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Abstract

Two important parent groups are solo grandfathers and single fathers raising children alone. The health of male
caregivers raising children has received little attention by scholars. Investigating the health of single male caregivers
raises awareness about their physical vulnerability. This study uses the 2012 Behavioral Risk Factor Surveillance
System to compare health characteristics of 82 solo grandfathers with 396 single fathers aged 50 years and older. The
findings suggest that grandfathers exhibited a high prevalence for various health conditions, including diabetes (44%),
heart attack (27%), chronic obstructive pulmonary disease (23%), and stroke (6%). Almost half of grandfathers rated
their health as fair/poor (47%), and nearly two in five had functional limitations (38%). Although older single fathers
had better health characteristics than grandfathers, their health profile was poorer than population norms. Logistic
regression analysis suggests that solo grandfathers are more at risk for poor health outcomes than older single fathers.

Practice interventions to minimize health risks are discussed.
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The physical and mental health characteristics of male
caregivers raising children on their own have received
little attention by scholars. Despite more than 20 years of
research on grandparent-headed families, there is limited
information about custodial grandfathers and their most
prevalent health conditions as well as their use of health
services. There are more studies investigating the experi-
ence of single fathers although few have focused on older
single fathers, and even fewer have used representative
data to examine their health characteristics. In contrast,
there are many studies on the health and emotional well-
being of custodial grandmothers (e.g., Bachman & Chase-
Lansdale, 2005; Carr, Hayslip, & Gray, 2012; Hayslip,
Blumenthal, & Garner, 2014; Kelley, Whitley & Campos,
2012; Musil & Ahmed, 2002) and single mothers (e.g.,
Atkins, 2010; Hatcher, Rayens, Peden, & Hall, 2008;
Kaestner & Tarlov, 2006; Kaplan et al., 2005; Wu, Wang,
& Eamon, 2014). The purpose of this study is to use a
representative community sample to describe, compare,
and contrast health characteristics and behaviors of custo-
dial grandfathers who are raising grandchildren without
the support of a spouse or significant other, termed solo
grandfathers, in comparison with older single fathers.
According to the U.S. Census, there are approximately
2.8 million grandparent-maintained households, 15% of

these households are headed by grandmothers alone, and
164,000 (6%) are headed by solo grandfathers (Ellis &
Simmons, 2014). There are 39 million family groups with
children in the United States; single mothers head 27% of
these families and 5% are headed by single fathers (Vespa,
Lewis, & Kreider, 2013). Even though the numbers of
solo grandfathers and single fathers are smaller than their
female counterparts, their need for accessing primary
health care services and resources is no less significant.
The present study sample is limited to male caregivers
aged 50 years and older to focus on the prevalence of
several health conditions that are more common in old
age (such as stroke, arthritis). Contrasting these two fam-
ily arrangements has merit because examining the health
of these male-headed family groups raises awareness
about their possible physical vulnerability, and draws
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attention to their need for family support and community-
based resources.

Background

Knowledge about the health conditions of custodial
grandparents comes largely from studies observing
grandmothers raising grandchildren, or combined sam-
ples of grandmothers and grandfathers (Hayslip, Shore,
& Emick, 2006; Kelley, Whitley, Sipe & Yorker, 2000,
Kelley, et al, 2012). Past works consistently suggest that
custodial grandparents have a high prevalence of many
chronic health conditions, including heart disease, hyper-
tension, and diabetes (Minkler & Fuller-Thomson, 1999;
Leder, Grinsteadd, & Torres, 2007; Musil & Ahmed,
2002; Whitley, Kelley, Yorker & Sipe, 2001, Whitley,
Fuller-Thomson, & Brennenstuhl, 2015). Previous
authors also suggest that grandparent caregivers’ func-
tional limitations are partly because of normative aging
processes. However, when aging is coupled with one or
more other chronic health conditions and intense family
stress, the ability to perform basic activities of daily liv-
ing is further restricted (Musil, 2000; Neely-Barnes,
Graff, & Washington, 2010). Whether their health prob-
lems are an effect of caregiving or a reflection of existing
health conditions exacerbated by stress, the physical
health of male caregivers of children is not fully under-
stood (Hayslip et al., 2014; Hughes, Waite, LaPierre, &
Luo, 2007). Recognizing the health of caregivers is cen-
tral to understanding their ability to engage effectively in
parenting roles. Certain protective factors are known to
minimize adverse health effects. Grandmother caregivers
with higher income and those who are married have a bet-
ter health status than poorer and nonmarried grandmoth-
ers (Bachman & Chase-Lansdale, 2005), but it is unclear
if these same factors have significance for families
headed by grandfathers (Keene, Prokos, & Held, 2012).
Previous research focused on custodial grandfathers
has been limited. Earlier studies often included small,
nonrepresentative samples, and often did not distinguish
between grandfathers raising grandchildren alone versus
grandfathers who share parental responsibility with a
spouse or partner. Several studies suggest that custodial
grandfathers appear to show a readiness or willingness to
serve in the surrogate parenting role, despite concerns
about their declining physical health or their ability to
financially support their grandchildren long term
(Bullock, 2005; Denby, Brinson, Cross, & Bowmer,
2014; Hayslip & Page, 2012). There is evidence that cus-
todial grandfathers may have different origins of mental
stress compared with custodial grandmothers. Park
(2009), using a nationally representative sample, reported
differences in factors that affect psychological distress
between grandfathers and grandmothers. The author

