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Abstract

Grandmothers in the “sandwich generation” are considered as those women who are potential caregivers
for two generations: older relatives and grandchildren. With the goal of understanding the factors that
affect their stress and health, 149 women from southwestern Spain were interviewed using an ad hoc
questionnaire that included standardized scales and subscales. The results showed that age, coping strategies
based on emotional support and acceptance, as well as optimism and social support improved the health
of these women by reducing their perceived stress. Although caring for older relatives is related to family
conflicts and worse health, conversely, caring for grandchildren is related to slightly better health. The
results are useful for planning psychological interventions with these women and highlight the need to

include family interventions.
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Caring for a family member has often been con-
ceptualized as a chronic stressor for care pro-
viders (Boogaard et al., 2019; Vitaliano et al.,
2004), demonstrating negative consequences
on their physical and psychological health,
especially for women, who more frequently
provide the care (Ma et al., 2018; Pavalko,
2011). Until now, the majority of research about
the effects of caregiving on the care provider
has focused on caring for older relatives—
habitually the father or mother (Kenny et al.,
2014)—or caring for the spouse or partner
(Chappell et al., 2015; Pinquart and Sorensen,
2011). However, research on intergenerational
caregiving points out that the majority of
domestic care and help is for descendants:
fathers and mothers caring for children and
grandchildren (Dukhovnov and Zagheni, 2015;
Fingerman et al., 2016).

In this sense, the women of the “sandwich
generation”—those that are between the demands
of caring for their direct ascendant family mem-
bers (characterized by high levels of dependence)
and helping their adult children (especially in car-
ing for grandchildren)—constitute a particular
group of care providers (Abramson, 2015; Do
etal., 2014; Zelezna, 2018).According to Zelezna
(2018), women who already care for an older
relative are more likely to take care of their grand-
children. This trend highlights the importance
of providing adequate attention to this group of
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women. Curiously, in this ever more prevalent
group (Huvent-Grelle et al., 2015; Pavalko,
2011; Xu, 2018), rather than being a double
burden and increasing stress, caring for grand-
children can otherwise have a protective effect
on the psychological adjustment (Luna et al.,
2016a; Xu, 2018), as well as improve health
and increase the life-satisfaction of these care
providers (Di-Gessa et al., 2015). Nevertheless,
there are few studies to date that focus their
attention on this group of women caregivers.

According to the model of Alzheimer’s car-
egivers’stress proposed by Pearlin et al. (1990)—
an adaption of the Stress Process Model (Pearlin,
1989) in the caregiving context—stressors inher-
ent to the caregiver situation, secondary stressors,
background, contextual, and mediating factors all
converge in the caregiver situation. On one hand,
caregiving and its consequences are potentially
influenced by background and contextual factors
(such as the care provider’s sociodemographic
characteristics, the family composition, or the
kinship with the care recipient). On the other
hand, the model distinguishes primary stressors
(characteristics intrinsically associated with the
type of care required, such as the degree of
dependence) from secondary stressors (those
derived from the primary ones). Family conflicts
regarding the type of care required or disagree-
ments about the degree of implication of other
family members are common secondary stress-
ors. Finally, factors like coping or social support
mediate between the stressful situation and the
final perceived stress.

Although the stress process model has been
developed considerably, the core components of
this analysis—stressors, mediators/moderators,
and mental health outcomes—continue to be the
major conceptual underpinnings of the stress
process perspective (Pearlin and Bierman, 2013).
Particularly in the caregiving context, several
research studies have explored “caregiver
stress,” assuming that prolonged provision of
family care can be a highly stressful situation for
the caregiver that could potentially impair their
health (Kroenke et al., 2004; Musil et al., 2011).
This model has been used not only to study
stress process in caregivers of people with

Alzheimer’s disease or dementia (Fekete et al.,
2019; Wong and Zelman, 2019), but has also
been used for caregivers of older relatives (Pine
and Steffen, 2019; Walsh and Murphy, 2019),
for adults providing care for their spouses (Kim
et al.,, 2017), for adult-child caregivers (Liu
et al., 2019), grandparent caregivers (Whitley
and Fuller-Thomson, 2016), or even for infor-
mal caregivers in general (Boogaard et al.,
2019). Despite the elapsed time, this model is
still used as a theoretical framework from which
to establish the specific relevance of different
stressors in the caregiving stress process.

According to Lazarus and Folkman (1984),
coping can be defined as a complex cogni-
tive and behavioral process through which
a person tries to deal with the internal and
external demands that—according to their
own resources—have been evaluated as over-
whelming. The use of avoidance coping strate-
gies—especially those related to denial and
self-blame—has been consistently associated
with an increase in stress, as well as a higher
presence of anxiety and depression in the care
providers (Goldzweig et al., 2012; Luna et al.,
2016b). Likewise, caregivers often use both
problem-based and emotion-based approach
strategies (Revenson et al., 2016). Whereas
emotion-based strategies have traditionally
shown to be less adaptive than problem-based
strategies (Austenfeld and Stanton, 2004),
more recent studies demonstrate the benefits of
the first, especially the accepting reality and
using emotional support (Alpert and Womble,
2015; Luna et al., 2016b).

