Cohon, D., Hines, L., Cooper, B., Packman, W. & Siggins, E. (2003). A preliminary study of an
intervention with kin caregivers. Journal of Intergenerational Relationships, V. 1, No 3. 49-72.

A Preliminary Study of an Intervention with Kin Caregivers
Don Cohon, Ph.D., Director
Lisa Hines, Senior Research Associate
Institute for the Study of Community-Based Services
Edgewood Center for Children and Families
Bruce A. Cooper, Ph. D.
California School of Professional Psychology
Wendy Packman, J.D., Ph.D.
Assistant Professor of Psychology
Pacific Graduate School of Psychology, Palo Alto
Elizabeth Siggins, M. P. P.
Consultant, Senate Rules Committee
Sacramento

Acknowledgements
We gratefully thank the clients of Edgewood’s Kinship Support Network who gave
permission for our Institute staff to administer standardized questionnaires to them and to
use information from their records in compiling this report. Our work also owes a great debt
to the Kinship Support Network Community Workers who assisted Institute staff in
establishing contact with kin clients. The Stuart Foundation of San Francisco provided the
initial support for this study and continued to fund the major part of the work over five
years. Additional support came from The Zellerbach Family Fund, The California
Endowment, and The David and Lucile Packard Foundation.

Reprints may be obtained from J. Donald Cohon, Director. Institute for the Study
of Community-Based Services, Edgewood Center for Children and Families,
One Rhode Island Street, San Francisco, CA 94103 [dcohon@itsa.ucsf.edu]

1

A Preliminary Study of an Intervention with Kin Caregivers

Abstract
This article presents descriptive and preliminary findings from a study of African American
female kinship caregiver residents of San Francisco who received a case-managed supportive
services intervention. After describing the methodology and instrumentation, we present
characteristics of caregivers and children and then describe results that measured family
needs, physical and mental health, and satisfaction with social support. Data from consumer
satisfaction measures are also presented. The findings show decreased needs following the
intervention and also improvement in general health and satisfaction with social support.
Scores of clients’ satisfaction with services were uniformly high. We discuss these results as
they bear on other research and practice.
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Introduction
In 1997, slightly more than one million children were identified as victims of
substantiated abuse or neglect (Wang & Daro, 1998). The General Accounting Office
reported that this increase, as well as the greater service needs of these children, has created a
crisis in the nation’s child welfare system (USGAO, 1995). Among factors contributing to
this rise in numbers has been the growth in the use of crack cocaine (Minkler & Roe, 1993).
One way the system has adapted to this crisis is by placing more children with relatives,
particularly grandparents in the African-American community (Berrick, Barth, & Needell,
1994; Dubowitz, Feigelman, & Zuravin, 1993; Goerge, Wulsyzn, & Harden, 1996; Minkler,
Roe, & Price, 1992; Wilson & Chipungu, 1996). The women described in this report are part
of this nationwide trend that has grown rapidly during the past decade—grandparents, or
sometimes other extended family members, raising their kin children (Hegar, 1999; Hegar &
Scannapieco, 1995). Nearly 5,435,000 children (7.7% of all children in the United States)
were living in homes with a grandparent in 1997 (Bryson & Casper, 1999).
Although the child protective services system has increasingly relied on the
informal kinship network as a resource for placing abused/neglected children
removed from parental care, this system has not been able to offer much-needed
support to these kin families (USGAO, 1995, 1998). One way the public sector has
begun to provide services is by contracting with private agencies. Edgewood Center
for Children and Families’ Kinship Support Network (KSN) is an example of this
trend (Cohon & Cooper, 1999; USGAO, 1997).
Health promotion and disease prevention activities in the elderly population
are receiving increased attention, especially among the poor (Lubben, 1989). Other
studies have shown that in a predominantly Caucasian sample, having a “custodial
1

Cohon, D., Hines, L., Cooper, B., Packman, W. & Siggins, E. (2003). A preliminary study of an
intervention with kin caregivers. Journal of Intergenerational Relationships, V. 1, No 3. 49-72.

