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ABSTRACT 

 

AFRICAN AMERICAN GRANDMOTHER CAREGIVERS: RELATIONSHIPS 

AMONG INFORMATION NEED, PERCEIVED BURDEN, PERCEIVED  

HEALTH, AND SERVICE NEED AND USE  

 

Publication No. ______ 

 

GLORIA F. CARR, PhD. 

 

The University of Texas at Arlington, 2007 

 

Supervising Professor:  Jennifer Gray, PhD. 

 

African American (AA) grandmothers who parent their grandchildren may experience 

burden related to these responsibilities. Little is known about perceived caregiver burden 

and its influence on AA grandmother health and service needs.  The purpose of this 

descriptive, correlational research study was to investigate relationships among personal 

characteristics, information need, perceived burden, perceived health, service need, and 

service use in AA grandmothers who are the primary caregivers for one or more of their 

biological grandchildren.  Recruited through churches and community centers, 93 AA 
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grandmothers, ages 36 to 78, participated in this study. These grandmothers were primary 

caregivers for 211 grandchildren. 

 

The proposed relationships among the variables were analyzed using hierarchical 

multiple regression, controlling for demographic characteristics. Grandmother age and 

number of grandchildren were significantly predicted information need. Likewise, 

information need uniquely predicted perceived burden, service need, and service use. In 

addition, perceived burden and perceived health did not significantly predict service need 

and service use. An unexpected finding was the positive relationship between perceived 

burden and perceived health.  

 

While this study has provided useful findings about grandparent caregiver issues, more 

research is needed to capture the essence of AA grandmother caregivers’ experiences, to 

understand AA the impact of caregiving upon grandmother caregivers’ health, burden, 

and their need and use of information and services.  
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CHAPTER 1  

INTRODUCTION 

 Grandparents in the United States are increasingly likely to be the primary 

caregivers for their grandchildren. The 2000 Census reported that 2.4 million 

grandparents provided care for grandchildren. Of these grandparents, grandmothers 

(62%) were the largest providers of caregiving. African American grandmothers 

comprised the greatest percentage of grandmother caregivers (51.7%). Studies have 

reported that grandparents often assume this role of caregiving without receiving 

additional financial support, thus causing financial strain (Burton, 1992; Dowdell, 1993; 

Kelley, Whitley, Sipe, & Yorker, 2000; Minkler, Roe, & Price, 1992). A contributor to 

this financial strain is the inability of grandparent caregivers to access sufficient 

resources, which may place grandparents at increased risk for other problems including 

health alterations and stress. The combination of compounded health alterations and 

stress in being a grandparent caregiver has led to feelings of burden by some grandparent 

caregivers (Dowdell, 2004).  

 Because of the financial problems, physical stress and strain, and additional 

demands grandparents face in providing care for their grandchildren, services for these 

grandparents must be accessible and acceptable so that grandparents can care for their 

grandchildren with minimal impact on their own health. Many grandparents, however, 
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have failed to use services provided by various public and private entities (Brownell, 

Berman, Nelson, & Fofana, 2003; Force, Botsford, Pisano, & Holbert, 2000).  

 Although African American grandmother caregivers often experience the most 

stress, yet they have the fewest resources (Musil & Ahmad, 2002; Musil, 2005; Ross,    

2006). The purpose of this chapter is to describe some dilemmas among African 

American (AA) grandmothers raising their grandchildren. This introduction presents the 

background and significance of grandparent caregiving. The framework, purpose, 

research questions, and essential assumptions for this study are also described.  

Background and Significance of the Study 

 Grandparent caregiving has increased dramatically over the years. At the time of 

the 2000 United States Census, 5,771,671 grandparents over the age of 30 lived in the 

same house as their grandchildren. Of these, around 2.5 million (42%) were the primary 

caregivers for their grandchildren who were less than 18 years (Simmons & Dye, 2003). 

Among this 2.5 million, 19% were living in poverty. Comparatively, in Tennessee in 

2000, 119,968 grandparents over the age of 30 years lived in the same house as their 

grandchildren. Of these, over 61,000 (51.1%) were the primary caregivers for their 

grandchildren who were less than 18 years (Simmons & Dye). Among these 61,000 

grandparents parenting grandchildren, 20% were living in poverty.  

 Although the struggles of being a grandparent caregiver are many, grandparents 

continue to assume the role of primary caregiver for their grandchildren. This caregiver 

role is assumed because of conditions such as parent incarceration, drug abuse, and 

grandchild abandonment and abuse (Bullock, 2004; Burton, 1992; Butler & Zakari, 2005; 

Minkler, Roe, & Price, 1992; Winston, 2003). Many grandparents prefer to be primary 
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caregivers for their grandchildren, especially when the alternative would be to place their 

grandchildren in governmental or foster care. Grandparents also report a sense of 

obligation to care for their grandchildren since their own children failed in the parenting 

role (Burden, 1992; Bullock, 2004).  

 Because grandparents often assume care responsibilities for their grandchildren 

abruptly, substantial problems ensue. These problems include altered health, financial 

limitations, caregiver stress, role assumption conflicts, damaged family relationships, and 

limited social and family support (Burton, 1992; Dowdell, 2004; Minkler & Fuller-

Thomson, 1999; Minkler, Roe, & Price, 1992; Roe, Minkler, & Barnwell, 1994; Roe, 

Minkler, & Saunders, 1995; Whitley, Kelley, & Sipe, 2001). Grandparents have reported 

needing services such as childcare, stress relief, legal counsel, medical services, medical 

insurance, dental care, grandchild healthcare, and information about how to raise teens 

(King, Hayslip, & Kaminiski, 2006). Although many of these services are available to 

grandparent caregivers, they are underused. Grandparents cannot use services if they do 

not know the services are available. Even when aware of these services, grandparents 

may not think these services were specific to their concerns and needs. As a result, 

grandmothers may be unwilling to use available services. Therefore, understanding which 

services meet grandparent needs is important. 

 If grandparents knew about services available to them and felt that these services 

could help them, negative effects of grandparent caregiving such as altered health and 

caregiver stress could possibly be minimized. Grandparents with positive views of their 

grandparenting role experience less stress and report better health and well-being 

(Hayslip, Shore, & Emick, 2006). Providing individualized support for grandparents in 
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their caregiver role is a way to improve their perception of this role. In order to provide 

this type of support, information about grandparents' knowledge of services is needed to 

specifically address issues that are associated with stress development in grandparent 

caregivers.  

 Since care responsibilities are often assumed by grandparents without additional 

financial support (Burton, 1992; Dowdell, 1993; Dowdell, 2004; Kelley, Whitley, Sipe, 

& Yorker, 2000; Minkler et al., 1992), they face increased financial strain. This financial 

strain may result from insufficient income and result in the inability to meet family 

members’ needs, including their own health needs.  Because assuming the role of 

grandparent caregiver is stressful, research is needed into ways to decrease this stress and 

prevent the resulting health problems. Since grandmothers, particularly AA grandmothers 

are the greatest providers of caregiving for their grandchildren, providing services and 

information about services to AA grandmother caregivers is, therefore, critical to the 

psychological and physical health of these women.  

 Although a significant amount of research has been completed about the effects of 

grandparenting upon grandparents, knowledge gaps in research focusing on AA 

grandmother caregivers are many. Studies have shown that role transition from 

grandparent to parent impacts grandparent health (Bullock, 2004; Roe et al., 1994) and 

that grandchild concerns have been related to stress in grandparents (Burton, 1992; 

Gibson, 2004; Linsk & Mason, 2004). Grandparent caregiving is known to adversely 

affect the health of grandparents and health outcomes are reported worse in AA 

grandmothers than other grandparent caregivers (Bullock, 2004; Burton, 1992; Ciliandro 

& Hughes, 1998; Gibson. 2002; Linsk & Mason, 2004; Roe et al., 1994). In addition, AA 
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grandmother caregivers report increased stress related to the daily duties of being a 

grandmother caregiver, and that these grandmothers have the most limited services, 

finances, and family support. There are limited data, however, that explicitly reveal how 

to prevent the decline in health outcomes or the increase in stress associated with being a 

grandmother caregiver. 

 Studies are needed to explore how the use of information and services among AA 

grandmother caregivers influence their health status and stress levels. Moreover, research 

is needed to investigate views of the AA grandmother population regarding services that 

will help them improve their health by assisting them in their role transitions and 

informing them about how to more effectively deal with the stress of raising 

grandchildren. Since AA grandmothers report high levels of stress and are most likely to 

have the least resources, studies are needed to describe AA grandmother caregiver 

characteristics and better understand the associations between perceived health, perceived 

burden, and use and need of information and services available to grandparent caregivers.  

Framework 

 The framework for this study was adapted from the cognitive theory of stress and 

coping (Lazarus & Folkman, 1984). This theory was chosen over theories of burden and 

caregiving because they do not include coping as a response to the appraisal of stress. 

Lazarus and Folkman’s theory of stress and coping postulates stress as resulting from 

individual appraisals of personal environmental uncertainty or change and the influence 

of these evaluations upon well-being. Stress is defined as an individual's interactions with 

his or her environment (Lazarus & Folkman, 1984). This environment includes individual 

personal characteristics and persons and/or situations that surround the individual. For the 
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purpose of this study, the AA grandmother caregiver’s environment was conceptualized 

as grandmother characteristics of age, education, income, time as a grandmother 

caregiver, and the number of grandchildren for whom care was provided.  

 Stress occurs when the environment demands are greater than the available 

resources. The way one deals with stress is based on cognitive evaluations. Lazarus and 

Folkman, (1984; 1988) assert that the cognitive component of stress is the "process of 

categorizing an encounter, and its various facets, with respect to its significance for well-

being" (Lazarus & Folkman, 1984, p.31); and such categorizing includes two appraisals, 

primary and secondary. Primary appraisals consist of making an evaluation of the 

environment to decide whether this environment is harmful or poses a threat. Secondary 

appraisals consist of deciding what to do or how to seek out available resources that will 

assist with issues identified in the primary appraisal. Somewhere in the appraisal process, 

information is needed to assist individuals with learning to identify what they need and to 

seek out services that are available to meet those needs. When this knowledge is 

insufficient, stress ensues because the threat evaluated during the appraisals is higher than 

the information and resources available, which then places the individual at risk for 

alterations in well-being. The perception of stress was referred to as perceived burden in 

this study. 

 Stress often begins or increases when the AA grandmother caregiver takes on the 

responsibility of providing care for grandchildren. Many demands accompany assuming 

care for grandchildren, which together alter these grandmothers' environments. When the 

responsibilities of being a grandmother caregiver exceed the information and resources 

available to these women, their perceived burden increases and their health often 
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deteriorates. Other researchers have labeled caregiver’s perceptions of stress to 

caregiving as perceived burden (Dowdell, 2004; Given et al., 1992). One of these studies 

included participants who were caregivers of patients with Alzheimer’s disease (Given, et 

al., 1992) and, in the other study; participants were grandmothers who were primary 

caregivers for their grandchildren (Dowdell, 2004). Participants in both studies reported 

poor health and increased perceived burden.   

 The framework used for this study is depicted in Figure 1. This framework 

includes the concepts of grandmother characteristics, information need, perceived burden, 

perceived health, service need, and service use.  

Figure 1. Conceptual Framework 

 Five propositions were derived from the Lazarus and Folkman (1984) theory and 

the review of the literature. Grandmother personal characteristics influence information 

need. Information need directly influences perceived burden. Perceived burden has a 

relationship with perceived health. Information need indirectly influences perceived 

health. Service need and service use are influenced by perceived burden and perceived 

health. These relational statements provided the basis for the research questions.   
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Purpose of the Study 

 The purpose of this study was to explore and describe need for information, the 

influence of information need upon perceived burden, the influence of perceived burden 

upon perceived health, the influence of perceived burden and perceived health upon 

service need and service use in AA grandmother caregivers, controlling for grandmother 

characteristics of age, income, education, time as a caregiver, and number of 

grandchildren.  

Research Questions 

 The research questions were developed to explore the theorized relationships of 

the framework. 

1. What is the relationship between AA grandmother demographic 

characteristics and information need?  

2. What is the relationship between AA grandmother information need and 

perceived burden? 

3. What is the relationship between AA grandmother perceived burden and 

service need? 

4. What is the relationship between AA grandmother perceived burden and 

service use? 

5. What is the relationship between AA grandmother perceived burden and 

perceived health (total)? 

6. What is the relationship between AA grandmother perceived health (total) and 

service need? 

7. What is the relationship between AA grandmother perceived health (total) and 
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service use? 

 Conceptual and operational definitions. 

 Grandmother characteristics were defined as age, education, income, time as a 

grandmother caregiver, and the number of grandchildren. The operational definitions of 

these characteristics were the participants’ responses to the related questions on the 

Demographic Data Questionnaire.  

 Perceived burden, synonymous with perceived stress in this study, was 

conceptualized as caregivers’ reactions to caregiving. These reactions are perceptions of 

the caregiving experience that indicated the degree to which burden is experienced.  The 

instrument for the perceived burden, the Caregiver Reactions Assessment by Givens et 

al., (1992), has five areas of assessment to determine the level of perceived burden 

(health, finances, family support, self-esteem, and interrupted schedules). The health 

items provide information about the impact of caregiving on grandmother health such as 

worsened overall health and physical strength. Items on finances indicate the degree of 

financial strain that grandmother caregivers often experience. Family support items 

represent the caregivers' perception of their family’s assistance with providing care for 

their grandchildren. Self-esteem items assess caregivers’ perception of whether the 

caregiving experience allows grandmothers time to take care of themselves (i.e., attend 

social activities). Interrupted schedule items assess the degree to which caregiving 

changes activities for daily living for the grandmothers.  

 Perceived health consisted of grandmother caregivers' view about their physical 

and mental health. This health perspective was assessed retrospectively for a four week 

period. Perceived health was measured using the Short Form-12v2™ Health Survey.  
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 Information need was defined as items such as written or audio-visual literature 

that enhance knowledge in areas of need as identified by grandmothers and professionals. 

Information need was quantified by using items adapted from studies investigating 

grandparents’ need and use of information and service (Binette & Cicero, 2003; King et 

al., 2006). These items were rated on a Likert scale from five (strongly agree) to one 

(strongly disagree) indicating grandmother level of need for information such as daycare 

access, child support, counseling, tutoring for grandchildren, legal assistance, and 

transportation.  

 Service was defined as opportunities for assistance such as childcare, counseling, 

and legal advice from personal, public, and private associations. Like information need, 

service need and service use were assessed by adapting items from studies examining 

grandparent’s need and use of information and service (Binette & Cicero, 2003; King et 

al., 2006). Items for service need were also rated on a Likert scale from five (strongly 

agree) to one (strongly disagree) indicating grandmother level of need for some of the 

aforementioned services. In addition, need of services reflected appraisal of information 

by grandmother caregivers and was relative to service use. In other words, service need 

served as a moderator between information appraisal and service use. Service use was 

measured using the same items as service need. These items, however, were rated on a 

Likert scale from five (always) to one (never) indicating the frequency in which 

grandmother caregivers use available services.  

Assumptions 

 Theoretical assumptions for this study were: 

1.  AA grandmothers experience stress or burden after becoming primary 
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providers for their grandchildren. 

