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ABSTRACT

This study investigates the decision to place a loved one in a nursing
home, looking at the interaction between adult children and the
elderly, and at the role expected to be played by physicians. Younger
respondents and those without previous experience with decisions
concerning the admittance of a loved one in a nursing home do not
see the physician as playing an important role, whereas the elderly
and those with experience do. Differences in perceptions by these
two groups are explored and the marketing implications for health-
care providers are discussed. ©1995 John Wiley & Sons, Inc.

The over-65 segment is expected to grow 100% in the next 50 years,
and almost 50% of Americans over the age of 65 will spend some time
in a nursing home (Rowland, 1990). The number of nursing-home resi-
dents in 1985 was approximately 1.3 million, and is expected to in-
crease to 6 million by 2040. The average cost of a year’s stay in a
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nursing home is about $30,000, and little of the expense, only about
1.5%, is picked up by Medicare/Medicaid. Eligibility for Medicaid
varies from state to state, but generally a person is allowed only about
$5,000 in assets and a minimal income in order to quality. Kovar and
Harris (1988) estimate that nursing-home costs are increasing at an
average annual rate of 12%.

Increased life spans due to healthier life-styles and advances in
medical technology, coupled with the fact that the baby-boom genera-
tion is now reaching middle age, means that there is an increasing
number of individuals who are facing the prospect of making arrange-
ments for the care of their aging parents. As such, the complexity of
these issues is getting more visibility in the popular press as well as
the entertainment media. However, there is question as to how accu-
rate these portrayals are of the actual care-giving process. For exam-
ple, the movie “Dad” portrays the return of the prodigal adult son (Ted
Danson) to the nest when his mother (Olympia Dukakis) has a heart
attack; the father (Jack Lemmon), with the help of the son, regains his
mental and physical health before succumbing to cancer. A second no-
table example is the moving “Driving Miss Daisy,” in which an adult
son is responsible for making decisions for his aging mother.

These movie portrayals are inconsistent with the pattern of care ob-
served in the literature (as summarized later), which finds that adult
daughters are more likely to care for aging parents. Thus a more com-
mon experience is described in an article in McCall’s, “Our Parents,
Growing Older” (Ciabattari, 1990), which covered the concerns sur-
rounding a parent who had a stroke. Not only were the affects on the
caretaking spouse discussed, but also the affects on the adult children,
in this case the nearby daughter and the distant daughter.

The objective of this article is to ascertain the accuracy of people’s
perceptions of the care-giving process for the elderly (specifically, the
decision to put a loved one in a nursing home and the role of the physi-
cian in that process).

NURSING-HOME DECISIONS AND CONSUMER RESEARCH

The aging process involves a slow decline in one’s physical prowess,
and requires that individuals continually learn to play new or altered
roles and to relinquish old ones (Brim, 1966). These changes often in-
volve the necessitated gradual disposal of one’s possessions (Belk,
1988). For people aged 60—-80, focus shifts from the acquisition of pos-
sessions toward being experiences, such as interpersonal relationships,
philosophical interpretation, and a sense of connectedness with life.
People in the oldest group (70—80) have a keen appreciation for the
simpler things in life, such as taking a walk, watching a sunset, or
having a friendly conversation (Wolfe, 1987). Thus, retirement and old
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age are dramatized by the relinquishing of certain consumption cate-
gories (consumer durables, children’s education expenses, etc.) and the
assumption of others (health care, securities and investments, and
travel) (Smith & Moschis, 1989). It is not uncommon to see a gradual
shift from one’s own home to a smaller home, to an apartment, and, fi-
nally, to a nursing home. With each transition the individual experi-
ences a loss that requires some painful ‘acclimation.

Much of our society finds the nursing home a suitable compromise
for the care of the elderly. In many cultures, the elderly are a part of
the nuclear family and are cared for at home by children and grand-
children when they become infirm. In the United States, the propor-
tion of elderly co-residing with a child decreased from 1962 to 1984
from almost 1 in 3 to less than 1 in 5 (Crimmins & Ingegneri, 1990).
On the other hand, in other cultures, the elderly may be allowed to die
(or be helped along in that process) when they can no longer care for
themselves (Shalinsky & Glascock, 1988). Our culture’s nursing-home
compromise is one of the necessary evil variety.