suggested that grandfathers reported less mental health
anxiety and strain as compared with grandmothers. She
suggested that this might be due to grandmothers provid-
ing a greater share of daily caregiving responsibilities.
The grandchild’s age, behavior, and presence of spousal
support influenced grandfathers’ stress levels, while
grandmothers’ emotional health were more affected by
financial strain, as well as older age and problematic
behaviors of the grandchildren. Park’s results reinforce
the idea that grandparent caregivers are a heterogeneous
group, with different profiles and needs. As such, identi-
fying specific physical and mental health characteristics
for solo grandfathers may help discern differences and
similarities in their health status, in comparison with cus-
todial grandmothers.

Single fathers have received more attention in the
research literature than custodial grandfathers (U. S.
Census, 2015). A number of past family studies explored
single fathers’ parenting styles, adaptation to full-time
parenting, father—child attachment, and mental health
effects of raising children (e.g., Bernier & Miljkovitch,
2009; Bronte-Tinkew, Scott, & Lilja, 2010; Coles, 2009;
Cooper et al., 2008; Hamer & Marchioro, 2002; Trivedi
etal., 2014; Wade, Veldhuizen, & Cairney, 2011).
Identified parenting challenges facing single fathers
include low socioeconomic status, inflexible work sched-
ules, and limited formal and informal childcare services.
These issues were especially problematic for low-income
fathers of color (Hamer & Marchioro, 2002). Research
suggests that single fathers are vulnerable to multiple
forms of psychological distress, including depression,
panic disorder, and generalized anxiety disorders (Denby
et al., 2014). There also is some evidence that substance
abuse may be elevated among young single fathers
(Meadows, 2009). While social support appears to be a
protective factor for single mothers experiencing psycho-
logical distress, there is not consistent evidence of its
beneficial effects for single fathers (Wade et al., 2011).
Interestingly, health outcomes of children residing with
single fathers appear to be better than the health of chil-
dren residing with single mothers or custodial grandpar-
ents (Krueger, Jutte, Franzini, Elo, & Hayward, 2015;
Ziol-Guest & Dunifon, 2014).

Unfortunately, much of the research on single fathers
does not differentiate those living with a partner from
those raising children alone; nor does it differentiate the
needs and circumstances of older single fathers from their
younger counterparts. In 2014, in the United States, there
were approximately 1.59 million older single fathers rais-
ing children younger than 18 years with no partner pres-
ent in the home (U.S. Census Bureau, 2015); of these,
20% were aged 50 years and older, representing approxi-
mately 315,000 men (Livingston, 2013). Taking into con-
sideration the overall limited information on the health of
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older male caregivers of children, the present study pro-
vides a basis for future work by describing comparatively
the physical and mental health characteristics of solo cus-
todial grandfathers and older single fathers, aged 50 years
and older, using a representative sample.

Study Framework

Although the present study is descriptive in nature, the
association between life stressors and physical/emotional
health provides a context for the study. According to
Pearlin and colleagues, unexpected changes or role tran-
sitions can exacerbate stress levels, which can have a
negative effect on health (Pearlin, Mullan, Semple, &
Skaff, 1990; Pearlin, Schieman, Fazio, & Meersman,
2005). A primary source of stress for caregiving grandfa-
thers generally stems from family disruptions involving
the birth parents (e.g., incarceration, illness/death, child
maltreatment perpetrated by one or both parents, divorce,
or extended military deployment; Leder, Grinstead, &
Torres, 2007). Stress levels among caregivers are height-
ened because of economic insecurity (Ross & Aday,
20006), inadequate housing (Fuller-Thomson & Minkler,
2003), and raising one or more children affected by severe
trauma and loss (Kelley, Whitley & Campos, 2013). The
current study is not explanatory, but describes the physi-
cal health state of older male caregivers raising children
to give a baseline for health promotion options, which
may help reduce health risks.

