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ABSTRACT
Introduction: Grandparents are becoming increasingly responsible for raising
their grandchildren. Previous studies have noted physical and mental health limitations
for custodial grandparents. Grandparents face numerous challenges in raising
grandchildren and consequently, experience high stress levels. However, coping and
social support have been found to mediate grandparent stress. Rural custodial
grandparents have been an understudied population. Using the Stress Process Model, this
study extends the knowledge of rural grandparents raising grandchildren by describing
the relationships among physical and mental health, stressors, coping, and social supports
for custodial grandparents living in Western Kentucky.
Methods: A mixed methods approach was used to examine the physical and
mental health, stress, coping, and social support of 21 custodial grandparents residing in
rural Western Kentucky. The participants completed questionnaires as measures of
physical and mental health, stress, coping, and social support. In addition, two focus
groups were conducted to obtain the grandparents’ perceptions of the effects stressors,
coping, and social supports have on their physical and mental health. SAS 9.2 was used
for all quantitative data analyses and NVivo9 was used for thematic content analysis of
all qualitative data.
Results: Rural custodial grandparents in this study had a mean age of 59.8 years
and most had one grandchild living with them. Most were Caucasian, married, and
unemployed. The participants were found to have below average physical health and low
average mental health. Rural grandparent stress levels were in the normal range and they
preferred coping strategies that promoted personal growth, problem solving, and
controlling their emotions. They had low levels of social support. Five themes emerged
from the qualitative analysis which included “Physical health isn’t a problem,” “Mental
Health: I need me time,” “Stress, that’s the problem,” “Coping: I just have to talk to
someone,” and “Informal supports: a necessity.” Finally, the quantitative and qualitative
results were integrated for an in-depth description of this sample.
Discussion/Conclusion: While custodial grandparents in this study had below
average physical health, they did not perceive that to be a concern. Mental health for the
sample was average but participants reported periodic depression and required personal
time to manage their mental health. They perceived stress to be their main problem but
not from parenting, child behavior, or parent-child interactions. Grandparents in this
study had three preferred coping strategies. However, no associations were found
between their preferred coping strategies and their health. Grandparents discussed having
someone to talk to as being paramount. The findings of this study contribute a deeper
understanding of custodial grandparent health and support the use of the Stress Process
Model with rural grandparents.
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CHAPTER 1.

INTRODUCTION

Overview
There is widespread belief that elders feel younger and happier when children are
nearby. However, raising one’s grandchildren represents a much different situation than
visiting with grandchildren for brief periods. According to the 2010 United States
Census, there are 2.7 million grandparents responsible for the basic needs of one or more
grandchildren living with them (U. S. Census Bureau, n. d.). There has been an increase
in the number of grandchildren living in grandparent-headed households during the past
decade (Goyer, 2010; Johnson & Kasarda, 2011). Of this population, 63% are
grandmothers as head of household and 21.2% have incomes below the poverty level
(U. S. Census Bureau, n. d.). Custodial grandparents have the added stress of the
financial responsibility for their grandchildren. Hayslip and Kaminski (2005) found that
custodial grandparents raising grandchildren do not receive the social or financial support
necessary for this task. These authors also found that custodial grandparents have a
higher incidence of stress, depression, diabetes, hypertension, and insomnia compared to
noncustodial grandparents (Hayslip & Kaminski, 2005). In some of these studies
(Kelley, Whitley, Sipe, & Yorker, 2000; Musil, 1998, 2000) investigators have focused
solely on grandmothers as they are the most frequent caregivers (U. S. Census Bureau,
2008).
While many research studies document the challenges of raising grandchildren,
little is known about custodial grandparents raising grandchildren in rural settings or
about how this responsibility affects their health (Hayslip & Kaminski, 2005). In general,
rural residents have less access to healthcare and are more likely to be older and poor; to
have fair or poor health; and to have chronic health problems compared to urban residents
(Agency for Healthcare Research and Quality [AHRQ], 2008). They also are likely more
isolated in their experience as a grandparent raising grandchildren as they are farther
removed from their neighbors when compared to urban custodial grandparents. All of
these factors could combine to have a negative impact on the custodial grandparent’s
health.
Purpose of the Study
The purpose of this study was to examine the physical and mental health, stress,
coping, and social support of rural custodial grandparents residing in Kentucky. When
grandparents are faced with raising their grandchildren, they must adapt to being in the
caregiver role again. This process draws on the grandparents’ past experiences, personal
characteristics, and shared history with their grandchild. This adaptation may be
overwhelming to many grandparents as they may have little time to prepare themselves
for this role. In addition, grandparents will need to adapt to changes in lifestyle, social
activities, and physical exertion necessitated by having custody of their grandchild.
These changes can increase stress, which affects several dimensions of caregiver health
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including self-reported health, health symptoms, illness, and medication use (Son et al.,
2007). The current study examined the influence of stress, coping, social supports, and
caring for grandchildren on rural-dwelling grandparents’ physical and mental health.
Specific Aims
The specific aims of this study intended to a) provide a description of ruraldwelling grandparents raising their grandchildren; b) examine the relationship between
physical and mental health, stress, coping, and social supports for the grandparents; and
c) determine the perceived effect the responsibility for the grandchildren’s welfare has on
grandparents’ health. The variables used in this study have been described in the
grandparent raising grandchildren literature.
Specific Aim One
Describe the demographic characteristics (i.e. age, gender, race, marital status,
socioeconomic status, number of grandchildren in home, age and gender of grandchildren
in home, length of time with grandchildren in home, reason for custody, and
classification of residential area) of rural-dwelling custodial grandparents. Along with
the demographic characteristics, grandparents were asked to report any medical
conditions or health problems, insurance status and type, and availability of healthcare
services.
Specific Aim Two
Describe the physical and mental health status, stressors, coping, and social
support of rural-dwelling custodial grandparents.
Specific Aim Three
Examine the relationships among physical and mental health status, stressors,
coping, and social support of rural-dwelling custodial grandparents.
Specific Aim Four
Explore grandparents’ perceptions of the effects stressors, coping, and social
support have on their physical and mental health status.
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Conceptual Framework
The conceptual framework utilized for this study is the caregiver Stress Process
Model developed by Pearlin, Mullan, Semple, and Skaff (1990). The Stress Process
Model provides an understanding of how caregiving, as a dominant component of an
interpersonal relationship, exerts a stressful impact on the caregiver; the Stress Process
Model also explores the possible outcomes of this stress (Pearlin et al., 1990). The stress
process, as illustrated in Figure 1-1, includes the four domains of a) background and
context, b) stressors, c) mediators of stress, and d) outcomes of stress (Pearlin et al.,
1990). The variables for this study of rural-dwelling custodial grandparents mirror the
four domains of the Stress Process Model. Therefore, this study tested the
interrelatedness among the four domains of the Stress Process Model for rural-dwelling
custodial grandparents by examining the relationships of demographic characteristics
(background and context), stressors (primary and secondary), mediators (coping, social
supports), and physical and mental health (outcomes).
The Stress Process Model demonstrates the interrelatedness of multiple factors in
increasing, as well as decreasing, the stress of caregiving. The background and context
of the stress process include key characteristics of the individual, such as age, ethnicity,
and caregiving history, that can influence his or her response to stress (Pearlin et al.,
1990). Stressors are the second domain of the Stress Process Model, which are divided
into primary and secondary stressors. Primary stressors are conditions that are
problematic for the caregiver, such as dependency of the care recipient, behavioral
problems, and relationship changes (Pearlin et al., 1990). Secondary stressors are the
result of the primary stressors and are further divided into role strains and intrapsychic
strains. However, this characterization of stressors does not indicate that secondary
stressors are less important than primary stressors; rather the two types of stressors are
interrelated and emerge as the stress process unfolds (Pearlin et al., 1990). Coping and
social support are considered to be the primary mediators for handling stress and allow
some caregivers to manage better than others (Pearlin et al., 1990). Mediators can
decrease the intensity of the stressors as well as block the cascade of secondary stressor
development (Pearlin et al., 1990). Finally, outcomes are the effects of caregiving on the
individual. Pearlin et al. (1990), believe that the emotional effects are seen first then lead
to a physical health decline, which could eventually result in a surrender of caregiving.
Stressors have been associated with an increase in depressive symptoms among
grandmother caregivers (Leder, Nicholson Grinstead, & Torres, 2007). Stress has also
been shown to have a negative effect on physical health for caregivers by elevating levels
of stress hormones (Vitaliano, Young, & Zhang, 2004). Increased levels of stress
hormones contribute to hyperglycemia, hyperinsulinemia, hypertension, and poorer
immune functioning (Vitaliano et al., 2004). Chronic stress is associated with sleep
problems, risky health behaviors, and illness progression of existing disease (Vitaliano et
al., 2004).
Resources, such as coping skills and social supports, are predictive of better
health and investigators have found improvement in grandmothers’ physical abilities and
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Figure 1-1.

The Stress Process Model

Note. Reprinted with permission. Pearlin, L. I., Mullan, J. T., Semple, S. J., & Skaff, M. M. (1990). Caregiving and the stress process:
An overview of concepts and their measures. The Gerontologist, 30(5), 583-594.
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mental health when resources are utilized (Musil, Warner, Zauszniewski, Wykle, &
Standing, 2009; Vitaliano et al., 2004). However, coping skills, such as unhealthy eating,
smoking, and alcohol use, may promote a decline in physical and mental health. Physical
and mental health for the grandparent raising grandchildren may depend on the use of
positive mediators to achieve the best health outcome possible.
Definitions of Major Concepts
There are many definitions available in the literature for the variables explored in
this study. The following concepts and definitions were used for physical and mental
health, coping, stressors, and social supports.
Physical and Mental Health
Since the time of Hippocrates, philosophers and scientists have tried to define
health and the parameters that constitute health (Larson, 1999). The World Health
Organization (WHO) proposed a definition in 1948, that health requires a person to have
complete physical, mental, and social wellbeing as well as the absence of disease
(Larson, 1999; Saylor, 2004). However, this definition is limited and does not reflect the
complexity of human beings or acknowledge the advances that have been made in
healthcare. Nurse theorists have provided several alternative definitions of health but
there is lack of consensus and a universal definition of health remains elusive.
For this study, the theoretical definition of health is that of King. King (1990)
defined health as a dynamic state over the life of an individual where the individual
adjusts to environmental stressors through use of resources to achieve daily living
potential. Grandparents may have existing health problems, many of which may be
chronic conditions. In the context of King’s definition, if the grandparent uses resources
available to manage their disease and remain as functional and independent as possible,
he or she is a healthy person. For the purposes of this study, health is viewed as a
subjective phenomenon and was determined by asking grandparents to rate their own
health and the frequency with which physical and emotional limitations affected their
ability to perform their usual activities.
In the Stress Process Model, both physical and mental health are viewed as
outcomes of the stress process. During the development of the Stress Process Model,
Pearlin et al. (1990) included standard symptom measures of depression, anxiety,
irascibility, and cognitive disruptions in the construct of mental health. In developing the
physical health component of the Stress Process Model, caregivers were asked about their
physical health, limitations in their ability to perform usual activities, and the occurrence
of injuries (Pearlin et al., 1990). In the model, physical and mental health declines result
in a surrender of the caregiver role unless there is the influence of mediators to lessen the
effects of the stress (Pearlin et al., 1990). However, physical and mental health may be
influenced by the mix of circumstances, experiences, responses, and resources. This mix
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is not stable for a given caregiver, and a change in one component of the Stress Process
Model can result in changes of the other components (Pearlin et al., 1990).
For this study, the operational definition of physical and mental health is defined
by the Short Form-36, version 2 General Health Survey (SF36v2) score and the Center
for Epidemiologic Studies for Depression (CES-D) score. The SF36v2 was used to
measure physical and mental health in this study. The developers of the SF36 noted that
the patient is the best judge of achieving medical care goals that preserve functioning and
well-being and therefore developed a self-report questionnaire (Ware & Sherbourne,
1992). A grandparent was considered healthy if their score on the SF36v2 was higher
than 50 on a range of 0-100, with healthier persons achieving higher scores (Leder et al.,
2007). The CES-D was used to measure mental health also. This instrument is based on
self-report for the major components of depressive symptomatology as these items are
subjective and can only be assessed by the individual (Radloff, 1977). If the grandparent
should score 16 or higher on the CES-D, that score would indicate a risk for clinical
depression (Musil et al., 2009).
Coping
Coping is a person’s ability to manage or alter the source of stress and regulate
the emotional response to that stress (Shaw, 1999), which is the theoretical definition
utilized by this study. Research has shown that maladaptive coping can have negative
effects on physical and emotional health and people who used maladaptive coping
strategies were more likely to become ill during the year following the stressful event
(Shaw, 1999). The multiple problems faced by custodial grandparents require effective
coping skills. The effectiveness of custodial grandparent coping is dependent on the
resources available and learned coping techniques. Grandparents must cope with the
changes in their roles, difficult relationships, and possibly grief over the loss of their child
or spouse (Hayslip & Kaminski, 2005).
For this study, coping is operationally defined by the use of the Ways of Coping
Questionnaire (WCQ). The authors of the WCQ define coping as “the cognitive and
behavioral efforts made to master, tolerate, or reduce external and internal demands and
conflicts among them” (Folkman & Lazarus, 1980, p. 223), which is consistent with the
theoretical definition used by this study. A higher score on a subscale of the WCQ
indicates frequent use of that coping strategy (Trail Ross & Aday, 2006). The Ways of
Coping Questionnaire measures coping processes, not coping styles or dispositions
(Folkman & Lazarus, n.d.). Folkman and Lazarus (1980) define coping processes as
“what the person actually thinks and does in a particular encounter and to changes in
these efforts as the encounter unfolds” (p. 224).
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Stressors
Standard definitions of stress only include the negative aspects of stress so a
definition that reaches consensus remains elusive (American Institute of Stress, n. d.).
Stress is the personal reaction to having little or no control over a life situation and
stressors are the events in life that cause stress (American Institute of Stress, n. d.). The
stressors that grandparents face are numerous and include financial responsibility for the
grandchildren, few or no institutional supports (Hughes, Waite, LaPierre, & Luo, 2007),
health and behavior issues for the grandchildren (Musil et al., 2009), and chronic
conflicts with the grandchildren’s parents (Leder et al., 2007). In this study, stress is
operationally defined using the Parenting Stress Index Short Form (PSI/SF). The author
of the PSI/SF developed this instrument with the assumption that stressors are additive
and multidimensional affecting the parent-child relationship (Abidin, 1995). In this
study, the custodial grandparent has assumed the parent role and develops the same type
of relationship with the child. The PSI/SF items focus on three aspects of the parentchild relationship, which include parental distress, parent-child interactions, and difficult
child. These three aspects correspond to the primary stressors, some of the secondary
role strains (i.e. family conflict and constriction of social life), and all of the secondary
intrapsychic strains of the Stress Process Model. Persons with total stress scores at or
above the 90th percentile are experiencing clinically significant levels of stress (Abidin,
1995).
Social Support
Investigators hypothesize that there are two types of social support that can help a
person cope: main effects and buffering (Shaw, 1999). The main effect hypothesis states
that people with stronger social support will have better health regardless of the stressors
present (Shaw, 1999). The buffering hypothesis purports that people with stronger social
support will have better health during exposure to stressors (Shaw, 1999). Social support
then is the forming of interpersonal relationships and obtaining information that alters a
person’s assessment of the stress symptoms and the ability to cope with the symptoms
(Shaw, 1999). For this study, social support is operationally defined by the use of the
Family Support Scale which measures the helpfulness of social support for families with
young children (Dunst, Trivette, & Jenkins, 2007). Higher scores on this instrument
indicate higher levels of social support (Kelley et al., 2000).
General Definitions
Grandparent Caregiver
Descriptions are found in the literature of three different types of grandparent
caregivers. One type of grandparent provides nonresident care (babysitting) for at least
one grandchild of 50 hours or more per year (Hughes et al., 2007). A second type of
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grandparent cares for grandchildren in a multigenerational home where the grandparent
lives with at least one adult child and one or more grandchildren (Hughes et al., 2007).
This type of grandparent caregiver is also called a co-parenting grandparent. The third
type of grandparent, called a custodial grandparent, lives with one or more grandchildren
with no adult child present (Hughes et al., 2007). Custodial grandparents care for their
grandchildren on a full-time basis and have financial responsibility for the grandchildren
(Grinstead, Leder, Jensen, & Bond, 2003). In the current study, the focus is on the health
of custodial grandparents who reside in a rural setting.
Rural Setting
What are the attributes that make an area rural? There are many definitions of
rural in the literature but no consensus has been reached. United States Government
Agencies, such as the U. S. Census Bureau and Office of Management and Budget
(OMB), use different definitions depending on the needs of their program (Spencer,
Cromartie, Hart, & Hirsch, 2010). Research suggests that a single definition of rural is
not possible or needed and the selected definition should fit the task at hand (Racher,
Vollman, & Annis, 2004). This study focuses on grandparents living in the Pennyrile
region of Western Kentucky. The Pennyrile region includes nine counties: Caldwell,
Christian, Crittenden, Hopkins, Livingston, Lyon, Muhlenberg, Todd, and Trigg.
According to the Economic Research Service (ERS) of the U. S. Department of
Agriculture (2007), the counties of Western Kentucky are primarily considered rural
areas. This determination of rural status is based on nine representative definitions of
rural from the U. S. Census Bureau, OMB and ERS (Economic Research Service of the
U. S. Department of Agriculture, 2007).
The Pennyrile region of Kentucky is primarily a farming community with
manufacturing, coal mining, tourism, construction, healthcare services, and retail services
supporting the economy of the area (Kentucky State Data Center, n. d.). The population
of the largest city in the Pennyrile region is 27,415 (U. S. Census Bureau, 2010) and it is
at least an hour-long drive to an urban area with a population over 100,000. The
principle investigator for this study lives in one of the Pennyrile region counties and
knows the residents of the region consider it to be rural. To define the rural setting for
this study, a question was added to the demographic questionnaire asking participants to
classify their area of residence as rural, suburban, or urban.
Rural Healthcare Disparity
Rural healthcare disparities have been well documented in numerous publications;
for example, the Agency for Healthcare Research and Quality produces an annual report
on healthcare disparities in the U. S. with the 2009 report being the most recent (Spencer,
2010). In this report, rural healthcare disparities continue to exist as rural residents are
more likely to have fair to poor health, chronic conditions, limited healthcare access, and
must travel longer distances for healthcare than their urban counterparts (Agency for

