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Abstract
Social Security’s Representative Payee Program allows one individual to receive benefits
on behalf of a retiree or disabled person who is incapable of managing them. In the case of
retirees with cognitive impairment, the program could help prevent fraud by ensuring that Social
Security benefits are immediately turned over to a capable individual. This paper seeks to
answer three questions about the Representative Payee Program and its relationship to cognitive
impairment. First, what share of individuals with cognitive impairment use a representative
payee? Second, if individuals with cognitive impairment are not using a payee, what are they
doing instead? Finally, is it possible to identify recipients with cognitive impairment who have
no help managing their finances (through a representative payee or otherwise), a situation that
makes them especially vulnerable to fraud?

This paper found that:
•

Just over 9 percent of retirees with dementia, the most severe form of cognitive
impairment, have a payee, while only 2 percent of those with mild cognitive impairment
have one.

•

Over 95 percent of retirees with dementia have some form of assistance with their
financial management, whether it is a payee, a non-impaired spouse or child, a power of
attorney, or through their residence in a nursing home. The comparable number for those
with mild cognitive impairment is 85 percent.

•

Retirees with spouses or kids living nearby are less likely to use a payee, indicating they
may view family as substitutes for a payee.

•

Less educated, non-white, and relatively isolated retirees are most likely to lack formal or
informal means of assistance with their financial management.

The policy implications of this paper are:
•

Most individuals with cognitive impairment seem to have an institution or individual
available who could serve as a representative payee should an expansion of the program
become desirable.

•

Educating family and other caregivers about a primary benefit of the program – that the
vulnerable person does not have access to his or her money – may help expand coverage.

Introduction
According to the National Council on Aging, financial exploitation is one of the most
common forms of elder abuse. Because individuals with dementia – the most severe form of
cognitive impairment – cannot manage their finances, they must depend on others and are
especially at risk of abuse (New York City Department of Aging, 2011). And people with mild
cognitive impairment, while not uniformly at risk, have varying degrees of financial ability.
While most lack the ability to detect simple fraud schemes, some even lack the ability to pay
bills and manage everyday finances (Triebel et al., 2009; Martin et al., 2003). Social Security’s
Representative Payee Program helps to mitigate the risk of financial abuse and fraud among
retirees with cognitive impairment in two ways: 1) by limiting access to their benefit when they
may be most vulnerable to fraud; and 2) by enforcing reporting requirements on the payees to
ensure that they do not take advantage of the beneficiaries. The expectation is that all retirees
with dementia and many retirees with mild cognitive impairment could benefit from the
program.
But do they use this program? A quick look at the data suggests many do not. Despite
the fact that over 10 percent of those 65 and older have dementia, just 1.5 percent of retirees over
65 have a payee (Anguelov, Ravida, and Weathers II, 2015; Herbert et al., 2013). But no study
to date has attempted to identify how payee usage varies with the occurrence of cognitive
impairment. To fill this gap in the literature, this paper seeks to answer three questions about
cognitive impairment and the Representative Payee Program. First, what share of retirees with
cognitive impairment use a representative payee, and how does it vary by the severity of
impairment? Second, if these retirees are not using a payee, what are they doing instead?
Finally, could correlates be useful to identify recipients with cognitive impairment who have no
help managing their finances (through a representative payee or otherwise), which makes them
especially vulnerable to fraud?
To answer these questions, this paper uses the Health and Retirement Study (HRS) linked
to Respondent Cross-Year Benefits data to identify whether or not a retiree is using a payee. The
paper then groups retirees into three buckets of cognitive impairment to see how payee use
differs among them: 1) those without any signs of cognitive impairment; 2) those with mild
cognitive impairment or memory issues, but not dementia; and 3) those with dementia. Although
those with mild cognitive impairment may be unlikely to use a payee because their condition