grandparenting” role (e.g., having parental responsibility) led to reduction in scores
on measures of psychological well-being, grandparenting satisfaction, and satisfaction
with the grandparent-grandchild relationship (Shore & Hayslip, 1994). Research
specifically on the kinship caregiver population has also shown increased risk for
physical and mental health problems (Kelley, Whitley, Sipe, & Yorker, 2000; Minkler,
Fuller-Thomson, Miller, & Driver, 1997; Whitley et al., 2001). Additionally, when a
grandparent assumes child-care responsibilities, dependence on friends or extended
family is heightened (Shore & Hayslip, 1994). The importance of informal support
networks among the African American elderly has been reported (Luckey, 1994).
KSN’s primary mission is to provide San Francisco kinship families with
comprehensive, case-managed services that fill gaps in and reduce barriers to
accessing public services with the goal of decreasing caregivers’ needs and improving
their general health and satisfaction with support systems. To date there have been
very few studies of interventions intended to improve outcomes for kin caregivers,
and this preliminary study of KSN adds to the scant body of literature testing these
supportive services interventions (Kelley, Yorker, Whitley, & Sipe, 2001).
KSN Intervention
In March 1993, Edgewood established KSN winning a contract from San
Francisco's Department of Human Services (DHS). KSN is a private, non-profit,
community-based service intervention with the public DHS acting as a “managed
care” agency monitoring the program. The KSN model gives the public agencies (in
this case, DHS and San Francisco Community Mental Health Services [SFCMHS])
sufficient oversight and controls to ensure that mandated policies are observed. KSN
employs people from local neighborhoods who often are kin caregivers and who
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have shared similar life experiences with their clients. Services are delivered at a
center-based site. Clients receiving case-managed services are assigned a Community
Worker and receive a thorough assessment of their needs, a written case plan, direct
intervention including minimum monthly home visits, weekly phone contact, and
collateral visits to other service providers. The primary service intervention is with
the caregiver, based on the theory that support for the caregiver benefits the
children. The model is described in more detail elsewhere (Cohon & Cooper, 1999).
In addition to the case management intervention, ancillary services are available to
families, including a variety of self-help support groups, recreation and respite activities,
training workshops, tutoring/mentoring, health support, and transportation services. For
226 families who received case-managed services between August 1993 and December 1998,
there were a total of 9044 hours of supportive services provided caregivers, with four major
categories--1) Support Groups = 3438 hours; 2) Recreation = 3187 hours; 3) Training = 903
hours; and 4) Respite = 818 hours (involving 800 hours for summer camp). For 442 children
in these families, 20,023 hours of support were provided as follows (major categories only):
1) Independent Living Skills (to teach skills for older children to live on their own) = 3245;
2) Respite = 3840; 3) Recreation = 5506; 4) Mentor/Tutoring = 2324; and 5) Mental Health
Assessment/Counseling = 2094. It is important to point out that establishing these
categories implies that they represent discrete units of service, but from a caregivers’ or
child’s perspective, attending a support group, participating in independent living skills or
going on a recreational outing could be considered as serving the same function.
For 344 inactive case-managed cases that had graduated or were closed, 31 % (n =
106) were closed within three months; 46 % (n = 158) were closed between three and 24
months; 16 % (n = 54) were closed between 24 months and 36 months; 8 % (n = 26) closed
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between 36 and 60 months. These case-managed families received a median number of 13
months of KSN services.
Methodology

Study Design
This is a descriptive evaluation study. Edgewood’s Institute for the Study of
Community-Based Services (Institute) collected basic demographic information for kinship
caregivers and children who were clients of Edgewood's KSN. Because health has been
found to be a particularly salient issue for caregivers (Berrick & Barth, 1994b; Berrick et al.,
1994; Kelley, 1993; Kelley et al., 2001; Minkler et al., 1992; Whitley, Kelley, & Sipe, 2001), we
thought it necessary to view caregivers’ health within a broad context by comparing their
scores on an established general health survey to national norms. The evaluation to assess
the effectiveness of the KSN intervention on kin caregiver clients’ needs, health status and
satisfaction with support consisted of three measures given at intake (T1), a second time at
graduation/closing (T2), and for some cases a third time six months later at follow up (T3).

