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EXECUTIVE SUMMARY

Key Issues

Home-based care provided by family members is the most common form of caring for
people with disabilities in Australia. However, it is becoming increasingly evident that
this model of care is generating enormous health and financial consequences for
informal carers.

Carers are experiencing high stress levels, low sense of wellbeing and poor health. A
key contributor to this is the high level of financial stress they face. There are many
factors contributing to carers and their families having low household incomes. The
main reason is that taking on an informal carer role has a significant impact on an
individual’s ability to work. Many carers leave paid employment either permanently
or on a part-time basis to become carers. Spending all or a significant proportion of
one’s working years out of the workforce also means that there is limited opportunity
to invest towards retirement through superannuation, and with high household
expenditure levels relative to income, there is little opportunity for household savings.
Without superannuation carers will have to depend on the aged pension provided by
the government to support their needs in their retirement years.

Because primary carers are more likely to be women than men, women are more likely
to “pay the price’ of being a carer.

Study Aim

This study examines the impact of taking on a primary carer’s role on the health and
economic well-being of women in Australia over the course of their “‘working’ life.
Comparison in health status and financial well-being over the working-life years

(30 to 64 years of age) is made between female primary carers and other women who
have similar characteristics except for the fact that they have no caring responsibilities.

Data and Methods

Main data sources used in the study are the 2006 Household, Income and Labour
Dynamics in Australia (HILDA) Survey Wave 6 and the 2003 Survey of Disability,
Ageing, and Carers (SDAC). Data on survival are derived from the life tables for
Australian females.

Health impact is assessed in terms of self reported health status and the number of
healthy years expected to live over the remaining working life, that is, through to
65 years of age.

Financial stress is assessed in terms of prospective income accumulated over the
remaining working life. Income indicators examined include individual and family
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(defined as income unit) income from wages and salaries, government benefits (public
transfer), and superannuation.

We recognise that each caring situation is unique and the issues faced by the families
are complex. For the purpose of this report, two broad case scenarios for modelling the
impact of caring on the lifetime earning capacity of the carer have been identified. The
selection of these two scenarios does not suggest that other groups of carers are any
less at risk of experiencing the health and economic consequences associated with
being a primary carer. These two scenarios have been chosen because they represent a
large number of carers:

Scenario I: Women aged 30 years, with two or more children, who are primary
carers caring for their child with a disability.

Scenario II: Women aged 50 years, who are primary carers caring for their male
partner with a disability.

To better understand the impact of caring on employment and lifetime earnings, four
cases within each of the two scenarios have been modelled. In Scenario 1, carers are
divided into four groups based on their level of education and by their partner status.
In Scenario 2, carers are divided into four groups based on their education level and
employment status.

Key Findings
Impacts of Caring on Health

* Two to four times the proportion of primary carers report their health as being only
fair or poor compared with other women of a similar age.

* The impact of caring on the health of the carer increases as the carer ages.

*  Women who are primary carers are likely to be in a healthy state for a shorter
period of their working life compared to other women in the Australian population
- 30 year old primary carers can expect to spend less than 80 per cent of their
35 years of working life in a healthy state compared with 90 per cent for other
women. Similarly, 50 year old primary carers can expect to spend only 11 of the
15 years until they turn 65 years of age in a healthy state compared to 13 years for
other women.

* Self-reported health status of women is positively associated with household
income. Primary carers experience a lower level of general health compared to
other women across income quintiles.
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Impacts of Caring on Economic Wellbeing

Over half of female primary carers aged 30 to 64 years are not in the paid labour
force compared to less than a third of other women in the same age group.

Of those women who do work, primary carers spend fewer hours in paid
employment than do other women. Only one fifth of female primary carers are in
full-time employment compared to nearly two-fifths of other women aged between
30 and 64 years of age.

Primary carers with post-secondary level education tend to work more hours per
week compared to primary carers without post-secondary level education.

Scenario I: Financial impact on women aged 30 years with two or more
children, who are primary carers caring for their child with a disability

The consequence of not being able to participate in paid work is that female
primary carers earn considerably less income from wages and salaries over their
working life compared to women with similar characteristics but without the
caring responsibilities.

Mothers caring for a child with a disability are likely to earn over their working life
- depending on their level of education - between a quarter and half the income of
women sharing the same characteristics but who are not primary carers.

