
© The Author 2015. Published by Oxford University Press on behalf of The Gerontological Society of America. All rights reserved. 

For permissions, please e-mail: journals.permissions@oup.com.

711

Original Article

Relationship Status and Long-Term Care Facility Use in 

Later Life

Mieke Beth Thomeer,1 Stipica Mudrazija,2 and Jacqueline L. Angel3,4

1Department of Sociology, University of Alabama at Birmingham. 2Income and Benefits Policy Center, Urban Institute, 

Washington, District of Columbia. 3Lyndon B.  Johnson School of Public Affairs, and 4Population Research Center, The 

University of Texas at Austin.

Correspondence should be addressed to Mieke Beth Thomeer, PhD, Department of Sociology, University of Alabama at Birmingham, Heritage 

Hall 460, 1401 University Blvd, Birmingham, AL 35233. E-mail: mthomeer@uab.edu.

Received April 3, 2015; Accepted October 21, 2015

Decision Editor: Deborah Carr, PhD

Abstract

Objectives: Most older adults prefer to “age in place” and avoid formal long-term care. Yet demographic shifts, including 

population aging and an increasing prevalence of remarried and unmarried older adults, could undermine these goals, mak-

ing it important to consider carefully how and why relationship status relates to long-term care risk.

Method: We �t hazard models to a sample of adults aged 65 and older from eight waves (1998–2012) of the Health and 

Retirement Study (N = 21,564). We consider risk of any long-term care facility admission, as well as risk of long-duration 

stays.

Results: Widowed, divorced, and never married adults have the highest risks of long-term care admission. Remarried and 

partnered adults have similar risks of long-term care admission as continuously married adults. Relationship status is more 

important for men than for women, especially when considering long-duration stays. Relationship status is also more sig-

ni�cant for non-Hispanic White and Hispanic adults compared with non-Hispanic Black adults. Economic resources and, 

to some extent, social ties partially explain the association between relationship status and long-term care use.

Discussion: By addressing the prohibitive costs of long-term care services which enable aging in place (e.g., home health 

care), relationship status disparities in long-term care may be reduced. Future studies should consider the link between long-

term care facility use and relationship status in future cohorts as well as examine how relationship status structures access 

to a range of long-term care options.

Keywords: Family sociology—Gender—Health services use—Longitudinal methods—Long-term care—Minority aging (race and 

Hispanic ethnicity)

About 2.1 million Americans currently reside in long-term 

care facilities, de�ned as overnight facilities, including nurs-

ing homes and residential care communities, which provide 

a broad range of health care, personal care, and support-

ive services for adults who have limited self-care capa-

bilities (Harris-Kojetin, Sengupta, Park-Lee, & Valverde, 

2013). Fifty percent of male residents and 39% of female 

residents reside in long-term care facilities for longer than 

3 months (Friedberg, Wenliang, Sun, Webb, & Li, 2014). 

Yet long-term care facilities are not the �rst choice for most 

older Americans; even in the event of poor health, almost 

all would prefer to remain at home and in their community 

(Feldman, Oberlink, Simantov, & Gursen, 2004; Sergeant, 

Ekerdt, & Chapin, 2010). Correspondingly, recent policy 

initiatives have begun to promote home- and community-

based services that would reduce the need for long-term 

care facilities (Carlson, Foster, Dale, & Brown, 2007). To 

support these initiatives, research needs to identify factors 
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that shape long-term care facility use, especially for long 

durations.

Relationship status is associated with long-term care 

facility use, as married adults are half as likely to enter 

long-term care facilities as unmarried adults (Freedman, 

1996; Noël-Miller, 2010). Understandings of how rela-

tionship status in�uences entry into long-term care facili-

ties are incomplete. Most previous studies on relationship 

status and long-term care facilities only compare currently 

married adults with currently unmarried adults, ignoring 

the heterogeneity within these two categories (Freedman, 

1996; Himes, Wagner, Wolf, Aykan, & Dougherty, 2000). 

This approach is outdated given the new demographic 

reality that unmarried, remarried, and partnered older 

adult populations are growing in the United States (Lin 

& Brown, 2012). Twenty-nine percent of married adults 

are in second- or higher-order marriages (Kreider, 2006), 

and 4% of unmarried older adults are cohabiting (Brown, 

Lee, & Bulanda, 2006). Additionally, more older adults 

are divorced than in the past, and widowed and divorced 

adults are increasingly likely to remain single (Brown & 

Lin, 2012). The relative increase in remarriage and non-

marital partnerships and overall decrease in marriage rates 

may undermine sources of support at older ages (Umberson 

& Montez, 2010). But as of yet, we do not fully know the 

implications of these relationship status trends on long-

term care facility use. In this study, we move beyond binary 

comparisons of currently married adults and currently 

unmarried adults and provide a more nuanced examination 

of how long-term care risk varies across six relationship 

status categories: continuously married, remarried, part-

nered, widowed, divorced, and never married.