Method

Data Source and Sample

The 2012 Behavioral Risk Factor Surveillance System
(BRFSS) is a public use data set, derived from a collab-
orative project of the Centers for Disease Control and
Prevention (CDC) and the U.S. States and Territories.
The BRFSS is an ongoing data collection program
designed to assess state-specific behavioral risk factors
for adult populations (CDC, 2012). Each month, trained
interviewers use a standardized questionnaire to collect
data over landline and cellular telephones from a repre-
sentative sample of noninstitutionalized adults, aged 18
years or older who are living in households (CDC,
2013a). For all U.S. states included in the 2012 version,
the BRFSS uses a disproportionate stratified sample
design, which divides all possible phone numbers into
high- and medium-density groups that are sampled sepa-
rately. The sample selected for the current study included
82 solo grandfathers and 396 older single fathers, aged 50
years and older. This age restriction enhances sample
comparability between the two family groups. The sam-
ple was also restricted to the 36 states that opted to include

the random child selection module (CDC, 2012).
Questions from this module permitted the identification
of single grandfathers or older single fathers as caregivers
(see details below). Although the BRFSS 2012 includes
both cellular phones and landlines, the question on the
number of adults in the household was only asked of
those with landlines. Thus, the findings are generalizable
to community-dwelling men aged 50+ years who are solo
grandfather caregivers or older single fathers with no
partner present, and who have landlines, and reside in one
of 36 selected states. The landline response rate for the
BRFSS 2012 was 49.1% (CDC, 2013a).

Measures

Parental Identification. In the BRFSS, there is a module
used that focused on a randomly selected child younger
than 18 years in the household (CDC, 2012). One of the
questions asked about the adult respondent’s relationship
to the focus child. If the adult male responded “grandpar-
ent” and there was only one adult in the household, this
respondent was categorized as a “solo grandfather care-
giver.” If the adult male answered “parent,” which could
include biologic, step, or adoptive, and there was only
one adult in the household, this respondent was catego-
rized as a “single father with no partner present in the
household” (hereafter referred to as older single fathers).

Child Characteristics. In the focus module described above
there were questions on the focus child’s age (age <5
years, 5-12 years, 13-18 years), gender, residency, ethnic-
ity. Specific questions about health status concerned
asthma (“Has a doctor, nurse or other health professional
EVER said that the child has asthma?”’) and obtaining a
flu shot in the past year (“During the past 12 months, has
[the child] had a seasonal flu vaccination?”). The number
of children in the household was also included in the
interview.

Parental Demographics. Background information was
gathered on the parent figure, including the following:
age (50-64 years, 65 years and older), self-reported race
(White non-Hispanic, Black non-Hispanic, Hispanic, and
Other), education level (less than high school diploma vs.
greater), and income (<$15,000, $15,000-24,999,
$25,000-49,999, $50,000-74,999, $75,000 or greater).

Physical and Mental Health Status. BRFSS respondents
were asked to indicate, from a listing of chronic condi-
tions, whether a “doctor, nurse or another health profes-
sional” ever told them they had any of the following
[health conditions]?” The conditions assessed included
arthritis, chronic obstructive pulmonary disease (COPD),
diabetes (excluding borderline), asthma, cancer
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(excluding skin), heart attack, stroke, angina or coronary
heart disease, kidney disease, and depression. Self-
assessed health was also measured using the following
question: “Would you say that your health, in general, is:
excellent, very good, good, fair, poor?” Responses were
recoded into excellent/ very good/ good health versus
fair/poor health. Finally, health-related quality of life was
measured based on a series of three questions. The first
was “Now thinking about your physical health, which
includes physical illness and injury, for how many days
during the past 30 days was your physical health not
good?” Responses were recoded into 0, 1-7, and >7 days.
The same type of question was also asked about mental
health (e.g., “Now thinking about your mental health . .
.”); responses were recoded in a similar fashion as physi-
cal health. The third question was as follows: “During the
past 30 days, for about how many days did poor physical
or mental health keep you from doing your usual activi-
ties, such as self-care, work, or recreation?” Responses
were recoded using the same categories as physical health
(i.e., 0, 1-7, and >7 days).