Study Sample
This non-random sample consisted of kinship caregivers and relative children living
in San Francisco who were referred for KSN case-managed services between July 1993 and
March 1999. We attempted to enroll all referrals to the case-managed program, but a very
small number of caregivers declined to participate for reasons of privacy. No formal criteria
exist that define for DHS Child Welfare Workers (CWW) when to refer a kin caregiver
family to KSN. To determine what factors CWWs considered when referring kin families,
Institute staff interviewed six CWWs and their unit supervisor, asking an eight-item
standardized set of questions. These questions focused specifically on considerations related
to the caregivers, their children, and the DHS system with their responses reported here, but
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not rank ordered. The primary referral criteria for caregivers included their needs for: respite,
someone to regularly talk with (which DHS staff acknowledged they were not able to
consistently provide), advocacy and assistance in conducting business with other agencies,
and emotional support. Referral factors related to the children included school problems,
sometimes requiring tutoring, opportunities for children to socialize with other kids, a place
to get clothes and food, counseling and mental health needs, transportation to appointments,
and needs for stable routines and structure. CWWs reported system-related factors that
influenced their referrals as follows: “huge” DHS case loads, limited comprehensive child
support services at DHS, no DHS mental health services, family needs that required more
time than DHS is able to provide, and KSN offering services at one location.
The high number of African-American clients resulted in sample sizes for other
ethnic groups that were too small for meaningful statistical analyses of data. Because of this
limitation, we selected only African American families for this study, applying the following
inclusion criteria to study participants: new to the KSN case-managed program, African
American, San Francisco resident, former clients of KSN’s non case-managed services who
were entering case-managed services for the first time. We eliminated caregivers from the
study assessment panel if they received less than six months of the intervention, although
their demographics are included in the description of client characteristics.
Between KSN’s 1993 opening and March 1999, the program provided case-managed
services to a total of 424 families of which 221 were dependent and 203 non-dependent. For
this study, a family having one child or more involved with DHS Child Protective Services
(CPS) who has been made a dependent of the San Francisco Juvenile Court is considered a
dependent case even though there may be non-dependent kin children residing in the same
home. Table 1 shows descriptive data for all primary caregivers seen in the case-managed
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program during this time and reports all ethnic groups who were clients, although as noted,
we only selected African Americans for the study sample. Eighty of these 424 families were
active KSN cases and 344 were inactive, having graduated or closed.
[INSERT TABLE 1 ABOUTHERE]
Not surprisingly, age was related to caregivers’ relationship to the kin children (e.g.
grandparents were older than aunts). We separated caregivers into three age groups: 1) Nongrandparents, median age of 37 (n = 89); 2) Grandparents, median age of 55 (n = 266); and
3) Great- or Great-great grandparents, median age of 68 (n = 25). We examined familial
relationships of kin with an unduplicated count, and found that 54% (223) are maternal
grandmothers; 1% (6) are maternal grandfathers; 12% (49) are paternal grandmothers; 1%
(3) are paternal grandfathers; 12% (50) are maternal aunts; 5% (22) are maternal greatgrandmothers, and 1% (3) are maternal great-great grandmothers. These women fill multiple
roles in these families, often having several types of extended family relationships with the
children for whom they care. Caregivers reported that they had been raising their kin
children from as short as several weeks to as long as 17 and one half years, with a median of
four years and five months of active caregiving.
The total number of children in these KSN case-managed families was 868 of whom
47% (404) were dependents of the court and 53% (464) were non-dependents; 51% (443)
were Female. The number of kin children living with each caregiver ranged from one to
eight, with a median of two children per family. Within the calendar year prior to their KSN
intake date, only 4% of children (37) had received Special Education services, which is below
the statewide average. Importantly, only forty-five percent (388) had received a physical
examination in the year prior to KSN intake. See Table 2.
[INSERT TABLE 2 ABOUT HERE]
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Assessment Measures
Because of their clinical and theoretical relevance to the kinship caregiver population,
instruments selected for the assessment tapped three areas of concern: 1) family needs; 2)
caregivers’ physical and mental health; 3) caregivers’ satisfaction with their social support
network. In addition to these three instruments, we regularly obtained an additional measure
of client satisfaction with different aspects of the KSN program, and these data are also
reported.
Family Needs
Determining need(s) is a first step in establishing client goals. A needs assessment
based on Dunst, Trivette & Deal's Family Needs Scale (1988) was adapted for use with kin
caregivers, as both a clinical tool and evaluation measure, forming the basis for developing
the family case plan. It is also administered at graduation to assess changes in expressed
needs during the life of a KSN case. The original measure contained 41 items such as:
“Having money to buy necessities and pay bills”; and “Having enough food daily for two
meals for my family.” Respondents were given three choices: “Never,” “Sometimes,” or
“Almost Always.” After nine months of use, the needs items were analyzed for frequency of
response. Ten items that were not yielding useful data were eliminated, and we continued to
use a 31-item measure.
Physical and Mental Health
A measure of general health and mental health was sought that did not overly burden
KSN client respondents. The SF-36 Health Survey (Ware & Sherbourne, 1992; Ware, 1993)
is a 36-item self-report measure with eight multi-item health scales containing two to ten
items each: Physical Functioning; Role-Physical (limitations due to physical health problems);
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Bodily Pain; General Health; Vitality; Social Functioning; Role-Emotional (limitations due to
emotional problems); and Mental Health. The items are summed to form Likert scales with
higher scores indicating better health status. Researchers have found validity and reliability
with the SF-36, exceeding accepted standards for group comparison measures (McHorney,
Ware, Lu, & Sherbourne, 1994; Ware, 1993).
Satisfaction with Social Support
A social support measure based on previous work with maternal stress was included
as part of the assessment panel (Crnic, Greenberg, Ragozin, Robinson & Bashram 1982).
The modified KSN version contains questions about available support from intimates,
friends, and community, as well as respondents’ satisfaction with that particular type of
support, rated on a four-point Likert scale from “Very Dissatisfied” (1) to “Very Satisfied”
(4).
Consumer Satisfaction
Finally, Institute staff regularly use brief consumer satisfaction measures to provide
feedback to program staff about community workers and specific components of KSN
services. Simple instruments were designed using the format of school report cards, asking
respondents to “Give us a grade.” The grading system is ordered A, B, C, D, and F, and
transforms to a five-point scale with the highest score equivalent to a 4.0 and the lowest a
zero. The Report Cards assign grades to Intake Worker and Services (five items),
Community Workers (eight items), and Overall Agency Services (five items).