We also know little about the mechanisms linking rela-

tionship status to long-term care facility use. Three key 

predictors of long-term care admission are health and 

disability, economic resources, and social ties (Friedman, 

Steinwachs, Rathouz, Burton, & Mukamel, 2005). Further, 

relationship status is strongly associated with each of these 

predictors (Umberson & Montez, 2010). We propose as 

a conceptual model that differences between relationship 

status groups in these three predictors help explain differ-

ences in long-term care admission. Further, race/ethnicity 

and gender may moderate this association, as race/ethnicity 

and gender importantly shape relationship status experi-

ences (Umberson et al., 2014) and risk of long-term care 

admission (Thomeer, Mudrazija, & Angel, 2015).

Conceptual Model of Diversity Across 

Relationship Statuses

Observed associations between relationship status and 

health, economic resources, and social ties re�ect the com-

plex interplay of marital bene�ts, dissolution strain, and 

selection factors throughout the life course. These likely 

translate into different risks of long-term care facility use 

across relationship status groups. Marriage is associated 

with better health, less disability, more �nancial resources, 

and more social integration, including a greater likelihood 

of children—an important source of support for older adults 

(Hughes & Waite, 2009; Wilmoth & Koso, 2002). The 

never married, who have never received bene�ts from mar-

riage, report the lowest levels of household net worth and 

are the most likely to live alone and be childless (Pinquart, 

2003; Wilmoth & Koso, 2002). Remarriage affords fewer 

bene�ts than �rst marriages, including lower marital qual-

ity, fewer health and �nancial bene�ts, and more strained 

relationships with children (Bulanda & Brown, 2007; 

Hughes & Waite, 2009; Kalmijn 2007; Wilmoth & Koso, 

2002), re�ecting remarriage’s status as an incomplete insti-

tution and the long-lasting in�uence of marital dissolution 

(Cherlin, 1978; Hughes & Waite, 2009).

Marriage bene�ts may extend to those in non-marital 

partnerships, including cohabitors and the living apart 

together (e.g., couples who have an intimate relationship but 

live at separate addresses; Levin, 2004). Partnered adults, 

like married adults, have an intimate partner committed to 

care for their health, share �nances, and provide support 

(Musick & Bumpass, 2012). Partnered adults have fewer 

disabilities and chronic conditions and higher incomes and 

pensions than other unmarried adults (Brown et al., 2006; 

Zhang, 2006). At the same time, past research concludes 

that partnered adults report less relationship happiness, 

more psychological distress, more disabilities, and fewer 

caregiving bene�ts than married adults (Brown et al., 2006; 

Brown & Kawamura, 2010; Noël-Miller, 2011).

The perceived strain of marital dissolution, either through 

divorce or through spousal death, also shapes differential out-

comes by relationship status. Marital dissolution contributes 

to worse health and disability, more �nancial hardship, and 

weaker social integration for remarried, divorced, widowed, 

and many partnered adults (Hughes & Waite, 2009; Kalmijn 

2007; Wilmoth & Koso, 2002). The consequences of marital 

dissolution differ depending on whether the marital disrup-

tion is caused by divorce or spousal death (Liu & Umberson, 

2008). In general, divorced adults are more economically dis-

advantaged than widowed adults (Kalmijn, 2007; Wilmoth 

& Koso, 2002), but widowed adults have worse health than 

divorced adults (Liu & Umberson, 2008). Remarried and 

divorced adults report less contact with their adult children 

than the continuously married, but widowhood, compared 

with divorce, increases adult children’s involvement and the 

likelihood of living with an adult child (Kalmijn, 2007; Lin 

& Brown, 2012). The never married have not experienced 

the strain of marital dissolution, and, in line with a marital 

strain hypothesis, some studies �nd similar health for never 

married adults and continuously married adults (Liu & 

Umberson, 2008; Williams & Umberson, 2004).

Health, social ties, and economic resources, in addition 

to being associated with different relationship statuses, also 

shape long-term care use. Poor health and disability often 

require specialized care and thus increase likelihood of long-

term care facility use, especially for long durations (Mudrazija, 
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Thomeer, & Angel, 2015). Economic disadvantage is also 

often associated with long-term care facility use, likely because 

those �nancially able to stay at home and receive alternative 

care choose to do so (Friedman et al., 2005). Social ties often 

serve as substitutes for formal care, reducing use of long-term 

care facilities (Charles & Sevak, 2005). We expect that health, 

social ties, and economic resources will help explain relation-

ship status differences in long-term care facility use.

We further expect relationship status differences to be 

pronounced when considering longer durations of long-

term care stays. People enter long-term care facilities for a 

variety of reasons, including short-duration rehabilitation 

following surgery and long-duration stays for daily medical 

and custodial care (Mudrazija et al., 2015). Short-duration 

stays may be less avoidable than long-duration stays because 

they more often involve specialized and intensive care which 

is dif�cult to provide in a home setting. Thus, we anticipate 

that relationship status will be more strongly associated 

with long-duration compared with short-duration stays.