8

Healthcare Research and Quality [AHRQ], 2009). Since rural healthcare disparities exist,
grandparents raising their grandchildren in rural settings are likely to have greater unmet
health needs than those living in urban or suburban communities.
Health disparities and healthcare disparities are terms that are used frequently in
the literature as interchangeable terms (Fink, 2009). Fink (2009) suggests that these
terms are different and that a definition of either term has not been agreed upon in the
literature. She conducted a concept analysis of these terms and has proposed definitions
for both concepts (Fink, 2009). However, the concept that best fits this study is
healthcare disparity and the theoretical and operational definitions proposed by Fink were
used for this study. The theoretical definition proposed by Fink (2009) for healthcare
disparity is “inequity in access to health services or difference in quality of health
services received for one individual or group compared to another that is not a result of
individual or group variance” (p. 355). The operational definition proposed by Fink
(2009) for healthcare disparity is a “difference in a measurement of access to or quality
of health care services between an individual or group possessing a defined characteristic
when other variables have been controlled, such as individual health choices, disease
courses, and other variation from the normative measure (p. 355).” Since healthcare
disparity is documented in the literature (Agency for Healthcare Research and Quality
[AHRQ], 2009; Fink, 2009), this study used these definitions to describe existing
healthcare disparities for grandparents raising grandchildren in a rural setting.
Significance
According to the 2010 American Community Survey one-year estimates (U. S.
Census Bureau, n. d.), there are seven million grandparents who have their grandchildren
living with them and 64.1% of these grandparents are grandmothers. These statistics
demonstrate an increase in grandparent caregivers when compared to the 2000 U. S.
Census report of 6.1 million grandparents with grandchildren living with them (U. S.
Census Bureau, 2008). Most grandparents (50%) are under 60 years of age and live in
the southern United States (48%; (Simmons & Dye, 2003)). In Kentucky, 108,000
children live in grandparent-headed households (Grandfactsheets.org, n. d.). There are no
data available on the number of children or grandparents living in rural Kentucky.
However, 72% of the grandparents in Kentucky are under the age of 60 and 25% live in
poverty (Grandfactsheets.org, n. d.).
Studies conducted concerning the health of grandparents raising grandchildren
support a decline in their physical and mental health and increased stress, depression, and
limited social support (Grinstead et al., 2003; Hayslip & Kaminski, 2005). However,
these studies have been limited to grandparents living in urban areas. Rural residents
have fewer healthcare resources and are more likely to be older, poor, in fair to poor
health, and have more chronic health problems when compared to urban residents
(Agency for Healthcare Research and Quality [AHRQ], 2008). These health disparities,
along with fewer social supports and longer distances to travel for services, place the
rural grandparent raising grandchildren at increased risk for a decline in their physical
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and mental health. Information is needed about custodial grandparents living in a rural
setting so that future interventions are tailored to their needs and not based on the
descriptions of urban grandparents. Research on rural custodial grandparents may also
provide the basis for comparison of urban versus rural custodial grandparent health so
that variables contributing to any health differences can be identified. Grandparent
studies have included caregivers who were Caucasian, African American, and Latino
grandparents (Hughes et al., 2007; Musil, 1998) or have focused on a specific ethnic
group, either African American or Latino (Burnette, 1999; Kelley et al., 2000). In
Kentucky, 87% of custodial grandparents are White with African American and
Hispanic/Latino comprising 10% and 1%, respectively (Grandfactsheets.org, n. d.).
The major reasons for grandparents raising their grandchildren are parent death,
incarceration, mental illness, substance abuse, and/or neglect/abuse of the children
(Grinstead et al., 2003). There is also the possibility that a custodial child will have
special needs, such as a child born to a mother using illicit drugs during pregnancy. A
child with special needs would increase the stress and demands placed on the
grandparent. Grandparents are seen in society as a “safety valve” that can be used to care
for children during times of family crisis (Cox, 2000). Additionally, there may be no one
else to assume care of the children. When grandparents assume care of grandchildren,
society views the situation as “nonnormative”, which can leave grandparents feeling
confused, isolated, resentful, and unsure of their role (Cox, 2000; Hughes et al., 2007).
However, some subgroups may view the situation as “normative”.
When grandparents assume this new role, their stress level increases, coping skills
are challenged, and their health is affected (Hayslip & Kaminski, 2005). If the
grandparent’s health deteriorates so that they are unable to care for the grandchildren, the
grandchildren will be placed in the foster system. Placement in foster care causes trauma
for children as they experience separation and loss of a safe, caring, and stable family
(Johns, 2000). Children in foster care for extended periods experience foster care drift as
they are moved to different foster families and do not form attachment to family or a
sense of belonging to anyone (Johns, 2000). This problem was recognized as early as
1959 and legislation has been passed requiring permanency planning in the child welfare
system as a strategy to preserve the family for the benefit of the children (Johns, 2000).
According to Johns (2000), placement with the grandparent allows grandchildren to
“remain connected to their existing personal support network, community, and cultural
background” (p. 161). Finally, utilizing grandparents to raise grandchildren conserves
public resources and eliminates the debate over public responsibility for the children
(Hughes et al., 2007). As this is a continuing societal problem, this research study will
attempt to further the knowledge of grandparent health by focusing on custodial
grandparents raising grandchildren in a rural setting.
Assumptions
The following assumptions influenced the formulation of this research study’s
conceptual framework, design, and interpretation of findings:
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1. Grandparents are aware of their health history and are able to self-report their
physical and mental health using the health instruments selected for this study.
2. Stress is assumed to occur when a rural grandparent becomes responsible for
raising grandchildren.
3. Concepts within the study’s conceptual framework are relevant to rural
grandparents raising grandchildren.
4. The instruments in this study have demonstrated validity and reliability in
previous grandparent raising grandchildren research.
5. Grandparents take responsibility for raising their grandchildren because they
are concerned about the welfare of the children.
Limitations
The following limitations were identified for this study:
1. Since this is a cross-sectional design, it may not provide adequate
representation of grandparents raising grandchildren in a rural setting as the
results may be misleading or ambiguous for inferences over time (Polit &
Beck, 2008).
2. Grandparents may respond with answers that are socially desirable. They may
not provide honest answers or acknowledge poor health for fear that it may
affect their status as a caregiver for their grandchildren. However, providing
questionnaires for data collection provides anonymity (Polit & Beck, 2008).
3. The CES-D is a self-assessment screening tool for depression and is not
diagnostic of depression. However, scores on this instrument reflect
perceived depressive symptoms and are not an indicator of mental health.
4. Grandparents with severe depression may not be represented as they may not
volunteer for participation in this study.
5. This study will use convenience sampling to recruit participants, which could
limit the generalizability of the study’s findings (Polit & Beck, 2008). An
additional limitation to the generalizability of the findings is restricting
participant recruitment to nine counties in Western Kentucky. However, as
this is a descriptive study and information on grandparents raising their
grandchildren in a rural setting is limited, convenience sampling is an
appropriate method.
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6. Recruiting an adequate sample size for this study from the grandparent raising
grandchildren population in Western Kentucky may be difficult. If this is not
feasible, then the area of recruitment will be expanded in Kentucky to include
other surrounding rural counties until a sufficient sample size is reached.
7. Mistrust of the researcher as an outsider may limit successful recruitment of
rural grandparents.
8. Study instruments have not been used with rural grandparents in previous
research.
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CHAPTER 2.