2.  The cognitive appraisal of the stress or burden experienced by AA 

grandmother caregivers may be conscious or unconscious. 

3.  AA grandmother caregivers’ appraisal of stress, whether conscious or 

unconscious, affect perceived burden.  

In conclusion, the study was developed to describe the characteristics of AA 

grandmother’s caregiving for grandchildren and their information needs, perceived 

burden, perceived health, service need, and service use. From the cognitive stress and 

coping theory of Lazarus and Folkman (1984), a framework was adapted as the 

underpinning to suggest relationships between concepts in this study. Research questions 

were posed to explore these concepts and relationships.
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CHAPTER 2 

REVIEW OF THE LITERATURE 

  Grandparent caregivers have been studied for over a decade. Research studies 

have revealed many issues concerning grandparents who provide care for their 

grandchildren, including role conflicts, altered health, financial problems, social support, 

and family support (Burton, 1992; Minkler & Fuller-Thomson, 1999; Minkler, Roe, & 

Price, 1992; Roe, Minkler, & Barnwell, 1994; Roe, Minkler, & Saunders, 1995; Whitley, 

Kelley, & Sipe, 2001). Conditions such as parent incarceration, abandonment, and drug 

abuse often force grandparents to accept the role of primary caregiver for their 

grandchildren to prevent the placement of the grandchildren into governmental or foster 

care (Bullock, 2004; Burton, 1992; Butler & Zakari, 2005; Minkler, Roe, & Price, 1992; 

Winston, 2003). Grandparents also feel a sense of obligation to care for their 

grandchildren because their children failed in the parenting role.  

Grandparents frequently assume the care of grandchildren without receiving 

additional financial support and thus experience financial strain (Burton, 1992; Dowdell, 

1993; Kelley, Whitley, Sipe, & Yorker, 2000; Minkler, Roe, & Price, 1992).This 

financial strain may lead to resources being unavailable, which may place grandparents at 

increased risk for many problems including health alterations. In addition, many 

grandparents have failed to use services provided by various public and private entities 
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(Brownell, Berman, Nelson, & Fofana, 2003; Force, Botsford, Pisano, & Holbert, 2000). 

Because of the monetary problems, added stress, and social inequalities grandparents face 

in providing care for their grandchildren, services must be easy to access and satisfactory 

when used so that grandparents can provide for their grandchildren with minimal impact 

on their own health.   

This study explored and described need for information, the influence of 

information need upon perceived burden, the influence of perceived burden upon 

perceived health, the influence of perceived burden and perceived health upon service 

need and use in AA grandmother caregivers, controlling for demographic factors of age, 

income, education, time as caregiver, and number of grandchildren.  

The purpose of this chapter is to present an integrated literature review of 

grandparent caregiver studies to examine what is known and not known about 

grandparents providing care for their grandchildren. This three-section chapter discusses 

research studies investigating grandparent caregivers. The first section presents the 

methods for literature retrieval and selection. Sections two and three provide the relevant 

literature and summary of the literature, respectively.  

Methods 

 To perform an integrated review of the literature of research studies examining 

grandparent caregivers, the following databases were searched: Academic Search 

Premier, Pre-CINAL, CINAL, MEDLINE, MasterFile Premier, Health Source: 

Nursing/Academic Edition, Health Source-Consumer Edition, Psychology and 

Behavioral Sciences Collection, PsycArticles, PsycINFO, Religion and Philosophy 

Collection, and Sociological Collection. The internet was also searched using 
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http://www.google.com and http://www.questia.com to identify other studies not included 

in the previous sources. Key words used to generate literature were African American 

(AA), black, caregiver, grandparent, grandmother, grandparent caregivers, qualitative, 

quantitative, women, marginalized, vulnerable, oppressed, health, service, and service 

use. Thousands of articles were generated; however, 40 were deemed useful and included 

in this literature review. The only inclusion criterion was that the research studies 

investigated grandparent caregivers. Otherwise, there were no limitations to inclusion in 

this review. The studies in this literature review have been categorized according to the 

framework for this study (Figure 1). Concepts used to organize this literature review are 

grandparent characteristics, burden, health, and information and service need, and service 

use.  

Relevant Literature 

 Grandparent characteristics.  

 Nurturing, comforting, and even spoiling grandchildren have been traditional 

roles of grandparents in some cultures. With the evolution of grandparents providing care 

for grandchildren, however, traditional grandparent roles have been changed somewhat to 

parent-focused roles that encompass issues such as educating and disciplining 

grandchildren rather than soothing them. Determining the number of grandmothers who 

are parenting grandchildren is difficult. Casper and Bryson (1998) reported that, based on 

the March 1997 Current Population Survey, the majority of grandparents maintaining a 

home for their grandchildren (3.7 million grandparents) were grandmothers (2.3 million). 

It is unlikely that all of these grandmothers were the primary caregiver since the data 

included households in which a parent was present. Of these households maintained by 
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the grandparent, a grandmother headed 14% with no parent present and 29% with some 

parents present. This did not include the households in which a grandmother shared the 

responsibilities with a grandfather. Ages for grandparent caregivers ranged from 30 years 

to greater than 80 years. Grandparents aged 40-59 years comprised the greatest 

percentages of those providing care to grandchildren (ages 40-49 years, 29.2%; and ages 

50-59 years, 35.1%). Sixty-two percent of the women provided care for their 

grandchildren, of which, AA grandmothers represented the largest percentage (51.7%).  

 The reasons for and process of grandparents assuming the caregiver role may 

contribute to role transition conflicts. Roe et al. (1994) conducted a qualitative study, 

using face-to-face interviews to obtain data from 71 AA grandmother caregivers who 

assumed care for a grandchild less than five years of age. These grandparents assumed 

the caregiver role because their grandchildren's parents were addicted to crack cocaine. 

The grandparents described three patterns of role assumption (sudden, negotiated, and 

inevitable). Sudden assumption of caregiving occurred when there was emergency need. 

For example, one grandparent received a call from the hospital to pick up the grandchild 

after birth because the parent left the hospital without the child. The second pattern, 

negotiated assumption of care of grandchildren, was less time urgent; some grandmothers 

for instance, accepted the caregiving role to permit the parent to undergo substance abuse 

treatment to become drug free. The third pattern, inevitable assumption of care, was 

reported when parents’ drug habits led to child neglect.  

 Providing care for grandchildren was viewed as a natural, expected role in one 

sample of Filipino Americans (Kataoka-Yahiro et al., 2004). In a qualitative research 

study using grounded theory, the researchers conducted focus group interviews with six 
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Filipino Americans. These grandparents resided in three-generational homes and thus, 

provided care for grandchildren for 30 to 80 hours weekly. Themes found in these 

expected roles were unity (family support for each other), reciprocity (giving back to the 

family), and respect for elders. In another study, Goodfellow (2003) conducted a 

qualitative research study using the grounded theory method in a sample of 15 

grandparents (demographic characteristics were not disclosed) who provided child care 

for grandchildren at least 5 hours weekly. Data were gathered during face-to-face 

interviews. Findings suggested grandparents perceived their role in assisting with 

childcare to help their children become more financially stable. These grandparents also 

reported that they provided childcare services for their grandchildren because they 

wanted their grandchildren to have stable and consistent childcare. 

Other themes have been identified as potential influencers of role transitions in 

grandparent caregivers. In a study to explore experiences in role transition from 

grandparent to grandparent caregiver among 26 grandparents raising grandchildren, 

Landry-Meyer and Newman (2004) found three themes related to role theory. The sample 

was comprised of White (65%), AA (31%), and Asian (4%) grandparents. One theme, 

role timing, was the unanticipated disruption in plans for this time in life such as 

interruption of retirement. Another theme, role ambiguity, was experienced as being 

stressful, and grandparents stated they looked to the legal system to solidify their roles 

with grandchildren through custody. Custody provided delineation of grandparent 

parental rights and boundaries. The third theme, role conflict, occurred because the 

grandparent wanted to be a grandparent and instead was in the role of being the parent.  
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Similar to the findings of the study conducted by Landry-Meyer and Newman 

(2004), Ciliandro and Hughes (1998) found four role themes among a sample of ten 

grandmothers providing care for grandchildren affected with HIV (Latino, n=4; AA, 

n=6). Data were gathered using the phenomenology method and unstructured interviews 

to obtain the life experiences of the grandmothers as caregivers. A major theme was 

identified as the priority of and maintenance of the family. These grandmothers viewed 

themselves as continuing to be a grandmother instead of a mother when assuming 

parental role. Another theme was feelings of being strong and mature. The grandmothers 

described being strong and mature as making difficult decisions for grandchildren. 

Evidence of this strength included grandmothers desiring to speak out against HIV/AIDS.  

A third theme, coping with a restricted environment, involved having very limited 

living space shared with more people and decreased contact with friends. The fourth 

theme was living for today and having a normal life. Having a normal life included the 

grandchildren maintaining school attendance and running and playing like other children. 

Grandmothers spoke of maintaining normalcy as a coping mechanism for dealing with 

the child’s inevitable death. These grandmothers, for example, reported holding in their 

emotions and experiencing fatigue. The themes of maintaining the family, being strong 

and mature, coping with the environment, and having a normal life were possible ways 

that these grandmother caregivers emotionally dealt with being responsible for their 

grandchildren.  

In another study of grandparents affected by AIDS, Winston (2003) sought to 

understand grandparents' grieving process when they were raising grandchildren whose 

parents died from AIDS (n =10). These grandmothers stated they were glad to raise their 
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grandchildren. They voiced satisfaction that they were able to prevent their grandchildren 

from being placed in foster homes. Although loss and grief were discussed, coping 

mechanisms for loss and grief were the themes of the reported results. Among the five 

themes was family support. These grandmothers saw parenting their grandchild as 

supporting the family. Another theme was spirituality. Grandparents attributed strength in 

coping with the death of a child and providing care for grandchildren to the grandparents’ 

relationship with God. A third theme, holding on to memories of a deceased child, was a 

way to continue bonds. One grandmother stated that each year around the anniversary of 

her child’s death she prepared favorite foods of the deceased child and the grandchild 

(Winston, 2003). These grandparents saw their roles in caring for their grandchildren as 

consistent, stable provision of whatever the grandchild needed in ambiguous situations. 

In studies of the effects of assuming the caregiving for grandchildren upon 

grandparent roles and transitioning into the role of grandparent caregiver, various 

research methods were used (Bullock, 2004; Goodfellow, 2003; Kataoka-Yahiro et al., 

2004; Landry-Meyer & Newman, 2004; Roe et al., 1994; Winston, 2003). Three of these 

studies used participant audiotaped interviews as a qualitative data collection method 

(Landry-Meyer & Newman, 2004; Roe et al., 1994; Winston, 2003). In contrast, 

Goodfellow (2003) used a narrative inquiry approach where information was gathered 

through grandparent/grandchild playgroups, and Kataoka-Yahiro et al. (2004) used a 

focus group interview. Both quantitative (a mailed survey that elicited information about 

grandparent health, finances, and well-being) and qualitative methods (face-to-face 

interviews) were used by Bullock (2004). While two studies performed interviews at two 

time periods (Roe et al. 1994; Winston, 2003), only one of them specified that the second 
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interview was to validate analyses of the first interview's transcription (Winston, 2003). 

Primary ethnicity of participants varied. AA grandmothers were the primary participants 

in three of these studies (Bullock, 2004; Roe et al. 1994; Winston, 2003), while 

Caucasian grandmothers were studied by Landry-Meyer & Newman (2004), and Filipino 

American grandmothers were studied by Kataoka-Yahiro et al. (2004). 

 Burden.  

 Stress is a concept that has been quantified as burden (Dowdell, 2004; Given et 

al., 1992) and has been found to be associated with physical and mental health 

alterations, financial worries, and social problems in caregiver populations (Burton, 1992; 

Butler & Zakari, 2005; Musil, 1998; Musil & Standing, 2005). Seven studies examined 

the stressors of being a grandparent caregiver (Burton, 1992; Butler & Zakari, 2005; 

Dowdell, 2004; Gibson, 2002b; Linsk, & Mason, 2004; Morrow-Kondos, Weber, 

Cooper, & Hesser, 1997; Williamson, Softas-Nall, & Miller, 2003). These grandparent 

stressors resulted when parenting grandchildren added responsibility to a grandparent’s 

daily activities, thus creating busy, stressful life styles. Data collection methods in one 

study consisted of community ethnography, focus groups, and interviews (Burton, 1992), 

while the other studies in this section used questionnaires and tape-recorded interviews 

(Butler & Zakari, 2005; Gibson, 2002b; Linsk, & Mason, 2004; Morrow-Kondos et al., 

1997; Williamson et al., 2003) and face-to-face interviews (Dowdell, 2004). 

 Stressors in grandmother caregivers have been described as occurring in three 

categories: contextual, family, and individual issues (Burton, 1992; Morrow-Kondos et 

al., 1997). First, contextual issues were housing and neighborhood problems such as 

grandparent-grandchild housing, drug abuse, and crime infested environments. Burton 
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(1992) found, among 60 AA grandparent caregivers (grandmothers, n=39; great-

grandmothers, n=11; grandfathers, n=10) ages 43 years to 82 years, that raising 

grandchildren caused stressors such as cramped living environments, financial 

limitations, and social isolation. For example, these grandparents remained in the same 

housing environment after assuming care of their grandchild.  

Family issues, the second category, included grandparents’ responsibility to care 

for spouses or other kin in addition to keeping up with children’s activities, e.g., assisting 

grandchildren with homework. One study reported that grandparents felt strained in 

relationships with their adult children (Burton, 1992) and stressed by legal problems and 

the transition to parent role (Morrow-Kondos et al., 1997). Some strain and stress was 

due to the grandparents’ feelings of guilt. They blamed themselves for their adult 

children’s behaviors. For example, one grandparent experienced difficulty in accepting 

that her child was not a good parent, and another grandparent experienced relationship 

conflicts with her adult child.  

Family issues were also indicated in two other studies that found grandparent 

stressors related to grandchild concerns (Gibson, 2002b; Linsk & Mason, 2004). Linsk 

and Mason (2004) conducted a qualitative, exploratory study using interviews to elicit 

day-to-day experiences from 28 grandparent caregivers. Women comprised 96.4% of the 

sample; 86% of the women were AA. Most (n=17) of the grandparents had grandchildren 

affected with HIV. Grandchild concerns were the primary family stressors among this 

group of grandparents. One group of grandchild stressors was due to emotional and 

behavioral problems of the grandchildren such as threats of suicide, sexual abuse, lying, 

stealing, disobedience, and overeating. Other grandchild stressors involved problems with 
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adolescent independence and school performance such as poor grades. Exacerbations of 

the grandchild’s illness and medical care posed unique stressors in this sample of 

grandparents. The last type of family stress was caregiver specific. One grandparent 

needed surgery but was worried about who would care for the grandchild while she was 

in hospital (Linsk & Mason, 2004).  

Like Linsk & Mason (2004), Gibson (2002b) identified family stressors related to 

grandchild concerns among 12 AA grandmothers providing care for their grandchildren. 

