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Abstract

Policies aiming at reducing rates of hospitalisation and death from Covid-19 encouraged older
people to reduce their physical contacts. For grandparents in England, this meant that
provision of care for grandchildren was allowed only under very limited circumstances. To
date, evidence on changes in grandparenting during the pandemic is scarce and little is known
about whether and to what extent reduction in grandchild care provision impacted
grandparents’ mental health. Using pre-pandemic data from Wave 9 (2018/19) and the
second Covid-19 sub-study (November/December 2020) of the English Longitudinal Study of
Ageing (ELSA), we first described changes in grandparenting since the start of the pandemic.
Then, using regression models, we investigated associations between changes in
grandparenting and mental health (depression, quality of life, life satisfaction) during the
pandemic, while controlling for pre-pandemic levels of the outcome variables. Almost a third
of grandparents reported that the amount of grandchild care during the pandemic reduced
(23%) or stopped altogether (9%), whereas 18% provided as much or more care compared to
pre-pandemic levels, mostly to help parents while working. Compared to grandparents who
provided grandchild care at some point during the pandemic, those who stopped altogether
were more likely to report poorer mental health, even taking into account pre-pandemic
health. Although policies to limit physical contacts and shield older people reduced their risks
of getting ill from Covid-19, our study shows the consequences of stopping childcare provision
in terms of poorer mental health among grandparents.

Extended abstract
Introduction

Since the beginning of the COVID-19 pandemic, limitations to physical (i.e., face-to-face)
contacts have been imposed among other nonpharmaceutical interventions and guidelines
devoted at fighting the spread of the SARS-CoV-2 virus. These, together with other direct and
indirect consequences of the pandemic, likely had a negative impact on older people’s mental
health (e.g., Arpino et al. 2021; Brooks et al. 2020; Sheffler et al. 2020).

This paper focuses on intergenerational contacts and in particular on grandchild care changes.
because such intergenerational (family) contacts constitute a large part of older people’s
overall relationships (Dykstra 2018), with grandparental childcare being a central role for
older people. In Europe, about 58 per cent of grandmothers and 50 per cent of grandfathers
provide care to their grandchildren (for a review, see Glaser et al. 2010). Seen from the
perspective of the middle generation, this means that only between 20 and 30 per cent of
parents do not turn at all to grandparents to care for their own children (Bordone et al. 2017).



Yet, despite this general common trend across Europe, countries differ in the extent to which
grandparents care for their grandchildren. In the UK, similarly to other Western European
countries, grandparents generally play a complementary role to market (or public, e.g. in
Germany and the Netherlands) services, showing middle levels in both intensive and
occasional child care. In particular, 17 per cent of British grandparents with a grandchild under
16 provide intensive levels of child care of at least ten hours a week and around one in 30
provides full-time care to a grandchild (Wellard 2011). Moreover, intergenerational contacts
have been considered as a crucial factor in contributing to the spread and lethality of COVID-
19 across different areas (Bayer & Kuhn 2020; but see Arpino et al. 2020 for a note of caution)
and governments have suggested to limit grandchild care especially during the early phase of
the pandemic. But policies restricting human interaction have clearly posed a risk to mental
health and wellbeing.

In particular, we aim at exploring how has provision of grandparental childcare changed
during the pandemic and whether such changes affected wellbeing of grandparents.

Data and Methods

We use data from the English Longitudinal Study of Ageing (ELSA). ELSA is an ongoing
multidisciplinary longitudinal biennial survey representative of individuals 50+ living in private
households in England. The first wave was collected in 2002-2003, with about 12,000
respondents. Since the beginning of the COVID-19 pandemic, two waves have been carried
out, with about 7,500 respondents. The first Covid-19 Wave was conducted in June/July 2020
and the second one in November/December 2020 (Response rate ~75%).

We use the most recent pre-pandemic data (wave 9, collected in 2018/19) and the two waves
of the COVID-19 sub-study. The analyses were based on core respondents who participated
in both COVID-19 waves with available information in wave 9 (N=5,146). Further details of the
survey’s sampling frame and methodology can be found at www.elsa-project.ac.uk. We
focused on all grandparents (about 2,700 respondents) and changes in grandchild care
provision were calculated only for grandparents who looked after grandchildren before the
first lockdown.

We investigate associations between patterns of grandchild care and mental health using
logistic or linear models, and controlling for baseline relevant measures.

Measurements

Grandparenting. Grandparents were asked for three time points (March/June, Summer,
Sept/Nov-Dec) if the amount of time they looked after grandchildren without their parents
being present changed compared with pre-pandemic times [decreased/ stopped/ increased/
stayed the same]. Furthermore, it was asked the reason for this [Not practical; | don’t feel
healthy; They don’t need childcare; To help their parents while working; Their usual childcare
wasn’t available].