Potential Differences by Gender and Race/

Ethnicity

Long-term care facility use and relationship status are 

strongly patterned by gender and race/ethnicity. Women 

and non-Hispanic White adults are more likely to enter 

long-term care facilities than men and racial/ethnic minori-

ties, such that 68% of long-term care facility residents are 

women and 79% are non-Hispanic White adults (Harris-

Kojetin et al., 2013). These racial/ethnic differences persist 

despite non-Hispanic Black and Hispanic adults’ worse 

overall health and physical functioning (Thomeer et  al., 

2015). Regarding relationship status, among adults aged 

65 and older, 73% of men are currently married compared 

with only 47% of women, and this gap increases with age 

(U.S. Census, 2015). Only 39% of non-Hispanic Black 

adults aged 65 and older, compared with 54% of Hispanic 

adults and 61% of non-Hispanic White adults, are currently 

married (U.S. Census, 2015). Just as long-term care facility 

use and relationship status vary by gender and race/ethnic-

ity, we hypothesize that the association between long-term 

care use and relationship status as well as the mechanisms 

connecting relationship status to long-term care use will 

also vary by gender and race/ethnicity. Regarding gender, 

research using dichotomous measures of relationship status 

�nds that marriage protects men from long-term care facil-

ity use more than women (Freedman, 1996; Noël-Miller, 

2010). Regarding race/ethnicity, two recent studies con-

clude that marriage is protective for non-Hispanic White 

and Hispanic adults but not for non-Hispanic Black adults 

(Akamigbo & Wolinsky, 2007; Thomeer et al., 2015).

Method

We employ data from the Health and Retirement Study 

(HRS), a nationally representative biennial survey of 

persons aged 51 years and older, �rst interviewed in 1992 

(Juster & Suzman, 1995). The HRS’s panel survey design 

allows us to examine risk of long-term care admission 

over an extended period of time in the midst of marital, 

health, economic, and social changes. For this study, we 

draw on eight waves of the HRS (1998–2012). In line with 

past studies (Freedman, 1996; Thomeer et al., 2015) and 

due to the lower rate of long-term care facility use among 

those younger than 65 years (Rogers & Komisar, 2003), we 

limit the analytic sample to age 65 and older. We exclude 

respondents who resided in a long-term care facility in the 

waves prior to 1998 or before age 65 (n = 553). The �nal 

sample size is 21,564.

Measurements

Long-term Care Facility Admission

We consider �rst long-term care facility admission as pre-

vious research suggests that the timing of �rst long-term 

care facility admission is important in marking the start 

of a person’s reliance on the formal long-term care system 

(Freedman, 1996). Respondents are asked whether, in the 

last 2 years, they have been a patient overnight in a nursing 

home, convalescent home, or other long-term health care 

facility. We construct a measure of age at �rst long-term 

care facility admission, subtracting the year and month of 

long-term care facility admission from the respondent’s 

birth year and month. We also construct a measure of 

length of stay, subtracting the year and month of long-term 

care facility admission from the year and month of long-

term care facility discharge or death, and we separately 

examine risk of any long-term care facility admission and 

risk of long-term care facility use for 3 months or longer.

Intimate Relationship Status

The primary explanatory variable is relationship status, 

which is comprised of the following categories: continu-

ously married, remarried, partnered, divorced/separated, 

widowed, and never married. Relationship status is meas-

ured at each wave. For partnered, respondents are asked, 

“Are you living with a partner as if married?” Thirteen per-

cent of those who report being partnered are not currently 

living with someone else, indicating that some respondents 

do not interpret the question as meaning that they share a 

primary residence with their partner. Supplementary anal-

ysis reveals no signi�cant differences in risk of long-term 

care admission between those who are partnered and living 

alone and those who live with their partner, so we consider 

them as one group. Because only 5% of partnered adults 

in both categories entered a long-term care facility, these 

results are only preliminary and future analysis should 

consider more carefully the differences between these two 

groups. Because a small number of partnered adults were 

in long-term care facilities for 3 months or longer, when 

examining only long-duration stays, we consider marital 
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status (i.e., continuously married, remarried, divorced, wid-

owed, and never married) but not partnership status.

Health and Disability

Health and disability measures include number of chronic 

conditions, number of reported dif�culties with activities 

of daily living (ADL), and number of reported dif�culties 

with instrumental activities of daily living (IADL). The 

number of chronic conditions is the sum of nine conditions, 

namely hypertension, diabetes, cancer, lung disease, heart 

disease, stroke, psychiatric problems, arthritis, and inconti-

nence. The ADL dif�culty score, ranging from 0 to 5, is the 

number of ADLs the respondent reports having some dif-

�culties with (i.e., bathing, eating, dressing, walking across 

a room, and getting in or out of bed). The IADL score, 

ranging from 0 to 5, refers to the number of IADLs the 

respondent reports having some dif�culties with (i.e., using 

a telephone, taking medication, handling money, shopping, 

and preparing meals).

Economic Resources

Economic resources include home ownership, Medicaid 

participation, and total nonhousing net worth. 

Homeownership and Medicaid coverage are coded as 

dichotomous variables. Total nonhousing net worth is the 

sum of household nonhousing asset amounts minus total 

debt, partitioned into four quartiles. We use the net worth 

imputations provided by the RAND HRS data �le (RAND 

HRS Data, 2012).

