husband’s physical health deteriorated, and he fell and injured himself. During his recovery, staff 

used physical restraints to keep him from standing, and he persistently called out for someone to 

untie him. When staff refused to help him (because they believed he would only further injure 

himself if he were untied) he would call his wife’s name, and she would come from across the 

room or across the ward to be by him. After staff saw her trying to untie his restraints (at his 

request), they eventually simply tied her in a separate chair just out of reach of where he was 
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sitting so that she could no longer go over to help him when he called. Another example that 

stands out is the two residents I saw put in back-to-back chairs and then restrained by being tied 

to each other’s chair backs and chair legs, effectively holding one another in place.137 The 

difficulty of such situations stems less from questions about whether restraints were necessary to 

protect residents’ safety, than from an unanswered question around why these residents were 

treated the way they were while being physically restrained. Such situations not only seemed to 

threaten the mental health of the individuals being restrained but also to potentially chip away at 

the mental wellbeing of other residents (and staff) around them, raising the question: why would 

Unit 1 leadership allow such unkind uses of restraints to occur? 

It would be easy to describe such events as abuse and seek no further explanation. Hanna 

Brown’s description of nurse-patient relationships in a resource-poor Kenyan hospital offers a 

useful counter to such an approach. She writes: 

I do not wish to make a judgement about the quality of care that Carolyn [a nurse] gives 
Pamela [a patient]…However, I maintain that it is helpful to think about the interaction 
between Carolyn and Pamela as a relation of care. To do so may be contentious given the 
potential for and reality of abuse in such kinds of relationships, but one thing that it does 
allow is to draw attention to divergent registers of meaning around care which are helpful 
for contextualising the meaning of care and abuse in this setting. If we dismiss Carolyn’s 
behaviour as uncaring I argue that we risk misunderstanding important ways in which 
care is practised in this hospital. (Brown 2010, 128-129)  

 
 In other words, even seemingly unkind actions can be manifestations of care. Brown’s 

call to pay attention to “divergent registers of meaning around care” is central to understanding 

“important ways in which care is practised” in Unit 1, as well. Ultimately, unless a person on 

staff was actively upsetting other staff or family members to the point that they were considering 

leaving the ward altogether, leadership prioritized having sufficient numbers of people on staff, 

																																																																				
137	While	one	might	be	tempted	to	find	a	clinical	justification	for	something	like	this,	the	fact	that	staff	who	saw	
these	two	residents	restrained	to/by	one	another	commented	and	joked	about	it	whenever	they	entered	the	room	
made	it	seem	clear	that	this	was	done	primarily	for	staff	amusement.		
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even if some of those people were not always kind to the residents. In part, this made sense 

because even an unkind staff person still could fill in and provide guan when other more skilled, 

or perhaps kinder, staff members were busy providing care in other ways. Moreover, there was 

always the possibility that an unkind staff person could be trained over time to provide care in 

more patient and compassionate ways. Given how difficult it was to find and retain staff, 

particularly nurse’s aides, leadership in Unit 1 were willing to accept a fairly wide range of 

behaviors from anyone willing to do (even the most basic, disengaged version of) the work. 

 Perhaps because physical restraints were such a powerful tool for staff to use when trying 

to decrease their immediate workloads, they also made disengaged staff more identifiable. In the 

instance where two residents were tied to each other’s chairs, for example, some staff responded 

with awkward facial expressions and uneasy questions like “what’s going on here?” Others 

laughed and tried to ignore it. In contrast, those who had tied the residents loudly joked and 

called attention to their cruelly inventive approach. Leadership in Unit 1, and the head nurse in 

particular, were acutely aware of the wide range of staff personalities and bedside manners. On 

one level, the head nurse accepted the inevitability that not all the people on her staff would be 

perfect caretakers. As she initially explained it to me: 

There are some workers [who] aren’t good to the old people. Then there are some with 
very bad tempers…[they] will admonish the old people or have some other bad 
behaviors…[it] seems like any place has this kind of [thing]…[it’s] impossible that all 
are, ai, [that] ten people would all be perfect in every way.138 

 
While accepting that not everyone would be “perfect in every way,” the head nurse also 

described going to great lengths to try to train and improve behavior among the nurses and 

nurse’s aides she supervised in Unit 1. She described messaging some nurse’s aides one-on-one 

																																																																				
138	“有一些工作人对老人不好。然后有一些脾气很大。。。会训老人，或有一些不好的行为。。。这个好像
在任何地方都会有。。。不可能都是，啊，十个人都是十全十美。”	
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via WeChat139 to discuss their attitudes and behavior toward the residents – sometimes 

continuing exchanges with them as late as 11 or 12 o’clock at night. She explained how she had 

worked to get a problematic nurse’s aide reassigned to another less skilled ward in Summit Care 

and then gone out of her way to check in with both that nurse’s aide and her new supervisor on a 

regular basis to see if the nurse’s aide would adjust her behavior over time. When it seemed that 

had occurred, the head nurse then got the woman transferred back to Unit 1, and, as she 

described it, “after [she] came back up [to Unit 1], everything [was] better, much better.” Rather 

than seeing kindness as a personality trait that one simply did or did not possess, the head nurse 

actively worked to cultivate the type of caring behavior she wanted from her staff. This 

inherently meant accepting that a person on staff might miss the mark in a given interaction and 

still be worth retaining and investing in, overall. 

