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A substantial literature documents that providing care for 
a family member with dementia is associated with det-

rimental mental and physical health consequences (e.g., 
Schulz, O’Brien, Bookwala, & Fleissner, 1995; Vitaliano, 
Zhang, & Scanlan, 2003). As the elderly population in the 
United States is expected to surge, the number of people 
with dementia is also expected to grow rapidly as is the 
number of family members providing care for these individ-
uals (Hebert, Scherr, Bienias, Bennett, & Evans, 2003). 
Given that the number of older adults from minority cul-
tures is predicted to increase at a significantly greater rate 
than that of White Americans (U.S. Bureau of the Census, 
2000), the need to understand crosscultural differences in 
caregiving experiences and outcomes is becoming more 
pressing. As such, literature reviews on ethnicity and care-
giving have highlighted the need to directly measure and 
evaluate the effect that cultural values have on caregiving 
experiences rather than simply relying on group member-
ship to assess ethnic and cultural differences in caregiving 
(Dilworth-Anderson, Williams, & Gibson, 2002; Janevic & 
Connell, 2001).

Knight and Sayegh (2010) recently updated the sociocul-
tural stress and coping model for caregivers, which provides 
a conceptual framework for better understanding and con-
ceptualizing caregiving across culturally diverse groups. 
This model, which is based on the stress and coping model 
originally developed by Lazarus and Folkman (1984), pos-
its that the effects of negative stress on individuals are me-
diated by several variables, including appraisals of burden, 
coping styles, and social support. This model emphasizes 
the role of cultural and ethnic dimensions within the stress 

and coping process rather than simply viewing ethnic group 
membership as a proxy for presumed differences in cultural 
values that may affect the caregiving experience. Chun, 
Knight, and Youn (2007), Kim, Knight, and Flynn Longmire 
(2007), and Sörensen and Pinquart (2005) suggested a 
common core model for caregiver distress that has been 
consistently found in various ethnic groups. This model 
views behavior problems in the individual with dementia as 
stressors for family caregivers and includes the caregivers’ 
appraisal of burden as a key mediator of those stressors, 
with higher levels of burden appraisal being associated with 
worse mental and physical health outcomes for caregivers. 
The updated sociocultural model adds to this common core 
model by providing a framework with which to look for the 
influence of cultural values on this common core model and 
also for variations on components of the stress and coping 
model by ethnic group. The model posits that cultural val-
ues operate through influences on coping resources such as 
social support and coping styles rather than through care-
givers’ appraisals of burden when they are associated with 
emotional or physical health outcomes at all.

One cultural value that has been examined across diverse 
ethnic and cultural groups in the context of caregiving is 
familism. Familism refers to the strong normative feelings 
of loyalty, dedication, reciprocity, and attachment of family 
members to their family and familial relationships, both nu-
clear and extended, as well as strong identification and soli-
darity with their family members (Heller, 1970; Sabogal, 
Marin, Otero-Sabogal, Marin, & Perez-Stable, 1987). Kim 
and colleagues (2007) developed path models based on the 
sociocultural stress and coping model and hypothesized that 
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familism would have protective effects against detrimental 
health outcomes for caregivers as mediated by its associa-
tion with active coping. They also hypothesized that the ef-
fects of familism on health outcomes would be mediated by 
caregivers’ burden appraisals and coping styles, with fa-
milism being negatively associated with burden and higher 
levels of burden being associated with avoidant coping. 
Contrary to their hypotheses, the authors reported that fa-
milism was in fact associated with avoidant coping, which 
resulted in poorer outcomes for mental and subjective phys-
ical health. However, the authors did find that burden was 
associated with poorer mental and subjective physical 
health outcomes through avoidant coping as hypothesized.

These surprising findings suggested that familism may 
not have protective effects on caregivers’ health and may in 
fact result in worse outcomes. Kim and colleagues (2007) 
proposed a possible explanation for these findings, suggest-
ing that “familism, as measured in caregivers by the Bardis 
(1959) scale, may represent obligation more than positive 
feelings about family support” (p. 573). The Bardis fa-
milism scale has been applied indiscriminately to describe 
both nuclear and extended familial relationships, and it con-
sists of two distinct subscales assessing nuclear and ex-
tended familism, which intercorrelate with one another (see 
McClendon Baumann, 2007). Thus, the Bardis familism 
scale may not be best suited as a measure of familism.

