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Abstract
In the United States and globally, increasing numbers of older parents are living with their adult
children. The decision for older parents and their adult children to live together requires careful
thought and planning. Both the older adult’s and adult child’s physicians should be consulted in
this process. Over a third of caregivers state that when they need information about this transition,
they turn to their doctor or other health care provider. In this edition of the “Care of the Aging
Patient” series, we review the prevalence and epidemiology of adult children caring for a parent in
their home, and describe a framework for clinicians to guide their patients through this transition.
We describe the physician’s ongoing role in caring for and advising both the older parent and the
adult children during common stages of multigenerational living: before the move, during co-
residency and subsequent care transitions.

The Family’s Story
Mr. and Mrs. M lived in the southeast until 2006 when, at the ages of 89 and 86 years, they
moved across the country to live with their daughter, her husband, and their teenage
children. Until the move, they lived without assistance in their own home. Mr. M, worked as
a mechanical engineer, retiring at age 62. For 15 years, Mr. and Mrs. M spent summers with
their daughter and her family, caring for the children while their parents worked; by 2002,
however, flying for these visits became “too much.”

Mrs. M had been well except for acute poliomyelitis in 1954, which left her with a weak left
leg and left foot drop, and rectal cancer in 1996 treated with surgery and radiation. Mr. M
had diabetes mellitus, diagnosed in the 1990s and treated with metformin1000 mg BID and
glimepiride 4 mg BID; he had no end-organ complications. In 1995, Mr. M’s daughter noted
that Mr. M demonstrated no interest in using a map, a previously engaging activity. In 2004,
Mr. M became lost while driving alone to a store and his wife assumed all driving. At this
point, Mr. M and his wife shopped and handled money together and he dressed, bathed, and
performed other activities of daily living (ADLs) without assistance. In 2005, Mr. M was
evaluated in a memory disorders clinic and diagnosed with mild cognitive impairment. His
mini-mental state examination score was 26/30, geriatric depression score 2/15, and
neuropsychological testing showed impairment in executive function, learning, and memory.
An MRI of the head showed moderate atrophy; laboratory tests were unremarkable. The
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clinician recommended a driving evaluation, caregiver support group, and a review of legal
and health care planning documents. In 2005, Mrs. M asked her daughter to help them find a
condominium or senior housing. On the visit during which the selection of a facility was to
have been made, Mrs. M and her daughter discussed her parents living with her. Mrs. M
responded in tears that this was exactly what she most wanted. Mr. and Mrs. M moved to
their daughter’s home in 2006.

For the first year and a half, Mr. and Mrs. M lived on the second floor of their daughter’s
house, sharing meals with the family, and driving daily to attend church and shop. In 2007,
Mr. M wandered from the house a few times. Mrs. M had increasing difficulty climbing
stairs. Her daughter hired domestic help to be available 2–4 hours daily. In 2008, a
renovation of the ground floor created an efficiency apartment for Mr. and Mrs. M. They
continued to attend church and shop daily, prepared simple meals, and ate in their apartment.

Over the next 2 years, Mr. M’s behavior became more troublesome to his wife, and Mrs. M
had increasing difficulty walking. Mr. M rarely made sense when talking, sometimes
confused his wife for his mother, “refused” to do chores his wife thought he should be
capable of, slept more than she thought he should during the day, and sometimes refused to
get out of bed. To get him to cooperate, she would repeat requests, yell, and sometimes tell
him he would have to go to a “home.” He would glare at her, and once aggressively grabbed
her, injuring her wrist.

By 2009, Mr. M’s walking slowed and he stopped walking outside the house. He could not
shave or bathe without help. Beginning in 2010, Mr. M began to wear absorbent underwear,
and he needed assistance cutting up food. His daughter hired a care provider to take Mr. M
out for a walk and bathe and shave him twice a week. Although Mrs. M objected to the cost
(roughly $100/week), she began to look forward to the help. She continued to do her
laundry; her daughter shopped for food and created “left-overs” for most meals. They saw
their physician twice a year.