On the other hand, more stable characteris-
tics or psychological traits have recently shown
to be a valuable resource in coping with the car-
egiving circumstances (Trapp et al., 2015), such
as predisposition to optimism (Daukantaite,
2014; Deist and Greef, 2017; Trapp et al., 2015)
and emotional intelligence. However, consider-
ing that caregiving occurs almost exclusively
within the family, it is remarkable how little
research focuses on emotional intelligence,
especially given that emotional ties and han-
dling emotions play such a relevant role (Lynch
et al., 2007). In fact, the few studies that have



taken it into account identify emotional intelli-
gence as a key resource for managing the emo-
tionsassociatedwithcaregiving(Ruiz-Robledillo
and Moya-Albiol, 2014; Weaving et al., 2014).

In the first place, this study aims to capture a
current picture of grandmothers in the “sandwich
generation” and their caregiving situation. What
are their sociodemographic characteristics? What
is their family context? Are they caring for their
older relatives, their children, or both? What psy-
chological resources do they have to deal with the
caregiving situation? Do they have social sup-
port? Do they feel stressed and in poor health?
Given the lack of research on grandmothers in the
“sandwich generation” in Southern Spain, it is
difficult to specify any hypothesis.

Furthermore, based on the aforementioned
model by Pearlin et al. (1990), this study offers
a structural equation model to help understand
the relationship between these different factors
in the specific case of grandmothers in the
“sandwich generation.” Other more up-to-date
variables such as emotional intelligence and
optimism (which were not considered in the
original model) have been included. As a result,
our research has the following hypotheses:

1. Grandmothers in the “sandwich genera-
tion” show a great variety of psycho-
logical resources and social support but,
in general, they suffer high levels of
stress and poor health.

2. Sociodemographic characteristics of
grandmothers in the “sandwich genera-
tion” (working as background factors)
influence their perceived stress and,
consequently, their physical and psy-
chological health. Specifically, older
age, not having a partner, lower level of
education, and economic difficulties are
associated with higher stress and poorer
health, both physical and especially
psychological.

3. Regarding family context, on one hand
caregiving for an older relative is related
to higher stress and poorer health, espe-
cially when it is exclusive (not combined
with caregiving for grandchildren),

whereas caregiving for a grandchild may
have the opposite effect, resulting in
lower stress and better health, especially
when it is exclusive (not combined with
caregiving for older relatives). On the
other hand, family conflicts are related
to higher stress and poorer health.

4. Regarding psychosocial resources, the
use of denial and self-blame coping
strategies are related to higher stress and
poorer health, whereas social support
and the use of acceptance and emotional
support coping strategies and high emo-
tional intelligence are related to lower
stress and better health.

5. Overall, as the stress process model
(Pearlin et al., 1990) adapted to caregiving
situations states, caregiving (primary
stressor) for an older relative (family con-
text), using denial and self-blame coping
strategies (mediator factors), along with
older age, lower educational level, and
economic difficulties (background and
contextual factors) increase these women’s
perceived stress and diminish their health.
Nevertheless, high social support, high
emotional intelligence, and using accept-
ance and emotional support coping strate-
gies (moderator factors) buffer the effect
of these stressors, decreasing these wom-
en’s perceived stress and, in consequence,
improving their health. In addition, car-
egiving for a grandchild may be associated
with lower stress and better health. The
details of these relationships and their
mutual influence are shown in Figure 1.

Method
Study design and participants

A cross-sectional, descriptive study was con-
ducted using data from structured interviews.
Due to the specific nature of the studied popula-
tion, the selection of subjects was realized using
a non-probabilistic sample.

The sample includes 149 women residing in
southwestern Spain who meet the following



Figure I. Initial model of the influence of sociodemographic variables, family context, and psychological

and social resources on stress and health.

inclusion criteria: be a grandmother and have a
living direct ascendant (father, mother, father-
in-law, and/or mother-in-law). Subjects were
excluded from the sample if they had a diag-
nosed mental illness, chronic disability, did not
sign the prior informed consent form, or did not
adequately speak the language (Spanish). This
sample size is larger than most complex models
of caregivers’ psychological health, which have
been carried out with a minimum of 80 partici-
pants (Van der Lee et al., 2014).

Variables and instruments

A questionnaire designed specifically for this
study—comprised mostly of instruments or
scales validated by other research—was used
for this work. The specific variables and the
respective scales are described below.

Sociodemographic characteristics
Age. This variable refers to age of in years,
of the person interviewed.

Partner. This variable took into account
whether or not the women lived with a spouse
or partner, regardless of their civil status.

Education level. This variable was dichoto-
mized in low level when the women had no for-
mal education or only primary education, and
high level when they had a high-school educa-
tion or higher.

Economic situation. This variable is an adap-
tation of the Indicator of Consumer Confidence
survey (Indicador de Confianza del Consumi-
dor) from the Center for Sociological Research
(Centro de Investigaciones Sociologicas, 2014).
It has four response options: it is difficult for
you to make ends meet at the end of the month,
resulting in acquiring debt; it is difficult for
you to make ends meet at the end of the month,
forcing you to dip into your savings; you barely
make ends meet; you save a little money each
month; and save sufficient money each month.
In a later time, in order to simplify the analysis,
these responses were dichotomized between
those people that have difficulty making ends
meet and those that do no (and can therefore
save money).