Procedures
Institute staff obtained new client information from the Intake Workers (IW), who
completed the Family Needs Scale and obtained an Informed Consent form for participating
clients. Interviews were conducted within two weeks of intake or prior to the client receiving
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services (T1). Participating caregivers were paid $20 for each completed interview. Cases that
received more than six months of case-management services had a second assessment at
graduation or closing (T2) with the Family Needs Scale, the SF-36 and the Crnic and
Greenberg satisfaction with support measure. Six months after this graduation/closing
interview, Institute staff administered the measures a third time with all available clients (T3),
although contacting caregivers proved particularly challenging as many had moved or their
phone numbers had changed. Institute staff regularly collected consumer satisfaction Report
Cards from caregivers.

Limitations
Because our sample was selected from KSN clients, it does not represent a general
population nor were they randomly assigned, and therefore, it is not possible to generalize to
all kin caregivers. Because Dunst’s instrument was used also for clinical purposes, we
changed the scoring to make it easier for older caregivers, utilizing a 3-point scale. A scale
with such a short range yields changes from T1 to T2 that are not numerically substantial,
and caution should be used when interpreting item reductions. As with other researchers
who have studied grandparent caregivers (Johnson, 1995; Minkler & Roe, 1993), we knew
that we were outsiders to the lives of the women in our study. Although the Institute staff
who conducted the interviews were African American women like the respondents, their
status as part of a research team, not having personal experience raising children, and their
younger age, may have influenced caregivers’ responses.
Findings
Family Needs Scale (FNS)
An analysis of scores on the FNS was performed using the Wilcoxon Signed-Ranks
test for 122 kin caregivers who graduated from the program. This analysis compared the
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same 122 cases’ FNS responses at two points in time, intake (T1) and graduation (T2), and
looked at people who changed in either a positive or negative direction after receiving KSN
services. A positive direction is expressing less need, and a negative direction is expressing
more need at the time a client graduates. These 122 caregivers reported less need at
graduation (T2) for 30 out of 31 needs (97%). The only need not showing a reduction over
time was item number 35, “Assistance with alcohol or other substance abuse problems either
for myself or family member (specify).” As noted, numeric differences with a 3-point scale
are slight, ranging from .3 to .5 for the 30 items showing less need at graduation.
Nevertheless, it is particularly noteworthy that these 122 individuals, consistently reported
reduced levels of need after KSN's intervention.
In a separate analysis, we rank ordered scores of the needs at intake (T1) and again at
graduation (T2) and found that, although people reported less need at T2, the same needs
continued to be present and in roughly the same order (See Table 3). This relationship of
needs from T1 to T2 has a Spearman correlation on ranked means of .87, showing
substantial overlap. For example, having adequate finances as well as needing time for
themselves remain important needs for these women.
[INSERT TABLE 3 ABOUT HERE]
Of significance, this analysis of mean ranks showed an intriguing shift towards
increased need at graduation (T2) to plan for the future evidenced by the shift of assistance
with managing money (from rank 16 to 9) and legal affairs (from rank 15 to 10). There is
also a lessening of need for services focusing on the children, such as having someone to talk
with about a child (from rank 10 to no longer in top 16 needs at T2), transporting the child
(from rank 7 to 15), finding emergency child care (from rank 8 to 12), or obtaining special
services for a child (from rank 5 down to 13).
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SF-36 Health Survey (SF-36)
We thought it important to place the health status of this sample of caregivers within
the context of national norms for this measure. These national norm groups have 15%
African American and 12% low income as part of their make-up and were compared with
those of the general U. S. population published by the National Center for Health Statistics.
Results support the representativeness of the norming sample for the SF-36 (Ware, 1993).
Because the median age of KSN grandparents is 54, means for females in the SF-36
normative age groupings 45-54 (sample n = 193) and 55-64 (sample n = 164) were
combined by calculating a weighted mean for females ages 45-64 for comparative purposes.
One hundred thirty-four kinship caregivers in the case-managed program completed
the SF-36 soon after intake. Only two males were in this group and were dropped from
these analyses, which utilized national norms only for females. Since increased age is typically
associated with poorer health and role limitations, we created two caregiver groups for
analysis: 1) Grandmothers, Great Grandmothers, and Great-Great Grandmothers (n=96)
and 2) Non-Grandparents younger than 45 (n=36). Transformed KSN mean scores on a
scale of 0 to 100 for 96 grandmothers, great grandmothers, and great-great grandmothers
compared with the normative sample grouping revealed statistically significant lower scores
for these older caregivers on all eight scales of the SF-36 (See table 4.).
[INSERT TABLE 4 ABOUT HERE]
For non-grandparent females under age 45, we used SF-36 normative mean scores
for females ages 35-44 (n = 264) for comparison. This analysis showed that the KSN group
of younger, non-grandparent females were significantly healthier in General Health (p <
.001) and Bodily Pain (p < .05) and no different on any other of the SF-36 scales than the
normative comparison group mean scores (See table 5.).
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[INSERT TABLE 5 ABOUT HERE]
In addition to comparing these two groups of caregivers to the SF-36 norms, we
performed independent group, separate variance t-tests on SF-36 scores at intake for 96
grandparents, great or great-great grandparents and 36 non-grandparents. We found
significant differences on all eight of the SF-36 scales with the grandparent group doing
much worse than the non-grandparent group. Because the sample size is large, which may
more readily produce statistical differences, we examined the effect size of the difference
using Cohen's “d.” We found on all eight subscales a medium to substantial effect size,
confirming that the grandparent group of older women is doing much worse both physically
and emotionally than the non-grandparent group.
Because we had difficulty in locating individuals for follow-up interviews at both T2
and T3, we performed repeated measures t-tests for only 35 KSN female clients, combining
both grandparents and non-grandparents, from initial (T1) to graduation (T2), and no
significant differences were found. However, five of the eight SF-36 scales did show nonsignificant improvement (See table 6.). Similar t-tests were done for 18 women from
graduation (T2) to follow-up, six months after graduation (T3), and no significant
differences were found, although social functioning was maintained at this follow up.
[INSERT TABLE 6 ABOUT HERE]
Satisfaction with Social Support Measure (SSM)
The SSM was completed at intake by 118 caregivers, excluding cases that closed
prematurely or were non-compliant. Responses indicated that they were more than
somewhat satisfied with the support they receive rated on a 4-point scale (1 = Very
Dissatisfied and 4 = Very Satisfied). They rated general support highest at a mean of 3.6,
followed closely by satisfaction with family support (M = 3.4) and then friendships (M =
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3.2). Satisfaction with support from their community was rated least favorably (M = 2.8).
Paired differences t-tests for 36 KSN graduates from intake (T1) to graduation (T2) found
significantly more satisfaction at T2 with support from friends (p < .05) and with general
support (p < .05).
Consumer Satisfaction Report Cards
From the client perspective, there was a widespread consensus about the significance
of case-managed KSN services, especially the support and availability of the Community
Workers. Report Card data indicated that 196 clients gave the Intake Worker and Process a
grade of 3.81, with 85% of the caregivers giving an “A” to this service component.
Community Workers received a 3.85, and 90% of clients graded the community workers
“A.” General KSN Services got a 3.80 with 84% of caregivers assigning an “A” to the casemanaged services they had received. Clients’ comments reflected the uniformly high scores
given on the Consumer Satisfaction Report Cards, as this grandmother indicated.
They are supportive, number one, very supportive. Someone I can always talk to.
They always know. The worker I have had there, Ms. D, she can sense when
something is wrong with one of her grandparents. And she always calls and checks
on you, and asks how you are, if there is anything she can do. And the interesting
thing about her is that she is a grandmother, a foster grandmother, herself. And
she’s really concerned about us, out here. And there’s Ms. B who does the schoolbased along with her, and she’s always calling and checking and on C’s school, and
making sure that’s up to par. And always calling and asks if there is anything she can
do. Her and Ms. D both, if I need a ride to an appointment or something, they are
always willing to help me out. They have been a godsend.