appears less severe, the evidence suggests at least some people with mild impairment may need
one. And because they are unlikely to notice the decline, they could be especially unlikely to
seek out help through a payee or any other means (Willis and Hsu, 2013).
But the discussion above indicates that even the majority of those with severe cognitive
impairment do not have a payee. What do they do instead? Some may rely on caregivers as a
substitute for a payee since, as cognitive impairment progresses from mild to severe, sufferers
require assistance even with basic activities like bathing and dressing. This dependence means
that many retirees with dementia will likely end up either in a nursing home or with some type of
informal help. Financial management may be easier for those in a nursing home since in some
cases their benefit may be applied directly to the stay. Fraud may also be less likely if the
individual is not exposed to the wider community. For those with mild cognitive impairment,
informal caregivers providing assistance with financial management may play a large role –
perhaps a non-impaired spouse or a child living nearby. Other people may set up powers of
attorney and view this as a substitute for a payee (even though a power of attorney does not have
the same safeguards as the Representative Payee Program). This paper will use variables
available in the HRS to identify whether retirees with cognitive impairment have any of these
sources of help.
Once the identification of a likely source of help – or lack of help – is complete, the
project will identify correlates of having access to help with financial management. The above
discussion yields a natural hierarchy of options: retirees using a representative payee are likely
the least vulnerable, followed by those with other forms of assistance, and finally by those with
no observed means of help. While this hierarchy is imperfect – for example, some children are
sources of financial abuse – those without any help at all are in an especially precarious situation:
living in the community, without a spouse or child nearby, and without a legal relationship
formalized by a power of attorney.
To analyze who falls into which bucket, the paper will use probit models to identify
correlates of individuals who have a representative payee and, separately, of individuals who
have at least some observed means of help. These probit models take two forms: 1) using only
information available to Social Security field offices, such as the dollar amount of the benefit,
age, marital status, residence in a nursing home, and region of residence; and 2) using a more
detailed specification including other demographic and individual characteristics. The idea
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behind the first approach is to provide Social Security with information that could help identify
beneficiaries who lack help, while the second approach will provide a more detailed picture of
the most vulnerable retirees.
The results suggest that while representative payee use is more common among those
with dementia than those without it, only a small fraction of beneficiaries with dementia – about
9.1 percent – use one. As expected, the share with a payee is lower for those with mild cognitive
impairment – 2 percent – and lower still for those without any impairment – just 0.5 percent.
Fortunately, most retirees with cognitive impairment and without a payee seem to have other
forms of assistance available.
Several results from the regression are worth highlighting. The first is that retirees seem
to view children and spouses as substitutes for a payee instead of as potential payees: married
retirees and those with children nearby are less likely to have a payee than those who are more
isolated. The second result is that the payee program seems to serve the most vulnerable
individuals, for example those with lower Social Security benefits or less education. But, when
vulnerable retirees do not have a payee, they are also more likely to have no other form of help,
suggesting the payee program may serve as a last resort source of help.
The paper proceeds as follows. The next section describes the data as well as the study’s
methodology for identifying dementia and sources of financial assistance, and it provides
descriptive results. The next section presents regression results. The final section concludes that
while vulnerable individuals are most likely to have a payee, vulnerable individuals are also most
likely to have no source of informal assistance.

Data and Descriptive Results
Data from this project come from the Health and Retirement Survey (HRS) linked to
restricted Social Security Respondent Cross-Year Benefits records that allow the identification of
representative payee use. To limit the sample to retirees at risk of developing cognitive
impairment, the HRS sample is restricted only to observations where the individual is over age
70 and receiving a Social Security retirement benefit. Workers who have received disability or
SSI at any time are excluded. For ease of analysis, the paper focuses on a single observation for
each sample member. The observation chosen is either when an individual is in their last wave
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of the HRS, i.e., before they exited the sample because of death or attrition, or in Wave 10,
whichever is earlier.
These restrictions reduce the number of individuals analyzed from the full HRS universe
of 37,317 individuals to 5,624 individuals who have all the variables ultimately used in the
regression analysis, as is shown in detail in Table 1. Table 2 provides basic descriptive statistics
for this sample by age and shows that older members of the sample are slightly less educated,
more likely to be female, less likely to be married, and more likely to be widowed. The table
illustrates one of the problems individuals face as they become older and more likely to have
dementia: they also simultaneously become less likely to have a spouse around to help.

