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Abstract

We developed a measure of family obligation stress and compared its relationship to health and 

unmet healthcare needs relative to social support among a sample of US-based Latinas. Data come 

from a randomized controlled trial within four clinics to increase mammography among Latinas 

(N = 539). The 1-factor measure had acceptable reliability and construct validity. Family 

obligation stress was associated with worse health and greater unmet healthcare needs. Family 

obligation stress varied by years in the US and country of origin. Our measure of family obligation 

stress contributes new venues to family research among Latino populations.
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INTRODUCTION

Understanding the complex roles of family for Latina women’s health is important. The 

central role of the family in Latino culture has generally been conceptualized as protective 

and positive for women’s health1. Strong, multi-generational family relationships and 

cultural norms regarding family are assumed to reflect high levels of social support, and 

other positive factors2. Yet, large, multi-generational families and cultural emphases that 

prioritize family relationships above one’s self may result in high levels of negative family-

related factors. There is a need for quantitative research to compare the unique and relative 

effects of multiple positive and negative family factors on Latina health. The rationale of this 

study seeks to contribute to this future goal by developing an instrument that can be used to 

assess family obligation stress more directly and precisely.

Qualitative research has highlighted the unique ways in which family obligation stress 

manifests for Latino populations and its impacts3–6. Quantitative research suggests family 

obligation stress is tied to worse mental health7–11, self-rated health12, and healthcare-

seeking behaviors among Latinas13. Yet, these findings are hard to interpret, given the type 

of measurements used. Specifically, studies have used measures among Latinos that: 1) 

approximate family obligation stress (e.g., household size); 2) do not examine the specific 

facets of family obligation stress (e.g., open-ended questions); 3) incorporate family 

obligation with other negative family-related factors (e.g., conflict); are role-specific (e.g., 

informal caregivers, adolescents contributing to family finances)7–27. The lack of direct, 

precise measurement hinders our ability to compare the unique effects of family obligation 

stress on health relative to other family-related factors (positive and negative). Further, 

imprecise measurement affects our ability to compare levels of family obligation stress and 

its impacts on health across demographic and family characteristics.

The current study contributes to current theory and research on the complex association of 

family relationships with health by describing the psychometric properties of a new family 

obligation stress measure for Latinas and examining variation in family obligation stress 

across demographic and family characteristics. We provide evidence for the validity for this 

new measure by examining the measurement model using factor analyses and testing the 

hypothesized relationships with pilot data. Second, we begin to evaluate the measure’s 

validity by comparing how our measure of family obligation stress and another measure of 

social support are related with 5-item mental health, 1-item self-rated health, and 1-item 

unmet healthcare needs measures. Second, we describe family obligation stress scores across 

demographic and family characteristics.
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METHODS

Procedures

The study uses data from a randomized controlled trial within four clinics, BLINDED FOR 

REVIEW, to promote mammography use among non-adherent Latinas living in Western 

Washington State. Detailed information about the study design and procedures has been 

published elsewhere [BLINDED]. Briefly, participants were identified through electronic 

medical records, recruited and screened by staff. Eligibility criteria were: 1) Hispanic 

ethnicity; 2) age 42–74 years; and 3) receipt of services from one of the four clinic sites 

within the past 5 years. After consent, participants consented to participate and completed 

30–45 minute baseline questionnaires in their preferred language (English, Spanish). 

Institutional review boards of the participating organizations approved all study content and 

procedures.

Measures.

Family Obligation Stress Measure.—The Family Obligation Stress Measure was based 

on the Caregiver Burden Scale28. We chose 5 stressors from the 21-item original scale and 

drafted an additional item related to family demands. Items were selected based on the 

literature and our previous research with Latinas3–6,19–22,29. We then conducted seventeen 

cognitive interviews using a Spanish translation of the items. Women were recruited from 

Consejo Counseling & Referral Service (Consejo), a local non-profit organization providing 

mental health and social services to Latino clients, a substantial proportion of whom also 

obtain care from the current study’s four study sites. All participating women consented to 

participate. In the interviews, women were asked 2 or 3 specific questions for each item, 

such as ‘what does ‘[word or phrase from item]’ mean to you?’ and ‘Can you tell me in your 

own words what the question is asking?.’ Women were also asked to provide comments on 

their cognitive process while answering each question. In this way, staff assessed how easy 

the questions were to understand and whether they were being interpreted correctly. 