Discussion
The KSN model incorporates recommendations for intervention services made by
other researchers of this kinship caregiver population (Davidson, 1997; Gleeson & Hairston,
1999; Kelley, 1993; Minkler & Roe, 1993; Roe, 2000). It also reflects the guidelines for
services to special populations generally, which recommend that interventions be
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comprehensive, community-based, sensitive to each locale’s context and history, and
client/family-focused (Besharov & Laumann, 1997; Finnegan & Kandall, 1992; McAuley,
1998).
DHS CWWs indicated that the criteria they used in referring a kin family to KSN
included needs of the caregiver and child that the public sector could not adequately address.
They noted that there were “huge” caseloads and generally confirmed other studies of the
foster care system that found its capacity to provide services significantly strained (USGAO,
1995). While the present study did not compare permanency outcomes for children with a
DHS sample of children, several findings are worth noting. Of the 424 kin families seen
during the study period, only 4% (n = 14) of the children were reunified with their biological
parent(s). Drug use, especially involving crack cocaine, has played a significant part in
disrupting many of these families and led to increased placement of children with kin
(Minkler & Roe, 1993; USGAO, 1998). This four percent reunification rate may reflect
difficulties in successfully rehabilitating crack cocaine users. It may also be an indication that
these families are comfortable having extended family members raising children and that this
informal structure is an acceptable alternative to the public sector’s formal definition of
permanency (Brown, Cohon, & Wheeler, 2002). Another outcome of note is that 6% (n =
19) children were removed from their kin caregivers’ because of concern for their safety
and/or the caregivers’ inability to continue raising children due to physical or mental health,
sometimes involving their own substance abuse. Although the use of kin homes as
placement alternatives to regular foster homes has been increasing, it is important that these
relative placements are monitored regularly using public CPS standards for protection of the
child(ren), while recognizing and accounting for cultural differences (Berrick, 1997;
Scannapieco & Hegar, 1996b).
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With respect to the KSN intervention, families were active cases on average for a
little more than one year. About one third of the cases were closed within three months,
suggesting that a group of families had acute needs that resolved quickly or perhaps did not
avail themselves of KSN services. A small number of families remained active for more than
three years, some as long as five years, suggesting chronic needs that required ongoing case
management. Each family received various ancillary services, and the number of hours of
service ranged from very few to a large number. We urge caution in attempting to draw
conclusions about the affects of specific services such as respite in contrast to recreation
versus attending support groups or participating in mental health/counseling sessions. For
example, in the counseling process, the literature notes the importance of client and
counselor variables such as social class, personality, diagnosis, age, gender, ethnicity, and
intelligence in addition to counseling-specific factors such as professional background,
therapeutic style, therapeutic interventions, relationship attitudes, and expectations (Beutler,
1993; Garfield, 1986). These multiple factors interact with internal biochemical processes of
both client and counselor in multiple ways on particular occasions in different contexts. Such
complexity makes effective measurement of process and outcome in any treatment situation,
sometimes referred to as the dosage or potency of a treatment, a challenging goal.
Additionally, accounting for the number of hours provided for each type of service demands
accurate and detailed record keeping, which KSN Community Workers felt added
significantly to staff duties and detracted from delivery of services. We believe that giving
caregivers the option to select from a number of supportive services allowing them to match
their individual needs with a particular services at a given point in time is the important
element in the KSN model.
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Women endorsed high levels of need at Intake to KSN, especially for respite and the
need to have time for themselves. Family Needs Scale findings from the assessment panel
are quite striking. Between intake (T1) and graduation (T2), 122 KSN graduates report
significantly lower levels of need on 30 of 31 items (97%). The only need not showing
reduction was related to alcohol and substance abuse, and we believe caregivers were
reluctant to express this need because they might risk removal of their children. It is clear
from the scores that there is a consistent reduction in expressed need following the KSN
intervention, although the same needs remain present. There is also a change in the rank
order of needs at graduation with greater expression of needs to plan for the future to ensure
continuity for the children. Positional changes of items on the FNS may reflect one way in
which the KSN intervention contributed to a growing awareness of caregivers to recognize
their age and mortality. By endorsing these items, caregivers are acknowledging the need to
plan financial and legal matters, such as preparing a will, that affect their children’s futures.
This suggests that the KSN intervention has contributed to a positive outcome for clients
assisting them prepare for changes in their circumstances that may affect the children,.
Caregivers identified the need for money simply to buy necessities and pay bills as
highly significant and ranked this as the number one need at T2. For this sample, living in