While mothers caring for children with a disability receive more in government
benefits than other women, these payments do not compensate fully for the income
they forgo from paid work.

The superannuation likely to be available to 30 year old mothers caring for children
with a disability when they reach 65 years of age would be negligible for many and
may be insufficient to provide an adequate retirement income for most.

Scenario II: Financial impact on women aged 50 years, who are primary carers
caring for their male partner with a disability

Based on current work and earning patterns, 50 year old women taking on a
primary carer role for a partner with a disability and who are able to maintain
some paid work would expect to earn approximately 80 per cent of the
accumulated income up to age 65 years that would be earned by other women
without caring responsibilities.

For working women aged 50 years caring for a male partner with disability, access
to government benefits goes a considerable way but does not totally compensate
for the loss of income of becoming a primary carer.



* There is over a two fold difference in the amount of superannuation that a 50 year
old woman primary carer of a male partner who is no longer able to work because
of her caring role, and who has secondary school qualifications only, can expect to
access at 65 years of age compared to women who have post-secondary schooling,
who continue to work up to retirement at 65 years of age and who do not have the
same caring responsibilities.

Conclusions

In Australia, primary carers are most often women. Two groups of primary carers who
represent a large proportion of informal carers are women caring for a child with a
disability and women caring for a male partner with a disability. These two groups of
women carers pay a high price in terms of their health and financial well-being for
taking on a primary carer role. As shown in this study, the impact of being a primary
carer is significant and extends to the rest of the primary carer’s life - they experience
a shorter period of good health over their working years; they are less able to
participate in paid employment; receive lower income during their working years; and
are less able to invest towards retirement.

As such, government policy addressing how to better support the needs of carers
needs to focus on strategies and measures that will: 1) enable carers to maintain good
health over their lifetime; 2) reduce financial stress through facilitating greater
participation in paid work or increased government financial assistance and income
support; and 3) provide carers with a means to contribute to a superannuation scheme
that will help provide for them in their retirement.



1 INTRODUCTION

Recognition of the fact that integrated and well coordinated delivery of care in a home-
based setting is an efficient and cost-effective model for providing care for the elderly,
frail, and those needing long-term care (Hollander et al., 2007; Peters and Sellick, 2006)
has resulted in a shift towards home-based care for people with special care needs. This
model of care however places a heavy reliance on family members to provide the bulk of
required care, and it is now becoming evident that the benefits of such home-based care
are achieved at a cost to informal carers.

A review of the literature has identified that “carers have significantly higher levels of
depression and stress, and lower levels of general subjective wellbeing than non-carers”
(Edwards et al., 2008). Caring for a spouse or a person with dementia was associated with
the highest level of stress and lowest levels of wellbeing (Edwards et al., 2008). In
Australia, it has been demonstrated that carers have the lowest level of collective
wellbeing of any group studied, with female carers experiencing lower levels of wellbeing
compared to their male counterparts (Cummins et al., 2007).

Contributing to the high stress levels and low wellbeing is the fact that carers experience a
high level of financial stress. “Carers are twice as likely as is normal to worry that their
income will not be sufficient to meet their expenses” (Cummins et al., 2007). Around 30
per cent of families receiving carer benefits experience difficulty in paying utility bills
compared to 14.6 per cent of the general population (Edwards et al., 2008). This is not
unexpected given that the average household income of a carer is much less than that of
the general population (Cummins et al., 2007).

There are many factors contributing to carers and their families having low household
incomes. The main reason is that taking on an informal carer role has a significant impact
on an individual’s ability to work. “Primary carers of an adult or a child with a disability
have lower rates of employment and labour force participation than those without caring
responsibilities of this nature” (Edwards et al., 2008). Low labour force participation is
particularly evident among female carers (Access Economics, 2005). Labour force
participation among female carers receiving carer payment and carer allowance are 30.6
per cent and 53.7 per cent respectively (Edwards et al., 2007), compared to a rate of
approximately 57 per cent for women in the Australian population (ABS, 2006a). Just 0.8
per cent of carer payment recipients and 11.4 per cent of carer allowance only recipients
work full-time (Table 11.1, Edwards et al., 2008), in contrast to 28.8 per cent full-time
employment rate for Australian women in 2004 (ABS, 2006b).