At least two factors result in the U.S. family’s inability to take care
of elderly loved ones: (a) a high level of mobility, which leaves adult
children physically unable to monitor their elderly parents on a fre-
quent basis; and (b) a longer life span, which results in more frequent
occurrence of dementia. Though one may wish to take care of an
Alzheimer patient, at some point the nearly constant monitoring of the
patient exceeds the care-giver’s abilities. Despite the declining number
of parents being cared for by adult children in the U.S., the Biblical
admonition, “Despise not thy mother when she is old” (Proverbs 23:22)
would still appear to be much observed. However, physical separation
and the complex nature of problems such as Alzheimer’s disease leave
one with few options.

The provider of long-term medical care is presented with a compli-
cated situation, as the service being sought is one that is frequently
not desired by the customer and yet is extremely costly. Baumgarten,
Rao, and Ring (1976) found that 56% of the 121 nursing-home patients
whom they interviewed would have preferred not to come to a nursing
home at all. In general, society wants to provide the elderly with the
right to age with dignity, but adult children do not have the expertise,
nor, in many cases, do they want to take the responsibility for long-
term care themselves. Another complexity arises because research
suggests that older people may suffer from inadequate socialization
into roles assumed in later life (Smith & Moschis, 1990). For example,
Lambert (1980) found many older people to be ill prepared to assess
correctly their medigap protection needs, and, because of this lack of
socialization, older people cannot accept the fact that their new life sit-
uation calls for nursing-home care.

Further, many elderly see the admission to a nursing home as an
admission to themselves that death is imminent (Baumgarten et al.,
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1976). The long-term care provider thus is providing a needed service,
but one that is unwanted by all parties involved. The elderly may well
not want to be there, and the adult children may well experience a
high level of guilt. It is therefore incumbent upon the long-term care
provider to understand the dynamics of the elderly residence decision
process in order to attempt to make the process as palatable as possi-
ble to all parties involved.

Smith and Moschis (1990) note that the elderly also have the ability
to influence their environment. For example, the older person’s desire to
remain out of a nursing home, coupled with her or his increasing afflu-
ence, influences the various types of social support systems that are to
be provided. For example, many traditional providers of long-term care
now also provide services targeted to help the elderly stay in their own
home; such services include adult day care, home health care, health-
care planning, rehabilitation services, independent living, Meals on
Wheels, and hospice.

ROLE OF THIRD PARTIES

The Family Care Giver

Medical and housing decisions faced by the elderly usually involve
more than the provider/client dyad. Unfortunately, much research has
ignored the broadened perspective. The declining health of the elderly
may increase their willingness to subcontract their housing and
health-care decisions to others.

Sorce, Loomis, and Tyler (1989) found that 82% of older consum-
ers would ask the advice of their family and children when consid-
ering their next move. Similarly, Baumgarten, et al. (1976) found
that 51% of the nursing-home residents they interviewed indicated
that the decision to enter a nursing home was made strictly by others
(predominantly family). Lipman (1961) found that older people see or
speak to their child(ren) an average of once a week and prefer to re-
main close. However, Smith and Moschis (1990) note that individuals
experience role attrition as they grow older, resulting in less involve-
ment with others and a decrease in interaction with family and co-
workers.

Mancini and Blieszner (1989) suggest that there are two separate
caregiving roles: (a) instrumental support, including giving money, run-
ning errands, making repairs, and providing transportation; and (b)
emotional support, including providing affection and counseling, and
decreasing-another’s. feelings-of -isolation:-Raphael and Schlesinger
(1993) found even more delineation, as recreation and entertainment
activities are distinct from such aspects as personal and home-related
care. The specific domain investigated in'this study deals with the in-
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strumental and, especially, emotional support involved in the decision
to enter a nursing home.

Although care givers come in many forms (family, friends, neigh-
bors, etc.), the predominant form is that of a daughter, often the clos-
est in terms of geography and/or the eldest (Atkinson, Kivett, &
Campbell, 1986; Brody, 1981; Cantor, 1983; Coward & Dwyer, 1990;
Finley, 1989; Horowitz, 1985, Jones & Vetter, 1984; McFall & Miller,
1992; Stoller, 1983; Stone, Cafferata, & Sangl, 1987; Walker & Pratt,
1991; White-Means & Chang, 1991). Aronson (1992) found in her
study of the elderly and care-giving daughters that respondents had
integrated normative expectations of men and women in one’s family:
It was obvious to them that daughters would naturally step in to as-
sist their mothers. As a possible explanation, Aronson (1992) cited re-
search that has compared women’s and men’s motivations to care for
an elderly dependent and found a powerful link between femininity
and caring. Although women express their motives in terms of duty
and obligation, men speak of love. Henry Brooks Adams, in The Edu-
cation of Henry Adams (1970), offers an additional suggestion, “Young
men have a passion for regarding their elders as senile.”