The Sabogal and colleagues (1987) familism scale differs 
from the Bardis scale in that it taps more specific compo-
nents of familism involving both attitudinal and behavioral 
aspects of familism. Sabogal and colleagues conducted an 
exploratory factor analysis of this scale that revealed three 
different factors: Familial Obligations, Perceived Support 
from the Family, and Family as Referents. The Familial Ob-
ligations factor was described as the perception of obliga-
tion to provide financial and emotional support to extended 
family members. One item belonging to this factor is “aging 
parents should live with their relatives.” The Perceived Sup-
port from the Family factor assesses the extent to which in-
dividuals expect to receive adequate material and emotional 
support from their family. This factor is hereafter referred to 
as “Expected Support from the Family,” as the items that 
compose this factor appear to represent expectations rather 
than perceptions of familial support. A sample item belong-
ing to this factor is “One can count on the help from his/her 
relatives to solve most problems.” Zarit, Orr, and Zarit 
(1985) hypothesized that the distress linked with caregiving 
among primary caregivers could be lessened by social sup-
port, such as having other relatives pay visits to them. In 
line with this conjecture, several studies have reported that 
the receipt of social support from others can reduce the det-
rimental effects of caregiving on physical health outcomes 
(e.g., Barusch & Spaid, 1989; Pinquart & Sörensen, 2007). 
The third factor, Family as Referents, measures the view of 
relatives as behavioral and attitudinal referents. An example 
of an item belonging to this factor is” the family should 

consult close relatives concerning its important decisions.” 
These findings provide a more specific understanding of fa-
milism by providing three distinct factors addressing differ-
ent dimensions of this cultural value, which can be more 
useful and illuminating in family dementia caregiving re-
search than the more broad dimensions of familism that the 
Bardis scale measures.

In addition to familism, several other cultural values have 
been proposed to explain why individuals decide to provide 
care for a family member, including filial obligation (Silver-
stone, 1978), reciprocity between adult children and their 
parents (John, Hennessy, Dyeson, & Garret, 2001; Wallace, 
Witucki, Boland, & Tuck, 1998), role modeling of caregiv-
ing behavior for one’s own children (Nkongho & Archbold, 
1995), and religious and spiritual values emphasizing an 
ethic to care for family members (Levkoff, Levy, & 
Weitzman, 1999). The Cultural Justifications for Caregiving 
Scale (CJCS; Dilworth-Anderson, 1995) assesses these 
kinds of cultural values with regard to the caregiving experi-
ence by measuring attitudes about cultural reasons and ex-
pectations for providing care. The Traditional Caregiving 
Ideology (TCI) subscale of the Lawton Caregiving Appraisal 
measure (Lawton, Kleban, Moss, Rovine, & Glicksman, 
1989) assesses traditional attitudes toward the caregiving 
role assumed to incorporate cultural values concerning 
caregiving, including both family and religious tradition, 
modeling for one’s children, and reciprocity as motivation 
for caregiving.

An exploratory factor analysis aimed at identifying po-
tential factors involving these two measures of cultural val-
ues associated with caregiving revealed a 12-item factor, 
Cultural Justification, composed of all 10 items from the 
CJCS as well as 2 items from the TCI subscale. McClendon 
Baumann (2007) defined this factor as “caregiving based on 
a broad collection of values learned within the family . . .  
exclusively comprised items describing explicitly stated 
cultural reasons for caregiving (e.g., caregiving based on 
religious beliefs, based on role modeling, based on duty).” 
The items included in this factor constitute a more appropri-
ate cultural values scale with more defined cultural compo-
nents that can be useful for examining cultural differences 
in dementia caregiving. Having strong cultural reasons for 
providing care would appear to be protective against poor 
outcomes for caregivers based on a stress and coping frame-
work that would view such justifications for caregiving as  
a caregiving resource in the face of caregiving demands 
(Dilworth-Anderson, Goodwin, & Williams, 2004).

The overall objective of this research investigation is to 
provide a more detailed examination of how specific factors 
of familism and Cultural Justification, as mediated by 
burden and coping, affect the caregiving process and out-
comes for African American and White family caregivers of 
people with dementia. This report reanalyzes the Kim and 
colleagues (2007) data using path models that substitute 
more specific components of familism in addition to Cultural 
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Justification in the context of the stress and coping process 
for caregivers. This study thereby aims to better understand 
the surprising finding from the study by Kim and colleagues 
that familism was associated with avoidant coping, which 
resulted in poorer health outcomes for caregivers. Using the 
updated sociocultural stress and coping model (Knight & 
Sayegh, 2010) as a foundation, we hypothesized the following:

•	 Hypothesis 1: Higher scores on the Familial Obligation 
factor will result in higher levels of use of avoidant cop-
ing, which will result in poorer mental and physical health 
outcomes for family caregivers of people with dementia.

•	 Hypothesis 2: Higher scores on the Expected Support 
from the Family factor will result in higher levels of use 
of active coping, which will result in better mental and 
physical health outcomes for family caregivers of people 
with dementia.

•	 Hypothesis 3: Higher scores on the Cultural Justification 
factor will result in higher levels of use of active coping, 
which will result in better mental and physical health out-
comes for family caregivers of people with dementia.

We made no hypotheses involving the Family as Refer-
ents factor of familism in this study as its potential role in 
the context of the stress and coping process for caregivers 
was not conceptually clear. We also emphasize that we did 
not make hypotheses regarding ethnic differences in this 
study because previous studies using the same sample (Kim 
et al., 2007; Knight, Flynn Longmire, Dave, Kim, & David, 
2007) have found ethnic differences in terms of mean levels 
of familism, yet no direct effects of ethnicity on outcomes. 
Thus, ethnicity was included in this study as a control vari-
able rather than a mediating variable.