Social Ties

Social ties include number of people in household, num-

ber of living children, any living siblings, nonspousal help 

and help availability, and contact with neighbors. Number 

of people in household and number of living children are 

count variables. Any living siblings is a dichotomous vari-

able. For the nonspousal help variable, respondents are 

asked “Suppose in the future, you needed help with basic 

personal care activities like eating or dressing. Do you have 

relatives or friends (besides your husband/wife/ partner) 

who would be willing and able to help you over a long 

period of time?” Respondents currently receiving non-

spousal help are not asked this question. We code three 

categories: no future nonspousal help (or don’t know), has 

future nonspousal help, or currently using nonspousal help. 

Contact with neighbors is a continuous variable, measured 

as how many times per month the respondent gets together 

with any neighbors for a social visit or chat.

Controls

Other variables include gender (man or woman), year of 

birth, race/ethnicity (non-Hispanic White, non-Hispanic 

Black, Hispanic, and other, including American Indian, 

Alaskan Native, Asian, and Paci�c Islander), and edu-

cational attainment (less than high school, high school 

degree or high school equivalency credential, some college 

or associate’s degree, and Bachelor’s degree or higher). We 

include year of birth rather than age, because age is the 

analysis time for the hazard models. Year of birth serves as 

a modest control for cohort.

Regarding missing data, 11.7% of respondents are miss-

ing information for one or more variables. We exclude 

respondents missing information on relationship status (n = 

35), as this is our key variable of interest. For the remaining 

missing data, we use Imputation by Chained Equations (ICE) 

procedure for multiple imputation to generate �ve data sets 

(Royston, 2004). Respondents missing data on educational 

attainment, Medicaid participation, and number of chronic 

conditions are more likely to enter nursing homes and those 

missing information on future help availability are less likely. 

Respondents missing data on the other variables do not dif-

fer signi�cantly in their risk of long-term care admission 

compared with those who do not have any missing data.

Analysis

To assess the risk of long-term care facility use, we begin 

with weighted descriptive statistics of individuals at base-

line. We then use statistical difference tests to compare 

continuously married adults to other relationship statuses 

(remarried, partnered, widowed, divorced/separated, and 

never married) and women and men within each relation-

ship status. We �t event history models—speci�cally Cox 

proportional hazard regression models—with time to 

�rst long-term care admission as the dependent variable. 

We repeat these models using time to �rst long-term care 

admission with a 3 month or longer stay as the dependent 

variable. The Cox regression models are appropriate to use 

when time dependence in the baseline hazard is unknown 

(Vuchinich, Teachman, & Crosby, 1991). Because risk of 

long-term care increases with age and relationship status 

is also linked to age (e.g., widowhood prevalence increases 

with age), we use age, rather than year, as our analytic unit 

of time. This allows us to focus on the likelihood of enter-

ing a long-term care facility at each age, which is more 

substantively signi�cant than focusing on speci�c years. 

Respondents who do not enter a long-term care facil-

ity by the end of the study (n = 14,494) or die before the 

end of the study without entering a long-term care facil-

ity (n = 3,795) are right-censored. When considering only 

risk of long-duration stays, we also right-censor those with 

only short-duration stays (n = 1,473). We report hazard 

ratios which are exponentiated coef�cients: A hazard ratio 

greater than one indicates an increasing risk of long-term 

care facility admission for a one-unit increase in the inde-

pendent variable at any event time whereas less than one 

indicates a decreasing risk.

Relationship status and health and disability, economic 

resource, and social tie variables are time dependent, 

observed, and recorded at each age. These variables can 

change across time points, and the event history models take 

these changes into account. Transitions (e.g., from divorced 
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to remarried, from two ADL dif�culties to three ADL dif-

�culties) that occur after entry into long-term care facilities 

are not included in these models but are only adjusted for if 

they occur before long-term care admission or to respond-

ents who do not enter a long-term care facility during the 

study period. For birth year, gender, race/ethnicity, and edu-

cational attainment, we only include baseline values.

We estimate �ve models. Supplementary analysis reveals 

many statistically signi�cant interactions between gender 

and other variables, including relationship status variables, 

so we stratify models by gender. Below we speci�cally detail 

which Relationship status * Gender two-way interactions 

are signi�cant in the supplementary analysis. The coef-

�cients for these statistically signi�cant interaction terms 

range in size from 0.67 to 0.83, and tables including these 

interactions are available from the authors upon request. 

In the baseline model, we include relationship status, birth 

year, gender, race/ethnicity, and educational attainment. We 

add health and disability variables to the baseline model 

in the second model, economic resources to the baseline 

model in the third model, and social ties to the baseline 

model in the fourth model. In the �fth model, we include 

all variables. To test for moderation by race/ethnicity, we 

interact each relationship status variable with each race/

ethnicity category. We test this using the full sample, not 

the sample strati�ed by gender nor the sample limited to 

long-duration stays, in order to maintain statistical power.

Results

Descriptive Statistics

In our sample, 3,275 respondents enter a long-term care 

facility during the study period (15.2%) and 1,802 enter 

a long-term care facility for 3  months or longer (8.4%). 