Identifying Cognitive Impairment
To identify cognitive impairment, the paper divides the sample into three groups, those
with: 1) no observed cognitive decline; 2) mild cognitive impairment; and 3) dementia. To
create these groups, the project relies on the methodology of Hurd et al. (2013) to identify
individuals likely to have mild cognitive impairment or dementia. In Hurd et al., the authors
recognize that the HRS does not have a direct measure of dementia for all members of the
sample. 1 To create one, the authors started with an HRS subsample that did have a direct
measure – a sample given detailed cognitive assessments during the Aging, Demographics, and
Memory Study (ADAMS) who were either diagnosed as having no impairment, mild cognitive
impairment, or dementia. Once individuals with mild cognitive impairment or dementia were
identified in this subsample, the authors ran an ordered probit on the diagnosis with the
independent variables available in the full HRS sample. The coefficients from this regression
were then used to predict the likelihood of dementia or cognitive impairment for the entire HRS
sample. The present study identifies individuals as having no impairment, mild cognitive
impairment, and dementia based on which outcome is the most likely according to the regression
predictions.
Of course, this indirect method may misidentify some people who have dementia or mild
cognitive impairment but who do not have the characteristics identified by Hurd that are
typically predictive of these conditions. For this reason, the study adds any individuals who

1

Although in the most recent wave, a question on Alzhiemer’s has been added.
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answered HRS questions indicating memory problems but who were not identified by the Hurd
et al. approach. In particular, we identify people as experiencing memory problems if they: 1)
cannot remember the correct date; 2) failed in two attempts counting backwards from 86; 3)
failed in two attempts counting backwards from 20; or 4) remembered at most one word from a
list of 10 words. Figure 1 breaks down the sample by the types of cognitive impairment and, in
one case, how it was identified. It shows that about 10 percent have dementia and 35 percent
have mild cognitive impairment, with about half of those with mild cognitive impairment
identified using the Hurd approach and the other half using the memory based approach.
Figure 2 shows how the incidence of mild cognitive impairment and dementia change by
age and indicates, as expected, that the incidence of both increase as individuals get older. Just
2.7 percent of those at the bottom end of the study’s age range – 70-74 – have dementia and
about one-third have mild cognitive impairment. But for those age 85 and over, 25.6 percent are
identified as having dementia and 48.3 have mild cognitive impairment, meaning over 70 percent
have some kind of cognitive impairment.
Table 3 provides descriptive statistics for the sample by cognitive impairment status and
illustrates some differences between those with mild cognitive impairment and dementia. Those
with dementia tend to be older, less educated, and more likely to be female and widowed than
those with mild cognitive impairment or with no cognitive impairment. In essence, those with
dementia tend to be from a more vulnerable population. Table 3 also previews the fact that as
cognitive impairment increases from none to mild to dementia, sample members are more likely
to have resident children.
One issue with the above measures of cognitive impairment is that they are not based on
a medical diagnosis. In other words, if the study finds few people with mild cognitive
impairment or dementia use a representative payee, it could be that few actually do or it could be
that the assignment of who actually has impairment is not correct. This concern is somewhat
alleviated by the fact that the internal validity of the Hurd model is good – over 85 percent of
cases of cognitive impairment were correctly classified. But still, misidentification remains a
concern.
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To alleviate this concern, the paper uses Medicare claims data to identify individuals who
actually have a diagnosis of dementia and compare this to the share identified in the study. 2 Due
to data restrictions, these data cannot be merged with the representative payee data, and these
individuals will not be included in either of our cognitive impairment groups because they cannot
be included in the main analysis. However, they can be used to check for consistency with the
measures described above.
Table 4 shows that considerable disparity exists between the share of the sample having
dementia as identified using the Hurd approach and the share with dementia as identified in the
Medicare claims data. The Hurd approach identifies about 10 percent as having dementia, versus
16 percent in the Medicare claims analysis. And this difference is actually bigger than it appears,
since both approaches include some individuals left out of the other. Indeed, about 11 percent of
our sample is identified in the Medicare claims data as having dementia but not using the Hurd
approach. Then again, this finding is not surprising – Østbye et al. (2008) report similar levels of
disagreement when comparing claims data to the HRS ADAMs study used to form the Hurd
predictions. And Taylor et al. (2009) find that claims data over-count the true prevalence of
dementia.
In any case, if the definition used in the current paper is expanded to include mild
cognitive impairment as defined above, then just 4 percent of the sample is identified as having
dementia in the Medicare claims data but not as having impairment in this study. This provides
further justification for our examination of those with mild cognitive impairment, since it is
possible some of these individuals actually have a more severe condition.