 While it was possible for staff to be fired from jobs in Unit 1, the process generally took a 

long time. At the time of my fieldwork, the head nurse explained that the last person fired from 

the ward had been a female nurse’s aide. She described this woman as never smiling, getting 

angry with the residents, and getting noticed not only by leadership within Unit 1 but also by 

higher-level administrators within Summit Care. At one point, the head nurse said an 

administrator even confronted this woman, asking her “Why do the old people all fear you when 

they see you?”140 Some residents refused to go with this woman on bathroom trips. Even so, it 

took eight months before she was told to leave141. The head nurse explained this woman’s firing 

not in terms of why she had been allowed to stay for so long, but why leadership on the ward had 

																																																																				
139	While	others	have	documented	WeChat	being	used	as	a	training	tool	within	hospitals	(Luan	et	al.	2020,	7),	the	
head	nurse	used	it	as	a	way	of	pursuing	1:1	training	or	improvement	with	her	staff	by	strengthening	her	
relationships	with	them.	
140为什么老人看见你都害怕你？	
141喊她走	
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ultimately felt they had no choice but to ask her to go. As the head nurse put it, the woman was 

fired:  

Because she had too many people who didn’t like her…doctors didn’t even like her. So 
that’s to say, there was nothing to be done…if someone else had this kind of behavior 
[toward residents], but everything else about her was really good, for example [she] got 
along with other workers, and then got along with the doctors, got along with the 
families, [and] she just sometimes got mad at the old people…that’s just to say [she] 
intermittently lost her temper a little, right, even this kind [of person] [you] can still make 
her change [for the better].142  

 
 Because this woman did not get along with other people on staff, the situation was mei 

banfa: “there was nothing to be done.” In this way, as described in Chapter 2, the head nurse 

illustrated her willingness to prioritize the needs of the institution over the experiences of 

individual residents. A nurse’s aide who “intermittently lost her temper a little” could still offer a 

net positive contribution to the ward if she got along well with families and other people on staff 

because her presence in the ward could still draw others to continue working there or continue 

keeping their loved ones there, and she could still provide basic support for other staff. In that 

scenario, treating individual residents unkindly would be unfortunate but still something which 

could theoretically be improved and which would still be within the site’s best interest to 

improve. However, since this woman “had too many people who didn’t like her,” she risked a 

dual threat to the facility. Not only might she cause problems for the site by mistreating 

residents, but she also risked driving away families who felt uncomfortable with her, or, perhaps 

even more dangerously, staff who did not want to work with her. 

 Keeping as many people on staff as possible was a key “register of care,” as Brown might 

describe it. Fewer staff meant less staff engagement for residents and more risk of injury, neither 

																																																																				
142	“因为她有太多的人都不喜欢她。。。医生都不喜欢她。所以说，就没有办法。。。其他人如果有这种行
为的话，但是她各个方面其他还可好，比如说跟工作人员相处也好，然后跟医生相处也好，跟家属相处
好，她就是有时候跟老人发脾气。。。只是说间断性要发一些火嘛，这种都可以把她变过来。”	
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of which was in residents’ best long-term interests. At the same time, prioritizing keeping staff as 

long as possible meant accepting that a degree of unkindness, lack of patience, or general 

disengagement might slip into daily care practices. It meant that issues with staff were 

sometimes resolved one-on-one in late night text exchanges, even if they produced an in-ward 

environment that made it seem unclear whether or not any actions were being taken against staff 

who behaved poorly. The head nurse was working to improve staff attitudes and behaviors in 

Unit 1, but, like so many aspects of Summit Care, that change could only happen through a slow, 

ongoing process. 

 

Conclusion	

Li Ying’s first description of Summit Care as, “the death rate was just too high” gives a 

clear sense of just how far the institution had come in terms of the care it provided. Relative to 

her description of staff “using too many medications” and responding to subsequently increased 

fall risks by tying and binding residents to their beds, Zhao Wang Yi’s situation suggests that 

there had already been substantial changes in care practices just in the time between Li Ying’s 

first visit to Summit Care and the start of my fieldwork there. When I saw Zhao Wang Yi that 

night, he was sitting in a common area, not bedridden in a private room. He was lucid enough to 

call out for help, not so heavily medicated that he could not communicate. His calls were not met 

with additional medication or physical restraints, but with seeming indifference and, eventually, 

compassion. The process of change within Summit Care and Unit 1 may have been very slow, 

but it did seem to be happening. 