Health Care Utilization. Access to health care coverage
was assessed by a response to the question: “Do you have
any kind of health care coverage, including health insur-
ance, prepaid plans such as HMOs, or government plans
such as Medicare, or Indian Health Service?” Inquiry
about access to doctors or other health professionals was
based on the following two questions: “Do you have one
person you think of as your personal doctor or health care
provider?” Responses were recoded into yes (one or
more) and no. The second question addressed cost as an
inhibiting factor to accessing a health care provider: “Was
there a time in the past 12 months when you needed to see
a doctor but could not because of the cost?” Finally, the
respondents reported the time since their last routine
checkup in response to the question “About how long has
it been since you last visited a doctor for a routine
checkup?” [A routine checkup is a general physical exam,
not an exam for a specific injury, illness, or condition].
Response options were in the last year, between 1 and 2
years, between 2 and 5 years, or 5 years or more.

Health Behaviors. Specific health behaviors were assessed
in the 2012 BRFSS (CDC, 2012). The first question con-
sidered physical exercise: “During the past month, other
than your regular job, did you participate in any physical
activities or exercises such as running, calisthenics, golf,
gardening, or walking for exercise?” The second health
behavior assessed was a Body Mass Index score, com-
puted from three levels: neither overweight nor obese,
overweight, and obese. The third health behavior self-
identified smoking status as categorized into one of four
groups: current smoker-everyday, current smoker-some
days, former smoker, and never smoked.

Data Analysis

A descriptive analysis was used to identify the demo-
graphic, health, and mental health characteristics of solo
grandfathers and to contrast them with older single fathers
aged 50 years and older. Comparisons were made using
chi-square tests. All percentages and p values were
weighted to take into account the probability of selection
and nonresponse bias. The sample sizes are presented in
their unweighted form. A series of three nested logistic
regression analyses were conducted for each of the 13
health outcomes. In the first model and each subsequent
model, solo grandfathers were compared with older sin-
gle fathers. The second model added race, education
level, and household income levels. The third and final
model added caregiver age.

Results

The demographic characteristics of solo grandfathers in
comparison with older single fathers are reported in Table 1.
Solo grandfathers were considerably older, on average,
than older single fathers. The largest proportion of grand-
fathers were older than 65 years (53.4%), while only
6.6% of single fathers were in that age range (p < .001).
Generally, grandfathers were less likely to be White
(57.3% vs. 75.2%, p < .001), or to have graduated from
high school (55.2% vs. 92.8%. p <.001); they were more
likely to have incomes less than $15,000 (28.6% vs.
12.3%, p < .001), and to reside in center cities (60% vs.
44.2%, p < .05) as compared with older single fathers.
Solo grandfathers were less likely to have only one child
in their home (50.9% vs. 70.4%, p < .001) and more
likely to be caring for children younger than 5 years
(5.3% vs. 0.6%, p <.01). The health characteristics of the
grandchildren indicate that they were less likely to have a
history of asthma as compared with children residing
with their older fathers (1.8% vs. 21.8%, p < .001), and
they were more likely to have received a flu shot in the
past year (86.8% vs. 47.1%, p <.001).

The physical and mental health characteristics of solo
grandfathers and older single fathers are reported in Table 2.
The health status of the solo grandfathers was very poor.
A larger percentage of solo grandfathers have chronic
health conditions, including COPD (22.6% vs. 6.1%; p <
.001), diabetes (44.0% vs. 15.4 %; p <.001), and previous
heart attacks (27.2% vs. 6.9%; p < .001). A larger per-
centage of solo grandfathers, rated their health as “fair or
poor” as compared with older single fathers (46.6% vs.
20.4%; p <.001).

Grandfathers were also more likely to have more than
1 week in the past month of bad physical health (44.8%
vs. 18.4%; p < .001) and functional limitations in activi-
ties of daily living due to physical or mental health ill-
nesses (34.8% vs. 13.4%; p < .001) as compared with
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Table 1. Solo Grandfathers and Older Single Fathers: Family Demographic Characteristics (N = 478).