This grounded theory, exploratory/descriptive study revealed three emerging themes 

including “new awareness of problems, adjustments to behaviors, and concerns about 

conditions” (¶ 17). Each theme builds on the previous theme. New awareness of 

problems consisted of grandmothers becoming aware of grandchild problems such as low 

self-esteem, developmental delays, and hyperactivity. These grandmothers were 

unprepared to intervene in these problems because their own children had not 

experienced such problems as young children. This new awareness gave these 

grandmothers insight to their lack in skills to guide their grandchildren appropriately 

during problem situations. However, as an adjustment to their grandchildren's problems 

and their lack of knowledge related to these problems, grandmothers learned about their 

grandchildren's problems and thus learned to deal with them. Once grandmothers became 

aware of their grandchildren's problems, they became concerned about their 

grandchildren's conditions and well-being as they acknowledged grandchildren's 

problems.   

The third category, individual issues, consisted of sacrifices grandparents made in 

their personal lives. Some grandparents took time away from their jobs to care for 
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grandchildren, and others reported self-neglect which led to health problems. Personal 

sacrifices may lead to grandparent caregiver emotional stress. Williamson et al. (2004) 

found emotional stressors among a sample of seven grandmothers (Caucasian, n=4; 

Hispanic, n=3) in a qualitative study that sought to understand grandmother caregivers’ 

experiences and emotions. These findings suggest individuals (e.g., grandchildren's 

parents, grandchildren, and the grandmothers’ spouses) and circumstances (e.g., 

grandchild issues with school and disciplining, adult child interference, and money 

problems) influenced grandmothers’ emotional stress. Grandparents stated they felt 

hopeless about their money problems and disciplining grandchildren. Grandparents also 

said they felt overwhelmed with trying to maintain a home for grandchildren.  

 Stress has been associated with grandparent perception of poor health (Butler & 

Zakari, 2005; Dowdell, 2004). In a research study using mixed methods with 17 

grandmothers (AA, n=15; White, n=2), data were collected to describe the health and 

levels of stress in grandmother caregivers (Butler & Zakari, 2005). Health, demographic, 

and stress data were obtained through the Functional Assessment Inventory (FAI) and the 

Parental Strain Index (PSI). Qualitative data were gathered through an audiotaped face-

to-face interview. This interview consisted of 15 questions that ascertained information 

about grandparent role assumption, quality of life, family relationships, and access to 

services.  

While only one grandmother reported being severely impaired mentally, 50% 

indicated some level of anxiety (Butler & Zakari, 2005). The PSI scores, a measurement 

of perceived stress, were increased in 47% of these grandmothers. Sources of stress 

reported by these grandmothers were childrearing conflicts with the grandchildren's 
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parents, not having time to spend with spouses or other family members, mistreatment 

from parent teacher organization members, and finances. These grandmothers (18%) 

reported chronic disease exacerbations such as hypertension, arthritis, and diabetes. In 

addition, 35% of these grandmothers reported worse health than before they assumed the 

grandmother caregiver role.  

A descriptive correlational study was conducted among 104 grandmothers (AA, 

58%; Caucasian, 38%) to examine grandmother perceived physical health and caregiver 

burden or stress (Dowdell, 2004). A mixed method approach was used to collect 

qualitative data using face-to-face interviews to explore physical health, and the 

Caregiver Reaction Assessment tool was used to quantitatively measure caregiver burden 

(Dowdell, 2004). During the interviews, grandparents reported worsened health 

problems. Furthermore, these grandparents stated that they placed their grandchild's’ 

well-being before their own, and as a result, neglected their own health needs. 

The Caregiver Reactions Assessment (CRA) was used to measure grandmother 

health and burden. Some reported burdens or stressors (Dowdell, 2004) were sick 

grandchild doctor visits and grandchildren school problems. These grandmothers had a 

higher response to perceived poorer health. Increased stress levels, therefore, are 

associated with poorer health perceptions in grandmother caregivers. 

Health.  

Physical and mental health alterations have been found to be associated with 

providing care for grandchildren (Bullock, 2004; Burton, 1992; Ciliandro & Hughes, 

1998; Dowdell, 2004; Gibson, 2002b; Kataoka-Yahiro et al., 2004; Linsk & Mason, 

2004; Roe et al., 1997).  
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 Several studies examined grandparent self-reported health problems (Kelley, 

Yorker, Whitley, & Sipe, 2001; Minkler & Fuller-Thompson, 1999; Musil & Ahmud 

2002; Roe et al., 1996). Studies revealed caregiving grandparents reported more ill health 

than grandparents who do not provide care for their grandchildren (Musil & Ahmud 

2002; Solomon & Marx, 1999). Research also revealed that some grandparents neglected 

their own health while attending to the needs of their grandchildren (Dowdell, 2004; 

Haglund, 2000; Minkler et al. 1992; & Poe, 1992). Additionally, exacerbation of chronic 

illness while caring for grandchildren has been reported (Burton 1992; Butler & Zakari, 

2005; Haglund 2000; Strawbridge et al., 1997; & Roe et al., 1996). For example, one 

grandmother delayed hip surgery because she did not have anyone to care for her 

grandchildren while she was in the hospital (Haglund, 2000). In these studies, 

participants were primarily AA grandmothers who indicated some level of stress from 

parenting grandchildren. 

Although research outcomes revealed altered physical health, other studies have 

yielded no change in health status (Ehrle & Day, 1994; Musil, 1998). In one study, 

grandparents reported feeling a sense of joy and fulfillment along with increased physical 

activity since assuming the role of grandparent caregiver (Ehrle & Day, 1994). This 

study, however, was conducted among a group of 15 Caucasian grandmothers. Overall, 

researchers have demonstrated that providing care to grandchildren has a negative effect 

on grandparent health.  

While grandparenting research has revealed associations of providing care for 

grandchildren to health problems, only a few studies investigated and/or reported specific 

diseases in grandparents as a primary focus (Kelley et al., 2000; Lee et al., 2003; Minkler 
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et al. 1997; Musil, 2000; Whitley et al., 2001). These studies revealed grandparent health 

problems such as mental, coronary artery disease, hypertension, chronic pain in back and 

joints (Kelley et al., 2000; Lee et al., 2003; Minkler et al. 1997; Musil, 2000; Whitley et 

al., 2001). All of these studies used quantitative research methods. A prospective study 

investigated the incidence of coronary heart disease (CHD) in women ages 46-71 years 

who provided care to children and grandchildren. Findings suggested that there was an 

increased incidence of CHD in grandmother caregivers who provided care for 

grandchildren at least nine hours weekly (Lee et al., 2003).  

Health issues and stress have been associated with depression in grandparent 

caregivers. Seventy-four grandmother caregivers ages 39-72 years (AA, n=54; White, 

n=20) completed the Self-Assessed Health, Center for Epidemiological Studies-

Depression (CES-D), and Parenting Stress Index (PSI) short form scales to measure 

physical and mental health and stress (Musil, 2000). An association was found between 

depression scores and increased parenting stress. In addition, less stress was associated 

with better self-reported health. In a study among AA grandmothers ages 38-78 years, 

measures completed were the Brief Symptom Interview (assesses mental health 

subjective symptomology), Family Resource, Family Support, and Short Form-36 (SF-

36) General Health Survey (Kelley et al., 2001). Grandmothers with better support 

systems rated their health better and reported less psychological distress. Younger 

grandmother caregivers, however, reported more anxiety.   

In a study of 100 AA grandmother caregivers, health was measured using the SF-

36 and the Healthier People Health Risk Appraisal (Whitley et al., 2001). Blood pressure, 

weight, cholesterol, and blood glucose levels were taken by registered nurses. Health 
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problems that these participants had were high blood pressure (54%), weight greater than 

20% over ideal body weight (80%), high cholesterol levels (22%), and diabetes (23%). 

These health problem statistics indicated that grandmother caregivers had health 

problems that may have been detrimental to individual quality of life and, therefore, 

should be addressed. 

Common threads in these studies were the findings of health problems and their 

associations with the stress of caregiving. Possible solutions to grandmother health 

problems and increased stress after becoming a grandmother caregiver are to provide 

these grandmothers with information such as neighborhood safety tips and drug 

prevention strategies as well as services such as childcare and tutoring for grandchildren.  

Since grandmothers have identified these information and service areas of need, 

accommodating these identified needs may prove helpful in improving their health and 

decreasing their perceived burden. 

 Information need and information use.  

 Studies to foster community participation among grandparent caregivers have 

attempted to empower them to increase self-care and self-efficacy in their caregiving 

role, to enhance caregiver coping skills, and to assess knowledge, sense of control, 

decision-making, and provision of care (Brown, Jemmott, Outlaw, Wilson, Howard, & 

Curtis, 2000; Cox, 2002 ). During the first phase of a 3-phased qualitative study of 35 AA 

grandmother caregivers ages 44 to 83 years, grandparent concerns were identified 

(Brown et al., 2000). These concerns included grandchild sexual behavior, drug abuse, 

and violence, as well as disagreements with their adult children’s behaviors. The second 

phase of the study was a 4-day intervention to provide education related to the identified 
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concerns. For instance, grandmothers wanted safety information to prevent grandchildren 

from becoming victims or perpetrators of violence, so these grandmothers were provided 

violence education. This education empowered these grandmothers with knowledge and 

skills, which built their confidence in their ability to decrease grandchildren risk.  

 Like Brown et al. (2000), Cox (2002) conducted an intervention study to 

empower a group of AA grandmother caregivers (n=14). Ages of these caregivers were 

50 to 75 years. The intervention consisted of 12 education classes with a curriculum 

designed by study participants and researchers. Classes offered information grandparents 

needed to assist them with parenting their grandchildren. The grandmothers reported 

enhanced self-advocacy and coping skills that led to the grandmothers becoming active as 

community advocates. Both Brown et al. (2000) and Cox (2002) used education to 

enhance their study participants’ empowerment.  

 Some information about grandparent caregiver information and service needs has 

been provided by the American Association of Retired Persons (AARP). This 

organization conducted a cross-sectional quantitative study among its Tennessee (TN) 

members to explore grandparent perceptions about healthcare for their grandchildren, 

access to childcare, and information and resource types preferred by grandparent 

caregivers (2003). Surveys were mailed to active AARP members to assess grandparent 

health, health maintenance, and preferred methods of receiving information. Participants 

were 89% White and 8% Black, with 50% being female and 47% male. The grandparents 

wanted information about grandchild healthcare and insurance coverage (49%), financial 

services (48%), legal issues (47%), talking with grandchildren (42%), and affordable 

childcare and community activities (41%). Preferred methods of receiving information 
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included newsletters (30%), magazines (29%), books (17%), workshops (15%), email 

(11%), and the World Wide Web (11%). In addition, many grandparents reported they 

did not know what services were available. The AARP suggested that some grandparents 

did not know about services because of a lack of coordination in regional and state 

service programs.   

 These findings are important to the whole population of grandparent caregivers. 

AARP grandparent participant characteristics, however, are likely to be different in 

ethnicity, education, and income from grandparents in Memphis who seek assistance. 

Therefore, application of findings from the Tennessee AARP study to AA grandmother 

caregiver populations in Memphis may not be appropriate. Furthermore, the US Census 

Bureau (2003) reported that among the 62% of grandmothers who provided care to their 

grandchildren, AA grandmother caregivers comprised the greatest percentage (51.7%). In 

addition, AA grandmother caregivers received 90% of relative caregiver assistance 

provided by a program in Memphis (P. Beckly, personal communication, September 13, 

2006). 

 Service need and service use.  

 Frequently grandparent caregivers must seek help for themselves and their 

grandchildren because of problems encountered during the grandparent-grandchild 

relationship. This help may be found through private and public service providers and 

family and friends. Many research studies have examined grandparent and grandchild 

needs and use of services (Brownell et al., 2003; Burnette, 1999; Force et al., 2000; 

Gibson, 2002a; Janicki, McCallion, Grant-Griffin, & Kolomer, 2000; McCallion, Janicki, 

Grant-Griffin, & Kolomer, 2000). 
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 One study sought to determine grandparents’ use of formal (governmental 

agencies) and informal (family and friends) services (Janicki et al., 2000). Participants 

were 164 grandparent caregivers ages 40 to 82 years. Although females (96%) and AA 

(80%) were the primary participants, some males and other ethnic groups (European, 

Hispanic, Native American, and other) participated. These grandparents completed 

surveys about their use of services such as respite, day programs, and transportation. 

Grandparents reported “difficulty accessing services because of ambiguous guardianship 

and legal situations" (p. 50). In addition, service appointments were viewed by these 

grandparents as time-consuming with unnecessary red tape. Some grandparents also felt 

that they were not free to disclose true depictions of their grandparenting experiences 

because service providers would seek ways to remove their grandchildren from the 

homes. 

 While Janicki et al. (2000) examined only the grandparents’ perspectives about 

services, McCallion et al. (2000) explored service representative perspectives regarding 

grandparents’ use of services and the problems these representatives encountered while 

providing services for grandparent clients. These clients included 120 grandparent 

caregivers ages 42 to 80 years who provided care for a child who was developmentally 

delayed or disabled. While females (94%) and AA (79%) were the primary participants, 

males (6%) and other ethnic groups such as European (6%), Hispanic (12%), and Native 

American (2%) also participated.  

 Workers from three service agencies were trained to provide grandparent clients 

with services specific to their needs (McCallion et al., 2000). For instance, some topics 

covered in the training included “Grandparent Carer Issues” and “Kinship Foster Care-
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Issues and Services.” This training prepared service workers for facilitating support 

groups and case management specifically for grandparent caregivers. Trained agency 

workers administered surveys to grandparent participants during support group meetings. 

Grandparents were skeptical about services offered by the agencies and feared that these 

agencies were helping them because they ultimately desired to take the child out of the 

grandparents’ homes. This type of thinking by grandparents, therefore, may lead to their 

failure to use services provided. Agency workers also reported that some grandparents 

fell “through the cracks” because grandparents did not fit into the traditional family 

model, which was the basis for the development of eligibility criteria for these services. 

For example, one grandparent caregiver was denied service because she waited too long 

after she assumed care of her grandchild to seek assistance.    

 A sample of 74 Latino grandparent caregivers 50-78 years old and primarily 

female (93.2%) participated in another study to explore their use of services and identify 

their unmet needs (Burnette, 1999). While these grandparent caregivers used available 

services, they continued to have unmet needs, including information about available 

services, respite, parent and grandparent education, children's camps and enrichment 

services, and rehabilitation for their adult children. Participants reported the primary 

reason for their unmet needs was that they were unaware of such services being offered. 

 In a study to understand grandmother perceptions of service systems and their 

representatives, Gibson (2002a) held “in-depth interviews” with 12 grandmother 

caregivers ages 42 to 71 (AA, n=10; White, n=2). Many of these grandmothers received 

services from governmental agencies (n=8), while more than 50% provided care for their 

grandchildren informally (without legal arrangements). Findings suggested three 
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categories for these grandmothers’ experiences: service access barriers, discoveries about 

services systems, and shared thoughts with grandmother caregiver peers about service 

experiences. Reported barriers were grandmothers feeling shame because they needed 

help and fear that service representatives might think that they were inadequate in the 

ability to care for their grandchild and, therefore, seek to remove the grandchild from the 

grandmother’s home.  

 In addition, these grandmothers felt that service agency representatives displayed 

unfavorable attitudes toward them (Gibson, 2002a). Through experience, these 

grandmothers discovered how these systems worked and gained insight about how their 

approach in seeking help from service agencies influenced the process. Grandmothers 

reported that education about the service systems and perseverance was helpful when 

seeking help from the agencies. Lastly, grandmothers shared with peers how to influence 

these systems to get maximum results during interactions with service representatives. 