The Physician

The relationship between the elderly person and her or his physician
becomes closer due, in part, to the increased frequency of contact. Al-
though the average American consults a doctor 5.4 times a year, peo-
ple aged 65 to 74 average 8.2 contacts a year, and people 75 or older
see or talk to doctors an average of 9.9 times per year (Staying in
touch, 1991). Due to the close relationship between the elderly per-
son’s mental/physical condition and her or his housing needs, the
physician is likely to play an especially important role in decisions to
place someone in a nursing home. In fact, if the person’s care is to be
paid for by Medicaid, the physician must confirm that such care is re-
quired.

The role of the physician in the nursing-home decision is not well
understood. A guidebook for choosing a nursing home (Routh, 1970)
discusses only tangential roles: the physician’s ability and willingness
to continue to provide services at the nursing home, and her or his rec-
ommendation being needed for nursing-home admission.

Reports of the actual role of physicians are somewhat inconsistent.
Goldstucker, Bellenger, and Miller (1974) surveyed 25 nursing-home
patients (and their family care givers) about their admission decisions.
Table 1 lists the results of their survey. Clearly the patient and family
members have different perceptions as to the role that physicians play.
Relatives believe that the physician plays a greater role in informing
the family about nursing homes, but the patients perceive a greater
likelihood that it was the physician who first concluded that a nursing
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Table 1. Findings of the Goldstucker et al. (1974) Study.
Persons or Agencies First Advising Patient to Reside in 2 Nursing Home

Patients’ Responses Relatives’ Responses
Physician 44% 37%
Family 31 37
Physician and family 13 25
Physician and social worker 6 —
Friend 6 —

Source Informing Participant about the Home

Physician 19% 25%
Relatives 55 13
Friend 13 6
Church —_ 13
Advertising — 13
Other 13 31

Involvement of Physician in Choice of Nursing Home

Gave approval after choice made 31% 19%
Not involved 44 31
Suggested several homes 6 31
Chose home 19 13
Don’t know — 6

home was necessary. In general, both groups acknowledge that physi-
cians play a major role in the initial decision to move to a nursing
home, and that they play a diminished role in the choice of a specific
nursing home. ,

In their study of residents of three nursing homes in Lansing,
Michigan, York and Calsyn (1977) found that 59% of the patients came
directly to the nursing home from the hospital. Thus it was not sur-
prising that physicians (83%) and hospital social workers (43%) were
listed by the family as being important factors in the decision to place
the patient in the nursing home.

On the other hand, Baumgarten, et al. (1976) found that only 4% of
the nursing-home patients interviewed indicated that a doctor’s rec-
ommendation was a major stimulus in the decision to enter the nurs-
ing home; however, the modal category (63%) was the catchall item,
“Iliness/Old Age.”

Care-Giver/Physician Interface

There have been a number of studies that have investigated con-
sumerism in medical encounters. Reeder (1972) makes a distinction
between the patient as a client, who comes to the physician for advice
and accepts the physician’s opinion, and,a health-care consumer, who
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listens to the physician and then makes her or his own health-care de-
cisions. Studies investigating the relationship between health-care
consumerism and aging have reported mixed results (e.g., Haug &
Lavin, 1981), with some studies indicating that the elderly are more
consumer oriented and others reporting that this group is less con-
sumer oriented. Beisecker (1988) attempted to overcome some of the
potential shortcomings of prior studies that relied solely on self-report
by also examining the actual behavior of patients. The results of this
study indicated that there is a relationship between age and a ten-
dency for the patient to put her- or himself completely in the hands of
the physician. Older patients were less likely to challenge a doctor’s
authority and more likely to place the locus of authority in the doctor
than in themselves. This finding suggests that self-reports are closer
to wishful thinking about who actually makes medical decisions and
that actual behavior indicates that the physician has a major influence
on actual decisions.

Beisecker (1988) offered two explanations of why older patients may
have less input in medical decisions. First, as people mature, they sim-
ply may want less responsibility. As she states, perhaps the elderly are
simply tired of assuming decision-making responsibility. Alternatively,
older patients were socialized in a period when the physician was seen
as a traditional power figure.

There is evidence that the care-giver—physician interactions are
tense ones. In the York and Calsyn (1977) study of the families of
nursing-home residents, less than one third of the respondents felt
that they received any help from their relative’s physician in under-
standing psychological changes, and only half felt they received any
help understanding the physical aspects of aging.