Family context
Family care (grandchild/older relative/both gen-
erations). The women were asked if they had



cared for (helping in the basic tasks of daily life,
accompanying or supervising) a family member
in the past month, specifically grandchildren or
older relatives, in an adaptation of the Caring
for the Elderly in Spanish Homes survey (Cui-
dados a las Personas Mayores en los Hogares
Espariioles) from the Center for Sociological
Research (Centro de Investigaciones Sociologi-
cas, Instituto de Mayores y Servicios Sociales
(IMSERSO), 2005). To divide between infre-
quent and frequent care, both for grandchil-
dren and older relatives, the different sums of
frequency of care were pondered in two scales
from 0 to 14, with a score of 6 as the cutoff
point (corresponding with continuously caring
for a family member Monday through Friday,
rotationally or distributed, to caring for up to
five family members; Luna et al., 2016a).

Family conflicts. Part of an adaptation of the
Caring for the Elderly in Spanish Homes survey
(Cuidados a las Personas Mayores en los Hoga-
res Esparioles) from the Center for Sociological
Research (Centro de Investigaciones Sociologi-
cas; IMSERSO, 2005), in which they were
asked to describe their relationship with direct
family members (children, parents, and partner)
choosing between four response options: very
intimate; normal, according to the relationship
that binds us; cold and distant; or with conflicts.
The existence of family conflicts is determined
when at least one of these relationships is clas-
sified as “with conflicts.”

Psychological resources

Coping strategies. Coping strategies were
assessed using the Brief Cope (Carver, 1997),
a shorter version of the COPE inventory
(Carver, 1997) adapted to the Spanish popula-
tion by (Moran et al., 2010) known as COPE-
28. It is a 4-point Likert-type questionnaire
(from O (never) to 3 (always)) that evaluates
the frequency with which the person employs
14 different coping strategies when faced with
stressful situations. Specifically, the subscales
Acceptance, Denial, Using Emotional Support,
and Self-blame were used for this study, with
two items for each of them. The score of each

scale can range from 0 to 6 points. The Cron-
bach’s alpha for the total scale was 0.72.

Emotional intelligence. This variable is asses-
sed by adding the score obtained in the sub-
scales Flexibility (8 items), Stress Tolerance (9
items), and Impulse Control (9 items) from the
Emotional Quotient Inventory (EQ-i, Bar—On,
1997), adapted to Spanish by Castejon et al.
(2008) The response options are on a 5-point
Likert-type scale, from 1 (al/most never) to
5 (very frequently). The total score can range
from 26 to 130 points. The overall Cronbach’s
alpha was 0.74.

Optimism. Dispositional optimism is assessed
by the optimism subscale of the Life Orientation
Test (LOT-R; Scheier and Carver, 1985), adapted
to the Spanish population by Otero et al. (1998)
It contains 3 items that evaluate dispositional
optimism through a 5-point Likert-type scale
from 1 (totally disagree) to 5 (totally agree). The
total score can range from 3 to 15 points. The
higher the score, the greater the dispositional
optimism is. The Cronbach’s alpha in this sub-
scale was 0.75.

Social support. Social support was measured
using the Duke-Unc questionnaire (Broadhead
et al., 1988), adapted to the Spanish population
by Bellon et al. (1996). It is a 5-point Likert-
type scale from 1 (much less than I would like)
to 5 (as much as I would like). It evaluates the
perception of social support based on 11 items.
The total score can range from 11 to 55 points.
In the Spanish population a score under 32
points is considered low. The Cronbach’s alpha
was 0.85.

Perceived stress. Perceived Stress Scale (PSS-4;
Cohen and Williamson, 1988), adapted to the
Spanish population by Remor and Carrobles
(2001), is a S5-point Likert-type scale from 1
(never) to 5 (very often). The scale includes four
items that report on the frequency within the
past month with which a person has perceived
difficulties as uncontrollable. The total score
can range from 4 to 20 points and reports the



amount of stress perceived by a person. There-
fore, a higher score corresponds to greater
stress. The Cronbach’s alpha was 0.72.

Health. Subscales of Physical Health and Psy-
chological Health from the Quality of Life
Scale, WHOQOL-BREF (World Health Organ-
ization Quality of Life (WHOQOL) Group,
1995), adapted to Spanish by Lucas-Carrasco
(1998), were used to evaluate the overall qual-
ity of life. The subscale consists of six items on
a 5-point Likert-type scale (from none, very
unsatisfied, or never to extremely, very satis-
fied, or always). The scores are converted to a
scale from 0 to 100. A higher score corresponds
to better health. The Cronbach’s alpha was 0.76
and 0.85, respectively.

Procedure

After developing the questionnaire and receiv-
ing approval from the Ethics Committee for
Biomedical Research in Andalucia (Comité de
Etica de la Investigacion Biomédica de
Andalucia) a pilot study was conducted. In this
preliminary study, four women who met the
sample characteristics were interviewed fol-
lowing the questionnaire structure in order to
find additional indicators of time monitoring
and questionnaire comprehension. Later, a
panel of experts was organized to determine
whether changes were needed to improve the
quality of the study. As a result some scales
were erased, thus reducing the application time.

