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This study compares the health of 42 grandparent, 44 spouse, and 130 adult-child caregivers
with 1,669 noncaregivers in 1994 and 1974. in 1994, all three caregiver groups had poorer
mental health than the noncaregivers; grandparent caregivers also had poorer physical health
and greater activity limitations. Spouse and adult-child caregivers had not differed from the

noncaregivers 20 years prior, but grandparent caregivers had experienced poorer health than
the noncaregivers and more stressful life events than the other caregivers. Caregiving appears
10 add new burdens to otherwise normal lives for spouse and adult-child caregivers, while
being yet another aspect of a difficult life course for grandparent caregivers.
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Caring for a disabled spouse or parent is gener-
ally viewed as stressful. Specific negative impacts of
caregiving include increased levels of depression,
anxiety, poor perceived physical health, increased
health care utilization, and conflict between care-
givers and other family members (Cantor, 1983;
George & Gwyther, 1986; Poulshock & Deimling,
1984; Schulz, Visintainer, & Williamson, 1990; Straw-
bridge & Wallhagen, 1991). The stress of caregiving
may also affect how caregivers view future care for
themselves. Nearly half of the adult child caregivers
interviewed in one study said the experience of car-
ing for a parent had made them not want their fam-
ily to care for themselves if they ever became de-
pendent (Wallhagen & Strawbridge, 1995).

However, not all aspects of caregiving are nega-
tive. Some caregivers report increased gratification,
feelings of usefulness, improved relationships with
the person being cared for, or increased pride in
their own abilities to meet new crises (Brody, 1985;
Hoyert & Seltzer, 1992; Motenko, 1989; Schulz,
Tompkins, & Rau, 1988; Stone, Cafferata, & Sangl,
1987). However, the more common experiences re-
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ported in the literature are of negative impacts,
both because of the strenuous demands made by
caregiving and because of the experience of seeing
a relative become increasingly disabled.

Recently a new type of caregiver has been identi-
fied with equally serious health consequences —
grandparents raising grandchildren (Burton, 1992;
Minkler & Roe, 1993; Roe, Minkler, & Barnwell,
1994). According to Minkler and Roe, grandparent
caregivers may be at greater risk for health prob-
lems than other caregivers because they are fre-
quently poor, are members of a minority, and are
providing care because the biological parents (their
children) are impaired themselves.

Minkler and her colleagues studied poor African
American women caring for their grandchildren be-
cause the children’s parents were incapacitated by
extensive crack cocaine use. How well such findings
can be generalized to other grandparent groups
and caregiving situations is not clear, although
there is evidence that grandparent caregivers are
found in other population groups and for reasons
other than drug addiction of the biological parents
(Jendrek, 1994; O'Reilly & Morrison, 1993). Census
estimates place the number of children being cared
for by grandparents in the United States at more
than 3 million (Saluter, 1992).

Although caregiving studies have frequently dem-
onstrated associations between caregiving burdens
and health outcomes, design aspects of many stud-
ies limit both their validity and generalizability. As
Schulz (1990) has noted, many studies recruit sub-
jects from caregiver programs and therefore are

_more likely to interview those who are distressed
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and seeking help in the first place. In addition, out-
comes assessed in most caregiving studies are spe-
cific to the caregiving situation, rather than being
comparable across studies. The inclusion of more
standardized and clinically oriented measures, such
as standardized depression scales, self-reported
health, and prevalence of chronic conditions, has
been recommended to better assess the impact of
caregiving in comparison with stressors in noncare-
givers (George & Gwyther, 1986),

A few studies have included comparison groups of
noncaregivers. Dura, Stukenberg, and Kiecolt-Glaser
(1991) have shown that adult child caregivers of de-
mentia patients experience more depression than
matched noncaregiving spouses. Similar findings
for spouse caregivers compared with matched con-
trols were reported by Russo, Vitaliano, Brewer,
Katon, and Becker (1995). Another study showed
greater prevalence of depression among a mixed
group of spouse and adult child caregivers com-
pared with noncaregiving controls (Baumgarten et
al,; 1992). Kiecolt-Glaser, Dura, Speicher, Trask, and
Glaser (1991) compared 69 spouse and adult-child
caregivers with 69 sociodemographically matched
noncaregiving controls and found both greater lev-
els of depression and poorer immune system func-
tioning among the caregivers. Another study com-
pared 44 caregivers of demented relatives (mostly
spouses and parents) with 44 noncaregiving con-
trols and found significantly higher depression,
poorer perceived health, more chronic conditions,
less church attendance, and fewer other social ac-
tivities for caregivers (Haley, Levine, Brown, Berry, &
Hughes, 1987). However, controls weére volunteers,
some of whom were recruited from local churches,
making it questionable how representative of non-
caregivers they really were. Another study com-
pared caregivers of persons over age 60, caregivers
of younger adults (ages 18-59), and caregivers rais-
ing children with those reporting no dependent
care {Neal, Chapman, Ingersoll-Dayton, Emlen, &
. Boise, 1990). In general, those with dependent care
of any kind reported more work interruptions,