The impact of taking on an informal carer role on the ability to work is also evident from
the fact that almost half of female carers who are currently not in the labour force were
working immediately prior to taking on the carer role (Edwards et al., 2008); over half
(58.8 per cent) of employed carers receiving carer payment and 39.3 per cent of those
receiving carer allowance have had to give up work at some point or other to fulfil the



caring role (Edwards et al., 2008); and two thirds (66.7 per cent) of employed female carers
receiving carer allowance and 58.8 per cent of employed female carers receiving carer
payment have taken leave for caring duties.

Spending all or a significant proportion of one’s working years out of the workforce also
means that there is no opportunity to invest towards retirement income. Given a
significant proportion of household expenditure is displaced to meet the high needs of the
dependent person (Jenson and Jacobzone, 2002), there is little opportunity for savings.
Without superannuation, carers become dependent on the aged pension provided by the
government to support their needs in their retirement years.

1.1 STUuDY OBJECTIVE

This study examines the lifetime health and economic consequences experienced by
informal female primary carers in Australia. Comparison in health status and financial
well-being over the working-life years is made between female primary carers and other
women who have similar characteristics except for the fact that they have no caring
responsibilities.

While there is evidence to demonstrate systematic differences between carers and non-
carers in household income and labour force participation rates, no efforts have been
made to date to adjust for demographic and other factors that are likely to influence carer
behaviour in terms of labour force participation. This study, in examining lifetime health
and financial stress experienced by carers, adjusts for carer characteristics such as level of
education and partner status that influence earning capacity.

1.2 DATA AND METHODS

The study involved modelling of the economic and health outcomes over the working life
of primary carers and other women using data from two nationally representative
datasets.

Data sources

The economic analyses undertaken for this study used data from the 2006 Household,
Income and Labour Dynamics in Australia (HILDA) Survey - Wave 6. The HILDA
survey consists of Australian residents living in private households, excluding those
living in remote and sparsely populated areas (Watson and Wooden, 2001). This data
source was chosen because of the availability of individual level and family level data on
demographic characteristics, family structure and income, and the ability to identify
primary carers and their caring responsibilities.



The HILDA Survey identifies carers by asking the following question:

Is there anyone in this household, who has a long-term health condition, who is
elderly or who has a disability, and for who you care or help on an ongoing basis
with any of the types of activities listed on SHOWCARD K7?”

Primary carers are identified by the follow-up question:

Are you the main carer of [this person /any of these people]? (That is, are
you the person who provides most of their care?)

Due to the limited health information available in the HILDA survey, the health
indices presented in this report are based on the 2003 Survey of Disability,
Ageing, and Carers (SDAC). The SDAC conducted by the Australian Bureau of
Statistics sampled people living in private and non-private dwellings in urban
and rural locations, excluding remote and sparsely populated locations (ABS,
2005).

Study population

It has been established from previous studies that carers are more likely to be women
(ABS, 2004; Edwards et al., 2007). The high proportion of female informal carers means
that women are more likely to ‘pay the price” of being a carer (Jenson and Jacobzone,
2002), widening the gender inequity in earning capacity that is well established (Briggs et
al., 2006). Female carers also experience lower levels of wellbeing compared to their male
counterparts (Cummins et al., 2007). For these reasons, this study focuses on female
informal primary carers. Their health and financial status is tracked up to 65 years of age,
which is taken to be the end of working-life for most Australian women.

Box1 Study population

Women primary carers from 30 to 64 years of age.

Each caring situation is unique, and the issues faced by the families are complex. For the
purpose of this report, in discussion with Carers Australia, we have identified two broad
case scenarios for modelling the impact of caring on the lifetime earning capacity of the
carer. In selecting these two scenarios, there is no suggestion that other groups of carers
are any less at risk of experiencing the health and economic consequences of being a
primary carer. These two scenarios have been chosen because they represent a large
number of carers:



Scenario I: Women aged 30 years, with two or more children, who are primary
carers caring for their child with a disability.

Scenario II: Women aged 50 years, who are primary carers caring for their male
partner with a disability.

Outcome measures

The consequences of being a primary carer on the carers” health is assessed by examining
the proportions of women self reporting poor or fair health, and the number of healthy
years an average carer can expect to live over her remaining working life. These measures
for carers are compared with those of other women of similar characteristics who are not
primary carers.