Identifying Sources of Assistance with Financial Management
The first goal is to identify the share of retirees with mild cognitive impairment and
dementia who are using a representative payee. Individuals with a payee are identified using the
restricted Respondent Cross-Year Benefits file, derived from the Social Security’s Master
Beneficiary Record, and are linked to the core HRS. Retirees are said to have a payee if they
have a non-missing value for the “Custody Code,” which indicates their living situations (e.g.,
with spouse, with natural or adopted child or stepchild, or non-profit non-mental institution, etc.).
2

Dementia was identified in the CMS data by the presence of an ICD-9 diagnosis code starting in 290, 331, or 797
in the inpatient, outpatient, or physician office setting.
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Figure 3 shows how payee use differs among those with no observed cognitive impairment,
those with mild cognitive impairment, and those with dementia and illustrates that 9 percent of
those with dementia use a payee. As expected, those with mild cognitive impairment fall in the
middle of the two other groups, showing that some may be so impaired that they need a payee,
though not as many as those with dementia.
Given that the majority of retirees with cognitive impairment have no payee, the next task
is to identify what they do instead. The first type of help considered is having a spouse who has
no sign of mild cognitive impairment or dementia. Another common source of help may be the
retiree’s children who are helping them with either Instrumental Activities of Daily Living
(IADLs) or Activities of Daily Living (ADLs). Familial help may be especially common for
individuals still residing in the community. Individuals in nursing homes represent a slightly
different situation: their need for financial management may be somewhat less, because in many
cases their benefit will be paid directly to the nursing home. The best case scenario would be to
have the nursing home serve as an institutional representative payee (which should result in the
retiree being flagged as having a payee above), but this may not occur. For this reason, we flag
retirees staying in a nursing home as individuals who likely have some form of assistance with
managing their finances.
The final source of potential financial management is that the retiree has designated an
individual with power of attorney. Here, the paper is forced to take an admittedly imperfect
approach to measuring the availability of help because the HRS does not ask its full sample
specifically about financial powers of attorney. 3 Instead, it asks about whether the individual has
designated a durable power of attorney in the context of health. We flag retirees who have made
such a designation, since it indicates that the individual has taken steps to assign someone else
legal authority over some of their affairs.
Table 5 shows the share of retirees who have each of the sources of help and the share
with at least one of the sources, sorted by cognitive impairment status. The results shows that
retirees with dementia are more likely than those with mild cognitive impairment to reside in a
nursing home, to have a resident child, and to have a child helping with either IADLs or AIDLs,
while both groups are equally likely to have assigned a power of attorney. One source of help

3

A new experimental module does ask about financial power of attorney, but it was asked to only a subset of the
population and the number of individuals in our sample asked the question is very small.
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that is more common among retirees with mild cognitive impairment than among those with
dementia is having a non-impaired spouse, which makes sense given they tend to be younger
than those with dementia. Taking all the sources of help together, those with mild cognitive
impairment are, as expected, less likely than those with dementia to have some observed form of
help, with shares of 85 percent and 95 percent, respectively. 4
While this finding is encouraging, none of the non-representative payee arrangements is a
substitute for Social Security’s direct handoff of money to a capable individual with
recordkeeping responsibilities facilitated by the representative payee program. For example,
children are occasionally abusers (Aciemo et al., 2010), and no one keeps track of their spending
if they do not have an official representative payee designation, which does include tracking
spending using the benefit. Still, on average, individuals with at least one type of help with their
finances are likely less vulnerable than those without any help.