REVIEW OF LITERATURE

Since late 1980s, the health of grandparents raising their grandchildren has been a
research concern. The earliest studies described the grandparent population while the
most recent studies have included interventions to improve custodial grandparent health.
Several variables have been identified in the literature such as physical and mental health,
stress, coping, and social supports. Each of these variables was measured in the current
study along with a description of situational variables such as marital status and reasons
for custody of the grandchildren. This chapter will include a synthesis of these research
studies, specifically focusing on the aforementioned variables and the impact they have
on custodial grandparent health.
Demographics
Early caregiving grandparent research focused on describing this population’s
characteristics and prevalence. Characteristics of this population include a description of
race (African American, Caucasian, Hispanic/Latino, American Indian, and Alaskan
Native), age range from 30s to 80s, and predominately female (Fuller-Thomson &
Minkler, 2005; Hayslip & Kaminski, 2005; Kelley, Whitley, & Campos, 2010; Musil et
al., 2009; Trail Ross & Aday, 2006). While a few researchers have focused on African
American custodial grandparents, the majority have included a mixture of races in their
samples. For this study, participants were recruited regardless of race because of the
inability to predict racial percentages of custodial grandparents within the Pennyrile Area
with any certainty. Age of the caregiver is important since most custodial grandparents
assume responsibility for their grandchildren when there is a potential for declining
health related to complex factors such as age, additive effects of negative health
behaviors, and genetic predisposition.
The impact of income on custodial grandparent health has been examined.
Grandparents assume financial responsibility for their grandchildren with minimal, if any,
financial assistance and may have to quit working to care for the grandchildren (Gerard,
Landry-Meyer, & Roe, 2006; Grinstead et al., 2003; Kelley et al., 2000). Many
grandparents raising their grandchildren live at the poverty level (Baker & Silverstein,
2008; Dowdell, 2004; Fuller-Thomson & Minkler, 2000; Goodman & Silverstein, 2002;
Kelley et al., 2010; Kropf & Robinson, 2004; Roe, Minkler, Saunders, & Thomson, 1996;
U. S. Census Bureau, 2008), although higher levels of income do not mitigate the stress
grandparents can experience when raising a grandchild (Trail Ross & Aday, 2006). Race
and socioeconomic status can overlap to increase the risk for grandparent health problems
as minorities are more likely to be impoverished and live in communities with few
resources (Hughes et al., 2007).
A situational variable that has been included in studies of grandparents raising
grandchildren is caregiver status (Fuller-Thomson & Minkler, 2000; Goodman &
Silverstein, 2002; Hughes et al., 2007). These studies have made comparisons between
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co-parenting and noncustodial grandparents to explore the health effects based on level of
caregiving. Custodial grandparents are defined as grandparents who assume the parental
role and care for the grandchildren in absence of the birth parent (Fuller-Thomson &
Minkler, 2000; Goodman & Silverstein, 2002). Co-parenting grandparents live in the
house with the grandchildren and the birth parent (Goodman & Silverstein, 2002).
Noncustodial grandparents do not live with the grandchildren but have periodic contact
with them (Fuller-Thomson & Minkler, 2000). According to Fuller-Thomson and
Minkler (2000), African American custodial grandparents (N=78) have poorer physical
health and increased incidence of depression compared to African American noncustodial
grandparents (N=495). However, another study, with a larger sample (N=12,872) of
mixed race, compared grandparents by caregiving type and found limited evidence of this
outcome when the researchers controlled for caregiving context and circumstances
(Hughes et al., 2007). In addition to sample size differences, the opposing findings of
these two studies may be related to variations in the statistical techniques used that
controlled for or did not control for confounding variables. When custodial and coparenting grandparents are compared, there is little difference in the level of stress and
well-being they report (Goodman & Silverstein, 2002).
In some studies, marital status is a factor that has been predictive of worse
physical and mental health in grandparent caregivers (Blustein, Chan, & Guanais, 2004;
Dowdell, 2005). Custodial grandparents who are unmarried are more likely to report
poorer health (Dowdell, 2005), depressive symptomatology (Blustein et al., 2004) and
stress (Musil, Youngblut, Ahn, & Curry, 2002) than their married counterparts. Other
situational variables included in custodial grandparent studies are the effects of
relationships with the birth parents and grandchildren, change in the grandparents’ roles,
and the reasons they have custody (Butler & Zakari, 2005; Dellman-Jenkins,
Blankemeyer, & Olesh, 2002; Goodman & Silverstein, 2002; Grinstead et al., 2003;
Hayslip & Kaminski, 2005; Linsk et al., 2009; Musil et al., 2009; Trail Ross & Aday,
2006). In some qualitative studies, a difficult relationship with an adult child has been
identified as a source of major stress for custodial grandparents (Bullock, 2004; Burton,
1992; Kropf & Kolomer, 2004; Kropf & Robinson, 2004; Waldrop & Weber, 2001).
There has been little research on grandparents residing in rural locations
specifically. Myers, Kropf, and Robinson (2002) wrote one of the first articles exploring
the needs of rural grandparents. These authors suggested guidelines for implementing a
case management intervention to support these grandparents. This approach was
designed to promote the use of the custodial grandparents’ strengths and available
resources while raising their grandchildren (Myers et al., 2002). Kropf and Robinson
(2004) conducted a qualitative study with 14 grandparents that explored the reasons rural
grandparents became responsible for their grandchildren. The authors identified three
major pathways to custodianship that included co-residential, incremental, and immediate
situations and how these pathways affected the grandparents (Kropf & Robinson, 2004).
However, this study did not focus on health specifically.
Most recently, a study was conducted comparing the health of rural and urban
grandparents (Bigbee, Musil, & Kenski, 2011). In this study the authors compared rural
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and urban grandparent health, categorizing caregivers as primary, multigenerational, and
traditional caregivers. Primary grandparents were defined as having responsibility for
their grandchildren without the children’s parents living in the home. Multigenerational
grandparents were defined as co-residing with the children and the children’s parents.
Finally, traditional grandparents were defined as living within one hour of their
grandchildren, being in contact with their grandchildren, and providing less than 20 hours
of care for the grandchildren per week. This study compared these rural-urban groups in
terms of demographic characteristics, physical and mental health scores, and reported
health conditions using the General Health Survey, Short-form 36 and the Centers for
Epidemiological Studies Depression Scale. Bigbee, Musil, et al. found that the
grandparents were similar in employment, age, and educational level. However, some
differences were noted as well such as racial distribution with the majority of rural
grandparents being white (89.7%) compared to the urban grandparents (59.6%). Another
difference was the distribution of caregiver type with fewer rural grandparents living in
multigenerational homes and more classified as traditional grandparents than the urban
grandparents (Bigbee, Musil, et al., 2011). In summary, these studies suggest that most
grandparent caregivers have numerous financial stressors and several situational variables
such as caregiver status, marital status, and difficult parent-adult child relationships that
form the context for their role as custodial grandparents. Limitations of these studies
include small, unrepresentative samples and use of diverse statistical analysis techniques
that make synthesis across studies difficult. Strengths include definitions of grandparents
by caregiving type, descriptions of caregiving grandparents’ characteristics and insight
into the situational variables that form the context of caring for grandchildren. The
physical and mental health findings will be discussed in the next section of this
document.
Physical Health
Physical health has been a concern in most of the studies conducted on
grandparent health. Most researchers have found that grandparents raising grandchildren
experience a negative impact on their physical health (Bigbee, Boegh, Prengaman, &
Shaklee, 2011; Butler & Zakari, 2005; Fuller-Thomson & Minkler, 2000; Minkler &
Fuller-Thomson, 1999; Musil, 1998). However, other investigators have noted improved
physical health due to increased activity, weight loss, and smoking cessation after taking
on the caregiver role (Minkler, Roe, & Price, 1992; Roe et al., 1996). These mixed
results demonstrate the complexity of the factors influencing physical health status for
grandparents raising grandchildren. Kelley, Whitley, and Campos (2010) noted that the
lack of multi-dimensional, standardized measures of grandparent health was a limitation
in this area of science. Some previous studies included a single question for obtaining the
grandparents’ self-assessed health status (Musil & Ahmad, 2002; Roe et al., 1996), which
may not provide an accurate picture as grandparents tend to downplay their own health
problems to protect the grandchildren (Minkler et al., 1992). Bullock (2004) also noted
that grandmothers tended to minimize their own health and social needs when caring for
an unhealthy child instead putting their own health concerns aside to provide a better
situation for the child. An example of this pattern was described in a study of 71
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grandmothers. Several grandmothers in the study reported not taking prescription
medications so they could be alert when caring for the grandchildren (Minkler et al.,
1992).
Overall, most studies on grandparent caregivers’ health indicate that physical
health and functional limitations are common. Musil (1998) found that (N=90) caring for
multiple grandchildren resulted in lower self-reported health and increased stress. In a
study of 173 primary caregiving grandparents, Minkler and Fuller-Thomson (1999)
compared their activity limitations and self-rated health to 3304 non-caregiving
grandparents and found custodial grandparents were significantly more likely to report
activity limitations and a lower satisfaction with their health than non-caregiving
grandparents. Likewise, Whitley, Kelley, and Sipe (2001) found at least moderate levels
of physical limitation negatively impacting the completion of normal daily routines in a
sample of 100 African American custodial grandparents. Butler and Zakari (2005)
conducted a mixed methods study of 17 custodial grandparents in which 35% reported
worse health than five years previously and approximately 50% reported their current
health limited their activities. A link has also been noted between psychological distress
and physical health (Kelley et al., 2000). In a study of 102 custodial grandparents, Kelley
et al. (2000) found that grandparents who had few resources, less social support, and poor
physical health reported higher levels of psychological distress. In a study of 26
grandfathers aged 65+, Bullock (2007) reported similar results, that those with poorer
physical health reported more powerlessness when compared to grandfathers reporting
better physical health. Research findings such as these have prompted researchers to
develop interventions aimed at empowering and educating custodial grandparents to
improve their health.
Intervention studies for custodial grandparents have included home-based
intervention programs that promote physical and mental health with the aim of improving
coping and reducing stress levels (Kelley, Whitley, & Sipe, 2007). One of the first
programs implemented by Kelley et al. (2007) provided social work and nursing services
for one year to 120 custodial grandmothers. Social workers visited the home twice
monthly to focus on identifying and using personal, familial, and community strengths
that would help grandparents reach their goals and resolve problems. A registered nurse
(RN) visited the home monthly and provided ongoing health assessment with education
on health concerns and medications. The participants also attended support group
meetings and parent education classes as part of the program. Data were collected preand post-test and the researchers found statistically significant improvements in mental
health. However, no statistically significant effect was noted for physical health after the
intervention, even though post-test scores for physical health were slightly elevated. This
lack of significant improvement in physical health could be related to fit of the
intervention to the physical health measure. The researchers used the SF36 Physical
Functioning Scale as a measure of physical health. This scale measures a person’s ability
to perform activities such as kneeling, vigorous activity, walking, climbing stairs, and
carrying groceries (Ware, 2000). However, the intervention provided for physical health
was health screening (measures of blood pressure, weight, cholesterol, and blood
glucose), medication checks, monitoring of health needs, referrals to healthcare
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providers, and health education. Therefore, while these interventions are important, they
do not address any activity limitations of the study participants. The inclusion of an
intervention to more closely match the measurement criteria could be a recommendation
for future intervention studies.
Another intervention study conducted by Kelley et al. (2010) included 529
custodial grandmothers in a longitudinal, pretest-posttest design. Very similar to their
2007 study, the intervention included home visits by RNs and social workers, support
group meetings, and parenting classes (Kelley et al., 2010). Nursing services included a)
an initial health assessment (body mass index measurement, visual acuity, glucose and
cholesterol blood levels, and blood pressure); b) a health behaviors assessment (current
diagnosis of diabetes, hypertension, obesity, and use of tobacco, alcohol, and seat belts);
c) medication check; d) health education; e) healthcare provider referral; and f)
development of goals for health. The study participants also received glucometers and
blood pressure monitoring equipment. The nurse continued to monitor blood pressure,
weight, medications, diet, and physical activity during the subsequent home visits. For
this study, the participants completed the SF36 General Health Survey pre- and post-test
and comparisons were made for the instrument’s eight scales. Only four of the SF36
scales were significantly different after the intervention and included role functioning:
physical, vitality, role functioning: emotional, and mental health (Kelley et al., 2010).
According to Kelley et al. (2010), “there were no significant differences in mean scores
for physical functioning, bodily pain, general health, and social functioning” (p. 383).
While each of the SF36 scales’ raw scores did show some improvement, as with the
authors’ 2007 intervention study, the health interventions did not appear to fit with the
measures of physical functioning, bodily pain, general health, and social functioning.
The authors also indicated that more longitudinal intervention studies are needed in the
future to determine if the changes can be sustained.
Rural grandparents have recently become a research interest. A study comparing
the health of 97 rural and 388 urban custodial grandparents found no significant
differences (Bigbee, Musil, et al., 2011). However, both groups were below the adult
norm for their SF36 physical and mental health composite scores, with the physical
health composite score being the lower of the two. A second recent study focused on an
intervention for frontier custodial grandparents (Bigbee, Boegh, et al., 2011). In this
study of 11 frontier custodial grandparents, a 6-month home based program was
implemented to provide health education, behavior change reinforcement, and connection
with resources. On the initial home visit, the participants completed the HealthPromoting Lifestyle Profile II and SF36 general health surveys pre- and post-intervention
as well as other health screenings (body mass index, lipids, blood glucose, blood
pressure, and a health history). After the initial home visit, the intervention included
monthly nursing visits to provide education and reinforcement of health goals.
According to Bigbee, Boegh, et al. (2011), “pre-intervention findings suggested that these
grandparents had significant physical health concerns, particularly obesity, hypertension,
and diabetes” (p. 158). In this study, investigators reported that grandparent health was
unchanged after the intervention (Bigbee, Boegh, et al., 2011), although they did note a
statistically significant improvement in diastolic blood pressure and nutrition. There are
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some limitations with this study. The authors only reported the SF36 physical component
summary and mental health component summary measures pre- and post-test. This does
not allow the reader to determine if the intervention was ineffective in improving the
participants’ health or if the lack of significant health improvement was due to a poor fit
of the intervention to the measure. Another limitation noted by the authors was the lack
of consistency in applying the intervention to the different participants, except to note
that everyone received the main elements of education and reinforcement. Information
was not provided about the differences in providing the intervention to the participants,
which leaves the reader unable to evaluate the treatment fidelity. A final limitation noted
by the study authors was the small sample size of six frontier families.
While some research has shown poorer physical health in custodial grandparents,
some researchers have reported positive health gains (Roe et al., 1996; Waldrop &
Weber, 2001). Roe et al. (1996) attribute improving physical and mental health to
possibilities such as grandparent empowerment in a situation where they were once
powerless and the daily influence of a young child in their life. Some grandparents
demonstrate improved physical health which they attribute to decreasing or quitting
smoking, losing weight, eating healthier, and increasing activity (Minkler et al., 1992;
Waldrop & Weber, 2001). However, in the study by Minkler et al. (1992) and Waldrop
and Weber (2001), this finding was only in 25% and 11% of the study samples
respectively. These findings suggest that custodial grandparent health is greatly
influenced by the contextual issues in which they are raising their grandchildren.
Mental Health
Mental health is of great concern for custodial grandparents since most
grandparent health research has noted increased depressive symptomatology among
custodial grandparents (Bigbee, Musil, et al., 2011; Blustein et al., 2004; Bullock, 2004;
Burton, 1992; Butler & Zakari, 2005; Fuller-Thomson & Minkler, 2000; Kelley et al.,
2000; Linsk et al., 2009; Minkler, Fuller-Thomson, Miller, & Driver, 1997; Minkler et
al., 1992; Musil, 1998, 2000; Musil & Ahmad, 2002; Roe et al., 1996; Ruiz, Zhu, &
Crowther, 2003; Waldrop & Weber, 2001). In a study of 60 custodial grandparents, 86%
reported feeling depressed or anxious most of the time (Burton, 1992). Minkler et al.
(1992) reported similar findings in a study of African American grandmothers (N=71)
where the majority of grandparents reported feeling depressed, couldn’t get going, totally
exhausted, or lonely. In this mixed methods exploratory study, the researchers used an
abbreviated version of Blackburn’s Affective Balance Scale to gather information about
the grandparent’s emotional status as well as self-rated health questions directed at
physical and mental health. According to the authors, Blackburn’s Affective Balance
Scale elicits self-reported data on feelings experienced in the past week such as feeling
appreciated, totally exhausted, and depressed. These data were gathered during two
participant interviews and means were presented for the various self-report items as well
as qualitative data obtained during the interviews. Previous research findings indicate
that caregiving grandparents are up to twice as likely to have depressive symptoms when
compared to non-caregiving grandparents (Fuller-Thomson & Minkler, 2000; Minkler et
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al., 1997). However, some researchers have not found a high degree of depressive
symptomatology in caregiving grandparents (Whitley et al., 2001). In this study of 100
urban African American custodial grandmothers, mental health was measured using the
Short Form-36 General Health Survey and the Health Risk Appraisal. The Health Risk
Appraisal includes a self-assessment element on life satisfaction. The mental health
findings of this study may reflect an inconsistent use of instruments to measure
depressive symptomatology in grandparents raising grandchildren research and a lack of
contextual data on the study population’s caregiving situation.
Certain contextual circumstances may be correlated with increased depressive
symptomatology in custodial grandparents. Musil et al. (2009) conducted a study to
examine the moderating effects of resourcefulness and social support on family stress,
strain, and depressive symptoms for a group of grandmothers by caregiver type. This
study included 183 custodial, 136 multigenerational, and 167 non-caregiver
grandmothers. According to this study, greater intra-family strain and low instrumental
support contributed to increased depressive symptoms (Musil et al., 2009). However, it
is uncertain whether the depression symptoms existed before caregiving began or
developed afterward (Hughes et al., 2007; Musil et al., 2009; Musil et al., 2002). Baker
and Silverstein (2008) conducted a study comparing grandparents who had recently
stopped caring for a grandchild, had recently begun caring for a grandchild, had been
continuously caring for a grandchild or were non-caregiving grandparents. The findings
of this study included high levels of depression before caregiving began and increased
levels of depression when the grandchildren transitioned in or out of grandparent care
when compared to continuous care or non-caregiving grandparents (Baker & Silverstein,
2008). Other contextual circumstances contributing to increased depressive
symptomatology in custodial grandparents include a) having two or more illnesses; b)
history of grandparent emotional problems; c) caregiving of multiple grandchildren; d)
caring for teenage grandchildren (Linsk et al., 2009); e) being a recent custodial
grandparent (Minkler et al., 1997); f) poorer self-rated physical health (Bullock, 2007;
Kelley et al., 2000); g) being unmarried (Blustein et al., 2004); and h) grandchildren’s
behavior problems (Leder et al., 2007).
Stressors
Custodial grandparents face many stressors when raising grandchildren such as
financial concerns (Bullock, 2004; Dowdell, 2005; Kelley et al., 2000; Waldrop &
Weber, 2001), custody and legal issues (Kropf & Kolomer, 2004; Waldrop & Weber,
2001), emotional or behavioral problems of the children (Kropf & Kolomer, 2004; Leder
et al., 2007), and their relationship with the children’s parents (Bullock, 2004; Leder et
al., 2007; Waldrop & Weber, 2001). Many researchers have described a high degree of
stress for most custodial grandparents and the health effects of the stress (Baker &
Silverstein, 2008; Bullock, 2004; Burton, 1992; Butler & Zakari, 2005; Dowdell, 2004;
Kelley et al., 2000; Kropf & Kolomer, 2004; Leder et al., 2007; Musil, 1998; Musil &
Ahmad, 2002; Musil et al., 2009; Musil et al., 2002; Trail Ross & Aday, 2006; Waldrop
& Weber, 2001). In a study of 50 custodial grandparents, 92% scored greater than the
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90th percentile on the Parenting Stress Index, which indicates significant stress levels
(Trail Ross & Aday, 2006). However, other researchers have not reported stress levels as
high in custodial grandparents but they were still noteworthy (Butler & Zakari, 2005;
Kelley, 1993; Musil, 1998). Several researchers have found that increased stress for
custodial grandparents has the most impact on their mental health (Leder et al., 2007;
Musil et al., 2009).
The length of caregiving time for the custodial grandparent has been linked to
increased stress (Baker & Silverstein, 2008). In a study comparing grandparents who
obtained custody of grandchildren within the past two years to non-caregiving
grandparents, the new custodial grandparents were found to have a lower level of wellbeing and increased stress levels (Baker & Silverstein, 2008). Increased levels of stress
are noted when grandparents are suddenly thrust into the caregiver role causing a
tremendous upheaval in their lives (Leder et al., 2007; Musil et al., 2002). Family
relationships and conflict are reported by custodial grandparents to be the most frequent
stressor (Burton, 1992; Kropf & Kolomer, 2004; Waldrop & Weber, 2001). Custodial
grandparents may be navigating difficult relationships with adult children with drugaddiction or mental health disorders. This stressful situation can be further compounded
if the custodial grandparent does not have legal custody as they fear the child may be
returned to an unfit parent or the parent appears demanding return of the child (Bullock,
2004; Gerard et al., 2006; Kropf & Kolomer, 2004; Waldrop & Weber, 2001). Custodial
grandparents must also cope with the grandchildren’s feelings of abandonment and anger
toward their parent as well as any psychiatric or physical health problems the children
may have as a result of abuse/neglect or substance abuse exposure (Kropf & Kolomer,
2004; Leder et al., 2007).
Financial strain is another significant contributor to stress for the custodial
grandparent (Bullock, 2004; Dowdell, 2005; Waldrop & Weber, 2001). Custodial
grandparents frequently receive little assistance in caring for a grandchild (Bullock,
2004), either because they are unaware of how to navigate the social services system,
lack custody status (Gerard et al., 2006), or a reluctance to accept “welfare” assistance.
According to a qualitative study by Bullock (2004), “They [custodial grandparents]
attempted to manage the child’s health needs with out-of-pocket payments. This
management strategy often forced grandparents to choose between a health maintenance
visit for the grandchild, purchasing their own medications, or buying food for the family.
According to these families, the most necessary expense was food, which would benefit
everyone. However, the sacrifice of health care for food cost for the entire family placed
both grandchild and grandparents at further risk for illness (p. 50).” In a study of 102
custodial grandparents, Kelley et al. (2000) noted the contribution of financial strains on
the psychological distress experienced by custodial grandparents which in turn, impacted
their mental health. As this illustrates, stress for the custodial grandparent occurs for
numerous reasons and will require myriad coping skills to mediate the effect stress has on
their physical and mental health.
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Coping
Coping behaviors are how people respond to stressful life events and they can be
positive or maladaptive strategies affecting health. Since many custodial grandparents
experience a great deal of stress with raising grandchildren, how they cope with stress has
been an integral component in custodial grandparent health research (Bullock, 2004,
2007; Burton, 1992; Gerard et al., 2006; Kelley et al., 2007; Minkler et al., 1992; Musil,
1998, 2000; Musil & Ahmad, 2002; Trail Ross & Aday, 2006; Waldrop & Weber, 2001).
In a study of 50 custodial grandparents by Trail Ross and Aday (2006), custodial
grandparents “tended to use social support and positive attitudes as the major ways of
coping with their situation” (p. 923). Using the Ways of Coping Questionnaire, the
authors found “five coping strategies were significantly correlated to lower reported
stress: positive reappraisal, accepting responsibility, confrontive coping, self-control, and
distancing. These coping strategies were very positive techniques for handling stress” (p.
928; Trail Ross & Aday, 2006). Trail Ross and Aday (2006) also noted the most frequent
coping mechanisms used by grandparents was social support and positive attitudes.
Musil and Ahmad (2002) found that grandparents who “used more active coping
strategies, which is a more problem-focused approach, and less avoidant coping also
reported better health” (p. 116).
Several positive coping mechanisms were identified by Waldrop and Weber
(2001) that included taking action, talking about feelings, spiritual faith, working more,
focusing on child, and outreach to others. The use of religion and spirituality as a coping
mechanism has been described as an important coping mechanism in other custodial
grandparent studies (Bullock, 2004, 2007). However, maladaptive coping strategies have
been identified in custodial grandparent research as well. These strategies include
smoking, increased alcohol and coffee consumption, overeating, and staying up too late
(Burton, 1992; Minkler et al., 1992; Waldrop & Weber, 2001). A qualitative study by
Minkler et al. (1992) described a 62-year-old grandmother with diabetes who had missed
four medical appointments in the previous year because of caregiving responsibilities or
confusion in her home. These situations highlight how coping strategies can result in
either a positive or a negative effect on custodial grandparent health.
Social Support
Social support is another component of grandparent raising grandchildren
research. Its presence can be a benefit in mitigating stress (Bullock, 2007; Dowdell,
2004; Hughes et al., 2007; Kelley et al., 2007; Leder et al., 2007; Musil et al., 2009; Trail
Ross & Aday, 2006) or, if not available or utilized, the lack of social support can be a
source of stress and depression (Butler & Zakari, 2005; Hughes et al., 2007; Kelley et al.,
2000; Musil et al., 2009). Custodial grandparents have little or no time when they are
able to socialize with family or friends leaving them isolated in their experience (Bullock,
2004; Butler & Zakari, 2005; Whitley et al., 2001). Various types of informal and formal
social support have been identified as beneficial for custodial grandparents.
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Some of the formal social supports identified as protective against stress by Trail
Ross and Aday (2006) included professional counseling, tutoring, and special education.
Support groups are one social support that appears to have a tremendous impact on
coping and stress for custodial grandparents (Dowdell, 2004). The majority (88%) of
custodial grandparents, in a study by Leder et al. (2007), gained emotional support and
felt less isolation when they attended support groups. In this study, the authors found a
significant relationship between improved physical health and social support; though
none of the mental health scales were related to social support. Monthly support groups
provided a venue for custodial grandparents to exchange ideas, develop a support
network, and recognize their own strengths, abilities, self-worth, and the positive factors
in their lives (Kelley et al., 2007). Finally, spirituality is an additional social support used
by custodial grandparents to cope with stress and bolster their well-being (Bigbee, Boegh,
et al., 2011; Bullock, 2007; Butler & Zakari, 2005). Social supports for custodial
grandparents are important mediators in the stress process as they prevent the
development of secondary stressors, such as constriction of social life, poor self-esteem,
and loss of self, ultimately improving the caregiving experience for custodial
grandparents.
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CHAPTER 3.

