Why do some caregivers of
disabled and frail elderly
quit?

by Rachel F. Boaz and Charlotte F. Muller

In this study, the authors examine the extent to which
the characteristics of caregivers or recipients determine
the probability that caregivers stop being caregivers. We
find that caregivers' characteristics such as working
outside their homes, raising children, or having their own
health problems do not increase this probability. Nor
does the emotional distress of caregiving increase the

probability of quitting. However, caregivers are more
likely to quit when recipients have six to seven disabilities
in activities of daily living and need help on demand
around the clock. This study also determines that
assistive equipment, home modifications, and attendance
at sentor centers do not reduce the probability tha
caregivers quit.

Introduction

The rapid growth in the number of very old Americans
has increased the number of elderly depending on others
for the basic daily activities of personal care and
household tasks. While living in the community, theijr
main source of help is the informal care provided by
relatives and friends, mostly immediate family members.
According to Lin, Manton, and Liu {1985), in 1982,
73.9 percent relied solely on unpaid help, 20.6 percent
had both paid and unpaid help, and 5.5 percent used paid
help only. Stone, Cafferata, and Sangl (1987) show that,
of all unpaid caregivers helping the most dependent
elderly, 36 percent were spouses and 37 percent were
daughters and sons,

By now it is well established that caregiving in the
United States is stressful (Zarit, 1989). For example,
according to Cantor (1983), whose findings are based on
111 caregivers in New York City, caregiving has a
substantial effect on a caregiver’s life, especially on job
performance and on the time available for spending with
other close relatives and friends or devoting to other
leisure activities. Moreover, the closer the bond between
caregiver and recipient, the greater the emotional strain
for caregivers. Caring for frail and disabled elderly is
stressful even in an optimal environment such as that
offered in an Israeli kibbutz, The social structure of a
kibbutz provides support for both caregiver and recipient
and allows each to make choices about the mix of formal
and informal care without being subject to exclusionary
screening procedures and restrictions on eligibility for
formal services, as is the norm in the United States. Next
of kin can choose not to be caregivers because formgl
care is available on demand, and those who choose to be
caregivers can receive work credit and other relief. Yet,
as Holmes et al. (1989) show, based on a sample of 113
informal and 156 formal helpers in 533 kibbutzim, when
informal caregivers feel overburdened, institutionalization
is likely. Using the same data, Teresi et al. (1989) show
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that caregivers’ burden and low morale, due mainly to the
recipient’s mental status and incontinence, increase the
risk of institutionalization notwithstanding the availability
of paid help in the community.

Some caregivers quit although their care recipients
continue to need help, as demonstrated by data from two
linked national surveys undertaken by the Department of
Health and Human Services in 1982. The National
Long-Term Care Survey (NLTCS) is based on g
probability sample of the disabled and frail elderly living
in the community (Office of the Assistant Secretary for
Planning and Evaluation, 1986). Its companion survey,
the National Informal Caregiver Survey (NICS), is based
on a probability sample of the caregivers who helped
these elderly with the basic daily activities of personal
care. The average interval between the interviews
conducted for both surveys was 3 months. Oumt of the
1,924 caregivers selected for the NICS sample, 298 who
were caregivers at the time of the NLTCS survey had
become former caregivers at the time of the NICS survey.
Of these, 145 had cared for 85 recipients who died during
the interval and 27 had cared for 18 recipients who were
reported not to need any more help. These represented
approximately 97,000 disabled persons who died and
21,000 who recovered over a 3-month period. The
remaining 126 former caregivers had 80 care recipients
still needing help; they represented 95,000 disabled
persons. The 1,620 current caregivers were helping 1,242
care recipients who represented 1,404,000 disabled
persons,

Our study focuses on caregivers’ attrition rather than
on their stress (the focus of other studies), and it js
designed to understand the difference between current and
former caregivers. Based on a nationally representative
sample, caregivers who dropped out over a 3-month
period in 1982 constituted 7.2 percent (126/1,746) of all
caregivers whose recipients needed help with basic daily
activities of personal care. If sustained, this would
translate into an annual arttrition rate of 28.8 percent for
the subset of caregivers helping the most dependent
elderly in the community.! The pivotal role of informal
care in maintaining disabled persons in the community

It should be noted that, though NICS is a nationaily represencative
sample, it represents only a subset of caregivers, namely, those who
hetped with basic daily activities of personal care; but many of these
caregivers also assisted with household tasks. However, the NICS does
not include the caregivers who assisted “‘only’” with household rasks.
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suggests that it is important for public policy to know
what distinguishes caregivers who continue from those
who quit and understand why this source of care dries up.
Equipped with this information, policymakers can decide
about corrective measures and substitute services. This
study contains this information. It examines which
characteristics of caregivers and recipients are conducive
to caregiver dropout and which are not; and, since this
study is based on a national representative sample, the
findings are applicable nationally. In the following
sections, we will specify the likely determinants of
caregiver attrition, estimate the characteristics of both
carogivers and recipients which affect the probability that
caregivers quit, and discuss the findings and their
implications for public policy.