Data on Correlates of the Availability of Help
The final goal is to identify the characteristics of those with a representative payee and of
those with at least some observed form of help. To accomplish this, the paper identifies two sets
of potential correlates with the presence of assistance: 1) those variables that would be available
to a Social Security field office; and 2) other variables that could affect the availability of
assistance.
The relationship between assistance and the variables visible to Social Security field
offices is important because it can be based on data that could actually be applied in the field.
These variables include the recipient’s age, marital status, U.S. Census region of residence, 5
whether they live in a nursing home, and their Social Security Primary Insurance Amount. If a
relationship exists between these variables and the use of a payee or the availability of other
forms of help, then field offices could use the presence of these indicators to flag and reach out
to vulnerable seniors.

4

Those with no cognitive impairment are included for comparison and appear to often have a source of help even
though they likely do not need one – this result is a function of the fact that they are much more likely to have nonimpaired spouses. Other forms of help are less likely as expected.
5
While restricted data on state of residence is available in the HRS, it cannot be merged with the restricted data used
to identify representative payee use.
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Other variables that are not a part of standard Social Security records may also be
interesting and may shed light on how people use the representative payee program. For
example, people with a non-impaired spouse or with children nearby (defined as living within 10
miles) might tend to eschew the Representative Payee Program and use these informal family
relationships as substitutes. But, information on the impairment of a spouse or on children
helping would not be available to Social Security field offices. Other variables fitting this mold
that are used in the regression analysis include information on children’s marital status (single
children may be more able to help) and the retiree’s education, race, religious affiliation
(Catholic or not), and residence in a county with fewer than 250,000 people. Any one of these
variables may determine how isolated individuals are and how likely they are to have any means
of assistance, and all of these variables can be derived easily from the core HRS questionnaire.
Another variable of interest is whether or not the individual has long-term care insurance, which
would indicate some level of financial sophistication and a degree of foresight regarding the
possibility of cognitive decline.
Table 6 provides evidence on how these characteristics differ for those with mild and
severe cognitive impairment based on the level of help someone is receiving: a representative
payee only, at least some assistance (including a payee), and no assistance. For comparison, the
table also provides data on the average member of the sample population. The first takeaway
from the table is that those with a payee are much more likely than the average to be “isolated,”
meaning that they are not married and do not have a child living within 10 miles. Those with a
payee are also less educated, have lower lifetime earnings as measured by their PIA, and are
much less likely to have long-term care insurance. In other words, those with a payee seem more
vulnerable than those without one.
Turning to those who receive no assistance with their financial matters, most of these
same characteristics are present, albeit to a lesser extent. This finding seems to suggest that
vulnerable individuals who do not get a payee are also less likely to find another form of help.
To explore this relationship further, a regression analysis is useful.

Regression Results
The regression analyses conducted in this paper are probits that use the dependent
variable as either: 1) an indicator for whether the individual with cognitive impairment had a
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representative payee; or 2) an indicator for whether the individual with cognitive impairment had
any form of assistance identified in Table 5 (including a representative payee). The regressions
are presented in Table 7 for representative payee use and Table 8 for receiving any kind of
assistance. Each table presents results in four ways: 1) using variables available to SSA field
offices to identify those with dementia; 2) using a full set of variables for those with dementia; 3)
using variables available to SSA field offices for those with any cognitive impairment; and 4)
using a full set of variables for those with any cognitive impairment.
The results for retirees with dementia in the first column of Table 7 – which displays only
variables likely to be available to field workers – indicate that having a spouse or being widowed
significantly reduces the likelihood of having a representative payee relative to those who never
married. Taken together, these results are consistent with couples using the spouse as a
substitute for a payee but not replacing them with a payee at their death. On the other hand,
retirees in nursing homes are significantly more likely to have a payee, though no significant
relationship between age or PIA is found. When the sample is expanded to include those with
milder cognitive impairment (column 3), the main difference is that having a lower PIA makes
an individual more likely to have a representative payee. The results in Table 6 suggest that
recently widowed retirees and those living in their community instead of a nursing home may be
more in need of a payee than others. The fact that lower PIAs are associated with a higher
likelihood of having a payee suggests that the program may be serving more vulnerable
individuals.
When the variables are expanded to include variables not available to field workers
(columns 2 and 4), the results also illustrate that family are substitutes for a payee and that
vulnerable individuals use a payee. Focusing on the results for the full sample of those with any
type of cognitive impairment, 6 individuals who are “isolated” – they have no spouse and no child
within 10 miles – are significantly more likely to have a payee than others. Additionally, people
with less education are more likely to use a payee, but the coefficient on PIA has become
insignificant. This result suggests that the effect of earnings on payee use is working through
education. On the whole, the findings suggest that vulnerable individuals without family nearby
and with little education are more likely to use the payee program than others.