Mental health. We considered three outcome measures of mental health assessed at the
second COVID-19 wave: depressive symptoms, well-being and quality of life. Symptoms of
depression were measured by an abbreviated version of the validated Centre for
Epidemiologic Studies Depression (CES-D) Scale (Beekman et al. 1997). The CES-D scale is not
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a diagnostic instrument for clinical depression but can be used to identify people “at risk” of
depression in population-based studies (Radloff 1977). This short version has good internal
consistency (Cronbach’s a >0.95) and comparable psychometric properties to the full 20-item
CES-D (Karim et al. 2015). The scale includes 8 binary (no/yes) questions that enquire about
whether respondents experienced any depressive symptoms, such as feeling sad or having
restless sleep, in the week prior to interview. We classified respondents who reported four or
more depressive symptoms on the CES-D scale as with elevated depressive symptoms (Turvey
et al. 1999; Zivin et al. 2010). Furthermore, we considered subjective quality of life (Qol)
evaluated using the CASP-12 scale. This is an abbreviated measure of the validated CASP-19
scale which was specifically designed for individuals in later life and used in a wide variety of
ageing surveys (Hyde et al. 2003). CASP-12 contains 12 Likert-scaled questions measuring
older people’s control and autonomy as well as self-realization through pleasurable activities.
The possible range of CASP-12 scores is from 0 to 36, with higher scores indicating greater
well-being; CASP-12 is treated as a continuous variable. Finally, we considered life satisfaction
as a measure of personal well-being assessed using the Office for National Statistics (ONS)
well-being scale (“On a scale of 0 to 10, where 0 is “not at all” and 10 is “very”, how satisfied
are you with your life nowadays?”). This allows respondents to integrate and weigh various
life domains the way they choose (Pavot & Diener 1993). All measures had the same variables
also collected pre-pandemic at Wave 9.

Covariates. Our analyses controlled for a wide range of socio-demographic characteristics.
We controlled for age and age squared to account for non-linear relationships with the
outcome variables; sex; and ethnicity (White vs non-White participants due to data
constraints in ELSA). We controlled for pre-pandemic education, income, wealth, housing
tenure as well as paid employment during the pandemic. Educational level was recoded into
low (below secondary), middle, and high (university or above) following the International
Standard Classification of Education (www.uis.unesco.org). We categorised respondents by
quintiles of wealth (total net non-pension non-housing wealth) and accounted for their
equivalised total income (from paid work, state benefits, pensions and assets). Housing
tenure distinguished outright owners, owners with a mortgage, and non-owners. Paid
employment distinguished retired, in paid work and not working from home, in paid work and
mostly working from home, furloughed, and other (including homemakers, unemployed, and
sick or disabled).

To account for pre-pandemic health, we controlled for disability (having impairments with
basic and instrumental activities of daily living) and clinical vulnerability to COVID-19 (defined
irrespective of age as reporting chronic lung disease, asthma, coronary heart disease,
Parkinson’s disease, multiple sclerosis, diabetes; weakened immune system as a result of
cancer treatment in the previous two years; BMI of 40 or above; or having been advised to
shield by their GP/NHS) (Di Gessa & Price 2001; UK GOV 2020). We further controlled for pre-
pandemic measures of mental health (see above for derivation).

Moreover, we included indicators of social isolation and social support during the pandemic
including household composition, social contacts, and loneliness. For household composition,
we distinguished between respondents living alone; with a partner only; with partner and
child(ren); with child(ren) but not the partner; and any other arrangements. Both COVID-19
ELSA surveys asked questions about real-time contact (by telephone or video calling) with
family outside the household and with friends in the past month. At each wave, we
categorised respondents as having infrequent contact if they reported contact with family
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and friends less than once a week or never. We constructed a variable indicating if
respondents never reported infrequent contact; only at one time point; or at both COVID-19
waves. Finally, using the short version of the Revised UCLA loneliness scale with scores of 6
and higher indicating greater loneliness (Hughes et al. 2004), we created a variable indicating
whether respondents never felt lonely during the pandemic; felt lonely only at one point; or
reported significant loneliness at both COVID-19 waves.

Finally, we included several children’s and grandchild’s characteristics, as family structures
have been associated with the provision of grandparental childcare (Aassve et al. 2012; Di
Gessa et al. 2016; Liefbroer & Thomese 2013). We also included the total number of children
and grandchildren grandparents had. As previous studies indicate that geographical distance
plays a substantial role in grandparents’ decision to help with grandchild care (Liefbroer &
Thomese 2013), we controlled for time to travel to their nearest grandchild (living in the same
household or less than 15 minutes away; between 15 and 30 minutes away; more than 30
minutes away). As only 53 grandparents (<2% of the sample) were living with their
grandchildren, it was not possible to consider these co-residential grandparents separately in
our analysis. Grandparents are more likely to look after their grandchildren when they are
younger (Di Gessa et al. 2020; Fuller-Thomson and Minkler 2001), therefore we considered
the age of the youngest grandchild (0-2; 3-5; 6-15 years). However, it is worth mentioning
that the grandchildren’s characteristics in our sample do not necessarily refer to the
grandchild grandparents were looking after.