Determinants of caregiver attrition

A person who decides to be a caregiver has the option
of quitting later. The utility derived from being a
caregiver (denoted by U} is the satisfaction obtained
from fulfilling a special role obligation and from helping
a relative and friend with whom one has affectional ties.
The disutility {denoted by Ui} of caregiving includes the
time that is not available for other activities and the
distress caused by seeing the decline of the care recipient.
If U, > U,, a person ceases to be a caregiver; if U, < U,
the person continues. Since U/, and U/, are not observed,
we define Y as an indicator of observed behavior, such
that ¥ = 1if U, > Uyand ¥ = 0if U, < U,. The
observed behavior depends on the personal characteristics
of both caregivers and recipients (denoted by vectors X
and Z respectively) and on the other resources available
to the recipients to cope with disabilities (denoted by a
vector (). Hence,

Y=X,+2Z,+Q + v,
v=I14X,+Z, +Q)ii¥ =1,
v=-X +2Z,+Q)if¥Y =0,
where
P(Y=0) = F(v) and P(Y =1) =1-F(»).

The log likelihood function, which is to be maximized,
is specified as follows:

logl = 2 F(v) + Z [1-F(v}}
y=0 r=1

The caregiver characteristics that are expected to
increase the probability of attrition are; work outside the
home, raising minor children, and health problems. Boaz
and Muller (1992) show that having a full-time job
reduces substantially (by 20 hours a week in 1982) the
time allocated to unpaid help; hence, it can be expected
that full-time employment would also increase the
probability of attrition. Further, younger caregivers
(assisting their parents or grandparents) may also have the
responsibility for raising minor children and are,
therefore, more hkely to quit; and older caregivers
{assisting their spouses) may have health problems that
lead them to give up caregiving.

The characteristics of care recipients that increase the
probability of caregiver attrition are the degree of
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dependence on others and the ensuing burden on
caregivers. Katz et al. (1983 and earlier studies)
demonstrate that the degree of dependence strongly
correlates with the number of impaired functions in the
basic daily activities of personal care. Boaz and Muller
(1992) show that the number of such impairments is
positively correlated with the number of weekly hours of
unpaid help provided by each caregiver. The impaired
functioning may impose a physical burden on a caregiver
when the care recipient cannot be left alone and/or when
the caregiver’s sleep is frequently interrupted; and it may
also impose an emotional burden when a caregiver is
distressed by caregiving or has problems in the
relationship with the care recipient. Additionally, because
disabilities last many years, some persons who may serve
as caregivers for several years may feel that they have
contributed their share; therefore, the duration of
caregiving may affect the probability of quitting.

The probability of quitting may be reduced when other
resources available to the recipients to cope with
disability and frailty ease the burden of caregiving.
Among these are assistive equipment (e.g., a wheelchair),
home modifications (e.g., ramps), and senior centers that
provide meals, transportation, and health care services.
Also, each caregiver’s burden may be eased and time
spent reduced when other individuals share in the tasks.
Hence, mechanical devices, community facilities, and
multiple caregivers are expected to reduce the probability
of attrition.

Empirical analysis

The regression analysis is designed to assess the extent
to which the determinants of caregiver attrition change
the probability of quitting. The data for this study are
obtained from the NLTCS and NICS linked surveys
previously mentioned.? The sample for this study consists
of 1,746 carcgivers whose care recipients were alive and
neccded help at the time of the NICS interview. By that
time, 126 had quit and 1,620 remained active caregivers.