6

The results are similar in magnitude for the dementia sample but less likely to be significant due to sample size
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Table 8 presents the results when the dependent variable is changed from representative
payee use to just having some form of assistance, representative payee or otherwise. Due to the
small sample size for the dementia-only group, it is useful to examine those with any cognitive
impairment. The conclusions stand in contrast to those presented in Table 7, when looking at
specification 4, which uses a full set of variables. Retirees who are isolated are significantly less
likely to have help than those with a spouse or children nearby. And unlike the regression for
representative payee only, having less than a high school degree or only a high school degree are
both associated with significantly lower likelihoods of having some help than someone with a
college degree. Other variables that are significant include being Catholic and living in a county
with fewer than 250,000 people, both of which are associated with being more likely to have at
least some form of assistance. Perhaps these variables are capturing communities where more
individuals are available to serve as payees or at least as powers of attorney.
In any case, the results presented in Table 7 and 8 describe an interesting situation. On
the one hand, people are more likely to have a payee if they have less education or are living
without a spouse or children nearby. This suggests the Representative Payment Program is
serving the most vulnerable retirees. The regressions also suggest that people tend to view
spouses and children as substitutes for a payees, not as individuals who could serve as a payee.
In some ways, this makes sense. Participating in the representative payee program has reporting
requirements that the more informal methods a child or spouse may engage in (joint checking
accounts or simply handing over the checkbook) do not have. Individuals providing informal
assistance may see no need to add to their burden. But, these informal approaches leave the
retiree who has cognitive impairment with access to their money and vulnerable to fraud from
outside sources. The Representative Payee Program helps ensure that this does not occur by
providing the caregiver with direct access to the retirees benefit.

Conclusion
The Representative Payee Program is designed to make those incapable of managing
their finances less vulnerable to fraud by putting the money directly in the hands of a capable
individual who has a responsibility to keep accurate records. Given that the goal of the program
is to help the vulnerable manage their benefits, the most common users of the program are
actually those on disability and SSI. But retirees with cognitive decline and dementia are
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becoming a larger group, and understanding how they relate to the Representative Payee
Program is important.
The results suggest that the majority of retirees with mild cognitive decline and dementia
do not have a payee. At the same time, they are much more likely to use the Representative
Payee Program than retirees without these conditions. Payee use increases from 2 percent of
those with mild cognitive impairment to 9.1 percent for those with dementia. The results also
suggest that the program tends to serve those who need it the most – either people without a
spouse or children nearby and people who have little education. For those who do not have a
payee, the help of a non-impaired spouse, children, or other community members seem to serve
as substitutes, albeit imperfect ones, for a payee. Very few people with cognitive impairment
have no help, but those who do tend to come from the same groups that are more likely to have a
payee – those with little education and with no kids nearby. This highlights the importance of
the representative payee program, which appears to be serving as a last resort for some.
Going forward, as the first baby boomers approach their eighties in 2026, the population
of retirees with dementia is likely to grow considerably, and more payees may accordingly need
to be found. The findings in this paper imply that most people will already have someone nearby
ready to serve. Almost all retirees with dementia who were not using a payee were either in a
nursing home, residing with a non-impaired spouse, had a child helping out, or had assigned
power of attorney to somebody. The key will be finding out what can be done to bring more of
the people currently helping someone with cognitive decline into the Representative Payee
Program.
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Figure 1. Share of Sample with Cognitive Impairment by Source
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Source: Authors’ calculation from the Health and Retirement Study (HRS), Waves 1-10.