Designs and Methods

Participants
This community-based sample of caregivers included 95 

African American and 65 White family caregivers of indi-
viduals with dementia from the Stress and Ethnicity Care-
giving Study who were recruited by multistage sample 
collection. The Kim and colleagues (2007) study examined 
how familism affected these outcomes among caregivers dif-
ferentially across ethnic groups by applying the sociocul-
tural stress and coping model (Aranda & Knight, 1997; 
Knight, Silverstein, McCallum, & Fox, 2000). The current 
study differs from the Kim and colleagues study in that it 
aimed to examine how more specific cultural values (the Fa-
milial Obligations and Expected Support from the Family 
factors of familism and the Cultural Justification factor) af-
fect caregivers’ mental and physical health outcomes in the 
context of the updated sociocultural stress and coping model 
(Knight & Sayegh, 2010).

Participants were recruited through phone contacts in 
census tracts known to contain a high percentage of resi-

dents aged 65 years and older (10% or greater) and known 
to be largely African American or non-Hispanic White 
(60% or greater). Neighborhoods that had average house-
hold incomes below the median for Los Angeles County, 
California, were selected in order to minimize potential 
confounds resulting from socioeconomic status (SES). This 
technique served to prevent the comparison of primarily 
lower SES African Americans with Whites from predomi-
nantly higher SES brackets. Age for the sample was restricted 
to individuals aged 18 years or older.

Project telephone interviewers then contacted these ran-
domly selected households and questioned an adult residing 
in the household to determine if anyone in the household 
was aged 50 years or older and had memory problems or 
was a caregiver of an older relative with memory problems 
who resided in another household. Individuals were consid-
ered primary caregivers if they had a family member with 
dementia and either resided with the person with dementia 
or provided at least 8 hr of care per week. If more than one 
potential caregiver lived in the household, the one who 
managed personal care or supervision was selected. A bro-
chure describing the purpose of the study was mailed to 
those households in which a caregiver was identified. After 
receipt of the brochure, the project telephone interviewers 
contacted the potential participants again to determine 
whether they would be willing to participate in the study 
and to obtain the diagnosis of dementia and its source. Only 
caregivers of those who had a professional diagnosis of de-
mentia were recruited. Approximately one third of the ob-
tained sample was providing care for an individual 
diagnosed with Alzheimer’s disease, whereas 30.5% were 
diagnosed with dementia without further specification. The 
remainder were nearly equally divided between various 
vascular dementias and Parkinson’s-related dementias.

In-person interviews with the participants were then ar-
ranged by a graduate student research assistant. The inter-
views, which lasted about 70–100 min, were conducted by 
ethnically diverse research assistants who were randomly 
assigned to interview the participants. The participants re-
ceived $20 as compensation. The majority (greater than 
90%) of the interviews took place in the participants’ 
homes, whereas the rest occurred on the University of 
Southern California campus. Table 1 provides demographic 
and descriptive information for the caregivers included in 
this study.

Measures: Independent Variables

Familism factors.—The scores on the two factors of fa-
milism (Familial Obligations and Expected Support from 
the Family) derived from the 14-item Sabogal and col-
leagues (1987) familism scale were measured by calculat-
ing participants’ total scores from the six items that create 
the Familial Obligations factor and the three items that 
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compose the Expected Support from the Family factor. This 
scale presents hypothetical situations involving family cri-
ses or events (e.g., “A person should always help his/her 
parents with the support of his/her younger brothers and sis-
ters if necessary, When one has problems, one can count on 
the help of relatives”), which respondents score on a scale 
of 0–4, with higher scores indicating greater levels of the 
familism factors. The Cronbach’s a values for these two 
factors are .69 (African American) and .80 (Whites) for Fa-
milial Obligations and .82 (African American) and .88 
(Whites) for Expected Support from the Family in this sam-
ple of caregivers.

Cultural justification.—The Cultural Justification factor 
was measured by calculating participants’ total scores on 

the 10 items from the CJCS (Dilworth-Anderson, 1995) as 
well as the 2 items from the TCI (Lawton et al., 1989) that 
combine to create this factor. The CJCS requires respon-
dents to indicate the degree to which they agree with rea-
sons to provide care for older family members (e.g., “By 
giving care to the elderly dependent family members, I am 
giving back what has been given to me”) on a scale from 1 
to 4, with higher scores representing more cultural justifica-
tions for caregiving. The two items from the TCI pertain to 
cultural reasons for caregiving, including caregiving based 
on religious beliefs and role modeling for one’s children 
(e.g., “A strong reason to care for a family member is to 
provide a good model for your own children to follow”). 
Respondents indicate the degree to which they agree or dis-
agree with each item on a scale from 0 to 4, with higher 
scores representing greater amounts of cultural reasons for 
caregiving. The a values are .88 for African Americans and .87 
for Whites.

Caregiver burden.—Subjective burden was measured 
with the 22-item Zarit Burden Interview (Zarit, Reeves, & 
Bach-Peterson, 1980). Items are scored 0–4, with higher 
scores indicating greater caregiver burden. The a values are 
.95 for African Americans and .92 for Whites.