Financial stress is assessed by examining the differences between primary carers and
other women of similar characteristics who are not primary carers, in terms of cumulative
income earned over the remaining working life, that is, through to 65 years of age. Both
individual and family (defined as income unit) income is calculated. Also examined is the
difference in the value of superannuation that is likely to be available at 65 years of age.

The methods used to calculate these outcome measures are described in more detail in the
Technical Notes provided in Appendix A.

1.3 REPORT STRUCTURE

To begin with, the report briefly profiles all primary carers in Australia followed by a
more detailed description of female primary carers in terms of their demographic
characteristics, persons being cared for, self-reported health status, and labour force
participation. This is followed by presentation of the analyses on the impact of caring on
the lifetime earnings, focusing specifically on the two groups of carers identified above,
and comparing them to their non-carer equivalents in the general population.

2 A BRIEF PROFILE OF CARERS

There were approximately 632 694 primary carers aged 15 years or older in Australia in
the year 2006 (Table 2-1). Nearly 70 per cent of primary carers were aged between 30 and
64 years.

Women and the elderly are over-represented in the carer population with over 60 per cent
of informal primary carers being women compared to 50 per cent women in the rest of the
population; over a quarter of primary carers are aged 65 years or older compared to just
under 15 per cent of the non-primary carers (Table 2-1).



Table 2-1 Age-sex distribution of primary carers and other persons

Primary carers Other persons?®
(per cent) (per cent)
Gender

Male 36.1 50.0
Female 63.9 50.0

Age (years)
15-19 0.6 9.4
20-24 1.4 8.8
25-29 3.2 8.3
30-34 5.3 9.4
35-39 6.8 9.2
40-44 10.1 9.5
45-49 11 9.1
50-54 10.7 8.1
55-59 14.1 7.7
60-64 9.0 5.8
65+ 27.8 14.9
Estimated population (number) 632,694 15,559,028

a Including non-primary carers
Source: Computed from HILDA Wave 6

More than 50 per cent of primary carers provide care for their spouse/partner, with a

child (young or adult) being the second most frequent relative being cared for (Table 2-2).
Nearly one in five of primary carers are caring for one or more parent.

Table 2-2 Person being cared for by primary carers

Per cent®
Spouse / partner 54.1
Parent 19.3
Young child 11.9
Adult child 10.2
Other 6.4

a Total exceed 100 per cent because of individuals being the primary carer for more than one person.
Source: Computed from HILDA Wave 6 data file.

3 HEALTH AND WELLBEING OF FEMALE CARERS

The remainder of the report focuses on women primary carers aged 30 to 64 years
comparing them with other women of the same age bracket.

Data from the 2003 Survey of Disability, Ageing and Carers (SDAC) show that women
primary carers are more likely to rate their general health as being fair or poor compared
to women who are not primary carers. The relative impact of caring on self-reported



health appears to be greater among those who are below 50 years of age (Table 3-1), with
there being almost four times the number of primary carers in this age group rating their
health as being fair or poor compared to the rest of the female population of a similar age
(18 per cent versus 4 per cent). The 2003 SDAC data show that over one in four carer
women aged 50 to 64 years report having fair or poor health. This is more than double
that for other women reporting fair or poor health (26 per cent versus 12 per cent).

Table 3-1 Per cent reporting fair or poor general health, females 30-64 years,

2003
Age Primary carers Other females
30-49 18 4
50-64 26 12

Source: 2003 SDAC data file.

Figure 3.1 presents the estimated total number of years and healthy years that Australian
women can expect to live. As we are considering women of working age, the estimates
only extend up to 65 years of age. These estimates are based on the life tables for
Australian women for the year 2003 (Human Mortality Database, 2008) and the age-
specific proportion of people in poor/fair health status derived form the 2003 SDAC.

Assuming current age-specific patterns of health prevail, 30 year old women who are not
primary carers have, on average, 32 years of healthy life ahead of them before they turn 65
years old (Figure 3.1). In contrast, 30 year old women who are primary carers can expect
to have only 27 years of healthy life until the age of 65 years. Likewise, at age 50, primary
carers would expect 11 healthy years until they are 65 years old, two years shorter than
that for other women (11 years versus 13 years).

Figure 3.1 Total years and healthy years expected to be lived through to age

65, 2003
40 = =& Total years till age 65
35 1 Healthy years till age 65 - other females
g 30 1 =—&—Healthy years till age 65 - primary carers
(8]
> 254
g
€ 201
£ 154
[
& 104
5
O L] L] L] L] L] L L]
30 35 40 45 50 55 60
Age (years)

Source: Estimated by using data from the 2003 SDAC data file and 2003 Australian female life table.