Figure 2. Share of Sample with Mild Cognitive Impairment or Dementia by Age
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Sources: Authors’ calculation from the HRS, Waves 1-10; and Hurd et al. (2013).
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Figure 3. Share of Sample using a Payee by Cognitive Impairment Status
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Sources: Authors’ calculation from the HRS, Waves 1-10; and Hurd et al. (2013).
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Table 1. Effect of Sample Restrictions on Sample Size
Restrictions
Full HRS sample
Age 70+ in last survey wave
Has restricted SSA link
Partially/fully retired with PIA
Not receiving SSI or SSDI
Has full set of regression variables
Has cognitive impairment

Sample remaining
37,317
17,745
11,407
6,196
5,999
5,624
2,615

Source: Authors’ calculation from the HRS, Waves 1-10.

Table 2. Descriptive Statistics by Age
Age groups
Average age
Educational shares
No degree
GED/high school
Further schooling
Share male
Share married
Share widowed
Share divorced/separated
Children
Average number
Resident child
Child nearby
Number of observations

70-74

75-79

80-84

85+

72.0

76.9

81.8

88.5

20.3%
57.3
22.4
47.8
63.2
20.0
10.7

22.4%
54.3
23.2
48.5
60.2
27.8
7.6

22.8%
52.1
25.0
50.8
56.6
34.5
5.4

26.3%
52.3
21.4
44.0
35.5
56.5
4.4

3.7
16.2%
53.8
2,025

3.7
16.4%
56.9
1,693

3.8
13.7%
57.4
1,103

3.4
15.4%
54.5
803

Source: Authors’ calculation from the HRS, Waves 1-10.
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Table 3. Descriptive Statistics by Cognitive Status
No evidence
of impairment
Average age
Educational shares
No degree
GED/high school
Further schooling
Share male
Share married
Share widowed
Share divorced / separated
Children
Average number
Living with child
Child nearby
Average PIA
Number of observations

Mild cognitive
impairment

Dementia

76.3

78.4

83.1

15.2%
56.6
28.3
45.2
59.8
26.8
7.9

28.9%
54.2
16.9
53.3
56.0
31.6
8.0

36.6%
46.2
17.2
43.6
45.6
45.8
6.7

3.6
13.4%
54.9
$1,225.5
3,009

3.8
17.0%
56.7
$1,169.9
2,080

3.7
23.2%
54.6
$1,087.0
535

Source: Authors’ calculation from the HRS, Waves 1-10.

Table 4. Comparison of Cognitive Impairment across Data Sources

Impairment in both sources
CMS dementia diagnosis only
Impairment in this study only
No impairment in either
Total

Cognitive impairment group
Dementia only
Any cognitive impairment
Observations
Share
Observations
Share
296
5.7%
661
12.7%
604
11.6
239
4.6
214
4.1
1,796
34.4
4,104
78.7
2,522
48.3
5,218
100%
5,218
100%

Note: The 5,218 observations in this table exclude 406 HRS observations that were not linked to CMS data. Dementia
was identified in the CMS data by the presence of an ICD-9 diagnosis code beginning in of 290, 331, or 797 in the
inpatient, outpatient, or physician office setting.
Source: Authors’ calculation from the HRS, Waves 1-10 linked to Medicare Claims Data.
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Table 5. Available Outside Assistance, by Cognition Status