Cognitive interviews lasted 45 minutes to one hour and were conducted in small offices at 

Consejo. Interviews were conducted by the project Principal Investigator, a post-doctoral 

fellow, and project coordinator (all are fluent in Spanish). Staff adapted the questions based 

on two sets of 4 – 5 interviews. Changes included reducing the response options from 4 to 3 

and simplifying the wording for items 5 and 6. All other items were well-understood. All 

interviews took place between October and November 2010. The six final items are depicted 

in Table 1. Spanish items are available upon request. Response categories were: 1 = Rarely, 

2 = Sometimes, and 3 = Often.

Social support.—We administered a 5-item measure that assesses health-related social 

support that was originally developed by Communities Count, a survey to assess social and 

health factors among residents within King County, including Spanish-speaking Latinos30. 

Cronbach’s α was 0.77 for this sample. Sample items included “Someone to help you if you 

were confined to bed” and “Someone to take you to the doctor if you needed it.” Response 

categories ranged from 1 = All the time to 5 = None of the time. Scores were reverse-coded 

and summed, such that greater summary scores for the social support measure indicated 

more social support.
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Mental health.—To measure mental health across the past four weeks, we administered 

the Mental Health Inventory-5 (MHI-5), which has been previously used among Spanish-

speaking Latino populations31–33. Cronbach’s α =0.89 was for this sample. Sample items 

were “How much of the time during the past 4 weeks did you have a lot of energy?” and 

“How much of the time during the past 4 weeks have you felt calm and peaceful?.” 

Response categories ranged from 1 = All of the time to 5 = None of the time. Scores were 

standardized by linear transformation to a scale ranging between 0 and 100, with greater 

scores indicating better mental health.

Self-rated health.—To assess self-rated health across the past four weeks, we used the 

widely used first item of the SF-12 Health survey34,35: “In general, would you say your 

health is Excellent/Very Good/Good/Fair/Poor.” Greater scores indicated better self-rated 

health.

Unmet healthcare needs.—Women were asked if there was a time in the past year when 

they needed health care and did not receive it, an item modified from the Hispanic 

Community Health Study (0 = No, 1 = Yes)36.

Demographic and family characteristics.—Standard questions were used to assess 

demographic (age, education, household income, employment, country of origin, years in 

the US, preferred language) and family characteristics (marital status, household size).

Analysis

All analyses were conducted on the statistical package STATA 13.1. To evaluate the validity 

of the family obligation stress measure, the total sample (n = 539) was first randomly 

divided into two split-half samples. The first split-half sample was used to conduct 

preliminary Exploratory Factor Analysis (EFA; n = 279). The results were then used to 

inform the construction of a Confirmatory Factor Analysis (CFA) with the second split-half 

sample (n = 260). This method of randomly splitting a sample for the two types of factor 

analysis is often used to assess constructs whose structure is relatively unknown or unique37. 

Both exploratory (EFA) and confirmatory factor analyses (CFA) used polychoric correlation 

coefficients, which are considered robust with ordinal item responses. With the first split-

half sample, standard procedures were used to determine the best number of factors, 

including parallel analysis (PA), scree plots, and EFA eigenvalues. PA is a recommended 

technique for determining the number of factors to extract38. In PA, multiple randomly 

created expected data sets are generated with the characteristics of the data set to be 

analyzed (i.e., number of subjects and items). EFAs are then conducted for each random data 

set and the results are averaged across all replications (1,000 for this study). The number of 

factors to extract is identified by the number of eigenvalues in the actual data set that exceed 

the eigenvalues found from the randomly generated data sets. To be retained for the CFA, 

items had to load at least 0.40 and on only one factor. With the second split-half sample, we 

conducted CFA to evaluate the adequacy of the proposed factor structure from the first split-

half sample. Measures of fit included the root mean square error of approximation 