More women (18.8%) than men (11.9%) use long-term 

care facilities. As shown in Table 1, regarding any long-term 

care facility stay, a higher percentage of widowed women 

and men use long-term care facilities than any other group, 

with never married adults holding the second highest rate. 

Partnered adults have the lowest percentage entering the 

long-term care facility for both men and women. Long-

term care facility stays 3  months or longer have similar 

rankings. Overall, these descriptive statistics suggest no 

statistical difference in long-term care facility use between 

partnered, continuously married, and remarried adults.

Risk of Any Long-Term Care Use During 

Study Period

The baseline models are presented in Model 1 in Table 2 for 

men and in Table 3 for women. For both men and women, 

divorced, widowed, and never married adults have statisti-

cally signi�cant higher hazards of long-term care admission 

compared with continuously married adults, whereas part-

nered and remarried adults report a similar level of risk of 

nursing home admission as continuously married adults. The 

difference between continuously married adults and unmar-

ried adults appears larger for men than for women, although 

supplementary interaction analysis supports that these gen-

der differences are only statistically signi�cant for divorced 

adults. Among both men and women, the never married have 

the highest risk for any long-term care use, and divorced and 

never married men have more than twice the risk of long-

term care admission as continuously married men.

In Model 2, we consider the health and disability varia-

bles. As in the baseline model, divorced, widowed, and never 

married adults are signi�cantly more likely to enter long-term 

care facilities than continuously married adults. Adjusting 

for health and disability variables only modestly adjusts the 

differences in risk of long-term care admission for women or 

men. Supplementary interaction analysis indicates that the 

gap between continuously married adults and divorced and 

widowed adults is larger for men than for women.

Once economic resources are included in the models 

(Model 3), divorced and never married women have similar 

risks of long-term care admission as continuously married 

women, indicating that lower economic resources among 

divorced and never married women compared with con-

tinuously married women account for their greater long-

term care risk. Widowed women have a 26% greater risk 

of long-term care use than continuously married women, 

even taking widowed women’s fewer economic resources 

into account. For men, including economic resources in the 

model contributes to widowed and divorced men exhibit-

ing similar risks of long-term care admission, which is not 

the case in earlier models. Widowed, divorced, and never 

married men are still more likely to enter long-term care 

facilities than continuously married men, with never mar-

ried men possessing the highest risk. Supplementary inter-

action analysis con�rms that relationship status differences 

are statistically more pronounced for men than for women 

for all three unmarried groups.

Concerning social tie variables (Model 4), for women, 

but not for men, number of living children, having non-

spousal help available, and monthly contact with neighbors 

decrease the risk of long-term care facility use. For both 

women and men, social ties partially explain the relation-

ship between relationship status and risk of long-term care 

admission. Supplementary interaction analysis indicates 

that the gap between continuously married adults and 

divorced and widowed adults is signi�cantly larger for men 

than for women. Finally, in the full model (Model 5), for 

men, relationship status differences are reduced after adjust-

ing for health and disability, economic resources, and social 

ties, but never married, widowed, and divorced men still 

have a statistically higher risk of long-term care admission 

than continuously married men at 8%, 29%, and 47%, 

respectively. For women, controlling for health and disabil-

ity, economic resources, and social ties reduces the differ-

ences between continuously married adults and divorced, 

widowed, and never married women adults to nonsigni�-

cance. Supplementary interaction analysis indicates that the 
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gap between continuously married adults and divorced and 

widowed adults is larger for men than for women.

Risk of Long Duration of Stay in Long-Term Care 

Facility

Table 4 shows risk of long-term care use for 3 months or 

longer (i.e., long-duration stays). Supplementary interac-

tion analysis demonstrates that men’s relationship status is 

statistically more strongly related to risk of long-duration 

stays than women’s relationship status for all relationship 

statuses with the exception of widowhood in Model 1. For 

both men and women across most models, the never mar-

ried have the highest risk of long-duration stays. Across all 

models, divorced men have a higher risk of long-duration 

stays than widowed men. Divorced and widowed women 

have similar risks of long-duration stays in most models, 

and economic resources appear to be more important 

in explaining divorced women’s risk of long-duration 

stays than widowed women’s. In the full model (Model 

Table 2. Hazard Ratios for Entry Into Nursing Home, Health and Retirement Study 1998–2012 (Men only: N = 9,558)

Model 1 Model 2 Model 3 Model 4 Model 5

HR HR HR HR HR

Union status

 Continuously married (ref)

 Remarried 1.06 1.00 1.02 1.06 1.03

 Partnered 1.00 1.17 0.88 1.13 1.17

 Divorced/separated 2.26*** 2.15*** 1.47** 2.01*** 1.47**

 Widowed 1.83*** 1.65*** 1.46*** 1.61*** 1.29**

 Never married 2.54*** 2.50*** 1.74** 2.26*** 1.68**

Sociodemographics

 Birth year 1.09*** 1.07*** 1.09*** 1.07*** 1.07***

 Race/ethnicity

  Non-Hispanic White (ref)

  Non-Hispanic Black 1.00 0.85 0.73** 0.98 0.88

  Hispanic 0.74* 0.61*** 0.43*** 0.74* 0.63**

  Other 0.80 0.55* 0.50** 0.79 0.53*

 Educational attainment

  Less than high school (ref)