More recently, Hasselkus (1992) audiotaped 40 clinic visits, each in-
volving a patient, physician, and care giver. The study found that care
givers and physicians had very different perceptions of the care giver.
Both the care givers and the physicians (and sometimes the patients)
came to the clinic and promoted their own agendas for structuring the
visit, thus indirectly structuring the patient’s care. The amount of ef-
fort required and the high involvement with the particular illness of
the elderly loved one results in many care givers accamulating some
degree of expertise in the specific health domain, especially as experi-
enced uniquely by their loved one. Thus, family care givers frequently
assume traditional physician responsibilities during the visit, such as
making diagnoses and interpreting symptoms. The care givers seemed
to view themselves primarily as practitioners and physician col-
leagues. Alternatively, physicians tended to view the care givers as
substitutes for the patients or as second patients.

To the care giver, the physician was viewed as a resource from
whom to obtain guidance or against whom to bounce off their most re-
cent diagnoses and treatment suggestions. The relationship between
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the family care giver and the medical doctor was viewed by the care
givers as one between two practitioners as was, thus, very different
from a relationship between doctor and patient.

The physician, on the other hand, seemed to view the care giver
largely as a substitute for the patient—substitute ears and eyes, sub-
stitute mental alertness, substitute mobility, substitute source of in-
formation. Only very rarely did the physician interact with the family
care giver as a care partner with whom to negotiate and exchange
knowledge.

Aronson (1992, p. 14), reporting a study of 28 in-depth interviews
with women who identified themselves as relying on the support of
daughters or as feeling responsible for their mothers, provided a vivid
example of the conflict between care giver and physician: A 47-year-old
subject felt that her mother’s doctor prescribed sleeping pills care-
lessly and was worried about her mother’s depression. After cleaning
her mother’s apartment and disposing of the accumulation of pills, she
phoned him only to be told, “Well, mother’s getting older, you know,
and I can’t be responsible for her behavior.” The encounter confirmed
the respondent’s impression that doctors have little interest in old peo-
ple and her sense that “I knew I was on my own.” Recognizing that she
was on her own prompted this subject to resolve that she would not
seek the help of the family doctor again.

Hasselkus (1992) provided a general explanation of the conflict by
acknowledging that the care giver must act as an independent care
provider, making day-by-day decisions about the meaning of the care
receiver’s illness and the treatment that must be given. However, dur-
ing the brief, periodic forays back into the medical setting, the family
care giver must largely relinquish the practitioner role and accept in-
stead roles as a patient substitute or a patient her- or himself. Thus,
the caregiver’s role in the medical setting is very different from her or
his role at home.

A variety of roles may be played by the physician in decisions con-
cerning the institutionalization of the elderly, varying from no role
whatsoever to actually making the decision. In between we may see
such roles as the physician reducing tension and dissonance after the
decision to institutionalize the elderly person is made (Baumgarten et
al., 1976), the adult children shifting the parent’s blame from them-
selves to the doctor, or the doctor’s authoritarian role as being one that
helps all parties accept the realities of the situation. If Medicaid is in-
volved in the decision, the physician must play a gatekeeper role. Hill,
Cacia, and Shamsey (1992) found that physicians participating in man-
aged care organizations were perturbed by the increasing likelihood of
their playing gatekeeping roles. For instance, one physician in the Hill
et al. (1992, p. 559) study commented, “You end up being the ‘gate-
keeper’ and you wind up fighting with the patients, which is the last
thing you want to do. You're painted as the evil one!” Thus, the possible
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roles played by the physician can be quite varied and all can have an
important impact on elderly health-care decision making.

HYPOTHESES

The study will investigate the perceived role of the physician in hous-
ing-related health-care decisions faced by the elderly. Following the
findings of Beisecker (1988), we expect that older consumers will per-
ceive the physician’s role to be a more influential one than will
younger consumers. Further, we expect that those with previous expe-
rience with such decisions will also perceive physicians to play a
stronger role. Implicit in these hypotheses is the assumption that
physicians do play a major role in health-care decisions for the elderly.
The limited literature available on the physician’s role in nursing-
home decision processes (Goldstucker, Bellenger, & Miller, 1974; York
& Calsyn, 1977) supports this assumption.