For instance, grandmothers instructed those seeking assistance to maintain eye contact 

and speak with confidence and knowledge of the services being sought.  

  In a study with a different focus for grandparent services, Brownell et al. (2003) 

investigated the occurrence of grandparent abuse by grandchildren, available services for 

these grandparents, and unavailable services that might help these grandparents. 

Participants consisted of six groups. Two groups were comprised of AA and African-

Caribbean, one group of Hispanic grandparent caregivers 61 to 80 years of age, and three 

groups of child welfare service workers. Each group consisted of up to 12 members who 

completed audiotaped focus group interviews facilitated by the service workers. Reported 

abuse included verbal, financial, and physical such as cursing, taking money, and hitting 
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grandparents. Services deemed useful to these grandparents were counseling, church, 

support groups, family, friends, and police. Like participants in Burnette’s (1999) study, 

these grandparents reported service needs such as respite for grandparents and camps for 

the grandchildren. In addition, public recognition was reported as a service that would 

motivate and encourage grandparents. 

Since 2001, a program, in Memphis, Tennessee, has assisted 827 relatives who 

provide care to children in their extended families with various caregiver needs (P. 

Beckly, personal communication, September 13, 2006). Ages of these caregivers ranged 

from 25 years to 82 years. Most caregivers who received help were grandparents (67%); 

of these, 90% were AA grandmothers. Services offered to these grandparent caregivers 

were childcare, recreation (a group of the grandchildren attended a movie chaperoned by 

adults and a group of grandparents were taken fishing), and transportation to planned 

events such as educational workshops.  While some grandparent caregivers in Memphis 

received help, many did not.  

Summary of the Literature 

 In conclusion, although many researchers have conducted studies and 

disseminated findings about the effects of grandparenting upon grandparents, significant 

knowledge gaps in research among AA grandparent caregivers still exist. We know that 

grandparenting adversely affects the health of grandparents and that AA grandmothers 

report worse health outcomes. Studies have shown that role transition from grandparent 

to parent impacts grandparent health (Kataoka-Yahiro et al. 2004; Roe et al. 1997) and 

that grandchild concerns have been related to stress among grandparents (Burton, 1992; 

Gibson, 2004; Linsk & Mason, 2004). We do not know, however, how to improve such 
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health outcomes. Investigations are needed to improve or significantly decrease the 

impact of providing care for grandchildren upon the health of AA grandmother 

caregivers.  

 Studies are also needed to explore AA grandmother caregiver perceptions of what 

will help them in their role transitions and how to deal more effectively with the stressors 

of raising grandchildren. Grandparents have indicated that the provision of respite 

services for them and their grandchildren such as overnighters and camps might help 

them to cope with being grandparents. Additional research is needed to examine the 

impact of grandparent caregiving upon families, specifically looking at how these 

families function as a group. Studies are also needed to examine AA grandmother 

caregiving families as a unit and to explore this population’s perceptions of how family 

functioning (roles) influences their lives and to identify skills that may help meet their 

needs. Furthermore, studies are needed to identify and test remediation strategies among 

the grandparent caregiver population. More research studies using qualitative methods 

are needed to understand how individuals and groups (families) internalize their 

grandparent caregiver experiences and to describe the day-to day life of a grandparent 

caregiver. 

 A subgroup about which even less is known is younger grandparent caregivers, 

especially AA. Investigations of AA grandparents’ use of existing services and the 

efficacy of these services in AA grandmothers ages 35 to 50 years are needed. This 

research may assist in understanding associations between perceived burden (stress), 

perceived health, and information and service need and use in AA grandmothers. Finally, 

further exploration of service need and use may assist with understanding how this need 
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and use may be influenced by AA grandmother caregivers’ perceived health and 

perceived burden. This study addressed this latter gap in knowledge. AA grandmother 

caregivers participated by providing data pertaining to their characteristics, perceived 

burden, perceived health, information need, and service need and use. 
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CHAPTER 3 

METHODS AND PROCEDURES 

 The number of grandparents serving as primary caregivers for their grandchildren 

has been on the rise for over a decade. Grandparents become providers for their 

grandchildren without additional monies, a circumstance which often leads to financial 

tension (Burton, 1992; Dowdell, 1993; Kelley, Whitley, Sipe, & Yorker, 2000; Minkler, 

Roe, & Price, 1992). As a result, grandparent caregivers experience inability to access 

sufficient resources, which may be associated with problems including health alterations. 

The purpose of this chapter is to present the methods and procedures used to describe the 

relationships between AA grandmother information need, perceived burden, perceived 

health, and service need and use. This eight-section chapter discusses the research design 

and sample selection in sections one and two. Presented in section three is the research 

setting. Sections four and five provide the measurement methods and procedures. 

Discussed in section six are the human subject's protection and ethical considerations. 

Sections seven and eight describe the data analyses and delimitations. 

Research Design 

 This study had a descriptive, correlational research design. The study examined 

the relationships between AA grandmother caregiver demographics, information need, 

perceived burden, perceived health, service need, and service use. Strengths of this 
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correlational design were the ability to examine many variables and the opportunity to 

explore relationships among the variables of grandmother characteristics, information 

need, perceived burden, perceived health, service need, and service use. Another strength 

of this study was its ability to provide information about the degree to which relationships 

between variables exist. A weakness of this design was that the cause and effect nature of 

relationships cannot be ascertained.  

Sample 

 The sampling method was a non-random selection of women who considered 

themselves AA and grandmothers. Initially, recruitment to the study consisted of church 

bulletin announcements and flyers. Announcements were placed in the church bulletins 

for three consecutive weeks prior to the data collection date. Flyers were also placed in 

areas designated by church leaders during this time. Additional AA grandmother 

caregivers were recruited through a religious affiliated outreach center and recreational 

community centers. Similarly, announcements and flyers with meeting dates and times 

were placed in designated areas of the centers. All AA grandmother caregivers who came 

to the meetings, met the inclusion criteria, and agreed to complete the surveys were 

included in the study.  

 Inclusion criteria for grandmother participants in this study were: (a) women who 

considered themselves AA and grandmothers, (b) AA grandmothers who had custody or 

were the primary caregiver for one or more of their biological grandchildren ages 18 

years or less, (c) AA grandmother caregivers who lived with their biological 

grandchildren, and (d) AA grandmothers who resided in Memphis, Tennessee. 

Grandmothers who did not meet the inclusion criteria were excluded from this study. 
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Those who volunteered but did not meet inclusion criteria were thanked for their 

willingness to participate. AA grandmothers who agreed to participate were provided an 

information sheet (Appendix A), which described the study and provided principal 

investigator and Institutional Review Board (IRB) contact numbers. 

 Prior to data collection, sample size was calculated by using an effect size, which 

is an indication of the strength of the relationships between variables. The effect size may 

also provide information about a research study’s statistical significance, which was set at 

.05 for this study. A medium effect size was chosen to estimate the sample size. 

According to Cohen (1988) using a medium effect (d = .50) with a significance level of 

.05 and an estimated sample size of 100 would yield a 97% rate of correctly rejecting the 

null hypothesis. A sample size of 100 was identified as being appropriate to yield 

significant relationships between variables. Preliminary analyses with 75 participants 

revealed significant relationships between variables. Data collection, therefore, was 

closed after completing previously scheduled sessions, which totaled 93 participants.  

Setting  

 Participants were recruited from predominately AA churches, daycare centers, 

community centers, and neighborhood outreach centers in a large metropolitan southern 

city. Although numerous recruitment attempts for grandmother caregiver participants 

were made to AA churches, day care centers, recreational community centers, Memphis 

City Schools, and neighborhood outreach centers, many chose not to participate or 

recruitment efforts did not produce participants. Sites in which participants completed 

research surveys included nine churches and one neighborhood outreach center. These 

particular affiliations were sought to recruit participants because they were crucial social 
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organizations located in communities with large percentages of grandparent caregiver 

residents, based on the Census 2000 tracts within Memphis. Permission to conduct data 

collection at selected sites was granted (Appendix B). Announcements and invitations to 

participate in this study were placed in church bulletins (Appendix C) and recruitment 

flyers were posted in each site (Appendix D).  

Measurement Methods 

 Data collection consisted of all participants completing surveys about 

grandmother information need, perceived burden, perceived health, and service need and 

use. Surveys were completed at the sites during times announced in the church bulletins 

and flyers. Participants completed surveys by self-administration. The primary 

investigator (PI) remained present while the participants completed the surveys to answer 

participant questions or concerns.  

 Prior to the participants completing the surveys, the PI described the study and 

asked participants to read the information sheet stating the research purposes, data 

collection procedure, benefits and risks to participation in the study. The PI allowed time 

for reading of the information sheet and questions from the participants. A telephone 

number was provided for participants if they may have wanted to call to ask questions or 

voice complaints. Participants were informed that completing the survey was considered 

consent for taking part in this study. Time was allowed for participant questions and 

answer responses by the PI, again before beginning survey completions. Some 

participants informed the PI that they could not “see” the surveys. The PI read surveys to 

these participants and assisted them with marking their responses. Each participant 

completed the Caregiver Reaction Assessment (CRA [Appendix E]), The Short Form-
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12v2™ (SF-12v2™) Health Survey (Appendix F), and a Demographic Data Form (DDF 

[Appendix G]).  

 Caregiver reaction assessment.  

 The CRA measured the reactions of family caregivers (Given et al., 1992). The 

CRA was developed and validated over a series of three studies to measure physical and 

mental reactions to caregiving. The original study was conducted with 377 family 

caregivers of patients with Alzheimer's disease. The second study confirmed the original 

study by adding family caregivers of patients with cancer. The third study was a 

longitudinal comparison with a subset of 185 caregivers from the original study and the 

caregivers in the second study. The CRA evolved from continued refinement and a factor 

analysis, which resulted in the final 24 items with five sub-scales. These 24 items 

assesses aspects of the caregiver's life that are synonymous with burden.  

 There are sub-scales that measures five domains of caregiver reactions. The first 

domain, health, has four items and measured the impact of caregiving on grandmother 

health. This domain assessed alterations in health status including physical problems. 

Questions in this domain include whether grandmother was more tired or had worse 

health since caring for their grandchildren. Finances, the second domain, have three items 

that measure the financial strain that caregivers experienced. Questions in the finance 

domain consist of grandmother perspectives on whether their finances were adequate and 

if they experienced financial strain. The family support subscale with five items measures 

the caregivers' perception of their family’s help in providing care for the grandchild. 

Questions in the family support domain included whether grandmothers easily received 

help from their families and whether they felt abandoned by their families. Domain four, 
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self-esteem (7-items), measures caregivers' perception of how the caregiving experience 

impacts their lives. This domain assesses how grandmother caregivers felt about being 

primary caregivers for their grandchildren.  The fifth domain, interrupted schedule (5-

items), measures the degree to which caregiving interrupts daily living. Questions in this 

domain include whether grandmother activities are centered around the care of the 

grandchildren and whether grandmothers visit their friends and family to the same degree 

as before assuming the role of caregiver. Participants respond to the five subscales of 

caregiver reactions on a 5-point Likert scale, rating the 24 items from strongly disagree to 

strongly agree with five items (3, 7, 13, 15, and 19) being reversed scored.  

 Scoring of items consisted of simply adding respondent selections after the 

reversed scored items were coded. To compare subscales of different lengths, item scores 

for each subscale were totaled and divided by the number if items in each subscale to 

determine the item mean for the subscale. Higher scores reflect higher perceived burden. 

Alpha coefficients in previous studies have ranged from .81 to .90 for all measured 

components demonstrating internal consistency. Although developed for family 

caregivers of individuals with Alzheimer's disease or cancer, the CRA has been used in 

studies with grandparent caregivers (Dowdell, 2004; Dowdell 1993). The expectted 

length of time to complete this survey was 15 to 30 minutes.  

 The Short Form-12v2™ health survey.  

 The SF-12v2™ (Ware, Kosinski, & Keller, 1995; Ware, Kosinski, & Keller, 

1996; Ware, Kosinski, & Keller, 2002) is a health survey, developed from the original 

SF-36. The SF-12v2™ produces two summary measures of self-perceived health, 

physical and mental component summaries, which are equivalent with those component 
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summaries of the SF-36. The subset of items in the SF-12v2™ was determined over time, 

and studies have shown that the alpha coefficients of the SF-36 and the SF-12v2™ are 

consistent across data sets (Ware et al., 1995; Ware et al., 1996; Ware, Kosinski, Turner-

Bowker, & Gandek, 2002). The SF-12v2™ has 12 items grouped into eight categories 

(Table 1). Four of the categories have one item and the other four categories contain two 

items. Ten items are scored on a 5-point Likert-type scale, and two items are scored on a 

3-point Likert-type scale (higher total scores suggest better health status). Scores were 

calculated in three steps using the scoring manual for the SF-12v2™ (Ware et al., 2002). 

Step one included recoding items for general health (item 1), bodily pain (item 5), mental 

health (item 6a), and vitality (item 6b). These four items were recoded to be consistent  

 

 

 

 

 

 

 

 

 

 

 

 

 

Table 1 SF-12v2™ Categories 

Variable     Instrument    Score 

 
Perceived Health (Total)  SF12    Sum of items 1, 2a, 2b, 
         3a, 3b, & 5 
 

General Health   SF12    Item 1  

Physical Functioning  SF12    Sum of items 2a & 2b 
          

Role Physical   SF12    Sum of items 3a & 3b 

Bodily Pain   SF12    Item 5  

Physical Health (Total)  SF12    Sum of items 4a, 4b,  
         6a, 6b, 6c, & 7 
 

Social Functioning  SF12    Item 7   

Role Emotional  SF12    Sum of items 4a & 4b 

Vitality   SF12    Item 6b  

Mental Health   SF12    Sum of items 6a & 6c  
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with the rest of the scale. In their original state, higher scores indicate poorer perceived 

health, which is the reverse interpretation of the final transformed scores. Items in the 

same subscales were added to compute raw scale scores in the second step. Finally, raw 

scale scores were transformed to a 100 point scale to represent total perceived health 

scores, which ranged from 0 to 100. Higher transformed scores represented better 

perceived health. 

 The physical health components include four health attributes a) physical 

functioning (i.e., mobility and ability to perform activities of daily living); b) bodily pain 

(whether individuals experience pain and to what degree this pain interferes in the 

routines of their lives); c) role limitations resulting from physical health problems (i.e., 

does physical health limit ability to complete role tasks?); and d) general health 

perceptions (i.e., disease exacerbations or worsened health). The mental health 

components (4) are general mental health (presence of anxiety and depression), role 

limitations due to emotional problems, social functioning (participation in social events), 

vitality (energy and fatigue levels). In this study, SF-12 total transformed scores were 

used in the data analyses. 

 Reliability evaluations of the SF-12v2™ have been presented in studies of the 

general population (Ford, Havstad, Hill, & Kart, 2000; Resnick & Nahm, 2001). Alpha 

coefficients range from .70 to .87 providing support for internal consistency for the SF-

12v2™ as a measure of perceived health status. The SF-12v2™ may be completed in a 

brief time period, and is recommended for health status monitoring and evaluating health 

changes over time. The anticipated length of time to complete the SF-12v2™ is five to 

ten minutes. 
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The demographic data form.  