The NLTCS includes information on the characteristics
of elderly care recipients living in the community and
nceding assistance with onc or more activities of daily
living (ADLs) or instrumental activities of daily living
(1ADLs). As represented in the NLLTCS questionnaire, the
ADLs are: bathing, dressing, getting around inside the
house, getting in and out of bed, getting to the toilet,
continence, and eating. The IADLs arc honsework,
laundry, meal preparation, shopping for groceries, getting
around outside the house, managing money, using the
telephone. and taking oral medicine. Muller and Boaz
(1991) show that almost all care recipients whose
caregivers were interviewed for the NICS had both ADL
and IADL impairments. The NLTCS also provides
information on assistive equipment, home modifications,
and attendance at day care or senior centers. The NICS
includes the information on caregivers’ characteristics and
activities, such as the number of hours of unpaid help,
their employment, minor children, and health problems.
Caregivers were asked about the number of years of

For a detailed description of these surveys see (Office of the Assistant

Secretary for Planning and Evaluation, 1986).
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Table 1
Differences in means between current and former caregivers, by variable: 1982

Caregivers
Current Former Siatistically
(N=1,620) (N =126) significant difference
Variable* Mean {)
Caregiver’s personal characteristics
Paid work:
No work2 698 706 149
Part-time 094 .079 .41
Full-time 209 214 .106
Having minor children:
No chilgren? 18 865 -1.210
Only under & years of age 014 016 104
Only 6-17 years of age .055 095 1.076
All ages under 1§ 013 024 .559
" Health problems which interfere with functioning:
None? 807 937 927
1 053 M6 *-2.135
2 028 024 -1.69
3 or more 013 024 .559
Birth decade?:
Before 19102 190 27 —1.444
1910-19 273 214 -1.107
1920-29 228 190 =742
1930-39 A4 103 -.943
1940-49 080 142 1.416
1950-59 048 087 1.105
1960-68 039 135 *2.226
Female 720 .683 -.588
Minorities .158 .254 *1.721
Disahilities and their agsociated characteristics
ADL limitations:
Less than 32 A48 214 4,295
3es 307 357 814
Glo7 247 A28 2,860
Unpaid help by each caregiver (weekly hours) 24.020 31.106 *1.732
Years of caregiving:
11 or more? 206 183 —.459
61010 235 167 ~1.405
3t05 326 278 - 827
2 123 NEY] 607
1 100 198 *1.936
Physicial burden 534 730 ***3.382
Emotional burden 749 841 *1.914

See footnotes at end of table,

caregiving, whether caregiving results in frequent sleep
interruptions, whether the recipients can be left alone,
whether caregivers are distressed by caregiving, and how
well they get along with the recipients.

Table | compares the differences between current and
former caregivers. The personal characteristics of the two
groups are similar; that is, there are no statistically
significant differences between them except that the
youngest caregivers (between ages 14 and 22 in 1982)
are more likely than older ones to quit.? Statistically
significant differeaces between current and former
caregivers are found for the disabilities of their care
recipients and the characteristics that are associated with
caring for the most dependent persons. Thus, caregivers
of persons with six to seven ADL disabilities are more

ISome young caregivers might have left the households that their
parends shared with the care recipients.
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likely to quit than caregivers of persons with fewer ADL
disabilities. Similarly, the difference in the physical
burden between the two groups is statistically significant.
Further, active caregivers are more likely to quit if other
persons share in the tasks and less likely to do so if they
are the sole source of help. When recipients have paid
help, their caregivers are more likely to quit than if they
have no paid help.

Table 2 presents the regression coefficients; these
indicate the direction of change in the probability of
caregiver attrition effected by each factor when ail other
variables are held constant. Equation 4 includes all
explanatory variables. Paid help and the number of
caregivers sharing in the tasks have statistically
significant coefficients. The probability of dropout
increases when a care recipient had paid help in place
before the caregiver quit. Sole caregivers are less likely
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Table 1—Continued
Differences in means between current and former caregivers, by variable: 1982

Caregivers
Current Former Statistically
(N=1,620) (N=126) significant difference
Variable Mean i
Other resources to cope with disabilities
Agsistive equipment for;
ADL disabilities* 653 595 -.912
IADL disabilities* 492 333 2587
Home modifications 2361 ) [] .859
Day care or senior centers 041 063 729
Paid help 187 317 **2.188
Number of caregivers helping a recipient:
1 807 349 4,116
2 235 270 616
3 100 A27 630
4 or more? 059 254 **3.558
Caragiver and recipient living together 751 674 -1.270

*Statistically significant a1 .10 level.
** Statistically significani at .05 lavel.
“** Statistically significant at .01 lavel.

1The standard errors (nol shown) are multiplied by a factor of 1.4 1o adjust tor the sample design effect and for the fact that a care recipient can have more

than 1 caregiver,
2Reference category is the ragression equations of Table 2.