For data collection, referential organizations
were contacted (city councils, elderly homes,
recreational centers, health centers, etc.).
Through these organizations, potential partici-
pants (those who met the requirements for
inclusion) were identified and the research was
explained to them. Those that chose to partici-
pate were scheduled for an individual interview
at their home at a later date. At this meeting,
after written informed consent was obtained,
the corresponding structured interview, follow-
ing the questionnaire, was carried out. If partici-
pants showed any signs of fatigue the interview
was abbreviated by eliminating the emotional

intelligence scales, which is why the response
rate for these scales was 0.77. For the remaining
scales of the questionnaire, the response rate
was near 1 (0.97 for coping strategies scales,
0.99 for optimism scale, 0.99 for social support
questionnaire, and 1 for the PSS and health sub-
scales). The interviews were approximately
1.5hours in duration. If it seemed that the inter-
view would last longer than this, participants
were offered the possibility of finishing the
interview in a second session in order to avoid
fatigue or interfering in their personal life. In
these cases a new appointment was agreed
upon.

Data analysis

To carry out the proposed objectives, Pearson’s
correlation tests were conducted for the bivari-
ate analysis (p <0.05), and n2 was used to test
the effect size, resulting in the following inter-
vals: from 0 to 0.009, negligible; from 0.010 to
0.089, low effect size; from 0.090 to 0.249,
medium effect size; and from 0.250, large effect
size (Tabachnick and Fidell, 2007).

The multivariate analysis was done through
a structural equation model, using the maxi-
mum likelihood method. Model adjustment
was realized based on different indices of abso-
lute adjustment (X? and X?/gl), measures based
on residuals (standardized root-mean-square
residual (SRMR)), indices of comparative
adjustment (Non-Normed Fit Index (NNFI),
Comparative Fit Index (CFI), Incremental Fit
Index (IFI), and Adjusted Goodness-of-
Fit Index (AGFI)), and measures of errors of
approximation (root mean square error of
approximation (RMSEA) and SRMR). In the
case of the absolute indices, the quotients X?/g/
are considered acceptable when they showed
values lower than 5 and adequate when this
ratio was less than 3. For the NNFI, CFI, AGFI,
and IFI, figures above 0.90 are considered as
indices of good adjustment (McDonald and Ho,
2002), although Hu and Bentler (1999) recom-
mend values close to or above 0.95. For the
RMSEA, the SRMR values close to or below
0.06 are accepted (Hu and Bentler, 1999).



Lagrange multiplier (LM test) and Wald test
were used to analyze possible model improve-
ments. Before calculating a new parameter or
eliminating an already existing one, the follow-
ing factors were taken into account: the criteria
of the LM and Wald tests; the theoretical back-
ground supporting the change; and the improve-
ment in the adjustment that could cause the
said modification, analyzed using the improve-
ment in the different adjustment indicators.

The results of the structural equation model
are displayed in a path diagram, which includes
the value of the standardized coefficients in each
of the proposed relationships. These standard-
ized coefficients measure the intensity (in
absolute values, from 0 (no relationship) to 1
(maximum possible relationship), as well as the
directionality of the relationship between varia-
bles based on the coefficient sign (a positive
sign indicates a direct relationship whereas a
negative sign indicates an inverse relationship).

Statistical analyses were conducted using
IBM SPSS Statistics 24.0, descriptive statistics
and correlational analyses employed the pro-
gram EQS 6.2, and certain calculation comple-
ments provided by Microsoft Excel were used
for the structural equation models.

Results

Sample distribution in
sociodemographic characteristics,
family context, physiological resources,
social support, stress levels, physical
health, and psychological health

The sample distribution in these variables is
shown in Table 1. As can be observed, grand-
mothers in the “sandwich generation” were an
average age of 57.91years old (standard devia-
tion (SD): 5.85), most of them lived with their
spouse or partner (79.9%), and slightly more
than half had a low education level (55%) and
some kind of economic difficulty (52.3%).
Regarding family context, as shown in this
table, almost 60percent of these women assume
frequent care of at least an older relative, and
more than half (55%) of at least a grandchild.

The simultaneous caregiving of both genera-
tions is present in 32percent of these women.
On the other hand, more than 20percent of
these women report family conflicts.

Regarding psychological resources and
social support, these women exhibit a frequent
use of acceptance (4.37), emotional support
(3.68), and to a lesser extent self-blame (2.33).
Denial is a less used coping strategy (1.18),
whereas they tend to show high levels of emo-
tional intelligence (94.03 of up to 118 points),
optimism (11.25 of up to 15 points), and social
support (44.05 of up to 55 points).

Finally, regarding perceived stress and phys-
ical and psychological health, these women
show low to moderate level of stress (5.46 of up
15 points), good physical health (60.64), and
slightly poor psychological health (48.48).
These results, in connection with hypothesis 1,
are relatively unexpected.

The relationship of sociodemographic
characteristics, family context,

physiological resources, and social
support, to stress levels, physical

health, and psychological health

In order to facilitate interpretation of the
results, these relationships have been grouped
into three sections of analysis: first, relation-
ship between sociodemographic characteris-
tics and stress level, physical health, and
psychological health (related to hypothesis 2);
second, the relationship between family con-
text and stress levels, physical health, and psy-
chological health (regarding hypothesis 3);
and the relationship between psychological
resources and social support and stress levels,
physical health, and psychological health
(regarding hypothesis 4).

Relationship between sociodemographic character-
istics and stress level, physical health, and psycho-
logical health. As can be observed in Table 2,
only the significant relationships are mentioned.
First, age showed a negative correlation with
perceived stress, meaning that as the age of the



Table I. Sociodemographic characteristics, family context, psychological resources, social support, stress,

and health of the sample.