Grandparent/parent demographic indicators Solo grandfathers Older single fathers p Value
Total number 82 396
Age (years)
50-64 46.6% 93.4% <.001
65+ 53.4% 6.6%
Race
White, non-Hispanic 57.3% 75.2% .002
Black, non-Hispanic 23.1% 13.8%
Hispanic 11.1% 5.0%
Other race, non-Hispanic 8.5% 6.1%
Education
Did not graduate high school 44.8% 7.2% <.001
Graduated high school 55.2% 92.8%
Income categories
<15,000 28.6% 12.3% <.001
150,000-24,999 19.5% 13.5%
25,000-49,999 24.7% 23.1%
50,000-74,999 18.2% 21.0%
75,000 or more 9.1% 30.0%
MSA code
In the center city of an MSA 60.0% 44.2% .03
Outside the center city of an MSA 17.4% 25.3%
Inside a suburban county of the MSA 4.3% 10.6%
In an MSA without a center city 0% 0%
Not in an MSA 18.3% 20.0%
Number of children in household
I 50.9% 70.4% <.001
2 44.8% 23.8%
3 2.6% 5.2%
4 0% 0.3%
5+ 1.7% 0.3%
Gender of child
Boy 48.7% 52.4% .28
Girl 51.3% 47.6%
Age of child (years)
<5 5.3% 0.6% .63
5-12 40.8% 35.4%
13-18 53.9% 64.0%
Child history of asthma
Yes 1.8% 21.8% <.001
No 98.2% 78.2%
Child flu shot in past 12 months
Yes 86.8% 47.1% <.001
No 13.2% 52.9%

Note. MSA = metropolitan statistical area.

older single fathers. However, grandfathers were more
likely to have no bad days in the past month because of
mental health issues (74.6% vs. 63.1%; p < .001). A
greater proportion of the grandfathers had not exercised
for recreation in the previous month (32.8% vs. 22.9%; p
<.05). Both types of caregivers had a comparable preva-
lence of being overweight, but single fathers had a slightly

higher percentage of obesity as compared with grandfa-
thers (p <.05). Solo grandfathers were much less likely to
have never smoked as compared with older single fathers
(23.3% vs. 41.9%; p <.001).

The respondents’ pattern of health utilization is pre-
sented in Table 3. Nearly 100% of the solo grandfathers
had health care insurance compared with approximately
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Table 2. Solo Grandfathers and Older Single Fathers: Family Physical/Mental Health Indicators (N = 478).
Health indicators Solo grandfathers (N = 82)%  Older single fathers (N = 396)% p Value
Arthritis
Yes 29.3 333 .25
No 70.7 66.7
COPD
Yes 22,6 6.1 <.001
No 774 93.9
Ever diagnosed with diabetes
(excluding borderline)
Yes 44.0 154 <.001
No 56.0 84.6
Asthma
Yes 15.5 9.4 .05
No 84.5 90.6
Cancer (other than skin)
Yes 13.9 7.7 .04
No 86.1 923
Heart attack
Yes 272 6.9 <.001
No 728 93.1
Stroke
Yes 6.0 3.6 .29
No 94.0 96.4
Angina or coronary heart disease
Yes 13.8 7.5 .06
No 86.2 925
Kidney disease
Yes 6.9 2.0 .0l
No 93.1 98.0
Self-rated health
Good or better health 534 785 <.001
Fair or poor health 46.6 204
Do not know/not sure or refused/missing 0 I.1
Number of days/month physical health not good
No bad days 45.7 66.0 <.001
[-7 Bad days 9.5 15.6
>| Week bad days/past month 44.8 18.4
Limitations in activity in last month
due to physical or mental illness
No days limited 61.7 75.2 <.001
I-7 days limited 35 1.4
>| week limited days/past month 348 13.4
Number of days mental health
not good in past month
No bad days 74.6 63.1 <.001
[-7 bad days 7.0 21.6
>| week bad days/past month 18.4 153
Lifetime depressive disorder
Yes 20.7 16.3 32
No 79.3 83.7
Health behaviors
Any physical exercise in last month
Yes 67.2 77.1 .04
No 328 229

(continued)
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Table 2. (continued)