Coping style.—Sixty items of the COPE scale (Carver, 
1997) were used as a measure of coping styles. Caregivers 
were asked to respond to each item while focusing specifi-
cally on caregiving. The response choices were 1 (I haven’t 
been doing this at all), 2 (I have been doing this a little bit), 
3 (I have been doing this a medium amount), and 4 (I have 
been doing this a lot). The Active Coping factor was com-
posed of items such as “I make a plan of action” and “I look 
for something good in what is happening.” The Avoidant 
Coping factor contained items such as “I just give up trying 
to reach my goal” and “I act as though it hasn’t even hap-
pened.” The a values are .82 (African Americans) and .81 
(Whites) for Active Coping and .73 (African Americans and 
Whites) for Avoidant Coping.

Care recipient behavioral problems.—The behavioral 
problems of the care recipients, which represent a caregiver 
stressor, were measured with nine items of the Revised 
Memory and Behavior Problems Checklist (Teri et al., 
1992). Responses were scored from 0 (not at all) to 4 (al-
ways), with higher scores representing increased caregiving 
demands. The a values are .88 in African Americans and .78 
in Whites.

Measures: Dependent Variables

Caregiver mental health: Depression.—Caregivers’ de-
pression was measured in this data set using the Center for 
Epidemiological Studies-Depression Scale (Radloff, 1977), 

Table 1.  Mean Demographic, Caregiving, and Key Variable 
Information of Caregivers (N = 160)

M (SD) %

Demographic characteristic
  Age (years) 56.70 (15.85)
  Gender
    Male (coded 0) 31.2
    Female (coded 1) 68.8
  Ethnicity
    White (coded 0) 40.6
    African American (coded 1) 59.4
  Incomea 3.31 (1.67)
  Educationb 4.06 (0.88)
Caregiving-related characteristics
  Living with care recipient
    Yes (coded 0) 80.0
    No (coded 1) 20.0
  Length of time in caregiving (years)c 4.35 (3.08)
  Caregiving hours per week 17.95 (11.61)
  Care recipients’ problems with ADLd 9.48 (3.32)
  Care recipients’ problems with IADLd 20.45 (3.37)
Key variable
  Care recipients’ behavioral problems 8.33 (6.76)
  Familial Obligations 16.97 (3.70)
  Expected Support from the Family 7.37 (2.68)
  Cultural Justification 36.67 (8.03)
  Burden 30.92 (15.70)
  Active coping 58.50 (10.85)
  Avoidant coping 31.04 (7.55)
  Depression (CES-D) 10.89 (6.71)
  Psychological symptoms (GSI) 0.50 (0.53)
  Subjective physical health 2.16 (0.79)

Notes: ADL = activities of daily living; IADL = instrumental activities of 
daily living; CES-D = Center for Epidemiological Studies-Depression Scale; 
GSI = General Symptom Index.

a Income was measured using the following scale: 1 = under $10,000, 2 = 
$10,000–$19,999, 3 = $20,000–$29,999, 4 = $30,000–$39,999, 5 = $40,000–
$49,999, and 6 = $50,000 or more.

b Highest level of education was measured using the following scale: 1 = 
elementary school, 2 = middle school/junior high, 3 = high school, 4 = some 
college, 5 = undergraduate degree, and 6 = master’s degree or beyond.

c The mean and SD of the length of time in caregiving are presented after 
dropping four outliers.

d ADL and IADL were measured using the following scale: 1 = no help, 2 = 
some help, and 3 = a lot of help. Total possible scores ranged from 5 to 15 and 
8 to 24, respectively.
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which is a 20-item self-report scale that was created to 
screen for depressive symptoms in the general population. 
Responses to each of the items are scored from 0 to 3 and 
total scores range from 0 to 60, with higher scores repre-
senting higher numbers of depressive symptoms. The a 
values are .80 in African Americans and .77 in Whites.

Caregiver mental health: Psychological symptoms.—
Psychological symptoms were measured using the 53-item 
Brief Symptom Inventory (BSI), which covers a wide range 
of symptoms categorized into nine dimensions: somatiza-
tion, obsessive–compulsive, interpersonal sensitivity, de-
pression, anxiety, hostility, phobic anxiety, paranoid anxiety, 
and psychoticism (Derogatis & Spencer, 1985). The BSI is 
a short measure used to calculate a global measure of such 
symptoms referred to as the General Symptom Index (GSI). 
The a values for the GSI for both African Americans and 
Whites are the same (.97).

Caregiver physical health: Subjective physical health.—
Caregivers’ subjective physical health was measured by a 
one-item measure of current physical health. The item was 
rated on a 4-point Likert scale (1 = excellent, 2 = good, 3 = 
fair, and 4 = poor). Several previous studies have reported 
that subjective physical health is highly correlated with 
physician ratings of health and mortality (Benyamini, 
Blumstein, Lusky, & Modan, 2003; George, 2001). There-
fore, subjective physical health measures are regarded as 
valuable proxy measures of physical health status.

