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ABSTRACT 

 Unprecedented shifts in age structure has important implications for the number of 

people ages 65 and older living with disabilities and requiring long-term care. Further, health 

care trends, including the early discharge of hospital patients and the transition of Medicaid 

funds away from nursing home care to community-based care (Stillman and Black 2005), has 

resulted in increasing numbers of older adults relying on assistance from family, especially adult 

children (Freedman and Spillman 2014). While it is known that adult children play an 

instrumental role in caring for their aging parents, relatively little is known about how this 

arrangement impacts the well-being of the parent. Using data from the 2010 Health and 

Retirement Study, this dissertation examines care receipt and care provision among functionally 

limited older adults and their adult children, as well as their associations with mental health. 

Unlike previous research examining care (receipt and provision) between older adults and their 

adult children, this study pays greater attention to potential gender differences in the type of care 

given or received, as well as their associations with mental health.  In my first analysis I use 

logistic regression analysis to examine how sociodemographic, socioeconomic, and health 

factors affect the likelihood of giving and receiving various types of care. Results examining care 

receipt revealed that parents who are most in need of care – for example, women, race/ethnic 

minorities, and those with fewer socioeconomic resources and poorer health – are also more 

likely to receive it from their adult children. Results examining care provision revealed that 

parents with greater socioeconomic resources were most likely to provide financial support to 

adult children, while women, non-Hispanic Blacks and non-married parents were more likely to 

provide delayed care provision, including a will/trust or life insurance benefit. In my second set 

of analyses address I use negative binomial regression to examine how care (receipt and 



x 

provision) are associated with mental health. I also examine how associations between care 

(receipt and provision) and mental health vary by gender and by level of functional limitation. 

Results for care receipt reveal that receiving help with IADLs is associated with better mental 

health and that this association is stronger for women and for those with greater functional 

limitations. Results for care provision reveal that including a child in a will or as a life insurance 

beneficiary was associated with better mental health, on average. In contrast, providing financial 

support to adult children was associated with worse mental health for women and those with 

more functional limitations. This study underscores the importance of examining specific types 

of care received and given and highlights the importance of considering the gender of care 

recipients when examining the association between care and mental health. 
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CHAPTER ONE 

INTRODUCTION 

By 2060, an estimated 98 million, or 24 percent, of Americans will be ages 65 or older 

(US Census Bureau 2016). This unprecedented shift in age structure, driven by increasing life 

expectancies and shrinking family size, has important implications for the number of people 

living with disabilities and requiring long-term care. In 2012, nearly 40 percent of people ages 65 

and older had at least one disability (U.S. Census Bureau 2014), and the percent of older adults 

living with disabilities is expected to rise (Johnson, Toohey, and Wiener 2007). Health care 

trends, including the early discharge of hospital patients and the transition of Medicaid funds 

away from nursing home care to community-based care (Stillman and Black 2005), has resulted 

in increasing numbers of older adults relying on assistance from family, especially adult children 

(Freedman and Spillman 2014). While it is known that adult children play an instrumental role in 

caring for their aging parents, relatively little is known about how this arrangement impacts the 

well-being of the parent.  

We might expect that receiving care from adult children protects, or even enhances, the 

well-being of older adults through access to practical and emotional assistance (Barrera 1986; 

Cohen and Willis 1985; McClure et al. 2013; Taylor 2007); however, a growing body of research 

has found the relationship between care receipt and well-being to be more complex. While 

knowing that support is available (i.e., perceived support) provides comfort, the actual receipt of 

care (i.e., enacted support) may not always be beneficial. In fact, it has been associated with 

worse rather than better outcomes as care recipients begin to experience a loss of autonomy or to 

feel as if they are a burden (Bolger et al. 2000; Fisher et al. 1982; Krause 1997; Lee et al. 1995).  
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These findings – termed the social support paradox (Rafaeli and Gleason 2009) – have 

been demonstrated in a number of studies revealing that this association remains with controls 

included for health and prior distress (Bolger and Amarel 2007; Krause 1997). Research directed 

at further understanding these contradictory findings has found that the deleterious effects of care 

receipt vary depending on the type of care that is being offered, how care is being provided, and 

who is providing care. Although a large body of research has examined the largely negative 

impacts of adult children’s care work, less research has examined how older parents fare in their 

role as care recipients. Further, very little is known about how care provision to adult children is 

associated with mental health. In this dissertation, I examine the association between care – both 

receipt and provision – and the mental health of functionally-limited older adults.  

 Theoretical Framework 

Social support can be defined as interpersonal transactions that include one or more of the 

following: affect (i.e., expression of liking, loving, admiration or response), affirmation (i.e., 

expressions of agreement or acknowledgement of the appropriateness or rightness of some act, 

statement, or point of view), and aid (i.e., transactions in which direct aid or assistance is given, 

such as money, information, advice, time, or entitlement) (Kahn and Antonucci 1980). 

Importantly, each exchange of aid, affect, or affirmation involves at least two people – who may 

have differing views of their relationship and the exchanges appropriate to it.  

Over the last few decades, researchers working toward a better understanding of the 

processes by which social support affects health – sometimes positively and other times 

negatively – have found the concept of reciprocity helpful (Antonucci 1985; Sechrist at al. 2014; 

Austin & Walster 1974; Walster, Walster, & Bershceid 1978). Reciprocity is important in 
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understanding how social support operates both in the short- and long-run. The norm of 

reciprocity was first introduced in 1960 by an anthropologist, Gouldner, who theorized that it had 

far-reaching implications for how individuals interpret and understand interactions with others. 

Later, Becker (1986:74) argued that, as a matter of “moral character,” reciprocity should be 

considered a moral obligation where “good received should be returned with good” and that 

these “goods” should be perceived as good by the recipient.  

Other theoretical insights are drawn from equity theory. Equity theory originates in 

economics where it was used to examine the fairness of exchanges between an employer and 

employee (Adams 1963). Equity theory has used the norm, or moral obligation, of reciprocity to 

argue that equity – or the presence of equal exchanges – is optimal and that inequity can result in 

feelings of indebtedness or resentment depending on which end of the exchange one stands. 

Equity theory suggests that individuals are most satisfied when they are able to establish 

reciprocity – a relatively equal exchange of resources – rather than greatly over-benefitted or 

under-benefitted in their exchanges (Austin & Walster 1974; Walster, Walster, & Bershceid 

1978; Sechrist et al. 2014). Classic equity theorists would argue that an imbalanced relationship 

leads to anger and resentment when under-benefitting and to guilt when over-benefitting. This 

interpretation of reciprocity requires a fairly strict rule of exchange in which exchanges are 

expected to be quick and balanced in nature.  

Over time, equity theory has been applied to a variety of relational contexts, including 

friendships, dating relationships, and marriages (Sechrist at al. 2014), resulting in more nuanced 

interpretations of the original theory. For instance, some research has considered one’s ability to 

reciprocate over different stages in the life course (Dowd 1984). Especially relevant to the 

relationship between parents and their adult children, this perspective argues that younger people 
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are likely to have access to power, resources, and prestige that are most desirable and likely to be 

exchanged. In contrast, older people do not, often putting them in a position of relying on the 

“beneficence” of younger people. Expanding on this view, Antonucci (1985) has suggested that 

social exchanges over the life course can have a cumulative impact. Antonucci uses the concept 

of a “support bank” to suggest that individuals maintain a general accounting of their interactions 

with others and take a long-term developmental view of their social exchanges, interactions, and 

relationships. The author asserts that the norm of reciprocity is so strong that people tend to keep 

track of the degree to which they provide support to and receive support from others. She also 

specifies that the support bank is not used to avoid under-benefitting, or to make sure that one is 

provided with what one is owed – but rather to enable an individual to continue to be positive 

about relationships even when they are consistently over-benefitting (Antonucci 1985).  

While equity theory has proven effective in examining the impact of supportive 

exchanges on marital quality, health, and well-being (Frisco & Williams 2003; Gleason et.al. 

2003; Grote, Clark, and Moore 2004; Sechrist et al. 2014; Väänänen et al. 2005), it has less 

utility in examining exchanges of care between parents and their adult children. Studies 

examining the direct effects of reciprocity between parents and adult children have had mixed 

findings (Lowenstein, Katz & Gur-Yaish 2005; Sechrist at al. 2014). This inconsistency may be 

due, at least in part, to the unique nature of the parent-child relationship. Unlike many other 

relationships, the parent-child relationship is inherently imbalanced with children requiring more 

from their parents in the early stages of life and parents needing more from their adult children in 

their final years. If we were to apply the equity theory to the supportive relationship between 

adult children and their parents, we might expect increased levels of distress on both ends. 

However, using the theory as interpreted by Dowd (1984) and Antonucci (1985 1990), we might 
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predict that parents have established a rich support bank from years spent caring for their 

children and, therefore, are not left feeling indebted to their adult children supporting them in 

their later years. The accumulation of supportive equity may allow parents to remain positive 

even when they are over-benefitting (and their adult children under-benefitting).  

Few studies have directly examined the mental health consequences of care receipt 

among functionally limited older adults who rely on adult children for care (Brown 2007; Cahill 

et. al 2009; Lee et al. 1995; Silverstein et al. 1996). Further, very few studies have examined the 

mental health consequences of care provision to adult children (Lee et. al 1995; Lowenstein et al. 

2007; Reczek and Zhang 2016; Thomas 2010). Most of these studies have only looked at care 

provision in relation to care receipt (i.e., more or less) and are limited by small sample sizes that 

cannot be generalized to the broader population. While we know that care receipt can result in 

inequity and, therefore, increased distress for some care recipients, we know very little about this 

association within the context of a parent-child relationship or how a parent’s ability to provide 

care to their adult child impacts mental health. Moreover, despite the fact that women have 

higher rates of disability and longer life expectancies (and are more likely to be care providers), 

very little research has examined how individuals’ experiences may differ by gender (Väänänen 

et al. 2005).  

The purpose of this dissertation is to examine care receipt and care provision among 

functionally-limited older adults and their adult children, as well as their associations with 

mental health. The first goal of this study is to determine who is more likely to receive various 

types of care from their adult children, as well as who is more likely to provide care to their adult 

children. I conduct these analyses to shed light on how various sociodemographic, 

socioeconomic, and health characteristics influence one’s likelihood of giving or receiving care. 
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The second goal of this dissertation is to examine the association between different types of care 

(receipt and provision) and mental health. These examinations will reveal whether associations 

with mental health differ across types of care receipt and care provision. In addition, this 

dissertation examines whether these associations are modified by gender or functional limitation. 

Both of these factors are strongly associated with care receipt and care provision. Those with 

more limitations are, of course, more likely to receive care and less likely to provide it, while 

women are more likely than men to both receive and provide care (De Vault 1984; Houser 2007; 

Spillman and Black 2005; ). However, it is less clear whether either of these factors (or both) 

modify the association between care receipt or provision and mental health.  
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 CHAPTER TWO 

LITERATURE REVIEW 

The care needs of older adults continue to grow more complex as the age structure shifts 

upward and changes in healthcare reform incentivize the movement of care away from 

institutional settings and into residential ones. This transition can be an effective means for 

cutting costs in acute care settings; however, this shift has magnified the family’s role in 

providing financial, instrumental, and emotional support to ill or disabled older adults 

(Armstrong & Armstrong 2004; Cahill et al. 2009). A large body of research has examined the 

challenges that family care providers – most of whom are women – face while caring for aging 

family members (Gordon et al. 2012; Tement & Korunka 2015). Although care work occurs 

within the dyadic relationship of care provider and care recipient, less research has examined the 

well-being of care recipients. Furthermore, more attention has been given to the broader 

construct of “support” (i.e., transactions involving affect, affirmation, or aid) – rather than “care” 

(i.e., support provided to meet specific needs). In this review, I draw largely on the social support 

literature because of the limited number of studies that have focused on how care receipt affects 

the well-being of older adults.  

Consequences of Care Receipt 

Perceptions that support is available when needed has been associated with reduced 

distress during times of stress; however, some research has found that while perceived 

availability of support may be beneficial, the actual receipt of care may not always be (Bolger 

and Amarel 2007; Krause 1997). For example, in a prospective nationwide survey of 60-year 

olds in Great Britain, Krause (1997) found that the perceived availability of support (i.e., 
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anticipated support) was predictive of decreased mortality risk, while actual support (i.e., enacted 

support) was predictive of increased mortality risk. Further, qualitative studies of patients who 

rely heavily on others for care have consistently found that care recipients often experience a 

sense of “self-perceived burden” and that these feelings are correlated with poor psychological 

and physical outcomes (Cahill et al. 2009; Kowal 2012; Liang, Krause, and Bennett 2001; 

McPherson et al. 2010; Simmons 2007; Wilson, Curran, and McPherson 2005). For example, in 

a study of 62 terminally ill patients, Wilson and colleagues (2005) found that 38 percent of 

patients experienced concern that they had become a burden to others. The study found that 

patients expressing a high level of distress around self-perceived burden experienced a range of 

negative psychological consequences – losses in their sense of control and dignity and increases 

in feelings of hopelessness, suicidal ideation, depression, and anxiety. They also reported 

increases in physical symptoms, like physical pain, weakness, and shortness of breath.  

Similar consequences of care receipt have been found among stroke victims (McPherson 

et al. 2010) and individuals who experience chronic pain (Kowal et al. 2012). In a clinical study 

of 238 chronic pain patients, 70 percent reported feelings of burdensomeness, as a result of being 

cared for by their significant other. The study found that higher self-perceived burden was 

significantly correlated with higher pain intensity ratings, functional limitations, depressive 

symptoms, attachment anxiety, pain self-efficacy, and suicidal ideation. These results led the 

authors to conclude that self-perceived burden is a clinically relevant and commonly reported 

interpersonal experience in patients with longstanding pain.  