more stress in family relationships, and more stress

in combining work and family responsibilities. The
two adult-child caregiver groups reported more
stress from personal health. All subjects were
full-time employees and were relatively young
(mean age = 39.7). )

The cross-sectional nature of most caregiving
studies makes it difficult to know how much of the
negative impacts on health observed for caregivers
might have occurred before the caregiving actually
began. One study of women's well-being found that
prior life satisfaction moderated the effects of care-
giving on subsequent self-esteem, depression, and
role conflict (Moen, Robison, & Dempster-McClain,
1995). In the case of grandparent caregivers, Min-
kler and Roe (1993) noted that those they studied
had experierniced a difficult life of poverty and family
instability before their caregiving duties began;
such prior life experiences could account for at
least some of the negative effects on health ob-

served. A fruitful question, then, is whether caregiv-
ing catches people in the midst of living otherwise
normal lives and hence adds fresh burdens that se-
riously affect mental and physical health or whether
caregiving is only one of many stressors in an al-
ready difficult life course. The answer to this ques-
tion would have implications for the kind of com-
munity support services that would be most helpful
in reducing caregiver stress.

The analyses reported here assess the relative im-
pacts of caregiving for three different types of care-
givers (grandparent, spouse, and adult child) com-
pared with noncaregivers. All subjects were part of
an ongoing community study, so their health could
be analyzed both at the time of caregiving in 1994
and 20 years earlier. Comparative measures used for
caregiver stress were instruments commonly used
for assessing mental health, physical health, and ac-
tivity limitations in general populations. ltems mea-
suring stressiul life events assessed difficulties expe-
rienced with marriage, finances, setious illness,
employment, and problems experienced by
children. With this design it was possible to test
both whether the three types of caregivers experi-
enced more mental and physical health problems
than noncaregivers, and whether observed burdens
for caregivers were new or were reflecting problems
occurring in a more difficult life course in general.

Methods

Sample

The sample was drawn from the Alameda County
Study, a longitudinal study of health and mortality .
that has followed a cohort of 6,928 persons selected
in 1965 to represent the adult noninstitutionalized
population of Alameda County, California. Detailed
design and sampling procedures for this study have .
been reported elsewhere (Berkman & Breslow,
1983; Hochstim, 1970). Subjects are followed regard-
less of subsequent location or disability status. Sur-
vivors have been interviewed in 1974, 1983 (50%
sample), and 1994, with response rates. of 85%, 87%,
and 93%, respectively.

The analyses reported here are based upon
self-reported data and include 1,885 subjects aged
46-75 who responded to questions asked about
caregiving in the 1994 follow-up. Subjects older
than age 75 were omitted because few reported any
caregiving activity. There were 145 African Ameri-
cans (7.7%), 80 Asian Americans (4.2%), 81 Hispanics
(4.3%), and 30 Native Americans (1.6%) in the sam-
ple. Males numbered 816 (43.3%). The mean age
was 6.5 years.

Caregiving and Demographic Measures
Caregivers were defined as follows:

Grandparent Caregivers. — Those who indicated

in 1994 that they were raising a grandchild, great
grandchild, grandniece, or grandnephew under 18
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years old. The inclusion of grandnieces and grand-
nephews and the requirement that these caregivers
be actually raising the child are consistent with
Minkler and Roe (1993). Grandparents providing day-
care services for grandchildren so that their parents
could work full time were not included in this defi-
nition.

Adult-Child Caregivers. — Those who indicated in
1994 that they were helping to care for a parent and
were either doing two or more assistive activities
from a list of six items (provide financial assistance,
run errands, provide transportation, do household
chores, arrange for others to provide care, or help
with financial matters) or were helping with per-
sonal care, medications, or treatments, or living
with their parent.