The demographic data form (DDF) was adapted with permission (Appendix H) 

from a research study conducted with Tennessee AARP members who were grandparents 

(Binette & Cicero, 2003; King et al., 2006). This form elicits personal and situational 

information about grandmother caregivers. The personal information includes data such 

as age, education, income, and health insurance. The situational information obtains data 

about the number of grandchildren being cared for by the grandmother, the length of time 

grandchildren have lived with grandmother, and the grandchildren’s frequency of contact 

with their biological parents. Several items in the original surveys were categorical and 

dichotomous measurements (Binette & Cicero, 2003; King et al., 2006). Items such as 

education and income were changed for this study to continuous variables to elicit more 

usable information for regression analyses.       

Information need, service need, and service use.  

Data about grandmother caregiver information need, service need, and service use 

were obtained through 21 parallel items regarding topics such as access to daycare for 

grandchildren, child support, grandchild and grandmother counseling, grandchild and 

grandparent activities, school tutoring for grandchildren, legal assistance, and 

transportation resources. These parallel items indicate the degree to which the 

grandmother caregivers need the listed information and services. The 21-items for 

information need and service need are rated on a 5-point Likert scale, ranging from 1 

(strongly agree) to 5 (strongly disagree). For these two subscales, lower scores indicated 

greater information need and service need. Using identical topics to those in the 

information and service need, the third subscale service use, measures the extent to which 
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grandmothers used services. Similarly, these items are rated on a 5-point Likert scale; 

however, the range varied from 5 (always) to 1 (never). Higher scores demonstrated 

greater use of services. Reliability was established for each measure (information need, 

service need, and service use) using the data collected in this study (see the following 

paragraph). The length of time required to complete this survey was 30 to 40 minutes. To 

assess the readability level of the CRA, SF-12v2™, and the demographic data form, they 

were temporarily merged into one Microsoft Word document. The Microsoft Word Tools 

Assistant yielded a 7.2 readability level. 

To answer this study’s research questions about information need and service 

need and use and to decrease statistical problems that arise by analyzing each item 

separately (Type I error), new central scores were created for each variable (information 

need, service need, and service use) by summing responses of items in each subscale and 

calculating the subscale mean by dividing the number of items into the sum of responses. 

These mean scale scores assisted in ascertaining an overall observation of grandmother 

information need, service need, and service use. The possible range of scores for 

information need and service need were 1 (strongly agree) to 5 (strongly disagree) with 3 

being neutral. Lower scores for information need or service need indicated greater need 

for information or services, while higher scores indicated participants disagreeing that 

they need information or services. Questions related to service use ranged between 5 

(always), 3 (sometimes), and 1 (never), indicating how much services were used. All 

scales demonstrated internal consistency (.94-.97, respectively). 
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Procedures  

The PI used a data collection script to ensure consistency in the explanation of this study 

to participants (Appendix I). Procedures for questionnaire completions were planned as 

follows: 

1. Participants were informed of the study purpose and asked to read the Research 

Information Sheet; then participants were instructed on the steps for completing 

the questionnaires and informed how these data were managed. 

2. Participants were encouraged to ask questions about the study and interject any 

concerns.  

3. Participants completed three questionnaires. Time for completion of the 

questionnaires was 20 minutes to 1.5 hours. 

4. Compensation for participant’s time occurred once all participants completed the 

questionnaires. All participants were given meal coupons from a fast food chain. 

In addition, when participants entered the data collection room, each was given 

two tickets with the same number. The participant kept one ticket and placed the 

other in a basket for a gift card drawing. A grandmother participant drew a ticket 

from the basket. A gift card was given at each participating site.  

 After data collection was completed, data were stored and kept confidential. Data 

management consisted of securely storing raw data including the data entered into the 

statistical computer software. There were two sets of raw data, an original and a xeroxed 

copy. Data were saved in the form of hard copies and USB memory sticks. Each 

participant survey was coded and stored in a locked cabinet to which the PI maintained 

the only key. Since signed document of informed consent was waived, no names or 
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private data were collected.  

Human Subject Protection and Ethical Considerations 

 Human subject protection is essential in conducting an ethically sound research 

study. Ethical rigor necessitates appropriate informed consent and protection of human 

subjects (Burns & Grove, 2001). The Institutional Review Board (IRB) endorsed this 

study before it began (Appendix J). Two IRB applications were required for completion 

of this study: one for The University of Texas, Arlington, and one for The University of 

Memphis. Every aspect and detail of the study was delineated in the IRB applications. 

These detailed applications were comprehensive including consent forms, study sites, 

participants, risks and benefits to participants. A modification was requested from both 

university IRBs to expand data collection sites to places other than churches when 

participant recruitment was low. This modification was granted (Appendix K). 

Furthermore, a waiver of documenting written consent eliminated the use and recording 

of participant names and thus, enhanced participant confidentiality and minimized risks 

for participant disclosure. There is always a possibility for untoward participant risks in 

research studies. Risks for AA grandmother participants included emotional and social 

effects. Participants in this study were involved in face-to-face completion of survey 

questionnaires in the same room with other grandmother caregivers. These grandmothers 

often talked among themselves and openly, sharing personal information and rehashing 

experiences. The PI was available to support participants during emotional and 

embarrassing moments. There were, however, no emotional outbreaks during this time of 

sharing among grandmother participants. Participants may have chosen to remove 

themselves from the study at any time or declined to answer questions without any 
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consequences; this information was included in the research information sheet along with 

a telephone number for the PI and the IRB for complaints. Grandmothers who came to 

the data collection sessions remained throughout the duration of the sessions. 

 Benefits outweighed the risks in this study. Being in the presence of other 

grandmother caregivers created a sense of comradery and allowed grandmothers to know 

that they were not alone in their experiences. Moreover, these AA grandmother 

caregivers were sources of support for each other. This study assisted with identifying 

services and resources that AA grandmothers felt were helpful as they sought care for 

their grandchildren and themselves. Grandmother participants received a list of currently 

available services and service providers for grandparent caregivers in their residential 

areas. Finally, as compensation for participants’ time in this study, participants were 

given a fast food coupon and had the opportunity to win a gift card.  

Data Analyses 

 The data analysis process involved several methods. Frequency distributions and 

measures of central tendency and dispersions were used to describe the sample and 

participant responses on the instruments. In addition, bivariate correlations were 

determined by using a Pearson product moment correlation, which identified 

relationships between AA grandmother caregiver demographics, perceived burden, and 

perceived health. Once correlations were determined, hierarchical regression analyses 

were computed, using age, number of grandchildren being cared for, time as grandmother 

caregiver, education (in years), and income as demographic variables. Table 2 represents 

the variables that were used in the multiple regression analyses. 
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These analyses were useful in predicting information need, service need, and service use 

with an emphasis on the influence of grandmother information need, perceived 

Table 2 Variables Used in Multiple Regression Analyses 

Variable Instrument Score 
Perceived Health 
(Total) 

Short Form 12v2™ Sum of to all items after 
recoding items 1, 5, 6a, & 
6b; Higher score reflects 
better perceived health 

Perceived Burden Caregiver Reaction 
Assessment 

Sum of responses to all items  
all items after items 3, 7, 13, 
15, 19 are reverse scored; 
Higher score reflects higher 
burden 

Information Need Demographic Data 
Form (DDF)

Item 14 comprised of 21 
sub-items 
Mean of responses from 1-5; 
Higher score reflects 
strongly disagree with need 
for information 

Service Need DDF Item 15  comprised of 21 
sub-items                                 
Mean of responses from 1-5; 
Higher score reflects 
strongly disagree with need 
for services 

Service Use DDF Item 17 comprised of 21 
sub-items                                  
Mean of responses from 1- 
5; Higher score reflects 
greater use of services 

 

burden and perceived health as independent variables. 

 Data from completed surveys were hand entered into an Excel spreadsheet and 

exported into the Statistical Package for the Social Sciences (SPSS) software database. 

Data were verified by a trained assistant and twice by the principal investigator to 

enhance accuracy and integrity of the hand entered and exported data. The assistant was 

taught specific information regarding the items in the questionnaires.  
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Missing data may be adjusted by excluding the particular missed items or the 

entire case from the analyses (Burns & Grove, 2005). This study performed pair-wise 

case deletions from analyses for missing data. Reliability was established for each survey 

used in this study. Cronbach’s alphas were calculated as estimates of internal consistency 

reliability. 

Delimitations 

 The delimitations of this study were: 

 1. This study was limited to AA grandmother caregivers who attend the one-time 

planned meeting scheduled at one of the chosen data collection sites and to those who 

decided to complete the questionnaires. 

 2. This study was limited to AA grandmother caregivers who were recruited from 

the chosen sites.  

 Not all of a given population is accessible to sample for any research, which 

affects the external validity or the generalizability of the study (Burns & Grove, 2005). 

Settings were selected with large percentages of AA grandparent caregiver residents. This 

sample is only representative of those who participated and results of this study, 

therefore, may only be applicable to the participants in the study. 

 In summary, using the methods and procedures in this chapter, a rigorous, 

ethically sound research study was conducted, with a goal to make a contribution to the 

understanding of AA grandmother caregiving. 
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CHAPTER 4 

FINDINGS 

 Grandparents, over the years, have increasingly assumed the role of 

primary caregiver for their grandchildren. In assuming this role, grandparents often lack 

financial resources (Burton, 1992; Dowdell, 1993; Kelley, Whitley, Sipe, & Yorker, 

2000; Minkler, Roe, & Price, 1992), which may contribute to the inability of grandparent 

caregivers to access adequate resources. Without adequate resources, grandparents are at 

increased risk for other problems including health alterations and stress.  

 In light of the financial troubles, additional hassles, and social bias grandparents 

face in providing care for their grandchildren, services for these grandparents must be 

available and efficacious so that grandparents can care for their grandchildren with 

nominal impact to their own health. A great number of grandparents, however, have not 

used services provided by different public and private entities (Brownell, Berman, 

Nelson, & Fofana, 2003; Force, Botsford, Pisano, & Holbert, 2000). African American 

(AA) grandmother caregivers often have the most stress, yet they have the least resources 

(Musil & Ahmad, 2002; Musil, 2005; Ross, 2006).  

The purpose of this two-section chapter is to present and discuss the findings of a 

research project conducted with AA grandmothers raising their grandchildren. The first 

section contains descriptive statistics to ascertain characteristics of the sample and 
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participants’ responses on the study instruments. The first section also concludes with the 

statistical results related to each research question. Hierarchical multiple regression 

analyses were used to determine relationships between variables while controlling for 

grandmother demographics (age, income, education, time as a caregiver, and number of 

grandchildren). The second section of the chapter provides a discussion of the results.  

Results 

  Sample characteristics.  

Data were collected from 93 AA grandmothers who were primary caregivers for 

their grandchildren. Grandmother ages ranged from 36 years to 78 years (M = 54.59, SD 

= 8.07). Twenty-one percent of grandmothers were over age 60 years. The typical 

grandmother in the sample had a high school education and 29 grandmothers (31%) had 

completed at least some college. In contrast, seven (7.5%). had completed less than 8 

years of formal education. Grandmother’s yearly income ranged from $0 to $102,000 (M 

= $26,679, SD = $23,595. Thirty percent of the grandmothers had annual incomes of 

$10,000 or less (n = 26) while 16 (18%) had income of $50,000 or more (Table 3).  

These grandmothers were primary caregivers for 211 grandchildren (M = 2.27,  

 

Table 3 Description of AA Grandmothers Caring for their Grandchildren (N = 93) 

Characteristic   Range   M (SD)     Median 
 
Age    36 – 78 years  54.59 (8.07)        

Education   4 – 18 years  12.11 (2.58)     12.00 

Income   $0 - $102,000  $26,678 ($23,595)    $20,700 
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Table 5 Description of AA Grandmothers Custody Status of Grandchildren (N = 92) 

Custody Status  Frequency (%)     
 
Legal Guardianship  43 (46.2) 

Adopted   1 (1.1) 

No Formal Custody  48 (51.6) 
 

Table 4 Description of Number of Children AA Grandmothers Raised (N = 93) 

# of Grandchildren  Frequency (%) 
 
1     38 (40.9) 

2     27 (29.0) 

3     14 (15.1) 

4     7 (7.5) 

5     4 (4.3) 

6     1 (1.1) 

8     1 (1.1) 

15     1 (1.1) 

SD = 1.9). Most of the grandmothers (69.9%) were caring for one or two grandchildren 

(Table 4). Their time as caregivers ranged from 0 years (1 month) to 25 years (M = 7.45 

years, SD = 5.84). Many grandmothers had either no formal custody (51.6%) or had legal 

guardianship (46.2%) of their grandchildren (Table 5). For most grandmothers, this 

caregiving was done without the support of a husband or partner. Only 24% were married 

or living with a partner (Table 6).  
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Table 7 New Scale Scores for Information Need, Service Need, and Service Use with 
Cronbach’s Alpha (N = 93) 

 
 
Scales    Number of Items Mean (SD)  α 
 
Information Need  21   2.39 (.977)  .94 

Service Need   21   2.42 (1.001)  .95 

Service Use   21   3.499 (1.335)  .97 
 

Table 6 Description of AA Grandmothers Marital Status (N = 92) 

Marital Status   Frequency   Percent 
 
Married   23    24.7 

Widowed   8    8.6 

Divorced   28    30.1 

Separated   17    18.3 

Live with Partner  1    1.1 

 
Information need, service need, and service use. 

Grandmothers (N = 93) completed demographic data questionnaires, which 

elicited data about grandmother information need, service need, and service use. The 

frequencies for the grandmother responses to the information need, service need, and 

service use items are included in Appendices L, M, and N, correspondingly. Table 7 

provides the central scores and Cronbach alphas for each subscale. 
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Information need scores revealed a mean of 2.39 (SD = .977) designating that 

these grandmothers agree that they need information to assist them with raising their 

grandchildren. The highest combined percentages of strongly agree and agree for 

information needs reported were financial resources (78.5%, M = 1.86, SD = 1.194), 

community resources for children activities (78.5%, M = 1.92, SD = 1.337), educating 

grandchildren (74.2%, M = 2.01, SD = 1.354), support groups for people raising 

grandchildren (70%, M = 2.13, SD = 1.400), and community resources for grandparent 

activities (70%, M = 2.31, SD = 1.337). On the other hand, the lowest information needs 

reported were legal help for getting custody of grandchildren (31.2%, M = 3.32, SD = 

1.460) and coping with sick grandchildren (49.5%, M = 2.88, SD = 1.473).  

 Similarly, grandmothers agree that they need services (M = 2.42, SD = 1.001). 

The greatest combined percentages of strongly agree and agree for service needs 

identified were financial resources for people raising grandchildren (79.6% M = 1.75, SD 

= 1.112), community resources for children activities (77.5%, M = 1.96, SD = 1.275), 

educating grandchildren (75.3%, M = 1.95, SD = 1.285), support groups for people 

raising grandchildren (73.2%, M = 2.09, SD = 1.316), and homework tutoring for 

grandchildren (73.1, M = 2.10, SD = 1.311) while the lowest reported service need were 

legal help for getting custody of grandchildren (15.8%, M = 3.42, SD = 1.391) and 

counseling for grandchildren (40%, M = 2.25, SD = 1.373). 