Like individuals with chronic pain, disabled older adults often are dependent on the care 

of others, which is likely to have implications for their psychological well-being. Providing 

support for this prediction, a study by Cahill and colleagues (2009) involving semi-structured 
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interviews with 50 adults ages 65 and over with some level of functional impairment found that 

50 percent of respondents expressed feelings of burdensomeness. They were especially 

concerned about complicating the lives of their adult children, whom they perceived to already 

be “busy.” Similarly, using a sample of 539 older participants in the University of Southern 

California Longitudinal Study of Generations, Silverstein and colleagues (1996) found that 

excessive support received from adult children depressed older adults’ positive mood. These 

findings suggest that, similar to patients with more acute needs (e.g., stroke victims), disabled 

older adults also suffer from the consequences of perceived burdensomeness and their symptoms 

may be exacerbated when receiving care from their adult children.  

The psychological consequences associated with care receipt vary depending on a 

number of factors, including the timing of care receipt (Bodenmann 1995; Cutrona 1996), the 

type of care being received (Barreera 1983; Caldwell and Reinhart 1988), and how care is being 

received (Bolger et al. 2000; Bolger & Ameral 2007; Fisher et al. 1997; Shrout et al. 2006). Each 

of these factors is reviewed below.  

Timing of Care 

Support transactions unfold over time, especially when they occur within the context of 

close relationships rather than more impersonal relationships within circumscribed settings (e.g., 

professional exchanges). Support transactions commonly progress over several stages, including 

the early stages of identifying the stressors and the needs they solicit, the intermediate stages of 

appraisal and communication, and the final stage of action (Bodenmann 1995). Effective 

communication between the care recipient and care provider is essential to ensure progression 

through these stages. Mistiming of care – providing care either sooner or later than needed – can 
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increase distress for care recipients. Further, paying insufficient attention to the early stages of 

disclosure and communication can lead to misguided support – also negatively impacting the 

care recipient. Recognizing these stages and jointly traversing them can help to lessen care 

receipt’s negative consequences (Cutrona 1996).  

These findings are largely derived from studies of married couples. For example, Roberts 

and Levenson (2001) examined the impact of job stress on marital interaction between police 

officers and their spouses. They found that wives were often quick to delve into problem-solving 

or encouragement when their husbands expressed stress after a day at work. This response was 

shown to be less helpful than devoting more time to appraising the situation and developing a 

more fitting response as needed. Further support is provided by Neff and Karney (2005). They 

asked 169 married couples in Alachua County, Florida, to complete over a week a daily diary 

entry in which they responded to questions about stressful circumstances and perceptions of 

spousal support. Results revealed that although husbands and wives did not differ in their 

responsiveness to stress, husbands were less likely than wives to provide support specifically at 

the time when it was needed most – often responding after support was most needed.  

Type of Care 

The type of care received – instrumental (i.e., informational, tangible) or emotional 

(Rafaeli and Gleason 2009) – can impact care recipients’ psychological well-being. The 

“specificity hypothesis” – which assumes multidimensionality of both stress and social support – 

posits that the greatest benefits are likely to occur when the type of need matches the type of care 

(Cutrona and Russell 1990). Four dimensions of stress have been outlined: (1) its desirability, (2) 

its controllability, (3) the duration of its consequences, and (4) the life domain in which it occurs 
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(Cutrona & Russell 1990). Providing support for the specificity hypothesis, a study of older 

adults by Krause (1986) found that stress resulting from difficult, but anticipated, stressors (e.g., 

death of an ill spouse) was best buffered by instrumental support while stress resulting from 

unanticipated stressors (e.g., crime victimization) was best buffered by emotional support. Other 

research suggests that support needs to match not only the objective needs that arise within a 

situation but also the perceived needs. For example, a study of 138 mothers of infants in a 

newborn intensive care unit found that formal intervention (i.e., instrumental care) benefitted 

mothers who demonstrated a need for support but was harmful for those who felt they needed 

little support (Krause 1989).  

How is Care Provided 

The negative consequences of care receipt are sometimes due to recipients’ awareness of 

their personal level of helplessness, resulting in feelings of inadequacy, inequity, and a 

generalized sense of burdensomeness. How care is provided can help buffer these consequences, 

especially when care providers recognize recipients’ need for autonomy (Fisher et al. 1997; 

Haber et al. 2005; Heid et al. 2016). Care can be provided through either directive or non-

directive means. Directive care occurs when a care provider imposes a specific type of coping 

onto the recipient, while non-directive care occurs when the provider allows support to be 

dictated by the recipient. Generally, non-directive support is more beneficial because it 

encourages care recipients to feel in control of their supportive needs, allowing them to maintain 

higher levels of personal autonomy (Fisher et al. 1997; Heid et al. 2016). 

Studies examining interactions between care recipients and their care providers have 

found that recipients benefit more from non-directive care than directive care. A study by Fisher 
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and colleagues (1997) provides an illustration. In interviews with 60 adults living with insulin 

dependent diabetes mellitus, participants were asked how their family or friends helped with 

their insulin administrations, glucose testing, diet, and exercise regimens. Responses that 

included words like “do with,” “help out,” and “cooperate” were coded as non-directive care 

while responses including words like “do for,” “intrusive,” and “contingent praise” were coded 

as directive care. Findings showed that non-directive supports were significantly associated with 

better metabolic control among those with low or moderate levels of need and that directive 

support may be preferred only among individuals with very high levels of need (e.g., cancer 

patients).  

While non-directive care is often optimal, the circumstances involved in receiving care 

from family, perhaps especially from adult children, may present unique obstacles. Adult 

children often step in to provide care for older parents – whose needs may conflict with their 

children’s. For instance, aging parents may need to maintain their sense of autonomy and 

competence, but so do their adult children (Heid et al. 2016). Research has shown that care 

providers who take on responsibilities for dependent adults sometimes acquire a power of 

persuasion and decision-making while older adults’ own views are sometimes disregarded 

(Cicirelli 2006; Heid 2016; Morgan & Hummert 2000). For example, Heid and colleagues 

(2016) conducted in-depth, semi-structured interviews with 10 mother-daughter dyads to 

investigate how older adults influence their care goals and how their daughters respond to such 

influence. The authors found that when differences in care goals emerged, daughters often 

reasoned with their parents and that parents often “let go” of their own preferences.  

In addition to the distinction between directive and non-directive care, the visibility of 

care can also impact care recipients’ psychological responses to care. Bolger and Amarel (2007) 
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hypothesized that the deleterious effects of support stem not from support itself, but from its 

visibility. This hypothesis was supported by the results of three experiments involving 257 

female students. These students, instructed to perform speeches, were provided support from 

fellow students. They found that invisible support (i.e., emotional support) reduced emotional 

reactivity while visible support (i.e., unsolicited advice) was either ineffective or exacerbated 

emotional reactivity. Invisible support is thought to be beneficial because it minimizes 

recipients’ loss of self-efficacy, avoids drawing attention to the problem, and prevents feelings of 

inequity and indebtedness (Bolger and Amarel 2007).  

A study of marital satisfaction among cancer patients illustrates how both non-directive 

and invisible (Hagedorn et al. 2000) support benefits care recipients. A clinic asked 68 cancer 

patients and their intimate partners to complete a questionnaire at home. The patients were asked 

to judge the extent to which their partners had adopted the following means of support: active 

engagement (i.e., actively involving the patient in discussions and problem-solving); protective 

buffering (i.e., hiding one’s concerns); and overprotection (i.e., underestimating the patient’s 

capabilities by providing unnecessary help and excessive praise). A parallel questionnaire 

measured the partners’ perception of their own behavior. The authors concluded that 

overprotective spousal support (i.e., visible support) was negatively associated with marital 

satisfaction and that patients who actively engaged in their own care had greater levels of 

satisfaction. These findings help to explain the paradoxical findings of well-meant, but 

ineffective or harmful, supportive acts.  
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Who Provides Care  

Consequences of care receipt have been shown to vary depending on the type of 

relationship care recipients have with their care provider; however, exactly how the nature of a 

relationship impacts care recipients’ well-being is unclear (Brown 2007; Cahill et al. 2009; 

McPherson et al. 2010; Thomas 2010). For example, some research suggests that receiving care 

from people with whom a close relationship is established can benefit, and is sometimes 

preferred by, older adults (Brown 2007). Further, additional research suggests that the more 

intimate the relationship with the care provider, the better the psychological outcomes will be for 

the care recipient (Iecovich & Lankri 2002; Shapiro 1983). However, competing research 

suggests that receiving care from family, especially one’s own children, can result in an 

increased sense of self-perceived burden and depression (Cahill et al. 2009; Kwak, Dayton, & 

Burgard 2014; McPherson et al. 2010; McPherson et al. 2007).  

Receiving care from adult children may be particularly detrimental to the well-being of 

older adults. For example, Cahill and colleagues (2009) found that although individuals 

expressed a desire for more time with their children, they did not want to disrupt their children’s 

busy lives with their own health problems. Providing further support is a study by Thomas 

(2010) using the Social Networks in Adult Life Survey, a national probability sample of older 

adults. The study reported that although receiving emotional support from a spouse or siblings 

was significantly related to a higher sense of well-being, receiving it from adult children 

decreased psychological well-being. These findings persisted even after controlling for the care 

recipients’ ability to reciprocate the same types of emotional support to their children. The 

parent-child dynamic is unique in that recipients of care from adult children may experience 

perceptions of role reversal and dependency that amplify their psychological distress. Gaugler 
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and colleagues (2002) suggest that families have experience providing assistance to members 

and develop patterns that are not easily changed. For example, parents may see themselves 

primarily as caretakers – an identity formed in adulthood and maintained in subsequent years – 

leading to reluctance to adopt a different role. This experience may be especially difficult for 

women who have long been assigned the socially prescribed role of caretaker.  

Providing Care to Adult Children 

A large body of research has examined the effect of care provision on mental health; 

however, nearly all of this research focuses on the consequences for the adult children – not the 

older parent. These studies generally reveal negative consequences of care provision. The 

responsibilities and demands associated with providing care to an aging parent have been 

described as chronic stressors (Schulz & Sherwood 2008) that are associated with increased 

psychological distress and poorer health (Heger 2017; Hirst 2005). Numerous studies suggest 

that female care providers experience poorer mental health than their male counterparts (Heger 

2017; Pinquart & Sörensen, 2006; Versey 2017). There is also evidence to suggest that mental 

health consequences vary by the type of care provision (Kim et al. 2017) and the level of parental 

care needs (Heger 2017). Using the Health and Retirement Study, Kim and colleagues (2017) 

found that women who provided care for ADLs to an aging parent experienced significantly 

more depressive symptoms than women providing care for IADLs. Further, using longitudinal 

data from the older population in 13 European countries, Heger (2017) found that mental health 

consequences associated with care provision increased as parents’ health declined and their 

needs became more intensive.  
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Some studies have examined care provision by older parents, with much of it focusing on 

describing the patterns of support – for example, who provides different types of care (Alquino 

2005; Bianchi & Milkie 2010; Fingerman et al. 2015; Henretta et al. 2012; Kalmijn 2013; 

Prawitz, Kalkowski, & Cohartt 2013). Research has documented that parental resources, 

especially socioeconomic status, play a large role in the level of support older parents provide to 

adult children. Parents with greater socioeconomic resources have the ability to provide financial 

support to adult children, more flexible work schedules enabling them time to help with caring 

for grandchildren, and access to social resources, such as partners or spouses, that facilitate 

support to grown children (Bianchi & Milkie 2010; Fingerman et al. 2015). Research has shown 

that married parents are more likely to provide financial and emotional support to adult children 

than parents who are divorced, remarried, or single (Alquilino 2005; Henretta et al. 2012; 

Kalmijn 2013). In contrast, parents with fewer socioeconomic resources are more likely to be 

struggling with financial problems of their own – hindering their ability to provide financial and 

material supports to adult children (Prawitz, Kalkowski, & Cohartt 2013). They may also face 

constraints in job schedules that preclude them from caring for grandchildren (Bianchi & Milkie 

2010). Further, parents with fewer socioeconomic resources tend to have more children resulting 

in fewer resources for each child. Despite these constraints, Fingerman and colleagues (2015) 

found that although lower income parents provide less support to each adult child they exert 

greater effort overall providing support to all of their children.  

While previous research has revealed patterns in the type of care older parents provide 

adult children, less is known about how care provision impacts older parents’ mental health. 

There is some research to suggest that parents benefit when they are more able to provide care to 

their adult children (Fingerman et al. 2009; Rezek and Zheng 2016). In a longitudinal study of 
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parent-child relationships, Reczek and Zhang (2016) found that parents who gave more to their 

adult children than they received had lower baseline psychological distress and a slower rate of 

change in distress over time. While this study provides some insight into how care provision may 

affect the well-being of older adult parents, it does not examine the unique effects of care 

provision on well-being, nor does it account for different types of care provision. Additional 

research suggests that parents may also benefit from care provision through the expectation that 

it will lead to care receipt from adult children later in life. Using data from the Family Exchanges 

Study, Fingerman and associates (2009) found that while parents provided more practical 

support to children with greater needs, they provided more emotional support to children they 

perceived as “high achievers.” This perception was also associated with parental receipt of 

support, suggesting that parents may take time to support successful children to assure their 

support later in life. While this study does not shed light on the mental health consequences of 

care provision, it does suggest that parents allocate different types of care provision for children 

with different needs and that their motivation to provide care may stem, in part, from their 

expectation of needing care in the future.  