Mean SD Range (min—max) N %
— e Y 585 2075 149
Partner
Yes 119 799
No 30 20.1
Education level
Low 82 55
High 48 322
Economic situation
With economic difficulties 523
Without economic difficulties 47.7
Care for grandchildren
Frequent care 82 55
None or infrequent care 67 45
Care for older relatives
Frequent care 88 59.1
None or infrequent care 61 40.9
Care for both generations
Frequent care 47 322
None or infrequent care 99 67.8
Family conflicts
Present 31 20.8
None 118 792
Coping strategies
Acceptance 437 1.38 0-6 144
Using emotional support 3.68 1.65 0-6 144
Denial 1.18 1.31 0-6 144
Self-blame 2.33 1.50 0-6 144
Emotional intelligence 94.03 12.88 54-118 )
Optimism 11.21 2.72 3-15 148
Perceived social support 44.05 8.20 11-55 147
Perceived stress 5.46 322 0-15 149
Physical 60.64 15.83 0-100 149
Psychological 48.48 16.58 0-100 149

SEst;;;&ard deviation.

women increased, their perception of stress
decreased, which was an unexpected result.
Second, as expected, the education level is sig-
nificantly associated with a lower perception of
stress, better physical health, and better psycho-
logical health. Third, as also expected, the
perception of economic conditions correlates
inversely with perceived stress and directly

with psychological health. Thus, these results
partially confirm hypothesis 2.

Relationship between family context and stress
levels, physical health and psychological health.
The frequent care of family members (either
grandchildren, older relatives, or both genera-
tions simultaneously) does not directly relate to



Table 2. Relationship between sociodemographic characteristics, family context, psychological resources
and social support and stress, physical health, and psychological health.

Stress Physical health Psychological health
R = (Bilateral N r (Bilateral N r (Bilateral N
sig.) sig.) sig.)
Partner -0.100  0.227 149 0.058 0.480 149 035 0.676 149
Education level ~ —0.202* 0.021 130 0.215% 0.014 130 0.304** 0.000 130
Economic -0.301** 0.000 149 0.147 0.073 149 0.176* 0.032 149
situation
Care for -0.011 0.892 149 -0.003 0.967 149 0.045 0.587 149
grandchildren
Care for older 0.027  0.750 149 -0.041 0.629 149 -0.08I 0.330 149
relatives
Care for both -0.017 0.838 149 -0.056 0.499 149 0025 0.765 149
generations
Family conflicts 0.178* 0.030 149 -0.174* 0.034 149 -0.120  0.143 149
Acceptance -0.395* 0.000 144  0.252*F 0.002 144 0.350% 0.000 144
coping strategy
Using emotional —0.240** 0.004 144 0.092 0272 144 0.312*% 0.000 144
support coping
strategy
Denial coping 0.252% 0.002 144 -0.141  0.091 144 -0.213* 0.010 144
strategy
Self-blame 0.148  0.076 144 076 0.364 144 -0.195% 0.019 144
coping strategy
Emotional -0.235% 0.012 115 0.149 0.112 115 0.256*F 0.006 115
intelligence
Optimism -0.280** 0.001 148 0.198* 0.016 148 0.367*F 0.000 148
-0.367* 0.000 147  0.165% 0.045 147 0.328% 0.000 147

#p < 0.05; #p < 0.01.

any of the three indicators analyzed. This result
was unexpected. Conversely, as anticipated,
the existence of conflictive family relation-
ships increases perceived stress and decreases
physical health, thus partially confirming
hypothesis 3.

To complete these results, an analysis of
variance (ANOVA) was conducted between the
four types of caregiving: caregiving for grand-
children, caregiving for older relatives, caregiv-
ing for both generations, or absence of frequent
care.

As shown in Table 3, no significant differ-
ences have been found between the groups.
Nevertheless, low effect size has been found
between the groups in perceived stress and psy-
chological health. In particular, these effect
sizes have been found in perceived stress and
psychological health. On one hand, the group of
women who do not assume frequent care per-
ceives slightly less stress than the women who
assume family care, regardless of their kinship
with the care recipient. On the other hand, the
women who care for older relatives show



Table 3. Comparison of stress, physical health, and psychological health between caregiving groups.

Groups N  Mean=*SD F gl p value  Partial n?
- Grandchildren care 33 5.64+3.08 0525 3,142 0.666 0.011
Older relative care 40 5.70+3.39
Both generations care 47  5.38%+3.21
Absence care 26 4.77+279
Grandchildren care 33 61.04=1438 0.187 3,142 0.905 0.004
Older relative care 40 61.07x£17.23
Both generations care 47 59.35%x14.45
Absence care 26 62.09*19.03
Grandchildren care 33 50.77x 1461 0623 3,142 0.601 0.013
Older relative care 40 46.15+£17.33
Both generations care 47 49.09x17.76
Absence care 26 50.66*14.06
o Effect size (Cohen’s d)
“Perceived stresgwmWﬁ’yhysica‘lﬂhealth Psychological
health
Grandchildren care—older relative care -0.02 0.00 0.29%
Grandchildren care—both generations care 0.08 0.12 0.10
Grandchildren care—absence care 0.30% —-0.06 0.0l
Older relative care—both generations care 0.10 0.1 -0.17
Older relative care—absence care 0.30* -0.06 -0.28*
Both generations care—absence care 0.20%* -0.17 -0.10

SD: standard deviation.
*Small effect size.

slightly poorer health than those who care for
their grandchildren and those that do not assume
frequent care. Again, these results partially sup-
port hypothesis 3.