(RMSEA), comparative fit index (CFI), and Tucker-Lewis index (TLI). For CFA, the criteria 

for good (or acceptable) model fit were CFI and TLI values greater than 0.95 (0.90) and 
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RMSEA values less than 0.05 (0.08). In the event of poor fit, modification indices were used 

to examine the causes. After achieving a CFA model with acceptable fit, we used the second 

split-half sample and created scale scores to assess validity and evaluate our second and third 

research objectives. For all multi-item measures, all of which had at least 5 items, we 

included scores from individuals who completed at least 80% of items. We continued to 

evaluate validity with our pilot data through Pearson’s and biserial correlations of family 

obligation stress and social support with mental health, unmet healthcare needs, and self-

related health. Finally, we conducted analyses of variance (ANOVA) and Pearson’s 

correlations to examine variation in family obligation stress across demographic and family 

characteristics on the second split-half sample.

RESULTS

Table 2 depicts study sample characteristics across the two split-half samples. We had low 

levels of missing data (<5%), except for income (18%). Given this, we used pairwise 

deletion techniques to maximize the use of available data. There were no significant 

differences between the two split-half samples regarding the family obligation stress 

measure or health, demographic and family characteristics.

The results of the factor analysis established validity: Table 1 depicts EFA loadings, means, 

and standard deviations for the first spilt-half sample. For the first split-half sample, parallel 

analysis, scree plots, and eigenvalues (2.9, 0.2), suggested a 1-factor solution best fit the 

data. Items had loadings greater than 0.40. Cronbach’s alpha for the first split-half sample 

was 0.77. Inter-item correlations were significant and ranged between 0.19–0.60. Using the 

second split-half sample, we next estimated a model with one latent variable and the six 

items as indicators. Residuals were fixed to zero. This model exhibited poor fit: χ2= 

1379.96, df = 9, p<.0001; CFI = 0.56, TLI = 0.27, RMSEA = 0.77. Modification indices 

suggested shared variance among the residuals of two pairs of items (“Because of what I do 

for my family/relatives”; “I experience stress with my relationship with my family/

relatives”; “I rarely have money for myself because of my financial needs of my family/

relatives”; “My family/relatives demand too much of me”). When uncoupling these two 

residual variances, model fit was acceptable: χ2= 11.65, df = 7, p=.11; CFI = 0.99, TLI = 

0.99, RMSEA = 0.05. Results of this CFA are presented in Table 1. Cronbach’s alpha for the 

second split-half sample was 0.76. All inter-item correlations were statistically significant 

and ranged between 0.14–0.54.

Next, we continued to assess validity with Pearson’s and biserial correlations to compare 

family obligation stress, social support and health outcomes. Social support and family 

obligation stress were negatively correlated to one another, r = −0.30, p <.0001. Women 

reporting greater family obligation stress reported worse mental health, r = −0.30, p <.0001 

and self-rated health, r =−0.14, p =.03. Greater family obligation stress was also associated 

with endorsement of unmet healthcare needs, r = 0.19, p = .003. Women reporting greater 

social support conversely reported greater mental health, r = 0.21, p = .001 and self-rated 

health when using the SF-1, r = 0.15, p = .02. Greater support was negatively related to 

unmet healthcare needs, r = −0.15, p = .02.
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Finally, we conducted ANOVA and Pearson’s correlations to examine variation in family 

obligation stress across demographic and family characteristics (Table 3). Family obligation 

stress was associated with years in the US (r = −0.15, p = .03) and country of birth, F(2, 254) 

= 4.07, p =.02. Mexico-born Latinas exhibited greater family obligation stress relative to 

foreign-born Latinas from other countries (p = .04). Interestingly, family obligation stress 

did not vary across family characteristics.