METHOD

Census data for a large midwestern city were used to identify those
tracts with high percentages of elderly residents, which were oversam-
pled, and those tracts with large numbers of residents under the age
of 35, which were undersampled. The survey instrument went through
three pretest stages, with the last one involving personal interviews
with elderly respondents. Questionnaires were distributed using the
drop-off and call-back approach, with the starting points for the distri-
bution being selected randomly within the census tracts. Respondents
were identified as being over 35 years of age, and then asked to com-
plete the questionnaire in the short run. The surveys were picked up
an hour or so after being left. In those cases where the respondent was
busy but willing to complete the survey later, a postage-paid envelope
was left so that the questionnaire could be mailed. Approximately 20
personal interviews were conducted with elderly respondents who
were unable to complete the survey without help; these respondents
either had visual or physical problems that limited their ability to
complete the questionnaire on their own. Fewer than 50% of the
households contacted refused to complete the survey; however, only
one attempt was made to reach each household. Most of the surveys
were distributed during the early evenings or on weekend days in an
attempt to reduce nonresponse. In total, 587 surveys were completed.

The data-collection approach allowed us to investigate perceptions
of the nursing-home admittance decision across a broad continuum
from young to old. However, the approach did not allow us to compare
the views of adult children with those of their elderly loved ones in
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nursing homes. Such a data-collection approach would be difficult due
to the fact that, given our mobile society, many adult children are sep-
arated geographically from their elderly parents and due to the fre-
quency of dementia among nursing home residents.

Measures of the Physician’s Role

As mentioned earlier, respondents were asked “Who is likely to make
health-care decisions for you when you can no longer take care of your-
self?” Those selecting the physician were contrasted with those who
did not.

A second question dealt with one’s reaction to a doctor’s recommen-
dation to place a loved one in a nursing home: Seek a second opinion,
follow the doctor’s recommendation, or ignore the doctor.

Finally, the respondents were asked whether they agreed with the
following roles that a doctor might play: primary decision maker, for-
mal consent needed to qualify for financial support, reducing your
uncertainty about what is correct to do, reducing the loved one’s un-
certainty, and/or virtually none at all. As Baumgarten, et al. (1976) in-
dicated, an important role played by doctors is to reduce tension and
dissonance after the decision is made.

RESULTS

The final sample size was 587. Of the respondents, 66% were under
55, 16% were between 55 and 64, 12% were between 65 and 74, and
5% were 75 or older.

Table 2 shows the responses of the younger adult versus the re-
sponses of the elderly to the role of the physician in the decision to
place a loved one in a nursing home. The age used to separate the two
groups was 55, as it is commonly used to delineate the mature market
(Lazer, 1985; Leventhal, 1991; Moschis, 1992). Further, sample-size
concerns were relevant in our selection of 55 as the break point. How-
ever, analyses done with 65 and over as the break point yielded a simi-
lar pattern of results.

Respondents were initially asked, “Have you, a parent, or any other
loved one ever experienced any care from a nursing home?,” and 70%
of the sample indicated that they had. Responses to the question “Who
is likely to make health-care decisions for you when you are no longer
able to take care of yourself?” were “Children” (75%), “Spouse” (71%),
“Yourself” (32%), and “Physician” (23%). “Physician” was several times
more likely than responses. such.as “Friend,” “Clergy,” and “Other Rel-
atives.” Those over 65 years of age were much more likely to list the
physician as a decision maker (chi-square=13.1,6 df, p<.05). The two
age groups most likely to:list “Yourself” as the person making health-
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Table 2. Responses to the Role of the Physician in the Decision to Place a
Loved One in a Nursing Home.

Respondent Group
Younger Adult Elderly
(Younger than 55) Older than 54)
Variable n = 378 n = 195 p value
Selected physician as someone likely 21% 26% ns
to make a health-care decision for
the respondent
Reaction to doctor’s recommendation
to place a loved one in a home.
Seek second opinion 65% 50%
Follow it 30% 49% .001
Ignore it 5% 1%
What should the doctor’s role be:
Primary decision maker % 15% 01
Formal consent needed 33% 30% ns
Reduce your uncertainty 65% 64% ns
Reduce loved one’s uncertainty 14% 8% 05

care decisions were from 35 to 44 and the group over 75 years of age
(chi-square=19.4, 6 df, p=.003). (We found the oldest respondents, all
of whom were not living in a nursing home, to be very independent in
their thinking and very intense in their desire to remain independent.)

In terms of their reactions to a doctor’s recommendation to place a
loved one in a nursing home, 59% indicated that they would seek a
second opinion, 37% that they would follow the recommendation, and
4% that they would ignore it. One’s age was strongly related to the
perception of the correct role for the doctor’s recommendation (chi-
square=45.7, 12 df, p=.000). Younger respondents were more likely to
ignore it; however, none of the respondents over 75 would ignore it.
The majority of those in all age groups, except those between 65 and
74, would seek a second opinion; the majority of those between 65 and
74 would follow the recommendation. This pattern of results indicates
that younger respondents have little awareness of the aging process
and the increasing importance that physicians play in one’s life. Fur-
ther, those elderly over 75 who are still independent apparently resist
threats to that independence, but are not willing to ignore the advice
of doctors.