On average, primary carers aged 30 years would expect less than 80 per cent of their life
up to 65 years of age to be healthy while the other women would expect more than 90 per
cent of their working life to be in healthy state (Figure 3.2). As individuals age, the impact
of caring on health becomes more pronounced. For example, at 50 years of age, primary
carers would expect to live 73 per cent of the next ten years in a good state of health
compared with 88 per cent for other women.

Figure 3.2 Per cent of remaining life through to age 65 expected to be healthy,

2003
Other females

95 1

90 4 —&—Primary carers
(%]
S 85 4
2 804 o— .
E g A
© 759
(5]
£ 701
C
S 654
S 601

55 4

50 L L L L] L] L] L

30 35 40 45 50 55 60

Age (years)

Source: Calculated from data presented in Figure 3.1.

Having found that primary carers, compared to other females, are less likely to self-report
good health status, the association between self-reported health status and income is
explored. Drawing on data from the 2003 SDAC, Figure 3.3 shows a trend towards
increasing proportion of women reporting good or excellent health with increasing levels
of household income (standardised for household size and composition). However,
across the income gradient, the proportion reporting good or excellent health is smaller
among primary carers compared to other women. For example, among those in the
bottom quintile of household income, approximately 65 per cent of primary carers rated
their general health being good or excellent compared to 83 per cent of other women. At
the top quintile, 82 per cent of primary carers report good or excellent health compared to
98 per cent of other women. While no causative relationship can be inferred from this
cross-sectional analysis, an association between household income and self-reported
health is suggested with primary carers experiencing lower levels of self-reported health
status compared to other women across all income quintiles.



Figure 3.3 Per cent reporting good or excellent health by household income
quintiles, 2003
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Source: 2003 SDAC data file.

Box 2 Not living so well

Two to four times the proportion of women primary carer report
their health as being only fair or poor compared with other
women of a similar age.

The impact of caring on the health of the carers increases with
their age.

Women primary carers are likely to be in a healthy state for a
shorter period of their life than other women.

Self-reported health status is positively associated with
household income. Primary carers experience lower levels of
self-reported health status compared to other women across

income quintiles.

4 THE IMPACT OF CARING ON EMPLOYMENT AND EARNING —
CASE STUDIES

Recall that the study focuses upon two categories of carers - mothers of children with a
disability and female partners of men with a disability. The study then considered four
cases within each of the two scenarios in order to model the impact of taking on an
informal primary carer role on employment and lifetime earnings. As described in Section
1.2, the scenarios are limited to women carers because the majority of informal carers are
women, and because of the gender inequity that already exists in the workforce with
women continuing to earn below their male counterparts. In each of these scenarios, we
examine four case studies, as follows:



Scenario I: Women aged 30 years, with two or more children, who are primary carers
caring for their child with a disability.

Case 1.1: Solo mum with less than or equal to secondary level education
Case 1.2: Solo mum with post-secondary education
Case 1.3: Partnered mum with less than or equal to secondary level education

Case 1.4: Partnered mum with post-secondary education

Scenario II: Women aged 50 years, who are primary carers caring for their male partner
with a disability.

Case 2.1 Non-working carer with less than or equal to secondary level education
Case 2.2 Non-working carer with post secondary education

Case 2.3 Working carer with less than or equal to secondary level education

Case 2.4 Working carer with post secondary education

The first scenario presents the economic prospect of carers aged 30 years, using
information on women aged 30 to 64 years. The second scenario describes the prospect of
carers aged 50 years drawing on the information on women between 50 and 64 years. The
first scenario highlights the complex issues of caring for a child with a disability. Twenty
two per cent of primary carers identify a child as the person being cared for, accounting
for the second most frequent relationship to carer recipient (Table 2-2). The mother taking
on the primary carer role often forgoes education and employment opportunities to care
for the child, spanning across much of her potential working life. In addition, there are
significant costs associated with providing for the high level of health needs and purchase
of specialised equipment to assist in the care of the dependent child. The end result is that
the carer may not be able to make any investments towards retirement benefits. The
scenarios have been examined by partner status based on the evidence that sole parents
have been found to be the worst-off in terms of well-being (Cummins et al., 2007).