 There were limitations to what anyone involved in care could offer. Residents could only 

communicate and tolerate so much. Families could only afford to pay the facility a limited 
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amount of money for their loved ones’ care, and this in turn meant that the facility could only 

hire and retain a limited number of staff, who could only be held to a limited standard of 

caregiving. In one way or another, everyone’s hands were tied. 

 The result was that people tried to find workarounds. Some family members bought 

special bed restraints that could be tied tautly over resident beds at night to prevent them from 

getting up, while still allowing them to turn and shift their bodies lying down. Some residents 

simply got used to having chest restraints. Some stopped trying to get up as frequently so that 

restraints would no longer be seen as necessary in their care. Some became experts at escaping 

physical restraints. A couple fought their physical restraints so persistently that they ultimately 

found themselves receiving chemical restraints – dazed, drooling, uncommunicative, and sitting 

still at last. For staff, workarounds could involve everything from taking the time to sit with 

favorite residents – either keeping them company while restrained or effectively preventing them 

from needing physical restraints in the first place – to learning to restrain particular residents in 

different ways depending on what kinds of restraints seemed most comfortable or effective for 

them.  

 Each of the uses of restraints I consider in this chapter were arguably instances of care. 

Whether for staff themselves, for the residents, for families, or for the institution, these uses of 

restraints provided support or assistance. Brown writes, “it might also be profitable to stop trying 

to pin care down by thinking about boundaries around care or within care and instead to 

recognise that what is so useful about care is precisely its slippery and enigmatic character” 

(Brown 2010, 130). In Unit 1, I would add that audiences are another element of care that can be 

“slippery or enigmatic,” as well. Ultimately restraints in Unit 1 served many actors in different 

and sometimes conflicting ways.  
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 A recent podcast, Nice White Parents, offers one potential inroad for understanding why 

it seemed so difficult for staff in Unit 1 to provide kinder care. This podcast focuses on the 

difficulties of creating equitably integrated and functioning public schools in the United States. 

Near the end of the series, the reporter, Chana Joffe-Walt, cites Derrick Bell’s concept of 

“interest convergence”(Joffe-Walt 2020). As the podcast’s website explains, this term is used “to 

describe the theory that Black people achieve an expansion of civil rights only when white 

Americans benefit, when interests converge” (Daniels, Nicole and Michael Gonchar 2020). I 

would argue that this concept is eerily applicable to Unit 1. Applicable because it did seem like 

decreased use of physical restraints or more compassionate use of physical restraints tended to 

happen when there was an “interest convergence” between family wants, staff capacity, 

institutional standards, and resident desires. Eerie because it seemed that residents’ abilities to 

express their desires and staff and family willingness to take those desires seriously were so 

tenuous.   

When asked how she would describe the rights of older people, Li Ying replied: 

Ai, right now we don’t have any…Chinese people today simply haven’t paid attention to 
old people’s rights. This is a very big weakness of ours. This old person really doesn’t 
have rights. He/She can have demands…that’s not even saying old people with dementia, 
[the demands of] normal old people can’t be paid attention to. Our old people with 
dementia get even less attention.143    

   
 If old people’s rights are not “paid attention to,” if they can only “have demands” without 

expectation of action in response, it becomes difficult to imagine how their interests will ever be 

represented, let alone able to converge, with those of the individuals and institutions charged 

with their care. As their caregivers focus on “safety” and doing what they believe is in residents’ 

																																																																				
143	“哎，我们现在就没有。。。中国人现在就没有去关注老年人的权利。这一块儿是我们很大的一个弱点。
这个老年人真的没有权利。他/她会有诉求。。。	还不要说痴呆老人，脑正常老人又是不能关注。我们的痴
呆老人更没有关注。”	
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best interest long-term, they risk missing the demands and priorities of those individuals. As one 

man in Unit 1 said to me when struggling with a chest restraint, he understood that staff were 

trying to keep him safe, “but their safety is my freedom”144. 

	

	

	

	
	
	
	
	
	
	
	
	

	

	

	
	
	
	
	
	

																																																																				
144但是他们的安全是我的自由	
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CONCLUSION	

 By the end of my four-day Dementia Care Mapping (DCM) training in London, I felt like 

the instructor was struggling to see Unit 1 in a nuanced way. When I asked her questions about 

the specifics of DCM tools, pushing her to talk through examples of how terms or concepts from 

the class materials might relate to situations I had observed back in the ward, she seemed open to 

considering a wide range of possibilities. For example, the DCM observational coding 

framework categorized different activities residents might do throughout the day, but it was 

designed with Euro-American eldercare models in mind. When I asked, “How should I code 

calligraphy?” and explained that it seemed like a hybrid of “Expressive” (expressive or creative 

activities), “Leisure” (leisure, fun and recreational activities), and especially for residents who 

described practicing characters as xuexi (学习, studying), “Vocational” (work or work-like 

activity) and “Intellectual” (Prioritising the use of intellectual abilities) (University of Bradford 

2016, 17), she eventually replied that it would depend on how the person I was observing seemed 

to be approaching the activity. And yet, when I spoke with her about difficult care practices in 

Unit 1, more generally – changing diapers in common areas, using restraints – her understanding 

seemed to instantly become more black-and-white. She described it as Tom Kitwood describes 

non-person-centered care sites in his work: part of the “old culture of care” (Kitwood 1997, 46). 