METHODOLOGY

This chapter discusses the research design used for this study. The sample is
described including the inclusion/exclusion criteria and study setting. This chapter
provides information on the instruments used for data collection and their applicability to
the study population. Finally, the procedure for conducting the study is outlined to
include Institutional Review Board (IRB) approval for the study, selection of participants,
data analysis techniques, and protection of human subjects.
Research Design
This cross-sectional, descriptive, correlational study used a mixed methods
approach to examine the physical and mental health, stress, coping, and social support of
21 custodial grandparents residing in rural Kentucky. This research design provided data
that allowed description of participating rural grandparents residing in Western
Kentucky, as well as a description of the variables that affected their physical and mental
health. A mixed methods approach provided insight into the grandparents’ perceptions of
the physical and mental health effects that have occurred since gaining custody of their
grandchildren. For the mixed methods approach, a convergent design was used, which is
implementation of the quantitative and qualitative data collection and analyses
simultaneously followed by merging of the two sets of results (Creswell & Plano Clark,
2011). The convergent mixed methods design results in a broader understanding of a
subject.
Sample and Setting
This study focused on grandparents raising their grandchildren in rural Western
Kentucky. The convenience sample of grandparents was recruited using flyers posted at
churches, health clinics, hospitals, schools, and beauty salons as well as a press release
produced by Hopkinsville Community and Technical College. This press release resulted
in an interview with the principle investigator (PI) on a local radio station. Additionally,
grandparent support groups in Western Kentucky were contacted to solicit participation
in the study. One support group in the geographic area was the Lyon County Family
Resource and Youth Service Center Grandparents Raising Grandchildren Support Group.
They invited the PI to speak at a support group meeting and solicit interest in study
participation. Snowball sampling was used as an additional recruitment tool as
participants identified other grandparents interested in the study. The goal in participant
recruitment was to obtain a sample of grandparents in all stages of health, not just ill
health, so confounding would be limited. Admittance into the study was open to anyone
who met the inclusion/exclusion criteria as outlined below.
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Inclusion Criteria
The criteria for inclusion were the following:
1. Grandparent must reside in one of the following Kentucky counties: Caldwell,
Christian, Crittenden, Hopkins, Livingston, Lyon, Muhlenberg, Todd, or
Trigg.
2. The participating grandparent had formal or informal custody of one or more
grandchildren, based on self-report.
3. The grandchildren were currently living with the participating grandparent on
a full-time basis.
4. The grandchildren’s parents were not currently living in the participating
grandparent’s home.
5. The participating grandparent was responsible for all needs of the
grandchildren.
6. The participant was able to read and speak English.
7. Only the self-reported primary caregiver was enrolled (i.e., one grandparent
per household).
Exclusion Criteria
Exclusion criteria included grandparents who were babysitting on a full- or parttime basis and non-caregiving grandparents.
Sample Description
This study included a convenience sample of 21 custodial grandparents raising
their grandchildren and residing in the Pennyrile Region of Western Kentucky. The
majority of the participants were obtained by snowball sampling from community
members who were acquainted with custodial grandparents and made the introduction to
the researcher. Five of the participants were recruited from a single grandparent support
group. All grandparent participants had formal or informal custody of 1 or more
grandchildren without the children’s parents residing in the home.
This study presented several challenges in recruiting. Although the PI learned of
numerous grandparents via snowball sampling, many were not willing to participate.
While the reasons for recruitment difficulties are unknown, the impression given by
encounters with potential participants was that the grandparents were very busy. For
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example, on a few occasions a grandparent did not keep a scheduled appointment with
the PI. Some of these grandparents were able to be contacted by phone and rescheduled
as they had forgotten their appointment. Other grandparents could never be reached by
phone to reschedule. While recruitment flyers were distributed to numerous places in the
research area and a radio interview was conducted providing the PI’s contact information,
very few participants responded to these recruitment strategies.
Instrumentation
Several pencil and paper instruments were used to collect data on the
grandparents’ physical and mental health, stress, coping, and support resources.
Instruments used for this study included: Grandparent Demographic Data Form, Short
Form-36 General Health Survey, Centers for Epidemiologic Studies for Depression
Scale, Parenting Stress Index Short Form, Ways of Coping Questionnaire, and Family
Support Scale. Additionally, focus group interviews were conducted to obtain the
grandparents’ perceptions of how their physical and mental health was affected by stress,
ability to cope, and availability of support resources.
Grandparent Demographic Data Form
Demographic data were obtained on the custodial grandparents using a self-report
questionnaire developed by the investigator (Appendix). The questionnaire included
information on age in years, gender (male=0; female=1), race (African American=0;
Caucasian=1; Hispanic/Latino=2; Other=3), marital status (married/living with a
partner=1; not married, (i.e. separated, divorced, widowed, never married=0),
employment status (employed=0; not employed=1), and educational level (years of
formal education). In addition, the participants were asked to list their current medical
conditions; healthcare services available; insurance status (no=0; yes=1; other=2) and
type (private; Medicare; Medicaid); number, age in years, and gender of grandchildren;
length of time with grandchildren in home (in months); and reason for custody of their
grandchildren. Finally, the Grandparent Demographic Data Form included an item to
assess a self-reported classification of residential area (rural=0; suburban=1;
urban/metropolitan=3). For any missing demographic data, a period (.) was used in the
dataset to indicate that the data were missing.
Short Form-36 General Health Survey
The Short Form-36, version 2 General Health Survey (SF36v2) is a 36-item
questionnaire that is a measure of functional health. According to Ware (2000), the
framework organization for the instrument begins with two summary measures, physical
health and mental health. Under the summary measures are eight scales that correlate to
each summary measure (Ware, 2000). Physical Functioning, Role-Physical, and Bodily
Pain are the scales that correlate the most to the physical health summary measure
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(McHorney, Ware, & Raczek, 1993; Ware, 2000). Mental Health, Role-Emotional, and
Social Functioning are the scales that correlate most with the mental health summary
measure (McHorney et al., 1993; Ware, 2000). The three remaining scales, Vitality,
General Health, and Social Functioning, can correlate with either summary measure,
although General Health is correlated with the physical health summary measure and
Vitality and Social Functioning are correlated to the mental health summary measure in
the taxonomy of the SF-36 measurement model (Ware, 2000). The instrument contains
36 items that aggregate the eight scales (Ware, 2000).
The SF-36v2 contains items with a 5-choice response, with the exception of items
3 a-j, which offer a 3-choice response. For most questions, the 5-choice responses range
between “all of the time” and “none of the time”. The 3-choice responses include 1)
“yes, limited a lot”; 2) “yes, limited a little”; and 3) “no, not limited at all”. Each
response choice has a numerical value assigned ranging between 1 and 5. The scores are
calculated for each scale, in relation to population norms, using norm-based scoring so
each scale has the same mean (50) and same standard deviation (10). The use of normbased scoring is designed to simplify interpretation, with higher scores indicating better
health (Ware, 2000; Ware et al., 2008). Group mean scale scores below 47 indicate
health status below average (Maruish, 2011).
Reliability and validity of the SF36v2 have been widely tested as described by
Ware (2000). The instrument has a high reliability in the general population and has an
estimated alpha exceeding .90 for the physical and mental summary scores. Construct
validity was confirmed during the instrument’s development by comparing the results of
the SF36v2 to numerous other widely used health measures with comparable results.
Validity has also been confirmed by using the SF36v2 in numerous treatment-post
treatment clinical studies. The SF36v2 has been used in grandparent samples in previous
studies and has demonstrated reliability with Cronbach’s alpha’s of .71 to .96 (Goodman
& Silverstein, 2002; Kelley et al., 2000; Leder et al., 2007; Whitley et al., 2001). It is
estimated to take less than 10 minutes to complete and has a Flesch-Kincaid reading level
of 6.9 (Quality Metric Incoporated, 2009). Higher scores on the scales indicate better
health for the participant (Leder et al., 2007).
Center for Epidemiologic Studies for Depression Scale
The Center for Epidemiologic Studies for Depression scale (CES-D) is a 20-item
Likert-type questionnaire to measure current levels of depressive symptoms in the
general population. The CES-D is a reliable measure with an alpha of .85 in the general
population. Validity of the CES-D has been established in a variety of clinical settings
with correlations noted between the CES-D and other widely used instruments measuring
depression. It has also demonstrated validity in comparison studies of its use with
psychiatric inpatient and the general population (Radloff, 1977). This instrument has
been used in previous studies of grandparents raising grandchildren (Goodman &
Silverstein, 2002; Linsk et al., 2009; Musil, 1998, 2000; Musil et al., 2009) and has
shown an alpha reliability of .89 to .91 in this population (Goodman & Silverstein, 2002;
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Musil, 1998, 2000; Musil et al., 2009). Completion of the instrument takes 5-10 minutes
and the instrument has a Flesch-Kincaid reading level of 6. Scores on the CES-D of 16
or higher indicate a risk for clinical depression (Musil et al., 2009).
Parenting Stress Index, Short Form
The Parenting Stress Index, short form (PSI/SF) is a 36-item, Likert-type
questionnaire to measure Total Stress (TS) and the three subscales of Parental Distress
(PD), Parent-Child Dysfunctional Interaction (PCDI), and Difficult Child (DC) in parentchild interactions (Trail Ross & Aday, 2006). This instrument has a high reliability with
a Cronbach’s alpha of .91 for TS, .87 for PD, .80 for PCDI, and .85 for DC. It has been
used in studies of grandparents raising grandchildren with a reliability of .94 to .95 for
the total stress scale and .86 to .92 for the three subscales (Leder et al., 2007; Musil,
1998, 2000; Trail Ross & Aday, 2006). According to Abidin (1995), the PSI/SF was
found to be highly correlated to the full-length PSI. However, it has not undergone
validity testing on its own. The full-length PSI has been used in numerous studies to
provide evidence of construct and predictive validity with a variety of populations
including special populations (Abidin, 1995). The full-length PSI has also had
correlation established with other widely used measures of parenting stress to strengthen
its validity (Abidin, 1995). It is estimated to require 10 minutes to complete the
instrument, which has a 5th grade reading level (Abidin, 2011). According to Abidin
(1995), grandparents with TS scores at or above the 90th percentile are experiencing
significant levels of stress.
Ways of Coping Questionnaire
The Ways of Coping Questionnaire (WCQ) is a 66-item, Likert-type
questionnaire that measures coping strategies. The WCQ was developed by Lazarus and
Folkman in 1984 (Folkman & Lazarus, 1988). Reliability and validity testing has been
conducted by Lazarus and Folkman (1988) for the WCQ. In a study where five
interviews were conducted with participants, reliability testing was performed by
examining Cronbach’s alpha, which were at the low end of traditional but higher than
other coping instruments available for use (Folkman & Lazarus, 1988). According to
Lazarus and Folkman (1988), “Evidence of construct validity is found in the fact that the
results of our studies are consistent with our theoretical predictions” (p. 13) and the
instrument’s use in other studies. The WCQ has eight subscales, with alpha levels
reflecting reliability that include confrontive coping (alpha .70), distancing (alpha .61),
self-controlling (alpha .70), seeking social support (alpha .76), accepting responsibility
(alpha .66), escape avoidance (alpha .72), planful problem solving (alpha .68), and
positive reappraisal (alpha .79; Folkman & Lazarus, 1988). The 66-item WCQ has been
used in grandparent raising grandchildren research (Musil, 1998, 2000). The instrument
can be completed in approximately 10 minutes. According to Microsoft Word®, the
Flesh-Kincaid reading grade level is 4.5 for the WCQ. A higher score on a subscale of
the WCQ indicates a frequent use of that coping strategy (Folkman & Lazarus, 1988).
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Family Support Scale
The Family Support Scale (FSS) is an 18-item, five-point Likert-type
questionnaire that measures the helpfulness of formal and informal support services
(Leder et al., 2007). Reliability with a coefficient alpha of .79 was established in a study
of 224 parents of children with disabilities and test-retest administration (Dunst et al.,
2007). Construct validity was established by significant correlation with the
Questionnaire on Resources and Stress (Dunst et al., 2007). It has been used in previous
grandparent raising grandchildren research (Kelley et al., 2000; Leder et al., 2007) with a
Cronbach’s alpha of .65 reported by Leder, Grinstead, and Torres (2007). Estimated time
for completion is five minutes and higher scores indicate increased social support (Kelley
et al., 2000).
Procedure
Permission to conduct the proposed study was obtained from the University’s
Institutional Review Board (IRB). Once potential participants contacted the principal
investigator (PI) expressing an interest in the study, the study was briefly explained and if
the participant was willing, an interview appointment was made to meet with the PI in a
place of the custodial grandparent’s choosing and convenience. Most participants elected
to meet in their homes. During the interview, informed consent was obtained then the
study instruments were completed by the grandparent. The PI offered assistance and
clarification of the instrument instructions and items when requested by the grandparent.
Upon completion of the study instruments, interest in participating in a focus group at a
later date was solicited. Each participant received $20.00 upon completion of the
questionnaires. Upon completion, questionnaires were coded to protect the identity of the
participant.
Data collection for this study began in October 2011 and continued until February
2012. Since recruitment was delayed by the holiday season, the focus groups were
scheduled after a sufficient number of participants had completed the study instruments.
The PI contacted all grandparent participants by telephone to schedule a focus group.
Two focus groups were planned at locations convenient for the participants. The first
focus group had four participants from a grandparent support group and the focus group
was held at their usual meeting site. The second group had three participants and was
held in a Hopkinsville Community and Technical College meeting room. At the
beginning of the focus groups, all participants were reminded of the informed consent
signed during the initial individual interview which addressed the focus groups as well.
Once consent was reaffirmed verbally, the audiotaped focus groups began using a
question script approved by the IRB. At the completion of each focus group, each
grandparent received an additional $20 for participating. The audiotaped data was
transcribed by the PI for both focus groups.
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Data Analysis
Statistical Analysis Software (SAS) 9.2 was used to conduct all statistical
analyses to describe the study sample and address specific aims one through three.
QualityMetric Health Outcomes® Scoring Software 4.0 was used to obtain the SF36v2
scale and subscale scores for use in the SAS statistical analyses. NVivo9 was used to
analyze the qualitative data for specific aim four. In the following section, the analysis
techniques are presented for each specific aim. An alpha level of 0.05 was used for
determining statistical significance.
Specific Aim One
Describe the demographic characteristics (age, gender, race, marital status,
socioeconomic status, number of grandchildren in home, age, and gender of
grandchildren in home, length of time with grandchildren in home, reason for custody,
and classification of residential area) of rural-dwelling custodial grandparents. Along
with the demographic characteristics, grandparents were asked to report any medical
conditions or health problems, insurance status and type, and availability of healthcare
services.
Simple descriptive statistics were obtained to describe the study sample using the
frequency and univariate procedures. The frequency procedure was used to determine
percentages for gender, race, marital status, employment status, insurance status,
residential area classification, and number of children in home. The univariate procedure
was used for all other demographic variables to obtain details on mean, median, standard
deviations, extreme values, plots, and normality of data distribution. The continuous data
were found to have been sampled from underlying normal distributions.
Specific Aim Two
Describe the physical and mental health status, stressors, coping, and social
support of rural-dwelling custodial grandparents.
The instrument scores were analyzed using the univariate procedure to obtain
mean, median, extreme values, and plots. Measures of central tendency were used to
determine normality of data distribution. Distributions of the data were examined to
determine if sampling was taken from underlying normal distributions. All instrument
scores were determined to have been sampled from an underlying normally distributed
population. A Student’s T test was performed to analyze the relationship of employment
with the SF36v2 physical component summary score; physical functioning and bodily
pain subscale scores; and WCQ confrontive coping score. A Student’s T test was also
performed to analyze the relationship between marital status and the WCQ planful
problem solving score and FSS total support scale score. Additionally, a least squares
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means were compared in the context of ANOVA to examine a relationship between
number of children and the CES-D and SF36v2 vitality subscale scores.
Specific Aim Three
Examine the relationships among physical and mental health status, stressors,
coping, and social supports of rural-dwelling custodial grandparents.
Since all data was determined to have been sampled from an underlying normal
distribution, correlation analysis was conducted to estimate Pearson product moment
correlation coefficients among all instrument scale and subscale scores as well as marital,
employment, and insurance status, education in years, and number of children in custody.
Specific Aim Four
Explore grandparents’ perceptions of the effects stressors, coping, and social
supports have on their physical and mental health status.
The transcribed focus group data were analyzed using thematic content analysis.
Codes were identified during the first analysis phase of the focus group data then merged
into categories. Finally, the categories were analyzed for emerging themes from the data.
Once the quantitative and qualitative data were analyzed separately, the findings were
integrated to determine the extent of convergence or divergence of the data.
Consideration of Human Subjects
Consideration of human subjects was provided by use of an informed consent,
explanation of the research risks, and protections to maintain confidentiality. The
informed consent was approved by the University of Tennessee Health Science Center
Institutional Review Board for use in this study. Consent to participate was obtained
from each participant prior to completing the questionnaires or attending a focus group.
The consent was explained to each participant as they read the document and questions
were addressed as needed. Each participant was informed that participation in the study
was voluntary and could be withdrawn at any time without penalty or loss. The consent
outlined the procedure for the study, which included completion of the questionnaires and
participation in a focus group.
Potential risks for the study were explained to each participant as part of the
informed consent. While no physical risk was identified, the potential risks identified
were loss of confidentiality, feeling uncomfortable with a question, and having voice
recordings made. Participants were assured of every effort being made to protect
confidentiality, as outlined below. Participants were reassured they would not be
required to answer any question that made them feel uncomfortable or emotional in any
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way. During the focus groups, participants were assured that there were “no right or
wrong answers to the questions” to promote a comfortable and open environment.
Finally, participants were informed that if audiotaping their voice made them feel
uncomfortable, they could elect not to participate or could withdraw participation in a
focus group at any time.
Every effort was made to protect participants’ confidentiality and these steps were
explained during the consenting process. All information obtained from the participants
was kept confidential. Participants were assigned an identification number to eliminate
identification of their individual data. The PI is the only individual with access to the
participants’ information and master identification list. However, the University of
Tennessee Health Science Center Institutional Review Board may be granted access to
participant information and data in the course of their oversight activities. The master
participant list was maintained in a separate locked file in the PI’s research office. No
participant personal information is used during the dissemination of the study results.
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CHAPTER 4.

RESULTS

This chapter presents the results of the quantitative analysis, including a)
descriptive statistics characterizing participating grandparents raising grandchildren in a
rural-setting of Western Kentucky; b) a description of physical and mental health,
stressors, coping, and social support for the study sample of rural-dwelling custodial
grandparents; and c) an examination of the relationships among physical and mental
health, stressors, coping, and social support for rural-dwelling custodial grandparents.
Following these results, the qualitative analysis results will be reported to describe ruraldwelling custodial grandparents’ perceptions of the effects of stressors, coping, and social
support on their physical and mental health. Finally, the quantitative and qualitative
results will be integrated to provide a more complete picture of rural-dwelling custodial
grandparents in Western Kentucky.
Quantitative Results
Rural-dwelling Custodial Grandparent Characteristics
As summarized in Table 4-1 participants’ characteristics are presented as
frequencies, percentages, means, and standard deviations. The participants consisted of
21 custodial grandparents caring for 29 grandchildren. Most grandparents were female
(85.7%) and Caucasian (85.7%) followed by African American (14.3%). This
distribution is congruent with the state of Kentucky consensus data as 87.8% of Kentucky
residents are Caucasian, although only 7.85% of the population is African American (U.
S. Census Bureau, 2012). The mean age was 59.8 years (SD ± 8.7) with a mean
education level of 12.9 years (SD ± 2.0). Most grandparents were married (61.9%) and
unemployed (66.7%), a category which included being retired or disabled. Most of the
participants described the area in which they reside as rural (85.7%). Most custodial
grandparents (61.9%) had health insurance (Table 4-1) and Medicare was the most
frequent type, although most grandparents had two insurance types (Table 4-2). Many
grandparents listed several current health problems with hypertension being the most
common, although four were not currently experiencing any health concerns (Table 4-3).
Most custodial grandparents used healthcare within their town of residence. However,
some grandparents in this study reported needing a healthcare specialist (i.e., cardiologist
or endocrinologist), which necessitated travelling approximately an hour to a larger city
to access this level of healthcare.
In terms of the grandchildren under their care, most grandparents were caring for
one grandchild. Most of the 29 grandchildren were male (75.9%) with a mean age of 8.9
years (SD ± 4.2). The length of time that grandparents had custody of their grandchildren
ranged from 1 to 180 months (15 years), with half in custody between 12 and 84 months
(1-7 years). The reasons for grandchildren being in the custody of their grandparents

32

Table 4-1.
Demographic Characteristics of a Sample of Rural-dwelling Custodial
Grandparents Raising Grandchildren in Western Kentucky (N=21)
Sample
n(%)

Characteristics
Gender
Male
Female

3 (14.3)
18 (85.7)

Race
African American
Caucasian
Hispanic/Latino
Other

3 (14.3)
18 (85.7)
0 (0)
0 (0)

Marital Status
Not married
Married/Living with another

8 (38.1)
13 (61.9)

Employment
Not employed
Employed

14 (66.7)
7 (33.3)

Health Insurance Availability
No
Yes
Othera

7 (33.3)
13 (61.9)
1 (4.8)

Description of Residential Area
Rural
Suburban
Metropolitan/Urban

18 (85.7)
1 (4.8)
2 (9.5)

Number of Children in Custodyb
1
2
3

15 (71.4)
4 (19.1)
2 (9.5)

Note. aOther health insurance availability included one grandparent who had a trust for
major medical coverage only. bSome grandparents had more than one child.
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Table 4-2.
Types of Insurance Reported by a Sample of Rural-dwelling
Custodial Grandparents Raising Grandchildren in Western Kentucky (N=21)
Number of
Grandparents
Holding Type
6
4
3
2
1
1
1

Insurance Type
Medicare
Humana
Blue Cross/Blue Shield
Medicaid
Tricare Prime
Major Medical Trust
Retiree Insurance