By Thanksgiving of 2010, Mr. M required assistance with all ADLs, including spoon-
feeding, and assistance getting out of a bed or chair and walking; Mrs. M could not provide
this assistance around the clock and a paid attendant provided care for Mr. M 4 hours daily,
5 days/week. Mrs. M received assistance with household chores, cooking meals, and
finances, but could no longer drive to church. The family began to explore congregate living
facilities that could accommodate both spouses, with meals and care for Mr. M. Mrs. M
chose the only one that offered daily religious services. Accommodation and care for both
would cost about $8000/month and for Mrs. M alone, about $2500/month. This and other
expenses would likely consume their life savings in 3–4 years. By Christmas the move had
taken place.

Mrs. M, her daughter, son-in-law, and Dr V, the physician who cares for both Mr. and Mrs.
M, were interviewed by a Care of the Aging Patient editor in July 2009.

The family’s needs in perspective
Mrs. M: [recollecting the decision to move] When my daughter said, “Mom, would
you and dad consider coming?” I thought that was the most beautiful invitation and
the answer to my prayer…My husband was agreeable and we came.

A transition from an older adult’s home to that of their adult child’s requires careful
planning and benefits greatly from the thoughtful involvement of both the older adult’s and
adult child’s physicians. Over a third of caregivers state that when they need information
about this transition, they turn to their doctor or other health care provider.1 We review the
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prevalence and epidemiology of adult children caring for a parent in their home, and
describe a framework for clinicians to guide their patients in the decision to co-reside
through a living arrangement checklist. We describe the physician’s ongoing role in caring
for and advising both the older parent and the adult-caregiving children in each of the 3
common stages of multigenerational living: before the move, during co-residency and
subsequent care transitions.

Methods
We conducted separate literature reviews on the following topics: (1) adult child caregivers,
(2) geriatric caregiver interventions, (3) caregivers and systematic reviews, (4) caregivers
and respite care, (5) caregivers and elder abuse, (6) home safety/dementia (7) home safety/
frailty, and (8) nursing home placement. We utilized Web sites and references noted in these
articles (such as the Rosalynn Carter Institute on Caregiving database of RCTs on caregiving
(available at http://www.rosalynncarter.org/caregiver_intervention_database) to identify
additional references and resources. We excluded studies pertaining related to care provided
to adult children with serious or mental illness. Our recommendations were informed by our
literature review and our clinical experience caring for older adults and adult caregivers of
aging parents.

Epidemiology and Prevalence
Both in the United States and globally, multigenerational living has increased. A 2008 Pew
report noted that 16.1% of all US households included 2 adult generations, a 34% increase
from 1980.2 The proportion of those aged 65 years and older living in a multigenerational
family household has also increased, from 16.8% in 1990 to 19.6% in 2008. A recent article
in the Wall Street Journal speculated that these trends were associated with “the high
unemployment rate, the rising cost of nursing-home care, an aging population and a 2006
change in Medicaid law that makes it harder for people who wish to qualify to give away
assets.”3 In 2009 the National Alliance of Caregiving surveyed 1297 adults in the US, 18
years of age and older, who were caring for someone 50 years of age and older. Using
random digit dialing and other sampling techniques, the authors reported that 50% of
caregivers were adult children caring for their parents; 13% of these adult children were
actually living with their older parent(s).1 Intergenerational living arrangements are also
common in many other countries, particularly in Asian, African, and Latin American
counties (ranging from 4–43% in European countries, to almost 90% in Bangladesh).4

Before the Move: making the decision
Mrs. M: When my husband started to have episodes of not remembering things
that he should remember or going off by himself and then not knowing his way
back, then I thought it was time…

The Living Arrangement Checklist, a framework for decision-making
Many circumstances and events can precipitate the need for a transition; thoughtful planning
and anticipation of these needs ideally includes input from both the older adult’s and adult
child’s physician. Table 1 offers a checklist of elements to consider prior to changing living
arrangements of any kind. For Mr. and Mrs. M, this checklist could have guided them in
their decision to move in with their daughter and in considering other living arrangements
when their needs changed. A number of online resources, (see Resources) offer additional
tools for considering which particular living arrangement would be optimal. Table 2
highlights some of the specific issues that should be considered if moving in with a family
member. Evidence suggests that proactive planning can enhance the confidence of