3The public-use tape provides information on the birth decade but not on the birth year. Caregivers under age 14 were excluded from the National Infermal
Caregiver Survey by the survey design. (The youngest caregiver in 1982 was born in 1568.)
+Assistive equipment for ADL disabilities is a binary variable and so is equipment for JADL disabilities. There is some overlap because some persons have such

equipment for both ADL and tADL disabilitios.

NOTES: ¢ stafistic, “former” is compared with “current”. ADL is activities o daily living. IADL is instrumental activities of daily living. For any variable, totals may

not add 10 1 because “no rasponse” category is not shown,

SOURCES: {Office of Assistant Secretary for Planning and Evaiuation, 1986) and wilh to specific reference to footnote: Tourangeau, R.: Informal Caregivers:
Report on Sampling. Long-Term Care Survey and Mational Survey of informal Caregivers, 1862; Report on Methods and Procedures Used in Surveys, Pant 2,

Documnentation, Matonal Technical IMommation Service PBIS—16173 . 1986,

to quit than caregivers whosc recipients have several (four
or more) caregivers. Because of multicollincarity, the
coefficients of ADL disabilities, weekly hours of help,
and burden of caregiving are not statistically significant in
equation 4. But cach is statistically significant in an
equation that includes only one of these three variables.
Equation 1 includes only ADL disabilities, cquation 2
includes only weekly hours, and equation 3 includes only
the caregiver’s physical burden; their respective
coefficients are statistically significant at 5 percent. When
care recipients have six to seven ADL disabilities or
when caregivers are burdencd by frequent sleep
interruption and/or cannot leave the care recipient
unattended, the probability of quitting increases. This
probability also increases with the number of weekly
hours of informal help provided by each caregiver.
Neither the caregiver's personal characteristics and the
emotional burden of caregiving, nor the recipient’s
assistive equipment, home modifications, and attendance
at a senior center have an cffect on caregiver attrition.
For the statistically significant factors, Table 3 shows
the percent change in the probability of quitting within a
3-month interval. Partial derivatives {converted into
percents) measure the magnitudes of the effects that can
be attributed to cach factor. A substantial level of
disability, as indicated by six to seven ADL limitations,
increases the probability of quitting by 3 percent; and, the

physical burden of caregiving also increases this
probability by 3 percent. An increase in the weekly hours
of help has only a negligible effect. When care recipients
have paid help, the probability of attrition increases by

3 percent compared with caregivers whose recipients do
not have such help. Further. the probability of quitting is
reduced by 8-9 percent when sole caregivers are
compared with four or more caregivers sharing the tasks.
These findings suggest that caregiver attrition does not
result in abandonment of their care recipients although,
because of carepiver dropout, former recipients may have
fewer hours of help than similar recipients of active
caregivers.

Summary and policy implications

Informal care is the major source of in-home help for
the most dependent elderly living in the community.
Consequently, caregiver dropout is a major concern for
public policy. Based on these national surveys,

7.2 percent of these caregivers quit during an average
3-month period in 1982, Of these, one-half had their care
recipients placed in a nursing home or in another
(unspecified) institution and the remaining onc-haif had
recipients who continued to live in the community.
Former care recipients who were institutionalized were
more likely to have six to seven ADL limitations and
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Table 2
Probability of change from caregiver to non-caregiver, by variable: 1982

Variable? Equation 1 Equation 2 Equation 3 Equation 4
Caregiver's personal characteristics

Paid work:

Part-time -.574 -.554 -.600 -.527
Full-time -.266 —-.205 -.296 -.155
Having minor children:

Only under 6 years of age =307 ~517 -.556 —.447
Only 6-17 years of age 000 082 042 —.024
Ail ages under 18 339 575 463 377
Health problems which inlerfere with functioning:

1 —-1.200 -1.164 -1.112 -1.176
2 -.252 =233 -.268 —.254
3 or more 673 661 g7 759
Birth decade®:

1910-19 009 067 0 026
1920-29 -143 -127 -167 -.158
1930-39 -.352 -.358 -.354 -.342
1940-49 499 A77 447 515
1950-59 240 332 244 306
1960-68 864 .980 834 1.045
Female -205 -151 -.149 -175
Minorities 181 194 .205 160

Disabilities and their associated characteristics
ADL limitations:

3-5 *713 -— — .578
6-7 **.800 - — .558
Unpaid help by each caregiver (weekiy hours) — 009 — 006
Years of caregiving: .