Note. Grandparents could list more than one insurance type.
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Table 4-3.
Current Medical Problems Reported by a Sample of Rural-dwelling
Custodial Grandparents Raising Grandchildren in Western Kentucky (N=21)
Medical Problem
Hypertension
Diabetes
None
Gastroesophageal reflux disease
Hypothyroidism
Back pain/problems
Arthritis
Depression
High cholesterol
Anxiety
Renal Insufficiency
Heart failure
Knee replacement
Pseudotumor cerebri
Cerebral vascular accident (stroke)
Obesity
Atrial fibrillation
Blood clots
Diverticulitis
Peripheral vascular disease
Asthma
Displaced hip
Sinus problems
Lymphoma

Number of
Grandparents
with Problem
10
4
4
4
4
4
3
3
2
2
2
1
1
1
1
1
1
1
1
1
1
1
1
1

Note. Grandparents could list more than one current health problem.
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varied; the most common reason was drug/alcohol abuse by the biological parents (Table
4-4). However, many grandparents gave several reasons for the children’s removal.
Physical and Mental Health, Stressors, Coping, and Social Support Scores
Scores based on self-assessments for physical and mental health, stressors,
coping, and social support are summarized in Table 4-5. The range of scores for all
SF36v2 scales and subscales are based on the range of possible norm-based scores.
Group mean scores below 47 indicate limitations in a particular area (Maruish, 2011).
The physical component summary (PCS) score indicates the degree of limitations in a)
self-care; b) physical, social, and role activities; c) bodily pain; d) frequent tiredness; and
e) health rated as “poor”. These grandparents had a mean score on the physical
component summary below 47 (M = 42.5, SD ± 12.9) indicating some physical
limitations. Lower scores for the mental component summary (MCS) score indicate a)
frequent psychological distress, b) social and role disability due to emotional problems,
and c) health rated as “poor”. The mean score for these grandparents was just at the 47
threshold score (M = 47.5, SD ± 13.1) indicating average mental health status. The
SF36v2 contains 8 subscales focusing on particular physical and mental health
components. Physical functioning indicates the participant’s ability to perform physical
activities including bathing, dressing, and vigorous activities with or without limitations.
Norm-based scoring places the average at 50 for all scales and subscales. The mean
norm-based score of these participants was 41.3 (SD ± 12.5) indicating some limitations
in physical functioning. The ability to conduct daily work or other physical activities is
indicated by the role physical score and again, the mean score was 43.0 (SD ± 12.7)
indicating limitations in this area. The bodily pain subscale indicates the degree to which
pain interferes with functioning. These participants had a mean norm-based score of 43.2
(SD ± 12.7) indicating some interference from bodily pain in daily activities. General
health is another subscale on the SF36v2 that indicates how the person rates their overall
health. These participants rated their general health as below average (M = 45.9, SD ±
13.8). Vitality is another area of measurement and indicates how much of the time a
person feels tired/worn out or full of pep and energy. Vitality for these participants was
average (M = 47.6, SD ± 14.4). Social functioning and role emotional were below
average for this group of grandparents with a mean norm-based scores of 45.4 (SD ±
11.7) and 41.8 (SD ± 12.6), respectively. These subscales indicate whether a person is
able to perform normal social activities and work without interference of physical or
emotional problems. Finally, the mental health subscale received the highest norm-based
score with a mean of 48.5 (SD ± 12.7), which indicates average mental health
functioning. This subscale indicates the degree to which participants feel peaceful, happy
and calm. Based on these findings, this group of grandparents demonstrated some
limitations in all but two of the subscales, vitality and mental health. However, these two
scores were still below the overall norm score of 50. Based on their physical component
summary scale score, the study grandparents had more limitations in their physical
abilities than their mental health functioning.
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Table 4-4.
Reasons for Custody of Grandchildren Reported by a Sample of
Rural-dwelling Custodial Grandparents Raising Grandchildren in Western
Kentucky (N=21)
Reasons
Drug/Alcohol abuse
Neglect
Poor parenting skills
/irresponsible parents
Parent lives/works out of town
Abuse by parent(s)
Parent incarceration
Parent without job/home
Truancy
Parent mental health disorder
Parent health problems
Helps grandparents
Parent died
Parent doesn’t want child

Number of
Grandparents
8
5
4
2
2
2
2
1
1
1
1
1
1

Note. Grandparents could list more than one reason for custody of grandchildren.
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Table 4-5.
Description of Self-reported Physical and Mental Health, Stress,
Coping, and Social Support for a Sample of Rural-dwelling Custodial Grandparents
Raising Grandchildren in Western Kentucky (N=21)
M

±

SD

Range of
Scores

42.5
47.5
41.3
43.0
43.2
45.9
47.6
45.4
41.8
48.5

±
±
±
±
±
±
±
±
±
±

12.9
13.1
12.5
12.7
12.7
13.8
14.4
11.7
12.6
12.7

4-71
2-74
15-57
18-57
20-62
16-64
21-71
12-57
9-56
8-64

Centers for Epidemiologic Studies-Depression
Total Score
12.3 ± 11.3

0-60

Parenting Stress Index/Short Form
Total Score Percentile

48.8 ± 35.8

1-99+

Ways of Coping Questionnaire
Confrontive Coping Raw Score
Distancing Raw Score
Self-Controlling Raw Score
Seeking Social Support Raw Score
Accepting Responsibility Raw Score
Escape-Avoidance Raw Score
Planful Problem Solving Raw Score
Positive Reappraisal Raw Score

6.6
6.3
9.4
6.4
3.8
5.6
10.1
10.3

3.0
4.1
4.3
4.1
1.9
4.0
3.0
4.3

0-18
0-18
0-21
0-18
0-12
0-24
0-18
0-21

Family Support Scale
Total Support Score

30.2 ± 11.8

0-95

Instruments
Short Form-36 Version 2
Physical Component Summary
Mental Component Summary
Physical Functioning
Role Physical
Bodily Pain
General Health
Vitality
Social Functioning
Role Emotional
Mental Health

±
±
±
±
±
±
±
±

Note. Range of scores reflects range of possible scores for each scale or subscale of the
instrument. Short Form-36 version 2 scores are calculated using norm-based scoring.
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The Center for Epidemiological Studies for Depression (CES-D) scale is used as a
screening tool for depressive symptomology. Scores of 16 or higher indicate a risk for
clinical depression. For these participants, the mean score for the CES-D was 12.3
(SD ± 11.3) indicating low levels of depressive symptomology (Table 4-5). This also
corresponds to the study sample’s average mental health scores on the SF36v2. The
Parenting Stress Index, short form (PSI/SF) total score percentile indicates the overall
level of parenting stress an individual is experiencing. Total stress scores at or above the
90th percentile signify clinically significant levels of stress. These participants had a
mean stress percentile of 48.8 (SD ± 35.8) indicating low levels of parenting stress.
The Ways of Coping Questionnaire (WCQ) has several subscales that indicate the
type of coping behaviors that participants prefer. Higher scores on the subscales indicate
the frequent use of that coping behavior. The top two coping behaviors preferred by this
group of grandparents were positive reappraisal with a mean raw score of 10.3 (SD ± 4.3,
range 0-21) and planful problem solving with a mean raw score of 10.1 (SD ± 3.0, range
0-18). Positive reappraisal describes a person’s efforts to focus on personal growth and
create positive meaning while planful problem solving describes problem-focused efforts
to alter the situation using an analytical approach (Folkman & Lazarus, 1988). Selfcontrolling was the third coping behavior preferred by the group with a score of 9.4
(SD ± 4.3), which describes the efforts by a person to control his or her own feelings and
actions. Finally, the Family Support Scale (FSS) indicates the amount of perceived
support the family receives. Higher scores indicate increased social support. These
grandparents scored a mean of 30.2 (SD ± 11.8) indicating that applicants reported
receiving below average social support.
Some demographic variables were found to have significant relationships with
physical health, coping, and social supports. Employed custodial grandparents (N=7),
compared with unemployed grandparents, had higher scores on the SF36v2 physical
component summary scale and physical functioning and bodily pain subscales (Table
4-6). This indicates that grandparents who were employed had fewer physical health
limitations when compared to unemployed grandparents. Coping strategy varied by
employment status with unemployed custodial grandparents (n=14) preferring the
confrontive coping strategy more often than employed custodial grandparents (Table
4-6). Custodial grandparents’ coping style differed by marital status. Married
grandparents preferred the planful problem solving coping strategy when compared to
unmarried grandparents (Table 4-7). Married custodial grandparents reported more
social support than unmarried grandparents (Table 4-7). Some mental health scores
differed by the number of custodial grandchildren grandparents cared for (Table 4-8).
Custodial grandparents (N=2) with three children in custody had a mean CES-D score of
34.0 (p < .05) compared to a score of 10.1 for grandparents with one grandchild.
However, this result may be related to outliers in the CES-D scores, such as a custodial
grandmother with three grandchildren. The mean SF36v2 vitality subscale score of 25.6
(p < .05) for the custodial grandparents with three grandchildren was also significantly
different than that of grandparents with one grandchild. Results also suggested that
increasing grandparent age was associated with decreased vitality, increased depressive
symptomatology, and more infrequent preference of accepting responsibility as a coping
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Table 4-6.
Comparisons of Self-reported Physical Health and Coping Strategies
for Rural-dwelling Custodial Grandparents Raising Grandchildren in Western
Kentucky Based on Employment Status
Variables

n

Mean

Standard
Error

p Value

Short Form-36 Version 2 (SF36v2)
Physical Component Summary
Unemployed
Employed

14
7

38.2
51.1

3.1
4.5

.03

SF36v2 Physical Functioning
Unemployed
Employed

14
7

36.5
50.7

2.9
4.0

.01

SF36v2 Bodily Pain
Unemployed
Employed

14
7

39.1
51.5

3.2
4.0

.03

Ways of Coping Questionnaire
Confrontive Coping
Unemployed
Employed

14
7

7.6
4.6

0.6
1.2

.03

Note. Student’s T Test was used for this analysis.
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Table 4-7.
Comparisons of Self-reported Coping Strategies and Social Support
for Rural-dwelling Custodial Grandparents Raising Grandchildren in Western
Kentucky Based on Marital Status
Standard
p Value
Error

Variables

n

Mean

Ways of Coping Questionnaire
Planful Problem Solving Score
Not married
Married

8
13

8.5
11.1

1.0
0.8

.05

Family Support Scale Total Scale Score
Not married
Married

8
13

23.3
34.5

2.9
3.3

.03

Note. Student’s T Test was used for this analysis.
Table 4-8.
Effect of Number of Children on Self-reported Mental Health for
Rural-dwelling Custodial Grandparents Raising Grandchildren in Western
Kentucky
Variables

n

LSMean

Standard
Error

Centers for Epidemiological Studies for
Depression
One child
Two children
Three children

15
4
2

10.1
9.5
34.0

2.4
4.6
6.5

Short Form-36 Version 2 Vitality Subscale
One child
Two children
Three children

15
4
2

51.9
42.7
25.6

3.2
6.2
8.8

Note. Analysis of variance (ANOVA) was used for these analyses. Comparisons were
made among least-squares means (LSMean).
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strategy. In general, some differences in self-assessments were associated with particular
demographic characteristics. However, most self-assessments were independent of these.
Relationships among Health, Stressors, Coping, and Social Support
The relationships among the study variables are summarized in a matrix depicting
estimated Pearson product-moment correlation coefficients (Table 4-9). The significant
internal correlations of the SF36v2 and the WCQ were expected within instruments. The
CES-D was negatively correlated with both the physical component summary (r = -.46)
and mental component summary (r = -.91) measures as well as all eight subscales of the
SF36v2 (Table 4-9). These findings indicate that increasing depressive symptomatology
was associated with decreasing levels of physical and/or mental health functioning.
Parenting stress had a moderate negative correlation with the SF36v2 mental component
summary measure. Therefore, grandparents, who had more parenting stress, were
experiencing more psychological and emotional distress. The Parenting Stress Index,
short form was also moderately and negatively correlated with the SF36v2 vitality, social
functioning, role emotional, and mental health subscales (Table 4-9). Stress also had a
significant positive correlation with depressive symptomatology (r = .58) indicating that
as stress the grandparent was experiencing increased, he or she reported a greater number
of depression symptoms.
Several of the WCQ subscales (confrontive coping, distancing, self-controlling,
and escape avoidance) were negatively correlated with components of the SF36v2,
indicating an increased use of those coping strategies was associated with poorer physical
and mental health (Table 4-9). Interestingly, the WCQ accepting responsibility coping
strategy subscale also had significantly negative correlations with role physical, bodily
pain, general health, vitality, and social functioning SF36v2 subscales (Table 4-9). This
suggests that the more these grandparents used the accepting responsibility coping
strategy, the more limitations they had with their health. This finding was also confirmed
by a significant positive correlation of the accepting responsibility coping strategy with
the CES-D scores (r = .44). The WCQ escape avoidance coping strategy was also
significantly and positively associated with the more frequent depression symptoms on
the CES-D (r = .72). In addition, there was a moderately significant positive correlation
between the WCQ escape avoidance coping strategy and the Parenting Stress Index/Short
Form (r = .52). The Family Support Scale score for these grandparents was significantly
correlated with all of the SF36v2 scales and subscales, indicating more social support was
associated with better health ratings (Table 4-9). The Family Support Scale was found to
have a significant negative correlation with both the CES-D (r = -.58) and the WCQ
escape avoidance coping strategy (r = -0.49). Overall, the quantitative findings suggest
relationships among stress, depression, and lack of social support; these findings were
reportedly associated with physical and mental health. For a more complete picture of
this sample of rural-dwelling custodial grandparents, the findings of the qualitative data
analysis must be considered.
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Table 4-9.
Relationships among Physical and Mental Health, Stressors, Coping, and Social Support for Ruraldwelling Custodial Grandparents Raising Grandchildren in Western Kentucky (df = 24)
Variable
1. SFPCS†
2. SFMCS†
3. SFPF†
4. SFRP†
5. SFBP†
6. SFGH†
7. SFVT†
8. SFSF†
9. SFRE†
10. SFMH†
11. CESD
12. PSITOTALPER
13. WCQCCRAW
14. WCQDRAW
15. WCQSCRAW
16. WCQSSSRAW
17. WCQARRAW
18. WCQEARAW
19. WCQPPSRAW
20. WCQPRRAW
21. FSSTS

1
.31
.95*
.81*
.78*
.86*
.75*
.59*
.45*
.38
-.46*
-.13
-.50*
-.36
-.30
-.12
-.38
-.38
.21
.03
.62*

2

3

4

5

6

7

8

9

.28
.61*
.55*
.62*
.69*
.87*
.90*
.93*
-.91*
-.56*
.05
-.33
-.38
.10
-.39
-.69*
.07
-.18
.52*

.75*
.70*
.81*
.68*
.51*
.47*
.37
-.39
-.11
-.52*
-.35
-.38
-.00
-.21
-.38
.20
.09
.63*

.57*
.85*
.77*
.73*
.73*
.59*
-.68*
-.35
-.33
-.23
-.27
-.15
-.48*
-.54*
.10
-.04
.53*

.75*
.71*
.73*
.51*
.64*
-.60*
-.17
-.28
-.57*
-.27
-.04
-.44*
-.48*
.12
-.17
.61*

.84*
.82*
.68*
.61*
-.72*
-.33
-.36
-.35
-.46*
-.08
-.45*
-.55*
.20
-.06
.70*

.71*
.68*
.63*
-.78*
-.49*
-.31
-.34
-.29
-.01
-.47*
-.52*
.32
.07
.65*

.80*
.84*
-.87*
-.44*
-.06
-.36
-.42
.02
-.46*
-.67*
.16
-.15
.63*

.76*
-.79*
-.47*
-.11
-.18
-.41
.13
-.29
-.56*
.09
-.12
.59*
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10

11

-.87*
-.47* .58*
.02
.04
-.51* .37
-.38
.22
.06 -.13
-.41
.44*
-.76* .72*
-.04 -.15
-.25
.06
.48* -.58*

Table 4-9.

Continued

Variable
12. PSITOTALPER
13. WCQCCRAW
14. WCQDRAW
15. WCQSCRAW
16. WCQSSSRAW
17. WCQARRAW
18. WCQEARAW
19. WCQPPSRAW
20. WCQPRRAW
21. FSSTS

12 13
14
.01
.01 .32
.28 .36 .37
-.08 .41 -.09
.03 .22 .27
.52* .41 .60*
-.42 -.03 .06
-.26 .05 .20
-.38 -.24 -.29

