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Abstract

The authors used Andersen’s (2008) behavior model to investigate patterns of enrollment and
treatment engagement among 343 custodial grandmothers who participated in a randomized
clinical trial of three psychosocial interventions:(a) a behavioral parenting program, (b) a cognitive
behavioral coping program, or (c) an information-only condition. Treatment completion was
superior to that typically found with birth parents, even though the grandmothers and their target
grandchildren both had high levels of mental and physical health challenges. Compliance did not
differ significantly by condition but was higher among grandmothers who self-reported less
positive affect, were older, and were using mental health professionals. Treatment satisfaction was
highest in grandmothers who attended more treatment sessions, reported lower annual family
income, had a health problem, and were using mental health professionals. The practice and policy
implications of these findings are discussed, especially in terms of strategies for enhancing the
engagement of custodial grandfamilies in future psychoeducational interventions.
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Shifts in child welfare policy, increased caseloads, declines in traditional foster care homes,
and case workers’ favorable view of kin as foster parents have made placement with
relatives the most common type of foster care when relatives are willing and able to assume
care (Dolan, Casanueva, Smith, & Bradley, 2009). Grandparents often accept this role, and
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more than 900,000 grandparent householders provide care to custodial grandchildren
(CGCs) under age 18 in absence of coresident birth parents (U.S. Census Bureau, 2011).
These families are known as custodial or skipped generation grandfamilies, with equal
proportions being headed by a lone custodial grandmother (CGM) or both grandparents.
However, because less than 1% of households are headed by a lone grandfather (Ellis &
Simmons, 2014) our focus is on CGMs.

Although CGMs and CGCs face higher risk of mental health difficulties than their age peers
in the general population (Kelley, Whitley, & Campos, 2011; G. C. Smith & Palmieri, 2007),
no studies addressing issues of enrollment and treatment satisfaction regarding evidence-
based interventions involving custodial grandparents have been published. Instead,
programming for these caregivers has largely involved descriptive studies of support groups
that vary greatly in terms of leadership and content and are not evidence based (Littlewood,
2014). Less common support services for this population include warm lines, resource
centers, websites, and respite (Minkler, Driver, Roe, & Bedeian, 1993).

Little research exists that has dealt with interventions targeting grandparent caregivers, and
that which is published does not address questions bearing on sample recruitment, study
enrollment, and satisfaction with interventions. For example, Vacha-Hasse, Ness, Dannison,
and Smith (2000) found that, during an 8-hour psychoeducational group, group leaders
perceived CGMs as having gained mastery in such areas as parenting skills, personal well-
being, relationships, managing finances, and exploring legal issues. Kelley and Whitley
(2003) found that a community-based interdisciplinary intervention improved grandmother
caregivers’ physical health and depression. In a separate study (Project Healthy
Grandparents), Whitley, Kelley, and Campos (2013) demonstrated the positive effects on
empowerment of a case management support group/parenting skills intervention among
predominantly African American grandmothers. Smith, Dannison, and James (2013)
reported on a multisite services-oriented curriculum-based intervention (The Second Time
Around) that focused on the enhancement of parenting skills in custodial grandparents with
attendant benefits for the grandchild (see also Dannison & Smith, 2003; A. B. Smith &
Dannison, 2008). These studies, however, lacked a control group against which to evaluate
programmatic impact. In contrast, in a study with a randomized control design, Hayslip
(2003) found both the quality of grandparent—grandchild relationships and parental efficacy
improved after participation in a six-session psychoeducational program targeting both
grandparent caregiver and grandchild-related issues bearing on raising a grandchild.
However, participants also reported more depression and parental role strain, reflecting
frustrations they felt in not having control over many aspects of their own and their
grandchildren’s lives.

Given the scarcity of past evaluative intervention research in this population, it is vital to
know whether custodial grandparents with elevated need actually enroll in interventions
intended for them as well as whether they are more satisfied with and likely to complete a
particular type of intervention. In this article we report information on 343 CGMs who
participated in a longitudinal randomized clinical trial (RCT) conducted across four states in
which two evidence-based interventions were compared in regard to facilitating health
promotion/risk reduction behaviors benefiting the mental health of CGMs and custodial
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grandchildren alike. Although the study was originally designed to compare the relative
efficacy of cognitive behavioral therapy (CBT), behavioral parent training (BPT), and an
information-only condition (10C), findings regarding characteristics of enrollees as well as
their intervention attendance and satisfaction can provide valuable insights on the feasibility
of conducting such research as well as participant acceptance of the experimental conditions.

We address three questions that inform future clinical research and practice with this target
population:

1. What characterizes the CGMs who enrolled in the RCT?

2. What levels of engagement, as indexed by treatment compliance and
satisfaction, were demonstrated by GCMs?

3. Which factors are related to treatment engagement?

These questions are considered from the perspective of Andersen’s (2008) behavioral model
of health services use. Variations of this model have informed numerous health service
utilization studies since the 1960s, including several on custodial grandfamilies per se
(Montoro-Rodriguez, Smith, & Palmieri, 2012; G. C. Smith, Montoro-Rodriguez, &
Palmieri, 2010; Yancura, 2013). According to Andersen, service use is affected by three
broad characteristics: (a) predisposing factors that directly influence use (e.g., as age and
gender), (b) enabling resources that assist or impede use (e.g., income and social support),
(c) and need variables (e.g., clinical symptoms). This model also recognizes that contextual
features of the health care system influence service use and satisfaction.

Our use of Andersen’s (2008) model is consistent with that of Lippens and Mackenzie
(2011), who employed it uniquely to examine treatment satisfaction and dropout among
older users of mental health services. The categorization of study variables according to the
Andersen model is shown in Tables 1 and 3. Because of the scarcity of past research on the
enrollment and engagement of CGMs within intervention studies, we formulated the
research questions stated above rather than specific hypotheses.

Events leading to surrogate parenting, along with the stressors of full-time parenting, have
adverse psychological, physical, and social effects on both CGMs and CGCs (Hayslip &
Kaminski, 2005; Park & Greenberg, 2007). Thus, it is important to examine whether
grandfamilies enroll in and complete interventions intended for them. Because interventions
are most likely to succeed when they are congruent with the participants’ beliefs, values, and
needs (Czaja & Schulz, 2003), understanding what influenced participants’ response to our
RCT will also be instructive for future recruitment and retention efforts (Kirby & Sanders,
2012, 2014). Our focus on compliance and satisfaction reflects the stance that treatment
engagement encompasses both attitudinal and behavioral facets (Lindsey et al., 2014).

The comparisons of completion and satisfaction rates for BPT, CBT and 10C within our
RCT makes the question “What predicts treatment compliance and satisfaction?” especially
meaningful. Given that the 10C involved only the delivery of pertinent information to CGMs
within a supportive group format, it approximated the current standard of care, which is a
support group approach that provides information and opportunities to share experiences
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(Littlewood, 2014; Minkler et al., 1993). The BPT and CBT conditions, on the other hand,
were evidence based and targeted the development of specific and distinctive skills. The aim
of BPT is changing caregivers’ behaviors, perceptions, communication, and understanding
to effect desired changes in child behavior (Lundahl, Risser, & Lovejoy, 2006). Although it
has been used and evaluated extensively with birth parents, we know of only one study that
applied BPT with caregiving grandparents (Kirby & Sanders, 2014). Unlike the CGMs in
our study, however, their sample included grandparents who were not the grandchild’s full-
time caregiver.

The primary aim of CBT is to have caregivers reduce their own distress by using cognitive
and behavioral strategies to deal with demanding situations, modify negative thoughts,
increase positive activities, improve problem-solving and coping skills, and modify core
beliefs (Beck, Rush, Shaw, & Emery, 1979). Although CBT has been examined for use with
diverse types of family caregivers (Pinquart & Sorensen, 2006), we know of no research on
its use with caregiving grandparents. Here we investigate not only whether BPT and CBT
yield greater engagement than the 10C standard of care approximation but also whether they
produce different levels of engagement compared to one another.