Gendered Patterns in Care Provision and Receipt  

Psychological consequences of care receipt may vary by gender, but little research has 

examined this possibility. On average, women experience higher rates of disability and have 

longer life expectancies – 5 years longer than men – placing them at greater need for care and for 

longer periods of time. For instance, women ages 75 years and older are 60 percent more likely 

than men to need help with one or more activities of daily living (ADLs), for example, bathing 

dressing, eating, and getting out of bed (Houser 2007). Further, due, in part, to higher rates of 

poverty and the high cost of formal care, women are more likely than men to rely on informal 
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home care during old age (Spillman and Black 2005). In addition, higher rates of singlehood 

(Houser 2007) may also mean that more women rely more on their children for care, as opposed 

to a spouse. While some evidence suggests that women may be more likely than men to receive 

care from their children, we do not know whether men and women respond differently to their 

roles as care recipients.  

The historically gendered nature of care provision may impact the psychological 

ramifications of being on the reverse side of the care relationship. For centuries women have 

been the primary care providers in most societies. Women caring for their family, their friends, 

and their communities has become a powerful cultural image that is not only a deep source of 

pride and satisfaction but also a source of constraint and oppression, as women shoulder the 

burden of caring for others (De Vault 1984). In more recent years, feminists have called attention 

to the enormous amount of unpaid work that women are expected to – and do – take on. 

According to the National Alliance for Caregiving (2003), six out of ten informal caregivers are 

women. Women’s salient role as society’s care providers could cause female care recipients to 

experience feelings of role reversal and, therefore, experience more distress than their male 

counterparts. Using the National Health Interview Study, Henning-Smith (2014) examined the 

impact of older adults’ living situations on their quality of life and psychological distress. They 

found that older adult women who were living with relatives had a greater risk of low quality of 

life and serious psychological distress than did their peers living alone or with a spouse. In 

contrast, older men were most at risk for low quality of life and psychological distress when they 

were either living alone or with a spouse. Further, a small-scale study of 20 terminally ill women 

cited “becoming a burden” as a reason against spending their last days at home with their 

families (Murray et al. 2003). While Murray and colleagues did not compare women’s feelings 
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to men’s, the two studies suggest that living among – and potentially receiving care from – 

family has a greater negative impact on the well-being of female than male care recipients.  

However, other research suggests that women’s experiences of care provision may 

protect them from the negative psychological consequences of care receipt. Experiences as care 

providers may lead women to be more prepared than are men for their own care needs (Pope et 

al. 2013). This idea was supported by Pope and colleagues (2013) in their qualitative study 

exploring the significance of care work to adult daughters’ perspective on and plan for their own 

aging. The authors conducted 15 semi-structured interviews with women ages 50 to 65 who had 

been a caregiver for at least 6 months and who provided direct care for at least 7 hours per week. 

Women were asked questions like “Let’s imagine you get to the point in the future where you are 

unable to care for yourself and need assistance…What would you want that experience to be 

like?” The main themes expressed during these interviews were that they would acknowledge 

their limitations, accept help, and be cooperative with the help provided. The researchers 

concluded that the women in their study expressed a desire to be “easy” for their future care 

providers as a way to promote mutually-enhancing relationships with their adult children.  

Further supporting the expectation that women may experience fewer psychological 

ramifications from care receipt than men is the idea that women have been socialized in ways 

that enable them to establish reciprocity between themselves and their care providers. For 

instance, Sulik (2007; p. 303) conducted a qualitative study of 60 women with breast cancer and 

found that the women were not accustomed to the “self-interestedness required to cope with a 

major illness” and that receiving care from others required them to “adjust their gendered 

understandings of themselves in regard to care in order to accommodate deeply felt imperatives 

to care about and for others.” However, the women were able to cope with their role as care 
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recipients by taking on additional nurturing roles and by acknowledging their past care work in 

order to establish an entitlement for care. Therefore, women demonstrated the desire and ability 

to reciprocate care despite their status as a care recipient, allowing them to more easily establish 

equity between themselves and their care providers. To my knowledge, the impact of care receipt 

on men’s well-being has not been examined. However, several cultural patterns related to men – 

and the dominant standards of masculinity to which they are held – suggest that men may 

experience greater psychological consequences from care receipt. In particular, the cultural belief 

that men should be independent, self-reliant, and strong (Courtenay 2000) – along with the 

possibility that men have not learned, through socialization, some of the skills needed to 

reciprocate care – would suggest that they experience more negative consequences of care 

receipt than do women. Another factor that could exacerbate the impact of care receipt for men is 

the possibility that they may have built up fewer “entitlements” to care through their own care 

provision.  
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CHAPTER THREE 

DATA AND METHODS  

Research Questions and Hypotheses  

While previous research has demonstrated that care receipt can be detrimental to mental 

health, few studies have examined how this unfolds within the parent-child relationship (Brown 

2007; Cahill et al. 2009), and most of these studies are small, qualitative, and not generalizable to 

the broader population of older adults. Further, few studies have examined the association 

between care provision to adult children and mental health. Moreover, each of the studies 

reviewed here measured care provision through direct means of aid and support. While this is 

legitimate, we know that direct aid and support may not completely capture all types of care 

provision within the parent-child relationship (Antonucci 1985, 1990). It may be that, within the 

parent-child context, care receipt and care provision have a cumulative impact, and, therefore, 

direct means of care have less of an impact later in life. It could also be the case that, as 

postulated by Dowd (1984), older people often have less power and prestige and fewer resources 

– thus, putting them in a position of relying on the “beneficence” of younger people. It may be 

the case that many older adults are less able to provide care through direct exchanges but may 

rely on future transfers of care in the form of inheritances – something that is rarely examined in 

this literature.  

Finally, to my knowledge, no one has examined how experiences of care receipt and care 

provision within the parent-child relationship vary by the gender of the parent. We know that 

women are more likely to be involved in care provision across their lifetime and that they are 

more likely to receive care from their children in later life, but we know very little about how 
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these experiences impact their mental health. Further, we know very little about how men and 

women may differ in both their ability to provide care to their adult children later in life.  

This dissertation examines care receipt and care provision between functionally-disabled 

older adults and their adult children. I am particularly interested in the association between care 

(receipt and provision) and mental health, as well as the role gender plays in who is most likely 

to receive care, provide care, or react to care. I am further interested in understanding how one’s 

level of need impacts the association between care and mental health. I address four research 

questions: (1) How do sociodemographic, socioeconomic, and health factors affect the likelihood 

of giving and receiving various types of care?; (2) How are care receipt and care provision 

associated with mental health?; (3) How do these associations between care (receipt and 

provision) and mental health vary by gender?; and (4) How do these associations between care 

(receipt and provision) and mental health vary by level of functional limitation? 

Focusing on the association between care (receipt and provision) and mental health, I test 

the following five hypotheses:  

Hypothesis 1: Among functionally-impaired older adults, receiving care from adult 

children is associated with reporting more depressive symptoms.  

Hypothesis 2: Among functionally-impaired older adults, anticipating the receipt of care 

from adult children is associated with reporting fewer depressive symptoms.  

Hypothesis 3. Among functionally-impaired older adults, providing care to adult children 

is associated with reporting fewer depressive symptoms.  

Hypothesis 4: Gender modifies the associations between care (receipt and provision) and 

mental health, with stronger associations found for women than men. 

Hypothesis 5: Level of functional limitation modifies the association between care 

(receipt and provision) and mental health, with stronger associations found for those with 

more limitations.  
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The following three chapters of this dissertation present the results of my examination of 

these research questions and hypotheses, as well as a discussion of their implications for care 

providers, care recipients, and research on the mental health of older Americans. Chapter 4 

presents results of analyses addressing the first research question, focusing on the predictors of 

care receipt and care provision, including sociodemographic, socioeconomic, and health factors. 

Chapter 5 presents results of analyses addressing the second and third research questions and the 

hypotheses. Chapter 6 summarizes all of the results presented and discusses their implications for 

our understanding of care receipt and care provision among older Americans.  

 Data  

 Data for this study come from the 2010 (Wave 10) wave of the RAND Health and 

Retirement Study (HRS) and RAND HRS Family Data1.HRS is a biannually-conducted, 

nationally-representative longitudinal survey of persons aged 50 and older and their spouses or 

partners. In 1992, the HRS began to follow a cohort of individuals born between 1931 and 1941, 

interviewing respondents once every two years. Since its inception, the HRS has recruited five 

additional cohorts: the AHEAD cohort (born before 1924), the Children of Depression cohort 

(born between 1924 and 1930), the War Baby cohort (born between 1942 and 1947), the Early 

Baby Boomer cohort (born between 1948 and 1953), and the Mid Baby Boomer cohort (born 

between 1954 and 1959). The survey elicits information about respondents’ sociodemographic 

information, income, assets, health, cognition, family structure, health care utilization and costs, 

housing, job status and history, and insurance. The RAND HRS is a user-friendly version of a 

subset of the HRS. It contains cleaned and processed variables with consistent and intuitive 

                                                 
1 At the time research for this dissertation began, 2010 was the most recent wave of data available. RAND has since 

released HRS Longitudinal and Family Data for 2012.  



24 

naming conventions, model-based imputations and imputation flags, and spousal counterparts of 

most individual-level variables (RAND HRS Data Documentation 2013).  

 The RAND HRS Family data is a user-friendly version of the HRS data related to 

respondents’ families. Thirteen HRS waves are available for study; however, the RAND HRS 

Family data only contain twelve waves, spanning from 1992 to 2010. These data are linked 

across waves and organized into two longitudinal files: one with one with respondents’ 

observations and the other with their children’s.  

Sample 

The sample for this study was selected from Wave 10 of the HRS (2010), as this is the 

most recent wave that links to the RAND HRS Family data files. To be included in the sample, 

individuals had to be ages 65 or older, report having at least one biological or step child, and 

have at least one physical limitation. The original sample pool had 22,032 active respondents. 

Respondents were only included if they were ages 65 and over and had limitations in one of the 

following categories: ADLs (i.e., bathing, eating, dressing, walking across a room, and getting in or 

out of bed); IADLs (i.e., using a telephone, taking medication, and handling money); and, mobility 

(i.e., walking several blocks, walking one block, walking across the room, climbing several 

flights of stairs, and climbing one flight of stairs). These exclusion criteria reduced the sample 

size to 7,221. Analysis showed that individuals who were excluded because they did not have a 

physical limitation were significantly younger and more educated and were more likely to be 

male, white non-Hispanic, and married (p<.05). Further, because of the personal nature of the 

dependent variable – depressive symptoms – individuals who used a proxy were excluded from 

the sample (N = 1,382). An additional 1,568 respondents were excluded because they did not 

report having children or stepchildren. The final sample size was 4,324.  
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Measures 

Depressive Symptoms 

Depressive symptoms, a barometer of well-being, are measured using the Center for 

Epidemiologic Studies Depression summary scale (CESD-8). This abbreviated version uses 

fewer items than the full CES-D and elicits yes/no responses, rather than responses on a Likert 

scale of frequency (Radcliff 1977). It was used in the HRS because pilot work showed that some 

respondents had difficulty responding over the telephone to the full CES-D. In the abbreviated 

version, subjects were asked the following:  “Think about the past week and the feelings you 

have experienced. Please tell me if each of the following was true for you much of the time this 

past week. (Would you say yes or no?) – (1) Much of the time during the past week, you felt 

depressed; (2) Much of the time, you felt that everything you did was an effort; (3) Much of the 

time, your sleep was restless; (4) Much of the time, ‘you could not get going’; (5) Much of the 

time, you felt lonely; (6) Much of the time you enjoyed life; (7) Much of the time during the past 

week, you felt sad; and (8) Much of the time, you were happy.” Responses were summed to 

create a scale ranging from 0 to 8 points, with one point allocated to each dysphoric response. 

Internal consistency for the depression scale was 0.78 and the mean depression score in the 

analytic sample was 1.71 (SD = 2.02).  

 Care Receipt 

Care receipt is measured in two ways: enacted care receipt and anticipated care receipt. 

Enacted care receipt is measured using three binary variables assessing whether the respondent’s 

child(ren) help(s) them with ADLs (i.e., dressing, walking, bathing, eating, getting in/out of bed, 

and toileting), helps them with IADLs (i.e., managing money, making phone calls, taking 
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medication), or has transferred $500 or more to them within the last two years. Anticipated care 

receipt is measured using responses to the following question “How many children will help you 

in the future?”  Like the enacted support variables, this variable is dichotomized so that 1 

indicates that one or more of their children help and a 0 indicates that no children are expected to 

help. 

Care Provision 

Care provision is measured in two ways: direct care provision and delayed care 

provision. Direct care provision is a measure using two variables that ask respondents how many 

hours they spent caring for a grandchild or grandchildren in the past month and if they provided 

a financial transfer of $500 or more to their adult child(ren) within the last 2 years. Delayed care 

provision is measure with two additional variables that ask respondents how many children are 

included in their will or trust and how many children are listed as beneficiaries of their life 

insurance policy. These measures are dichotomized so that 1 indicates that the respondent 

provides this sort of aid to at least 1 child and a 0 indicates that they do not.  

Control Variables 

I examine three sets of control variables: sociodemographics, socioeconomic status, and 

health. These are included in models predicting care receipt and provision, as well as models 

predicting mental health as a function of care receipt and provision.  

Sociodemographic controls include age and age-squared, race/ethnicity, and marital 

status. Respondents’ age is measured on a continuous scale ranging from 65 to 101 years and is 

also included as a squared variable to account for possible non-linearity in the association 
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between care receipt or provision and mental health. Gender is a dichotomous variable, with 

females coded as 1 and males as 0. Race/ethnicity is measured using a set of three dichotomous 

variables: non-Hispanic White (reference group), non-Hispanic Black, and Hispanic. Marital 

status is also measured with three dichotomous variables: married (reference group), single 

(includes never married, divorced, and separated), and widowed.  