15

.08
-.04
.46*
-.14
-.00
-.28

16

17

18

19

20

.27
.07
.44*
.04
.49* .02
.44* .48* .17
.61*
.14 -.14 -.49* .40 -.11

Note. Estimated Pearson product-moment correlation coefficients. SFPCS = Short Form
Physical Component Summary; SFMCS = Short Form Mental Component Summary;
SFPF = Short Form Physical Functioning; SFRP = Short Form Role Physical; SFBP =
Short Form Bodily Pain; SFGH = Short Form General Health; SFVT = Short Form
Vitality; SFSF = Short Form Social Functioning; SFRE = Short Form Role Emotional;
SFMH = Short Form Mental Health; CESD = Centers for Epidemiologic Studies –
Depression; PSITOTALPER = Parenting Stress Index Total Percentile; WCQCCRAW =
Ways of Coping Questionnaire Confrontive Coping raw score; WCQDRAW = Ways of
Coping Questionnaire Distancing raw score; WCQSCRAW = Ways of Coping
Questionnaire Self-controlling raw score; WCQSSSRAW = Ways of Coping
Questionnaire Seeking Social Support raw score; WCQARRAW = Ways of Coping
Questionnaire Accepting Responsibility raw score; WCQEARAW = Ways of Coping
Questionnaire Escape-Avoidance raw score; WCQPPSRAW = Ways of Coping
Questionnaire Planful Problem Solving raw score; WCQPRRAW = Ways of Coping
Questionnaire Positive Reappraisal raw score; FSSTS = Family Support Scale total score.
†

norm-based score. *p < .05.
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Qualitative Results
The qualitative results revealed the rural-dwelling custodial grandparents’
perceptions of the effects stressors, coping, and social supports have on their physical and
mental health status. Five themes arose from the focus group data analysis and are
discussed in this section.
“Physical Health Isn’t a Problem”
The custodial grandparents in this study did not perceive physical health as a
limitation. Most grandparents reported having health problems such as diabetes,
hypertension, or arthritis but said they are still able to meet their grandchildren’s needs.
They described themselves as being very active in school activities and committees as
well as taking their grandchildren to a local water park. In a few cases, grandparents
would use informal supports, such as younger church members or neighbors, to take their
grandchild on outings that were more physically challenging, like sledding or skating.
However, custodial grandparents in this study endeavored to stay as active as possible
with their grandchildren. This was demonstrated by one grandparent who said, “I can tell
I’m that age but I really don’t feel 73. But, I mean, I know I’m there and I can tell that I
can’t run when I play kickball. They usually get me out because I can’t run fast or
there’s things I can’t do.” Grandparents also reported they had health problems but that
some of these developed before they obtained custody of their grandchildren or were
inherited. A grandparent reported, “I’m riddled with arthritis. My whole family has it on
my mother’s side. You live with that. You get up every morning; you knew you don’t sit
around.” Even health conditions that could potentially limit their mobility were not
viewed as a problem as evidenced by one grandparent’s statement: “I had knee
replacement surgery a year ago in August, a year and a half ago. And I still have
arthritis, I can feel it but, ah, that’s not as stressful, that isn’t the problem”. Another
aspect of physical health that grandparents discussed was keeping themselves physical
healthy.
Grandparents emphasized the need to stay healthy for their grandchildren and
other family members. They described efforts at staying physically active as illustrated
by grandparent statements like, “I walked four miles this morning” and “I go to the Y
probably three days a week because I have exercises the physical therapist wants me to
do for my knees.” In addition to physical activities, grandparents described the
importance of eating healthy. Some grandparents stressed the importance of eating
healthy because they or a family member had diabetes but suggested that this benefited
the whole family. This was illustrated in a statement by one grandparent, “Well, having a
diabetic in the house, we eat, we have to eat healthy. No sugar, no salt, we have to eat
healthy.” A few grandparents reported taking vitamins and supplements as an important
component to staying healthy.
Finally, all grandparents noted the importance of making regular visits to the
doctor. These doctors’ visits occurred monthly, every 3 months, or annually but all
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stressed the importance of keeping their appointments as a component of staying
physically healthy. However, one grandmother described difficulty keeping her monthly
doctor’s appointments as she did not have child care. While not part of this study’s data
collection, a few grandparents reported a lack of personal transportation and a reliance on
neighbors and friends when they needed to leave the home. They did not report whether
or not this was a factor in keeping medical appointments. Grandparents reported that
they are satisfied with the quality and availability of healthcare within their towns. One
grandparent summarized this perception by stating, “I think we’re very fortunate. I’ve
gone to the same doctor for many years. He’s my age so I don’t know when he’s going to
retire but, there are other good doctors here. We’re fortunate.” Next, the custodial
grandparents discussed mental health.
“Mental Health: I Need ‘Me’ Time”
In this study, the grandparents’ perception was that mental health is a bigger
problem than physical health. Two grandparent statements highlight this perception: “I
don’t think it’s all just physical. I think it has to do with mentally too” and “I think, our
health, it’s the emotional issues that we have to deal with, with these children”.
Grandparents discussed feeling sad or depressed as frequently as “a lot”, “pretty often”,
or “every once in a while.” When asked ‘how often do you feel sad or depressed’, one
grandparent stated “Mine’s just about every day.” Then she burst into tears and said,
“Well, a lot of things [make me sad and depressed].” This grandparent was in a current
state of crisis and appropriate referrals were made during and after the focus group to
facilitate its resolution. Most of the study grandparents discussed strategies they used
against depression.
Grandparents highlighted a need to do something for themselves to maintain their
mental health. One grandparent described using physical activity when feeling depressed
by stating “I feel depressed for 2 or 3 days and I’ll gradually get over it. If I can get out
for a walk, I get over it pretty quick.” Other grandparents described efforts to deal with
depression as “girlfriend time”, using crafts, or “I give myself a talking to.” One
grandparent illustrated this point by saying, “If I didn’t have my girlfriend time, I
wouldn’t be this happy. I’m convinced of that.” A few grandparents stressed the
importance of attending counseling services to help with feelings of depression.
However, the majority of grandparents emphasized that the grandchildren were not the
source of their depression, as illustrated in the following section on stressors.
“Stress, That’s the Problem”
The study grandparents described numerous stressors that included a)
grandchildren’s needs and behaviors; b) relationship strain with spouse; c) difficult
relationships with adult children; d) legal, financial, and health concerns; and e) feelings
of isolation. All of the study grandparents described stress as being the biggest problem
they faced. This was illustrated by one grandparent who stated, “Yeah, but it’s stress
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whether you realize it is or not, I mean, sometimes, I get really upset but for the most
part, just going day-by-day, I don’t feel the stress but you know it’s there. If it’s got a
little simmering of a doubt within you, it’s stress. And I think stress is probably the
number one cause of grandparents’, perhaps, not being healthy.” The other grandparents
attending this focus group all indicated their agreement with this grandparent.
Grandparents described having difficulty “shutting off their brain” and focusing on “the
great responsibility we’ve been given.” Some grandparents expressed a reluctance of
being in the parent role again. One grandparent expressed this viewpoint by saying, “I
don’t have no good night’s sleep. I got to be honest with you, I’m tired of being a
grandparent. It’s just tiresome! I don’t know, just got to deal with it.” Another
confirmed this viewpoint by stating, “I’m tired. I’d like to be a grandparent, not a parent
and right now, we’re not grandparents, we’re parents. And that’s, well, God didn’t intend
for us to be that.” Numerous stressors were identified by the grandparents and while all
of the study grandparents denied that their grandchildren were sources of stress, some of
the grandchildren’s needs and behaviors could be a source of stress.
Grandparents described the emotional difficulties experienced by the
grandchildren in their custody as being a source of stress. According to the grandparents,
the grandchildren in their custody, no matter the age, were in various stages of coping
with feelings of abandonment. This was illustrated in this comment by a grandparent:
“She can’t help but feel that maybe she’s done something wrong to cause this.” Another
grandmother talked about her relationship with her grandson when she obtained custody
by stating “He was young. He’s hyperlexic so, you know, there was no such beast as me
going to the store, he would just have a meltdown. You know, because if he couldn’t
have his mother, he wanted his grandmother. And if his grandmother left the house
without him, then I guess he felt like being abandoned again.” Many grandparents
described the grandchildren’s dependence on the stability provided by the grandparents.
Another frequent emotional difficulty experienced by the grandchildren was their desire
for a mother and father unit and experimentation with names they called the
grandparents. One grandparent stated, “And it’s something, I guess everybody’s got it,
you know, it’s like, the momma and the daddy. They just want to call you that.” A few
grandparents talked about behavioral concerns with their grandchildren but the situations
they described were with preteens and teens beginning the process of transitioning to
young adulthood. Nevertheless, it caused stress in the home and between spouses.
Some study grandparents described strain within the relationship with their
spouse. This strain was related to disagreement on how the grandchildren were being
raised and disengagement by one spouse in raising the grandchildren. This was
illustrated by one grandparent by explaining, “My biggest problem with my grandchild,
granddaughter, is with my wife. Cause my wife, like I say, I was truthful, we just don’t
agree on many things regarding, you know, with the kids and you know, with our
children and our granddaughter either, so. But, we get by, we try to avoid each other I
think.” Other grandparents described limited involvement by their spouse in raising the
grandchildren by “mine won’t get up and go anywhere or do anything. He wants to fish,
period, that’s it.” However, other grandparents expressed their reliance on their spouse
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for support. One area that all grandparents discussed as a tremendous stressor was their
relationship with the grandchildren’s parents and occasionally other adult children.
Most grandparents talked extensively about the situations that necessitated
removal of the grandchildren from the parents’ custody. Sometimes it was the
grandparent’s adult child or the adult child’s spouse. Most of the situations described
involved drug use by the child’s parents and child neglect. This was illustrated by one
grandparent saying, “But her mom is in a homeless shelter in Owensboro and right now,
they won’t let her have a pass until she gets a job. And she hates workin’ and, ah, but at
least she’s off drugs, we think.” Some grandparents and their grandchildren had
occasional contact with the children’s parents during supervised visitation. However,
others did not want the grandchildren’s parent to know the location of the grandchildren
for safety reasons. One grandparent, in the focus groups, with informal custody of three
grandchildren was in the midst of a crisis with her adult daughter. She described a recent
interaction with her daughter stating, “And that daughter of mine. Oooff. She got people
claiming her kids on their taxes. I asked her for $150 and she wouldn’t give it to me.
[crying by grandparent increased] They gonna cut my lights off [shut off electricity]
Wednesday and she won’t even help.” Conflict with their adult children was the stressor
most talked about during the focus groups and was a thread during most of the
discussion. The conflicts with the grandchildren’s parents were also linked with financial
stressors experienced by the grandparents.
Grandparents shared their experiences with the legal system in gaining custody of
their grandchildren. The challenges they faced were finding appropriate legal
representation to gain custody, navigating the legal and social services system, and
lacking familiarity with regulations for financial assistance, adoptions, and custody.
Grandparents readily shared their knowledge with other grandparents in the group who
were unaware of community resources and custody protections. Some grandparents also
voiced a concern that a parent could decide to take the child back into their custody. This
concern was illustrated by one grandparent stating, “And the worry about, if the parent is
incarcerated, oh my goodness, when the parent gets out, you know, am I going to lose
this child? And, course the longer you’ve raised them, the harder it would be and you
keep in your head the best interest of the child, but the stress is still there.” Legal issues
were connected with financial stress in many cases.
Financial strain occurred for grandparents for several different reasons. There
was the cost of gaining custody for some, as explained by one grandparent: “Financially,
we were lucky, it only cost us $8000 to keep our grandson safe. Not every grandparent
gets off that easily, you know.” Most grandparents discussed the need to apply for
Temporary Assistance for Needy Families (TANF) to help make ends meet since gaining
custody of their grandchildren. They also used various community resources for
children’s clothing, food assistance, school supplies, utility bills, and Christmas presents.
Some grandparents had delayed getting medical care because of limited financial means.
This was illustrated by one grandparent saying, “He’s going to lose his feet pretty soon.
So, you know, what do you do? You not get the amount of groceries and put some bills
off? So, you can get him to a podiatrist that you’re going to have to do something with,
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you know. And, he won’t do that. You know, the money that he brings in goes for
household, and then, like I said, you lose your feet, you’re not going to work.” One
grandparent summarized financial stressors this way, “And I worry about money. It’s
hard financially.”
Some grandparents also had health stressors like diabetes or needing back
surgery. However, most of the grandparents worked on staying as healthy as possible for
the grandchildren. One grandparent stated, “Cause you know, you’re older and you want
to stay healthy for them. I mean, you want to see them get out of school and on their
own. You don’t want to see them possibly have to go back or something happen and you
not be there for them.” For most grandparents in this study, health stressors were a small
factor or nonexistent.
Isolation was the final stressor identified by the grandparents in this study. Some
grandparents described a lack of someone to talk to about their situation. A few
grandparents had moved to Western Kentucky from other states and had not formed close
friendships in their new area. Other grandparents did not have friends that could relate to
the issues they face. When questioned about friends that one grandparent meets with
weekly, he stated, “We don’t talk about anything like that.” He also stated, “I don’t have
anybody to talk to about it. And I definitely can’t talk to my wife about it cause we’re
opposite ends of the spectrum.” Some grandparents did not have anyone that could
watch the grandchildren, giving them some respite and time for themselves. All of these
perceived stressors required the grandparents to use a variety of coping techniques, which
are described in the next section.
“Coping: I Just Have to Talk to Someone”
Grandparents discussed their perceptions of coping with stress. One of the
primary coping strategies they discussed was having someone to talk to about their
situation. This was illustrated by one grandparent when she stated, “And once I found
grandsplace.org online, ah, I’m on that chat room every night with the grands all across
the world. And that keeps me, that keeps me sane, you know, I have become close
friends with many of them. I’ve met them. I’ve spent time with them.” Some
grandparents did not have anyone to talk to about their situation but voiced a desire to
have someone in that role. Grandparents also talked about “letting things go” and not
adhering to schedules and routines as much, for example, if toys were picked up at the
end of the day or housework. One grandparent summarized it this way, “I think for
myself now, don’t ask me why, but I think when the kids were home, it was like every
night, they picked up everything off the floor, their toys or whatever they was playing
with. And, you know, I had certain days I did things. Now, I mean, if I don’t want to do
it through the day, it’ll be there tomorrow waiting for me.” The perception they
conveyed was that they were more relaxed about parenting.
Grandparents talked about the activities that they engage in for themselves.
Examples that were given were “getting out of the house”, bubble baths, “give myself a
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talking to”, music with headphones, watching television, having a cup of tea, spending
time with a spouse, walking, and prayer. Most grandparents acknowledged a need to
have personal time to prevent depression. Prayer and faith were used to cope with stress
by many grandparents. Several said they lived by tenets such as “one day at a time”,
“this too shall pass”, and “I can do all things through Christ who strengthens me.” A
coping strategy that was identified by the PI but not explicitly stated was advocacy. The
grandparents were very willing to make suggestions of resources to other grandparents
and to encourage them to be strong in adversarial situations. This was illustrated by one
grandparent providing advice to the grandparent in crisis who said, “Now listen here.
You are woman, hear you roar, and you just become a lion and you just say ‘come on
lady.’ That’s what I did.”
In addition, some grandparents discussed coping strategies they used that were
unhealthy or could become unhealthy. A few grandparents talked about having an
alcoholic beverage each night, such as a glass of sangria or bourbon. These grandparents
discussed that alcohol might not be the best coping strategy but felt it was acceptable in
moderation. One grandparent did acknowledge that if she lived closer to her best friends,
she would go to “happy hour” more often and that alcohol use would be a problem. Two
grandparents discussed smoking. One grandparent had quit smoking recently from being
a 2½ pack-a-day smoker and stated “I had tried quitting before. Nothing ever worked.
The kids came in and they ganged up on me. And, honestly, I don’t know what it was but
it clicked this time.” The other grandparent was “in the process” of quitting but stated
that she had cut back to 10 per day. Some grandparents also talked about keeping their
feelings in and not talking about it. They perceived that this was unhealthy. The final
area that the grandparents discussed was their use of formal and informal social supports.
“Informal Supports: A Necessity”
When grandparents discussed the types of social supports used, the primary topic
of conversation was the informal supports used such as family, friends, online
grandparent support groups, and church members. However, formal social supports were
utilized by most grandparents with some limitations. Grandparents relied on Social
Services and Family Resource Centers for obtaining resources for the grandchildren and
access to programs such as Medicaid, Temporary Assistance for Needy Families
(TANF), Kinship Care Program, Pennyroyal Mental Health Services, and Pennyrile Area
Development District (PADD). However, several grandparents perceived that Social
Services did not always provide accurate information or was not well informed about
services and legal issues affecting custodial grandparents. This was illustrated when a
custodial grandparent stated, “But no one, the left hand never seems to know what the
right hand is doing. And, when you bring something up, they’ll say, ‘really?’”. Several
of the grandparents felt that services for grandparents raising grandchildren were limited
in their rural area. Grandparents Raising Grandchildren Support Groups provide both
formal and informal social support. Formal support is provided as the program offers
education on various topics to benefit grandparents and grandchildren such as college
assistance and legal issues. Informal support is provided by creating access that allows
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custodial grandparents to connect with each other and share experiences. However, some
grandparents in this study did not know about the grandparent support groups in the
Pennyrile Area. Some grandparents also did not know about community service
organizations that provide items such as food and clothing assistance for persons in need.
Informal supports were perceived as key for assisting custodial grandparents dayto-day. For some grandparents, this was an occasional trip to meet with friends or strictly
telephone contact as described by a grandparent who said, “Yeah, if you’re lucky enough
to have a support group or friends in the area that you’re at. I’m a California girl. I’ve
none here. So, it’s on the phone all the time.” Most grandparents talked about having a
close friend that they could talk to for support, although some grandparents did not have a
trusted friend to share with. One grandparent discussed the challenges of having a
grandchild with Type I Diabetes and how most people were afraid of her. This prevented
the teenage grandchild from participating in many overnight activities, which would
allow respite for the grandparent. However, the grandparent stated, “And she only has
one friend, so I don’t get, you know, to be away from her, um, except now, she has a
boyfriend whose mother has Type I and he has Type I. And, they’re in our church and
that has been the biggest blessing for me because, they, I’ll have a whole Saturday, cause
she’s gone off with them somewhere.” Respite time did not seem as important for other
grandparents, as illustrated by a grandparent who said, “She’s always gone, you know,
we go out [to dinner] with our friends on Friday night and she’s always gone with us. So,
we just continue to do that.” Another grandparent stated, “He goes with us wherever we
go.” These comments also inferred that the grandparents placed importance on including
grandchildren in their social activities. Grandparents were also eager to provide support
for each other in the focus groups. If they sensed a need or lack of knowledge for another
grandparent, they were quick to offer encouragement and share their knowledge of
resources and community assistance.
The majority of the grandparents, even the grandparents who participate in a
support group, had limited knowledge about resources in their area. Unsurprisingly, this
was particularly true for newer custodial grandparents. However, even grandparents with
custody for two years or longer were not aware of many local, state, and federal resources
mentioned by other grandparents in the focus group. One grandparent who perceived that
local resources were limited stated, “They’re probably there, but no one’s aware of them.
And no one willing gives you any information. We need a navigator, a person who
knows, who’s aware, who knows, who can inform. We don’t have that.”
In summary, five themes emerged from the qualitative data and highlight the
rural-dwelling custodial grandparents’ perceptions of raising grandchildren. Depression
and stress were seen as problematic for the majority of grandparents. However, physical
health, even with current medical problems, was not viewed to be a deterrent in raising
their grandchildren. Talking to others, taking time for themselves, and the use of
informal supports were the most important factors in maintaining their mental health. In
the next section, the quantitative and qualitative data will be integrated.
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Quantitative and Qualitative Integration
After the data analysis is completed, mixed methods research involves integrating
the quantitative and qualitative data so that a coherent whole emerges and inferences can
be made (Creswell & Plano Clark, 2011). Table 4-10 summarizes the themes and
instrument scores. The instrument scores are listed under the qualitative theme that they
correspond with, such as the Center for Epidemiologic Studies for Depression (CES-D)
score listed under “Mental Health: I Need ‘Me’ Time.” The focus groups had seven
participants, combined, while 21 custodial grandparents completed the questionnaires.
The grandparents’ perception that physical health was not a problem for them is
not supported by their Short Form-36 version 2 (SF-36v2) scores. While the Physical
Component Summary score is below average, it includes not only physical functioning
but also frequent tiredness, social and role activities, and self-rated health. Since many
grandparents explained that depression, stress, and isolation could be problematic for
them, this score may reflect limitations when all of these areas are incorporated. In
addition, most of the grandparents talked about staying as active as possible for the
grandchildren, which may indicate a willingness to downplay their physical limitations
for a desire to sustain their involvement with their grandchildren.
Mental health, specifically depressive symptoms, was discussed by most study
grandparents as being occasionally problematic. The SF-36v2 mental component
summary scale score was average for this study sample. However, it was just within the
low end of average. Two of the mental health subscales (Social Functioning and Role
Emotional) were below average and the other two mental health subscales (Vitality and
Mental Health) were just above the lower average threshold but below the norm average
score of 50. The below average scores for Social Functioning and Role Emotional seem
to reflect the grandparents’ perceptions that their emotional problems interfere some with
their social functioning (“No one to talk to that understands”) and cause them to have
decreased time doing activities they like (“I just have to get out of the house”). The mean
CES-D score for this study sample is under the level that would indicate risk of clinical
depression. However, the score is reflective of a moment in time for the grandparents
and, for the group overall, it did not indicate a risk for clinical depression at that moment.
The qualitative results indicate that depression is perceived to be a problematic issue of
concern to grandparents.
Stress is the factor that was interwoven throughout the focus group discussions as
having the biggest impact on grandparent health. The mean Parenting Stress Index/Short
Form (PSI/SF) score does not reflect this. The mean score for the study sample is well
below the 90th percentile that would indicate significant levels of stress. However, the
stressors that the study grandparents perceived as the biggest problem, conflict with the
grandchildren’s parents and financial/legal concerns, are not measured by the PSI/SF.
Therefore, the mean PSI/SF score may not be reflective of the actual primary stressors
faced by custodial grandparents.
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Table 4-10. Integration of Quantitative and Qualitative Data Analysis Results for Rural-dwelling Grandparents
Raising Grandchildren in Western Kentucky
Instrument Scores
(N=21)

Short Form-36 Version 2
Physical Component
Summary
Mental Component
Summary
Physical Functioning
Role Physical
Bodily Pain
General Health
Vitality
Social Functioning
Role Emotional
Mental Health

“Physical
Health Isn’t a
Problem”
(n=7)
M

±

SD

42.5

±

12.9

41.3
43.0
43.2
45.9

±
±
±
±

“Mental
Health: I Need
‘me’ Time”
(n=7)
M

±

SD

47.5

±

13.1

47.6
45.4
41.8
48.5

±
±
±
±

14.4
11.7
12.6
12.7

12.3

±

11.3

“Stress,
That’s the
Problem”
(n=7)
M

±

SD

48.8

±

35.8

12.5
12.7
12.7
13.8

Centers for Epidemiologic Studies–Depression
Total Score
Parenting Stress Index/Short Form
Total Score Percentile
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“Coping: I
Just Have to
Talk to
Someone”
(n=7)
M ± SD

“Informal
Supports:
A
Necessity”
(n=7)
M ± SD

Table 4-10.