Treatment engagement may well vary by intervention type and by different CGM and CGC
characteristics. Past studies, for example, suggest that the degree of behavioral difficulties in
CGCs differentiates subgroups of grandparents (Hayslip, King, & Jooste, 2008; Young &
Dawson, 2003). In turn, it may be that treatment engagement and satisfaction associated
with BPT is greater among CGMs raising CGCs with higher levels of adjustment
difficulties. In contrast, CBT may be valued more by CGMs with higher emotional distress
that is independent of the CGC’s behavior problems. It is also possible that CGMs prefer
CBT over BPT because participating in CBT does not imply having any parenting deficits,
as attending BPT might do (Chronis, Gamble, Roberts, & Pelham, 2006). Being viewed as a
“good parent” is important to CGMs, who have decades of experience in childrearing and
may resist the idea that their parenting skills could be enhanced (Hayslip & Kaminski,
2005).

We also explore whether key CGM and CCG characteristics are related to engagement. The
only published work to draw on for this purpose is a rare in-depth investigation on how
caregiving grandparents react to an intervention targeted for them, conducted by Kirby and
Sanders (2012). Other studies on engagement within the mental health literature focus on
specific interventions intended for specific client populations and do not involve
comparisons across different types of intervention approaches, as we do here. In addition,
the present study is unique in several respects from the earlier work done by Kirby and
Sanders with caregiving grandparents. One difference is that Kirby and Sanders focused
only on how a single BPT program (Triple P) was accepted without a comparison to other
interventions. Another difference is that they used focus groups to see how grandparents
viewed a parenting program developed for them without having them participate in the
program. In contrast, we examine how CGMs respond as actual intervention participants.
Finally, because Kirby and Sanders obtained data from only 14 grandparents, they were
unable to look for potential group differences as was permitted by our much larger sample in
the present study
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Institutional review board approval was obtained at all four sites (California, Maryland,
Ohio, and Texas). The participants were 343 CGMs enrolled in a multisite National
Institutes of Health—funded longitudinal RCT comparing the efficacy of BPT, CBT, and an
I0C, to improve and/or maintain the mental health of CGMs and CCGs alike. Inclusion
criteria were that CGMs provided care to a target CCG between ages 4 and 12 for at least 3
months at her home in complete absence of the CCG’s birth parents; were fluent in English;
could attend 10 two-hour group sessions at a community site; and self-identified as being
White, Black, or Hispanic. If a CGM cared for multiple CGCs between ages 4 and 12, then a
target CGC was selected by asking CGMs to identify the child who was “most difficult” to
care for. Recruitment was identical across sites and involved a multipronged approach (e.g.,
media announcements; schools, social service and health providers, courts, libraries, faith
communities, support groups; brochures; and purchased targeted mailing lists). The most
productive recruitment sources were helping professionals (19.6%), newspapers (17.6%),
social networks (16.3%), and support groups (14.4%;for details Strieder et al., 2013).

The RCT was called Project COPE (Caring for Others as a Positive Experience) and was
described to participants as providing “information to help grandmothers get through the
difficult job of caring for grandchildren in changing times.” Although 540 interested CGMs
met the above inclusion criteria, only 343 expressed the capability of participating in a group
at a specific time and location and thus were included in the RCT. Key background
characteristics of the 343 CGMs and the target CCGs are presented in Table 1.

The 343 enrolled CGMs were randomly assigned across the four sites to BPT, CBT, or 10C.
Each condition was delivered across 10 two-hour sessions in groups co-led by a professional
leader and peer CGM in community settings.. Free child care and meals were provided at
each session to foster attendance. All RCT conditions were manualized to provide structure
for intervention delivery, enable the interventions to be delivered consistently by different
leaders, facilitate staff training, and allow treatment replication (McMurran & Duggan,
2005). Treatment fidelity was monitored by trained raters who used checklists derived from
the manual corresponding to each intervention.

Participants in the BPT condition received the Level 4 group version of Triple P (Sanders,
Markie-Dadds, Tully, & Bor, 2000), CGMs in the CBT group received an adaptation of the
Coping With Caregiving program originally developed by Gallagher-Thompson et al. (2002)
for use with caregivers of persons with dementia, and CGMs in the 10C received
informational readings (on such topics as the importance of self-care, keeping your
grandchild healthy, and the art of discipline) that were compiled by our research team for
discussion in the group sessions. The content covered within each intervention condition is
available from the first author.

Baseline data were collected within 1 month before each RCT group began, and
postintervention interviews occurred within a month after each group ended. Verbal and
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written consent was obtained from all CGMs. Data reported here are from baseline
interviews, a satisfaction questionnaire completed at postintervention, and the attendance
records kept by group leaders. Although long-term efficacy continued to be measured on
CGMs and CGCs every 6 months up to 2 years after intervention, those data are not
pertinent to the present study.

CGM psychological distress—Depression was assessed by the 20-item Center for
Epidemiological Studies Depression scale (Radloff, 1977). On each item, CGMs rated how
often they had felt a particular way in the past week on a 4-point scale that ranged from 0
(rarely or none of the time—less than 1 day) to 3 (most or all of the time—25 to 7 days).
Potential scores range from 0 to 60 (a. = .91). Scores = 16 reflect clinical depression.
Anxiety was assessed by the five-item Overall Anxiety Severity and Intensity Scale
(Norman, Cissell, Means-Christensen, & Stein, 2006). Items (e.g., “In the past week, how
often have you felt anxious?”) was rated on a 5-point scale that ranged from 0 (never) to 4
(all the time). Potential scores range from 0 to 20 (a = .86). Scores = 8 reflect clinical levels
of anxiety.

CGC adjustment—The parent-informant version of the Strengths and Difficulties
Questionnaire (SDQ; Goodman, 2001) was administered to CGMs to assess CGC mental
health. Externalizing problems were assessed by summing the Hyperactivity—Inattention
(e.g., “Easily distracted, concentration wanders”) and Conduct Problems (e.g. “Often loses
temper”) scales (a = .75). Internalizing problems were assessed by summing the Emotional
Symptoms (e.g. “Many worries or often seems worried”) and Peer Problems (e.g., “Picked
on or bullied by other children”) scales (a = .74). Grandmothers rated each item as being
either 0 (not true), 1 (somewhat true), or 2 (certainly true) on the basis on the target CGC’s
behaviors over the last 6 months. The above procedures are consistent with the sanction that
the broader internalizing and externalizing subscales may be used instead of the
hypothesized five SDQ subscales (Goodman, Lamping, & Ploubidis (2010). Scores for both
the internalizing and externalizing scales range from 0 to 20. Clinical cutpoints were
computed separately for the Emotional Symptoms, Peer Problems, Conduct Problems, and
the Hyperactivity—Inattention subscales according to the original three-band (hormal,
borderline, abnormal) categorization procedures specified by Goodman (see http://
www.sdginfo.org).

Positive affect was measured by the Positive Affect scale from the Positive and Negative
Affect Schedule (Watson, Clark, & Tellegen, 1988). Grandmothers were asked to describe
the extent to which they experienced each of 11 positive emotions (e.g., excited,
enthusiastic) on a regular basis on a scale that ranged from 0 (very slightly or not at all) to 4
(extremely); possible scores range from 0 to 44 (a. = .91).

Social supportwas measured by the eight-item Expressive Support Scale (Pearlin, Mullan,
Semple, & Skaff, 1990). Each item (e.g., “You have friends that you can talk to when you
are feeling down or discouraged” was rated on a scale that ranged from 1 (strongly disagree)
to 5 (strongly agree), with potential scores ranging from 8 to 40 (a. = .87).
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Treatment compliance was assessed by whether or not a CGM attended at least four of 10
group sessions across the RCT, including any make-up sessions completed. The developers
of both the BPT and CBT interventions regard this number as the minimum dose for clinical
impact. In contrast, intent-to-treat (ITT) status was operationalized as attending O to three
sessions. We also computed the total number of sessions attended by each CGM, which
could range from 0 to 10 (which included make-up sessions).