Measures: Control Variables
Age, ethnicity, and education level were included as back-

ground variables as they are known to be highly correlated 
with physical health. Ethnicity was measured by asking par-
ticipants how they described their ethnic background/heri-
tage, which has then categorized as either African American 
or White. We define ethnicity as belonging to a group that 
possesses a specific heritage and set of beliefs, customs, and 
values (Phinney, 1996). Education level was assessed using 
six categories: elementary school, middle school/junior high, 
high school, some college, undergraduate degree, and mas-
ter’s degree or beyond (scored from 1 to 6). Although income 
level has been demonstrated to be an important factor affect-
ing physical health, it was not included as a control variable 
as it was found to be highly correlated with education level. In 
addition, the familial relationship of the caregiver to the care 
recipient and coresidence were not included because analyses 
revealed that correlations between both of these factors and 
caregiver burden and physical health were low (r < .20).

Analysis
In order to test the study hypotheses, path models were 

assessed using the statistical software AMOS 17.0 by ex-
amination of the statistical significance of estimated path 

coefficients and various statistics indicating goodness of fit 
for the models as a whole, including comparative fit indices 
(CFI), chi square to degrees of freedom ratio (c2/df), and 
root mean square error of approximation (RMSEA). Mod-
els with a better fit generally have higher CFI and lower 
c2/df and RMSEA values. The rules for establishing good-
ness of fit for models vary. However, Bentler (1992) stated 
that values greater than .90 for CFI represent well-fitting 
models as do c2/df values of less than 3.0 (e.g., Hu & 
Bentler, 1999). Browne and Cudeck (1993) reported that 
RMSEA values of up to 0.1 signify reasonable approxima-
tion errors in the population.

We ran unique path models for each cultural value vari-
able (Familial Obligations, Expected Support from the 
Family, and Cultural Justification) for both outcomes (men-
tal and subjective physical health) separately, resulting in a 
total of six final models. All unidirectional paths excluding 
paths from the three cultural values were freely estimated. 
The direct paths from these variables to the outcome vari-
ables were omitted from the models for theoretical reasons 
as the effects of these factors are viewed as being mediated 
by coping as opposed to being directly associated with the 
outcomes of interest. We estimated the disturbance terms 
for each of the mental health outcomes (depression and psy-
chological symptoms) to acknowledge that various factors 
other than the exogenous (i.e., independent) variables in our 
models account for these outcomes. In addition, the covari-
ances between the disturbance terms of the mental health 
outcome variables were estimated, and the disturbance 
terms were allowed to be correlated in the model to account 
for the high correlation (r = .805, p < .01) among them. This 
procedure allowed us to recognize the operation of other 
unmeasured factors that account for the correlation between 
these two variables without giving them a central focus in 
our conceptually based hypothesized models (Jaccard & 
Jacoby, 2010). Correlations among the exogenous variables 
were examined before restricting the covariances between 
them to zero. Zero-order correlations among model vari-
ables are reported in Table 2.

Less than 10% of the cases in this data set had item-level 
missing values. Prorated scores were calculated when there 
were fewer than three missing items on scales with multiple 
items. With the inclusion of these interpolated values, scale 
scores were missing in less than 5% of cases for all scales 
and single-item variables.

Results
Analyses of the hypothesized path models revealed that 

in all cases, the fit statistics indicated acceptable levels of 
model fit. Final models were then estimated after nonsignif-
icant paths were deleted from the originally proposed mod-
els in the interest of parsimony. The fit statistics of the 
reduced models also suggested that the data fit these models 
well. CFI and RMSEA values for all the reduced models 
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fell within the acceptable range, so the reduced models 
were accepted as the final models. The reduced models 
were not significantly different in comparison with the orig-
inally proposed models, as indicated by the changes in the 
chi-square values (Familial Obligations models: Dc2(23) = 
30.998 for the mental health model, Dc2(17) = 22.574 for 
the subjective physical health model, Expected Support 
from the Family models: Dc2(24) = 39.887 for the mental 
health model, Dc2(18) = 31.228 for the subjective physical 
health model, Cultural Justification models: Dc2(23) = 
29.884 for the mental health model, and Dc2(17) = 20.805 
for the subjective physical health model).

Fit statistics for both the first and the reduced models in-
volving both Familial Obligations and Cultural Justification 
with the mental and subjective physical health outcomes 
are presented in Table 3. The unstandardized path coeffi-
cients and their significance levels for the originally pro-
posed models that included these two cultural values with 
the mental and subjective physical health outcomes are re-
ported in Tables 4–5. The final path models with standard-
ized path coefficients for these two cultural values with the 
mental and subjective physical health outcomes are pre-
sented in Figures 1–4. The fit statistics, unstandardized path 

coefficients, and final models with standardized path coef-
ficients for the Expected Support from the Family models 
are omitted as the main findings for this cultural value were 
nonsignificant.