The second scenario highlights the issues faced by a woman who is approaching
retirement age, and takes on the role of primary carer for a spouse while being the only
able-bodied adult in the household. Consequently, this scenario highlights the likely
impact on household income. This group represents the majority of primary carers in
Australia, with over half of all primary carers reporting partner or spouse as the person
being cared for (Table 2-2).

In both scenarios, education level of the female carer has been looked at separately in
order to control for systematic differences that education has on labour force participation
and earning capacity. In addition, in the first scenario, recognising the need (when
examining the financial impact on the household), to distinguish between “households in
which the carer is the only able bodied working-age adult and those in which there are



other able-bodied adults” (Edwards et al., 2008), we have examined separately the two
cases where the female carer is a sole or a partnered parent. The second scenario of a
woman caring for a spouse, by default, implies that the primary carer is the only able-
bodied adult person in the household.

The income estimates are presented in terms of cumulative earning over the remaining
working life. These estimates indicate how much an average woman in a given category
would be expected to earn over her working life if she follows the prevailing age-specific
income schedule. These data are adjusted for mortality using age-specific survival rates
derived from the life tables for Australian females 2004-06. The income estimates are
expressed in terms of 2006 dollars and no discounting has been applied. The methods
used to derive these income measures are documented in the Technical Notes (See
Appendix A).

5 LABOUR FORCE PARTICIPATION AND EARNING OPPORUNITIES

A study conducted in Australia has reported that over half (58 per cent) of carers report
that they provide more than 100 hours of care per week when caring for a person with a
disability (Edwards et al., 2008). It is therefore not unexpected that carers are less able to
participate in the paid labour force compared to women without such caring
responsibilities. This is clearly evident from Table 5-1 showing that among women aged
30 to 64 years, over half (55 per cent) of primary carers are not in the labour force
compared to less than a third (30 per cent) of other women in the same age group; and
only onefifth (19 per cent) of primary carers are in full-time employment compared to
nearly two-fifths (37 per cent) of other women in the same age group. In general, primary
carers work less hours compared to other women, whether it is in full-time or part-time
employment.
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Table 5-1 Participation in full time and part time employment and average
hours worked, females 30-64 years, 2006

Primary carers Other females

Percentage not in labour force 55% 32%
Percentage employed part time 24% 30%
Average hours worked per week 15 hours 18 hours
(Median hours 12 hours 20 hours)
Percentage employed full time 19% 37%
Average hours worked per week 40 hours 40 hours

( Median hours 38 hours 40 hours)
Percentage unemployed 2% 2%

Source: HILDA wave 6 data file.

When examined in more detail by age group, it is clear that labour force participation
varies substantially by age. Figure 5.1 shows that across all age groups, the proportion of
female primary carers in full-time employment is less than for other women of the same
age group. Among primary carers, the proportion of women aged 30 to 34 years in
full-time employment is just above 10 per cent, increasing to the high 20 per cent for
women in their mid to late thirties and early forties, peaking at over 30 per cent among
carers in the late forties, followed by a decline for primary carers in their fifties. The
HILDA data suggests there are no female primary carers in their sixties who are
employed full-time. While other women aged 30 to 64 years show a similar distribution,
there are some differences; the proportion of women in full-time employment is higher
than their caring counterparts across all age groups, there is a much higher proportion of
other women in full-time employment in the 30 to 34 years age group, the peak in
proportion of women in full-time employment continues into the early fifties (in contrast
to the sharp drop that is seen with primary carers), and over 10 per cent of other women
in their early sixties continue working full-time in contrast to no primary carers in this age
range working full-time.

It is also evident from Figure 5.1 that there is a higher proportion of other women across
all age groups (except for the 30 to 34 years age group) who are in part-time employment;
while the proportion of women who are not in the labour force and are not looking for
work (that is, not marginally attached) is much greater among primary carers of all age
groups.

The fluctuation in employment pattern across the ages is reflected in the age pattern of
average hours per week spent in paid employment. Figure 5.2 shows that, primary carers
work fewer hours per week in paid employment than do other women, across all age
groups. On average, primary carers aged 30 to 64 year work about 11 hours per week
compared to about 20 hours per week worked by other women. Primary carers and other
women in their late forties work the most number of hours per week, but consistent with
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