Treatment satisfaction was measured by five items from the Client Satisfaction Survey used
for evaluating the Triple P program along with five items developed specifically for the
present study. Each item (e.g., “To what extent has the program met your needs?”’) was rated
at posttest by CGMs on a 5-point scale from 0 (not at all) to 4 (very much). Exploratory
factor analysis (conducted with SPSS Version 21) showed that these 10 items form a one-
dimensional scale with factor loadings ranging from .68 to .89 (a =. 95). Possible scores
range from 0 to 40.

CGM health was measured by the following three items, scored as 0 (no) or 1 (yes): (a) “Do
you have any health problems right now?”, (b) “Are you limited in the kinds of work or
activities that you can do?”, and (c) “Do you accomplish less than you would like?”

CGC healthwas measured by asking CGMs to rate the present health status of the target
CGC along a 5-point scale that ranged from 0 (poor) to 4 (excellent).

Missing data were less than 15% for all variables and were missing completely at random:
(Little’s MCAR test: X2(832) = 848.150, p=.341, with missingness being distributed fairly
evenly across study measures with highest missing on family income. Ten imputed data sets
were used in the Bayesian multiple-imputation procedure of Mplus 7.1 (Muthén & Muthén,
1998-2012), with results pooled across all 10 data sets.

Table 1 presents the key characteristics of the CGMs and CGCs enrolled in our RTC, with
the left column providing a portrait of the overall sample that elected to enroll. In regard to
predisposing factors, the average age of CGMs was 58.4 years and that of the target CGCs
was 7.8 years. Although we attempted to recruit equal numbers of White (44.3%), Black
(43.4%), and Hispanic families, the last group comprised only 11.1% of the sample.
Participating CGCs comprised approximately an equal number of boys and girls, and they
had been cared for by the GCMs for an average of 5.2 years. The most common reasons for
care provision were parental drug abuse and abuse of the CGC by a birth parent. The
average number of CGCs being cared for was 1.8.

In regard to enabling factors, the majority of CGMs were unmarried, unemployed, had a
yearly family income under $45,000, reported at least one current health problem, and had
an educational attainment of at least some college.

In regard to need factors, clinical cutoff scores suggested that depression was present among
nearly 40% of CGMs, although fewer grandmothers (21.6%) fell within the clinical range
for anxiety. Correspondingly, nearly one third of the CGMs reported using a mental health
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professional for their own needs. The mental health needs of the target CGCs were similarly
high, with about 40% of CGCs were reported by CGMs to be at either the borderline or
abnormal cutoff scores across all five subscales on the SDQ. Nearly one third of the CGCs
were reported by CGMs to be using mental health professionals. About 25% of CGMs rated
the CGC'’s physical health as less than excellent.

In regard to contextual factors, approximately equal numbers of CGMs were randomly
assigned to each RCT condition and were located within each of the participating four states
(as per study design). On average, CGMs were willing to travel about 17 miles to attend the
RCT sessions, but the extent of variability among participants was high.

The middle columns of Table 1 show a comparison between compliant and ITT families;
independent-group ¢tests were conducted for all continuous variables, and chi-square tests
of independence were conducted for categorical variables. Among the significant
predisposing factors, compliant CGMs were more likely to be older, caring for older CGCs,
have fewer CGCs in their care, and less likely to be providing care because of parental
unwillingness. Positive affect was the only significant enabling factor related to compliance,
with compliant CGMs reporting less positive affect. Among need factors, a greater
proportion of CGMs using a mental health professional were compliant. No need factors
regarding the CGCs were significantly related to compliance. Among contextual factors,
compliance was lowest for CGMs assigned to CBT and highest at the Maryland site.

Not shown in Table 1 is that ITT status comprised both CGMs who attended no sessions at
all (n=70) and those who attended only one to three sessions (7= 39). In other words, 64%
of ITT CGMs (or 20% of the entire sample) attended no sessions. Further analyses revealed
that a higher percentage (44%) of CGMs assigned to the CBT condition attended no sessions
compared to CGM assigned to the other two conditions. Willingness to travel was unrelated
to compliance.

The variables associated with treatment compliance at the univariate level were then entered
into a logistic regression analysis to identify the most salient predictors. In addition, the
following variables were entered as sociodemographic controls even though they were
unrelated to treatment compliance at the univariate level: CGM race, marital status, family
income, CGM education, and CGM employment status. RCT condition was excluded given
the unequal distribution of those assigned to the CBT condition who attended no sessions,
thereby making interpretation of RCT condition difficult as a predictor of compliance. Three
variables within this analysis (see Table 2) emerged as significant predictors; specifically,
CGMs were more likely to be compliant if they had less positive affect, were older, and were
using a mental health professional. None of the variables included as sociodemographic
controls were significantly associated with treatment compliance.

The analyses regarding satisfaction were limited to CGMs who attended at least one session
regardless of compliance or ITT status and for whom complete data were available (7=
163). The mean satisfaction score for this subsample was 32.6 (SD = 8.9 along a scale from
0 [not at all] to 4 [very much]). The median was 36.0. Most (73.6%) CGMs had a mean
greater than or equal to 30.0, and 24.5% had a mean score of 40.
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Table 3 summarizes the findings regarding treatment satisfaction according to the Andersen
(2008) model. In these analyses, relationships involving continuous independent variables
were examined with Pearson product—-moment correlations, those involving dichotomous
categorical independent variables were examined with independent ¢tests, and those
involving independent variables with multiple categories were examined using a one-way
analysis of variance. No predisposing factors were related to satisfaction at statistically
significant levels. As for enabling factors, greater satisfaction was associated with the CGM
having a physical health problem and lower family income. In terms of need factors, CGMs
who were using a mental health professional for their own needs showed significantly higher
satisfaction than CGMs who did not. Among the contextual factors examined, satisfaction
was significantly higher for CGMs who attended more sessions. No differences regarding
satisfaction were found across the three RCT conditions.

Next, the variables associated with treatment satisfaction at the univariate level were entered
simultaneously into a linear regression analysis to identify the most salient predictors. To
control for potential sociodemographic influences the following variables were also entered:
CGM race, marital status, CGM education, and CGM employment status: As shown in Table
4, four variables in the analysis ended up as statistically significant predictors. Greater
satisfaction was associated with attending more treatment sessions, lower family income,
using a mental health professional, and CGM having a health problem. None of the
sociodemographic control variables were related to treatment satisfaction significantly. This
model explained 25% of the variance in treatment satisfaction.

Discussion

From the framework of Andersen’s (2008) behavioral model, we addressed three questions
with data from 343 CGMs enrolled in an RCT in which two evidence-based interventions
(CBT and BPT) were compared to each other and to an 10C. We examined three questions:
(a) What attributes characterize CGM who enrolled in the RCT? (b) What levels of
engagement, as indexed by treatment compliance and satisfaction, were demonstrated? and
(c) Which factors predict treatment compliance and satisfaction? The findings are discussed
with emphasis on how they inform research and practice.

Who Enrolled?

It is worth noting that 540 CGMs expressed interest in and were screened as eligible for
participating in our RCT. However, only 343 said that they could actually attend on the days
and times the groups were offered. This response rate suggests that CGMs are receptive to
psychoeducational interventions targeted for them, even within the unusual context of a
clinical trial study.

Of the 343 enrolled CGMs, the need for interventions provided was high with respect to the
psychological difficulties identified among CGMs and target CGCs. Although nearly 40% of
the CGMs were at or above the clinical cutoff for depression, a smaller percentage (32.7)
reported using mental health professionals. Similarly, although half the CGCs were at the
borderline or abnormal levels on the SDQ subscales, only one third were receiving mental
health services. These findings are consistent with past reports of elevated risk for
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psychological difficulties among population-based samples of CGMs (for reviews, see
Hayslip & Kaminski, 2005, and Park & Greenberg, 2007) and CGCs (G. C. Smith &
Palmieri, 2007). They further suggest that CGMs are attracted to needed services when
made available to them, select themselves into such services, and will travel to attend them
(M=17.1 miles) if transportation is available.