Hypothesis 1 predicted that Familial Obligations would 
be associated with higher levels of use of avoidant coping, 
which would result in negative mental and physical health 
outcomes among family caregivers. This hypothesis re-
ceived partial support (Figures 1–2) in that Familial Obliga-
tions was in fact associated with avoidant coping in all of 
the models. Moreover, avoidant coping was associated with 
both poor mental and subjective physical health outcomes.

Hypothesis 2, that Expected Support from the Family 
would be related to higher levels of use of active coping that 
would in turn result in better mental and physical health 
outcomes among caregivers was not supported at all. Unex-
pectedly, this cultural value did not have any direct or indi-
rect effects on any of the variables examined in the models 
in which it was included.

Hypothesis 3 predicted that Cultural Justification would 
be associated with higher levels of use of active coping, 
which would lead to better mental and physical health  
outcomes among caregivers. This hypothesis was partially 

Table 3.  Goodness of Model Fit Statistics of the First and Reduced Models

First model c2 df p c2/df CFI RMSEA (90%)

  Familial Obligations and mental health 18.902 9 .026 2.100 .969 .083 (.023, .136)
  Familial Obligations and subjective physical health 11.494 8 .175 1.437 .973 .052 (.000, .115)
  Cultural Justification and mental health 7.421 9 .593 .825 1.000 .000 (.000, .078)
  Cultural Justification and subjective physical health 7.060 8 .530 .883 1.000 .000 (.000, .086)

Reduced model

  Familial Obligations and mental health 49.900 32 .023 1.559 .945 .059 (.023, .090)
  Familial Obligations and subjective physical health 34.068 25 .106 1.363 .930 .048 (.000, .085)
  Cultural Justification and mental health 37.305 32 .238 1.166 .983 .032 (.000, .070)
  Cultural Justification and subjective physical health 27.865 25 .314 1.115 .975 .027 (.000, .071)

Note: CFI = comparative fit index; RMSEA = root mean square error of approximation.

Table 2.  Correlation Coefficients Among Key Variables

Variable 1 2 3 4 5 6 7 8 9 10 11 12

1 1.000
2 .153 1.000
3 –.052 –.046 1.000
4 –.323** –.097 –.122 1.000
5 –.180* –.020 –.197* .671** 1.000
6 .065 –.046 –.037 .390** .310** 1.000
7 –.006 .077 .459** –.191* –.218** –.100 1.000
8 .061 .058 .096 .072 .046 .281** .030 1.000
9 –.158 –.095 .147 .127 .064 .150 .433** .026 1.000
10 –.026 –.084 .140 .062 –.032 .013 .448** –.123 .431** 1.000
11 –.182* –.031 .096 –.006 –.023 .029 .391** –.061 .423** .805** 1.000
12 .153 –.097 –.117 –.049 –.171* .071 .129 –.029 .256** .291** .148 1.000

Note: 1 = caregivers’ age; 2 = caregiver’s education; 3 = care recipients’ behavioral problems; 4 = Familial Obligations; 5 = Expected Support from the Family; 
6 = Cultural Justification; 7 = caregiver burden; 8 = active coping; 9 = avoidant coping; 10 = depression (Center for Epidemiological Studies-Depression Scale); 
11 = psychological symptoms (General Symptom Index); and 12 = subjective physical health.

*p < .05; **p < .01.
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supported (Figures 3–4) in that Cultural Justification was 
significantly associated with active coping, yet active cop-
ing did not have a significant effect on any of the mental and 
physical health outcomes in these models. Interestingly, 
Cultural Justification was also significantly related to avoid-
ant coping, which was in turn related to poor mental and 
subjective physical health outcomes.

Discussion
The findings of this study suggest that only one of the two 

factors of familism—Familial Obligations—affects the 
mental and physical health of African American and White 
family caregivers of individuals with dementia. This factor 
detrimentally affected both the mental and the subjective 
physical health of the caregivers in this study through avoid-
ant coping. This finding supports the conjecture by Kim and 
colleagues (2007) that familism scales may tap values of 
obligation to provide care rather than more than positive 
feelings about family support. This result is also similar to 
the finding in a recent study by Losada and colleagues 
(2010) that found that Familial Obligations was associated 
with dysfunctional thoughts, which in turn led to depressive 
symptomatology among their sample of 334 Spanish care-
givers. Indeed, it appears as though the Familial Obligations 
factor accounts for a large proportion of the harmful effects 

of familism on caregivers’ mental and physical health that 
has been reported in previous studies.

Interestingly, the Expected Support from the Family fac-
tor of familism had neither direct nor indirect effect on this 
sample of African American and White caregivers’ health 
outcomes. Although it is conceptually appealing to view 
positive expectations of familial social support as protective 
against poor health outcomes for caregivers, this hypothesis 
did not receive any empirical support in this study. Because 
this factor is in fact measuring expectations of or beliefs 
about social support, it is likely that the belief or expecta-
tion that family members should provide support to care-
givers may lead to poor outcomes if the actual support 
obtained does not meet expectations. It should be noted that 
despite the finding that this factor was highly correlated (r = .67, 
p < .01) with the Familial Obligations factor, it had no 
significant effects on caregivers’ mental or subjective phys-
ical health outcomes. One possible explanation for this find-
ing is that the associations of this factor with other variables 
in these models are quite different than those of Familial 
Obligations, especially with regard to the mediating coping 
variables. Specifically, Familial Obligations was positively 
associated with avoidant coping in our models, whereas Ex-
pected Support from the Family was not significantly asso-
ciated with either coping style. Given that these two factors 
tap different aspects of familism and are composed of their 