Ritchie et al. Page 3

JAMA. Author manuscript; available in PMC 2013 November 04.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

http://www.rosalynncarter.org/caregiver_intervention_database


caregivers, reduce caregiver burden and impact on work-related responsibilities, while also
improving quality of life and the care aging parents receive.5 Ideally, physicians should call
on other disciplines to provide complementary expertise with community-specific practical
advice. Because patients typically have better access to physicians than to social workers or
geriatric case managers, physicians benefit from being familiar with resources in their area
to refer patients in need of these services.

Attending to the parent
Before the transition into the adult child’s home, the provider must be attentive to the
warning signs that the current living arrangement is no longer appropriate. Common
warning signs include: inability to engage easily in IADLS (managing finances, maintaining
food and other household supplies); if caring for a physically or cognitively impaired
spouse, evidence of caregiver fatigue; and increasing difficulty with mobility. Changes in
living arrangements are often precipitated by changes in function6 and changes in
cognition.7 A functional and cognitive assessment will highlight when priority should be
given to discussing potential transitions in living arrangements over discussing more
traditional medical issues. In a controlled clinical trial of 153 older adults with Alzheimer
disease and their caregivers, older adults assigned to a geriatric nurse practitioner who
regularly monitored patient cognitive status and provided written and verbal caregiver
education on communication and coping skills and legal and financial advice experienced
fewer behavioral and psychological symptoms, and caregivers (36% of whom were adult
children) experienced less distress.8

Physicians should encourage older patients and/or their adult child caregiver to maintain a
personal health record to ease the impact of care transitions.9 Both paper-based and
computer/internet-based personal health records are available (see, e.g.,
www.caretransitions.org/documents/phr.pdf).

The Health Insurance Portability and Accountability Act (HIPAA) can be a barrier to
communication with adult children during care transitions. The Department of Health and
Human Services website (http://www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/
consumer_ffg.pdf) educates patients and caregivers about these regulations. Under HIPAA,
a doctor may discuss medications, post-procedure treatment plans, and charges with an adult
child who has accompanied that patient for treatment. An older adult patient can give oral or
written permission to permit health care providers to discuss the patient’s condition or care
with anyone she chooses. However, providers may not give information regarding condition
or prognosis if the older parent objects to this information being transmitted. There are no
clear guidelines regarding information privacy in the setting of diminished capacity in
dementia. Older parents and their adult children should be encouraged to contact all of their
providers’ offices, fill out HIPAA-specific forms, and each keep a copy. According to the
HIPAA Privacy rule, “an individual that has been given a health care power of attorney will
have the right to access the medical records.”10

Financial considerations in living arrangements
Mr. and Mrs. M’s Son-in-law: So many of the living decisions are made around
money, which is an under the table issue…one of the things driving my wife’s
parents is the notion that they spent their whole life saving this money so they
could pass it on to their grandkids. To spend it all living in a nursing home is the
last thing they ever wanted to do.

Finances often play a key role in decisions regarding living arrangements. They may also
play a significant role in placement choices. Few families have the financial resources to pay
for care for ADLs for more than 3–4 years, since such care costs $75,000–100,000/yr11 and
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the average net worth of an American family at retirement age is ~$543,000.12 Parents’
assets, their credit history, pension benefits and whether or not they have long term care
insurance will impact what is available to them. When a parent’s assets are depleted in a
nursing home setting, the older parent may apply for Medicaid. However, the nursing home
must accept Medicaid payment; otherwise the older parent will have to move to a different
facility.11

Preparing the home
Physicians should alert families that the home may require preparation prior to the move; as
older adults decline, new modifications will be needed. Although in many instances
functional decline is not predictable;13 in frailty and dementia, it is common to see a
stepwise decline in IADLs and ADLs over time.14 When older parents are independent,
minimal adaptive technology may be needed. Important considerations for a frail but
otherwise ambulatory older adult include assuring adequate lighting, installing grab bars in
baths and showers, and maintaining sturdiness of handrails, especially on stairs. Carpet holes
and throw rugs present fall hazards, as do cluttered hallways and living spaces.15 Increased
mobility limitations, as occurred for Mrs. M, may dictate additional modifications: first floor
living, wider passage doors, smooth flooring for wheelchair use, and increased hall width.16