6-10 -.295 -.298 -313 -312
3-5 -437 -419 —-456 —448
2 267 229 291 217
1 613 651 JO7 B850
Physical burden - — 711 503
Emotional burden 633 653 A99 487

Other resources to cope with disabilities
Agsistive equipment for:

ADL disabilities* -152 ~.115 -.073 -.142
IADL disabilities* -252 -309 -~.279 -.219
Home meodifications -.350 -.356 =379 -.386
Day care or sernior centers 130 249 182 .163
Paid help 695 =821 756 ™.675
Number of caregivers helping a recipient:

1 #1737 *_1,954 “+*_1.865 1741
2 *_1.165 1,204 1211 =_1.119
3 1442 *-1.472 ***-1.429 "-1.401
Caregiver and recipient living together -119 =17 -141 -.253
Intercept _ ) **—1.807 *—1.558 “-1.620 “-2.015
P = exp (Xb)/1 +exp(Xb)® .049 048 .047 045
Chi-squared 132 129 131 142
N = 1,746

*Statistically significant at .10 level.
** Statistically significant at .05 jevel.
** Statistically significant at .01 level.
~ *Maximum likelihood logit regression coeflicients.
2The standard errors (not shown} are multiplied by a factor of 1.4 1o adjust for the sample design elfect and for the fact that a care recipient can have more
than one caragiver.
IThe public-use tape provides infermation on the birth decade but not on the birth year, Caregivers under age 14 were excluded from the Mational informal
Caregiver Survey by the survey design. (The youngest caregiver in 1982 was born in 1968.}
4 Assistive equipment for ADL disabilities in a binary variable and so is equipment for IADL disabilities. There is some overlap because some persons have such
equipment for both ADL and J1ADL disabilifies.
SPrediciad mean probability.

NOTES: ADL is activities of daily living. IADL is instrumantal activities of daily living.

SOURCES: (Office of the Assistant Secretary for Planning and Evatuation, 1986) and with specific reference to footnote?: Tourangeau, R.: Informal Caregivers:
Aeport on Sampling. Long-Term Care Survey and National Survey of Informal Caregivers, 1982; Report on Methods and Procedures Used in Surveys, Part 2,
Documentation, Nalional Technical Information Service PB88-161791, 1986.
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Table 3
Percent change in the probabitity of becoming a former caregiver within a 3-month perlod: 1982

Varables with statistically

significant coefficients Equation 1 Equation 2 Equation 3 Equation 4
ADL! limitations: Pearcent change

3t 5 3.2 — — 25
Gto7 36 — — 24
Unpaid help by each caregiver (weekly hours) — A -— 3
Physical burden — — 32 22
Paid help 34 3.8 34 29
Number of caregivers helping a recipient:

1 -7.8 -8.8 -84 =75
2 -5.2 -5.5 -54 -48
3 -8.5 -6.7 ~6.4 -8.0

1The magnitude js compuled as the partial detivative of the kih variable evaluated at the mean of all explanatory variables and converted into percents:

(@ Pring) 100 =b,P (1—P) 100.
NOTE: ADL is activities of daily living.

SOURCE: (Cffice ol the Assistant Secretary {or Planning and Evaluation, 1986).

imposed a greater physical burden on their caregivers
than former recipicnts who stayed in the community,

The major determinants of caregiver atirition are the
degree of dependence of the frail and disabled persons on
others and the burden that this dependence imposes on
their caregivers. When an elderly individual has six to
seven ADL disabilitics. help has to be available on
demand because such u person cannot get out of bed or to
the toilet without assistance. Under such circumstances,
the caregiver’s entire daily schedule may be tied to the
needs of the care recipient; a helper has to be around all
the time because the disabled person cannot be left alone
and, at night, the caregiver’s sleep may be interrupted.
This routine is likely 1o lead to nursing home placement,
where 24-hour availability does not devolve on a single
individual. To ease the burden on caregivers and to avoid
the financial and emotional cost of institutionalization,
some care recipients have paid help to supplement their
unpaid help (Lin, Manton, and Liu, 1983). This study
demonstrates that either the number of ADL disabilities
or the physical burden reported by caregivers can serve as
an indicator that some sources of informal help will dry
up.

Further, the study ascertains the characteristics that
have no effect on caregiver attrition. It shows that work
outside the home does not lead active caregivers to
withdraw from caregiving, although full-time employment
reduces the number of hours of help they provide.
Raising children does not affect caregivers” decision to
quit. Nor does the emotional distress cause attrition.
Also, neither the demographic characteristics of
caregivers, nor assistive equipment or home modifications
that might improve the functioning of the disabled
elderly, nor their attendance at senior centers have any
effect on the decision to quit carcgiving.