DISCUSSION

The current study offers an important tool for understanding the complex role of family in 

shaping Latinas’ health. We began to evaluate the construct validity of our measure with 

factor structure and preliminary data regarding its theorized relationships with mental health, 

self-rated health and unmet healthcare needs. This measure augments a growing body of 

literature indicating that family obligation is a common stressor among Latinos15,22,23. 

Measure development included cognitive interviews to further adapt and confirm Latinas’ 

perceptions of the items as measuring family obligation stress. Our assessment of validity is 

promising, in that our measure was positively associated with unmet healthcare needs and 

inversely associated with health, in contrast to social support. These associations align with 

other studies that have not used direct quantitative measures of family obligation stress 

among Latinos7–27.

We also provide evidence that how much Latinas experience family obligation stress varies 

by years living in the US and country of origin. Our work suggests that other foreign-born 

and US-born Latinos experience less family obligation stress than Mexico-born Latinas. 

Such work aligns with other research showcasing important sub-group differences in 

healthcare access and use by country of origin39,40. Relatedly, Latinas with fewer years in 

the US also reported greater family obligation stress than women with a longer residence in 

the US. Other related research has found that although newly arrived immigrants rely on 

social networks for support, they are also expected to provide support to other relatives that 

are migrating, including housing, financial support, and employment connections17, which 

may foster or exacerbate family obligation stress. Family characteristics (marital status, 

household size) were not associated with family obligation stress, potentially due to the 

stronger effects of interpersonal relationship quality than structural components for 

perceived stress. This hypothesis is supported by other research showing that cultural values 

and social perception about family are distinct from structural family elements (marital 

status)41. Our finding contrasts other studies focused on caregiver burden42,43. Future work 

should be conducted to assess how family dynamics may vary between Latino caregivers 

and non-caregivers, including family demands and resulting stress.

LIMITATIONS

The current study had several limitations. First, reliability was measured cross-sectionally. 

There is a need for longitudinal research to assess test-retest reliability. Second, although 

this sample of Latinas was not undergoing a specific circumstance of family obligation, they 

were recruited based on the larger study’s objectives, which were to improve mammography 

use among non-adherent Latinas. As such, our findings may not be generalizable to broader 
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populations of Latinas. Future research is warranted with a wider range of ages and other 

demographic characteristics to assess the influence of family obligation stress on health 

among Latinas. Third, our measure of social support was not specific to family and was 

focused on support for health problems and needs. The comparison to family obligation 

stress, which was not focused on health and tailored to family dynamics, may not be an 

adequate comparison of the relative contributions of general negative and positive aspects of 

the family environment for health among Latinas. Fourth, we did not administer other 

measures of family obligation stress to examine convergent validity. Such work is warranted 

to further demonstrate the validity of our measure. Fifth, we did not use validated, multi-

item measures for self-rated health and unmet healthcare need. Thus, our findings may have 

reflected other variables that are not related to family obligation stress.

CONCLUSIONS

Despite these limitations, the study provides an important contribution to existing literature. 

Future research will help to further confirm the validity and reliability of this measure. Once 

fully evaluated, this measure will be helpful for future quantitative research that is able to 

compare the relative contributions of different factors within the family environment on 

Latina health. Such work will be important for improving family counseling and other 

programs targeting specific family determinants of health among Latinas.
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Table 3.

Variation of family obligation stress across demographic and family characteristics.

Family Obligation Stress
M (SD) p-value

Country of birth .02

 Mexico 9.47 (2.70)

 US 7.88 (2.10)

 Other 8.29 (2.34)

Language status .40

 English 8.82 (2.63)

 Spanish 9.32 (2.68)

Employment .41

 Full-time 9.06 (2.93)

 Part-time 9.70 (2.52)

 No/Other 9.24 (2.59)

Married .11

 No 9.58 (2.70)

 Yes 9.05 (2.64)

Age * .14

Education * .51

Income * .57

Years residing in US * .03

Household size * .37

*
Average values are provided for each group within categorical variables (country of birth, language status, employment, marital status), but are not 

included for continuous variables (age, education, income, years residing in the US, household size)
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