  High school 0.91 1.15 1.10 1.12 1.22*

  Some college or associate’s degree 0.94 1.34** 1.17 1.28* 1.47***

  Bachelor’s degree or more 0.77** 1.21* 1.00 1.08 1.29*

Health and disability

 Number of chronic conditions 1.17*** 1.14***

 ADL dif�culties 1.43*** 1.32***

 IADL dif�culties 1.30*** 1.15***

Economic resources

 Medicaid 2.22*** 1.44***

 Nonhousing net worth quartiles

  First (ref)

  Second 0.74** 1.07

  Third 0.66*** 1.03

  Fourth 0.67*** 1.13

 Own house 0.58*** 0.69***

Social ties

 Number in household 0.85*** 0.82***

 Number of living children 0.98 0.97

 No future help available or don’t know (ref)

  Future help available 0.88 0.95

  Already using help 7.44*** 2.92***

 Any living siblings 0.92 0.94

 Monthly contact with neighbors 1.00 1.01*

Log likelihood −7,690.73 −7,063.07 −7,532.51 −7,077.78 −6,859.88

Notes: ADL = activities of daily living; HR = hazard ratio; IADL = instrumental activities of daily living.

*p < .05. **p < .01. ***p < .001.

717Journals of Gerontology: SOCIAL SCIENCES, 2016, Vol. 71, No. 4

D
o
w

n
lo

a
d
e
d
 fro

m
 h

ttp
s
://a

c
a
d
e
m

ic
.o

u
p
.c

o
m

/p
s
y
c
h
s
o
c
g
e
ro

n
to

lo
g
y
/a

rtic
le

/7
1
/4

/7
1
1
/2

6
0
4
9
8
6
 b

y
 g

u
e
s
t o

n
 2

0
 A

u
g
u
s
t 2

0
2
2



5), relationship status differences for women are fully 

explained, but divorced and never married men still have 

a greater risk of long-duration stay risk than continuously 

married adults at 52% and 96% higher risks, respectively.

Moderation by Race/Ethnicity

Moderation analysis for race/ethnicity differences indicate 

that relationship status is less important for non-Hispanic 

Black adults than for non-Hispanic White adults, but there 

are no signi�cant differences between non-Hispanic White 

adults and Hispanic adults. Speci�cally, being never mar-

ried or divorced does not increase the risk of long-term 

care use for non-Hispanic Black adults when compared 

with being continuously married, whereas these relation-

ship statuses do increase the risk of long-term care use for 

non-Hispanic White adults. Additionally, the difference in 

risk of long-term care admission for widowed respondents 

compared with continuously married respondents is sig-

ni�cantly smaller for non-Hispanic Black adults than for 

Table 3. Hazard Ratios for Entry Into Nursing Home, Health and Retirement Study 1998–2012 (Women only; N = 12,006)

Model 1 Model 2 Model 3 Model 4 Model 5

HR HR HR HR HR

Union status

 Continuously married (ref)

 Remarried 0.96 0.97 0.95 1.05 1.01

 Partnered 0.99 1.05 0.86 0.97 0.95

 Divorced/separated 1.77*** 1.62*** 1.13 1.48*** 1.09

 Widowed 1.59*** 1.45*** 1.26*** 1.36*** 1.09

 Never married 1.88*** 1.83*** 1.26 1.58*** 1.19

Sociodemographics

 Birth year 1.09*** 1.08*** 1.09*** 1.09*** 1.08***

 Race/ethnicity

  Non-Hispanic White (ref)

  Non-Hispanic Black 0.77*** 0.62*** 0.59*** 0.70*** 0.64***

  Hispanic 0.56*** 0.44*** 0.35*** 0.54*** 0.45***

  Other 0.78 0.72 0.56** 0.69* 0.70*

 Educational attainment

  Less than high school (ref)

  High school 0.84*** 1.11* 1.06 1.03 1.19**

  Some college or associate’s degree 0.79** 1.09 1.10 1.03 1.23**

  Bachelor’s degree or more 0.85* 1.20* 1.24** 1.10 1.36***

Health and disability

 Number of chronic conditions 1.15*** 1.11***

 ADL dif�culties 1.31*** 1.23***

 IADL dif�culties 1.36*** 1.19***

Economic resources

 Medicaid 2.17*** 1.31***

 Nonhousing net worth quartiles

  First (ref)

  Second 0.76*** 0.94

  Third 0.79*** 1.01

  Fourth 0.73*** 0.95

 Own house 0.58*** 0.73***

Social ties

 Number in household 0.81*** 0.78***

 Number of living children 0.97** 0.96**

 No future help available or don’t know (ref)

  Future help available 0.81** 0.88

  Already using help 6.97*** 2.79***

 Any living siblings 0.92 0.95

 Monthly contact with neighbors 1.01* 1.01**

Log likelihood −15,762.63 −14,700.47 −15,428.96 −14,658.17 −14,310.89

Notes: ADL = activities of daily living; HR = hazard ratio; IADL = instrumental activities of daily living.