Share with…
Representative payee
Nursing home care

No evidence
of impairment
0.5%

Mild cognitive
impairment
2.0%

Dementia
9.1%

0.7

3.2

28.7

Non-impaired spouse

44.2

37.2

29.1

Resident child

13.4

17.3

23.4

Help from a child

4.5

12.2

36.6

Power of attorney

67.3

62.9

63.2

Any form of assistance

86.3

85.0

95.1

Number of observations

2,542

1,756

492

Source: Authors’ calculation from the HRS, Waves 1-10.
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Table 6. Descriptive Statistics of Impaired Sample, by Available Assistance
No
Representative Any form
Average
observable
payee
of assistance
sample member
assistance
Domestic environment
Married
30.3%
Widowed
44.9
Isolated
36.0
History of divorce/being widowed
12.4
Has kids
82.0
Has unmarried kids
61.8
Nursing home care
39.3
Economic
Has long-term care insurance
7.9
Average PIA
$1,017.4
Education
No degree
48.3%
GED/high school
40.4
Further schooling
11.2
Demographics
Average age
81.1
Male
42.7%
Non-white
28.1
Catholic
30.3
County population
41.6
less than 250,000
Number of observations
89
Source: Authors’ calculation from the HRS, Waves 1-10.
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56.4%
33.1
11.3
7.6
96.0
62.1
8.3
11.5
$1,162.9

45.4%
40.0
20.0
9.9
93.8
58.8
-12.6
$1,130.5

53.8%
34.5
13.5
8.1
95.2
61.6
8.1
11.5
$1,152.9

28.7%
53.1
18.2

36.3%
52.1
11.6

30.5%
52.5
16.9

79.6
51.7%
21.5
26.4

78.0
51.1%
32.8
22.5

79.4
51.3%
23.5
26.0

31.3

28.6

31.2

2,121

405

2,615

Table 7. Marginal Effects for Representative Payee Use, by Cognitive Impairment Status

Representative payee
Married
Widowed
Isolated
History of divorce/being widowed
Has children
Has unmarried children
Nursing home care
Long-term care insurance
PIA
No educational degree
GED/high school degree
Age
Male
Non-white
Catholic
County population less than 250,000
Midwest
South
West
Number of observations

Imputed dementia
(2)
(1)
Full
SSA
specification
-0.112***
-0.080**
0.058
0.062
-0.273**
0.030
0.087***
0.067**
0.045
-0.000
0.000
0.035
-0.024
0.001
0.001
-0.021
0.003
0.040
0.015
-0.011
-0.003
0.005
0.014
-0.029
-0.011
535
535

Any sign of impairment
(4)
(3)
Full
SSA
specification
-0.036***
-0.020***
0.017*
0.025*
-0.082**
0.011**
0.118***
0.102***
-0.002
-0.000**
-0.000
0.020*
0.002
0.001
0.001
-0.000
0.006
0.004
0.010
0.008
0.005
0.002
-0.002
-0.011
-0.010
2,615
2,615

Notes: * p<0.10, ** p<0.05, *** p<.01. Significance is calculated using robust standard errors.
Source: Authors’ calculation from the HRS, Waves 1-10.
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Table 8. Marginal Effects for Some Assistance with Financial Management, by Cognitive
Impairment Status

Any assistance
Married
Widowed
Isolated
History of divorce/being widowed
Has children
Has unmarried children
Long-term care insurance
PIA
No educational degree
GED/high school degree
Age
Male
Non-white
Catholic
County population less than 250,000
Midwest
South
West
Number of observations

Imputed dementia
(2)
(1)
Full
SSA
specification
-0.003
-0.007
-0.011
0.034
-0.022
0.024
-0.039
0.000
0.000
-0.009
0.014
0.002*
0.002*
0.023
-0.053*
0.013
0.006
0.028
0.025
0.032
0.034
0.048**
0.043**
535
535

Any sign of impairment
(4)
(3)
Full
SSA
specification
0.057**
-0.016
-0.097***
-0.027
0.002
0.029*
-0.028
0.000
-0.000
-0.067***
-0.044**
0.007***
0.005***
-0.002
-0.069***
0.034**
0.027*
-0.020
-0.022
-0.022
-0.010
0.017
0.023
2,615
2,615

Notes: * p<0.10, ** p<0.05, *** p<.01. Significance is calculated using robust standard errors.
Source: Authors’ calculation from the HRS, Waves 1-10.
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