Health indicators Solo grandfathers (N = 82)%  Older single fathers (N = 396)% p Value
BMI category
Neither overweight nor obese 357 279 .0l
Overweight 429 43.1
Obese 21.4 29.0
Smoking status
Current smoker—smokes everyday 13.8 14.0 <.001
Current smoker—smokes some days 10.3 74
Former smoker 52.6 36.6
Never smoked 233 41.9
Note. COPD = chronic obstructive pulmonary disease; BMI = body mass index.
Table 3. Solo Grandfathers and Older Single Fathers: Utilization of Health Care Services.
Health service utilization indicators Solo grandfathers (N = 82) % Older single fathers (N = 396) % p Value
Have any health care coverage
Yes 98.3 84.2 <.001
No 1.7 15.8
Have one or more personal
doctors/health care providers
Yes 91.3 81.5 <.001
No 8.7 18.5
Could not see doctor because of cost
Yes 7.0 17.1 <.001
No 93.0 82.9
Length of time since last routine checkup
<12 months 86.2 68.6 <.001
I-2 years 2.6 1.4
2-5 years 43 9.7
5+ Years 6.9 10.3

five out of six older single fathers (98.3% vs. 84.2%; p <
.001). Grandfathers were more likely to have one or more
personal doctors or health care providers (91.3% vs.
81.5%; p = .01), and to have had a routine physical in the
past 12 months (86.2% vs. 68.6%, p<.01). Proportionately
fewer grandfathers had trouble accessing a medical pro-
vider because of cost as compared with older single
fathers (7.0% vs. 17.1%; p < .01).

In Table 4, the logistic regression analyses identify the
odds of solo grandfathers having specific health condi-
tions in comparison with older single fathers. Three dif-
ferent odds ratios are presented for each of the 13 health
outcomes: (a) the unadjusted odds ratio, (b) the odds ratio
adjusting for race, income, and education level, and (c)
the odds ratio adjusting for age in addition to race,
income, and education level.

Solo grandfathers had between two and five times
higher odds than older single fathers on many health con-
ditions when no other variables were included in the anal-
yses. Even after controlling for age, race, income, and

education level (see Model 3), solo grandfathers had sub-
stantially higher adjusted odds of COPD, asthma, heart
attack, angina or coronary heart disease, and functional
limitations. Solo grandfathers were also more likely to
rate their physical health during the past 30 days as fair or
poor in comparison with older single fathers.

Discussion

Physical Health and Health Behaviors

The data results reveal substantial differences between
the physical and mental health characteristics of solo
grandfathers and older single fathers raising children
without assistance from spouses or partners in the house-
hold. Although the sample was limited to those aged 50
years and older, solo grandfathers have far worse physi-
cal health in comparison with older single fathers. The
high prevalence of serious chronic conditions such as
heart attacks (27.2%) and COPD (22.6%), and the fact
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that one third of solo grandfathers said they had a week or
more in the past month when their activities were limited
due to health concerns, suggests there is an urgent need to
help grandfathers manage their health conditions.
Demanding parenting tasks (e.g., daily cooking, bathing
children, lifting and carrying young infants/toddlers) can
take a toll on aging caregivers with chronic physical con-
ditions. They are especially daunting if grandfathers with
physical limitations are unaccustomed to performing cer-
tain caregiving tasks or have limited confidence in their
ability to perform them well (Bullock, 2005). If grandfa-
thers are employed outside the home, while also trying to
manage the home environment these multiple responsi-
bilities create another level of strain, which may lead to
increased fatigue and exhaustion. These combined issues
possibly contribute to the fact that approximately one half
(46.6%) of custodial grandfathers rated their overall
health as “fair/poor.”

The risk of custodial grandfathers reporting a con-
firmed diagnosis of diabetes (44%) is particularly worri-
some considering it is approximate twice the national rate
for males 65 years and older (23.9%; CDC, 2013b). Life-
threatening complications from diabetes (e.g., heart dis-
ease, kidney failure, and stroke) can shorten the life span,
suggesting the need for deliberate efforts to manage the
disease. Lifestyle changes that incorporate proper nutri-
tion, regular exercise, and medication are essential dis-
ease management practices. However, helping
grandfathers put these protocols into everyday routines
may require support from community-based health pro-
fessionals. Clearly, solo grandfathers have a profile that
suggests their trajectory for physical decline may acceler-
ate faster than older single fathers because of their health
conditions, coupled with family stress. The importance of
addressing their physical health needs is evident from the
data revealing 44.8% of solo grandfathers’ report having
more than 1 week of “bad days” during a single month
due to their physical health.

Many older single fathers also had health problems
that warrant attention. Their most prevalent health condi-
tions were arthritis (33.3%) and diabetes (15.4%). These
conditions may affect their performance of routine par-
enting tasks, depending on the severity. However, it is the
adverse health behaviors (eating habits leading to obesity,
smoking, and physical inactivity), which are most dis-
turbing. Older single fathers who were obese (29%), cur-
rent smokers (everyday or some days; 26.8%), and/or
who did no recreational physical activities (22.2%) were
particularly vulnerable to serious long-term health prob-
lems, potentially threatening their life spans.