*p < .05. **p < .01. ***p < .001.
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non-Hispanic White adults. The hazard ratios for divorced, 

widowed, and never married adults, relative to continu-

ously married adults, are shown in Figure 1 for non-His-

panic Black adults and non-Hispanic White adults.

Discussion

As demonstrated in prior studies of intimate relationship 

status and health (Brown et  al., 2006; Hughes & Waite, 

2009; Kalmijn, 2007; Wilmoth & Koso, 2002), married 

adults and unmarried adults are heterogeneous groups. In 

the present study, we acknowledge this diversity to better 

predict and understand long-term care facility use, con-

sidering not only how relationship statuses differentially 

structure long-term care admission but also the risk factors 

that undergird these differences and how the importance of 

these risk factors differs by gender, race/ethnicity, and length 

of stay. This project is especially critical in light of the fact 

that most older adults prefer to “age in place” and avoid 

placement in long-term care facilities, an aim supported by 

governmental agencies concerned with the increasing cost 

of long-term care facilities (Feldman et al., 2004).

As in past research (Freedman, 1996; Himes et al., 2000), 

we con�rm that continuously married adults are less likely 

than unmarried adults to enter long-term care facilities, dem-

onstrating the salience of marriage in protecting against long-

term care facility use. We extend prior research by offering 

three important caveats to this �nding. First, we demonstrate 

that those in non-marital partnerships and remarriages have 

similar likelihoods as continuously married adults of entering 

long-term care facilities, suggesting that it is not continuous 

marriage per se but rather the presence of an intimate part-

ner that is protective and supportive in later life. While stud-

ies of younger adults and non-marital partnerships �nd that 

partnered adults are generally disadvantaged compared with 

married adults (Brown, 2000; Horwitz & White, 1998), our 

study supports recent studies that �nd that partnership and 

marriage provide similar bene�ts and resources at older ages 

(Brown & Kawamura, 2010; Musick & Bumpass, 2012). 

Regarding remarriage, Cherlin (1978) proposed several dec-

ades ago that remarriage is an incomplete institution, offer-

ing fewer bene�ts such as lower social support and fewer 

economic resources than continuous marriage. Our �ndings 

show that this may no longer be the case, at least with respect 

to remarried adults’ long-term care facility use. One possi-

ble reason for these shifts is that as non-marital unions and 

remarriages become more common, there is comparatively 

less selection into these statuses than previously.

Second, by disaggregating unmarried adults into part-

nered, widowed, divorced, and never married adults, we 

are able to see that of these groups, the never married are 

at the greatest risk of being admitted into a long-term care 

facility, suggesting that never married adults face the most 

obstacles to aging in place. Contemporary studies of health 

and relationship status �nd that the never married do not 

experience a morbidity disadvantage compared with those Ta
b
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who are currently married whereas there is a morbidity 

disadvantage for divorced and widowed adults (Liu & 

Umberson, 2008; Zhang & Hayward, 2006). Our results 

suggest that this advantage does not extend to long-term 

care facility use, either because the never married never 

received the health, economic, and social bene�ts of mar-

riage—including the social protection of having children—

or due to unobserved selection factors. Further, among 

men, widowed adults exhibit a lower risk of long-term care 

admission compared with divorced adults, indicating that 

divorce may be more disruptive than widowhood, perhaps 

particularly in regard to economic resources which, as 

we �nd in this analysis, are the most important factors in 

explaining long-term care use differences.

Third, the degree to which relationship status is related 

to long-term care use is importantly moderated by gender 

and race/ethnicity. Con�rming previous studies (Freedman, 

1996; Noël-Miller, 2010), being unmarried places men at 

greater risk for long-term care use than women. By looking 

speci�cally at subgroups of married and unmarried adults, 

we demonstrate that these gender differences also exist at 

this more nuanced level. The gender differences are even 

more exaggerated when considering only long-duration 

stays, suggesting that men rely heavily on their spouse or 

partner to be able to remain in their own homes and com-

munities long term. Building further on these studies, we 

demonstrate that divorced, widowed, and never married 

men’s greater risk of long-term care facility use is not fully 

explained by the health, economic, or social variables, thus 

indicating the need for future research to identify these 

pathways speci�c to unmarried men. We �nd that being 

married does not advantage non-Hispanic Black respond-

ents relative to being unmarried in terms of nursing home 

use. This supports claims that marriage is less protective for 

Black adults than for White adults (Akamigbo & Wolinsky, 

2007; Thomeer et  al., 2015). This also suggests that kin 

(i.e., friends and family) and perhaps even non-marital 

partners serve as functional substitutes for marriage among 

unmarried non-Hispanic Black adults, whereas other racial 

and ethnic groups receive more informal support from a 

spouse than from other kin (Angel & Settersten, 2015; 

Silverstein & Wang, 2015).