As for enabling factors, an alarming number of physical health issues were present, with
nearly half of the CGMs experiencing a health problem themselves and about 25% of CCGs
reported to be in only poor to good health. This corresponds to reports that CGMs are likely
to experience adverse health changes in the caregiver role (Hughes, Waite, LaPierre, & Luo,
2007; Musil & Ahmad, 2002; Park & Greenberg, 2007) and that CGCs frequently also have
physical difficulties stemming from fetal exposure to toxic substances in the womb, prior
abandonment, and the limited abilities of their caregivers (Kennedy & Keeney, 1988). Our
findings suggest that health care providers may be excellent sources of referral to
psychoeducational interventions and that practitioners should be vigilant for potential unmet
health needs among custodial grandfamilies. It is also remarkable that our sample of CGMs
with cars were willing to travel considerable distances to attend RCT sessions despite their
self-reported health challenges. The enrolled CGMs were low in other enabling resources,
too. Most were unmarried, had an income below $45,000, and were unemployed. This
corresponds to reports that CGMs tend to be older, single, and have lower incomes than non-
kin (foster) carers (Dolan et al., 2009). Yet most CGMs in our study had at least some
college education, which may explain their commitment to an RCT conducted by research
universities.

Among predisposing factors, it is interesting that the distribution of boys and girls was
equivalent, despite past findings that male CGCs tend to exhibit greater behavioral
difficulties than do females (G. C. Smith & Palmieri, 2007). In addition, few Hispanic
families enrolled despite our extensive efforts to recruit them. Reasons for care reported by
CGMs were those typically found in most studies of custodial grandfamilies, with parental
drug abuse being predominant.

Patterns and Predictors of Treatment Compliance

Although far from ideal, the 68% level of compliance observed in our RCT is considerably
better than the 50% rate that typically occurs in family-oriented intervention research with
birth parents (Jensen & Grimes, 2010). In fact, over 75% of the CGMs who attended at least
one RCT session ended up reaching our defined level of treatment compliance. This
relatively good rate may be partially explained by our use of “continuous enhancement”
strategies often recommended in the literature for increasing compliance within family-
oriented intervention programs (Becker et al., 2013; Lindsey et al., 2014). These included
making personal reminder phone calls, offering free child care and meals, involving peers as
co-leaders, providing make-up sessions, requiring homework, and using convenient
community settings for intervention sites.

On the other hand, we did not systematically use any approaches for reducing failure to
attend any sessions after CGMs officially enrolled in the RCT. In retrospect, the systematic
use of strategies designed for this purpose (e.g., assessing barriers to treatment, promoting
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accessibility more fully, and providing psychoeducation about services) may have increased
first-session attendance (Becker et al, 2013). In fact, the superior compliance observed at the
Maryland site may have occurred because it provided better accessibility assistance than did
our other three sites because of its greater experience in conducting intervention research
with at-risk families. We also believe that compliance by CGMs would have been even
higher if they had been given choice of treatment times and locations (Oldham, Kellett,
Miles, & Sheeran, 2012). Finally, although compliance was significantly lower for the CBT
compared to the BPT or IOC groups, further investigation revealed that this condition was
disproportionately affected by non-initiators. Thus, the lower compliance rate does not
reflect dissatisfaction with the content delivered within CBT.

At the univariate level, statistically significant predictors of compliance emerged across all
four Andersen (2008) model components. Greater compliance occurred (a) when both
CGMs and CGCs were older, and fewer CGCs were being cared for (predisposing); (b) if
CGMs had less positive affect (enabling); (c) when CGMs were using a mental health
professional (need); and (d) when families were in the BPT or I0C conditions or were from
the Maryland site (contextual). However, when these individual correlates of compliance
were examined at the multivariate level we found that greater compliance was significantly
related only to lower CGM positive affect, use of mental health professionals by CGMs, and
when CGMs were older.

That older CGMs were more compliant than younger CGMs is in line with findings in the
mental health literature that older age is associated with lower dropout rates, presumably
because older persons are more likely to trust service providers and to adhere to their
recommendations (Lippens & Mackenzie, 2011). It is also likely that older CGMs give care
to older CGCs, which may explain why compliance was higher at the univariate level among
CGMs who were caring for older children. Despite the absence of supporting evidence, it is
tempting to conclude that compliance was positively related to use of mental health
professionals because the latter were supportive of grandmothers’ participation in the
present study. Finally, although we viewed positive affect as an enabling factor because less
treatment dropout is typical among older adults with lower levels of personal distress
(Lippens & Mackenzie, 2011), our finding that compliance was higher among CGMs with
less positive affect suggests that it might be best viewed as a need factor. As widely noted in
the parenting literature, caregivers are likely to find parenting a challenge even when they
experience only daily hassles in the absence of explicit psychological dysfunction (see, e.g.,
Conley, Caldwell, Flynn, Dupre, & Rudolph, 2004). In this respect, attempts to increase
CGM positive affect may be as important as diminishing their psychological distress.

Patterns and Predictors of Treatment Satisfaction

On a 10-item satisfaction scale with items positively worded and response alternatives
ranging from 0 (ot at all) to 4 (very much), the majority (73.6%) of CGMs had average
satisfaction scores greater than or equal to 30.0, with the median at 36. Not only was the
overall level of satisfaction high, but also mean scores were nearly identical across the three
RCT conditions. Thus, no clear favorite intervention type emerged.
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It should be noted that although we viewed the 10C as representing “usual care,” this
condition was highly structured, led by professionals, allowed CGMs to express themselves
in a safe group environment, and provided useful information to participants. Unfortunately,
it is rare to find support groups with these exact characteristics being widely available to
custodial grandparents (Littlewood, 2014; G. C. Smith, 2003). Thus, our findings do not
necessarily imply that CGMs will be equally satisfied with receiving “usual care” as
compared to evidence-based interventions.

Correlates of treatment satisfaction were considerably different than those identified for
compliance, which reinforces the belief that treatment engagement is a multidimensional
construct with different elements associated with different engagement domains (Becker et
al., 2013; Lindsey et al., 2014). At the univariate level, greater satisfaction was related to
poorer CGM health, less family income, use of mental health professionals by CGMs, and
higher attendance. At the multivariate level, all four of these variables remained as
significant correlates of treatment satisfaction.

It not surprising that better attendance was associated with higher satisfaction because one
would expect continued attendance to depend on service satisfaction. Not examined in the
present study, yet important to consider, is that treatment satisfaction also increases the
likelihood of attending follow-up services (Lippens & Mackenzie, 2011). Of considerable
note is our finding that greater satisfaction occurred when CGMs had a lower family income
and a health problem given that these factors are typically viewed as barriers to service
access and utilization (Lippens & Mackenzie, 2011; McKay, McCadam, & Gonzales, 1996).
However, we purposely eliminated barriers for vulnerable CGMs by not charging for
services, providing child care, serving free meals, and holding sessions in close geographic
proximity to participants’ homes. These gestures, combined with the attention received from
group leaders, may have been especially satisfying to vulnerable grandfamilies, whose needs
are often disregarded by service providers within the community (Hirshon, 1998). The fact
that use of mental health professionals emerged as a statistically significant predictor of both
treatment compliance and satisfaction points to the potentially important role these
practitioners may play in encouraging custodial grandfamilies to use supportive services.

Further Implications for Practice With CGMs

The overall positive level of treatment satisfaction and higher than typical compliance rates
observed in the present study suggest that BPT and CBT are interventions that would be
well received by CGMs if they were to be disseminated within the broad community. In turn,
this suggests that service providers and community agencies may wish to expand the limited
types of interventions typically available to custodial grandparents (Fruhauf & Hayslip,
2013; Hayslip & Kaminski, 2005; Littlewood, 2014) to also include evidence-based
programs that are aimed at developing specific parenting and coping skills. Yet, because
significant numbers of families failed to attend at least one session and many others attended
fewer than the minimal dose of four sessions, it is critical to identify strategies for promoting
optimal engagement.