This characterization seemed to flatten the complex caregiving interactions I had observed, and it 

was also strikingly at odds with the role Summit Care and Unit 1 played as part of a decidedly 

“new” kind of eldercare in China.  

Summit Care and Unit 1 were part of the thousands of newly built or constantly evolving 

eldercare facilities defining and redefining contemporary institutional eldercare in China through 
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their daily practices. By dismissing the challenges they encountered as “old culture care” 145, the 

DCM instructor seemed to foreclose any possibility that she and my classmates might have 

something to learn from the people I knew back in Sichuan. In this dissertation, I have tried to 

complicate and undercut that assumption. 

 In Chapter 1, I examine the many terms used for “care” in Chinese and suggest that they 

were used in Unit 1 to describe residents as particular kinds of care recipients (e.g. patients, 

quasi-children, consumers). As part of exploring why defining “good care” was so complicated 

in Unit 1, I then turn to ways in which different individuals in the ward – staff, family members, 

residents, and I – offered care to one another and shaped one another’s behavior through telling 

stories. Focusing particularly on the stories told through semi-staged photos of residents that staff 

took and then sent to a family WeChat group, I draw on Susan Blum’s work to argue that these 

stories provided care even when those who received the images knew they were somewhat 

fictionalized. For medical anthropologists, I see this chapter as an attempt at complicating and 

destabilizing understandings of who care recipients are in institutional care; it suggests that all 

involved in care institutions are providing and receiving care to/from one another and shaping 

how one another engage in care as a direct result of the stories they each tell. It also contributes 

to medical anthropology debates around what “care” or “good care” really mean – I imagine that 

																																																																				
145	Despite	the	ethnocentric	connotations	of	this	term,	Kitwood	uses	it	to	juxtapose	what	he	sees	as	“the	old	
culture	of	care”	present	even	in	Euro-American	care	settings	and	the	new	culture	of	care	for	which	he	is	
advocating.	He	writes,	“The[se]	two	cultures	see	dementia	care	in	fundamentally	different	ways.	The	old	culture	
generally	denied	the	existence	of	psychological	need	in	people	with	dementia,	or	blanked	it	out	with	tranquilizing	
medication.	The	old	culture	involved	only	minimal	interaction,	and	then	largely	around	basic	physical	tasks.	The	
new	culture,	however,	is	committed	to	engaging	with	psychological	need.	The	surprising	and	delightful	discovery	is	
that	in	many	cases	needs	can	be	sufficiently	well	met	to	bring	a	new	phase	of	relative	peace	and	relaxation.	The	
new	culture	has	a	highly	positive	view	of	interaction,	viewing	it	as	the	truly	healing	component	of	care”	(Kitwood	
1997,	135).	My	concern	with	the	instructor’s	use	of	the	term	is	therefore	not	that	I	could	not	see	how	it	applied	in	
some	ways	or	at	some	times	in	Unit	1,	but	rather	the	way	she	seemed	to	use	it	as	an	all-encompassing	descriptor,	
as	if	Unit	1	could	not	simultaneously	have	aspects	of	both	Kitwood’s	“old	culture”	and	“new	culture”	of	care	
involved	in	its	practices.	
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there is as much variety, or more, in how care is practiced in Euro-American eldercare sites as 

there was in Unit 1, so what is lost in distilling those different approaches down to the singular 

word “care”? When I think about my research participants or other individuals connected to 

institutional care settings, my hope is that this chapter might help staff and families see care in 

Unit 1 as happening through (sometimes fictional) stories, and that this might raise questions 

around whether there are opportunities for engaging with residents more as if they were 

functional adults, rather than engaging with them as quasi-children. If there is power in even 

fictional stories of care, what impact might such a “re-casting” of dementia ward residents have 

on the way care work is approached in these settings? Similar approaches already exist in the 

“citizen”-focused dementia care described in Denmark (Gjødsbøl and Svendsen 2018; Svendsen 

et al. 2018), but I wonder what such models might look like in a Chinese setting. 