For older parents with dementia, like Mr. M., other modifications are routinely required that
address management of wandering, management of incontinence, safety and independence,
and reduction of confusion in the home. A number of useful resources exist to guide home
modifications for dementia patients (See Resources), including a fact sheet developed at the
Alzheimer’s Disease, Education and Referral Center.17 Environmental modifications have a
greater impact on functional outcomes than on falls. In a recent narrative review of 29
studies evaluating the impact of environmental modifications on care recipient outcomes, 7
of 13 studies suggested a link between the intervention (often tailored to the care recipient)
and improvements in functional ability–related outcomes; fewer studies (only 5 of 18)
suggested reduction of falls with environmental modifications.18

Managing resistance
Some older parents may resist moving in with their children, and when they move in, they
may resist support from paid help, as did Mrs. M. Resistance may stem from a desire to stay
in their current familiar setting or from a fear of being a burden. Utilizing the tools of
motivational interviewing may facilitate more of a willingness to change (Table 5).19 The
physician and his/her team can assist the adult child and the older parent with the transition
by inquiring what ground rules have been set up between the adult children and parents
related to family and personal boundaries and privacy. Establishing ground rules prior and
during the initial transition can minimize conflict and misunderstanding later. Ground rules
may also be necessary regarding how the adult parent interacts with grandchildren in the
home.

Physicians should advise patients that adult parents who move in with their adult children
are at risk for social isolation, especially if they are far from their community of origin.
Identifying avenues for community engagement through social groups, faith communities,
or the Internet should be incorporated into the transition plan.

Finding physicians and providers in a new location may prove difficult. The American
Geriatrics Society (www.americangeriatrics.org) and the National Association of
Professional Geriatric Care Managers (www.caremanager.org) both have provider locators
on their Web sites.
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During co-residency: attending to the caregiver
Mr. and Mrs. M’s Daughter: I imagined that I could do this easily. …I was
looking forward to the good feeling of creating this sort of different model … I
could see almost no bad side. I didn’t prepare myself emotionally at all, except that
I prayed a bit…. Over the past 6 months, my mom has become so lonely that she
almost can’t let me go. One of the hardest things for me is pulling away.

Mr. and Mrs. M’s Son-in-law: I think the hardest parts have been as my wife’s
dad has gone from mild cognitive impairment to really moderate stage dementia,
currently. It’s hard to see your mom fighting against losing her husband on a daily
basis. It’s a lot easier for that to happen 3,000 miles away because you just don’t
see it. I don’t think that [we] were prepared for how hard that was.

Caring for older parents, while often rewarding,20 is also demanding and stressful. Over half
of caregivers who work full time make workplace accommodations (going in late, leaving
early, taking time off during the day).1 In-home caregiving of adult parents can also lead to
tension resulting from divided obligations to the adult child’s own family and to their older
parent, anger towards siblings for not sharing equally in parent-care activities, and
ambivalence regarding the changing roles between the adult child and the older parent.21

Caregiving can also have negative impact on emotional and physical health22 and result in
social isolation. In a community-based study of 4,041 older adults and baby boomers living
in Connecticut, 19% reported providing unpaid care and assistance to a relative or friend. Of
these caregivers, over three-quarters (79%) cared for an older relative. Caregivers who co-
resided with their family members were 2.5 times more likely to feel socially isolated.23

As in Mr. and Mrs. M’s daughter’s case, caregivers (CG) are often surprised by the toll
caregiving may take. In a study of 92 adult children (primarily adult daughters) participating
in caregiver support groups, CG described their own anxiety or exhaustion related to
caregiving tasks, insufficient mastery of caregiving, and ambivalence regarding continuing
indefinitely in the role of the caregiver. Identified learning needs included approaches to
coping, interacting effectively with their care recipient (CR), accessing resources and ways
to minimize harm or danger.24