In addition to the various “continuous enhancement” strategies noted above for fostering
attendance during the course of treatment, community professionals who offer
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psychoeducational programs to custodial grandfamilies might also consider using various
“preparatory enhancement” approaches designed to help families attend their first session by
improving accessibility or by providing preintervention education about services to families
(Lindsey et al., 2014). For example, preintervention education could provide caregiving
grandparents with information regarding the structure, content, process, and outcomes to
expect from a given intervention being offered along with an assessment of barriers (both
attitudinal and pragmatic) that might preclude attendance (Mah & Johnston, 2008).

For parent training programs in particular, preintervention education might include
motivational enhancement techniques as well as acknowledgment of the custodial
grandparent’s positive parenting experiences in the past in order to minimize resistance to
parenting advice (Hayslip & Kaminski, 2005; Mah & Johnston, 2008; Kirby & Sanders,
2014). After receiving such preintervention education, grandparents could then choose if
they want to proceed with the intervention. Not only would this ability to choose enhance
attendance among those who do enroll (Mah & Johnston, 2008), it might also likely reduce
the number of eventual dropouts from treatment dissatisfaction. Unfortunately, the random
assignment required by our RCT did not allow CGMs their choice of experimental treatment
conditions.

Levels of compliance and satisfaction across the three RCT interventions was similarly high,
supporting their acceptability to our population. Many agencies and organizations serving
grandfamilies have the resources to offer traditional information and support groups, and the
growing literature on related best practices can optimize this standard treatment. The
minimal differences in levels of attendance and treatment satisfaction that we found between
the BPT and CBT conditions is also encouraging. Yet these types of evidence-based
programs are much less widely available to CGMs (Fruhauf & Hayslip, 2013), even though
there appeared to be an important need for them among the majority of custodial
grandfamilies who enrolled in our RCT.

In is interesting that our CGMs were equally satisfied with CBT and BPT, in view of the
recent call for combining low-intensity parenting interventions like Triple P with low-
intensity cognitive behavioral coping interventions (Palmer, Henderson, Sanders, Keown, &
White, 2013). The expected outcomes of this merger would be improved parenting practices,
decreased child problem behaviors, reduced caregiver stress, and improved well-being. The
families who enrolled in our RCT were high in both CGM and CGC mental health
difficulties, supporting the need for this dual approach. Organizations should consider
training staff in these models in order to enhance the domains of support available to
grandfamilies. Optimally, a variety of psychosocial interventions could be available, using a
screening process to both match the family to the appropriate intervention and enhance their
opportunities to take part in service choice decisions. Furthermore, systematically tracking
attendance and measuring satisfaction will allow service providers to report on and be
responsive to feedback from participants.

Limitations and Future Directions

There are several limitations associated with the present study that point to important
directions for future research. One shortcoming is that the present sample of families who
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enrolled in a university-based RCT may be unlike those who would otherwise access
services through more traditional channels. Thus, more naturalistic program evaluation
studies of similar interventions offered within the general community are needed as well
(Littlewood, 2014).

Similarly, universities may be able to mobilize a unique pool of professionals and other
resources that are less available to community providers. Both the CBT and BPT
interventions are generally delivered by master’s-level practitioners who have received
specific training in the models. The staffing demands and costs associated with developing
proficiency in evidence-based programs may contribute to the fact that they are much less
widely available than traditional support groups, yet the minimal differences in levels of
attendance and treatment satisfaction reported indicates their high levels of acceptance.

It should also be noted that our classification of variables according to the Andersen (2008)
model may be inexact. For example, Anderson believed that the role of need in predicting
social service use is more complicated than it is for health services because need may
interact with predisposing factors when determining social service use (Montoro-Rodriguez,
Kosloski, & Montgomery, 2003). Thus, our characterization of CGC behavioral problems as
an indicator of need by CGMs for the types psychoeducational interventions examined in the
present study should perhaps be expanded to reflect this perspective.

Another limitation is that we considered only session attendance and satisfaction as indices
of treatment engagement, although other indicators (e.g., therapeutic alliance, quality of
within session participation, punctuality, homework completion, and out-of-session practice)
need to be examined as well (Becker et al., 2013). Because of sample size issues, we also
combined CGMs who never attended at all with those who attended a low number of
sessions into a single ITT category for our analyses. In turn, important differences between
these two types of families may have been overlooked. Our sample was also limited in
several key ways. For example, not included were grandfathers or CGMs caring for CGCs
beyond the ages of 4-12. Also, only a small number of Hispanics were represented despite
our diligence to recruit them. We believe that future studies are necessary to identify barriers
to participation among Hispanic grandfamilies and the corresponding strategies for
offsetting them. It should also be observed that a great number of statistical tests were
performed in exploring questions of study enrollment and treatment compliance. Thus, there
is the possibility of inflated Type I errors in our findings.

Finally, our analysis of the relationship between treatment engagement and key treatment-
related outcomes (e.g., enhanced parenting among CGMs and improved mental health status
for CGMs and CGCs), although not discussed in this article, are forthcoming.

Despite these limitations, the present study offers a rare and much-needed glimpse into how
custodial grandfamilies respond to psychoeducational interventions targeted specifically for
them. As Kirby and Sanders (2014) so aptly stated, “Assessing for acceptability of a
programme and its strategies is a necessary step in helping improve the reach of
psychological interventions, as effectiveness alone does not equate to successful programme
dissemination” (p. 286).

Fam Relat. Author manuscript; available in PMC 2017 April 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Smith et al.

Page 15

Acknowledgments

The work reported on in this article was funded by a grant awarded to Gregory C. Smith and Bert Hayslip Jr. by the
National Institute on Nursing Research (RO1INR012256).

References

Andersen R. National health surveys and the behavioral model of health services use. Medical Care.
2008; 46:647-653. [PubMed: 18580382]

Beck, AT.; Rush, AJ.; Shaw, BF.; Emery, G. Cognitive therapy of depression. New York: Guilford
Press; 1979.

Becker KD, Lee BR, Daleiden EL, Lindsey M, Brandt NE, Chorpita BF. The common elements of
engagement in children’s mental health services: Which elements work for which outcomes?
Journal of Clinical Child & Adolescent Psychology. 2013; 44:30-43. [PubMed: 23879436]

Chronis AM, Gamble SA, Roberts JE, Pelham WE. Cognitive-behavioral depression treatment for
mothers of children with attention-deficit/hyperactivity disorder. Behavior Therapy. 2006; 37:143—
158. [PubMed: 16942968]

Conley, CS.; Caldwell, MS.; Flynn, M.; Dupre, AJ.; Rudolph, KD. Parenting and mental health. In:
Hoghughi, M.; Long, N., editors. Handbook of parenting: Theory and research for practice.
Thousand Oaks, CA: Sage; 2004. p. 276-285.

Czaja S, Schulz R. Does treatment make a real difference? The measurement of clinical significance.
Alzheimer’s Care Quarterly. 2003; 4:229-240.

Dannison LL, Smith AB. Lessons learned from a custodial grandparent community support program.
Children and Schools. 2003; 25:87-95.

Dolan MM, Casanueva C, Smith KR, Bradley RH. Parenting and the home environment provided by
grandmothers of children in the child welfare system. Children and Youth Services Review. 2009;
31:784-796.

Ellis, RR.; Simmons, T. Coresident grandparents and their grandchildren: 2012. 2014. Retrieved from
https://www.census.gov/content/dam/Census/library/publications/2014/demo/p20-576.pdf?emli=gd

Fruhauf C, Hayslip B. Understanding collaborative efforts to assist grandparent caregivers: A
multilevel perspective. Journal of Family Social Work. 2013; 16:382-391.

Gallagher-Thompson, D.; Solano, N.; McGee, J.; Krisztal, E.; Kaye, J.; Coon, D.; Thompson, L.
Coping with care giving: Reducing stress and improving the quality of your life (leader version).
Stanford, CA: Stanford University Press; 2002.

Goodman R. Psychometric properties of the Strengths and Difficulties Questionnaire. Journal of the
American Academy of Adolescent Psychiatry. 2001; 40:1337-1345.