It appears both grandfathers and older single fathers
may benefit from weight management interventions to
address the high percentages of grandfathers and older
fathers whom are overweight or obese (64.3% and 72%,

respectively). Such a high prevalence of weight problems
may have implications for childhood obesity in these
families (Robinson, Utz, Keyes, Martin & Yang, 2013).
Engaging male caregivers in understanding the relation-
ship between proper nutrition and health outcomes has
received some attention in the literature (Blake et al.,
2009). Assisting grandfathers and older single fathers
with improving family nutrition including developing
appropriate meal plans, minimizing the frequency of
meals, and improving snack options, dining out choices,
and cooking strategies are initial steps to establishing
obesity prevention and treatment plans. Limited avail-
ability of certain foods in local communities (e.g., fresh
fruits and vegetables) requires consideration in preparing
menus. Addressing male perceptions about traditional
gender roles regarding food preparation may require
attention before grandfathers and single fathers recognize
the necessity of incorporating changes in their cooking
and eating habits (Brown & Miller, 2002).

Solo grandfathers and older single fathers have com-
parable current smoking habits (24.1% vs. 21.4%).
Smoking behaviors is most worrisome for the one fifth of
older single fathers who reported that their grandchildren/
children have asthma. Lifestyle choices about smoking
and other health behaviors are especially important to
study with male-headed families from low-SES back-
grounds because research has suggested that adverse
health outcomes are more prevalent in these families
(Harvey & Ogden, 2014; Louie & Ward, 2011; Sheffer
et al., 2012). Improving access to smoking cessation pro-
grams and targeted messaging that emphasize the hazards
of passive smoke to children is warranted (Pisinger,
Hammer-Helmich, Andreasen, Jorgensen, & Glumer,
2012). Future studies may evaluate the extent to which
improved health behaviors influence functional activity
among custodial grandfathers and older single fathers.

Mental Health

Custodial grandfathers and older single fathers are both
vulnerable to psychological distress, particularly depres-
sion (Kolomer & McCallion, 2005; Letiecq, Bailey, &
Dahlen, 2008; Park, 2009). Approximately 21% of solo
grandfathers and 16% of older single fathers report that
they have been diagnosed with depression at some point
in their life, which are both higher than estimates for adult
males in the general population (11.2%), and the rate for
males aged 55 years or older (14.9%; CDC, 2011). These
results are troubling considering the long-term impact of
mental illness on parenting behaviors and physical health
(e.g., cardiac problems; Sands, Goldberg-Glen, &
Thornton, 2005). Interventions that promote mental well-
ness among family caregivers should make efforts to tar-
get solo male caregivers, who may have limited access to
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such programs, particularly when service providers focus
their attention toward female caregivers. Advocacy for
removing structural barriers that may prevent grandfa-
thers and older single fathers from accessing needed men-
tal health services are also essential (Cheng & Robinson,
2013). Community-based support groups and other social
networks designed for custodial grandparents should con-
sider how race, age, and gender reinforce negative percep-
tions about mental health services. Finally, planning and
evaluating social network strategies that cater to the pref-
erences of grandfathers and older single fathers is an area
for future inquiry and evaluation.

Activity Performance

Activity limitations include the inability to perform basic
personal or parenting activities (bathing and dressing
young children, preparing meals, conducting light house-
keeping chores), or performing other essential role
responsibilities (paid work tasks) due to physical or emo-
tional deficits. More solo grandfathers have periods dur-
ing a month when they experience functional limitations
lasting a few days or more than a week (34.8%), as com-
pared with older single fathers (13.4%). However, the
result suggests that both family groups might benefit
from access to exercise programs to build physical endur-
ance and manage weight. Respite services and personal
home care are important resources to assist with routine
activities. As custodial grandfathers age, their ability to
perform heavy manual tasks will decline (e.g., heavy yard
work, major housekeeping chores). Trying to seek assis-
tance from family or friends to manage all or most labor-
intensive responsibilities is especially challenging if
one’s social network is small (Russell, 2004). Community-
based networks that help enlarge social networks for
grandfathers and older single fathers through peer sup-
port, volunteer services, and service exchange programs
may reduce physical and emotional strains while getting
necessary tasks completed.