Spouse Caregivers. — Those who indicated in
1994 that they were helping to care for a husband,
wife, or partner and were also doing at least the
same minimal activities as the adult-child caregivers
described above. These minimal entry-level criteria
are consistent with those used in other studies of
adult-child and spouse caregivers (Stone, Cafferata,
& Sangl, 1987).

Noncaregivers. — Those who indicated they were
not providing care to anyone.

Demographic variables included age, gender, eth-
nicity, and education. Income data were missing for
some of the older subjects and thus did not repre-
sent their wealth accurately. For these subjects, hav-
ing financial problems was substituted for income
and was defined as reported not having enough
money in the past 12 months to buy clothing, fill a
prescription, see a doctor, or pay the rent or mort-
gage, or not having enough money in the past 30
days to buy food.

1974 and 1994 Mental and Physical Health

Five dichotomously scored measures of physical
health, mental health, and physical functioning that
had been asked in both 1974 and 1994 were used to
assess the caregiver burden:

* Fair or poor health versus health reported as

good or excellent.

» Not happy versus “very happy” or “pretty happy.”

* One or more chronic conditions included any
of the following: arthritis, stroke, heart disease,
chronic obstructive pulmonary disease (bron-
chitis or emphysema), cancer, diabetes, high
blood pressure, or asthma.

* Activity limitations included one or more of the
following problems: had trouble climbing stairs
or getting outdoors, unable to work because of
iliness or injury, changed kind of work or cut
down on number of hours of work because of
iliness or injury, and cut down on any other ac-
tivity because of iliness or injury.

* One or more depressive symptoms was based
upon reports in 1994 of one or more depressive
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criteria from the nine used in the Diagnostic
and Statistical Manual 111-R (American Psychi-
atric Association, 1987). These criteria had not
been developed in 1974. For this earlier period,
depression was measured by reports of one or
more of 18 depressive symptoms from the
depression scale developed by Roberts and
O'Keefe (Kaplan, Roberts, Camacho, & Coyne,
1987; Roberts & O’Keefe, 1981).

1974 Stressful Life Events

The 1974 survey included questions about stressful
life events occurring at any time in the last 8 years
{i.e., since the baseline interview in 1965). Five cate-
gories of these events were used. Marital problems
included separation, divorce, or “other marital prob-
lems or difficulties.” Financial problems asked
whether “serious financial difficulties or problems”
had occurred. Serious illness asked about the occur-
rence of a serious illness, injury, or operation for self.
Child problems included the occurrence of a serious
iliness, injury, operation, or anything else “happen-
ing to children that was bad for them.” Job probfems
asked about job problems, job difficulties, or worries
of oneself or spouse. All of these life event items
were simply scored “yes” or “no.” Raising children
was measured by noting whether subjects reported
any child under 18 years of age living at home.

Analyses

After summarizing the characteristics of the sam-
ple, similar strategies were used for both the 1994
and 1974 comparisons. Although specific caregiving
questions had not been asked in 1974, the assump-
tion was that few of the caregivers would have been
caring for someone two decades earlier. Each of the
three types of caregivers was compared with the
noncaregivers on the five caregiver health measures
using logistic regression models, with the health
measures entered as dependent variables and the
caregiver types entered as independent variables,
Given the stronger differences observed between
grandparent caregivers and noncaregivers at both
time periods than between either spouse or adult-
child caregivers and noncaregivers, comparisons on
the 1974 stressful life events were then made be-
tween grandparent caregivers and the other two
caregiver types combined, to further assess whether
the grandparent caregivers had experienced a more
difficult life course.

Caregiving analyses typically involve a number of
conditioning or intervening variables, such as age,
gender, socioeconomic status, social support, and
the quality of the relationship between the care-
giver and the person being cared for (Montgomery,
Stull, & Borgatta, 1985; Pearlin, Mullan, Semple, &
Skaff, 1990). The small number of grandparent and
spouse caregivers made coefficient estimates unre-
liable with more than two control variables in the
logistic regression analyses, so only age and educa-
tion were included in each model. The decision to

use age and education was based upon examining
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the relationships between potential control vari-
ables (age, gender, ethnicity, education, and having
financial problems) with all of the burden and life
events measures. Age was most strongly and consis-
tently associated with these measures, followed by
education. As a further test all models were rerun
using three sets of control variables: age and gen-
der, age and ethnicity, and age and financial prob-
lems, These additional runs produced results simi-
lar to those presented here.