Goodman A, Lamping DL, Ploubidis GB. When to use broader internalising and externalising
subscales instead of the hypothesised five subscales on the Strengths and Difficulties
Questionnaire (SDQ): Data from British parents, teachers and children. Journal of Abnormal Child
Psychology. 2010; 38:1179-1191. [PubMed: 20623175]

Hayslip, B. The impact of a psychosocial intervention on parental efficacy, grandchildren relationship
quality, and well-being among grandparents raising grandchildren. In: Hayslip, B.; Hicks-Patrick,
J., editors. Working with custodial grandparents. New York: Springer; 2003. p. 163-176.

Hayslip B, Kaminski PL. Grandparents raising their grandchildren. Marriage & Family Review. 2005;
37:147-169.

Hayslip, B.; King, J.; Jooste, J. Grandchildren’s difficulties and strengths impact the mental health of
their grandparents. In: Hayslip, B.; Kaminiski, P., editors. Parenting the custodial grandchild:
Implications for clinical practice). New York: Springer; 2008. p. 53-74.

Hirshon, BA. Grandparents as caregivers. In: Szinovacz, ME., editor. Handbook of grandparenthood.
Westport, CT: Greenwood Press; 1998. p. 200-214.

Hughes M, Waite L, LaPierre T, Luo Y. All in the family: The impact of caring for grandchildren on
grandparents’ health. Journals of Gerontology Series B: Psychological Sciences and Social
Sciences. 2007; 62B:S5108-5120.

Fam Relat. Author manuscript; available in PMC 2017 April 01.


https://www.census.gov/content/dam/Census/library/publications/2014/demo/p20-576.pdf?eml=gd

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Smith et al.

Page 16

Jensen S, Grimes L. Increases in parent attendance to behavioral parent training due to concurrent
child treatment groups. Child Youth Care Forum. 2010; 39:239-251.

Kelley, SJ.; Whitley, DM. Psychological distress and physical health problems in grandparents raising
grandchildren: Development of an empirically-based intervention model. In: Hayslip, B.; Hicks-
Patrick, J., editors. Working with custodial grandparents. New York: Springer; 2003. p. 127-144.

Kelley SJ, Whitley DM, Campos PE. Behavior problems in children raised by grandmothers: The role
of caregiver distress, family resources, and the home environment. Children and Youth Services
Review. 2011; 33:2138-2145.

Kennedy JF, Keeney VT. The extended family revisited: Grandparents rearing grandchildren. Child
Psychiatry and Human Development. 1988; 19:26-35. [PubMed: 3229150]

Kirby JN, Sanders MR. Using consumer input to tailor evidence-based parenting interventions to the
needs of grandparents. Journal of Child and Family Studies. 2012; 21:626-636. [PubMed:
23682208]

Kirby JN, Sanders MR. A randomized controlled trial evaluating a parenting program designed
specifically for grandparents. Behaviour Research and Therapy. 2014; 52:35-44. [PubMed:
24309085]

Lippens T, Mackenzie C. Treatment satisfaction, perceived treatment effectiveness, and dropout among
older users of mental health services. Journal of Clinical Psychology. 2011; 67:1197-12009.
[PubMed: 22105535]

Lindsey MA, Brandt NE, Becker KD, Lee BR, Barth RP, Daleiden EL, Chorpita BF. Identifying the
common elements of treatment engagement interventions in children’s mental health services.
Clinical Child and Family Psychology Review. 2014; 17:283-298. [PubMed: 24379129]

Littlewood KA. Grandfamilies Outcome Workgroup’s (GrOW) review of grandfamilies support
groups: An examination of concepts, goals, outcomes and measures. GrandFamilies: The
Contemporary Journal of Research, Practice and Policy. 2014; 1(1) Retrieved from http://
scholarworks.wmich.edu/grandfamilies/vol1/iss1/3/.

Lundahl B, Risser HJ, Lovejoy CM. A meta-analysis of parent training: Moderators and follow-up
effects. Clinical Psychology Review. 2006; 26:86—104. [PubMed: 16280191]

Mah J, Johnston C. Parental social cognitions: Considerations in the acceptability of and engagement
in behavioral parent training. Clinical Child and Family Psychology Review. 2008; 11:218-236.
[PubMed: 18836832]

McKay MM, McCadam K, Gonzales JJ. Addressing the barriers to mental health services for inner
city children and their caretakers. Community Mental Health Journal. 1996; 32:353-361.
[PubMed: 8840078]

McMurran M, Duggan C. The manualization of a treatment programme for personality disorder.
Criminal Behaviour and Mental Health. 2005; 15:17-27. [PubMed: 16470496]

Minkler M, Driver D, Roe K, Bedeian K. Community interventions to support grandparent caregivers.
The Gerontologist. 1993; 33:607-611.

Montoro-Rodriguez J, Kosloski K, Montgomery RJV. Evaluating a practice-oriented service model to
increase the use of respite services among minorities and rural caregivers. The Gerontologist.
2003; 43:916-924. [PubMed: 14704392]

Montoro-Rodriguez J, Smith G, Palmieri P. Use of community and school mental health services by
custodial grandchildren. Family Relations. 2012; 61:207-223. [PubMed: 22582001]

Musil C, Ahmad M. Health of grandmothers: A comparison by caregiver status. Journal of Aging and
Health. 2002; 14:96-121. [PubMed: 11892763]

Muthén, LK.; Muthén, BO. Mplus user’s guide. 7th. Los Angeles: Muthén & Muthén; 1998-2012.
Norman SB, Cissell SH, Means-Christensen AJ, Stein MB. Development and validation of an Overall
Anxiety Severity and Impairment Scale (OASIS). Depression and Anxiety. 2006; 23:245-249.

[PubMed: 16688739]

Oldham M, Kellett S, Miles E, Sheeran P. Interventions to increase attendance at psychotherapy: A
meta-analysis of randomized controlled trials. Journal of Consulting and Clinical Psychology.
2012; 80:928-939. [PubMed: 22889335]

Fam Relat. Author manuscript; available in PMC 2017 April 01.


http://scholarworks.wmich.edu/grandfamilies/vol1/iss1/3/
http://scholarworks.wmich.edu/grandfamilies/vol1/iss1/3/

1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Smith et al.

Page 17

Palmer M, Henderson H, Sanders M, Keown L, White J. Study protocol: evaluation of a parenting and
stress management programme: A randomised controlled trial of Triple P Discussion Groups and
Stress Control. BMC Public Health. 2013; 13:888. [PubMed: 24066966]

Park, HH.; Greenberg, JS. Parenting grandchildren. In: Blackburn, JA.; Dulmus, CN., editors.
Handbook of gerontology: Evidence-based approaches to theory, practice, and policy. New York:
Wiley; 2007. p. 397-425.

Pearlin LI, Mullan J, Semple S, Skaff M. Caregiving and the stress process: An overview of concepts
and their measures. The Gerontologist. 1990; 30:583-594. [PubMed: 2276631]

Pinquart M, Sorensen S. Helping caregivers of persons with dementia: Which interventions work and
how large are their effects? International Psychogeriatrics. 2006; 18:577-595. [PubMed:
16686964]

Radloff LS. The CES-D scale: A self-report depression scale for research in the general population.
Applied Psychological Measurement. 1977; 1:385-401.

Sanders MR, Markie-Dadds C, Tully L, Bor W. The Triple P-Positive Parenting Program: A
comparison of enhanced, standard, and self directed behavioural family intervention for parents of
children with early conduct problems. Journal of Consulting and Clinical Psychology. 2000;
69:624-640. [PubMed: 10965638]

Smith, AB.; Dannison, LL. Preschool children and caregiving grandparents: Enhancing family
strengths. In: Hayslip, B.; Kaminiski, P., editors. Parenting the custodial grandchild: Implications
for clinical practice. New York: Springer; 2008. p. 237-250.

Smith, A.; Dannison, L.; James, M. Resiliency and custodial grandparents: Recognizing and
supporting strengths. In: Hayslip, B.; Smith, G., editors. Resilient grandparent caregivers: A
strengths-based perspective. New York: Routledge; 2013. p. 222-234.

Smith, GC. How caregiving grandparents view support groups: An exploratory study. In: Hayslip, B.;
Patrick, J., editors. Interventions for custodial grandparents. New York: Springer; 2003. p. 69-91.