Continued

Instrument Scores
(N=21)

“Physical
Health Isn’t
a Problem”
(n=7)

“Mental
Health: I
need ‘me’
time” (n=7)

M

M

±

SD

±

SD

Ways of Coping Questionnaire
Confrontive Coping Raw
Score
Distancing Raw Score
Self-controlling Raw
Score
Seeking Social Support
Raw Score
Accepting Responsibility
Raw Score
Escape-Avoidance Raw
Score
Planful Problem Solving
Raw Score
Positive Reappraisal Raw
Score
Family Support Scale
Total Support Score

“Stress,
That’s the
Problem”
(n=7)
M

±

SD

“Coping: I
Just Have to
Talk to
Someone”
(n=7)
M
± SD
6.6

±

3.0

6.3

±

4.1

9.4

±

4.3

6.4

±

4.1

3.8

±

1.9

5.6

±

4.0

10.1

±

3.0

10.3

±

4.3

“Informal
Supports: A
Necessity”
(n=7)
M

± SD

30.2 ± 11.8
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Coping mechanisms were another factor that generated a great deal of
grandparent discussion. The mean scores of the Ways of Coping Questionnaire (WCQ)
subscales indicate that the top three coping mechanisms for the study sample were selfcontrolling, planful problem solving, and positive reappraisal. Self-controlling coping
strategies are efforts to regulate one’s feelings and actions. The focus group grandparents
gave examples of coping with stress that reflect this strategy such as “giving myself a
talking to”, going for a walk, or taking time for themselves. The Planful Problem Solving
coping strategy is deliberate efforts to alter the situation, including a systematic approach
to problem solving. This coping strategy is evident when grandparents discussed their
efforts in gaining custody of their grandchildren, developing visitation plans for the
grandchildren’s parents, and accessing resources. The final coping strategy used most
often by this study’s sample was positive reappraisal, which endeavors to create positive
meaning by focusing on personal growth. The study sample discussed use of family
counseling services, more relaxed parenting, and gaining knowledge of custodial
grandparent issues.
Finally, social support was perceived by the study grandparents as a vital need for
coping with their situation. However, they lacked knowledge about available resources,
how to access them, and regulations concerning grandparent rights. Several grandparents
also conveyed they felt isolated in their experience and had no one to confide in about
their situation. This appears to be reflected in the study sample’s mean total support
score on the Family Support Scale, which was low indicating little formal or informal
support.
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CHAPTER 5.