 In Chapter 2, I explore differentiated care as an institutionalized part of Unit 1 and 

Summit Care, and examine how these sites operated as flexible institutions. I show that 

institutional flexibility relied upon and reinforced a mei banfa (没办法, nothing to be done) 

ethics of engagement among staff and family caregivers. For medical anthropologists, this 

chapter underlines the importance of thinking seriously about how institutional care operates as 

care for institutions. It points to the importance of staying attentive to when and how institutional 

needs might limit the degree to which patients’ needs can be addressed. This chapter also raises 

questions for people working in eldercare settings. As Euro-American eldercare seems to be 

increasingly specializing and professionalizing – creating sub-divided care institutions with 

“independent living” separate from “assisted living” separate from “memory care” – the flexible 

institution poses a provocative alternative model. It raises the question: might something be lost 

in separating residents and staff based on these medicalized designations? Care in Unit 1 was far 
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from perfect, but if there had been more resources available to support it, perhaps unseen 

benefits might have emerged from having residents with different physical and cognitive levels 

of ability living together in one space. Perhaps they could be supported in supporting one another 

in meaningful ways? Even for institutions committed to keeping residents with different levels of 

ability separate from one another, this chapter raises questions about where those institutions are 

currently being “stretched” in terms of their care offerings and whether they might be stretched 

further to more fully meet their residents’ needs. Relatedly, I wonder if there are opportunities 

for care workers in Euro-American sites to learn from a mei banfa ethics of engagement that 

could help decrease burnout. For all involved in Unit 1, I see this chapter as a dual reminder: that 

those needs designated as mei banfa can often still be responded to if the institution is stretched 

to meet them, and that stretching and responding to select needs for one person often comes at 

the expense of decreased flexibility and resources being available to meet the needs of another. 

 In Chapter 3, I explore the needs and experiences of Unit 1’s young female nurse’s aides. 

I show that the social networks and opportunities that often drew these women to nurse’s aides’ 

jobs in Unit 1 were both harnessed and strengthened by Summit Care leadership even as those 

same social relationships also made these women inherently more at risk of going to other sites 

as they heard about new opportunities through their networks. For medical anthropologists, this 

chapter raises questions about how relationality shapes care, not only in terms of interpersonal 

relationships between caregivers and care receivers, but also in terms of a relationality among 

staff. I would suggest that this is a defining difference between institutional care and in-home 

care, and I believe there is significant opportunity for anthropologists to look more closely at 

how relationships among staff shape institutions and caregiving practices. For eldercare 

providers, and particularly for administrators at Summit Care, this chapter raises questions about 
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how institutions might support and strengthen staff relationality to serve care recipients in wards 

and not just to attempt to build staff cohesion through activities and bonding events outside of 

regular working hours. In other words, it raises the question: how might staff cohesion be built 

and sustained alongside strengthening connections between staff and residents?   

 In Chapter 4, I turn to the use of physical restraints in Unit 1 and examine them as a kind 

of care for the institution, the staff, the resident, and the family. I focus on how the need to 

provide a baseline form of care through guan (管, to oversee/have a care for/manage) sometimes 

led leadership in Unit 1 to keep seemingly unkind individuals on staff, at least in the short-term. 

For eldercare providers, especially those in Euro-American care settings, I see this chapter as a 

call to reflect upon whether and how they restrain residents in different ways through their care 

practices (e.g. with sedatives, with heavy chairs pushed in next to tables so people cannot stand, 

with wheelchairs that recline back to prevent someone from getting up unassisted) and to 

consider who is being served through those practices. For medical anthropologists, this chapter 

raises questions about what values are being centered in eldercare practices that restrain. What 

can approaches to restraint tell us about how needs are understood for people living with 

dementia, their families, the staff who care for them, and the institutions where they live? 

 Overall, this study emphasizes the significant gravitational pull family members had in 

Unit 1, even though Summit Care operated as a private hospital and was therefore technically a 

non-family-based care site. The degree of impact family members had – for better and worse – 

raises questions about the possibilities and limitations of care in institutional settings. As 

different as this care site seemed from high-end dementia care facility where I took my DCM 

class in London, I see tremendous potential for collaboration around fundamental ethical 

questions: how do you balance safety with quality of life? How do you engage family members 
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in residents’ care (particularly as a source of continuity in the face of staff turnover)? Are 

institutions losing something important in their push for increased specialization and 

professionalization of care (e.g. opportunities for residents to help one another)?  

My hope is that participants in this study felt seen in my interviews with them and that 

they gained more empathy for one another’s struggles in our conversations. Here, I have tried to 

offer my perspective on a complicated and constantly changing institution, to be honest about 

what I learned there, and to acknowledge the difficulties of writing about my experiences. 

  

Giving	and	receiving	feedback	

Staff and administrators at Summit Care and Unit 1 regularly asked me for input into how 

care in the ward might be improved, but they were sometimes wary about what that input might 

be. Toward the end of my fieldwork, I was finishing an interview with one of the leaders of Unit 

1, and, after a pause, this person asked something to the effect of, “What are you going to write? 