Smith GC, Montoro-Rodriguez J, Palmieri PA. Patterns and predictors of support group use by
custodial grandmothers and grandchildren. Families in Society. 2010; 91:385-393. [PubMed:
21643540]

Smith GC, Palmieri PA. Risk for psychological difficulties in children raised by custodial
grandparents. Psychiatric Services. 2007; 58:1303-1310. [PubMed: 17914007]

Strieder, F.; Montoro-Rodriguez, J.; Hayslip, B.; Smith, GC.; Williamson, M.; Merchant, W. The
challenges of recruiting custodial grandfamilies into a randomized clinical trial; Paper presented at
the 66th Annual Scientific Meeting of The Gerontological Society of America; New Orleans, LA.
2013 Nov.

U.S. Census Bureau. Census 2011 American Community Survey: Marital status by grandparents living
with own grandchildren under 18 years by responsibility for own grandchildren and age of
grandparent [Table]. 2011. Retrieved from http://factfinder.census.gov/faces/tableservices/jsf/
pages/productview.xhtml?src=bkmk

Vacha-Hasse T, Ness CM, Dannison LL, Smith A. Grandparents raising grandchildren: A
psychoeducational group approach. Journal for Specialists in Group Work. 2000; 25:67-78.

Watson D, Clark LA, Tellegen A. Development and validation of positive and negative affect: The
PANAS scales. Journal of Personality and Social Psychology. 1988; 54:1063-1070. [PubMed:
3397865]

Whitley, DM.; Kelley, SJ.; Campos, PE. Promoting family empowerment among African American
grandmothers raising their grandchildren. In: Hayslip, B.; Smith, G., editors. Resilient grandparent
caregivers: A strengths-based approach. New York: Routledge; 2013. p. 235-250.

Yancura LA. Service use and unmet service needs in grandparents raising grandchildren. Journal of
Gerontological Social Work. 2013; 56:473-486. [PubMed: 23822590]

Young M, Dawson T. Perception of child difficulty and levels of depression in caregiving
grandmothers. Journal of Mental Health and Aging. 2003; 9:111-122.

Fam Relat. Author manuscript; available in PMC 2017 April 01.


http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=bkmk
http://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=bkmk

Page 18

Smith et al.

19T = (D)X oSy 9.€ 58e poaLLIBIN
(%) sniels [eldew uaund
Burqeus
L L1T=(TrEN 1102 0TILT 01/81 (@S ) 104 Pared 39 J0 JaguINN
98T 13410 Snoaue|[39SIA
90z = (1)X 8T 15 Ty uieay [earsAyd [ejuased
892 = (T);X 01T 09 9/ KoueuBaid usa)
99°0 = (T)zX ] TTT [ yreap [ejuated
010 = (1) X 02z 502 012 I[eay [eJuSW [Ejualed
85'T = (1), X g2 v'12 £ ssauBul|[ImMUN [eusIed
€50 = (1);X 152 562 €82 UOITRJ3IBUI [RIUBIEd
65°€ = (D)X ZTE 6Tv g'ge asnge pjIyd [epuased
100 = (1) X 8'9v vy FAIL asnqe Bnup [ejuased
(84 9p) 81e0 J0) Suoseay
020 = (1);X G505 €18 0TS I
(%) 49pusb D92
1 1810 snoaue|[a9sIAl
Tt 80T 1T oluedsiH
zov R vey Hoelg
16'0 = (2).X 'Ly gey €y UM
(%) Anoluya/eoes INDDy
08~ = (Trey S2EL 92/0'8 928L (s4eaf) afe ueaw 099
Ve = (Tvey Z'8/0°LS T'8/2°65 Z8/v'8s (@s v ‘sreak) abe NDO
Buisodsipaid
(ott=u) | (eez=U) (eve =u)
yeaJ1011wU| | weldwo) | ajdwesalnul
S0UB PHIP
feonsieIs 18911 01 1UBIUI 'SABOUE!|dWOD 1591 pue 91IS1 BI0R JeyD

19pOoIN (8002) Uasiapuy ayl 01 BuIpa0d2y SN1e1S 1eal ] -01-1udlu] pue [3A97] aaueljdwo) Ag saljiwe pajjoJul JO Sa1sLIBIdRIRYD

Author Manuscript

T alqeL

Author Manuscript

Author Manuscript

Author Manuscript

Fam Relat. Author manuscript; available in PMC 2017 April 01.



Page 19

Smith et al.

(%) saiobiarea yoind OAs
swa|qoud juauwisnipe NOD
6792 (DX 62z 8¢ L'ze sfeuoissajoud Lfeay [eyuaL Buisn 9%
120=(1)X z0z 922 9Te 8 2 'SISYO—/AIxuy
000 = ()X 9'.€ 9'.€ 9'.€ 9T =:@-S30—UoIssaidaq
(A10B3100 AQ pUR) SHOIND [RIIUIID
Uiesy [eusw NDD
pseN
L0'T = (TveY v'vIv'8T VI8 LT €v/T'8T (@s ) voddns Jeroos
200 = (1);X 5'8e €'6€ L'6€ (%) 11 pINoMm ss3] Ys1|dL02dY
200 = (D)X 67E 8'9€ z9e (9%) AnAnR/UOM UL AN
€Tz =(1)X oSy 7'es 6'TS (%) swijqoud yreay wanD
(pauiodal-yies) yesy [eatshyd NDD
L 96T = (TveN 0'8/L°€E SL6TE LLLTE (@s ) 13y anisod
T¥S TT19 L'LS Bunjiom 10N
05T = (1)X 65y 6'8€ €Ty Buntiom
snyels JuswAojdwa NDD
8¢ 6T 06T 3A0Qe 10 S, Jojaydeg
8'Le 9’61 §'Gy aba]100 awos
TTC 8'8T 0Te ayenpelb jooyas ybiH
g5 = (£),X 59T vzl 9vT looyas ybiH <
(%) uoyeanpa WO
g9t ST TET 000'G.$ <
6'vE 6Ty L'6€ 000'G.$-000'0€$
6= (@)X 98y 99y ks 000'0£$-000'ST$ >
awooul ApreaA Ajiwe
0SS '29 S'T9 pauJewun
(otT =U) (€gg =u) (eve =)
yeal101 iU | Juendwo) | ajdwesaunug
20UB BYIP
eansies 7ea.1 01 JUBIUI 'sSAdduel|dwo) 1591 pue 2I3S1810e Feyd

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Fam Relat. Author manuscript; available in PMC 2017 April 01.



Page 20

Smith et al.

(@s wv) suoissas dnoJb 1oy [ae.y 03 Burjjim sajiN

L'ee €99 L'le sexal
9¢e ',.9 8'9¢ olyo
€0¢ L'6L 9'1¢ puejAreiN
0'6€ 019 6'€C eluiojifed
L£98=(8)X alIs [eyusWLIAdXT]
0ve 09L ¢'6¢ o0l
90y 7'6S €LE 1490
1'8¢ €1L G'ee 1d9
L26L=(@)X (%) uoIPuO [eJUBILIAAXT
$10J0B} [BMIX3IU0D
A7 €6 0's.L 1U3|[39X8 0} PO0S)
8¢ L've 0S¢ llej 0} Jood
66'0 = (1) X yieay earsAyd 99
970 = vax £0¢ Gze 128 sjeuolssajold yijeay feiuaw Buisn 9
7'ov 0's€ 7'9¢ lewouqy
01T 88T 097 aulJepiog
e = (2),X swiajgo.d 1onpuo)
[Aa4 [AVA LV'6€ lewouqy
G'g 7'6 €L auleplog
68'T = (2),X uonuaneul/AuAnsesadAH
6°LT T¢ce 00€ |lewouqy
8¢t 6°LT 69T auliepiog
00 = ()X swiajgoud Jaad
8¢ €0¢€ L'l2 |ewouqy
26 184 an aullJepiog
¥9'€ = (2).X swajqoid [euonows
orT=u) | (eez=U) (eve =u)
1ea1101uwu| | uwendwo) | adwesainul
VU PHIP
[eoIsieIs 16311 0] JUS1U 'SA 30URI|dWOD) 191 pue o111 RITR leyD

Author Manuscript

Author Manuscript

Author Manuscript

Author Manuscript

Fam Relat. Author manuscript; available in PMC 2017 April 01.