Health Service Utilization

Solo grandfathers appear to have good access to and use
of available health care services. Almost all grandfathers
(98.3%) had some form of health insurance, perhaps
because most are eligible for Medicare. Although approx-
imately 90% of solo grandfathers and 80% of older single
fathers have a regular personal care physician, it is impor-
tant to assist those without such care to access a regular
physician in light of the health concerns facing both
groups. Helping the one sixth of older single fathers with-
out health insurance acquire such coverage through avail-
able federal/state health exchanges under the Affordable
Care Act is also an important strategy.

A possible spillover effect from solo grandfathers’ fre-
quent use of health care services is their effort to ensure
that their grandchildren also receive medical support.
Nearly 87% reported that their grandchildren received a
flu shot in the previous 12 months, a much higher per-
centage than children of older single fathers (47%). The
findings appear to align with results reported by Devoe
et al. (2011) who suggested that there is a positive rela-
tionship between parents’ personal use of health care ser-
vices and the use of health services for their children.
Future efforts with older single fathers should include
determining what structural barriers (e.g., work sched-
ules, transportation, and financial costs) prevent them
from getting their children to health services. Furthermore,
practitioners should work to be certain that older single
fathers are aware of available public programs designed
to give specifically children access to health care services
(e.g., Children’s Health Insurance Program).

The reported data give a general health profile of solo
custodial grandfathers not conveyed in previous studies.
However, the findings do not provide definitive evidence
as to why solo grandfathers have worse health outcomes
as compared with older single fathers. Two plausible rea-
sons are the older age and higher prevalence of ever
smoking among the solo grandfathers:

1. Although the current analysis was restricted to
men aged 50 years and older, only 7% of the sin-
gle fathers were aged 65 years or older, compared
with 54% of the solo grandfathers. Older age is
strongly associated with a higher prevalence of
disability and of most chronic diseases.

2. The smaller percentage of solo grandfathers who
never smoked, compared with single fathers, may
be enough to account for observed differences in
physical health outcomes between the groups for
outcomes such as COPD, asthma, and coronary
heart disease, all of which are highly associated
with smoking. Future studies using male-headed
family groups should explore these health differ-
ences more closely.

An additional factor that requires further study is the
effect of ongoing emotional stress stemming from intra-
family crises that prompted the grandfathers to assume
surrogate-parenting roles. Internal family disruptions
involving the birth parents may create intense emotional
distress with caregiving grandparents, of which older
single fathers may have less experience. Exploring any
possible association between family life stressors and
risks for adverse physical conditions with custodial
grandfathers, who often have limited social and economic
resources at their disposal (Bullock, 2005), warrants
attention by researchers.
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Finally, custodial grandparents perform parenting
practices in raising their grandchildren that are different
from raising their own children. One challenge that has
not received adequate consideration is the fact that many
of the grandchildren have physical, emotional, and devel-
opmental needs stemming from severe family trauma
(e.g., child abuse and neglect, community and domestic
violence, as well as prenatal exposure to drug substances
by the birth mother). Trying to navigate multiple and
unfamiliar public and private systems to obtain necessary
support services for these vulnerable grandchildren can
be time-consuming and emotionally draining for most
grandparents, possibly exacerbating adverse physical
effects. Specific research in this area is necessary to
understand how parenting challenges affect health out-
comes with grandfather caregivers.

Study Limitations

There are several study limitations to note. The data are
from a limited number of states, so the results are not
generalizable to the whole nation. Second, the cross-sec-
tional nature of the study prohibits determining causal
relationships between health concerns and caregiving sta-
tus for solo grandfathers or single fathers. Using second-
ary data constrains the depth and breadth of statistical
analyses. These findings, as a result, do not reflect the
complete picture of older male caregivers’ health status;
rather this study gives several important pieces of popu-
lation-based information about the health of older men
raising children not revealed previously in earlier
research. The results represent one point in time.
Subsequent to the time of data collection, the health care
landscape in the nation changed, most notably with the
rolling inception of the Affordable Care Act, which may
affect future findings. In spite of these limitations, the
findings give a new perspective about two family groups
that received scarce attention by researchers, but whose
health status has implications on how well these families
function. The study results present an original look at the
issue of male caregivers of children with the aim to pro-
mote additional scholarly activity on this neglected topic.

Conclusions

Solo custodial grandfathers and older single fathers are
vulnerable to serious adverse physical and mental health
conditions. The physical and mental health of grandfa-
thers raising grandchildren requires additional study to
extend current understanding of their role behaviors and
family health outcomes. Thoughtful community-based
efforts involving groups of interdisciplinary profession-
als working collaboratively with families may potentially

minimize described health risks and promote family
well-being.
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