 The mean score for service use was 3.49 (SD = 1.335), demonstrating that 

grandmothers used services sometimes. The services which the most grandmothers 

indicated always or sometimes using were healthcare coverage for grandchildren (65.6%, 

M = 2.70, SD = 1.703), medication expenses for grandchildren (63.5%, M = 2.81, SD = 
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1.719), and educating grandchildren. The services used the least was counseling for 

grandmother caregivers (34.5%, M = 3.88, SD = 1.551), support groups for teenage 

grandchildren (37.7%, M = 3.80, SD = 1.602), support groups for people raising 

grandchildren (38.7%, M = 3.74, SD = 1.679), and legal help for getting child support 

from the grandchildren’s parents (38.7%, M = 3.67, SD = 1.656).  

 Perceived burden.  

Eighty-five grandmothers completed the 24-item questionnaire that elicits 

information about grandmother perceived burden. Burden scores ranged from 24 to 90 

(M = 63.70, SD = .56), suggesting that these grandmothers reported, on average, 

increased perceived burden. Forty-three (51%) of grandmothers, however, perceived their 

burden to be higher than this mean while only 11.8% rated their burden less than 50. 

Table 8 presents computed perceived burden scores. Grandmothers reported the least  

 

 

 

 

 

 

 

 
 

 

amount of burden in the area of their own esteem (M = 1.71, SD = .534). Greater burden 

levels were reported for impact on finances (M = 8.565, SD = 4.941), lack of family 

Table 8 Perceived Burden Sub-scales: Measures of Central Tendency and Internal 
Consistency (n = 92) 

 
Subscales   Observed (Subscale Range) Mean (SD) Cronbach’s α 
 
Caregiver Esteem  6-23 (7-35)   11.93 (3.765)  .66 
 
Impact on Finances  3-15 (3-15)   8.565 (3.188)  .56 

Lack of Family Support 5-25 (5-25)   16.946 (4.960)  .78 

Impact on Schedule  6-24 (5-25)   13.370 (4.941)  .79 

Impact on Health  4-20 (4-20)   14.120 (3.860)  .79 
 
Total Burden Score  24-90 (5-120)   63.70 (.56)  .84 
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support (M = 16.946, SD = 4.960), impact on schedule (M = 13.370, SD = .986), and 

impact on health (M = 14.120, SD = 3.860).  Scores on the Caregiver Burden Scale 

indicated that grandmother health was the greatest source of distress. Cronbach’s alpha 

for each sub-scale demonstrated low to acceptable internal consistency and were lower 

than those in other studies (Dowdell, 2004; Dowdell, 1993; Givens et al. 1992).  

Perceived health.  

The 12-item SF12 questionnaire was used to measure perceived health. This 

questionnaire has eight subscales (Table 9) and obtains data about overall health 

perceptions and Cronbach’s α. Cronbach alphas for some subscales were not calculated 

because the subscale consisted of one item. Participant responses were transformed on a 0  

 
 

 

 

 

 

 

 

 

 

 

 

 

to 100 point scale, using the instructions provided in the SF-12 Scoring Handbook (Ware 

Table 9 Perceived Health Descriptive Statistics (Possible range 0-100) 

Subscale   N  M (SD)  Cronbach’s α 
 
Physical Functioning  92  61.14 (38.40)  .880 

Role Physical   91  56.6 (29.95)  .923 

Bodily Pain   91  35.44 (31.64)  UTC (1 item)  

General Health   91  53.3 (22.43)  UTC (1 item) 

Vitality   93  44.35 (24.21)  UTC (1 item) 

Social Functioning  93  63.44 (29.15)  UTC (1 item) 

Role Emotional  91  66.21 (26.91)  .883 

Mental Health   93  53.76 (14.95)  .616 

Perceived Health Total 93  54.25 (10.56)  .562 
Note: UTC = Unable to calculate  
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et al., 2002).  

Ninety-three grandmothers rated their overall health between good and fair (range 

26.56 to 73.44, M = 54.25, SD = 10.56). Perceptions of bodily pain was rated lowest 

(overall score = 35.4) while role emotion was rated highest (overall score = 66.2). Bodily 

pain measured the extent to which pain interfered with normal work inside and outside of 

the home whereas role emotion measured the extent to which emotional problems 

interfered with daily activities.  

Physical health scores were calculated from the subscale scores of physical 

functioning, role physical, bodily pain, and general health while mental health scores 

were a grouping of the vitality, social functioning, role emotional, and general mental 

health subscales scores. Physical health scores ranged from 38.5 to 84.6 and mental 

health scores were from 33.3 to 93.3. Both physical health and mental health perceptions 

were reported good (M = 63.6, SD = 10.05; M = 66.9, SD = 12.00, respectively). 

 Hierarchical regression analysis. 

 Hierarchical regression analysis predicts or explains the influence of sets of 

independent variables (IVs) upon a dependent variable (Cohen & Cohen, 1983; Pedhazur, 

1997). This analysis helps to explain the amount of variance (change) in the dependent 

variable (DV) that occurs with each independent variable set. Table 10 presents the 

process used for entering IVs and DVs into the hierarchical regression equation for each  

research question. An independent variable set was entered simultaneously to each 

research question. An independent variable set was entered simultaneously to determine 

R2 (Block 1). Then, additional IVs were entered into the hierarchy individually (Block 2); 

and upon each IV entrance, R2 change was monitored to assess the portion of the variance 
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explained by this entrance. The beta scores reflected the strength and significance of the  

relationship between the independent variables and the DV. 

The research questions were developed to explore relationships of variables in the 

framework (Figure 2). For each research question in this study, the first set of IVs entered 

analyses. An intercorrelation matrix with IVs and all of the dependent variables is 

depicted in Table 11. 

Table 10 Block Entrance of IVs and DVs in Hierarchical Regression Equation 

Research Question  IVs   DVs 
 
1    Block 1 GMD  IN 

2    Block 1 GMD  PB 
                                Block 2 IN 
 
3    Block 1 GMD  SN 
                                Block 2 IN 
         Block 3 PB 
 
4     Block 1 GMD  SU 
                                Block 2 IN 
         Block 3 PB 
 
5    Block 1 GMD  PH 
                                Block 2 IN 
         Block 3 PB 
 
6    Block 1 GMD  SN 
                                Block 2 IN 
         Block 3 PH 
 
7    Block 1 GMD  SU 
                                Block 2 IN 
         Block 3 PH 
 
 
Note. GMD= Grandmother Demographics, IN=Information Need, PB=Perceived Burden, 
SN=Service Need, SU=Service Use 
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Figure 2. Framework with Subscale Detail 
 

Grandmother demographics and information need.  

What is the relationship between AA grandmother caregiver demographics and 

information need? Demographics were entered as a block to assess the impact of the 

demographic variables (IVs) on information need (DV) scores. The mean information 

need subscale item score was used for analyses in blocks with information need. The 

resulting multiple regression equation predicting information need by demographics was 

significant, F (5, 81) = 3.519, p = .006, R2 = .178, adjusted R2 = .128. The variables 

grandmother age (B = .298, p = .009) and number of grandchildren (B = -.270, p = .010)
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were significant predictors of information need (Table 12). This analysis indicates that as 

grandmother age increases the need for information increases. 

Table 12 Summary of Hierarchical Regression Analysis for Predicting Information Need by 
Demographics (N = 93) 

  
 Variable     B   SE B   β 
 
Step 1   

 Age     .036  .013  .298** 

 Number of Grandchildren  -.139  .053  -.270**  

 Years Caregiving   .009  .019  .054 

 Education    .069  .041  .181 

 Income    .000  .000  .020 

 
Note. R2 = .178 (p = .006), **p≤.01. 

Information need and perceived burden.  

What is the relationship between AA grandmother information need and perceived 

burden? To assess the impact of the subscale information need (IV) on perceived burden (DV) 

scores, information need was entered as the second block. The concluding multiple regression 

equation was significant in predicting perceived burden by demographics and information need, 

F (6, 74) = 5.230, p = <.001, R2 = .298, adjusted R2 = .241. Information need uniquely predicted 

perceived burden, β = .434, p = <.001 and explained 15.5% of the variance of perceived burden 

(Table 13).  

 

 



 

62 
 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Perceived burden and service need. 

 What is the relationship between AA grandmother perceived burden and service need? 

To assess the impact of information need and perceived burden on service need scores, 

information need was entered as the second block, and perceived burden was entered as the third  

block. The mean service need subscale item score was used for analyses in blocks with service 

Table 13 Summary of Hierarchical Regression Analysis for Predicting Perceived Burden 
by Demographics and Information Need (N = 93) 

  
 Variable     B   SE B   β 
 
Step 1   

 Age     .334  .174  .227 

 Number of Grandchildren  -1.322  .680  -.211  

 Years Caregiving   .049  .241  .024 

 Education    .816  .524  .177 

 Income    .000  .000  .113 

Step 2  

 Age     .144  .165  .098 

 Number of Grandchildren  -.588  .646  -.094 

 Years Caregiving   .001  .220  .001 

 Education    .455  .486  .099 

 Income    .000  .000  .105 

 Information Need   5.268  1.305  .434** 

 
Note. R2 = .143 for Step 1: ΔR2 = .155 for Step 2 (p = <.001), **p<.01. 
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need.   

The concluding multiple regression equation was significant in predicting service need by 

demographics, information need, and perceived burden, F (7, 73) = 77.928, p = 

<.001, R2 = .882, adjusted R2 = .871. Information need was a significant predictor of service 

need, β = .922, p = <.001 (Table 14). Perceived burden was not a unique predictor for service 

need (β = .005, p = <.915). 

Perceived burden and service use.  

What is the relationship between AA grandmother perceived burden and service use? To 

assess the impact of the subscales information need and perceived burden on service use (DV) 

scores, information need (IV) was entered as block 2, and perceived burden (IV) was entered as 

block 3. The mean service use subscale item score was used for analyses in blocks with service 

use.  The multiple regression equation predicting service use by demographics, information need, 

and perceived burden was significant, F (7, 73) = 3.254, p = .005, R2 = .238, adjusted R2 = .165. 

Information need was the sole predictor of service use, Β = .408, p = .001 (Table 15). Perceived 

burden, however, did not uniquely predict service use (β = -.063, p = .599). 

Perceived burden and perceived health.  

What is the relationship between AA grandmother perceived burden and perceived 

health? To assess the impact of the subscale perceived burden (IV) on perceived health (DV) 

scores, perceived burden was entered as the second block. The final multiple regression equation 

predicting perceived health by demographics, information need, and perceived burden was 

significant, F (7, 73) = 3.590, p = .002, R2 = .256, adjusted R2 = .185. Perceived burden  
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Table 14 Summary of Hierarchical Regression Analysis for Predicting Service Need by 
Demographics, Information Need, and Perceived Burden (N = 93) 

  
 Variable     B   SE B   β 
 
Step 1   

 Age     .345  .920  .285 

 Number of Grandchildren  .035  .014  -.262  

 Years Caregiving   -.139  .056  .014 

 Education    .091  .020  .235 

 Income    .000  .000  .022 

Step 2  

 Age     .001  .006  .009 

 Number of Grandchildren  -.006  .023  -.012 

 Years Caregiving   -.006  .008  -.036 

 Education    .026  .017  .067 

 Income    .000  .000  .003 

Information Need   .944  .050  .922** 

 Perceived Burden   <.001  .004  .005 

 
Note. R2 = .181 for Step 1: ΔR2 = .701 for Step 2 (p = <.001), **p<.01. 
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Table 15 Summary of Hierarchical Regression Analysis for Predicting Service Use by 
Demographics, Information Need and Perceived Burden (N = 93) 

  
  Variable     B   SE B   β 
 
Step 1  Age     .017  .020  .102 

  Number of Grandchildren  -.113  .078  -.161  

  Years Caregiving   -.021  .028  -.092 

  Education    .060  .060  .115 

  Income    .000  .000  .213  

Step 2   Age     -.002  .019  -.012 

  Number of Grandchildren  -.041  .076  -.058 

  Years Caregiving   -.026  .026  -.112 

  Education    .024  .057  .046 

  Income    .000  .000  .206 

  Information Need   .522  .153  .382 

Step 3   Age     -.003  .020  -.017 

  Number of Grandchildren  -.043  .076  -.061 

  Years Caregiving   -.025  .026  -.107 

  Education    .024  .057  .046 

  Income    .000  .000  .220 

  Information Need   .557  .168  .408** 

  Perceived Burden   -.148  .281  -.063 
 
Note. R2 = .115 for Step 1: ΔR2 = .120 for Step 2: ΔR2 = .003 for Step 3 (p = .599),  
**p = <.01. 
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Table 16 Summary of Hierarchical Regression Analysis for Predicting Perceived Health 

by Demographics, Information Need, and Perceived Burden (N = 91) 
  
  Variable     B   SE B   β 
 
Step 1  Age     .112  .180  .075 

  Number of Grandchildren  -.295  .706  -.047  

  Years Caregiving   .274  .251  .133 

  Education    .878  .543  .188 

  Income    .000  .000  .138  

Step 2   Age     -.037  .179  -.025 

  Number of Grandchildren  .280  .702  .044 

  Years Caregiving   .236  .239  .115 

  Education    .595  .527  .128 

  Income    .000  .000  .131 

  Information Need   4.125  1.417  .336 

Step 3   Age     -.081  .174  -.055 

  Number of Grandchildren  .461  .681  .073 

  Years Caregiving   .236  .231  .115 

  Education    .455  .512  .098 

  Income    .000  .000  .100 

  Information Need   2.504  1.511  .204 

  Perceived Burden   .308  .122  .304* 
 
Note. R2 = .099 for Step 1: ΔR2 = .093 for Step 2: ΔR2 = .065 for Step 3 (p = .014), 
*p<.05. 
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distinctively predicted perceived health, β = .304, p = .014 (Table 16). The direction of the 

relationship, however, was unexpected. As perceived burden increased in these grandmothers, 

their perceived health was better. 

Perceived health and service need.  

What is the relationship between AA grandmother perceived health and service need? To 

assess the impact of the subscale perceived health on service need (DV), information need and 

perceived burden (IVs) were entered as block 2 and perceived health  

 (IV) was entered as block 3. 

Significant predictors for service need by demographics, information need, perceived 

burden, and perceived health were yielded using the multiple regression equation, F (8, 72) = 

67.256, p = <.001, R2 = .882, adjusted R2 = .869. Information need (β = .921, p = <.001) 

exclusively predicted service need (Table 17). Perceived health, 

did not uniquely predict service need (β = .002, p = .963). 

Perceived health and service use.  

What is the relationship between AA grandmother perceived health and service use? To 

assess the impact of the subscale perceived health on service use (DV) scores, information need 

and perceived burden (IVs) were entered as the second block while perceived health (IV) was 

entered as the third block.  