Socioeconomic status controls include educational attainment, household assets, poverty 

status, and long-term care insurance coverage. Educational attainment is measured using a set of 

four dichotomous variables:  having less than a high school degree (reference group), having a 

high school degree, having some college, or having a college degree or more. Total household 

assets are computed by the HRS as respondents’ net assets minus debts. Assets are the combined 

net value of respondents’ homes, real estate investments, transportation, businesses, IRAs, 

stocks, checking and/or savings accounts, CDs, bonds, and other personal assets. Debts include 

mortgage(s) and other debts. The HRS measures this variable in dollars, but I divide household 

assets by $10,000 to make each incremental increase in assets more meaningful than a single 

dollar. Further, while the maximum value of this variable was over 3 million, only 3 percent of 

the sample had more than $2 million in assets. To account for outliers, I adjusted the maximum 

value to include all those with $2 million or more in household assets. Poverty status is a 

dichotomous variable computed by the HRS to indicate whether a respondent’s household 

income for the last calendar year fell below or above the U.S. Census poverty thresholds. This 

categorization by HRS took into account the fact that poverty thresholds vary by household size 

and age. For example, in 2009, the poverty level for one person 65 years and over was $10,289, 

while the level for a household with 2 persons 65 years and over was $12,968 (US Census 
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Bureau 2009). Long-term care insurance coverage is a dichotomous variable, with respondents 

reporting having coverage coded 1 and others coded 0.   

Health controls include self-rated health, cognitive status, and functional limitation. Self-

rated health is an ordinal measure capturing respondents’ assessment of their overall health. This 

variable is reverse-coded, with categories ranging from 1 (poor) to 4 (very good/excellent). 

Cognitive status is a summary score ranging from 0 to 15, where higher scores indicate better 

cognitive status. This RAND-created variable sums the scores from five cognitive tests. The first 

test, referred to as “serial 7s,” asks respondents to subtract 7 from the prior number, beginning with 100, 

with five trials allowed (0-5 points). A second test asks respondents to count backwards for 10 continuous 

numbers from 20 and 86, respectively. Two points are given if successful on the first try, one point if 

successful on the second, and zero if not successful on either try. A third test, worth up to 2 points, asks 

respondents to correctly identify a cactus and scissors based on a verbal description alone. The respondent 

earns 1 point for each object that they can name correctly. A fourth test asks respondents to report the 

date, month, year, and day of the week. This test accounts for 4 points of the total summary score – 1 

point for each component of today’s date. The final test, worth up to 2 points, asks respondents to report 

the current President and Vice-President. Functional limitation is a continuous variable, ranging 

from 1 to 13. This variable was created by summing the following three indices created by the 

HRS: ADLs, IADLs, and mobility. The ADL index measures a respondent’s ability to complete 

the following five tasks: bathing, eating, dressing, walking across a room, and getting in or out of bed. 

The IADL index measures a respondent’s ability to complete three tasks:  using a telephone, taking 

medication, and handling money. The mobility index includes five items:  walking several blocks, 

walking one block, walking across the room, climbing several flights of stairs, and climbing one 

flight of stairs.  



29 

Description of the Sample 

Descriptive statistics for the sample are shown in Table 3.1. Means and standard 

deviations are shown for the full sample and reported separately for men and women. 

Respondents range in age from 65 to 101 years, with an average age of 76 years (SD = 7.23). 

Sixty-three percent of respondents are female. Eighty-four percent of respondents are non-

Hispanic white, and non-Hispanic Blacks and Hispanics each make up 8 percent of the sample. 

Fifty-six percent of respondents were married; however, when examined by gender, we see that a 

significantly higher percentage of men than women were married (78% versus 44%, 

respectively). The percentage of women who reported being either widowed or single was 

significantly higher than their male counterparts. Forty-two percent of women reported being 

widowed, compared with only 13 percent of men, and 14 percent of women reported being 

single or divorced, compared with only 9 percent of men.  

Turning to socioeconomic status, we see that, on average, respondents reported having 

attained between a high school degree and some college and that women reported significantly 

lower levels of educational attainment than did men. Net household assets ranged from               

$-440,000 to $2 million or more. Respondents reported having $330,600 in assets, on average. 

Household assets varied significantly by gender with women having about $41,700 less in assets 

than men. Consistent with the gender differences in income and education, women were over 

twice as likely to have a household income below the poverty threshold (14% versus 6%, 

respectively). Overall, only 14 percent of respondents reported having long-term care insurance. 

The likelihood of having long-term care insurance coverage did not differ by gender.   
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Descriptive statistics for health show that average self-rated health was 2.77, putting the 

average respondent between “fair” and “good.”  On a scale of 0 to 15, the average cognitive 

status score was 11.93 (SD = 2.74). Women scored significantly lower than men on this scale, 

11.78 versus 12.18. Table 3.1 reports the means and standard deviations for each of the 

limitation indices, as well as the sum of these indices (i.e., the functional limitations variable 

used in the multivariate analyses). Respondents reported about three limitations. Men and 

women did not differ significantly on functional limitations; however, when we look at each of 

the indices individually we see that men reported having significantly more difficulty with 

IADLs than women (.21 versus .25) and that women had significantly more difficulty with items 

on the mobility scale (3.10 versus 2.97).  

Analytic Strategy 

This dissertation proceeds with two sets of analyses. The first analysis seeks to answer the first 

research question: How do sociodemographic, socioeconomic, and health factors affect the 

likelihood of giving and receiving various types of care? The second set of analyses address the 

second, third, and fourth research questions: How are care receipt and care provision associated 

with mental health? How do these associations between care (receipt and provision) and mental 

health vary by gender? And, how do these associations between care (receipt and provision) and 

mental health vary by level of functional limitation? 

To examine the first research question, I conduct both bivariate and multivariate analyses. 

I first examine the summary statistics for each of the care receipt and care provision variables, 

including analyses focusing on possible gender differences. Next, I present bivariate correlations 

among care receipt, care provision, and the control variables (i.e., sociodemographics, 
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socioeconomic status, and health). Finally, I use logistic regression analysis to predict the odds 

of each type of care receipt and care provision, controlling on sociodemographics, 

socioeconomic status, and health.  

The primary goal of the second set of analyses is to examine the association between care 

(receipt and provision) and mental health. I also seek to determine if gender and functional 

limitations modify the associations between care (receipt and provision) and mental health. First, 

I present univariate statistics for the dependent variable, depressive symptoms. Next, I analyze 

bivariate correlations among depressive symptoms, care receipt, and care reciprocation. I then 

run negative binomial regression to analyze the association between care receipt and depressive 

symptoms, as well as the association between care provision and depressive symptoms. All 

models control on sociodemographics, socioeconomic status, and health. Next, I use interaction 

terms to examine whether the association between either care receipt or care provision (or both) 

and mental health differs by gender. Similarly, I use interaction terms to examine whether the 

association between either care receipt or care provision (or both) and mental health differs by 

level of functional limitations.  
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 Table 3.1. Means (Standard Deviations) of Variables 

  
Range 

Full 

Sample Women Men 

Sociodemographics 
    

   Age in years 65 to 101 76.54 76.37 76.82 

  (7.23) (7.39) (6.95) 

   Female 0,1 0.63 - - 

   Non-Hispanic White 0,1 0.84 0.82 0.85 

   Non-Hispanic Black  0,1 0.08 0.09 0.06 

   Hispanic 0,1 0.08 0.08 0.09 

   Married* 0,1 0.56 0.44 0.78 

   Single* 0,1 0.13 0.14 0.09 

   Widowed* 0,1 0.31 0.42 0.13 

Socioeconomic Status  
    

   Educational Attainmentb* 1 to 4 2.25 2.19 2.37 

  (.99) (.94) (1.08) 

   Household Assetsc -44 to 200 33.06 29.67 38.84 

  (46.21) (43.15) (50.50) 

   Poverty Status* 0,1 0.11 0.14 0.06 

   Long-term Care Insurance  0,1 0.14 0.15 0.14 

Health 
    

   Self-Rated Healthd  1 to 4 2.77 2.78 2.74 

  (.95) (.95) (.94) 

   Cognitive Status* 1 to 15 11.93 11.78 12.18 

  (2.74) (2.81) (2.60) 

   Functional Limitation 1 to 13 3.05 3.10 2.97 
 

 (2.43) (2.46) (2.37) 

      ADL Index 0 to 5 0.6 0.59 0.62 

  (1.12) (1.14) (1.09) 

      IADL Index* 0 to 3 0.22 0.21 0.25 

  (.57) (.56) (.58) 

      Mobility Index* 0 to 5 2.23 2.29 2.10 

  (1.39) (1.39) (1.38) 

N   4,234 2,724 1,600 

Notes: Health and Retirement Study Wave 10; N = 4,324; aNumber of children includes 

stepchildren.b 1(Less than High school) to 4 (College degree); c $10,000 increments up to 

$2,000,000. d1(Poor) to 4(Excellent). *Significant difference by gender (p<.05) 
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CHAPTER FOUR 

PATTERNS IN CARE RECEIPT AND CARE PROVISION 

The first research question seeks to determine how sociodemographic, socioeconomic, 

and health influence the likelihood of two phenomena – receiving care from adult children and 

providing care to them. In this chapter, I present descriptive statistics for the care receipt and care 

provision variables for the full sample and by gender. I then present bivariate results showing the 

correlations among the care receipt, care provision, sociodemographics, socioeconomic status, 

and health. Finally, I present logistic regression results predicting each of the different forms of 

care receipt and care provision, controlling on sociodemographics, socioeconomic status, and 

health.  

 Univariate Statistics 

Descriptive statistics for variables pertaining to care receipt and care provision show that 

older adults are more likely to provide than receive care – with patterns varying significantly by 

gender. Only 5 percent of respondents reported receiving care for ADLs; however, female 

respondents were more than twice as likely to report this type of care receipt as men, 7 percent 

versus 3 percent, respectively. Similarly, 12 percent of women reported receiving care for 

IADLs, compared with only 5 percent of men. The only other gender difference in care receipt 

was for financial transfers: 7 percent of women reported having received a financial transfer of 

$500 or more from their adult child in the last two years, compared with only 4 percent of men. 

Compared with enacted support, rates of anticipated support are relatively high, with 37 percent 

of respondents reporting that they expected at least one of their children to help them in the 

future.  
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Turning to care provision, we see that 32 percent of respondents said they had transferred 

$500 or more to their adult child(ren) within the past two years. Men were significantly more 

likely than women to have transferred money to their child(ren), 36 percent versus 30 percent, 

respectively. Only 11 percent of respondents reported that they had spent time caring for 

grandchildren in the past month, and this pattern did not vary by gender. Fifty-seven percent 

reported that their adult child was included in their will or trust, and 32 percent had a child listed 

as a beneficiary on their life insurance policy. Women were significantly more likely than men to 

have a child listed as a beneficiary on their life insurance policy, 36 percent versus 23 percent.  

 Bivariate Statistics 

Table 4.2 reports bivariate analysis results examining the associations among care 

receipt, sociodemographics, socioeconomic status, and health. Results indicate that being female 

is significantly and positively associated with all four types of care receipt. Among women, 

correlation coefficients range from .03 for anticipated care to .11 for receiving care for IADLs. 

Associations between care receipt and race/ethnicity reveal that being non-Hispanic White is 

negatively associated with all forms of enacted care but positively associated with anticipated 

care (r= .04). Conversely, non-Hispanic Blacks and Hispanics are more likely to receive each 

type of enacted care but less likely to anticipate care in the future. Results for age are as one 

might expect, with age positively associated with receiving help with ADLs (.12) and IADLs 

(.17) but negatively associated with anticipated care (-.12). Marital status also is associated with 

care receipt. Married respondents are significantly less likely to receive care for ADLs (-.14) or 

IADLs (-.20) or to receive financial transfers from their adult child (-.07), while single or 

widowed respondents are significantly more likely to receive care for ADLs and IADLs.  
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Higher educational attainment and household assets are negatively associated with all 

forms of enacted care receipt, while having a household income below the poverty threshold is 

positively associated with receiving care for ADLs (.10) and IADLs (.13) and negatively 

associated with anticipated care (-.06). Having long-term care insurance is negatively associated 

with all forms of enacted support but is not associated with anticipated care. 

All of the health variables are associated with care receipt in the expected direction. 

Depressive symptoms are positively correlated with enacted care receipt and negatively 

associated with anticipated support (-14). Correlation coefficients for depressive symptoms and 

enacted care receipt range from .04 for receiving financial transfers to .19 for receiving care for 

ADLs. Respondents with better self-rated health or a higher cognitive status scores are less likely 

to report receiving care and more likely to report anticipating care receipt in the future. Greater 

functional limitations are positively associated with care receipt, with the strongest associations 

observed for ADLs (.44) and IADLs (.42). However, greater functional limitations are negatively 

associated with anticipated care (-.30).  

Table 4.3 reports the bivariate associations among care provision and the control 

variables. Being female is significantly and negatively associated with having transferred money 

to one’s adult child(ren) (-.07), but significantly and positively associated with having a child on 

one’s life insurance policy (.14). Results by race/ethnicity show that being non-Hispanic White is 

significantly and positively associated with having transferred money to an adult child (.05), 

while being non-Hispanic Black (-.04) or Hispanic (-.10) is negatively associated with such 

transfers. Similarly, non-Hispanic Whites are more likely to have a child included in their 

will/trust (.26), while non-Hispanic Blacks (-.15) and Hispanics (-.24) are less likely. However, 

non-Hispanic Blacks are more likely than respondents of other races/ethnicities to have a child 
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included on their life insurance policy (.10). Providing help is also associated with age. Age is 

negatively associated with providing adult children with financial transfers (-.05) and helping 

with grandchildren (-.24); however, older ages are associated with including a child in their 

will/trust (.21) or life insurance (.04).  

Marital status also is significantly correlated with providing help to adult children. For 

example, being married is positively associated with providing financial transfers to adult 

children (.11), while being single (-.06) or widowed (-.11) is not. This trend holds true for caring 

for grandchildren – being married is positively associated (.13) but being widowed is negatively 

associated (-.11) with providing this type of care. Single and widowed respondents are more 

likely to report having included a child on their life insurance policy (.10 and .26, respectively).  