Are you going to write about the bad things?” At the time, the question caught me off-guard. I 

answered that I was not sure yet what I would write about, that it would depend on how my 

analysis went, and that I was starting to feel like “good” and “bad” were not really accurate 

descriptors for care in the ward, that I was interested more in why things happened the way they 

did than in labeling them as “good” or “bad.” I hope those intentions still come through in this 

writing. 

Though I side-stepped giving a direct answer most times I was asked how care in the 

ward could or should be improved, I gave more concrete replies on two occasions. The first time 

was through a two-page sheet of preliminary reflections that I put together at the end of my long-

term fieldwork in 2018 and shared with the Director, an assistant director at Summit Care, 
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leadership in Unit 1, and any Unit 1 staff who asked to see it. Although I was deeply aware that 

what felt like the most important recommendations to make also seemed the most impossible to 

implement, I gave them anyway. I emphasized the importance of supporting current staff with 

more time off and stronger bottom-up communication channels for nurse’s aides and other 

lower-level workers to provide feedback and suggestions to those above them in the institutional 

hierarchy. I recommended investing in hiring more staff to provide support: a social worker who 

could advocate for residents and help staff communicate more effectively with residents’ family 

members, a therapist who could offer psychological support to staff, residents, and possibly 

families, and, if hiring more full-time staff for Unit 1 was impossible, hiring a “floater” nurse or 

nurse’s aide who could be called into Unit 1 or other wards in Summit Care as needed. I 

suggested ways of strengthening communication between different groups – possibly investing 

in training several Unit 1 staff in more advanced techniques like DCM, creating more formalized 

opportunities for residents to mentor and support one another as new arrivals adjusted to living in 

the ward, and conducting an anonymous survey of the staff to more accurately gauge their 

priorities (e.g. would salary increases be seen as more valuable than additional time off).  

The second time I provided feedback, it was via a PowerPoint that I presented to the 

Director, staff, and leadership in Unit 1 when I returned to Summit Care for a two-week follow-

up trip in 2019. Though I included a brief summary of my preliminary recommendations, this 

presentation was focused primarily on my data analysis – discussing Unit 1 as a site of “family-

centered care” more than “person-centered care,” discussing it as a “flexible institution,” and 

discussing quality of life and safety tradeoffs as part of what it meant for Summit Care and Unit 

1 to try to sell peace of mind to residents, and especially, their families. 
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Both times, the recommendations I made seemed well-received and easily ignored. When 

discussing my recommendations at the end of long-term fieldwork, the Director was extremely 

solicitous, even offering to pay for me to return to the site as a consultant (a polite offer, that I 

politely refused). He said the recommendations were insightful, and he and I discussed 

challenges to implementing them: the difficulty of finding professionally trained, qualified social 

workers and therapists in Sichuan relative to more coastal regions, the added expense of staff 

time off or additional staff hires, and more. At the same time, he seemed committed to the idea 

of working with leadership in Unit 1 and other administrators to see what changes might be 

possible. When I returned over a year later, the Director’s positive comments seemed more like 

performative praise. The main changes that had been made in the interim were: newly added, 

brightly colored metal poles and railings in the Summit Care courtyard, large-print staff 

nametags in Unit 1, and a shift toward older, less educated nurse’s aides in the Unit 1 ward. I 

laughed when leadership in Unit 1 told me the Director had called them in the days before my 

visit and more or less said, “Lillian is coming back. Do you still have that sheet of 

recommendations she made? We should find something we can implement from that list so that 

she doesn’t feel like we didn’t use them.” It seemed the recommendations were not so useful 

after all. 

Staff, particularly nurse’s aides, had much more consistent responses to the feedback I 

gave the site. They were curious how those above them in the institution’s hierarchy had 

responded to my recommendations about further valuing and supporting their work. They asked 

what the Director had said when I recommended giving nurse’s aides two days off each week, 

and I told them that he had agreed it was important for them to have downtime, but also 

mentioned that the one day off per week that Summit Care gave nurse’s aides was already more 
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than many of its competitors offered, and that the facility could not currently support the added 

costs of hiring additional staff to cover for nurse’s aides taking an extra day off every week. 

When I gave my PowerPoint presentation to Unit 1 staff in 2019, the majority of group 

discussion involved nurse’s aides adamantly agreeing that they needed more time off and talking 

about why the administrators were not providing it. The primary explanation these staff 

discussed was the very one the Director had mentioned to me the previous year: not enough 

money to hire the additional staff who would be needed to cover open shifts. On the whole, staff, 

administrators, and residents’ families seemed to understand that their needs and priorities did 

not always align, and so, while they were sometimes frustrated with one another, they were 

rarely at a loss for identifying one another’s motivations.  

For residents in Unit 1, however, needs could easily be called into question or rendered 

illegible, particularly for residents with moderate to advanced dementia. If their cognitive 

impairment was seen as severe enough to keep them from remembering their own experiences 

from one moment to the next, then, as Luo Jinsheng’s sister described (Chapter 2), a resident 

who was “in his own world” could be presumed inherently “fortunate” or contented by default. 