The data yielded a significant overall regression equation predicting service use by 

demographics, information need, perceived burden, and perceived health F (8, 72) = 3.050, p = 

.005, R2 = .253, adjusted R2 = .170. Information need individually predicted service use, β = 

.313, p = .016 (Table 18). Perceived health, conversely, did not predict service use (β = .120, p =  
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Table 17 Summary of Hierarchical Regression Analysis for Predicting Service Need by 
Demographics, Information Need, Perceived Burden, and Perceived Health (N = 93) 

  
  Variable     B   SE B   β 
 
Step 2   Age     .001  .006  .009 

  Number of Grandchildren  -.006  .023  -.012 

  Years Caregiving   -.006  .008  -.036 

  Education    .026  .017  .067 

  Income    .000  .000  .003 

Information Need   .944  .050  .922 

  Perceived Burden   .000  .004  .005 

Step 3   Age     .001  .006  .009 

  Number of Grandchildren  -.006  .023  -.012 

  Years Caregiving   -.006  .008  -.036 

  Education    .026  .017  .067 

  Income    .000  .000  .003 

Information Need   .944  .051  .921** 

  Perceived Burden   .000  .004  .004 

  Perceived Health   .000  .004  .002 
 
Note. R2 = .181 for Step 1: ΔR2 = .701 for Step 2; ΔR2 = <.001 for Step 3 (p = .963), 
**p<.01. 
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.312).  

Figure 3 provides a summary of findings in the study about the relationships between the 

variables. The figure shows the standardized betas between the variables of the framework. In 

Table 18 Summary of Hierarchical Regression Analysis for Predicting Service Use by 
Demographics, Information Need, Perceived Burden, and Perceived Health (N = 93) 

  
  Variable     B   SE B   β 
 
Step 2  Age     -.004  .020  -.022 

  Number of Grandchildren  -.034  .077  -.048  

  Years Caregiving   -.026  .026  -.112 

  Education    .019  .058  .036 

  Income    .000  .000  .195 

  Information Need   .461  .170  .337 

  Perceived Burden   .012  .014  .103  

Step 3   Age     -.002  .020  -.015 

  Number of Grandchildren  -.040  .077  -.157 

  Years Caregiving   -.029  .026  -.126 

  Education    .012  .058  .024 

  Income    .000  .000  .183 

  Information Need   .428  .173  .313* 

  Perceived Burden   .007  .014  .066 

  Perceived Health   .013  .013  .120 
 
Note. R2 = .115 for Step 1: ΔR2 = .127 for Step 2; ΔR2 = .011 for Step 3 (p = .312), 
*p<.05. 
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the discussion, a revised framework will be proposed based on the findings.   

 

Figure 3. Framework with Standardized Betas 
Note. *p<05, **P<01 

Discussion 

 The need for increased knowledge about the relationships between AA grandmother 

demographics, information need, perceived burden, perceived health, and service need and use 

was the impetus for this study. Discussion of the findings for this research study is presented in 

this section. In addition, methodological limitations, implications for the framework, 

implications for nursing, future recommendations, and conclusions are offered.  

Sample characteristics. 

Grandmother demographics in this study were generally consistent with those in other 

studies (Binette & Cicero, 2003; Bull, 1990; Burton, 1992; Casper and Bryson, 1998; Dowdell, 

2004, Hayslip et al., 2006; King et al., 2006). A large number of grandmother caregivers in this 
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study were younger than 50 years of age. A much smaller number of these grandmothers were 

older than 65 years. Again, like other grandparent caregiver studies, grandmothers cared for, on 

average, two grandchildren. One grandmother provided care for 15 grandchildren. The majority 

of these grandmothers had been caring for their grandchildren for three years. Some, however, 

have been providing care for 10 years or more. Most grandmothers had at least a high school 

education with incomes at or below the poverty level. Only one-forth of all grandmothers in the 

study reported being married whereas the remaining grandmothers had no spousal or significant 

other support. These characteristics provide insight into why AA grandmothers may not have 

sufficient resources to care for their grandchildren. While all grandmothers in the study were 

AA, the sample was diverse in age, education, and income. The demographics indicate that AA 

grandmothers have experienced burden when caring for their grandchildren irrespective of age, 

education, and income. 

Information Need, Service Need, and Service Use. 

 Based on the individual item means, the information needs reported by the most 

grandmothers were financial resources, community resources for children activities, educating 

grandchildren, support groups for people raising grandchildren, and community resources for 

grandparent activities. Conversely, five topics for information needed by the fewest 

grandmothers  were obtaining legal help for getting custody of grandchildren, coping with sick 

grandchildren, seeking legal help for getting child support from grandchildren’s parents, needing 

access to daycare, and disciplining grandchildren. Although these information needs were 

selected less frequently, at least 30% of the subjects reported needing the information. The 

findings highlight the need for information being offered about activities and services available 
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in the community for grandmothers and their grandchildren. Furthermore, these findings may 

offer an understanding of which information needs may be more important to grandmother 

caregivers and thus possibly provide a way to prioritize information offered to grandmothers.  

 Correspondingly, the services needs identified by the largest numbers of grandmothers 

were financial resources for people raising grandchildren, community resources for children 

activities, educating grandchildren, support groups for people raising grandchildren, and 

homework tutoring for grandchildren. The service needs reported by fewer grandmothers were 

legal help for getting custody of grandchildren and counseling for grandchildren. Similar service 

needs among grandparent caregivers have been reported (Binette & Cicero, 2003; King et al., 

2006).  

 Service use comprised assistance in healthcare coverage for grandchildren, medication 

expenses for grandchildren, and educating grandchildren. The services least used were 

counseling for grandmother caregivers, support groups for teenage grandchildren, support groups 

for people raising grandchildren, and legal help for getting child support from the 

grandchildren’s parents. Similar to findings in other studies (Dowdell, 2004; Haglund, 2000; 

Hayslip & Shore, 2000; Minkler et al. 1992), these grandmothers placed themselves secondary to 

their grandchildren and therefore, information need and service need and service use were more 

directed to the needs of their grandchildren. Grandmothers who cared for larger numbers of 

grandchildren reported higher information need (Table 11). One study found that grandparents 

needed information about raising teens and available services (King et al., 2006). A limitation in 

examining information need,  service need, and service use in this study was that the ages of 

grandchildren were not collected, assuming that grandchildren of different ages would pose 
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different needs for information and services.  

  Perceived burden. 

Perceived burden is a complex concept. Grandmothers do not see caring for 

grandchildren as burdensome (based on anecdotal conversations with some participants); 

however, these grandmother caregivers reported increased burden. Many grandmothers (54%), in 

this study, reported that they resented having to be the primary caregiver for their grandchildren 

(CRA item 7). In contrast, an even greater number of grandmothers (66%) reported feeling 

privileged to care for their grandchildren (CRA item 1). These contradictory findings may 

indicate ambivalence on the part of the grandmother.  

The components of perceived burden included impact of caregiving on self esteem, 

schedules, and personal health as well the amount of family support available, Grandmothers 

reported the least impact of caregiving on their self esteem. As a group, these grandmothers felt 

good about themselves as caregivers. Lack of family support and impact on schedule accounted 

for a considerable amount of the perceived burden. Caregiving had had the greatest impact on the 

grandmothers’ personal health and contributed to their perceived burden.  Three-fourths of the 

grandmothers reported that they were not healthy enough to care for their grandchildren (CRA 

item 19). This was surprising since their responses on the SF-12 (perceived health) indicated that 

these grandmothers perceived their health as good.   

Perceived health.  

Health problems, depression, and stress have been found to coexist in grandparents 

raising grandchildren (Kelley et al., 2000; Lee et al., 2003; Minkler et al. 1997; Musil, 2000; 

Whitley et al., 2001). Most grandmothers in this study perceived their overall health as good or 
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better. Although the majority rated their overall health as good or very good, they reported that 

their physical health prevented them from accomplishing regular daily activities such as work 

(Appendix P). Furthermore, most grandmothers reported being depressed or anxious at varying 

degrees. Almost 75% grandmothers reported that they experience pain that interferes with their 

normal work. In addition, grandmothers reported that emotional and physical health problems 

decreased their desire and ability to visit others and participate in social events.  

Grandmother demographics and information need. 

Grandmother age and the number of grandchildren cared for by grandmothers were 

significant predictors of information need in this sample of grandmother caregivers. The 

statistically significant relationship between age and information need suggests that older 

grandmother caregivers reported higher levels of information need. One may presume that older 

caregivers were further removed from when they parented their own children and may be less 

aware of what was available in the community. Counter to expectations, as the number of 

grandchildren cared for increased, information need decreased. Perhaps, grandmothers are 

afforded more opportunities to deal with their needs and learn from their experiences as they care 

for larger numbers of grandchildren. Because the demographic variables as a block explained 

only 17% of the variance in information need, personal characteristics of grandmothers not 

assessed in this study may affect information need.  

Information need and perceived burden. 

Information need was a significant predictor for perceived burden. According to the 

framework in this study, the association between information need and perceived burden was 

expected. One would anticipate higher burden to co-exist with greater information need. Studies 
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are needed to specifically investigate information need in the context of burden among 

grandparent caregivers. Providing information may be a way that health care professionals can 

decrease the burden experienced by AA grandmothers.   

Perceived burden and service need. 

Based on this study’s framework, a relationship between perceived burden and service 

need was expected. The findings did not support perceived burden as a unique predictor of 

service need when demographic variables and information need were controlled by entering 

them first into the regression. Service needs have been examined as instrumental, formal, or 

informal social support (Hayslip & Shore, 2000; King et al., 2006). Use of such social support 

has mitigated stressors in grandmothers in other studies. Possibly as burden increases, 

individuals may not have the insight that they need services nor which services may be helpful. 

Perceived burden and service use. 

An unexpected finding was that perceived burden did not significantly predict service 

use. Neither grandmother demographics nor perceived burden accounted for a significant portion 

of the variance. Perceived burden had no significant influence on service use. Perceived burden, 

therefore, did not promote service use independent of grandmother demographics and 

information need. The emotional states of depression and down hearted (92% of this sample) 

may interfere with the use of services. Perhaps not enough grandmothers in this sample used 

services to adequately determine the relationship between perceived burden and service use. This 

is disturbing because grandmothers in this study indicated that they needed services, yet, these 

grandmothers reported under utilization of services. The busy schedules and lack of family 

support reported by these grandmothers may have contributed to this use of services. 
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Significant barriers to service use in other studies included a lack of time related to 

demanding schedules (King et al., 2006), lack of family support (Dowdell, 2004; Given et al., 

1992; King et al., 2006) and grandparents not being aware of services offered (Burnette, 1999). 

Grandmothers in this study reported a lack of family support, which may have contributed to the 

busy schedules of these grandmothers to the extent that the grandmothers were too busy to use 

available services. In addition, bodily pain was reported by grandmothers. This indicated 

interference with grandmother work inside and outside of the home. This may impede these 

grandmothers seeking services that they need as pain is possibly a deterrent to acquiring 

assistance outside of the home. A director at one data collection site informed the PI that one 

grandmother had body pain and was too sick to participate. Another director provided 

transportation to the data collection site for one grandmother because the grandmother expressed 

a desire to participate in this study but did not have means to get to the site. 

Perceived burden and perceived health. 

Perceived burden can predict perceived health indicating interactions among the physical 

and mental woes of providing care to grandchildren. While the regression analysis was 

significant, perceived burden explained only a small portion (16.6%) of the variance in health. 

This study validated the relationship between perceived burden and perceived health. Research 

studies (Burton, 1992; Butler & Zakari, 2005; Dowdell, 2004; Given et al., 1992; Hayslip et al., 

2006) are congruent with grandparent health as a designate of increased stress (burden). They 

found, however, that burden and health had an inverse relationship. Conversely, perceived 

burden and perceived health had a positive relationship in this study. This finding was 

unexpected and is not clearly understood. Most of the grandmothers were recruited from faith-
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based organizations (churches). Faith or other spiritual resources may have mediated the effects 

of burden and promoted positive perceived health in this grandmother caregiver sample.  

Perceived health and service need. 

In contrast to the theoretical prediction of the model, perceived health was not a 

significant predictor of service need. Service needs reported by grandparents include mentors or 

support groups, psychological counseling for themselves and their grandchildren, and legal and 

parenting counsel (King et al., 2006). Grandmothers, in this study, reported service needs for 

grandmother support groups and community resources for grandchildren activities. One study 

found that grandmothers who had stable support systems reported better health and less 

psychological tension (Kelley et al., 2001).   

Perceived health and service use. 

Perceived health was not a unique predictor of service use. Information need was the only 

significant predictor of service use. One explanation for this finding may be the use of the 

parallel items to ascertain information need, service need, and service use and the use of item 

averages for the regression analyses.  These items may not have captured the essence of these 

grandmother caregivers’ information need, service need, and service use. Information need may 

have been such a strong predictor of service need and use because the stem of these survey items 

were identical. This may account for the strong relationships between information need and 

service need and information need and service use. Finally, there were no items that specifically 

queried grandmothers about service need or service use in the context of their own health.   

Limitations  

 A correlational, cross-sectional research design guided the exploration of the 



 

78 
 

relationships among AA grandmother caregiver demographics, information need, perceived 

burden, perceived health, service need, and service use. Strengths and weaknesses of this design 

were evident. Because this study was not an experimental or longitudinal by design, causal 

relationships were not established and would be inappropriate to suggest. Moreover, specific 

items such as medical records to examine perceived health in the context of service need and 

service use were not used. Clear understandings of these relationships, therefore, could not be 

established. In addition, this study has limited generalizability because the sample consisted of 

AA grandmother caregivers who attended a one-time scheduled meeting at sites in communities 

with primarily AA residents. While there were 93 AA grandmother caregiver participants in this 

study, this sample was only representative of those who participated. Results of this study, 

therefore, may only be applicable to the participants in the study.  

 The researcher adapted the instrument to assess the information need, service need, and 

service use from the questionnaire used by AARP to assess these factors among grandparents in 

Tennessee. Participants responded to the individual items of each scale on an ordinal scale. To 

use the data from the information need, service need, and service use subscales in the regression 

analyses, a measure of central tendency (mean) was calculated to convert the ordinal-level data 

into a single representative score for the subscale. This conversion may have attenuated these 

variables and inadequately measured these concepts.  

 Despite those weaknesses, the findings in this study have contributed to a conceptual 

understanding of the relationships among the variables examined. Figure 3 offers a depiction of 

how these data modify the framework of this study. Implications of this modified framework 

assert that the grandmother demographics of age and number of grandchildren influence 
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information need. In addition, information need influences service need, service use, and 

perceived burden while perceived burden influences perceived health.  

Implications for Nursing 

 Nurses must provide nonjudgmental and sensitive care to grandmothers raising 

grandchildren because AA grandmothers are a diverse group representing a wide range of ages, 

incomes, educational levels, and life experiences. Nurses cannot assume what the needs of AA 

grandmothers caring for their grandchildren are.  Nurses should be aware of the services 

available for grandmother caregivers within their own communities. Women caring for 

grandchildren are heavily tied to the responsibilities of raising them rather than focusing on their 

own health or achievements. Often times, the responsibilities of raising grandchildren lend 

toward stress or burden, which has been shown to be a source for developing illness (Lee et al., 

2003). Nurses should, therefore, be intentional about  

 

 

 
Figure 4. Modified Framework 

Based on Study Findings 
 

assessing for burden and altered health in grandmother caregivers and provide essential 

information as well as make necessary referrals to prevent or minimize this burden and altered 
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health.  