Relationship between psychological
resources, social support and stress levels,
physical health and psychological health

As shown in Table 2, the majority of the psycho-
logical resources analyzed (coping strategies of
acceptance and using emotional support, emo-
tional intelligence, and optimism) showed a simi-
lar pattern, negatively correlating with perceived
stress and positively correlating with psychologi-
cal health. In addition, both the coping strategies
acceptance and optimism positively correlated
with physical health. Meanwhile, the coping strat-
egy denial correlated positively with stress and

negatively with psychological health, whereas
self-blame correlated negatively with psychologi-
cal health.

On the other hand, the amount of perceived
social support negatively correlates with stress
levels and positively with physical health and
psychological health. These results confirm
hypothesis 4.

Global model of relationships between
sociodemographic characteristics,
family context, psychological
resources and social support, as well
as stress levels, physical health and

psychological health

Following hypothesis 5 and taking into account
the bivariate results obtained in this study, a



model displaying the relationships between
variables, tested using structural equations, was
created. The stable relationships found in
Pearlin’s theoretical model (Pearlin et al., 1990)

Table 4. Adjustment indices for the compared
structural equation models.

A'?j'ustment Initial model Final model
indices

v 484774 220.829

Gl 366 203

p 0.000 0.185
gl 1.324 1.04
NNFI 0.750 0.937
CFI 0.775 0.944

IFI 0.791 0.949
MFI 0.528 0.909
SRMR 0.1 0.097
RMSEA 0.059 0.031

(IC 90%) (0.044-0.073) (0.000-0.055)
R? stress 0.467 0.447

R? health 0.706 0.692

NNFI: Non-Normed Fit Index; CFl: Comparative Fit
Index; IFl: Incremental Fit Index; MFI: McDonald fit index;
SRMR: standardized root-mean-square residual; RMSEA:
root mean square error of approximation.

were taken into consideration, and contribu-
tions from more recent studies were also added.

The initial model (Figure 1) shows accepta-
ble indicators of adjustment, as the indices in
Table 4 show. However, due to the low load of
certain parameters, combined with the results of
the LM and Wald tests applied to this model,
changes have been introduced in the final model
(Figure 2). To avoid redundancies between per-
ceived social support and the use of emotional
support, items from the questionnaire related
specifically to the availability of people with
whom to talk and from whom to receive advice
have been eliminated in this modification.
Other items that were eliminated in the second
model include the perception of economic con-
ditions, the coping strategies denial and self-
blame, as well as the correlation between age
and health.

The final model shows better adjustment
indicators compared with the initial model, tak-
ing into consideration the number of variables
used in each case, as shown in Table 4. We can
therefore conclude that this structure adapts
better to the data analyzed.

As can be observed in Figure 2, the main
factor in this model is stress, and the dependent

Figure 2. Final model of the influence of sociodemographic variables, psychological resources, and social

relationships on stress and health.
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variables physical health and psychological
health have been combined into one factor in
which psychological health has a higher load
(0.92).

Regarding the stress of the women studied,
age, the coping strategies acceptance and using
emotional support, optimism and perceived
social support, are all emphasized, maintaining
the significance of the correlations found in the
bivariate analyses. Coping strategies based on
using emotional support is highly related to
the Duke-UNC Functional Social Support
Questionnaire (Broadhead et al., 1988), despite
having eliminating items referring to the availa-
bility of people to talk to and from whom to
receive advice from this scale. The effect that
age, social support, and the different psychologi-
cal resources have on stress constitutes 44.7per-
cent of the explained variance.

At the same time, stress decreases with a
high health score (weight of —0.73), which
combines physical and psychological health.
Although this factor is greatly determined by
perceived stress, it is also directly affected by
other variables. Specifically, health improved
as education level, emotional intelligence, and
optimism increased. Despite not finding a rela-
tionship in the bivariate analyses between the
regular care of family members and health,
these variables became relevant in the global
model when considering the influence of other
variables. Specifically, caring for grandchildren
slightly improved health, whereas caring for at
least an older relative worsened health.

On the other hand, there are some indirect
effects on both stress and health. Optimism and
acceptance were positively correlated (load of
0.47), which is why acceptance could be affect-
ing health not only through stress but also
through optimism. Similarly, the effect of opti-
mism on stress could be greater when combined
with acceptance.

Likewise, conflictive family relationships cor-
relate with caring for an older relative, although
they do not have a direct influence on stress nor
on health. However, this variable is inversely
related to emotional intelligence, which is why
conflictive family relationships associate with

worse health, mediated by their negative influ-
ence on this psychological resource.

When combined, the overall influence of the
analyzed variables constitutes 69.2percent of
the explained variance of the women’s health.
Thus, this model shows a high predictive capac-
ity and, in general terms, confirms hypothesis 5.