Socioeconomic and health variables are associated with care provision in the direction 

one might expect, with higher education and household assets positively associated with 

providing financial transfers (.19; .27), grandchild care (.08; .05), and having included a child in 

one’s will/trust (.26; .36). Having an income below the poverty threshold is significantly and 

negatively associated with all types of care provision, except for having a child on a life 

insurance policy, which showed no significant association. Depressive symptoms are 

significantly and negatively associated with providing financial transfers to an adult child (-.05), 

helping care for grandchildren (-.06), and including an adult child in a will/trust (-.16). Better 

self-rated health, higher cognitive status, and fewer functional limitations are positively 

associated with all forms of care provision.  
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Multivariate Statistics 

Turning to the multivariate analyses, I conducted logistic regression analysis to predict 

the odds for each type of care receipt and care provision. The results for care receipt are 

presented in Table 4.4 and the results for care provision are presented in Table 4.5. 

Care Receipt  

Table 4.4 presents logistic regression results predicting the odds of each type of care 

receipt. Each model includes all of the covariates discussed in the bivariate statistics section 

above. Model 1 shows the odds of receiving care for ADLs from an adult child. Results indicate 

that, controlling for sociodemographics, socioeconomic status, and health, women have 2.23 

higher odds of receiving care for ADLs than their male counterparts. Further non-Hispanic 

Blacks have 59 percent higher odds of receiving care for ADLs than non-Hispanic Whites, and 

widowed respondents have 71 percent higher odds than their married counterparts. Results also 

show that every increase in self-rated health (e.g., from “poor” to “fair”) is associated with 20 

percent lower odds of receiving care for ADLs. Further, while educational attainment and 

poverty status are not significantly associated with receiving care for ADLs, every $10,000 in 

household assets is associated with 1 percent higher odds of receiving such help. Finally, every 

additional functional limitation is associated with 66 percent higher odds of receiving care for 

ADLs.  

Model 2 presents the odds of receiving care for IADLs from an adult child. Results 

indicate that, compared with men, women have 78 percent higher odds of receiving this type of 

care from their adult child, all else equal. Further, compared with married respondents, single 

and widowed respondents are more than twice as likely to receive care for IADLs. Turning to 
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socioeconomic status variables, we see that educational attainment is associated with lower odds 

of receiving care for IADLs and having long-term care insurance coverage is associated with 44 

percent lower odds of receiving this type of care. Also, every $10,000 increase in net household 

assets is associated with 1 percent lower odds of receiving a financial transfer from an adult 

child. Moreover, while respondents with better self-rated health and cognitive status are less 

likely to receive help with ADLs, those with higher levels of functional limitations are more so.  

Model 3 presents the odds of receiving financial transfer(s) of $500 or more from an 

adult child. Logistic regression results show that, controlling for all other covariates, women 

have 41 percent higher odds of receiving a financial transfer from their child than do men, and 

non-Hispanic Blacks have 64 percent higher odds than do non-Hispanic White respondents. 

Unlike findings for each of the other types of enacted care receipt, educational attainment is 

positively associated with receiving a financial transfer. In contrast, having more household 

assets is associated with lower odds of receiving a financial transfer from an adult child. While 

only approaching significance (p<.10), respondents living below the poverty level have 30 

percent lower odds of receiving a financial transfer from an adult child. Financial transfers are 

the only form of care receipt that does not show a significant association with marital status or 

any of the health variables. 

Model 4 presents odds ratios for anticipated care, a variable capturing respondents’ 

expectation that they will have at least one adult child help them in the future. Results indicate 

that every year of age is associated with 22 percent higher odds of expecting care from an adult 

child; however, age-squared is also significant, revealing that the association is stronger at older 

ages. Additional findings indicate that, compared with married respondents, people who are 

widowed have 59 percent higher odds of anticipating care. Further, higher levels of educational 
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attainment are associated with lower odds of anticipated care. Results for health indicated that 

for worse health, indicated by lower cognitive status and greater functional limitations, is 

associated with higher odds of anticipating care.  

 Care Provision 

Table 4.5 presents logistic regression results predicting the odds of each type of care 

provision. Like the results presented above, every model includes sociodemographic, 

socioeconomic, and health controls. Model 1 predicts the odds of providing a financial transfer 

of $500 or more to an adult child within the last 2 years. Results indicate that women have 15 

percent lower odds of providing financial assistance to their adult child(ren) than men, all else 

equal. Results also show differences by race/ethnicity. Compared with non-Hispanic Whites, 

Hispanic respondents have 31 percent lower odds of providing financial support to their adult 

child(ren). Results for socioeconomic status show that each level of educational attainment is 

associated with 18 percent higher odds of providing a financial transfer and that every $10,000 

increase in household assets is associated with 1 percent higher odds of providing this type of 

care. As one might expect, having a household income that falls below the poverty threshold is 

associated with 49 percent lower odds of providing financial transfers. Finally, higher cognitive 

status is associated with higher odds of providing financial transfers to an adult child.  

Model 2 presents regression results predicting whether a respondent spent time caring for 

grandchildren within the past month. Results show that, compared with non-Hispanic Whites, 

Hispanics have 47 percent lower odds of having provided grandchild care. Further, compared 

with married respondents, single and widowed respondents have 43 and 33 percent lower odds, 

respectively. Results for socioeconomic status show that every additional level of educational 

attainment is associated with 11 percent greater odds of caring for grandchildren (p<.10). Finally, 
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while greater cognitive status is associated with caring for grandchildren, respondents with 

greater functional limitations have lower odds of providing this type of care.  

Model 3 presents the odds of including an adult child in a will or trust. Results show that 

women have 19 percent higher odds than do men of having a child in their will or trust. Non-

Hispanic Blacks and Hispanics are significantly less likely to provide this type of care provision 

than are non-Hispanic Whites, with non-Hispanic Blacks having 67 percent lower odds and 

Hispanics having 74 percent lower odds. Additional findings show that the odds of including a 

child in a will or trust is more highly associated with older ages, being widowed, having higher 

levels of educational attainment, and having long-term care insurance coverage. Results for 

socioeconomic status show that every additional $10,000 in household assets is associated with 1 

percent higher odds of including a child in a will/trust. The odds of including a child in a will or 

trust are 43 percent lower for people with an income below the poverty threshold and 5 percent 

lower for every additional functional limitation.  

Model 4 shows the odds of listing an adult child as a life insurance beneficiary. Results 

for this type of care provision show that, compared with men, women have 21 percent higher 

odds of listing an adult child as a beneficiary. Results for race/ethnicity show that, compared 

with non-Hispanic Whites, non-Hispanic Blacks have 88 percent higher odds of listing a child as 

a life insurance beneficiary, while Hispanics have 51 percent lower odds. Results by marital 

status show that single/divorced and widowed respondents have lower odds of listing a child as a 

life insurance beneficiary. Single respondents have 3.69 times higher odds and widowers have 

4.40 times higher odds of listing an adult child as a life insurance beneficiary than do their 

married counterparts. Results for socioeconomic status show that every $10,000 in household 

assets is associated with lower odds of listing a child as a life insurance beneficiary and that 
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having a household income below the poverty threshold is associated with 43 percent lower 

odds. Finally, health variables show a that higher cognitive status is associated with greater odds 

of listing a child as a life insurance beneficiary and that higher functional limitation is associated 

with lower odds of including a child as a life insurance beneficiary.  

 Summary of Results 

 The analyses presented in this chapter sought to determine how sociodemographic, 

socioeconomic, and health influence the likelihood of two phenomena – receiving care from 

adult children and providing care to them. Overall, results reveal clear disparities in who is more 

likely to receive care and provide care. In general, women, race/ethnic minorities, respondents 

with fewer economic resources, and respondents with worse health are more likely to receive 

care from adult children. Respondents with greater socioeconomic resources are more likely to 

provide all types of care; however, the type of care (e.g., direct vs. delayed) respondents provide 

varies by gender and marital status. Women and non-married respondents are less likely to 

provide direct care provision, such as financial transfers, and more likely to provide delayed care 

provision in the form of inheritances (e.g., will/trust). These results suggest that care receipt and 

care provision are largely based on the needs and available resources of the care recipient.  

Differences by sociodemographics, socioeconomic status, and health are evident in the 

likelihood of receiving care and anticipating it. Compared with men, women are more likely to 

receive all three forms of enacted care, but less likely to anticipate care. Similarly, compared 

with non-Hispanic Whites, non-Hispanic Blacks are more likely to receive care for ADLs and to 

receive financial support from an adult child, but less likely to anticipate care. Further, both 

single and widowed respondents are more likely to rely on adult children for care with ADLs and 
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IADLs. Generally, respondents with greater socioeconomic resources and better health are less 

likely to rely on adult children for care. The only exception to this pattern is that respondents 

with greater educational attainment are more likely to have received financial support from an 

adult child. While this seems counterintuitive, it could be that the children of respondents with 

greater levels of educational attainment are more able to provide this form of support to an aging 

parent.  

Differences by sociodemographics, socioeconomic status, and health are also found when 

looking at who is providing care, as well as which types of care they are providing. Respondents 

with more economic resources and better health are more likely to provide every type of care, 

while, respondents with household incomes below the poverty threshold are less likely to provide 

any type of care. Differences between the types of care provided (e.g., direct vs. delayed) show 

some trends by gender and race/ethnicity. Women are less likely than men to provide direct care, 

such as financial support, to adult children and more likely to have delayed care provision in the 

form on inheritances, such as a will/trust and life insurance. Differences by race/ethnicity show 

that while non-Hispanic Blacks are more likely than their non-Hispanic White counterparts to 

provide help with grandchildren and to have listed a child as a life insurance beneficiary, 

Hispanics respondents were less likely to provide any form of care to their adult children.  
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Table 4.1 Means (Standard Deviations) of Care Receipt and Care Provision Variables 

 Range 

Full 

Sample Women Men 

Care Receipt     

   ADL* 0,1 0.05 0.07 0.03 

   IADL 0,1 0.10 0.12 0.05 

   Financial Transfer * 0,1 0.06 0.07 0.04 

   Anticipated Care* 0,1 0.37 0.38 0.34 

Care Provision 
    

   Financial Transfer* 0,1 0.32 0.30 0.36 

   Grandchild(ren) Care  0,1 0.11 0.11 0.12 

   Will/Trust 0,1 0.57 0.56 0.57 

   Life Insurance* 0,1 0.32 0.36 0.23 

N 
 

4,234 2,724 1,600 

Notes : Health and Retirement Study Wave 10 (2010); N = 4,324; *Significant 

differences by gender (p<.05) 
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Table 4.2 Correlations among Care Receipt and Control Variables 

 ADL IADL 

Financial 

Transfer 

Anticipated 

Care 

Female 0.08* 0.11* 0.05* 0.03* 

Non-Hispanic White -0.08* -0.07* -0.08* 0.04* 

Non-Hispanic Black 0.09* 0.08* 0.07* -0.05* 

Hispanic 0.07* 0.06* 0.02 -0.04* 

Age 0.12* 0.17* 0.01 -0.12* 

Married -0.14* -0.20* -0.07* -0.01 

Single 0.04* 0.04* 0.02 -0.01 

Widowed 0.13* 0.20* 0.06 0.02 

Educational Attainment -0.10* -0.12* -0.03* -0.01 

Household Assets -0.10* -0.12* -0.11* 0.01 

Poverty Status  0.10* 0.13* 0.02 -0.06* 

Long-term Care Insurance -0.04* -0.06* -0.04* -0.01 

Depressive Symptoms 0.19* 0.16* 0.04* -0.14* 

Self-Rated Health -0.18* -0.21* -0.01 0.15* 

Cognitive Status -0.18* -0.24* -0.05* 0.16* 

Functional Limitation 0.44* 0.41* 0.04* -0.30* 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,234; *p<.05 
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Table 4.3 Correlations among Care Provision and Control Variables 

 

Financial 

Transfer 

Grandchild 

Care 

Will/ 

Trust 

Life 

Insurance 

Female -0.07* -0.02 -0.01 0.14* 

Non-Hispanic White 0.05* -0.01 0.26* -0.09* 

Non-Hispanic Black -0.04* -0.02 -0.15* 0.10* 

Hispanic -0.10* -0.05* -0.24* -0.10* 

Age -0.05* -0.24* 0.21* 0.04* 

Married 0.11* 0.13* 0.05* -0.31* 

Single -0.06* -0.03 -0.13* 0.10* 

Widowed -0.08* -0.11* 0.05* 0.26* 

Educational Attainment 0.19* 0.08* 0.26* -0.02 

 Household Assets 0.25* 0.05* 0.31* -0.08* 

Poverty Status -0.14* -0.05* -0.20* -0.01 

Long-term Care Insurance 0.09* 0.01 0.14* 0.01 

Depressive Symptoms -0.05* -0.06* -0.16* -.01 

Self-Rated Health 0.08* 0.06* 0.16* 0.03 

Cognitive Status 0.16* 0.12* 0.21* 0.03* 

Functional limitations -0.09* -0.10* -0.13* -0.02 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; *p<.05 
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Tables 4.4 Logistic Regression of Care Receipt from Adult Children  

 ADL IADL 

Financial 

Transfer 

Anticipated 

Care 

Female 2.23*** 

(.44) 

1.78*** 

(.27) 

1.41* 

(.22) 

1.04 

(.07) 

Non-Hispanic Black  1.59* 

(.37) 

0.96 

(.18) 

1.64** 

(.32) 

0.84 

(.12) 

Hispanic 1.51 

(.38) 

1.02 

(.21) 

1.38 

(.31) 

0.87 

(.17) 

Age 1.15 

(.23) 

0.80 

(.18) 

1.20 

(.25) 

1.22* 

(.14) 