DISCUSSION AND IMPLICATIONS

This study investigated the physical and mental health, stressors, coping, and
social support reported by 21 rural-dwelling grandparents raising their grandchildren in
Western Kentucky. Study results provided a description of a) custodial grandparents’
health; b) the relationships among factors influencing their health; and c) their
perceptions of how stressors, coping, and social support affect their health. This chapter
provides an in-depth discussion of the study findings as they relate to previous
grandparent raising grandparent research. This chapter will also include an examination
of study limitations and implications for future research focused on rural custodial
grandparents.
Demographic Characteristics
The first specific aim of this study was to describe the characteristics of ruraldwelling grandparents raising their grandchildren. Most grandparents in this study were
female which is similar to previous grandparent raising grandchildren research.
Numerous researchers have focused solely on grandmothers as they are typically the
primary caregiver for grandchildren (Bigbee, Musil, et al., 2011; Kelley et al., 2007;
Kelley et al., 2010; Musil et al., 2009). Few studies have included grandfathers (Kropf &
Robinson, 2004; Leder et al., 2007; Linsk & Mason, 2004) and most of these studies have
included small samples as did the current study. Only one published study has been
conducted to examine the role of custodial grandfathers (Bullock, 2007).
The grandparents in this study had a mean age of 59.8 years (SD ± 8.7). This is
congruent with samples described in previous grandparent raising grandchildren research
as grandparents in these studies typically reported a mean age of 48-60 years (Bigbee,
Musil, et al., 2011; Kelley et al., 2010; Leder et al., 2007). Marital and employment
status in these studies has been varied although the influence of these variables on
custodial grandparents has been understudied. The number of grandchildren being raised
by custodial grandparents has also varied in previous grandparent research and has not
been a focal point for any study. In the current study, most participants cared for one
grandchild.
While the sample for the current study was primarily Caucasian (85.7%), other
investigators have focused on ethnically mixed samples of African American and
Caucasian (Leder et al., 2007; Musil et al., 2009) or only on African American
grandparents (Kelley et al., 2007; Trail Ross & Aday, 2006). Grandparents raising
grandchildren research is sparse for other ethnicities. Our sample was very similar to the
ethnic mix of custodial grandparents in Kentucky, which in 2012 was 87% Caucasian and
10% African American (Grandfactsheets.org, n. d.). Two recent studies have been
conducted on rural-dwelling custodial grandparents. One study in frontier Idaho had all
Caucasian participants (Bigbee, Boegh, et al., 2011) and the other, a rural-urban
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comparison with Ohio grandmothers, had a predominantly Caucasian sample particularly
for the rural sample (Bigbee, Musil, et al., 2011).
Type of insurance has not been a component of previous custodial grandparent
research. However, health disparities are a long-standing concern for rural residents,
which includes a lack of insurance and decreased availability of healthcare providers
(Agency for Healthcare Research and Quality [AHRQ], 2009; Hart, Salsberg, Phillips, &
Lishner, 2002). For this reason, information on the availability of health insurance and
healthcare providers was obtained from the custodial grandparents in this study to
determine their degree of difficulty in accessing healthcare. Most grandparents denied
difficulty accessing healthcare in their towns and were satisfied with the quality of the
services, although some custodial grandparents required specialist care that necessitated
travel to larger cities. Grandparents’ perceptions were that basic medical care was
available in their area but, for more serious health problems, they need to go to a larger
city, as illustrated by a grandparent who said, “Lourdes or Western Baptist [in Paducah,
KY], you know, I mean if you really got something, then you need to go on up there.”
For grandparents that are poor or do not have transportation, the necessity of travel would
bar access to this higher level of care and precipitate a more rapid health decline. This
study’s findings highlight the potential for health disparities among rural custodial
grandparents.
Information was also obtained on custodial grandparents’ current health problems
to determine their risk for declining health. Hypertension, diabetes, and obesity are
common health problems noted in previous custodial grandparent studies (Bigbee,
Boegh, et al., 2011; Dowdell, 2005) and are congruent with the findings of this current
study. These medical conditions are manageable with appropriate healthcare but if a
rural custodial grandparent experiences healthcare disparities, these medical conditions
have high rates of complications. Since there is little research about rural custodial
grandparents, future studies are needed to determine the extent that healthcare disparities
effect this population. In this study, reasons that grandparents have custody of
grandchildren were similar to previous custodial grandparent research, with parental
substance abuse being the most common reason (Dowdell, 2005; Trail Ross & Aday,
2006).
Physical and Mental Health, Stressors, Coping, and Social Support
Specific aim two of this study was to describe the physical and mental health,
stressors, coping, and social support of rural-dwelling custodial grandparents.
Physical Health
The grandparents in this study were below average in their mean SF36v2 subscale
scores for physical functioning, role physical, bodily pain, and general health, which
indicated that grandparents had some limitations in these areas. Few authors have
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consistently used the SF36 as a measure of physical health in custodial grandparents,
(Bigbee, Boegh, et al., 2011; Bigbee, Musil, et al., 2011; Kelley et al., 2007; Kelley et al.,
2000; Kelley et al., 2010; Kelley, Yorker, Whitley, & Sipe, 2001; Whitley et al., 2001)
which would enable comparisons to be made between studies. However, there are
limitations in making direct comparisons about physical health between these studies
because of historical changes in SF36 scoring methods and interpretation.
Previously, the SF36 scores underwent linear transformation to yield a score 0100 and the scores received were compared to general population norms to determine an
individual’s functional level. Currently, the scoring software for the SF36v2 has been
updated to calculate scores using norm-based scoring that factors in population norms so
interpretation is simplified (Maruish, 2011). In studies of urban grandparents by Kelley,
Whitely, et al (2007; 2000; 2010; 2001; 2001), the SF36 Physical Functioning subscale
was, most commonly, the only measure of physical health that was used. In all of these
studies, grandparents were found to have moderate interference in their physical health,
which is somewhat better than the below average grandparent physical health in this
study.
In two previous studies on rural custodial grandparents, norm-based scoring
appears to have been used for SF36 data (Bigbee, Boegh, et al., 2011; Bigbee, Musil, et
al., 2011). In both of these studies, the only SF36 scores reported for physical health
were those for the physical component summary scale. The first study was a rural-urban
comparison of custodial grandparents. Both groups had mean physical component
summary scores below average, with a rural score of 43.5 and an urban score of 42.9
(Bigbee, Musil, et al., 2011). In the second rural custodial grandparent study, focusing
on frontier Idaho grandparents, the physical component summary score was 43.45 preintervention and 42.81 post-intervention (Bigbee, Boegh, et al., 2011). The current study
had similar findings to both of these previous studies with a mean physical component
summary score of 42.5 (SD ± 12.9) for the study sample. These results indicate that
physical health was a concern for participating custodial grandparents.
Mental Health
In this study, mental health functioning was found to be on the lower end of
average. In custodial grandparent research, few researchers have used the SF36 as a
measure of mental health functioning but many have used the CES-D. For researchers
that have used the SF36 previously, there are scoring concerns relative to historical
changes in the scoring methods and interpretations of this subscale. Despite the SF36
changes, the interpretation of the SF36 scores in previous studies indicate average mental
health functioning for custodial grandparents (Bigbee, Boegh, et al., 2011; Bigbee, Musil,
et al., 2011; Kelley et al., 2010; Whitley et al., 2001). Mean mental component summary
score for the current study of 47.5 (± 13.1) is just slightly below the mental component
summary scores in previous rural custodial grandparent studies. However, all of these
study findings reflect scores in the average range for mental health functioning.
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The CES-D is another measure widely used for measuring mental health in
custodial grandparents. In these studies, mean CES-D scores for custodial grandparents
have ranged 11.5 to 17.6 (Fuller-Thomson & Minkler, 2000; Linsk et al., 2009; Minkler
et al., 1997; Musil, 2000; Musil et al., 2009). In the current study, the mean CES-D score
was 12.3 (± 11.3), which is below the level of 16 or higher that indicates a risk for
depression. In a comparison study of rural-urban grandparents raising grandchildren, the
mean CES-D scores were slightly higher, with mean scores of 13.5 for urban
grandparents and 12.9 for rural grandparents (Bigbee, Musil, et al., 2011). Grandparents
in both studies had scores that reflect a low risk for depression.
While mean CES-D scores in many of these studies do not reflect a high risk of
depression, the context in which the custodial grandparent is raising the grandchildren
seems to influence depression scores. The CES-D scores in the current study ranged
from 0 to 43. The highest score belonged to a grandmother with informal custody of
three grandchildren who reported current crises in several different areas of her life.
Other high scores belonged to custodial grandparents who were also caregivers for
disabled spouses, had recently obtained custody of their grandchild, or had limited
financial resources. Custodial grandparents with the lowest scores reported adequate
financial resources and support systems on the study questionnaires and during focus
group discussions.
Stressors
The Parenting Stress Index, short form (PSI/SF) was used to measure grandparent
stress in this study. A mean total stress percentile score of 48.8 (SD ± 35.8) was obtained
for this study sample, which does not indicate significant levels of stress. The normative
range for total stress percentile scores is within the 15th to 85th percentile (Abidin, 1995).
The PSI/SF has been used in few previous custodial grandparent studies (Butler &
Zakari, 2005; Leder et al., 2007; Musil, 2000; Musil et al., 2002; Trail Ross & Aday,
2006). However, comparison of scores across studies and with this study is difficult
because either a) scores are not reported in the articles, b) only raw scores are provided
with insufficient information to translate them into percentile scores, or c) the full PSI
was used. For the current study, custodial grandparent stress, discussed in the focus
group interviews, was not because of parent distress, difficult children or difficult
parent/child interactions. The reasons for their stress were revealed during the focus
group discussions and will be discussed in the qualitative discussion that follows.
Coping
The Ways of Coping Questionnaire (WCQ) indicates the preferred coping
strategy used by individuals. In the current study sample, the most preferred coping
strategies were positive reappraisal, planful problem solving, and self-controlling with
mean scores of 10.3 (SD ± 4.3), 10.1 (SD ± 3.0), and 9.4 (SD ± 4.3), respectively. Trail
Ross and Aday (2006) reported that custodial grandparents preferred seeking social
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support and positive reappraisal as their coping strategies. A few researchers have used
the WCQ in grandparent raising grandchildren studies (Musil, 2000; Musil & Ahmad,
2002; Trail Ross & Aday, 2006). However, investigators used two different modified
versions of the questionnaire making cross-study comparisons of mean scores difficult.
Future research with standardized coping instruments is needed to determine coping
preferences for custodial grandparents.
Social Support
The Family Support Scale (FSS) measures the helpfulness of different supports
that may be available for an individual. In this study, the group’s mean total support
score on the FSS was 30.2 (SD ± 11.8). This indicates lower levels of support as the
scores can range 0-95, with higher scores indicating higher levels of support. The FSS
has been used by other researchers in grandparents raising grandchildren research (Kelley
et al., 2007; Kelley et al., 2000; Kelley et al., 2001; Leder et al., 2007). An intervention
study about urban African American custodial grandmothers yielded mean FSS scores of
26.25 pre-test and 30.12 post-test (Kelley et al., 2007). In this study, the intervention
included case management services and grandparent support groups which contributed to
a significant increase in the grandparents’ FSS scores. A second urban custodial
grandparent intervention study produced mean FSS scores of 27.21 (SD ± 11.04) pre-test
and 34.63 (SD ± 17.3) post-test, which was a significant improvement after the
intervention (Kelley et al., 2001). This intervention study also included social worker
case management and grandparent support group attendance. Finally, in another study
examining the effects of social support and resources on psychological distress, the
researchers obtained an FSS mean of 25.9 for their study sample (Kelley et al., 2000).
All of these studies indicate that the FSS mean score for this study, while low, are
common for custodial grandparents. This finding indicates the difficult situation that
custodial grandparents experience and the potential isolation that can occur when they are
raising their grandchildren.
Relationships among Health, Stressors, Coping, and Social Support
The third specific aim of this study was to examine the relationships among
physical and mental health, stressors, coping, and social support for rural-dwelling
custodial grandparents. Several significant correlations were found between the study
variables. One of the relationships noted in this study was between depression and
physical and mental health, where higher levels of depression resulted in poorer physical
and mental health. This relationship was also found in a study of urban grandparents
where a moderately significant negative correlation (r = -.39, p <.001) was found
between depression and physical health (Kelley et al., 2000). While this relationship is
not surprising, it raises concern since the grandparents in this study talked about a
tendency for depression at different points in time. Depression combined with their
already below average physical health could impair them even more, potentially
impacting their ability to care for their grandchildren.
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Another relationship noted in this study was between stress and the measures for
mental health and depression. Moderate negative correlations were significant between
the PSI/SF and the SF36 mental component summary scale, Vitality subscale, Social
Functioning subscale, Role-emotional subscale, and Mental Health subscale. This
suggests that the more stress a grandparent is under, the more mental health limitations
the grandparent will have. There was also a significant positive correlation between the
PSI/SF and the CES-D score indicating increased stress results in increased depression.
Other studies have corroborated this finding as well noting significant negative
relationships between parenting stress and physical and mental health functioning (r =
-.424 to -.776, p < .05), which indicates increased stress leads to poorer physical and
mental health (Leder et al., 2007). Musil (2000) also found a highly significant positive
correlation (r = .60, p <.001) between stress and depression in a study of urban
grandparents. Musil also noted a small significant correlation (r = .31, p <.01) between
stress and self-assessed health. These findings are also concerning for this study’s
grandparents because of their perceived tendency toward depression and having stress
perceived to be their main problem.
The WCQ coping strategies were found to be significantly correlated with a few
areas. Interestingly, the top three coping strategies (positive reappraisal, planful problem
solving, and self-controlling) preferred by grandparents in this study were not
significantly correlated with physical or mental health, stress, or social support with one
exception. The self-controlling coping strategy had a significant negative correlation
with the SF36v2 General Health subscale (r = -.46, p < .05). The lowest scoring coping
strategies, accepting responsibility and escape avoidance, had significant negative
correlations (r = -.44 to -.76, p < .05) with all of the mental health subscales on the SF36.
This implies that the more these two coping strategies are used the more mental health
limitations grandparents will have. The escape-avoidance coping strategy also had a
significant moderate correlation (r = .52, p < .05) with parenting stress. The results of
this study are different than findings by Trail Ross and Aday (2006). In their study using
the WCQ, five of the coping strategies (positive reappraisal, accepting responsibility,
confrontive coping, self-controlling, and distancing) were significantly correlated with
lower perceived stress. Musil (2000) also noted significant correlations between avoidant
(r = .57, p < .001) and minimizing (r = .40, p < .001) coping strategies and depression,
indicating that the more these strategies are used, the more depression the grandparent
will have. Since there are different study outcomes and many different coping measures
used in custodial grandparent research, it is challenging to synthesize the impact of
coping strategies for rural grandparents.
Finally, the FSS had significant positive correlations (r = .48 to .70, p < .05) with
all of the SF36 physical and mental health scales and subscales. This indicates that
increased levels of social support for custodial grandparents will result in better physical
and mental health. This finding has been duplicated in numerous studies (Dowdell, 2005;
Gerard et al., 2006; Hughes et al., 2007; Kelley et al., 2000; Leder et al., 2007; Musil,
2000; Musil et al., 2009). However, some of the rural grandparents in this study
perceived that formal and informal social supports were scare. Some reasons for this lack
of support could be being overwhelmed with multiple caregiving roles, unaware of
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support services, lack of transportation, and a mistrust of official agencies. Also, some
grandparents voiced a concern that if they sought government aid, the agency would
notify the biological parent of the grandchild’s whereabouts. Some grandparents were
reluctant to have an incarcerated biological parent aware of the grandchild’s location for
safety reasons.
Grandparents’ Perceptions
The fourth specific aim of this study focused on the custodial grandparents’
perceptions of the effects stressors, coping, and social support had on their physical and
mental health. Even though the SF36v2 results indicated below average physical
functioning, the grandparents in the focus groups did not perceive that physical health
was a limitation for them. This is evident in comments such as one made by a 73 year
old grandmother, “I can’t run when I play kickball. I mean, they usually get me out
because I can’t run fast or there’s things I can’t do.” Another example was a
conversation by several grandmothers, who were 64 years and the 73 year old. They
discussed going to Venture River (local waterpark): one grandmother said, “We put our
bathing suits on and go” while the other said, “I finally just said forget it, if they don’t
want to look at me, they don’t have to look.” While grandparents talked about stress
increasing and decreasing over time, the stress was never completely absent for them.
Some grandparents talked about ways they had found to cope with stress and for most, it
involved taking time for their own interests or respite. Even though the SF36v2 mental
health measures and CES-D results indicated the grandparents’ mental health functioning
was average, most talked about depression being a problem at times. Custodial
grandparents who had social support described at length the importance of having social
support, particularly someone to talk with. For many, formal social support, in the way
of financial and legal assistance and Family Social Services for custodial issues, were
vital to the grandparents as well.
Custodial grandparents’ perceptions, like the ones in this study, have been noted
in other grandparents raising grandchildren studies (Dowdell, 2004; Dowdell, 2005).
Custodial grandparents report that they love their support group because it lets them
know they are not alone (Dowdell, 2004). A source of stress noted by other studies is
conflict with the birth parent (Butler & Zakari, 2005), which was a thread throughout
focus groups in the current study. This was particularly true if the grandchildren were
placed with the grandparents because of drug/alcohol abuse or child neglect. Another
relationship stressor described by some grandparents in this study was manipulation of
the grandparent and grandchildren by the birth parent. This grandparent stressor was also
noted in a study by Waldrop and Weber (2001) as well as other frequent stressors,
including financial and legal issues. These stressors were perceived by the grandparents
in the current study as an important concern for them. The results of the current study
provide insight into the health of rural grandparents raising grandchildren. The findings,
overall, appear similar to those described in most published custodial grandparent studies.
However, this is the first study to use a mixed methods approach to examine physical and
mental health, stress, coping, and social support for custodial grandparents. This unique
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approach provides in-depth information about the physical and mental health, stress,
coping and social support of custodial grandparents from a quantitative and qualitative
approach. Additionally, the focus group discussions provide a comprehensive
examination of the issues faced by rural grandparents raising grandchildren.
Nevertheless, there are some limitations to note with this study.
Limitations and Strengths
There are several limitations and strengths for this study. Limitations include
sample size and characteristics, recruitment difficulties, and study design and
instrumentation challenges. Strengths include the use of a comprehensive mixed methods
approach, standardized instruments, and information collected about the needs of rural
grandparents raising grandchildren. Limitations are described followed by study
strengths.
First, this study’s findings are based on a small, homogeneous sample from
Western Kentucky. Since this study’s participants were all recruited from a rural nine
county area of Western Kentucky, the findings are not representative of grandparents in
other regions. The study sample was also small making generalization to the larger
population of grandparents raising grandchildren premature. The study participants were
primarily Caucasian grandparents; therefore ethnic groups are underrepresented in the
study sample.
A second limitation in this study was recruitment. While the Principle
Investigator (PI) continually learned of grandparents raising grandchildren, they were
either not in the geographic recruitment area or were reluctant to participate. The PI’s
perception was that the grandparents were extremely busy and did not have time for
another activity, even though participation would have been brief. These recruitment
difficulties may have contributed to selection bias resulting in custodial grandparents
with the most physical and mental health limitations choosing not to participate.
A third limitation was the study’s cross-sectional design. This study focused on
one point in time for the participants, so it provides a snapshot of their experiences. The
importance of this limitation is supported by comments from the grandparents about
being depressed at different points in time. Also, most of the grandparents were not
experiencing significant problems with their chronic health conditions at the time of the
data collection. The results could have been very different if their health had not been
relatively stable as health challenges alter perceptions and most instruments reflected
their perceptions about health, stressors, coping, and social support.
The final limitation in this study was instrumentation. Two of the instruments
used in this study would require closer consideration for future custodial grandparent
raising grandchildren studies. First, the Parenting Stress Index, Short Form (PSI/SF)
scales measure stress caused by parenting, child behavior, and parent-child interactions.
In this study, grandparents verbalized that stress was a problem and always present. The
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grandparents’ perceptions were that financial and legal problems as well as difficult
relationships with the grandchildren’s birth parents, not their grandchildren, were their
main sources of stress. This finding seemed to be reflected by their mean PSI/SF score,
which was within the normal range for parenting stress. Consequently, use of an
additional stress measure or a measure that captures global stress would be advisable in
future grandparents raising grandchildren research. The other instrument limitation was
the Ways of Coping Questionnaire. There has been much debate about the theoretical
underpinnings of coping instruments used in research today (Endler & Parker, 1990;
Schwarzer & Schwarzer, 1996). There are two main theoretical problems found with
coping instruments (Schwarzer & Schwarzer, 1996). One is that cognitive coping and
cognitive appraisal can be confounded. This confounding occurs when an individual
begins with cognitive appraisal of a situation, which then results in cognitive coping. The
other theoretical problem is a difficulty separating coping from coping resources. While
these problems exist with the WCQ as well, this instrument is still considered the “gold
standard” for measuring coping. Nevertheless, a recommendation for future studies
would be to explore alternate coping measures for use with grandparents raising
grandchildren. Finally, while all of the instruments in this study have been used in
previous grandparents raising grandchildren research, there is a dearth of reliability and
validity information on the instruments use with a rural population. This lack of
psychometric information can raise questions about the results when this information is
unavailable.
There are several strengths for this study. First, this is the first study of rural
grandparents raising grandchildren that provides the richness of a mixed methods
approach. While two published studies have been conducted with rural grandparents
(Bigbee, Boegh, et al., 2011; Bigbee, Musil, et al., 2011), these studies did not explore
the grandparents’ perceptions. This depth of data can help tease out the most important
issues for rural grandparents and guide future research and intervention tailored to their
needs.
Second, the findings of this study highlight the unique needs of rural
grandparents. Since this is an understudied population, this study will provide insight
into the challenges rural grandparents face and the resources they need. Some needs
were congruent with needs reported by urban grandmothers, for example, financial issues
and requiring assistance to make ends meet. Others, like lack of public transportation to
get to area services, are unique to a rural population. Rural grandparents need ways to
connect with other custodial grandparents, particularly when transportation is an issue.
While most of the grandparents in this study perceived their area healthcare as adequate,
there is still concern due to a lack of specialists. For a rural grandparent to see a
healthcare specialist, i.e. endocrinologist, he or she would have to travel over an hour to a
large urban medical center. For some grandparents, this would present an enormous
hardship. Transportation issues and lack of specialty healthcare could place rural
grandparents at increased risk of declines in physical and mental health when they are
already below average to average.
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The final strength for this study was the use of standardized instruments. All of
the instruments used in this study have been used in previous grandparents raising
grandchildren research. This is particularly true for the SF-36 General Health Survey,
which is a common measure in these studies. Use of standardized instruments facilitates
comparison across studies so that more complete information can be garnered about
grandparents raising grandchildren. The use of consistent measures will also increase the
reliability and validity information for the use of these instruments with all types of
custodial grandparents.
Practice and Policy Implications
There are a few implications for practice and policy that require discussion. In
practice settings, healthcare providers need to determine if an older patient is a
grandparent raising grandchildren. Rural grandparents may be reluctant to openly share
this fact with anyone, including healthcare professionals, due to values of independence,
self-reliance, and privacy and a distrust of “outsiders” (Bigbee & Lind, 2007).
Grandparents may also be reluctant to disclose their caregiver status when health
problems arise because of fear the grandchildren will be removed from their home.
Healthcare providers need to routinely ask older patients if they are a caregiver for
grandchildren or an ill loved one. Since the findings in this study indicate that rural
grandparents are below average for their physical health and low average for their mental
health, healthcare professionals must assess rural grandparents for further declines in
health and increasing levels of stress then provide support and resource referrals as
indicated.
Policy implications center on a need to increase access to social support for rural
grandparents. While there are grandparent support groups in this area of Kentucky, some
of the grandparents in this study were not aware of them. They also had limited
knowledge of resources they could access in their area. Greater efforts need to be made
to publicize information about available grandparent resources and support groups. In
addition, for this study sample, travel assistance and child care arrangements would
enable rural grandparents to attend as public transportation options are virtually
nonexistent. Transportation assistance could possibly be coordinated through church
outreach efforts, utilizing church vans to provide transportation to monthly grandparent
support groups for those in need. Also, rural grandparents could benefit from a
“navigator”, as suggested by one of this study’s grandparents. Many grandparents are
overwhelmed by their situation and tackling a complex social service system is more than
they can manage. This would be a person knowledgeable in available resources within
states and communities that could provide rural grandparents with reliable information.
Developing relationships with people in their community is important for rural residents
and a “navigator” could be that trusted community individual for custodial grandparents
getting information.
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Theoretical Implications
An additional strength of this study is the support it provides for the Stress
Process Model. Certain background and context issues for rural grandparents in this
study affected the stress they experienced. Several grandparents discussed stress caused
by relationship difficulties they had with their spouse related to childrearing beliefs and
with their adult children over grandchild custody issues. For many participants, finances
were a concern since most of the study grandparents were unemployed, which included
being retired and on a fixed income. A few of the study grandparents also discussed
being a caregiver for other disabled family members as well as their grandchildren. This
intergenerational caregiving compounds the stressors they experience in the caregiver
role. The final contextual issue for this sample of rural grandparents was limited social
resource availability. While there are services available in the study area, many
grandparents did not have knowledge of them or how to access them. Time constraints,
misinformation, and transportation were also barriers to accessing social services for
some of the grandparents.
Stressors are a second domain in the Stress Process Model, which includes
primary and secondary stressors. Primary stressors are problematic conditions for
caregivers, such as dependency of the care recipient, behavioral problems, and
relationship changes (Pearlin et al., 1990). According to grandparents in the current
study, the grandchildren’s needs and behaviors were not their main source of stress.
However, some did discuss increased relationship strife within the home when they had
teenage grandchildren beginning to express their independence. Although dependence of
the grandchildren did not appear to be perceived as a stressor by the grandparents, it was
inferred in their discussion. Providing for their grandchildren’s needs was an evident
concern as they discussed a need for resources and shared resource information with each
other. The information they shared and needed were things that let them provide for the
grandchildren, i.e. Medicaid, Temporary Assistance for Needy Families (TANF), food,
utility bill assistance, Kinship Care Program access, clothing, and school supplies.
Primary stressors lead to two types of secondary stressors: role strains and
intrapsychic strains. The three types of role strains discovered in the grandparents’
discussions were family conflict, economic problems, and constriction of social life. The
presence of family conflict as a secondary stressor was evident when grandparents
discussed the relationship difficulties they have or have had with the grandchildren’s
birth parents. A few grandparents also discussed relationship difficulties with their other
adult children who disagreed with the grandparents having custody of a sibling’s
children. For some of the grandparents, family conflict was ongoing. As previously
discussed, grandparents had financial issues that affected their daily lives as evidence of
economic problems. For many of the study grandparents, if they participated in any
social activities, they did things that their grandchildren could do with them. This creates
barriers to doing age appropriate activities with other older adults that do not have young
children to care for. However, the grandparents conveyed that their social life was not as
important as caring for their grandchildren. There are two components of intrapsychic
strains that emerged from the data: gain and role captivity. Gain was exemplified in the
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grandparents’ apparent fondness and love for their grandchildren. During discussions,
they bragged about their grandchildren’s achievements, going to college, and emotional
adjustment. Many had strong faith and expressed that God had placed them there for the
grandchildren. However, despite this commitment to raising their grandchildren, a few
were able to express “I got to be honest with you, I’m tired of being a grandparent
[raising grandchildren]. It’s just tiresome! I don’t know, just got to deal with it.” This
sentiment is an example of role captivity as a stressor for some grandparents.
A third domain of the Stress Process Model is mediators, which includes coping
and social support. According to Pearlin, et al (1990), “coping represents behaviors and
practices of individuals as they act on their own behalf” (p. 590). In this study, the three
preferred coping strategies identified by the WCQ were positive reappraisal, planful
problem solving, and self-controlling. While it is difficult to assess the direct impact of
coping on stress, research has shown it has indirect effects on mediating stress (Pearlin et
al., 1990). That seems to be the situation in this study. While no correlation was found
between the three preferred coping strategies and the PSI/SF scores in the quantitative
analysis, grandparents demonstrated use of these coping strategies in descriptions of and
actions with stressful situations during the focus groups. For example, grandparents were
eager to a) share resources with each other as problem-solving efforts; b) discuss how
they had experienced personal growth since gaining custody; and c) explain the
difference in how they handle family conflict now that they have custody of their
grandchildren. Social support is the second mediator described in the Stress Process
Model. The grandparents in this study received below average social support scores on
the FSS. Again, it can be difficult to determine the direct impact of social supports on
stress levels, but there are indirect effects as well. In this study, both the quantitative and
qualitative results support low levels of support for this group of grandparents, which
may explain their perception of constant stress levels.
The final domain of the Stress Process Model is outcomes. According to Pearlin
et al. (1990), “outcomes… involve the well-being of people, their physical and mental
health, and their ability to sustain themselves in their social roles” (p. 590). The
grandparents in this study had below average physical health and average mental health.
However, it is difficult to know how their health would be, given their age, if they were
not raising their grandchildren. On one hand, they are participating in activities they
wouldn’t ordinarily do, given their age, i.e. kickball. On the other hand, one grandmother
stated, “I do have high blood pressure that started when all this started [raising a
grandchild].” This conundrum underscores the need for continued research so an
understanding of custodial grandparent health can be reached and appropriate
interventions designed to support grandparents raising grandchildren.
Recommendations for Future Research
This study highlights several recommendations for future research with rural
grandparents raising grandchildren. While the results of this study seem to be consistent
with previous grandparents raising grandchildren research findings, both urban and rural
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grandparents, larger sample sizes are needed to allow generalization. There is a need for
longitudinal research with rural grandparents raising grandchildren so better
determinations can be made about the relationships of stressors, coping, and social
support on their physical and mental health over the course of their career as custodial
grandparents. These types of studies would allow researchers to understand the stress
process of custodial grandparents and design support services accordingly to improve or
maintain grandparent health. Intervention studies have recently been conducted with
grandparents raising grandchildren in both urban and rural settings. However, the
intervention study with rural grandparents in frontier Idaho only included six families as
a demonstration project (Bigbee, Boegh, et al., 2011). Since availability of social support
seems to be an issue for rural grandparents, further intervention studies are needed to
determine which services are most effective in decreasing stress and preserving
grandparents’ caregiver status for their grandchildren.
Summary
The health of rural grandparents raising their grandchildren is a complex
phenomenon. Since the number of grandparents raising grandchildren continues to
increase, it becomes increasingly important to understand how to support and preserve
this important safety net for children who can no longer live with their birth parents. Few
investigators have combined physical and mental health, stress, coping, and social
support into a single study and those studies have only taken a quantitative approach, and
few have focused on rural custodial grandparents. The current study contributes to
science because it is one of the first to explore physical and mental health, stress, coping,
and social support for custodial rural grandparents using mixed methods. The mixed
methods design provided in-depth understanding of issues affecting rural custodial
grandparents. Participants in this study reported below average physical health and
average mental health. They perceived that physical heath was not a problem, depression
was occasionally problematic, but stress was the biggest issue they dealt with constantly.
Study results support use of the Stress Process Model as a conceptual framework in rural
grandparents raising grandchildren research. Understanding that stress may be prevalent
in these caregivers suggests the need for additional research, including intervention trials
that will support health and wellbeing in these caregivers who are a valuable resource for
children facing the untimely loss of a parent caregiver.
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APPENDIX. GRANDPARENTS RAISING GRANDCHILDREN
DEMOGRAPHIC QUESTIONNAIRE
1. What is your age? ____________ in years
2. Grandparent gender: ________ male ________ female
3. Relative caregiver race: (circle one)
African American
Caucasian

Hispanic/Latino

4. Marital status: (circle one)
Married/living with a partner
Not married (separated, divorced, widowed, never married)
5. Employment status: (circle one)
Employed
Not employed
6. How many years of school did you complete? ___________
7. List any current medical problems:

8. What healthcare services do you have available in your area?

9. Do you currently have health insurance and what type?
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Other

10. What is the age and gender of the grandchildren who are in your custody or who you
are their primary caregiver? How long have they been living with you?
Age

Gender

Length of time they have been in your
custody. Indicate if the number is in
months or years

11. What is the reason that you have custody of your grandchildren?

12. Which of the following best describes the area you live in: (circle one)
Rural
Suburban
Urban/Metropolitan
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