San Francisco, one of the most expensive housing markets in the nation, may create some
unique financial challenges. But even for the general population of grandparent caregivers,
money is a significant problem. In 1997, 27% of children living in grandparent-headed
households (may have two grandparents) were impoverished, and two thirds of children
living in grandmother only-headed households were living in poverty (Casper & Bryson,
1998). Financial problems were identified in prior studies on grandparents in this caregiving
role (Szinovacz, DeViney, & Atkinson, 1999). Grandparents acting as parents were found to
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have significantly more “serious financial difficulties or problems” when compared with
combined spouse and adult-child caregivers (Strawbridge, Wallhagen, Shema, & Kaplan,
1997).
Women in our sample have had difficult life experiences and, after becoming
surrogate parents, expectably might have more negative than positive consequences to their
health and well-being. At intake a group of older grandparents reported significantly worse
health than a non-grandparent group on all eight SF-36 scales. Furthermore, these older
grandparent caregivers reported very poor health compared to other women of similar age in
a national norm group. This suggests that for these older women, caregiving for kin children
may have a negative effect on physical and mental health compared with a similarly aged
non-parenting group of women. However, it is important to recall that these women do not
represent the general population and in fact have been referred to KSN based on clinical
decisions that they have significant needs, including health and mental health. In contrast,
the non-grandparent group of KSN caregivers indicated that they were as healthy or even
significantly healthier on two SF-36 subscales (General Health and Bodily Pain) than a
national norm group of similarly aged women. The comparative healthiness of younger
caregivers supports the proposition that taking on parenting responsibilities may contribute
to poorer physical and mental health for older women because the added burden of raising
children occurs at a time in their lives when aging processes may make them less fit or able
to cope.
Several recent studies using national data sets found both positive and negative
effects of surrogate parenting (Giarrusso, Silverstein, & Feng, 2000; Szinovacz et al., 1999).
Other research of non-representative samples of kin caregivers has generally reported poor
health status (Burton, 1992; Fuller Thomson, Minkler, & Driver, 1997; Kelley, 1993; Kelley
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et al., 2000; Strawbridge et al., 1997; Whitley et al., 2001). The data in our study add to this
growing body of literature that shows physical and mental distress experienced by older
caregivers. Certainly, it is not possible to attribute negative health or well-being to a single
event such as becoming a surrogate parent because these women have experienced multiple
stressors that are cumulative, and interactive. As Johnson (1995) noted, the urban poor
grandmothers in his sample were “no strangers to sorrow” (Pg. 100). There is a much greater
likelihood of negative consequences for women in families whose lives are already difficult,
socially and financially. After reviewing findings from prior research and including the data
from the present study, we conclude that there are more negative than positive effects on
health and well-being after assuming this role and that individual women experience both in
different degrees at different times.
Repeated measures analyses of a group of KSN graduates (n=36) found that they
reported significantly more satisfaction with Support From Friends and with General
Support at time of graduation than at intake. This suggests that KSN’s intervention, which
offers a close relationship with a Community Worker as well as opportunities for increased
contact with other caregivers, contributed to these women reporting more satisfaction with
the support they received, especially from friends. We recommend that programs working
with the kin caregiver population include services designed to strengthen clients’ social
support, which has been suggested in other research (Kelley et al., 2000).
Finally, consumer satisfaction instruments in the form of school report cards showed
uniformly high grades for three aspects of the KSN program—Intake, Community Workers,
and General Agency Services. Although there appeared to be little discrimination in the
grading done by caregivers, we think that soliciting feedback about services is important and
gives clients an opportunity to comment and offer suggestions on improving services.
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Conclusion
A case-management intervention offered by a person whose background resembles
their clients in combination with tangible assistance such as food, clothing or furniture, and
sometimes including other supportive services such as respite, recreation, health, mental
health, support groups, and child-focused activities significantly reduced needs for these
African American female caregivers. These women also indicated increased awareness of
planning for the future (e.g. financial and legal issues) at the time of their graduation from
services. The health of older caregivers in this group appeared to be negatively affected by
assuming the surrogate parent role, although it is not possible to attribute their poor health
status solely to taking on this task because of other social determinants affecting their lives
such as poverty and environmental factors. Regardless of this uncertainty with respect to
etiology, programs serving similar populations should provide services to address caregivers’
physical and mental health.
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APPENDIX A
Tables