Age-squared 1.00 

(.00) 

1.00 

(.00) 

1.00 

(.00) 

1.00* 

(.00) 

Single 1.52 

(.38) 

2.05*** 

(.39) 

1.09 

(.21) 

1.18 

(.13) 

Widowed 1.71* 

(.35) 

2.63*** 

(.41) 

1.28 

(.21) 

1.59*** 

(.14) 

Educational Attainment  0.95 

(.09) 

0.97** 

(.07) 

1.16* 

(.09) 

0.84*** 

(.03) 

Household Assets 0.99* 

(.00) 

0.99** 

(.00) 

0.98*** 

(.00) 

1.00* 

(.00) 

Poverty Status  0.80 

(.16) 

0.96 

(.16) 

0.70† 

(.18) 

0.85 

(.10) 

Long-term Care Insurance 0.74 

(.21) 

0.55** 

(.12) 

0.79 

(.18) 

0.86 

(.09) 

Self-Rated Health  0.80* 

(.07) 

0.67*** 

(.05) 

1.10 

(.08) 

1.05 

(.04) 

Cognitive status 1.00 

(.03) 

0.91*** 

(.02) 

0.99 

(.03) 

1.10*** 

(.02) 

Functional limitations  1.66*** 

(.05) 

1.40*** 

(.03) 

1.03 

(.03) 

0.71*** 

(.02) 

Pseudo R-squared 0.37 0.30 0.07 0.11 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; Odds Ratios (Standard Errors); 

 †p<.10, *p<.05, **p<.01, ***p<.001.  
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Table 4.5 Logistic Regression of Care Provision to Adult Children  

  
Financial 

Transfer 

Grandchild 

Care 

Will/ 

Trust 

Life 

Insurance  

Female 0.85* 

(.06) 

0.92 

(.10) 

1.19* 

(.09) 

1.21* 

(.09)  

Non-Hispanic Black 1.23 

(.17) 

1.40 

(.29) 

0.43*** 

(.06) 

1.88*** 

(.23) 

Hispanic 0.69* 

(.11) 

0.53*** 

(.13) 

0.26*** 

(.04) 

0.49*** 

(.08) 

Age  0.90 

(.10) 

1.23 

(.17) 

1.49*** 

(.12) 

1.08 

(.16) 

Age-Squared 1.00 

(.00) 

1.00*** 

(.00) 

1.00** 

(.00) 

1.00 

(.00) 

Single 0.86 

(.11) 

0.57*** 

(.09) 

0.89 

(.11) 

3.69*** 

(.39) 

Widowed 0.94 

(.09) 

0.67*** 

(.09) 

1.25** 

(.11) 

4.40*** 

(.38) 

Education 1.18*** 

(.05) 

1.11† 

(.06) 

1.24*** 

(.05) 

0.96 

(.04) 

Household Assets 1.01*** 

(.00) 

1.00 

(.00) 

1.01*** 

(.00) 

0.99** 

(.00) 

Poverty Status 0.51*** 

(.08) 

0.89 

(.19) 

0.57*** 

(.07) 

0.57*** 

(.07) 

Long-term Care Insurance 1.25* 

(.11) 

1.01 

(.15) 

1.49*** 

(.16) 

1.07 

(.11) 

Self-Rated Health  1.03 

(.04) 

1.07 

(.06) 

1.08† 

(.04) 

1.06 

(.04) 

Cognitive Status 1.05*** 

(.02) 

1.08*** 

(.03) 

1.06*** 

(.02) 

1.06*** 

(.02) 

Number of Limitations 1.00 

(.02) 

0.95† 

(.03) 

0.95** 

(.02) 

0.97*** 

(.02) 

Pseudo R-squared 0.08 0.13 0.20 0.10 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; Odds Ratios (Standard Errors);  

†p<.10, *p<.05, **p<.01, ***p<.001. 
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CHAPTER FIVE 

ASSOCIATIONS BETWEEN CARE (RECEIPT AND PROVISION) AND MENTAL 

HEALTH 

The analyses in this chapter seek to answer the following three research questions: (1) 

How are care receipt and care provision associated with mental health?; (2) How do these 

associations between care (receipt and provision) and mental health vary by gender?; and (3) 

How do these associations between care (receipt and provision) and mental health vary by level 

of functional limitation? 

Focusing on the association between care (receipt and provision) and mental health, I test 

the following five hypotheses:  

Hypothesis 1: Among functionally-impaired older adults, receiving care from adult children 

is associated with reporting more depressive symptoms.  

Hypothesis 2: Among functionally-impaired older adults, anticipating the receipt of care 

from adult children is associated with reporting fewer depressive symptoms.  

Hypothesis 3. Among functionally-impaired older adults, providing care to adult children is 

associated with reporting fewer depressive symptoms.  

Hypothesis 4: Gender modifies the associations between care (receipt and provision) and 

mental health, with stronger associations found for women than men. 

Hypothesis 5: Level of functional limitation modifies the association between care (receipt 

and provision) and mental health, with stronger associations found for those with more 

limitations.  

I first examine the distribution of the dependent variable, depressive symptoms, by 

gender. Then, to address by first research question, I examine bivariate associations among 

depressive symptoms, gender, care receipt, and care provision. Then, I use negative binomial 

regression to predict depressive symptoms as a function of each type of care receipt and care 

provision. To answer my second research questions, I use interaction terms for gender and each 

type of care receipt and care provision to determine if gender moderates the relationship between 
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care (receipt and provision) and depressive symptoms. Finally, to address my final research 

question, I use an interaction term for functional limitation and each type of care receipt and care 

provision to determine if the level of functional limitation moderates the relationship between 

care (receipt and provision) and depressive symptoms.  

 Univariate Statistics  

The average number of depressive symptoms reported among respondents was 1.71 (SD 

= 2.02). Compared with men, women reported significantly more depressive symptoms. Women 

reported about 1.84 symptoms, while men reported 1.44 symptoms. With a mean of 1.71 and a 

variance of 4.08, this variable is over-dispersed – supporting the use of negative binomial 

regression for multivariate analysis. Figure 3.1 displays the distribution of depressive symptoms 

for men and women. The distribution shows that women were less likely than men to report zero 

depressive symptoms (34.9% versus 42.1%) and more likely to report four or more depressive 

symptoms. 

Bivariate Statistics 

Table 5.1 presents bivariate associations between depressive symptoms and each of the 

care receipt and care provision variables. Results discussed in this section are significant at a 

p<.05 level. Bivariate associations between depressive symptoms and care receipt are all 

positive. Correlation coefficients for care receipt range from .04 for financial transfers to .19 for 

care for ADLs. Associations between care provision and depressive symptoms are also positive. 

Correlation coefficients for care provision range from .05 for financial transfers to .16 for having 

included an adult child in a will or trust.  
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Further, being female is positively associated with each type of care receipt with 

correlation coefficients ranging from .03 for anticipated care to .11 for care receipt for IADLs. 

Significant associations between gender and care provision were present for financial transfers 

(.07) and listing a child as a life insurance beneficiary (.14). All of the enacted care receipt 

variables are positively associated with one another. Receiving care for ADLs is positively 

correlated with receiving care for IADLs (.40), receiving financial transfers (.06), and 

anticipating care (.18). Anticipated care is significantly and positively associated with all forms 

of enacted care receipt except financial transfers. It is also positively correlated with providing 

care for grandchildren and listing an adult child on one’s life insurance policy. Some correlations 

seen among different types of care provision include a positive correlation between caring for 

grandchildren and providing financial transfers (.13), as well as a positive correlation between 

including an adult child in a will/trust and providing financial transfers (.15).  

Multivariate Statistics  

While bivariate analysis suggests significant relationships among care receipt, care 

provision, and depressive symptoms, multivariate analysis is utilized to further explore the 

association between care receipt or care provision and depressive symptoms while controlling for 

sociodemographics, socioeconomics, and health. I use negative binomial regression to calculate 

incident rate ratios (IRRs) for each type of care receipt and care provision on the number of 

depressive symptoms reported by the respondent at the time of their interview. For this portion of 

the analysis, I created a five-category variable for care receipt, and a similar one for care 

provision. These variables treat each type of care receipt or care provision as a dummy variable 

where having not received or provided care is the reference group.  



51 

Negative binomial regression was run separately for care receipt and care provision, and 

results are presented in Tables 5.2 and 5.3. Each table includes four models. Model 1 examines 

the association between each type of care receipt or care provision and depressive symptoms. 

Model 2 adds sociodemographic controls to the model, including gender, race/ethnicity, age, 

age-squared, and marital status. Model 3 adds socioeconomic controls to the model, including 

educational attainment, household assets, poverty status, and long-term care insurance coverage. 

Finally, Model 4 adds respondents’ health status, measured as self-rated health, cognitive status, 

and functional limitations.  

Care Receipt and Depressive Symptoms 

Table 5.2 presents IRRs of depressive symptoms for each type of care receipt, compared 

with not receiving this care. Model 1 shows the association between each type of care receipt and 

depressive symptoms before controlling on any of covariates. Receiving care for ADLs and 

IADLs is associated with 87 percent and 60 percent higher depressive symptoms, respectively, 

compared with not receiving this help. Further, receiving financial transfers from one’s adult 

child is associated with 30 percent higher depressive symptoms, compared with not receiving 

this help. While all forms of enacted care show a positive association with depressive symptoms, 

anticipated care shows the opposite. Anticipating care in the future is associated with a 23 

percent lower level of depressive symptoms, compared with not anticipating care.  

Model 2 adds sociodemographic controls to the model. Results show that care receipt for 

ADLs and IADLs and receipt of financial transfers remain significantly and positively associated 

with depressive symptoms, while anticipated care remains negatively associated with depressive 

symptoms. Looking at sociodemographics, we see that women have 14 percent higher levels of 

depressive symptoms, on average, than men. Also, compared with non-Hispanic Whites and 
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Blacks, Hispanic ethnicity is associated with a 52 higher level of depressive symptoms. Age and 

age-squared are also positively associated with depressive symptoms suggesting that older adults 

have high level of depressive symptoms and that this association grows stronger as individuals 

age. Moreover, compared with being married, being single or widowed is associated with 48 and 

44 percent higher depressive symptoms, respectively.  

Model 3 adds socioeconomic variables, including educational attainment, household 

assets, poverty status and long-term care insurance coverage, to Model 2. Net of 

sociodemographics and socioeconomic status, care receipt for ADLs and IADLs remains 

significantly and positively associated with depressive symptoms; however, receiving financial 

transfers is no longer significant. Anticipated care remains negatively associated with depressive 

symptoms. When looking at the associations between each socioeconomic status control and 

depressive symptoms, we see that educational attainment is negatively associated with 

depressive symptoms, with where each additional level of education associated with a 15 percent 

lower level of depressive symptoms. Further, having a household income below the poverty 

threshold is associated with an 18 percent higher level of depressive symptoms. While the other 

sociodemographic controls continue to be associated with depressive symptoms as they were in 

Model 2, accounting for socioeconomic status causes the incident rate ratio for non-Hispanic 

blacks to become significant. This observation suggests that socioeconomic status suppresses the 

relationship between being non-Hispanic black and depressive symptoms.  

Model 4, the full model, adds health controls, including self-rated health, cognitive status, 

and functional limitations, to Model 3. After accounting for all control variables, we see that only 

care receipt for IADLs and anticipated care receipt remain significantly associated with 

depressive symptoms. However, with the inclusion of health variables, the direction of the 
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association reverses so that care receipt for IADLs is associated with a lower level of depressive 

symptoms, compared with those who do not receive this type of care. This change in direction 

suggests that self-rated health, cognitive status, and functional limitations suppress the 

relationship between care receipt for IADLs and depressive symptoms. This is telling us that 

when we account for people’s level of need (captured by the health variables), care receipt for 

IADLs is associated with fewer, rather than more depressive symptoms. Net of 

sociodemographics, socioeconomic status, and health, anticipated care remains significantly and 

negatively associated with depressive symptoms. Each of the health status variables is 

significantly associated with depressive symptoms. An increase in self-rated health or cognitive 

status is associated with 27 and 3 percent lower levels depressive symptoms, respectively. 

Further, each additional functional limitation is associated with an 8 percent higher level of 

depressive symptoms. After controlling for health, being Hispanic is no longer associated with 

depressive symptoms.  

Care Provision and Depressive Symptoms 

Table 5.3 presents IRRs of depressive symptoms for each type of care provided. Model 1 

shows the association between care provision and depressive symptoms before controlling on 

sociodemographic, socioeconomic, and health. All forms of care provision are significantly and 

negatively associated with depressive symptoms. Direct care provisions, including financial 

transfers and caring for grandchildren, are associated with 18 and 21 percent lower levels of 

depressive symptoms, respectively. Further, delayed care provisions (i.e., including an adult 

child in a will/trust or as a life insurance beneficiary), are associated with 39 and 25 percent 

lower levels of depressive symptoms, respectively.  
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After controlling for sociodemographics in Model 2, we see that neither type of direct 

care provision reaches significance but delayed care provisions continue to be significantly and 

negatively associated with depressive symptoms. Net of gender, race/ethnicity, and marital 

status, including an adult child in a will or trust is associated with a 30 percent lower level of 

depressive symptoms, compared with not providing this type of care. Further, listing an adult 

child as a life insurance beneficiary is associated with a 27 percent lower level of depressive 

symptoms. Sociodemographic controls included in this model are the same as those included in 

Table 5.2, and the associations remain the same.   

Model 3 adds socioeconomic controls, including educational attainment, household 

assets, poverty status, and long-term care insurance coverage, to Model 2. Controlling on 

socioeconomic status reduces the magnitude of the association between including a child in a 

will or trust or listing a child as a life insurance beneficiary and depressive symptoms; however, 

both associations remain significant. Net of sociodemographics and socioeconomic status, 

including an adult child in a will or trust is associated with a 20 percent fewer depressive 

symptoms, while listing a child as a life insurance beneficiary is associated with a 19 percent 

lower level of depressive symptoms. Socioeconomic controls included in this model are the same 

as those included in Table 5.2, and the associations remain the same.  