For more lucid residents, even staff who were willing to make exceptions – letting someone stay 

in their room to watch TV in relative privacy rather than bringing them to the main activity 

room, bringing someone on errands to other parts of Summit Care to give them time outside the 

ward, etc. – could easily feel those residents simply had other, greater needs (e.g. for 

independence) that were beyond what the ward could offer. The reason changes did not happen 

readily in the ward was not that people could not imagine potential improvements, but rather 

because individuals lacked the ability to make larger-scale changes.  
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Ultimately, it felt like my biggest contribution to the ward was simply being there and 

helping to give further voice to the needs different people in Summit Care expressed to me. My 

recommendation that nurse’s aides receive a second day off each week came not just from 

observing how tiring their work was or feeling (a fraction) of its physical toll in my own body 

when I shadowed them on night shifts, but also from nurse’s aides in Unit 1 telling me how 

much they wanted it. My recommendation that Summit Care employ a social worker and a 

therapist came not just from my trust in those disciplines and from observing staff struggling to 

communicate with “difficult” family members in Unit 1, but also from interview sessions with 

staff who not-so-jokingly recommended that their friends talk to me because it “felt good” to 

discuss their work, from interviews with family members who described agonizing feelings of 

guilt and concern related to their relatives’ care, and from residents expressing deeply depressed 

and sometimes suicidal thoughts when I spoke with them in the ward. Whether or not Summit 

Care ever made tangible changes, there was value even just in reiterating to all involved that 

those around them were also struggling and striving in the face of tremendous challenges.  

  

Moving	from	care	to	connection		

 I returned from my fieldwork at Summit Care grappling with the questions: What can we 

hope for from institutional care settings? What makes care “good” or at least “good enough”? 

What were the costs and benefits of care happening the way it did in Unit 1? Exploring the last 

question helped me to see care in Unit 1 as the constantly shifting balance of priorities: 

protecting the institution and its ability to operate successfully in a competitive market, satisfying 

residents’ families, retaining and cultivating staff, and providing for and accommodating 

residents. Given that, I realized that nearly every caregiving interaction I observed could be seen 
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as arguably “good” or “good enough” simply by shifting the perspective from which one viewed 

it. Ignoring Grandpa Fei’s calls to go to the bathroom seemed like “bad care” from a Euro-

American, person-centered care model, but if doing so allowed staff to attend to other residents’ 

more immediate safety needs or to take a break that would allow them to be more effective at 

their jobs overall, or attend to other institutional needs, then perhaps it was “good enough” care 

so long as someone eventually helped him?  

In terms of what could be hoped for from institutional care, it seemed like the most one 

could hope for was finding a kind of synergy between the needs of all involved. There were 

moments of genuine connection between people in Unit 1 – times when young, female nurse’s 

aides would joke with the older men and women living in the ward, or talk in mixed staff-

resident groups about questions of marriage, work, love, and more. These kinds of interactions 

allowed young staff to learn from and reflect upon the experiences of Unit 1 residents, and for 

residents to be and feel valued for having had those experiences. As Arthur Frank summarizes 

Nancy Mairs’ insights, “all persons have abundances, and all have lacks” (Frank 2013 [1995], 

149) and thus “Genuine services…[are] a matter not of being nice but of recognizing that one’s 

own lack can only be met by the other’s abundance of need” (Frank 2013 [1995], 150). In these 

moments of connection between staff and residents, it seemed like the “paradox” Frank and 

Mairs describe was being enacted: “as we serve we are also being served” (ibid). The laughter 

and openness in those moments seemed to defy questions of what was or was not “good care.” 

They were not scripted or intentionally produced interactions, nor could they have been. They 

were a meeting of abundances and lacks. This raises a question: how might institutions facilitate 

or support such fundamentally unstructured interactions? These were moments when the staff 

actually had a concern in their own lives that felt so pressing that they could not help but discuss 
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it with the older residents, people who were desperate to share their life experiences and to have 

those experiences valued. 

In their own ways, staff, residents, and families in Unit 1 all seemed to be searching for a 

sense of connection. They wanted to believe that the institution could offer more than a last 

resort, more than a bare minimum. Sometimes they had the physical and emotional bandwidth to 

contribute to efforts to bring that “more than” institution into being and sometimes they did not. 

Some nurses and doctors talked to me about ideas they had for research projects and papers they 

might write related to working in Unit 1. They wanted feedback on their ideas, and they wanted 

to think of ideas that seemed useful, capable of making a tangible impact on the ward. One 

nurse’s aide told me that she was compiling notes on the residents in her assigned room. She said 

she was writing down their likes and dislikes, how one should interact with them to limit 

resistance to daily institutional routines and timetables, where they had pain or sensitivity in their 

bodies. She said she wanted to be able to pass those notes along if she was ever assigned to a 

different room, so that the new nurse’s aide would know about the people for whom she cared. 