Most respondents (64%) perceived that the correct role of the phy-
sician was to reduce their uncertainty about what is correct to do.
Those who have experiences with nursing homes were significantly
more likely to select this response (chi-square=4.2, 1 df, p<.05).
Approximately 35% perceived that the physician should reduce the
loved one’s uncertainty, whereas only 12% said that the physician
should have virtually no role in the decision. Approximately 25% of the
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respondents over 75 indicated that the doctor should have no role,
which was significantly higher than the younger age group (chi-
square=16.1, 6 df, p<.03). Only 10% said that the physician should
have the primary role; those over 65 were significantly more likely to
indicate that the doctor should play the primary role (chi-
square=14.7, 6 df, p<.03). Finally, 32% said that the physician’s role
should be one of providing formal consent to the admission process.

Logistic regressions were run with the physician role perception
variables as the dependent variables and age and experience with
nursing homes as the independent variables. The significant logistic
regression results are reported in Table 3.

In general, the conclusions reached when discussing the cross-tabu-
lation results are consistent with the findings here. Older respondents
are more likely to select the doctor as a decision maker, are more
likely to accept the doctor’s recommendation of going to a nursing
home (without getting a second opinion), and are more likely to see the
physician as having the primary role in the nursing-home decision.
Those with past experiences with loved ones in nursing homes were
less likely to select themselves as a decision maker in the nursing-
home decision, and more likely to accept the doctor’s recommendation
to go to a nursing home and to see the doctor’s role as reducing one’s
uncertainty about what is correct to do.

CONCLUSIONS AND IMPLICATIONS

The decision to place a family member into a nursing home is a very
traumatic one for families. The role of the doctor in this process has

Table 3. Significant Logistic Regression Results.

Selection of the physician as a decision maker
Selection of doctor = —2.16 + 0.019 age + 0.15 experience
p=.01 p>.1

Selection of yourself as a decision maker
Selection of yourself = 0.40 — 0.0051 age — 0.40 experience
p>.1 p <.06

Acceptance of doctor’s recommendation (don’t seek second opinion)
Acceptance = —1.83 + 0.027 age + 0.36 experience
p <.001 p<.l

Doctor should play primary role
Primary role —3.35 + 0.022 age + 0.19 experience
p <.03 p>.1

Doctor should reduce your uncertainty
Reduce uncertainty —0.89 + 0.0037 age + 0.37 experience
p>.1 p<.06
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received little investigation. Respondents with experience with placing
a loved one in a nursing home do indicate a somewhat stronger role for
the physician than do those without such experience. This study indi-
cates that the perception of that role varies with age; as one ages, the
necessary role of the physician becomes clearer. To some extent, the
results support the contention that people do not face the reality of
age-related health problems unless they have no choice. Health-care
providers have to deal with the illusions held by adult children as to
the feasibility of care giving, as well as the more justifiable determina-
tion on the part of the elderly to maintain their independence. The
health-care provider must, therefore, understand the dynamics of the
elderly residence decision process, which includes guilt on the part of
the adult children and fear on the part of the elderly. With this knowl-
edge, the provider can attempt to make the elderly residence decision
as acceptable as possible to all parties concerned.

Further, the discrepancy in perception between the elderly and
adult children may mean that promotional materials accurately deal-
ing with the decision process may not be well received by adult chil-
dren. Adult children may require educational materials that help
them to understand better the transition that their parents are facing,
whereas materials for the elderly themselves might focus on how the
trauma faced during the transition will be reduced to the extent possi-
ble.

Nursing homes need to focus much attention on marketing their
services to third parties as opposed to marketing directly to families.
York and Calsyn (1977, p. 502) concluded

Physicians and hospital personnel are the largest single source of re-
ferrals to nursing homes. Since physicians and hospital social work-
ers seem to be the most influential people in the decision to place a
relative in a nursing home, any information and a referral service
that ignores this infuence process is probably doomed to failure. A
majority of the families in the present study were unaware of the ex-
istence of information and referral services and went directly to the
physician or hospital social worker for advice.