A number of studies in recent years have demonstrated positive effects of CG interventions
on both CG stress and institutionalization. Most of these interventions were
multidimensional and utilized a combination of family/individual counseling, support group
participation, tailored problem solving, and “check-in” telephone calls. In a randomized 5-
site clinical trial of four hundred ninety-five dementia CG and CR dyads receiving tailored
counseling sessions over a 6 month period, CGs reported better self-rated health, sleep
quality, physical health, and emotional health, which was related to less burden and bother
with their caregiving role than for CGs not receiving the intervention.25 In a randomized
controlled trial of 406 spouse CG of community-dwelling dementia patients receiving
tailored counseling and telephone calls, patients whose spouses received the intervention
experienced a 28.3% reduction in the rate of nursing home placement compared with usual
care controls (hazard ratio = 0.717 after covariate adjustment, p = 0.025). In a prospective 2-
group randomized trial of 209 patients with dementia-family caregivers dyads at 4 months,
67.5% of intervention caregivers reported improvement in targeted problem behavior,
compared with 45.8% of caregivers in a no-treatment control group (P=.002), and fewer
intervention caregivers had depressive symptoms (53.0%) than control group caregivers
(67.8%, P=.02). Similar caregiver outcomes occurred at 24 weeks but were less apparent at
9 months.26,27 These interventions are clearly resource intense but highlight the significant
benefit counseling and problem solving can accrue. A randomized study of a computer-
based psychoeducation program for 52 family caregivers of older adults with Alzheimer’s
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disease demonstrated significantly higher scores on measures of mastery and distress
compared to controls, suggesting that computer and web-based interactive education may
also be a reasonable approach for supporting caregivers.28 It is important for physicians
caring for both the older parent and the caregiving child to be aware of potentially intense
dynamics, to assess for possible tensions, and consider appropriate referrals for support and
counseling. 29,30 Providers may also benefit from having caregiver resources on hand in
their office for adult children providing care (see Resources).

In addition to counseling and caregiver support, caregiver burden can be reduced with the
use of care extenders in the home, as Mr. and Mrs. M’s daughter learned.31,32 For the most
part, these care extenders are not covered by traditional healthcare insurance (e.g.,
Medicare); with skilled home care service and hospice, home health aides may be able to
assist with some IADLS and ADLs as long as the adult parent meets criteria for skilled
homecare services. Many states offer homecare and personal care services through their
Medicaid waiver program. Eligibility varies by state but generally requires that the CR be
sufficiently functionally impaired to meet requirements for nursing home care. Care
recipients who have long term care insurance often have options for payment of some long
term services in the home. Policies vary greatly, and professional advice (geriatric care
manager or legal) is often helpful to assess and navigate benefits. The 2010 Patient
Protection and Affordable Care Act (Pub. L. 111–148, 124 Stat. 119) offers voluntary long
term care insurance coverage, which will make this type of insurance more available to
middle class recipients than it has been in the past. Even with long term care insurance
increasingly accessible to older adults, finding high quality personal care services or
identifying effective care consultants/manager is often a difficult task. For some caregivers,
a time of respite from caregiving may be very valuable. Respite care can come in many
forms, from institutional care to adult day care. In a review of studies evaluating the impact
of respite, most demonstrated emotional benefit to the caregiver. However, the studies did
not consistently demonstrate that respite care delayed entry to residential care or conversely,
adversely affected frail older adults receiving the care.33 Unfortunately, in many parts of the
United States, especially in rural areas, respite services may not be readily available.34

Assessing the potential for abuse: a role for physicians of elders and adult caregivers
Mrs. M: Now, I’m not saying I don’t lose my temper, occasionally. I’ve talked to
one of the priests about that and told him that I’m losing my temper too much [with
my husband.] …. That isn’t good and I have to work on that….