Results

Type of Caregiver Characleristics

Table 1 summarizes sample characteristics for the
three types of caregivers and noncaregivers in 1994.
Not surprisingly, spouse caréegivers were the oldest,
with a mean age of 64.6 years; parent caregivers
were the youngest, with a mean of 57.8 years. Com-
pared with noncaregivers, all three caregiver groups
had lower proportions of males. Among the three
caregiving groups the proportion of males was
highest among the spouse caregivers. Grandparent
and spouse caregivers had the lowest rates of em-
ployment. A higher proportion of grandparent care-
givers reported the prevalence of one or more
chronic conditions and were experiencing financial
problems. The highest proportions of African Amer-
icans and those with fewer than 12 years of educa-
tion were found among the grandparent caregivers.

1994 Mental and Physical Health

Age- and education-adjusted comparisons be-
tween each of the three caregiver groups and non-
caregivers in 1994 on mental and physical health are
shown in Table 2. Compared with the noncare-
givers, grandparent caregivers had significantly
poorer results on four of the five measures. At 1.74,
the odds ratio comparing grandparent caregivers
with noncaregivers on one or more chronic condi-
tions is high but not statistically significant. Both
spouse and adult-chiid caregivers had significantly

Table 1. Sample Characteristics in 1994 (N = 1,885)

poorer results on the depression and unhappiness
measures, but were similar to the noncaregivers
with respect to chronic conditions, perceived
health, and activity limitations.

1974 Mental and Physical Health

Table 3 presents comparisons on the five mental
and physical health conditions between the three
types of caregivers and noncaregivers for 1974. Re-
sults are adjusted for age and education. Grandpar--
ent caregivers had significantly poorer results on all
measures compared with the noncaregivers. Unlike
1994, however, neither the spouse caregivers nor
the adult-child caregivers had significantly poorer
results on any of the health measures.

1974 Stressful Life Fvents

Table 4 presents comparisons in 1974 for stressful
life events between the grandparent caregivers and
the other two types of caregivers combined, again
adjusting for age and education. Three of the mea-
sures indicate statistically significant differences:
more grandparent caregivers reported marital, fi-
nancial, and serious illness problems in 1974 than
did the combined caregiver group of spouse and
adult-child caregivers. The odds ratio of 1.55 for
raising children in 1974 is relatively high for the
grandparent caregivers, but this difference was not
statistically significant. There were no meaningful
differences cbserved for child or job problems.

Discussion

The results reported here indicate that grandpar-
ent, spouse, and adult-child caregivers experience
significantly greater levels of both depressive symp-
toms and unhappiness than noncaregivers when
age and education are taken into accournit. Because
these caregivers were part of a long-running repre-
sentative community study rather than having beén
selected by connections with service or support
groups, the comparison of caregiver mental health

Table 2. Odds Ratios* Comparing Three Types of 1994 Caregivers
With Noncaregivers on Five Measures of Mental and
‘ Physical Health (N = 1,885)

1994 Type of Caregiver
Grand- Adult Non-

1994 Variable parent Spouse Child caregiver
Nurnber 42 44 130 1,669
Mean age in years 60.9 64.6' 57.8 61.8
Age range in years 49-73  51-75  48-74 46-75
Males (%) 26.2 36.4 33.9 44.6
African Americans (%) 26.2 6.8 6.9 7.3
Non-high school

graduates (%) 238 9.1 7.7 138
Married or partnered (%)  69.1 100 66.2 73.8
Currently employed (%) 333 34.1 585 46.9
Having financial

problems (%) 40.5 13.6 25.4 18.0
One or more chronic

conditions (%) 78.6 70.5 61.5 68.6

Type of Caregiver
Adult
Grandparent Spouse Child
1994 Condition n=42 n=44 n=130
One or more depressive
symptoms/none 3.20% 2.02* 137+
Not happy/happy 2.59* 3.71** 2.27%*
One or more chronic
conditions/none 1.74 0.92 0.95
Fair or poor health/good )
or excellent 2,78** 0.67 137
Activity limitations/none 2.34** 123 115
*Odds ratios compare prevalence of indicated condition for
each type of caregiver with prevalence for 1,669 noncaregivers.
All models adjust for age and education.
+p < .10; *p < .05; **p <.01.
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Table 3. Odds Ratios® Comparing Three Types of 1994 Caregivers
With Noncaregivers on Five Measures of Mental and Physical
Heaith in 1974 (N - 1,885)

Type of Caregiver
Adult
Crandparent Spouse Child

1974 Condition n=42 n=44 n=130
One or more depressive

symptoms/none 2.23+ 1.30 1.03
Not happy/happy 2.13% 0.95 1.16
One or more chronic

conditions/none 3.10** 128 1.00
Fair or poor health/good

or excellent 1.97+ 0.88 115
Activity limitations/none 2.67** 1.25 1.24

*Odds ratios compare prevalence of indicated condition for
each type of caregiver with prevalence for 1,669 noncaregivers.
All models adjust for age and education.