 

Looking	to	the	future	

Particularly early on in my fieldwork, family members and staff connected to Unit 1 

tended to talk about Summit Care as an institution in the midst of development and with a bright 

future. The Director told me about external investors who had been identified and plans to build 

a new, cutting edge facility that would more than double the number of beds Summit Care 

provided. There would be training opportunities for staff to become increasingly skilled and 

funds available for bringing in new staff and new technology. The mock-ups and 3-D 

illustrations of the shining new building seemed exciting and full of promise. Nearly every time, 
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when I asked staff or family members if they had heard about the expansion plans, they said, 

“yes.”  

And yet, I was surprised at how they seemed more hesitant than excited about the plans. 

When I asked what they thought about the proposed expansion, the reply was often some version 

of “The plans sound great. We’ll see what’s it’s like once it’s built.” When pushed further, one 

family member expressed concern about still being able to afford the facility’s fees if the new 

building was a success. One nurse’s aide said she would be excited to get promoted more quickly 

to being a full nurse if the new facility opened, and that she would likely quit if such 

advancement opportunities did not materialize. The overall sense I got was that people were 

excited about the idea of a fancy, new facility, but they were uncertain whether or not it would 

ever impact their lives, in particular. A new building sounded great, but it would not matter if the 

fees were so high one had to look elsewhere for care. Expanded staff training and opportunities 

would be wonderful but only really counted if one was included in the group being trained and 

promoted. It seemed like people had faith in the idea that such changes would happen for the 

institution, but they were more tentative than hopeful about how, if at all, those changes would 

touch their lives as individuals (Chapter 2).  

For residents (who often had not heard that there were expansion plans underway), the 

idea of a new care facility was even less certain. Each time I left Unit 1 to return to the United 

States at the end of a fieldwork trip, some residents would mention that they might not be there 

when I returned. The combination of old age and illness made these residents’ time horizons 

uncertain in many ways, but many seemed confident that “several years” could be a prohibitively 

long time off in the future for them to experience. Perhaps some also intuited what one resident’s 

family told me: they were not planning to relocate their relative to the new facility even if it was 
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built in the next few years. They assumed Summit Care would continue operating in the current 

building at the current rates regardless of what happened with a new second site, and, as long as 

that was the case, they did not plan to switch locations.  

What seemed most certain about the future was that China would have tremendous need 

for eldercare infrastructure146. As one nurse’s aide told me, her family encouraged her to stay in 

this line of work even though she did not especially enjoy it because there would be so many 

opportunities in eldercare in the coming decades. Though that remains true, now, approximately 

a year-and-a-half into the COVID-19 pandemic, I wonder what the data will ultimately show 

regarding how many older adults in China and globally will have died prematurely by the time 

this is all done. Certainly, there will still be tremendous need for eldercare support in China, but I 

wonder how deeply facilities like Summit Care were or were not transformed by the pandemic 

and its aftershocks. Though I had only limited contact with staff and families via WeChat, from 

what they described, it sounded like Unit 1 dramatically restricted family members’ access to the 

ward during the peak of the pandemic in China147. Staff told me that families dropping off 

supplies would either leave them at the Summit Care gate or message a staff person to meet them 

downstairs outside the hospital in order to hand off supplies there. For a facility that seemed to 

rely on family members to provide not only oversight and guidance on care priorities for 

particular residents, but also assistance with daily care and social stimulation, I imagine that Unit 

1 was transformed during that period.  

																																																																				
146	This	seems	even	more	true	following	China’s	2020	census.	As	Reuters	reported,	“China	2020	census	shows	
population	growth	slipped	to	lowest	ever”	(Yao	and	Woo	2021).	With	fewer	babies	being	born,	it	seems	likely	that	
the	need	for	non-family-based	eldercare	infrastructure	will	increase	as	families	have	fewer	young	people	available	
to	support	their	aging	relatives.		
147	It	is	worth	noting	that	strict	lockdowns	and	containment	measures	translated	into	a	“peak”	that	was	
documented	as	lasting	only	six	weeks	in	Sichuan	(Liu	et	al.	2020).	Even	so,	the	degree	of	family	involvement	in	Unit	
1	during	my	research	makes	me	think	that	six	weeks	of	virtually	no	family	contact	could	still	have	had	a	lasting	
impact	on	daily	care	practices	in	the	ward.		
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For over year now, when I message with family members and staff connected to Unit 1, 

they describe a China that has returned to “normal life.” I wonder what that looks like for the 

residents in Unit 1. My hope is that they found more ways to connect with one another and to 

have meaningful moments of connection with staff, as everyone in the ward faced the 

uncertainty of a global pandemic together. I hope to someday read articles written by the Unit 1 

staff describing their experiences.  
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