Table 4.  Unstandardized Regression Coefficients Estimated From Fully Recursive Path Models With Familial Obligations and Cultural 
Justification Predicting Caregivers’ Burden, Coping Style, and Mental Health (N = 160)

Independent variable

Endogenous variable

Familial Obligations Burden Active coping Avoidant coping CES-D GSI

  Exogenous
    Age –0.07*** –0.06 0.08 –0.04 0.01 –0.01*
    Education –0.05 1.27 1.37 –0.89 –0.78 –0.02
    Ethnicity 1.16* –3.65 4.68* 0.37 –1.05 –0.14
    Behavioral problem — 1.04*** 0.16 –0.08 –0.04 –0.01
  Mediating
    Familial Obligations — –0.48 0.27 0.34* — —
    Burden — — 0.01 0.24** 0.15*** 0.01***
    Active coping — — — — –0.08 0.00
    Avoidant coping — — — — 0.25*** 0.02***

Independent variable

Endogenous variable

Cultural Justification Burden Active coping Avoidant coping CES-D GSI

  Exogenous
    Age 0.04 –0.01 0.05 –0.07* 0.01 –0.01*
    Education –0.20 1.28 1.32 –0.87 –0.79 –0.02
    Ethnicity 1.56 –4.02 4.42* 0.50 –1.05 –0.14
    Behavioral problem — 1.08*** 0.14 –0.10 –0.04 –0.01
  Mediating
    Familial Obligations — –0.12 0.35** 0.17* — —
    Burden — — 0.02 0.24*** 0.15*** 0.01***
    Active coping — — — — –0.08 0.00
    Avoidant coping — — — — 0.25*** 0.02***

Note: Dashes indicate the regression coefficients were not estimated because the paths were not hypothesized in the model. CES-D = Center for Epidemiological 
Studies-Depression Scale; GSI = General Symptom Index.

*p < .05; **p < .01; ***p < .001.
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own unique items, it does not appear unreasonable that their 
results differed despite their positive correlation.

The findings regarding the effects of Cultural Justifica-
tion were mixed and only partially supported the hypothe-
sis. For example, this cultural value was significantly 
associated with both active and avoidant coping, whereas it 
was hypothesized that it would only be related to active 

coping. This finding suggests that high levels of Cultural 
Justification values motivate high use of both active and 
avoidant coping styles. This result is analogous to findings 
that high levels of perceived stress lead to higher use of all 
coping styles (e.g., Haley et al., 1996; Lazarus & Folkman, 
1984). The finding that Cultural Justification was associated 
with avoidant coping, which in turn led to poor mental and 
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Figure 1.  Fitted path model of Familial Obligations, burden, coping style, and mental health of caregivers (standardized path coefficients).

Table 5.  Unstandardized Regression Coefficients Estimated From Fully Recursive Path Models With Familial Obligations and Cultural 
Justification Predicting Caregivers’ Burden, Coping Style, and Subjective Physical Health (N = 160)

Independent variable

Endogenous variable

Familial Obligations Burden Active coping Avoidant coping Subjective physical health

  Exogenous
    Age –0.07*** –0.05 0.08 –0.04 0.01**
    Education –0.05 1.29 1.42 –0.88 –0.06
    Ethnicity 1.16* –3.64 4.72* 0.32 –0.32*
    Behavioral problem — 1.04*** 0.17 –0.08 –0.03**
  Mediating
    Familial Obligations — –0.50 0.31 0.35* —
    Burden — — 0.00 0.24*** 0.01
    Active coping — — — — 0.00
    Avoidant coping — — — — 0.02**

Independent variable

Endogenous variable

Cultural Justification Burden Active coping Avoidant coping Subjective physical health

  Exogenous
    Age 0.04 –0.01 0.05 –0.07* 0.01**
    Education –0.19 1.30 1.36 –0.86 –0.06
    Ethnicity 1.57 –4.02 4.49* 0.45 0.32**
    Behavioral problem — 1.07*** 0.15 –0.10 –0.03**
  Mediating
    Familial Obligations — –0.12 0.35*** 0.17* —
    Burden — — 0.01 0.24*** 0.01
    Active coping — — — — –0.01
    Avoidant coping — — — — 0.02**

Note: Dashes indicate that the regression coefficients were not estimated because the paths were not hypothesized in the model.
*p < .05; **p < .01; ***p < .001.