Our results indicate that the role of the physician may be even more
important for the very old, who constitute the bulk of the nursing-
home residents. The current cohort of elderly do listen to doctors; this
is not a new finding. However, our results indicate that, although re-
spondents over 75 are likely to resist advice from family and friends
concerning nursing homes, they do take advice from physicians seri-
ously (even though they may seek a second opinion). The results also
indicate that physicians may need to help increase the adult children’s
awareness of the situation faced by their parents and of the various
health-care services available to them. The fierce desire to remain in-
dependent on the part of many elderly may be supported by even dis-

Reproduced. with permission of the copyright owner. Further reproduction prohibited without permission.



tant adult children through the use of a growing array of services. The
results also indicate that physicians may need to help increase the
adult children’s awareness of the situation faced by their parents and
of the various health-care services available to them.

Although family physicians have expertise in a broad range of
health issues, it may be that they need to acknowledge more the ex-
pertise of the care giver in the specific health domain confronting the
elderly loved one. Even if the care giver has not educated her- or him-
self as to the specifics of the disease, she or he still may be able to pro-
vide insights as to the nature of the problem that the patient cannot.
Physicians who distance themselves from care givers may miss the op-
portunity to tap their expertise or, more likely, miss the possible use of
a very valuable information source. Further, alienation of the care
giver may well stimulate negative word of mouth that can greatly
damage the physician’s reputation. The physician’s role in the resi-
dence decision for the elderly may well change over time, due to a va-
riety of reasons. First, the education level of the elderly is increasing
rapidly as new cohorts age, and the acceptance of medical advice may
be less of an automatic decision for those with higher educational lev-
els. Second, physicians themselves may be seeking to play a less sig-
nificant role, as malpractice suits are becoming a more serious issue
(Kaufman, 1988). Nonetheless, providers of long-term health care
must acknowledge the physician’s role in health-care decisions and
should promote their services to physicians as well as to the elderly
and their adult children.

REFERENCES

Aronson, J. (1992). Women’s sense of responsibility for the care of old people:
But who else is going to do it. Gender and Society, 6, (1), 8—29.

Atkinson, M. P, Kivett, V. R., & Campbell, R. T. (1986). Intergenerational sol-
idarity: An examination of a theoretical model. Journal of Gerontology, 41,
408-416.

Baumgarten, S. A, Rao, T. R, & Ring, L. W. (1976). A descriptive model of
consumer choice processes among nursing home patients. In B. Anderson
(Ed.), Advances in Consumer Research (Vol. 3, 457—460).

Beisecker, A. E. (1988). Aging and the desire for information and input in
medical decisions: Patient consumerism in medical encounter. Gerontolo-
gist, 28, 330-345.

Belk, R. W. (1988, September). Possessions and the extended self. Journal of
Consumer Research, 15, 139-168.

Brim, O. G., Jr. (1966). Socialization through the life cycle. In O. G. Brim, Jr.
& S Wheeler (Eds:);Socialization-after-childhood=New York: John Wiley &
Sons, Inc.

Brody, E. M. (1981). Women in the middle and family help to older people.
Gerontologist, 21, 471-480.

Reproduced.with permission of the copyright owner. Further reproduction prohibited without permission.



Cantor, M. H. (1983). Strain among caregivers: A study of experiences in the
United States. Gerontologist, 23, 597—-604.

Ciabattari, J. (1990, November). OQur parents, growing older. McCall’s,
81-88, 153-154. '

Coward, R. T., & Dwyer, J. W. (1990). The association of gender, sibling net-
work composition, and patterns of parent care by adult children. Research
on Aging, 12, 158-181.

Crimmins, E. M., & Ingegneri, D. G. (1990). Interaction and living arrange-
ments of older parents and their children. Research on Aging, 12, 3—-35.

Finley, N. (1989). Theories of family labor as applied to gender differences in
caregiving for elderly parents. Journal of Marriage and the Family, 51,
79-86.

Goldstucker, J. L., Bellenger, D. L., & Miller, F. D. (1974). A case study of the
buying participant in the purchase of nursing home services. Journal of
Long-Term Care Administration, 2, 5-19.

Hasselkus, B. R. (1992). Physician and family caregiver in the medical set-
ting: Negotiation of care? Journal of Aging Studies, 6 (1), 67—80.

Haug, M. R,, & Lavin, B. (1981, September). Practitioner or patient—Who’s
in charge. Journal of Health and Social Behavior, 22, pp. 212—-229.

Hill, R. P, Cacia, M., & Shamsey, J. (1992). Managed care and the physician:
An exploratory study. Proceedings of the American Marketing Association
Summer Conference, 557-562.

Horowitz, A. (1985). Sons and daughters as caregivers to older parents:
Differences in role performance and consequences. Gerontologist, 23,
612-618.