Nurses must also assist grandmother caregivers with identifying and establishing support 

systems, referring at risk grandmothers to appropriate service agencies for assistance. 

Grandmothers have reported that knowledge about services provided and how to persevere until 

service needs are met was useful when services were sought (Gibson, 2002a). Consequently, 

nurses should provide as much information about service providers along with explicit 

information about the services to which grandmother caregivers are referred and the processes 

for receiving such services. In addition, nurses should follow-up with the grandmother caregiver 

to assess for issues that may accompany visits to a service provider. One study found that 

grandparents are exposed to negative attitudes from the service providers (Gibson, 2002a). This 

may be a deterrent for some grandmother caregivers. Therefore, nurses should ask the 

grandmother if her needs were met when she received the services or determine whether she 

went to the service provider (she may not have gone).  

Future Recommendations 

Grandmothers in this study reported increased perceived burden with increased perceived 

health, which is contrary to other studies. Studies, therefore, are needed to further examine these 

phenomena when they coexist. Use of actual medical information and physical exams may 

supplement the SF-12. In addition, qualitative research methods may prove beneficial in 

obtaining information about grandmother caregiver experiences of burden. Perhaps the 

appropriate questions were not asked to ascertain true perceptions of burden and health in these 

women. Studies, therefore, using phenomenology to ascertain grandmothers’ lived experiences 

of information need, perceived burden, perceived health, service need, and service use are 
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needed. This research approach may provide rich data, which could explain the relationships 

between these concepts. 

 Furthermore, studies indicated barriers to service use include busy lifestyles and lack of 

family support (Dowdell, 2004; Given et al., 1992; King et al., 2006). Grandmothers in this study 

reported busy schedules and lack of family support as components of perceived burden. Perhaps 

grandmothers in this study did not have time to attend or seek services that they needed. Thus, 

research exploring ways to reduce these and other barriers to service use in grandparent 

caregivers may be useful in improving service use and therefore may improve health outcomes 

of grandmother caregivers. 

While grandmothers reported a need for services in this study, they did not optimize their 

use of services. These grandmothers reported that they used available services sometimes. 

Perhaps, the items to extract service use data from these grandmothers were not appropriate. For 

instance, grandmothers were not asked specifically why services were or were not used. Studies 

are needed to examine grandmother caregiver’s definition of service use, their perceptions of 

service use, and efficacious service providers.  

Finally, information need was a strong predictor of service need and service use. Studies 

are needed to develop and test interventions to address information needs that potentially 

influence service need and service use outcomes. In addition, explorations of how these 

interventions influence other grandmother caregiver problems such as perceived burden, 

perceived health, parental skills, and family relationships are needed. 
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Conclusions 

 Recently, there has been a great deal of research examining the grandparent raising 

grandchildren phenomenon. Yet, many aspects of the phenomenon have not been explored. This 

study explored relationships between AA grandmother characteristics (age, number of 

grandchildren, time as caregiver, education, and income), information need, perceived burden, 

perceived health, service need, and service use.  

Findings in this study supported some components of the adapted conceptual framework. 

Information need was a significant predictor of perceived burden while perceived burden 

predicted perceived health. Neither service need nor service use were predicted by perceived 

burden or perceived health.  

Results also showed that (a) perceived burden was not a significant predictor for service 

need or service use nor did burden predict significant amounts of the variance for service use and 

(b) perceived health was not found to be a significant predictor for service need or service use, 

and perceived health did not predict significant quantities of the variance for service use when 

grandmother demographics and information need were extracted.  

 In summary, women providing care for their grandchildren are vulnerable to decreased 

health and increased burden, thereby, necessitating need for services. There are no simple 

answers to ameliorate grandparent caregiver’s issues, however, learning about the effects of 

grandparent caregiving is not only crucial for the individual, it is vital for the family. This 

knowledge will affect us globally, but most importantly and most immediately families and 

communities are impacted. Local communities are extensions of families, which eventually 

affect the larger world community. The hope is to care for children through caring for their 
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grandmother caregivers by investigating ways of limiting grandmother information need, burden, 

health alterations, service need and service use. In addition, gaining insight to what these 

grandmothers need to enhance their health, decrease their burden, meet their service needs, and 

improve their service use will enhance quality of life for them as well as their grandchildren.  
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Research Information Sheet 
 
 

PRINCIPAL INVESTIGATOR: Gloria F. Carr 
 

TITLE OF PROJECT: African American Grandmother Caregivers: Relationships 
Among Information Need, Perceived Burden, Perceived Health, and Service Need 
and Use. 
 
PURPOSE:   
 
The purpose of this study is to explore and describe AA grandmother caregivers' 
perceptions about their health, the influence of perceived health upon perceived burden, 
the influence of perceived burden and perceived health upon information and service 
need and use in AA grandmother caregivers. 
 
DURATION  
 
The anticipated time for participants to complete the procedures for this study is 1.5 
hours. There are seven church sites that have given permission for this study to be 
completed in their facility with their members. I anticipate at least 50 participants at 
each church location. 
 
PROCEDURES    
 
Procedures for questionnaire completions are planned as follows (I will be present 
during this process): 

1. I will inform participants of the study’s purpose and ask them to read the 
Research Information Sheet; then I will instruct them on the steps for 
completing the questionnaires and tell them how this data will be managed. 

2. Participants will be encouraged to ask questions about the study and interject 
any concerns. The projected time for completion of 1 and 2 is 15 to 30 minutes. 

3. Participants will complete three questionnaires. 
4. Compensation for participant’s time will occur once all participants have 

completed the questionnaires. All participants will be given meal coupons from 
a fast food chain. Participants who decide not to complete the surveys or leave 
before completing the surveys will be given a food coupon as they leave. In 
addition, when participants enter, each will be given two tickets with the same 
number. The participant will keep one ticket and place the other in a basket for a 
gift card drawing. There will be a separate drawing at each participating church. 
A grandmother participant will draw a ticket from the basket.  

5. General information from the study's results will be shared with each 
participating church congregation. 
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POSSIBLE RISKS/DISCOMFORTS     
 
I understand there are no known physical, psychological, social, or economic risks for 
my being in this research study. Although there are no known risks to participate in this 
study, I realize the questions may stir old memories or painful feelings as I think about 
questions while completing the surveys. The facilitator will be available to support me 
during any emotional moments. I may also choose to remove myself from the study at 
any time during the study. 
 
POSSIBLE BENEFITS   
 
I understand that I may not benefit from this research study, but this study may help 
healthcare providers and other professionals learn more about ways they can help 
grandmothers who take care of their grandchildren stay healthy. Being in a group with 
other grandmothers and answering questions may be interesting to me, and I may learn 
more about my health and ways to stay healthy.  
 
ALTERNATIVE PROCEDURES / TREATMENTS  
 
I understand that the alternative to taking part in this research study is to not to take part 
in it. 
 
CONFIDENTIALITY    I understand that all the information I give to the researcher is 
confidential and will be locked in a secure place. My name will not be used on the 
research records. Results from the research study will be grouped and reported on by 
group. The information will be available to the research staff, University of Texas, 
Arlington Institutional Review Board (IRB), and University of Memphis IRB. The IRB 
is protecting my rights for taking part in this research study.  
 
Every attempt will be made to see that the study results are kept confidential. A copy of 
the records from this study will be stored in a locked file cabinet for at least three (3) 
years after the end of this research. The results of this study may be published and/or 
presented at meetings without naming me as a participant. Although my rights and 
privacy will be maintained, the Secretary of the Department of Health and Human 
Services, the UTA IRB, the FDA (if applicable), and personnel particular to this 
research (individual or department) have access to the study records. The data will be 
kept completely confidential according to current legal requirements. They will not be 
revealed unless required by law, or as noted above. 
COMPENSATION FOR MEDICAL TREATMENT:  
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I understand that I am not waiving any legal rights or releasing the University of 
Memphis and the University of Texas, Arlington or their agents from liability or 
negligence. I understand that, in the event of physical injury resulting from this research  
 
study, the University of Memphis and the University of Texas, Arlington does not have 
funds budgeted for compensation either for lost wages or for medical treatment.  
 
Therefore, these Universities do not provide for treatment or reimbursement for such 
injuries.  
 
If injury should occur, efforts will be made to locate resources in the community to 
provide needed medical treatment. No compensation for injury or health care will be 
available through the sponsor of this research study.  
 
FINANCIAL COSTS 
 
I understand there will be no costs to me for being in this research study. If I identify 
unmet health needs during the group discussion, I will be referred to a professional for 
health care. The cost of further evaluation and treatment will be my responsibility or the 
responsibility of my insurance company.  
 
CONTACT FOR QUESTIONS   
 
If you have any questions, problems or research-related medical problems at any time, 
you may call Gloria Carr at 901-678-3080, or Jennifer Gray at 817-272-5295. You may 
also call the Chairman of the University of Texas, Arlington Institutional Review Board 
at 817-272-1235 or the University of Memphis Institutional Review Board at 901-678-
3424 for any questions you may have about your rights as a research participant. 
 
VOLUNTARY PARTICIPATION   

 
Participation in this research study is voluntary. You may refuse to participate or quit at 
any time. If you quit or refuse to participate, the benefits (or treatment) to which you are 
otherwise entitled will not be affected. You may quit by discontinuing the completion of 
the questionnaires and informing the facilitator, Gloria Carr.  
 
By completing the questionnaires, I confirm that I have read or had this document read 
to me. Completing the questionnaires I also confirm that I agree to participate in this 
study. I may keep this document for your records. I have been and will continue to be 
given the chance to ask questions and to discuss my participation with the investigator.   
 
I freely and voluntarily choose to be in this research project. 
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PERCEIVED BURDEN 

(CAREGIVER REACTION ASSESSMENT) 
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Perceived Burden (Caregiver Reaction Assessment) 
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 SF-12v2™ Health Survey © 2002 
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 Instrument Use Permission 

Demographic Data Form 

From: Binette, Joanne [mailto:JBinette@aarp.org] 
Sent: Fri 1/12/2007 2:52 PM 
To: Gloria Fulton Carr (gcarr) 
Cc: Guengerich, Terri 
Subject: FW: AARP Tennessee Member Opinion Survey 

Hi Gloria, 
 
I'm responding for Terri.  You can go ahead and feel free to use our survey as a guide for 
your own evaluation.  I don't have any reliability evaluations for this survey.  
 
If you have any other questions please let me know.  I'll be back in the office on Tuesday. 
 
Thanks, 
Joanne 
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Caregiver Reaction Assessment 
From: Lindsay Morris [mailto:Lindsay.Morris@hc.msu.edu] 
Sent: Mon 10/16/2006 6:16 AM 
To: Gloria Fulton Carr (gcarr) 
Subject: Re: Tool Use Request 

We are happy to provide you with the Caregiver Reaction Assessment (CRA) from the 
Family Care Research Program at Michigan State University. 

It is available online at: http://www.cancercare.msu.edu/tools/tooluse.htm.  

From here you may view it online, or print off a hard copy.  

Should you have any questions or comments, please don't hesitate to contact us.  

Regards,  

Lindsay Morris  
Family Care Studies  
Michigan State University  
B510 West Fee Hall  
East Lansing, MI 48824  
(517) 353-0306  
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Short Form12v2™ Health Survey 
From: Dana Kopac on behalf of Heather Looney 
Sent: Wed 11/8/2006 8:37 AM 
To: Gloria Fulton Carr (gcarr) 
Subject: Survey Forms for License #28401 

 Dear Gloria,    
Thank you for returning the signed agreement and payment to license version 2 of the, 
SF-12v2™, 4-week (standard) Health Survey(s).  Please find attached Microsoft Word 
and Adobe Acrobat files for the language(s) you have requested to license.    

NOTE: If you have licensed other languages besides US English, please print a hard copy 
of the Adobe Acrobat file for each translation.  We would like to ask that you compare 
the Microsoft Word file against the Adobe Acrobat file before administering the surveys 
to your patients. If you do not have Adobe Acrobat Reader installed on your computer, 
you can download a FREE copy at http://www.adobe.com/support/downloads/main.html 
The reason for this verification is your computer may not have all the fonts installed to 
open up the Microsoft Word document correctly.  

Please do not hesitate to contact me with questions.    

www.qualitymetric.com  - information about our products, consulting services and 
licensing our surveys  

www.sf-36.org  - information about our surveys  

www.iqola.org - information about the validation of our surveys   

Kind Regards,  
   

Dana Kopec  
Administrative Assistant  
Phone: 401.642.9267  
Fax: 401.334.8770  
dkopac@qualitymetric.com   
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 Data Collection Script 
 
1) Introductions: 
Hello my name is Gloria Carr (please call me Gloria). I am the facilitator/leader of your 
meeting. I am a graduate student at the University of Texas and am in the process of 
completing my dissertation study. I am interested in learning about grandmothers raising 
grandchildren in Memphis and what services grandmothers need to help them raise their 
grandchildren. 
 
We are here today so that you can complete surveys about yourself, your health, how 
grandparenting has influenced your life, and services you think would help you to raise 
your grandchildren. There are no right or wrong answers, so complete the survey 
honestly. All information that you provide will be kept confidential. Your names will not 
be connected to any information that you provide. Once these surveys are collected, they 
will be kept in a locked cabinet. I am the only person who has a key to the locked cabinet.  
 
To compensate for your time, you will be given a meal coupon from a fast food chain in 
Memphis, TN once everyone has completed the surveys. In addition, each of you has two 
tickets with the same number. At the end of this, you will keep one ticket and place the 
other in a basket to draw for a family dinner.  
 
After all of your information has been categorized, I will be back to share the information 
with you. 
 
2) Obtain informed consent  

There is an information sheet in front of you. Please read this form completely. We will 
take time for you to ask questions and me to respond after everyone has indicated that 
they are finished reading the sheet. You may begin reading (Wait and look for 
indications of completion from participants). Ask: Have all of you completely read the 
information sheet? If yes…Ask: Are there any questions? Respond to questions. 
Inform participants that they may keep the research information sheet to refer to later if 
needed. Also, inform participants that completing the surveys will serve as their consent 
to participating in this study. However, you may stop completing the surveys at any time 
during this process. 
 
3) Completion of the surveys  

You may begin completing the surveys. There is no right or wrong answer. Please 
raise your hands if you have any questions. (Wait and look for indications of 
completion from participants). Ask: Have all of you completed the surveys? 

If yes, serve refreshments. 

4) Refreshments  
Let’s take a 10 minute break for refreshments and mingling. Give the meal coupon. Ask 
participants for one of their tickets to place in the basket. Ask one of the grandmother 
participants to draw a ticket. Call out the winning number. Congratulations to the 
winner!!! 
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Remember to look for flyers informing you of my return date so that I can share this 
information with you. I look forward to seeing you all then.  

 

Thank you. Thank you, Thank you 

5) Distribute Certificates of Appreciation 
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Institutional Review Boards Initial Approval  

The University of Memphis 
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The University of Texas at Arlington 
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 Institutional Review Boards Modification Approval 

The University of Memphis 
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The University of Texas at Arlington 
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FREQUENCY DISTRIBUTION TABLE FOR SERVICE USE
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APPENDIX O 

FREQUENCY DISTRIBUTION TABLE FOR PERCEIVED BURDEN
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APPENDIX P 

FREQUENCY DISTRIBUTION TABLE FOR PERCEIVED HEALTH
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