In addition to developing long-term care risk portraits 

for each group, we also test three pathways linking rela-

tionship status to long-term care admission. Our models 

indicate that economic resources are most responsible for 

explaining the disparity in long-term care use between 

continuously married adults and unmarried adults, par-

ticularly for women. Economically advantaged older 

adults often choose to age in place, rather than in long-

term care facilities (Friedman et al., 2005), and our study 

indicates that this option is perhaps more available to 

married adults than to other groups, with never married 

adults most disadvantaged. Married and partnered adults 

are better able to age in place also because they have their 

spouse or partner to rely on for support, indicating that 

�nancial resources are a necessary but not suf�cient con-

dition. Interventions which seek to improve widowed, 

never married, and divorced adults’ �nancial well-being 

and to reduce the cost of remaining in the community 

will likely also reduce the risk of long-term care use and 

promote aging in place for unmarried and unpartnered 

adults. For example, the Cash and Counseling program 

provides older adults with a monetary allowance, which 

reduces incidences of unmet need, and the Community 

First Choice option in the Affordable Care Act encour-

ages states to provide home- and community-based ser-

vices and supports to eligible adults (Carlson et al., 2007). 

Relationship status disparities in long-term care use and 

institutional bias in Medicaid long-term care policies 

can be reduced through programs which seek to expand 

Medicaid community-based waiver programs for older 

Figure 1. Hazard ratio and confidence intervals for divorced/separated, widowed, and never married stratified by race (Non-Hispanic Black and Non-

Hispanic White); Health and Retirement Study, 1998–2012 (n = 8,353; Reference is continuously married).
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unmarried adults who are eligible for a long-term care 

facility but prefer to remain in the community. An impor-

tant next step for research is to evaluate the impact of 

Medicaid’s rules allowing special income and asset protec-

tions to married couples but requiring non-married cou-

ples and unmarried adults to be impoverished before they 

are eligible for long-term care assistance (U.S. Department 

of Health and Human Services, 2005).

Limitations

This study’s unique contributions to understanding rela-

tionship status and long-term care use should be considered 

within the context of study limitations. Our study indicates 

that relationship status is associated with risk of long-

term care admission over time and that this difference in 

long-term care use is statistically explained by differences 

in economic resources and social ties; however, this is not 

necessarily a story of causation. The observed relationship 

between relationship status and long-term care risk may be 

due to selection or other unobserved factors.

Additionally, older adults have multiple care options, 

including informal care from friends and family members, 

paid home or community care, and formal institutional 

care, and each option exists within a continuum of care, dif-

fering by type of support, intensity of support, and duration. 

Within formal care institutions, which we examine in this 

study, nursing homes are functionally very different from 

other long-term care facilities, such as assisted living facili-

ties, and each type has distinct payment structures, client 

eligibility rules, and �nancing models, which likely in�uence 

access to and use of various long-term care options. Due 

to data limitations within the HRS, we do not examine the 

whole spectrum of long-term care options or differentiate 

between institutions. Researchers identify signi�cant dispar-

ities in access to different types of long-term care options, 

such that the least healthy and most socioeconomic disad-

vantaged have the fewest options and are most likely to use 

nursing homes (Zimmerman et al., 2003). We expect that 

our �ndings regarding relationship status differences would 

be more pronounced if only considering nursing homes as 

unmarried adults likely have fewer long-term care options 

than married adults. Future studies should consider how 

relationship status shapes both the availability and use of 

different types of long-term care, including nursing homes, 

assisted living facilities, and in-home care. This research 

agenda is particularly important as assisted living facilities 

and in-home care become more popular, rates of nursing 

home use decline, and new options for long-term care are 

introduced to meet the demands of a growing older adult 

population (Spillman, Liu, & McGilliard, 2008).

Conclusion

As family structures continue to change, with more adults 

entering and exiting marriages and other relationships 

multiple times over the life course (Cherlin, 2010), it is 

increasingly important to use multiple categories of rela-

tionship status and to place these indicators carefully within 

their health, economic, and social contexts. We demon-

strate that non-marital relationships and remarriage may 

offer protection to older adults similar to those provided 

by marriage. Speci�cally, within the context of long-term 

care, remarried and partnered adults seem to be as able as 

continuously married adults to avoid long-term care facili-

ties and age in the community. Researchers should continue 

to examine the importance of remarriage and non-marital 

partnerships on later-life outcomes, a topic largely under-

studied despite its demographic prevalence. Our study also 

draws attention to the vulnerability of divorced, widowed, 

and never married older adults whose economic disadvan-

tages and, to a lesser extent, social isolation may decrease 

their ability to age in place.

The host of issues confronted here are critical as state 

and federal governments face the so-called “silver tsunami” 

being generated by aging Baby Boomers and will continue 

to be important with the aging of even newer cohorts. The 

Baby Boomer cohort has less access to traditional infor-

mal caregivers (e.g., children and spouses) than previous 

cohorts, and this retreat from marriage and declining fertil-

ity is even more pronounced among younger cohorts (Ryan, 

Smith, Antonucci, & Jackson, 2012). But as of yet, little is 

known how these demographic and societal changes, along 

with increased desires to age in place and avoid institu-

tional care, will matter for long-term care use among newer 

cohorts. Clearly, understanding the many ways in which 

intimate relationships in�uence options in long-term care 

merits increased attention in research and policy to meet 

the growing needs of an aging population.
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