Jones, D.A., & Vetter, N.J. (1984). A survey of those who care for the elderly
at home: Their problems and their needs. Social Science and Medicine, 19,
511-514.

Kaufman, A. (1988, March/April). Bioethical issues and the long-term care fa-
cility. Nursing Homes and Senior Citizen Care, 37, p. 32.

Kovar, M. G., & Harris, T. (1988, May). Who will care for the old? American
Demographics, 34-317.

Lambert Z. V. (1980). Elderly consumers’ knowledge related to medigap pro-
tection needs. Journal of Consumer Affairs, 14(Winter), 434—451.

Lazer, W. (1985, March). Inside the mature market. American Demographics,
pp. 23-25, 48-49.

Leventhal, R. C. (1991). The aging consumer: What’s all their fuss about any-
way? Journal of Consumer Marketing, 8(Winter), 29—34.

Lipman, A. (1961, July). Role perceptions and morale of couples in retire-
ment. Journal of Gerontology, 16, pp. 267-271.

Mancini, J. A., & Blieszner, R. (1989). Aging parents and adult children: Re-
search themes in intergenerational relations. Journal of Marriage and the
Family, 5, 275-280.

McFall, S., & Miller, B. H. (1992). Caregiver burden and nursing home admis-
sion of frail elderly persons. Journal of Gerontology: Social Services, 47,
S$73-S79.

Moschis, G.. P..(1992). GERONTOGRAPHICS: A scientific approach to analyz-
ing and targeting mature market. Journal of Services Marketing, 6(Sum-
mer), 17-26.

Raphael, D., & Schlesinger; B. (1993, March). Caring for elderly parents and

Reproduced.with permission of the copyright owner. Further reproduction prohibited without permission.



adult children living at home: Interactions of the sandwich generation fam-
ily. Social Work Research and Abstracts, 21, 3—8.

Reeder, L. G. (1992, December). The patient-client as a consumer: Some ob-
servations on the changing professional-client relationship. Journal of
Health and Social Behavior, 13, 406—412.

Routh, T. A. (1970). Choosing a nursing home. New York: Charles C. Thomas.

Rowland, M. (1990, October 28). Long-term care is policy quagmire. Lincoln
Journal-Star, 2B.

Shalinsky, A., & Glascock, A. (1988). Killing infants and the age in nonindus-
trial societies: Removing the liminal. The Social Sciences Journal, 25, (3),
277-2817.

Smith, R. B., & Moschis, G. P. (1989). Proposal and development of a dialecti-
cal model: Examining the elderly consumer. In T. K. Sruil (Ed.), Advances
in Consumer Research (Vol. 16, pp. 285-292).

Smith, R. B., & Moschis, G. P. (1990). The socialization approach to the study
of the elderly consumer. In V. A. Zeithaml (Ed.), Review of Marketing (Vol.
4, 190-223). Chicago: American Marketing Association.

Sorce, P., Loomis, L., & Tyler, P. R. (1989). Intergenerational influence on con-
sumer decision making. In T. K. Srull (Ed.), Advances in Consumer Re-
search (Vol. 16, pp. 271-275).

Wall Street Journal. Staying in touch with their doctors. (1991, January 4),
B-1.

Stoller, E. P. (1983). Parental caregiving by adult children. Journal of Mar-
riage and the Family, 45, 851-858.

Stone, R., Cafferata, G. L., & Sangl, J. (1987). Caregivers to the frail elderly:
A national profile. Gerontologist, 27, 616—626.

Walker, A. J., & Pratt, C. C. (1991). Daughters’ help to mothers: Intergenera-
tional aid versus caregiving. Journal of Marriage and the Family, 53,
3-12.

White-Means, S. 1., & Chang, C. F. (1991, July). Family choices with managed
care for the home bound elderly. Southern Economic Journal, 58, 203—224.

Wolfe, D. B. (1987, July). The ageless market. American Demographics,
26-56.

York, J. L., & Calsyn, R. J. (1977). Family involvement in nursing homes.
Gerontologist, 17(6), 500—-505.

James W. Gentry, correspondence author, is Professor of Marketing, College
of Business Administration, University of Nebraska-Lincoln, Lincoln, NE
68588, Patricia F. Kennedy is Assistant Professor of Marketing at the Univer-
sity of Nebraska-Lincoln. Gerrard Macintosh, is Assistant Professor of Mar-
keting at the University of Manitoba.

Reproduced. with permission of the copyright owner. Further reproduction prohibited without permission.