Table 1. Caregivers' Demographic Variables
VARIABLE

ACTIVE

%

INACTIVE

%

TOTAL

Dependent Caregivers
Non-dependent Caregivers

39
41
80

18%
20%
19%

182
162
344

82%
80%
81%

221
203
424

Male
Female
Gender Unidentified

2
78
0

15%
19%
0%

11 85%
331 81%
2 100%

13
409
2

African American
Latino/Other Hispanic
Filipino/Pacific Islander
Native American
Caucasian/White
Other/Bi-Multi Racial
Ethnicity Unknown

64
8
1
2
3
2
0

19%
29%
50%
40%
16%
40%
0%

279 81%
20 71%
1 50%
3 60%
16 84%
3 60%
22 100%

343
28
2
5
19
5
22

Median Age
Non-Grandparents
Grandparents
Great and Great-Great GP

54
38
55
69

54
37
55
68

Other
Median Number of Years of Education
Median Number of Years of Caregiving
Median Number of Children in Home
Range of Number of Children in Home
Median Number of Years of KSN service

12
2.9
2
1-7

12
4.4
2
1-8
1.1

Total
Gender

Ethnicity

Age

24

37
55
68
12
4.1
2
1.1
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Table 2. Children's Demographic Variables by Caregiver Classification*
INACTIVE
ACTIVE NON- INACTIVE NONTOTAL
ACTIVE DEP
VARIABLE - CASES
DEP
DEP
DEP
%
%
%
%
Children within cases
Dependent Children
70 17%
334 83%
0
0%
0
0%
404
Non-dependent Children
16 3%
91 20%
72
16%
285
61%
464
Total
86 10%
425 49%
72
8%
285
33%
868
Gender
Male
36 8%
213 50%
34
8%
141
33%
424
Female
50 11%
211 48%
38
9%
144
33%
443
Age Missing
1
1
Ethnicity
African American
62 8%
391 54%
60
8%
217
30%
730
Latino/Other Hispanic
5 10%
17 33%
6
12%
24
46%
52
Filipino/Pacific Islander
0 0%
2 100%
0
0%
0
0%
2
Native American
0 0%
0
0%
1
33%
2
67%
3
Caucasian/White
0 0%
5 45%
2
18%
4
36%
11
Other/Bi-Multi Racial
16 67%
1
4%
2
8%
5
21%
24
Ethnicity Unknown
3 7%
9 20%
1
2%
33
72%
46
Age in Years
0 through 1
1 8%
2 15%
5
38%
5
38%
13
2 through 3
6 17%
9 26%
6
17%
14
40%
35
4 through 8
31 13%
90 39%
29
13%
81
35%
231
9 through 12
36 13%
137 49%
21
8%
83
30%
277
13 through 18
12 5%
148 59%
11
4%
79
32%
250
19 through 21
0 0%
35 67%
0
0%
17
33%
52
Missing
0 0%
4 40%
0
0%
6
60%
10
Other
Receiving SpecialEducation
3 8%
57 154%
3
8%
19
51%
37
Involved with Juvenile Court
0 0%
3 100%
0
0%
0
0%
3
Physical Exam in Last Year
48 12%
206 53%
30
8%
104
27%
388
* Caregivers are classified by Activity Status of Active or Inactive and as Dependent or Non-Dependent
depending on whether they have children living with them who are dependents of San Francisco Juvenile
Court. Any caregiver caring for a dependent child is classified as Dependent. Caregivers classified as
Dependent may have Non-Dependent children living with them. Four families had dependent children who
were removed or closed and these cases were re-classified as Non-Dependent. One of these families was
reactivated.