Page 21

Smith et al.

‘10" >d
"

29

60" >d
x

U MOJ © JO 85Ne2a(q 158} aJenbs-1yd 8y} Wouy pareulwi|e sem A106a1ed ,Jay10 SNosuR||80sIW,, 8y 1N

"UoIIPuUOd Ajuo-uolrewoul = DO ‘Adesays Jeloineyaq anubod = 1 g9 Buturesy Juaied Jeioineyaq = 149 ‘aireuuonsand) senjnalgiq pue

syibuaiis = OQAS ‘a1eas Alsusiu| pue A1LIeAsS A1BIXUY ||BIBAQ = SISYO ‘8]edS uoissaidaq saipms o16ojolwapid3 1oy JoIus)d = d-S3D ‘PIIYIPUERIB [eIpoIsnd = HOD LsylowpuelB [e1poisnd = INDD FIo0N

Author Manuscript

9z'T = (6€2¥ 6'0T/S'LT TZ1/8°ST LTT9T (Tve =w) panowsal sIBIPNO
060 = (Tvey Y/ET/E 8T 8'0T/7'9T 0'9T/T'LT SI31[IN0 YUM
(otT=U) (eez=u) (eve=u)
ye0l101wU| | ueldwo) | ajdwesainul
20U RHIP
feolsies 1911 01 JUBIU| 'SA3oUe!|dWOoD 1S9} pue d11S1810R IeyYD

Author Manuscript

Author Manuscript

Author Manuscript

Fam Relat. Author manuscript; available in PMC 2017 April 01.



Page 22

Smith et al.

Author Manuscript

¢ dlqeL

Author Manuscript

‘A1063189 90UBIBY8I = "Jal ‘Iaylowpuelb [eIpoISNd = DD ‘PlIYopueId [e1polsnd = D9 FIoN

[toz'ogol | 221 [ 1€ | T | %07 awoour Ajiwre
[rr1 0801 | 207 | g9 | T | 02O uolzeanps IN9D
[sTe'zsol | szT |65 | T | og0 uedsiH
[brz'o90l | €vT | 12| T | ¥TO oelg
v8 | z | 9€0 (onumn r'401) 9081 NOD
[tzt'ssol | 260 | 16 | T | 100 jou Jo pakojdws INOD
[6sT'2v0l | 280 | s9 | T | 120 10U JO paLeW NDD
3|qelIeA [01JU0D
[eeo'stol | se0 | v0 | T | ovv eluojifed
[eet'szol | 190 | T2 | T | SS°T oo
[eceT'teol | es0 |21 | T | s87 SexaL
| e | Ly (puejAreny 'Ja1) aus 10Y
[2e€orT]l | 26T |20 | T | 62°G | 8snssolnes yieay eusw INDD
[ot't0T] | vOT | 20 | T | ¥O'G abe WO
[coT'vo0l | 180 | 200 | T | €€ | 2482 INDD J9pUN SDOD JAqUINN
[ozt'ge0l | 60T | ¢t | T | 6VC abe 090
[oot'ee0l | 260 | so | T | 16%€ 10844 8AINSOd
feneiul
Qouapuo) | olrel
%56 sppo [ d | o | prM slopIpaid

(ee =) sne1s aoueljdwo) Juawieal] Jo Si0121pald

Author Manuscript

Author Manuscript

Fam Relat. Author manuscript; available in PMC 2017 April 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Smith et al. Page 23

Table 3

Treatment Satisfaction by Key Characteristics of Attending Families and Contextual Factors (/7= 163)

Characteristic Satisfaction score | Test statistic
M SD
Predisposing
CGM age r=.08
CGC age r=.11
CGM race/ethnicity (7= 161)
White 31.1 10.0 A2,158) =1.74
Black 33.7 7.8
Hispanic 34.0 8.3
CGC gender #(161) =1.24
Male 335 8.8
Female 31.7 9.0
Reasons for care
Parental drug abuse #161) = -0.87
Yes 33.2 7.7
No 32.0 9.8
Parental child abuse £161) =0.00
Yes 32.6 9.1
No 32.6 8.8
Parental incarceration #(161) = -1.47
Yes 34.3 8.0
No 32.0 9.1
Parental unwillingness (161)=0.74
Yes 31.6 9.1
No 32.8 8.8
Parental mental health #(161) = -1.48
Yes 34.7 7.3
No 321 9.2
Number of CGCs cared for (M) — — r=-.03
Enabling
Current marital status £161)=1.38
Married 314 10.3
Unmarried 333 7.8
Family yearly income —_ —_ r=—.25%*"
CGM education r=-.05
CGM employment status (161)=1.51
Working 31.2 10.2
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Characteristic Satisfaction score | Test statistic
M SD
Not working 33.4 8.0
Positive affect — — r=.02
Social support — — r=.03
Physical health
Current health problems f161) = -3.29
Yes 34.2 7.2
No 30.1 10.0
Limited in kind of work/activity #161) = -0.56
Yes 323 8.2
No 321 9.4
Accomplish less than she would like £161) = -0.97
Yes 335 8.1
No 321 9.3
CGM mental health
Clinical ratings £161) = -1.22
Depression (CES-D)
216 33.7 7.9
<16 31.9 9.4
Anxiety (OASIS) 4161) = -0.58
=8 334 9.0
<8 324 8.9
Using mental health professionals (161) = -2.81 e
Yes 35.2 7.0
No 31.2 9.4
CGC adjustment problems
Emotional problems A2,160)=0.86
Normal 322 9.4
Borderline 31.6 9.5
Abnormal 34.0 8.9
Peer problems A2, 160) =250
Normal 319 9.4
Borderline 30.9 9.3
Abnormal 34.9 7.2
Hyperactivity/inattention A2,160) =151
Normal 318 95
Borderline 30.2 9.5
Abnormal 339 7.8
Conduct problems A2,160)=1.08
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Characteristic Satisfaction score | Test statistic
M SD
Normal 32.7 8.9
Borderline 305 9.0
Abnormal 33.4 8.7
Use of mental health professionals £161) =0.48
Yes 321 8.2
No 32.8 9.3
CGC physical health r=-.03
Contextual factors
Experimental condition A2, 160) =0.59
BPT 315 9.4
CBT 333 8.1
10C 329 9.3
Experimental site A3, 159) =255
California 325 8.3
Maryland 35.4 6.3
Ohio 31.0 9.5
Texas 31.0 10.4
Miles willing to travel for group sessions
With outliers r=-.09
Outliers removed (/7= 167) r=.02
Number of sessions attended r=28**

Page 25

Note. CGM = custodial grandmother; CGC = custodial grandchild; CES-D = Center for Epidemiologic Studies Depression Scale; OASIS =
Overall Anxiety Severity and Intensity Scale; BPT = behavioral parent training; CBT = cognitive behavioral therapy; IOC = information-only

condition.

*
p<.05.

*ok

p<.0l.

Aok

p<.005.
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Table 4

Predictors of Treatment Satisfaction for Attending Families (n = 163)

Predictors Beta | B 95% confidenceinterval
Number of sessions attended 33 127 [0.72, 1.83]
Family income -.28 | -354 [-5.88, -1.20] **
CGM use of mental health professionals | .17 3.17 [0.53, 5.82] *
CGM health problems. .22 3.90 [1.27, 6.54] e
Sociodemographic controls
CGM married or not .15 2.65 [-0.61, 5.90]
CGM employed or not .01 0.21 [-2.65, 3.07]
CGM race
Black 06 | 101 [-1.78,3.79]
Hispanic .08 2.35 [-1.90, 6.59]
CGM education -.03 | -0.28 [-1.17,1.14]

Note. CGM = custodial grandmother.

*
p<.05.

*ok

p<.005.

Aok

p<.001.
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