In the full model, Model 4, we see that by accounting for health, measured as self-rated 

health, cognitive status, and functional limitations, the magnitude for both of the remaining 

significant types of care provision are further reduced. All else equal, including an adult child in 

a will or trust is associated with 11 percent lower level of depressive symptoms. Further, listing a 

child as a life insurance beneficiary, while only approaching significance (p<.10), is associated 

with an 8 percent lower level of depressive symptoms.  
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Interaction Effects  

Gender Interactions 

Using negative binomial regression, interaction terms for each type of care receipt or care 

provision and gender were regressed on depressive symptoms. Results are displayed in Tables 

5.4 and 5.5. Each table includes four models – one for each type of care receipt or care provision. 

While I only report three coefficients in the table (i.e., gender, care receipt or provision, 

gender*care receipt or provision), I control on all other variables included in prior models 

predicting mental health (i.e., sociodemographics, SES, and health). Interactions were tested for 

all types of care receipt and care provision; however, significant effects were only found for 

interactions involving one type of care receipt – for IADLs – and one type of care provision – 

financial transfers.  

Model 2 in Table 5.4 reports the significant interaction between care receipt for IADLs 

and gender. The results indicate that being female is associated with reporting more depressive 

symptoms, but this association is weaker among women who receive help with IADLs, 

compared with those who do not.  

Model 1 in Table 5.5 shows the results for the interaction between care provision of 

financial transfers and gender. The results indicate that being female is associated with reporting 

more depressive symptoms, and this association is stronger among women who provide financial 

support to an adult child, compared with those who do not.  
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Functional Limitations Interactions 

Using negative binomial regression, interaction terms for each type of care receipt or care 

provision and number of functional limitations were regressed on depressive symptoms. Results 

are displayed in Tables 5.6 and 5.7. Each table includes four models – one for each type of care 

receipt or care provision. While I only report three coefficients in the table (i.e., gender, care 

receipt or provision, gender*care receipt or provision), I control on all other variables included in 

prior models predicting mental health (i.e., sociodemographics, socioeconomic status, and 

health). While interactions were tested for all types of care receipt and care provision, significant 

effects were only found for interactions involving two types of care receipt –IADLs and 

anticipated care – and one type of care provision – financial transfers.  

Model 2 in Table 5.6 reports the significant interaction between care receipt for IADLs 

and functional limitations. The results indicate that higher levels of functional limitation are 

associated with reporting more depressive symptoms, but this association is weaker among those 

who receive help with IADLs, compared with those who do not.  

Model 4 in Table 5.6 reports the significant interaction between anticipated care and 

functional limitations. The results indicate that anticipated care is associated with reporting fewer 

depressive symptoms, while higher levels of functional limitation are associated with reporting 

more depressive symptoms. However, the association between functional limitations and 

depressive symptoms is stronger among those who anticipate care, compared with those who do 

not.  

Model 1 in Table 5.7 reports the significant interaction between care provision of 

financial transfers and functional limitations. The results indicate that higher levels of functional 
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limitation are associated with reporting more depressive symptoms, but this association is 

stronger among those who provide financial transfers to their adult children, compared with 

those who do not.  

Summary of Results 

Findings within this chapter sought to answer three research questions and test five 

hypotheses. To address the first research question (i.e., How are care receipt and care provision 

associated with mental health?), I tested three hypotheses, including the following: (1) that 

enacted care receipt is associated with more depressive symptoms, (2) that anticipated care is 

associated with fewer depressive symptoms, and (3) that care provision is associated with fewer 

depressive symptoms. Multivariate analyses revealed that, net of sociodemographic, 

socioeconomic, and health controls, care receipt is not associated with more depressive 

symptoms. Instead, care receipt for IADLs is associated with fewer depressive symptoms. 

However, as predicted, anticipated care is associated with fewer depressive symptoms, net of all 

other covariates. Additional analyses revealed that, net of other covariates, including an adult 

child in a will and listing a child as a life insurance beneficiary are associated with fewer 

depressive symptoms. These findings partially support my third hypothesis and provide support 

for examining non-direct forms of care provision within the parent-child dyad.  

To address the second research questions (i.e., How do these associations between care 

(receipt and provision) and mental health vary by gender?), I tested the hypothesis that gender 

modifies the association between care (receipt and provision) and mental health. Interaction 

effects revealed partial support for this hypothesis. Women who receive care for IADLs have 

fewer depressive symptom, on average, than women who do not. These findings contradict 
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previous literature showing that care receipt is detrimental to well-being – instead suggesting that 

care receipt for IADLs is particularly beneficial to women. Interaction effects by gender and care 

provision show that, net of all other covariates, women who provide financial support to adult 

children have more depressive symptoms than women who do not. This finding could suggest 

that compared with men, women experience more distress when their adult children are not 

financial stable and must rely on their help.  

Finally, to address the third research question (i.e., How do these associations between 

care (receipt and provision) and mental health vary by functional?), I tested the hypothesis that 

functional limitations modify the association between care (receipt and provision) and mental 

health. Interaction effects revealed partial support for this hypothesis. While respondents with 

higher levels of functional limitation have more depressive symptoms, on average, this 

associated is weaker among those who receive help with IADLs, compared with those who do 

not. In contrast, the association between functional limitations and depressive symptoms is 

stronger among those who anticipate care and those who provide financial support to adult 

children, compared with those who do not. The positive association between depressive 

symptoms and anticipated care among those with higher levels of functional limitations 

contradicts the findings of this study, and prior research, revealing that anticipated care is 

beneficial. This finding could indicate that anticipated care is only beneficial to those with few 

limitations and low needs; but, as limitations increase and needs rise, anticipating the help of 

others begins to diminish mental health.  

Overall, the findings in this chapter show that the relationship between care (receipt and 

provision) and mental health is dependent on a number of factors – including type of care and the 

gender of the care recipient and their level of functional limitation. Contrary to expectations, I do 
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not find evidence to suggest that that care receipt is negatively associated with mental health. 

Instead, I find that receiving care for IADLs from an adult child protects care recipients’ mental 

health. This is especially true for of women and those with a high number of functional 

limitations. Also in contrast with expectations, I find that, while anticipating care from adult 

children protects mental health overall, the opposite is found for older adults with more 

functional limitations. I also find variation in how care provision is associated with different 

types of care provision that delayed care provision. While both types of delayed care provision 

(i.e., will/trust and life insurance) are associated with fewer depressive symptoms, the direct care 

provision of financial support to an adult child is associated with higher rates of depressive 

symptoms among women and people with higher functional limitations. These findings shed 

light on the importance of examining varying types of care receipt – including not only enacted 

and anticipated care but also direct delayed care provision. They further highlight the importance 

of considering how different forms of care provision affects the mental health of women versus 

men differently, as well as the role disability plays.  
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Figure 5.1 Distribution of Depressive Symptoms by Gender 
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Table 5.1 Correlations among CES-D 8, Care Receipt, and Care Provision Variables 

 (1) (2) (3) (4) (5) (6) (7) (8) (9) (10) 

1. CES-D 8 1.00          
2. Female 0.10* 1.00         
3. Care Receipt: 

ADLs 0.19* 0.08* 1.00        
4. Care Receipt: 

IADLs 0.16* 0.11* 0.40* 1.00       
5. Care Receipt: 

Financial Transfer 0.04* 0.05* 0.06* 0.06* 1.00      
6. Care Receipt: 

Anticipated Care 0.14* 0.03* 0.18* 0.25* 0.02 1.00     
7. Care Provision: 

Financial Transfer 0.05* 0.07* 0.04* 0.07* 0.04* 0.03 1.00    
8. Care Provision: 

Grandchild(ren) 

Care 0.07* 0.02 0.04* 0.07* 0.01 0.12* 0.13* 1.00   
9. Care Provision: 

Will/Trust 0.16* 0.01 0.07* 0.06* 0.08* 0.03 0.15* -0.01 1.00  
10. Care 

Provision: Life 

Insurance 0.01 0.14* 0.04* 0.05* 0.04* 0.07* 0.03* -0.02 0.08* 1.00 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; *p<.05 
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Table 5.2 Negative Binomial Regression of Depressive Symptoms on Care Receipt   

  Model 1 Model 2 Model 3 Model 4 

Care Receipt: ADLs 1.87*** 1.66*** 1.55*** 1.11 
 (.22) (.19) (.18) (.12) 

Care Receipt: IADLs 1.60*** 1.39*** 1.29*** .86* 

 (.10) (.06) (.08) (.05) 

Care Receipt: Financial Transfers 1.30** 1.20* 1.16† 1.03 

 (.12) (.11) (.10) (.08) 

Care Receipt: Anticipated Care 0.77*** 0.74*** 0.72*** .85*** 

 (.03) (.03) (.03) (.03) 

Female  1.14** 1.11* 1.17*** 
  (.04) (.04) (.04) 

Non-Hispanic Black   0.99 0.86* 0.80*** 
  (.07) (.06) (.05) 

Hispanic  1.52*** 1.24*** 1.07 
  (.10) (.08) (.06) 

Age  1.10* 1.13* 1.10* 
  (.05) (.05) (.05) 

Age-squared  0.99* 1.00* 1.00* 
  (.00) (.00) (.00) 

Single  1.48*** 1.37*** 1.26*** 
  (.08) (.08) (.07) 

Widowed  1.44*** 1.35*** 1.31*** 
  (.06) (.06) (.05) 

Educational Attainment    0.85*** 0.91*** 
   (.01) (.01) 

Household Assets   1.00** 1.00 
   (.00) (.00) 

Poverty Status    1.22*** 1.12* 
   (.07) (.07) 

Long-term Care Insurance   0.92 0.91 
   (.05)  (.05)  

Self-Rated Health     0.73*** 
    (.01) 

Cognitive Status    0.97*** 
    (.01) 

Functional Limitation     1.08*** 
    (.01) 

Likelihood Ratio X 164.68 341.01 456.08 980.33 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; Incident Rate Ratios (Standard 

Errors); †p<.10, *p<.05, **p<.01, ***p<.001. 
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Table 5.3 Negative Binomial Regression of Depressive Symptoms on Care Provision 

  Model 1 Model 2 Model 3 Model 4 

Care Provision: Financial Transfers 0.82* 0.94 1.04 1.05 
 (.07) (.08) (.08) (.08) 

Care Provision: Grandchild Care  0.79* 0.95 1.00 1.03 

 (.08) (.10) (.10) (.10) 

Care Provision: Will/Trust 0.61*** 0.70*** 0.80*** 0.89* 

 (.03) (.04) (.04) (.05) 

Care Provision: Life Insurance 0.75*** .73*** 0.81*** 0.92† 

 (.04) (.03) (.04) (.04) 

Female  1.17*** 1.14** 1.17*** 
  (.05) (.05) (.05) 

Non-Hispanic Black   1.01 0.91 0.81*** 
  (.07) (.06) (.06) 

Hispanic  1.42*** 1.23* 1.05 
  (.10) (.08) (.08) 

Age  1.10 1.12* 1.11* 
  (.05) (.05) (.05) 

Age-squared  1.00 1.00* 1.00* 
  (.00) (.00) (.00) 

Single  1.52*** 1.43*** 1.26*** 
  (.08) (.08) (.06) 

Widowed  1.46*** 1.37*** 1.30*** 
  (.06) (.06) (.05) 

Educational Attainment    0.86*** 0.92*** 
   (.01) (.01) 

Household Assets   1.00* 1.00 
   (.00) (.00) 

Poverty Status   1.21** 1.10† 
   (.07) (.07) 

Long-term Care Insurance   0.92 0.92† 
   (.05)  (.05)  

Self-Rated Health     0.73*** 
    (.01) 

Cognitive Status    0.97*** 
    (.01) 

Functional limitations     1.08*** 
    (.01) 

Likelihood Ratio X 96.81 265.25 358.53 967.88 
Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; Incident Rate Ratios (Standard Errors); 

†p<.10, *p<.05, **p<.01, ***p<.001 
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Tables 5.4 Negative Binomial Regression of Depressive Symptoms on Care Receipt * Gender 

 

Model 1: 

ADL 

Model2: 

IADL 

Model 3: 

Financial 

Transfer 

Model 4: 

Anticipated 

Care 

Care Receipt 

1.19 

(.14) 

1.10 

(.12) 

1.06 

(.12) 

0.79*** 

(.79) 

Female  

1.18*** 

(.05) 

1.20*** 

(.05) 

1.17*** 

(.04) 

1.13** 

(.05) 

Care Receipt*Female  

0.89 

(.08) 

0.73** 

(.08) 

0.97 

(.11) 

1.12 

(.09) 

Likelihood Ratio X 982.15 988.54 980.73 982.72 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; Incident Rate Ratios 

(Standard Errors); Each model controls on sociodemographics, socioeconomic status, 

health, and other types of care receipt; †p<.10, *p<.05, **p<.01, ***p<.001. 
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Table 5.5 Negative Binomial Regression of Depressive Symptoms on Care Provision * Gender 

  

Model 1: 

Financial 

Transfer 

Model 2: 

Grandchild 

Care 

Model 3: 

Will/Trust 

Model 4: 

Life 

Insurance 

Care Provision  

0.95 

(.07) 

1.09 

(.08) 

0.89* 

(.05) 

0.96 

(.07) 

Female 

1.10* 

(.05) 

1.18*** 

(.05) 

1.16** 

(.05) 

1.18*** 

(.05) 

Care Provision*Female 

1.22*** 

(.06) 

0.88 

(.08) 

1.02 

(.06) 

0.95 

(.08) 