Many studics examined the stressfulness of caregiving,
but stress does not necessarily result in quitting. This
particular study goes a step further to determine which
factors increase the probability that caregivers drop out.
The signal is clear: quitting is more likely to occur when
the care recipient has many ADL limitations and needs
help on demand. Equipped with this knowledgpe.
policymakers may implement measures that provide for
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substitute services. Some disabied persons may have to
be placed in an institutional setting where the personnel
are available to provide help around the clock; others may
be able to remain in the community if their disabilities
are manageable and paid help at home is not more costly
than institutional care. Maintenance in the community and
minimization of long stays in nursing homes will have to
be considered an important goal of public policy in view
of the expected increase in the nember of very old
persons and their preferences for continued living in the
community as long as feasible (Sherwood, Motris, and
Ruchlin, 1986). Rivlin et al. (1988} show that publi¢c and
private insurance programs could be designed to assure
affordable paid help in the community, which might
substantially ease the difficulties of the disabled eiderly
and their caregivers. The implementation of such
programs is 2 major issue for public policy in the 1990s.

Acknowledgments

We gratefully acknowledge the support of our project
officer, Linda A. Siegenthaler, and the programming
assistance of Jianxun Hu and Marc L. Jacobs. We also
would like to thank Martin R. Frankel for helpful
suggestions.

References

Boaz, R.F. and Muller, C.F.: Paid Work und Unpaid Help by
Caregivers of the Disabled and Frail Elderly. Medical Care.
30(2):149- 158, Feb. 1992.

Cantor, M.H.: Strain among caregivers: A study of experience
in the United States. The Gerontologist 23(6):547-604,
Dec. 1983.

Holmes D., Teresi, 1., Holmes, M., et al.: [nformal versus
formal supports for impaired clderly people: Determinants of
choice in Israeli kibbwzim. The Gerontologist 29(2):195-202,
Apr, 1989.

Katz, S., Branch, L.G., Branson, M.H., et al.; Active life
expectancy. New England Jowrnal of Medicine
309:1218-1224, 1983.

Health Care Financing Review/Winter 1991/volume 13, Number 2



Liu, K., Manton, K.G., and Lin, B.M.: Home care expenses
for the disabled elderly. Heailth Care Financing Review
7(2):51-58. HCFA Pub. No. 03220. Office of Research and
Demonstrations, Health Care Financing Administration.
Washington. U.S. Government Printing Office, Winter 1985.

Muller, C.F. and Boaz, R.F.: Access to help by functionalty
limited elders living in the community. Final Report. Grant
No. 0630. Prepared for the Agency for Heaith Care Policy and
Research. Rockville, MD. 1991.

Office of the Assistant Secretary for Planning and Evaluation,
Office of Social Services Policy: National Long-Term Care
Survey and National Survey of Informal Caregivers, 1952;
Report on Methods and Procedures Used in Surveys, Part I and
Part 2, Documentation. Prepared in cooperation with the

10.S. Bureau of the Census, Washington, D.C. and the National
Opinion Center, Chicago, IIl. NTIS accession no.

PB86-161783; Part 2;: NTIS accession no. PB86-161791.
National Technical Information Service. Springfield, VA, 1986,

Health Care Financing Review/Winter 1991/Volume 13, Number 2

Rivlin, A.M., Wiener, J.M., Hanley, R.J., and Spence, D.A.:
Caring for the Disabled: Who Will Pay? The Brookings
Imstitution. Washington. 1988.

Sherwood, S., Morris, J.N. and Ruchlin, H.S.: Altemnative
paths to long-term care: Nursing home, geriatric day hospital,
senior center and domiciliary care options. American Journal of
Public Health 76{1):38-44, Jan. 1986.

Stone, R.1., Cafferata, G.L., and Sangl, J.: Caregivers of the
frail elderly: A national profile. The Geromtologist
27(5):616-626, Oct. 1987,

Terest, J., Holmes, D., Holmes, M., et al.: Factors relating to
institutional risk among eldetly members of Israeli kibbutzim.
The Gerontologist 29(2):203-208, Apr. 1989.

Zarit, S.H.: Do we need another ‘stress and caregiving® study?
The Geronrologist 29(2):147-148, Apr. 1989,

47