Discussion

Unsurprisingly, family care is much present in the
daily life of the women studied. Slightly more
than half (55%) regularly care for their grandchil-
dren and an even higher proportion (59.1%) regu-
larly care for at least an older relative. Although
these percentages are higher for these women
than for the general population of women in this
age group (IMSERSO, 2014; Instituto Nacional
de Estadistica (INE), 2015; Kiinemund, 2006), it
corresponds with the expected figures for women
in the “sandwich generation” (Chassin et al.,
2010; Zelezna, 2018).

Despite the frequency with which most of
these women find themselves providing family
care, and the additional stress that certain authors
argue women of the “sandwich generation”
experience (Fuentecilla et al., 2019; Huvent-
Grelle et al., 2015), this study observes adequate
levels of stress and health. Nevertheless, analy-
sis based on effect size has shown mild differ-
ences between women in this generation who
assume frequent family care and those who do
not. Moreover, this effect consistently shows
more stress in women caregivers, regardless of
the kinship with the care recipient. This trend
suggests that assuming care may be not as
innocuous for this generation of women as it
seems to be at first.

On the other hand, the women who care for
older relatives show slightly poorer health than
those who care for their grandchildren and
those that do not assume frequent cares. This
result suggests that possibly the most negative
consequences for this generation of women of
caring for a family member appears when the
care recipient is an older relative. This trend,
although based on weak data, seems to be con-
firmed in the final model of this study and is in



line with the intergenerational stake hypothesis
proposed several decades ago (Giarrusso et al.,
1995) and corroborated by current studies
(Hamélédinen and Tanskanen, 2019; Xu and Chi,
2018). According to this theory, people tend to
invest more in and value more positively their
relationships with their children and grandchil-
dren than with their parents and grandparents.

The variables related to primary and second-
ary stressors, as well as contextual and mediat-
ing factors, involved in the adjustment of
grandmothers in the “sandwich generation,”
have been identified through the multilevel
analysis realized in this study. The explained
variance of stress levels (44.7%) and the vari-
ance of health (69.2%), through stress and the
interaction of the rest of the included variables,
show a high predictive capacity.

The literature confirms the influence of
stress on the care providers’ health (Abramson,
2015); however, not all variables influence
health through stress. Certain characteristics of
the care provider and their family context have
a direct effect on health. Specifically, a higher
education level, the frequent care of grandchil-
dren, optimism, and emotional intelligence
improve health, whereas caring for ascendant
family members and conflictive family rela-
tionships worsen health, regardless of whether
the person perceives stress in their daily life or
not.

The relevant scientific literature has incon-
sistently described the relationship between
education level and the care provider’s health.
Whereas many studies identify a low education
level as a clear risk factor for health (Von-Kénel
et al., 2008; Wang et al., 2011), others find no
relationship or argue that its influence acts indi-
rectly through a lower income level (Dupuis
et al., 2004). However, the results of this study
find that, despite a relationship between eco-
nomic conditions and health, education level
has a direct influence on the health of these
women.

Surprisingly, age does not appear to be a
direct determinant of health in this model. This
can be explained in two ways: first, health in the
model is represented more by psychological

health than physical health, the latter of the two
which suffers more with age (Whitbourne and
Whitbourne, 2012); second, all the women in
the sample are from the same generation and
therefore age variance is very small (D =5.85),
probably not enough to be able to observe cer-
tain long-term changes in physical health.

Nonetheless, age is associated with lower
stress, which in turn is related to better health;
however, the literature is inconclusive regard-
ing the relationship between age and stress. On
one hand, age has been identified as a stress fac-
tor in care providers (Luchesi et al., 2015).
However, in studies where the sample is not
restricted to the same generation and/or a spe-
cific type of care, the effect of age could be con-
fused with another related factor: the kinship
with the care recipient. Different studies point
out that caring for a spouse or partner is more
stressful than caring for an ascendant, be it
father, mother, or in-laws (Liu and Lou, 2017;
Pinquart and Soérensen, 2011). On the other
hand, although as age increases so does the
probability of suffering certain objectively
adverse events such as illnesses, the loss of
loved ones, or a reduction in income, in general
terms, older people tend to report less stress
than younger people (Aldwin and Yancura,
2010; Helvik et al., 2016). Some authors explain
this apparent contradiction through the way in
which older people evaluate problems: age and
acquired experience encourage a broader per-
spective and a less stressful perception of prob-
lems when facing life challenges (Boeninger
et al., 2009).

Concurrently, social support has a buffering
effect on the health of these women care pro-
viders by reducing stress, a phenomenon that
has been widely documented in the literature
(Freire and Ferradas, 2016; Kikuzawa, 2016;
Knight and Losada, 2011). The fact that per-
ceived social support appears highly related
(load of 0.50) to the use of emotion support as a
coping strategy in this model, even after elimi-
nating the specific items’availability to talk and
receive advice from the scale, points to the
importance of the availability of social support
in order to effectively use emotional support. It



is very likely that the correlation is two-direc-
tional, meaning that in order to understand the
final effect of social support on stress we must
consider not only the perception of available
support, but also its use as emotional support.

The care providers’ acceptance of the situa-
tion has been repeatedly associated with lower
levels of stress and better health (Alpert and
Womble, 2015). In this sense, the results found
in this study are within our expectations and
attest to efficient use of emotion-based strate-
gies in the context of informal care, in which
the stressful situation develops in the interper-
sonal area and is generally perceived as uncon-
trollable (Austenfeld and Stanton, 2004).