Mrs. M’s confession of her tension is illustrative of the frustration that a spouse or a
caregiver may experience, particularly if the family member has dementia. These tensions
can lead to abuse by either the caregiver or care recipient. In Mr. and Mrs. M’s case, Mr. M
actually demonstrated physically aggressive behaviors towards Mrs. M (which in a study of
541 community-residing dementia patients occurred 15% of the time in the 2 weeks prior).35

While negative feelings may be part of normal day-to-day conflicts, the medical team should
still regularly monitoring for elder abuse and educate the caregiver in constructive
responses.

Elder abuse affects between 1 and 2 million older adults are affected each year.36 The
National Elder Abuse Incidence Study revealed that 36.7% of substantiated incidents of
elder abuse were perpetrated by the adult children of the victims, with family members and
spouses ranked as the next most likely abusers.37 Risk factors for abuse include caregiver
stress, cognitive impairment and need for assistance in activities of daily living of the care
recipient, brittle social support, and history of abusive behavior on the part of the care
recipient.38 Other risk factors include a history of a poor relationship between the caregiver
and care recipient and a history of substance abuse by the caregiver.39 Questions to ask the
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older parent may include those in Box 1. If elder abuse is suspected (see Table 3), all health
care providers (physicians, nurses, social workers, etc.) and administrators are mandated by
law to report it to state or county adult protective services.

Box 1

Questions to consider when assessing for elder abuse

Has anyone at home ever hurt you?

Has anyone made you do things you didn’t want to do?

Has anyone ever threatened you or made you feel afraid?

Has anyone taken something that was yours without asking?

Have you ever signed a document you didn’t understand?

Evolving functional decline and subsequent care transitions
Mr. and Mrs. M’s Son-in-Law: My wife’s mother was completely independent in
all her activities of daily living. … Her daily circuit was Mass, shopping, then
home. …. Her dad was completely independent. … Over 4 years he has become
dependent …: he can’t dress himself, he can’t groom or bathe himself, and he’s
become intermittently incontinent…

Mr. and Mrs. M’s Daughter My mother’s social network was my dad. They were
very, very close. I think this has been more isolating than any of us thought. I can
see real advantages to a retirement community. I’ve come full circle on it.

Another level of care is often required when caregivers are no longer able to provide care in
the home setting, or when the older adult identifies gaps in their care that can best be
addressed in a different setting. In a systematic review of factors leading to nursing home
placement, severity of cognitive impairment, functional needs, behavioral issues and
depression increased likelihood for nursing home placement. 40 Caregiver issues also played
a key role; caregivers who experienced greater emotional stress or feelings of being
“trapped” in care responsibilities were more likely to institutionalize persons with dementia.
Demographic variables, incontinence, and service use did not consistently predict nursing
home admission. The actual type of care setting will largely be dependent on the older
adult’s functional status and financial resources.11

For patients whose prognosis is less than six months (if the illness were to run its normal
course), and who demonstrate functional decline, home hospice may be appropriate.41 Adult
children providing care may be so close to the situation that they may not notice the level
and severity of decline. The patient’s physician may be able to provide useful insights
regarding the need for hospice. It is important for physicians to recognize that grieving may
take on a more intense nature when the parent dies, due to the parent’s routine presence in
the adult child’s home. Formal acknowledgement of a change in the setting of care or death
of the care recipient may play a therapeutic role in the caregiver’s grief process. The adult
caregiver will likely greatly appreciate a sympathy note from the provider upon the death of
the parent.42,43

Conclusion
The decision by older parents and an adult child to live together is rarely a straightforward
one. It can be both mutually enriching and also serve as a source of isolation for the older
parents and stress for the adult child. Given the increasing prevalence of this living
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arrangement, physicians can expect to be called on for guidance with greater frequency.
Physicians can help mitigate the negative impact of these transitions by assuring an up-to-
date health record with current measures of function and cognition, working with older
parents and adult children to assess the pros and cons of various living arrangements, and
making appropriate referrals to professionals knowledgeable about the financial and social
implications of any move. During co-residency, attention to caregiver stress and modalities
for caregiver support become paramount. The physician also needs to be attentive to clues
for possible elder mistreatment. Finally, when it is clear that different living arrangements or
health care services are required, physicians can gently assist the older parents and adult
child in planning and navigating the new transition.
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Table 1

Living Arrangement Planning Checklist

Components Potential Parties Involved Specific Tasks

Medical Primary care provider
Geriatrician
Geriatric care manager
Social worker
Older parent and parent-selected adult
children

• Assure an up-to-date health record with active conditions, current
functional and cognitive status, medications, providers, and advance
directive; obtain records related to key hospitalizations and
diagnostic procedures.