Preliminary results

Descriptives show that in February 2020, about 50% of grandparents provided grandchild
care. However, in Spring more almost 80% of grandparents who provided grandchild care pre-
pandemic reported to have stopped such activity (55%) or reduced it (about 25%) (Figure 1).
Partly grandchild care recovered over summer and autumn.

Figure 1. Changes in grandchild care (%).
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Sources: Own analyses on ELSA, COVID-19 sub-study Wave 2 (November/December 2020).



Overall, among grandparents who reported an increase in/similar amount of grandchild
cared, 70% mentioned as the main reason “help for parents while working”. Among those
who stopped or decreased grandchild care provision, about 50% said that it was not practical,
43% that they had childcare in place/did not need it, and 11% did not feel confident/healthy
to do it.

Table 1 shows the patterns of grandchild care and mental health before and during the
pandemic. These descriptives hint to a higher depression among grandparents who
completely stopped looking after their grandchildren during the pandemic. On the contrary,
we find the highest quality of life and life satisfaction among grandparents who mostly
maintained or even increased grandchild care as compared to pre-pandemic.

Table 1. Patterns of grandchild care and mental health.

% % DEPRESSED  MEAN LIFE MEAN CASP-12
SATISFACTION
NO CARE PRE-C19 49.6 25.0 6.90 25.07
MOSTLY SAME OR INCREASED 18.3 21.7 7.11 26.53
OVERALL DECREASED/ INTERRUPTED | 22.8 23.7 6.90 25.83
COMPLETELY STOPPED 9.3 31.8 6.50 24.79
ALL GRANDPARENTS 2625 24.7 6.90 25.49

Sources: Own analyses on ELSA, COVID-19 sub-study Wave 2 (November/December 2020) and Wave 9
(2018/19).

Multivariable analyses (Table 2) show that having completely stopped grandchild care
increased depressive symptoms and decreased both quality of life and life satisfaction of
grandparents.

Table 2. Multivariable analyses: Odds ratios (for depression) and beta coefficients (for quality
of life and life satisfaction) and respective 95% confidence intervals.

CES-D DEPRESSION  CASP-12 QUALITY OF LIFE  LIFE

SATISFACTION
no care pre-C19 1.33 -0.772*" -0.206
[0.89,1.98] [-1.34,-0.20] [-0.48,0.06]
mostly same or increased Ref Ref Ref
overall decreased/ interrupted 1.24 -0.631 -0.228
[0.81,1.92] [-1.31,0.05] [-0.50,0.05]
completely stopped 1.99" -1.513"" -0.443"
[1.21,3.26] [-2.21,-0.81] [-0.84,-0.05]
N respondents 2404 2275 2243

Sources: Own analyses on ELSA, COVID-19 sub-study Wave 2 (November/December 2020) and Wave 9
(2018/19). All models adjust for age, age2, sex, ethnicity; education, income, wealth, home tenure, employment,
disability, clinical vulnerability to COVID-19, distance to closest grandchild, N of grandchildren, age of youngest
grandchild; relevant baseline mental health variable; HH composition, social contacts, and loneliness. NOTE. For
CASP-12 and Life satisfaction, the relevant health questions in Wave 9 were asked in the self-completion
guestionnaire. Significance: * p < 0.05, ** p < 0.01, *** p < 0.001. Weighted data.



Conclusion

Nonpharmaceutical interventions adopted at the beginning of the COVID-19 pandemic to
contrast the diffusion of the SARS-CoV-2 virus had a strong impact on social contacts. We
examined how grandchild care has changed during the first phase of the pandemic in England.

The advice to reduce physical contacts impacted grandchild care provision, with only between
23% (spring 2020) and 45% (autumn 2020) grandparents who increased or maintained
unchanged the amount of care provided to their grandchildren.

Our study shows that the majority of those who during the pandemic cared for grandchildren
did so to help parents while working. 1 in 10 grandparents however completely stopped
providing grandchild care. This impacted on their wellbeing. The multivariable analyses show
that compared to grandparents who increased or maintained unchanged grandchild care
provision, those who stopped completely throughout the pandemic were more likely to be
depressed, to report lower quality of life, and lower life satisfaction.

While measures to reduce the spread of the virus were necessary, policy makers should
acknowledge potential adverse consequences for mental health.
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