25

Cohon, D., Hines, L., Cooper, B., Packman, W. & Siggins, E. (2003). A preliminary study of an
intervention with kin caregivers. Journal of Intergenerational Relationships, V. 1, No 3. 49-72.

Table 3. Top sixteen ranking FNS item’s Mean scores at Intake and at Graduation
Rank
Need Item # at Intake
Mean
Need Item # at Graduation
Mean
(T1)
at
(T2)
at
Intake
Grad
1
29. Getting respite care.
2.074 1. Having money to buy
1.672
necessities and pay bills.
2
23. Having time to do things for
2.006 23. Having time to do things for
1.656
myself.
myself.
3
1. Having money to buy
1.926 33. Participating in parent groups
1.574
necessities and pay bills.
or clubs.
4
11. Getting furniture, clothes,
1.871 29. Getting respite care.
1.533
toys.
5
30. Getting special services for
1.857 11. Getting furniture, clothes,
1.459
my child such as counseling,
toys.
special education, vocational
training.
6
33. Participating in parent groups
1.816 25. Planning for my own future
1.451
or clubs.
health needs.
7
18. Transporting my child places
1.765 32. Doing fun things with my
1.426
including appointments.
family.
8
28. Having emergency child care.
1.765 16. Getting places I need to go for 1.393
myself.
9
21. Having someone to talk to
1.755 2. Budgeting money.*
1.377
about how things are going for
me.
10
20. Finding someone to talk to
1.732 5. Legal assistance. *
1.369
about my children.***
11
16. Getting places I need to go
1.728 21. Having someone to talk to
1.361
for myself.
about how things are going for
me.
12
32. Doing fun things with my
1.706 28. Having emergency child
1.361
family.
care.**
13
34. Learning how to be a more
1.652 30. Getting special services for my 1.352
effective parent.
child such as counseling, special
education, vocational training.**
14
25. Planning for my own future
1.644 12. Completing chores, repairs,
1.352
health needs.
home improvements.
15
5. Legal assistance.
1.639 18. Transporting my child places
1.336
including appointments.**
16
2. Budgeting money.
1.623 34. Learning how to be a more
1.336
effective parent.
* = increased @ T2; ** = decreased @ T2; *** decreased @ T2 below the top 16 item mean ranks
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Table 4. 96 KSN Female Grandmothers, Great Grandmothers and Great-Great Grandmothers
Compared to Norm Group Females, ages 45-64, on SF-36 Scales
SF-36 General Health Survey Scalesa
FEMALES
Phys.
RoleBodily
Gen.
Vitality Social RoleMent.
Funct
Phys.
Pain
Health
Funct
Emot Health
KSN Means
62.9
48.5
49
58.7
47.2
68.1
53.7
64.7
KSN SDs
29.2
43.79
31.44
24.61
24.07
32.86
40.8
23.28
Norm Means
(Ages 45-64)
t-statistic

78.0

75.8

69.4

66.7

-4.65
-5.32
-6.06
***
***
***
*p < .05, **p < .01, ***p < .001, 97 df, two-tailed.

59.4

81.1

81.7

73.9

-3.04
-4.82
-3.73
-6.30
***
***
***
***
a
Lower scores mean poorer health

-3.94
***

Table 5. 36 KSN Female Non-Grandmothers Younger than age 45 Compared to Norm Group Females,
ages 35-44, on SF-36 Scales
SF-36 General Health Survey Scalesa
FEMALES
Phys.
RoleBodily
Gen.
Vitality Social RoleMent.
Funct
Phys.
Pain
Health
Funct
Emot Health
KSN Means
88.8
86.1
83
83.2
60.4
83
75
72.1
KSN SDs
17.4
27.7
23.2
17.3
19.7
25.2
39.3
16.6
Norm Means
(Ages 35-44)
t-statistic

88.1

83.7

1.04

0.92

74.9

74.3

2.42
*
*p < .05, **p < .01, ***p < .001, 97 df, two-tailed.

59.4

83.1

80.1

73.3

3.57
0.30
0.08
-0.83
***
a
Lower scores mean poorer health

-0.48

Table 6. 35 KSN Female Grandmothers and Non-Grandmothers Paired Differences t-tests @ T1 & T2
SF-36 General Health Survey Scalesa
FEMALES
Phys.
RoleBodily
Gen.
Vitality Social RoleMent.
Funct
Phys.
Pain
Health
Funct
Emot Health
T1 Means
66.3
45.7
51.4
59.6
45.9
63.9
53.3
64.6
T1 SDs
26.5
45.2
35.2
24.6
22.2
32.3
39.8
21.7
T2 Means
62.4
54.3
51.5
64
45
70.7
66.7
68.1
T2 SDs
30.5
44.3
32.5
24.2
24.5
33.3
46.4
16.9
a
Lower scores mean poorer health
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