Likelihood Ratio X 981.50 968.85 966.50 966.84 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; Incident Rate Ratios 

(Standard Errors); Each model controls sociodemographics, socioeconomic status, 

health, and other types of care provision; †p<.10, *p<.05, **p<.01, ***p<.001. 
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Table 5.6 Negative Binomial Regression of Depressive Symptoms on Care Receipt * Functional 

Limitations 

 

Model 1: 

ADL 

Model2: 

IADL 

Model 3: 

Financial 

Transfer 

Model 4: 

Anticipated 

Care 

Care Receipt 

1.21 

(.15) 

1.15 

(.13) 

1.02 

(.14) 

0.76*** 

(.05) 

Functional limitations  

1.08*** 

(.01) 

1.09*** 

(.01) 

1.08*** 

(.01) 

1.07*** 

(.01) 

Care Receipt* 

Functional limitations  

0.98 

(.01) 

0.95** 

(.09) 

1.00 

(.14) 

1.05* 

(.05) 

Likelihood Ratio X 982.57 990.09 980.64 985.88 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; Incident Rate Ratios 

(Standard Errors); Each model controls on sociodemographics, socioeconomic status, 

health, and other types of care receipt; †p<.10, *p<.05, **p<.01, ***p<.001. 
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Tables 5.7 Negative Binomial Regression of Depressive Symptoms on Care Provision * 

Functional Limitations 

  

Model 1: 

Financial 

Transfer 

Model 2: 

Grandchil

d Care 

Model 3: 

Will/Trust 

Model 4: 

Life 

Insurance 

Care Provision  

0.96 

(.08) 

1.07 

(.12) 

0.90 

(.06) 

0.89 

(.06) 

Functional limitations 

1.08*** 

(.01) 

1.08*** 

(.01) 

1.09*** 

(.01) 

1.08*** 

(.01) 

Care Provision* 

Functional limitations 

1.03* 

(.01) 

0.99 

(.02) 

1.00 

(.01) 

1.00 

(.02) 

Likelihood Ratio X 972.23 966.92 966.61 966.83 

Notes: Health and Retirement Study Wave 10 (2010); N = 4,324; Incident Rate Ratios 

(Standard Errors); Each model controls on sociodemographics, socioeconomic status, 

health, and other types of care provision; †p<.10, *p<.05, **p<.01, ***p<.001. 

  



68 

Figure 5.2 Incident Rate Ratios for Depressive Symptoms by Care Receipt for IADLs and 

Number of Functional Limitations 
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Figure 5.3 Incident Rate Ratios for Depressive Symptoms by Anticipated Care and Number of 

Functional Limitations  
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Figure 5.4 Incident Rate Ratios for Depressive Symptoms by Care Provision of Financial 

Transfers and Number of Functional Limitations  
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CHAPTER SIX 

DISCUSSION 

This dissertation makes several contributions to the literature on care receipt and care 

provision among older adults and their adult children. First, it examined variation by 

sociodemographics, socioeconomic status, and health in who is most likely to receive care from 

adult children and who is most likely to provide care to their adult children. Second, this 

dissertation adds to existing literature by examining the association between mental health and 

four different types of care receipt within the parent-adult child relationship. While previous 

research has shown a negative association between care receipt and mental health (Bolger and 

Amarel 2007; Cahill et al. 2009; Kowal 2012; Krause 1997; Liang, Krause, and Bennett 2001; 

McPherson et al. 2010; Simmons 2007; Wilson, Curran, and McPherson 2005), few studies have 

examined this association within the parent-child care dyad (Reczek and Zhang 2016; Thomas 

2010). Third, this study examines how gender and one’s level of need (e.g., number of functional 

limitations) modifies the relationship between care (receipt and provision) and mental health, 

shedding much needed insight into care experiences of women, compared with men, and those of 

care recipients with varying needs. .  

Logistic regression analyses were used to examine the associations between multiple 

types of care given and received and key social factors (i.e., sociodemographics, socioeconomic 

status, and health). Of particular interest was variation in care (receipt and provision) by gender. 

Overall, results indicate that women are more likely than men receive all types of enacted care, 

including help with ADLs and IADLs, as well as financial transfers. Gender variation also was 

seen for each type of care provided. Compared with men, women are significantly less likely to 
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provide financial transfers to adult children, but more likely to include an adult child in a 

will/trust or as a life insurance beneficiary.  

Other sociodemographic, socioeconomic, and health variables were associated with care 

receipt and care provision.  In general, race/ethnic minorities and respondents with fewer 

resources (i.e., social and economic) received more care from their adult children and provided 

less. Results for race show that that non-Hispanic Blacks were more likely than non-Hispanic 

Whites to receive care for ADLs and to receive financial transfers from adult children, but less 

likely to include an adult child in a will. Further, Hispanics were less likely than non-Hispanic 

Whites to provide any type of care provision. On average, respondents with more resources, such 

as a spouse, more education and household assets, and long term care insurance coverage, are 

less likely to receive care from adult children – and more likely to provide it to them. Health also 

plays an important role in the types of care older adults receive from or provide to their adult 

children. Respondents with better health and fewer limitations are less likely to receive care and 

more likely to provide it.  

In Chapter 5, negative binomial regression revealed that while previous research has 

often shown a negative association between care receipt and the mental health (Bolger and 

Amarel 2007; Cahill et al. 2009; Kowal 2012; Krause 1997; Liang, Krause, and Bennett 2001; 

McPherson et al. 2010; Simmons 2007; Wilson, Curran, and McPherson 2005), this observation 

does not hold within the parent-child care dyad. After controlling on sociodemographic, 

socioeconomic, and health covariates, I find that receiving care from adult children for IADLs is 

associated with fewer depressive symptoms, on average. Additional analyses revealed that this 

association is even stronger for women and those with more functional limitations.  



73 

The fact that receiving help with IADLs is the only type of enacted care receipt 

associated with mental health is noteworthy. Compared with ADLs (e.g., bathing, dressing, 

eating, etc.), IADLs are less intensive and personal in nature – including activities like managing 

money and medications. It may be that older adults do not feel badly asking their adult children 

to assist with tasks of this nature, compared with those demanding more time and physical and 

emotional energy. The positive association between receiving help with IADLs and mental 

health further suggests that the parent-child relationship may have features that protect care 

recipients from the deleterious impact of receiving care – especially for women and those with 

higher levels of need. These findings support previous research suggesting that receiving care 

from people with whom a close relationship is established can benefit older adults, and is 

sometimes preferred by them (Brown 2007; Iecovich & Lankri 2002; Shapiro 1983). As 

expected, respondents who reported anticipating the care of an adult child in the future had fewer 

depressive symptoms, on average, unless they were also functionally limited.  

Negative binomial regression also revealed noteworthy associations between care 

provision and mental health – especially for delayed types of care provision, which have 

received little attention in prior research. Net of all other covariates, respondents who reported 

including a child in a will/trust or listing an adult child as a life insurance beneficiary reported 

fewer depressive symptoms, on average, compared with those who did not provide these types of 

care. Compared with direct care provision, delayed care provision in the form of inheritances 

could benefit the mental health of older parents in a number of ways. First, having a will in place 

may bring older adults a sense of security by simply knowing their affairs are in order. Second, 

parents may feel good about providing something of value to their children after they have 

passed and are no longer able to provide support in person. Third, unlike direct care provision 
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(e.g., financial transfers), inheritances do not impact the daily lives of older adults in a negative 

way by reducing their own resources. Finally, financial transfers and caring for grandchildren are 

likely given to children who have greater needs and fewer resources, which may hinder an older 

parent’s ability to feel positively about lending their support. These results provide support for 

taking non-direct forms of care provision, such as inheritances, into consideration when 

examining care within the parent-child dyad.  

Results also revealed variation, by gender and level of functional limitations, in the 

association between care provision and mental health. In particular, the association between 

provision of financial support and depressive symptoms varied by gender and level of 

limitations. On average, women and those with more functional limitations who provided 

financial supports to adult children reported more depressive symptoms than those who did not 

provide this type of care. Perhaps mothers are more emotionally invested in their children’s lives, 

so they could be impacted by the events, possibly negative ones, which precipitated the need to 

transfer money to their children. These results highlight the unique impact of different types of 

care provision on mental health and provide support for examining differences by gender and 

health in the associations between each type of care provision and mental health.  

Taken together, these results tell a story about how parents and their adult children care 

for one another and indicate that not all types of care receipt are necessarily “bad”, nor is all care 

provision “good.” Results presented in this dissertation reveal that parents who are most in need 

of care – for example, women, race/ethnic minorities, and those with fewer socioeconomic 

resources and poorer health – are more likely to receive it from their adult children, and this care 

can be beneficial to their mental health. We also see that the benefits associated with receiving 

care from an adult child are even greater among women and those with higher levels of 
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functional limitations. These findings contradict previous research showing the detrimental 

impact of care receipt on mental health. Instead, these findings support Antonucci’s (1985, 1990)  

theory that parents, especially mothers, have established a support bank from years spent caring 

for their children and, therefore, are not left feeling indebted to their adult children supporting 

them in their later years. These results also suggest that the adult parent-child relationship may 

have qualities that protect aging parents from experiencing the negative consequences of care 

receipt found in previous research.  

The type of care (direct vs. delayed) parents provide and their overall likelihood of 

providing care to adult children also varied by sociodemographic, socioeconomic, and health 

factors. Parents with greater socioeconomic resources were most likely to provide financial 

support to adult children, while women, non-Hispanic Blacks and non-married parents were 

more likely to provide delayed care provision, including a will/trust or life insurance benefit. 

Hispanics, those with household incomes below the poverty threshold, and those with higher 

levels of functional limitations were less likely to provide care any type of care to adult children. 

These findings suggest that as parent age, they continue to provide for their adult using the 

resources they have available to them.  

The association between care provision and mental health showed variations by the type 

of care provided, as well as by gender and level of functional limitation. Overall, including a 

child in a will or as a life insurance beneficiary was associated with better mental health, on 

average, compared with those who do not provide this type of care.  In contrast, providing 

financial support to adult children was associated with worse mental health for women and those 

with more functional limitations. Given these groups’ greater risk of poverty, these findings 

could indicate that when provision to an adult child care reduces older parents’ already scarce 
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resources, they also pay the cost emotionally. The findings also suggest that, compared with 

fathers, mothers experience greater mental health consequences when their children need 

financial support. This observation could be due, in part, to mothers’ greater emotional 

investment in their children’s lives or the fact that, on average, they have fewer resources to 

share.  

This research is limited in several ways, most notably in its use of cross-sectional data. 

Given this feature of the study, it can neither address the effect of care receipt or provision on 

mental health (versus the association between these factors) nor examine changes in care over 

time and their mental health effects. This dissertation framed care receipt and provision as 

predictors of mental health; however, the reverse direction of causation is possible and indeed 

likely. Using panel data would allow this possibility to be explored further, and in conjunction 

with analyses of care receipt’s and provision’s effects on mental health. Panel data also would 

permit an examination of how care receipt and provision impact mental health as individuals age 

and their needs increase. The finding that the association of care receipt and mental health was 

especially strong for those with more limitations suggests that additional benefits of receiving 

care from adult children may be observed at older ages.  

This study also is limited by the lack of data in HRS specifying the child or children 

giving or receiving various types of care. Such data would have allowed me to know exactly how 

many different children were helping each parent in my sample, as well as the adult child’s 

gender. Given that women provide the majority of informal care work to family members, 

parents may have different expectations from their daughters than their sons that impact the 

association between care and mental health. Further, specifying the child or children giving or 

receiving care would have permitted an examination of whether parents benefit more (or perhaps 
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less) from care receipt when they are able to reciprocate care to the child or children who are 

actively helping them. In contrast, it is possible that parents think more about their overall 

transfers to and from all of their adult children rather than keeping mental accounts of their 

balance of transfers with each child.  

Another limitation in the measurement of care receipt and care provision is the limited 

number of questions the HRS asks respondents regarding transfers to and from adult children. 

Given that IADLs were associated with better mental health, it is reasonable to believe that other 

forms of instrumental care could be as well. Future research should examine the impact of other 

types of instrumental care, such as providing transportation, assistance with household chores, or 

accompanying parents to the doctor. Further, given the intimate nature of the parent-child 

relationship, it is appropriate to assume that emotional support is being given and received. As 

people tend to become more isolated as they age, emotional support received from adult children 

is likely to play an important role in the mental health of aging parents.   

A final limitation in measurement is the limited number of questions the HRS askes 

respondents regarding their mental health. Research has shown that while the overall prevalence 

of mental health disorders do not differ by gender, there are significant difference in the patterns 

and symptoms of disorders. For instance, in adulthood, the prevalence of depression and anxiety 

is much higher among women, while substance use disorders and antisocial behaviors are higher 

among men (World Health Organization 2002). Given these findings, depressive symptoms may 

not be the best barometer of well-being for older adult men. Future studies should consider other 

measures (e.g., substance abuse) to further explore the association between mental health and 

care.  
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Despite these limitations, this dissertation provides an assessment of care (receipt and 

provision) within the older parent-adult child dyad. I find that care is most often received by 

parents who need it and that care from adult children can benefit mental health. I also find that 

while parents with more resources are more likely to provide direct financial support, others are 

more likely to utilize inheritances to provide support to their adult children. Further, inheritances, 

and other delayed transfers of support, are associated with better mental health for older parents.   

This study underscores the importance of examining specific types of care received and given, 

rather than aggregating them into a scale or count of the total number of transfers. This study 

also highlights the importance of considering the gender of care recipients when examining the 

association between care and mental health. Finally, there is evidence to suggest that care receipt 

impacts not only psychological well-being but also physical symptoms like physical pain and 

risk for morality (Krause 1997; Wilson et al. 2005). These analyses could be used to guide future 

research examining the association between care (receipt and provision) from adult children and 

physical health. 
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