In this model, family context affects health
directly, not through stress as one might expect.
Specifically, caring for grandchildren—which a
priori does not seem to relate to higher stress nor
to better physical or psychological health—
upon combining its influence along with that of
the rest of the analyzed variables, it is related to
better overall health. This finding indicates that
caring for grandchildren, far from being a source
of additional stress, could be a protector factor
for these women’s health (Fuentecilla et al.,
2019; Hughes et al., 2007; Luna et al., 2016a).
However, caring for an ascendant family mem-
ber slightly worsens health, especially when
there are family conflicts. These conflicts,
whose moderating effect on the care provider’s
wellbeing has been widely documented (Leow
and Chan, 2017; Silverberg et al., 2009), are
associated with caring for ascendant family
members, but not with caring for grandchildren.
In addition, family conflicts indirectly influence
the health of the studied women through their
influence on emotional intelligence.

The inverse relationship found between fam-
ily conflicts and emotional intelligence could be
acting in two directions. On one hand, high
emotional intelligence in the areas of flexibility,
stress tolerance, and impulse control could lead
to better management of the family conflicts that
may arise in the caregiving context. Furthermore,
family conflicts, whether derived from the car-
egiving situation of or not, could decrease the
ability to manage other emotionally demanding

situations (Silverberg et al., 2009), leading to
less flexibility, stress tolerance, or impulse con-
trol and, hence, worsen the health of the women
care providers.

In this study, emotional intelligence, after
controlling the effect of education level, does not
seem to moderate between stress and mental
health, as other authors have suggested (Ciarrochi
et al., 2002), but rather influences health directly,
although mildly (load of 0.07). The previous lit-
erature has described the casual relationship
between emotional intelligence and health in
regard to both the general population (Martins
et al., 2010) and in the context of informal care,
either moderated by the effects of stress (Lovell
and Wetherell, 2016; Ruiz-Robledillo and Moya-
Albiol, 2014) or directly linked to lower levels of
anxiety and depression in the care providers
(Marguerite et al., 2017; Weaving et al., 2014).

In this study, optimism—Ilinked to using
acceptance as a coping strategy—is the only
variable with direct influence on both stress and
health. Although few studies have been con-
ducted on the role of optimism in the context
of caregiving (Pinquart and Duberstein, 2005),
in those that have been conducted, its presence
has been related to lower levels of depression
and psychological disorders (Matthews et al.,
2004) and with higher resilience (Deist and
Greef, 2017). The relationship between opti-
mism and facing difficulties and, in particu-
lar, with acceptance, has been identified by
certain authors as the key to understanding the
effects of optimism on psychological health
(Daukantaite, 2014). Optimistic people tend to
trust that they will achieve their goals, and this
confidence leads them to face difficulties and
accept the existence of stressors more than
avoid them, perceiving it as a challenge. In
this sense, optimism would be acting in two
directions. On one hand, through its relation-
ship with acceptance optimism helps one to
evaluate the caregiving situation not as a highly
stressful situation but rather as another life
circumstance to overcome. On the other hand,
a positive attitude of accepting reality and
being hopeful for the future enables them to
experience more positive emotions and fewer



physical and psychological symptoms during
adverse moments (Carver, 2014).

Although previous research has already
described the effects of many of these factors
on the stress and health of women care provid-
ers, this study combines the effects of different
characteristics of the care providers and their
family context, distinguishing between caring
for grandchildren or caring for an older relative,
and including factors less studied such as emo-
tional intelligence or optimism. In addition, the
study is conducted with a large sample, com-
pared with most studies on the mental and phys-
ical health of caregivers (Teixeira et al., 2019;
Van der Lee et al., 2014), and on an ever-grow-
ing and seldom studied population until now,
allowing us to offer data regarding the effects of
caregiving on health from a global and multi-
generational perspective. However, for future
research it would be ideal to conduct longitudi-
nal studies and with probabilistic samples, in
addition to incorporating the influence of more
characteristics of the care providers.

The results of this study show how opti-
mism, emotional intelligence, social support,
and the use of specific coping strategies focused
on emotion—such as acceptance of the situa-
tion and using emotional support—contribute
to better health in the women of the “sandwich
generation” and indicate the need to establish
psychosocial intervention programs directed
toward promoting these resources. Thus, these
results are useful for planning psychological
interventions with these women, supporting
techniques based on cognitive stress manage-
ment. Moreover, these programs should con-
sider the relevance that family relationships
have shown to have for the grandmothers in the
“sandwich generation,” directly manifested by
the negative consequences of family conflicts
but also indirectly through the positive effect of
social support and the frequent use of emotional
support. Thus, interventions aimed to improve
family environment and to promote the
acknowledgment of the incalculable value of
the caring tasks that these women are carrying
out within the family should not be missing in
these kinds of programs.

In addition, it would be convenient for these
programs to include psycho-educational tech-
niques such as cognitive restructuration that
allow these women to reinterpret their situation
as caregivers in a more positive and construc-
tive way. These interventions, accompanied by
the promotion of optimism thinking, will be
especially useful for these women to cope with
caregiving with positive expectations and hope,
which could help them view it more as a chal-
lenge than as a threat to their lives.

In conclusion, this study focuses on a group
of women who are resilient and valuable to our
society. However, due to their invisibility, their
needs tend to be ignored. We propose concrete
orientations to reduce their stress and improve
their health.
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