• Estimate future environmental and functional needs, based on
current functional and cognitive status and observed rates of recent
decline.

• Identify whether new location has adequately qualified healthcare
personnel to meet the older adult’s healthcare needs.

• Identify whether new living arrangement can accommodate
functional and cognitive limitations.

• Assure presence of appropriate signatures for HIPAA-related
disclosure.

Legal/Financial Elderlaw attorney
Accountant
Geriatric care manager
Older parent and parent-selected adult
children

• Clarify living arrangement preferences (type of long term care
setting, preferred distance to specific family members, if
applicable).

• Identify assets and liabilities associated with a particular living
arrangement (see long term care savings calculator at http://
www.longtermcare.gov/LTC/Main_Site/Planning_LTC/
Considerations/).

Spiritual Spiritual advisors
Older parent and parent-selected adult
children

• Identify whether relevant religious services/communities are
available in the new location being considered.

Social Older parent and parent-selected adult
children
Social worker

• Note important activities in which the older adult(s) currently
engages and how these activities will be affected by a move.
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Table 2

Issues to Address When an Older Parent Moves in with an Adult Child

• Finances – Contributions from the parent(s), siblings, others

Costs of any home renovations

Tax implications

• Adequacy of space in children’s home

• Impact on others living in the home – spouse, significant others, children

• Necessary home modifications

• Need for durable medical equipment

• Caregiving needs and who will provide them

• Household rules and expectations

• Expectations of parent and adult children regarding roles and responsibilities

• Impact on prior relationships in the family (e.g. previous marriages, etc)

• Impact on spouse’s parents or other older adults for whom the child/spouse may be providing care

• Impact on adult children’s children, especially if they are still living in the home

• Availability of community resources where the child lives (legal, financial, spiritual or religious communities, family and friends,
other sources of emotional and social support, well-trained health care professionals with competencies in caring for the special
needs of older adults)
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Table 3

Cues for Elder Abuse

Type Cues

Emotional Evidence of fearfulness or increasing social isolation

Physical Bruises or grip marks around the arms or neck
Repeated unexplained injuries

Financial Large withdrawals from bank accounts, switching accounts, unusual ATM activity

Neglect Inadequate hygiene
Pressure ulcers, unexplained weight loss

Adapted from materials from the National Center for Elder Abuse44
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Table 4

Advance Care Planning beyond Advance Directives

Topic Words to Say

Support with transportation Have you thought about how you will know when it is no longer safe to drive?
What options do you have for getting to the doctor or to the grocery store if you are no longer able to
drive?

Support with finances If you were to need help with managing your checkbook, who would you turn to for help?

Support with medication
management

If you were to need help with managing your medications, who would you turn to for help?

HIPAA Beside yourself, who would you want to make sure we could contact and communicate with about your
medical condition?
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Table 5

Words to Say when there is resistance about Changing Setting of Care45

Actions Words to Say

Ask open questions What are your concerns about making a move?
Tell me what you are worried about when you think about moving.

Provide affirmation (point out strengths
and build rapport)

So you are taking control of your life by taking stock and thinking about the future.

Engage in reflective listening
(demonstrate respect and allow for
creative problem- solving)

You see the benefit of moving but are afraid of losing your independence.

Summarize (maintain direction and
momentum towards consideration of a
change)

“Let me stop and summarize what we’ve just talked about. You’re not sure and only agreed
because your daughter insisted on it. At the same time, you’ve had some nagging thoughts of your
own about what’s been happening, including how safe it is to live by yourself now that you have
fallen twice. You want to remain in control and worry that with a move you will lose your
independence. Did I miss anything?”
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