+p <.10; *p < .05; **p < .01.

Table 4. Odds Ratios* Comparing 1994 Grandparent Caregivers
With 1994 Combined Spouse and Adult-Child Caregivers on
Stressful Life Events in 1974 (N = 216)

1974 Condition

Financial problems 2.65*
Marital problems 2.42%
Serious illness 2.12*
Raising children 1.55
Child problems 1.28
Job problems 1.04

*0dds ratios compare prevalence of indicated condition re-
ported in 1974 for 42 grandparent caregivers, with prevalence for
174 spouse or adult-child caregivers. All models adjust for age
and education.

*p <.05.

with that of noncaregivers should be generalizable
to other groups of caregivers in the United States.

We found no differences between two of the
caregiver groups (spouse and adult child) and the
noncaregivers on three measures of physical health
and functioning. These results support George and
Gwyther’s (1986) findings of differences in mental
health but not physical health for spouse and adult-
child caregivers compared with national norms.
However, the grandparent caregivers in our study
did evidence poorer physical health and function-
ing than noncaregivers, even with adjustments for
age and education. These findings support those re-
ported for African American grandparent caregivers
in Oakland, California, by Minkler and Roe (1993),
but broaden their results to other ethnic groups
and to locations outside Oakland.

Because the grandparent caregivers analyzed in
our study had their grandchildren actually living with
them, the strong negative mental and physical health
outcomes these caregivers experienced would not
necessarily apply to all grandparent caregivers.
Grandparents who watch their grandchildren so that
the parents can work full time may not experience as

Vol. 37, No. 4, 1997

much stress as those actually raising their grandchil-

dren. Watching small children during the day until
they are old enough to attend school does not in-
volve as much time or responsibility as raising chil-
dren to adulthood. Such day-care grandparents
formed the largest subgroup in the grandparent care-
giving study conducted in Ohio by Jendrek (1994).

By using a life-course perspective, the results in
our study extend the knowledge of caregiving im-’
pacts by comparing the three types of caregivers
both while providing care in 1994 and while provid-
ing care 20 years earlier. In 1974 the grandparent
caregivers evidenced problems similar to those they
were experiencing in 1994, while the spouse and
adult-child caregivers were not significantly differ-
ent from noncaregivers on any of the health mea-
sures used. Furthermore, the grandparent care-
givers were significantly more likely than the other
two types of caregivers to have experienced nega-
tive life events, such as problems with marriages, fi-
nances, and physical health 20 years earlier.

These data suggest that caregiving comes in the
midst of otherwise normal lives for most spouse
and adult-child caregivers, so that the demands of
care are experienced as new problems, with result-
ing increases in depressive symptoms and unhappi-
ness. Such negative mental health outcomes should
reverse when the caregiving and grieving end.
Grandparent caregivers, however, have had difficult
lives for some time and thus experience their new
responsibilities as additional burdens for an already
difficult life course. These new caregiving burdens
further compound old burdens. One obvious prior
stressor involves the situation that put these grand-
parents in the position of being parents. A tragedy
of some sort has occurred that may bring its own
weight to bear on present burdens.

In terms of assistance needed, the results re-
ported here suggest that grandparent caregivers re-
quire more broad-based assistance in meeting life’s
challenges than do the other two types of care-
givers. Support groups, respite, and day-care pro-
grams may be helpful for those experiencing care-
giving as a new, added burden. In these programs
the emphasis is upon assistance and support to
meet specific burdens directly associated with care-
giving — burdens that were not present before the
caregiving began and that, with the possible excep-
tion of bereavement, will not remain when the care-
giving ends. In addition to such services directly as-
sociated with caregiving, grandparent caregivers
probably require more general support to meet
broader demands that have been exacting a toll for
some time. For them, caregiving burdens represent
only one of many problems in a difficult life. Further
research is needed to address the unique service
needs of this vulnerable population.
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