 FAMILISM, CULTURAL JUSTIFICATION, AND CAREGIVING 11

subjective physical health outcomes among these care-
givers, was unanticipated. However, this finding partially 
supports research of Dilworth-Anderson and colleagues 
(2004) with African American caregivers showing that cul-
tural justifications for caregiving (measured by the CJCS) 
had a curvilinear effect on caregivers’ psychosocial health. 
Both very weak and very strong cultural justifications for 
caregiving predicted poor psychosocial health for the care-
givers in this study. The authors suggested that caregivers 
who provide care due to a strong identification with cultural 

values and beliefs may be driven to do so out of a sense of 
obligation. This suggestion may extend to the findings of 
our study regarding the negative effects of Cultural Justifi-
cation on caregivers’ mental and subjective physical health.

Other findings from this study warrant comparison with 
the findings from the Kim and colleagues (2007) study. For 
example, Kim and colleagues found that higher levels of 
education were inversely related to familism in their path 
models. In the current study, education was not associated 
with either of the factors of familism. Caregivers with 
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Figure 2.  Fitted path model of Familial Obligations, burden, coping style, and subjective physical health of caregivers (standardized path coefficients).
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higher levels of education may have weaker ties with ex-
tended family members. Thus, use of the Bardis (1959) fa-
milism scale by Kim and colleagues may account for the 
inverse relation between education and familism reported in 
their study. The current study, which used the Sabogal and 
colleagues (1987) familism scale to derive the familism fac-
tors, may be a more appropriate and useful measure of fa-
milism as it taps more specific factors of familism involving 
both attitudinal and behavioral elements of this cultural 
value.

Our study found that ethnicity was positively associated 
with Familial Obligations in the path models, a finding that 
somewhat diverges from the finding of Kim and colleagues 
(2007) that ethnicity was not associated with familism in 
their models. In this sample, African American caregivers 
were more likely to perceive caregiving more as an obliga-
tion than were White caregivers. Future research with this 
measure should seek to understand what this difference 
means and how it relates to other differences between Afri-
can American and White caregivers as reported in the liter-
ature. Interestingly, in contrast to Familial Obligations, 
Cultural Justification was not associated with ethnicity in 
the models. Perhaps, both ethnic groups (African American 
and White) are motivated by similar cultural explanations 
for caring for dependent elders.

Limitations
This study has certain limitations that suggest that cau-

tion should be used in the interpretation of these results. 
First, it employed a cross-sectional design and involved a 
relatively small sample size, which limits the power of the 

models to assess smaller effects and discern changes in 
small effects. Second, these models are not causal; instead, 
they should be regarded as consistent with the observed 
multivariate covariance structure of this caregiver sample’s 
data. For both of these reasons, replication with a larger and 
more diverse sample is needed to clarify the most likely 
paths in these models. In addition, a longitudinal analysis of 
the influence of these cultural values on caregivers’ health 
outcomes would allow for a better understanding of the re-
lation among the variables examined in this study. However, 
this study does have the benefit of having used probability 
sampling methods that resulted in a population-based  
sample recruited from tracts with roughly similar SES 
backgrounds. Finally, this sample included only African 
American and White family caregivers. Thus, these findings 
may not necessarily extend to caregivers belonging to other 
ethnic groups.

Conclusions
In conclusion, the results of this study make several im-

portant contributions to the cultural values and caregiving 
literature. For example, this study examined some of the 
specific underlying dimensions that compose the cultural 
value of familism rather than simply examining familism as 
a unitary construct, which resulted in a richer understand-
ing of how familism operates to affect African American 
and White caregivers’ mental and physical health outcomes 
in the updated sociocultural stress and coping model 
(Knight & Sayegh, 2010). As a result, it is evident that Familial 
Obligations account for a substantial proportion of the neg-
ative mental and subjective physical health outcomes that 
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caregivers experience as an indirect result of familism. Sim-
ilar findings were found with the Cultural Justification fac-
tor, which may be attributable to providing care out of a 
sense of duty based on firm cultural values and beliefs. In 
contrast, Expected Support from the Family had no signifi-
cant effect on caregivers’ health outcomes in these models. 
It appears as though cultural values that emphasize feelings 
of obligation rather than familial solidarity or support tend 
to have adverse health effects for caregivers. Therefore, a 
broader finding that can be derived from these results is that 
it should not be assumed that cultural values have positive 
effects on the caregiving stress and coping process or health 
outcomes. Some cultural values may have negative or null 
effects for certain caregivers. Future research should focus 
on examining the effects of these cultural values on caregiv-
ers’ health outcomes across diverse ethnic groups and search 
for other cultural values with positive effects for caregivers.

Finally, these findings point to practical implications. Cul-
tural values that have a negative impact on caregivers’ health 
should be studied further in order to identify therapeutic 
tools to assist caregivers in highlighting the positive effects 
of cultural values and decreasing the impact of their negative 
effects on caregivers’ health. Caregivers’ cultural values 
should be evaluated to determine whether they tend to em-
phasize feelings of obligation, which we showed were asso-
ciated with detrimental mental and physical health outcomes. 
Cognitive restructuring might be effective for modifying 
feelings of obligation in the context of caregiving. However, 
if feelings of obligation stemming from deep-seated cultural 
values are difficult to modify, interventions aimed at chang-
ing an avoidant coping style may prove useful in ameliorat-
ing the negative health effects associated with caregiving.
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