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This thesis presents the steps that were taken to develop thematic findings using data 

from a qualitative study. Using a grounded approach, the study focused on qualitatively 

exploring Mexican origin caregivers’ conceptualizations of elder caregiving in terms of role 

functioning, social norms, cultural beliefs, and familial obligations. Data collected from one-

time, semi-structured interviews with 44 caregivers living in East Los Angeles, California were 

analyzed to develop thematic content. Before the onset of data analysis, all materials related to 

the study were reviewed to familiarize the researcher with the data. Following the review of the 

study materials, each transcript was systematically sorted and analyzed in the language of the 

interview (i.e., Spanish or English), using Atlas.ti, qualitative data management software. The 

cultural psychological perspective and the research question, “How do Mexican-origin women 

describe becoming oriented to or familiarized with the caregiving role and its associated 

responsibilities?” guided the analysis. 

Four themes related to women’s conceptualization of caregiving and women’s personal 

sense of responsibility for taking care of familial elders emerged from the analysis. These themes 

include: 1) early and continued caregiving socialization; 2) psyche and personal identification; 3) 



   
	  

familial expectations of giving care; and 4) cultural expectations of the family and the 

responsibility to give care. 

The first theme, early and continued caregiving socialization, reflects women’s reports of 

becoming familiarized with the practice of giving care early on in their lives, often years before 

the actual adoption of the familial caregiving role. Women shared that the process of learning to 

give care involved continued observation of close relatives’ caregiving behaviors and skills. Of 

those who reported learning how to give care through the observation of relatives, most reported 

having observed mothers modeling caregiving behaviors in support of elderly relatives and some 

reported having observed the caregiving activities of aunts and grandmothers. Women also 

became oriented to the caregiving role by actively participating in their families’ caregiving 

responsibilities and activities early on in their lives (e.g., taking care of siblings, preparing family 

meals). 

The second theme to emerge from the analysis reflects the personal identification, held by 

some women in the sample, as primary caregiver within the family. Caregiving was described by 

these women as an inherent capacity or ability, not merely a set of skills or functions one 

becomes familiarized with or trained to do. For that reason, many were reluctant to adopt the 

term caregiver, instead reporting that they were performing familial duties consistent with their 

conceptualization of what it meant to be in a family, to be a daughter, or to be a granddaughter.  

The third theme, familial expectations of giving care, reflects the profound influence of familial 

expectations on women’s behaviors and attitudes concerning the care of dependent familial 

elders. Families varied with respect to the degree to which familial expectations regarding the 

care of dependent family members were expressed. In some families, familial expectations 

regarding the care of dependent relatives were expressed clearly and explicitly while, in others, 



   
	  

familial caregiving expectations were merely implied. For those belonging to families where 

caregiving expectations were implied, expectations within the family regarding the care of 

dependent relatives were generally conveyed through the allocation of caregiving tasks within 

the family, such as watching over younger siblings and preparing meals for the family. This 

implicit expression of caregiving expectations within the family made the process of becoming a 

caregiver a relatively passive process, involving the gradual increase in responsibilities over 

dependent family members. 

The fourth theme, cultural expectations of the family and the responsibility to give care, 

reflects the cultural forces influencing women’s conceptualization of caregiving and women’s 

personal sense of responsibility for taking care of familial elders. Marianisma, the expectation 

within Latino culture that female members of a family should consider their own wants, desires, 

and needs as secondary to the needs of the family, particularly male members of the family 

(Hubbell, 1993; García & de Oliveira, 1997) was alluded to by many of the women in the 

sample. Similarly, familism, or the Latino cultural value of allegiance, attachment, dedication, 

reciprocity, and solidarity within the family (Ruiz & Ransford, 2012) was also reflected in 

women’s reports, with the majority of women in the sample sharing the view that, in times of 

need, family members should express loyalty to and responsibility for other dependent members 

of the family, by being available to give care and support.  

Though the goal of qualitative research is not necessarily to produce generalizable results 

but to instead describe as many aspects of a topic in detail, as is possible; it should be noted that, 

because non-random sampling techniques were utilized to recruit the study participants, the 

generalizability of this analysis’ findings is limited. For that reason, while the discovery of 

common elements, across interviews, related to the processes of becoming oriented to the 



   
	  

caregiver role lends some credibility to the findings of this analysis, caution should be taken 

when interpreting the results of this analysis. Additional research, involving alternative study 

designs, larger samples, and more diverse samples in terms of socioeconomic status and 

geographic location, is warranted. 

 Keywords: Latino, Mexican-origin, informal caregiving, cultural psychological 

perspective 
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Processes of Orientation to the Informal Caregiving Role among Mexican-Origin Women: 
A Qualitative Analysis 

 
It has been estimated that over 8 million Latino adults in the United States provide daily, 

informal care to a family member (Evercare & National Alliance for Caregiving, 2008). There is 

reason to believe, however, that the number of Latino adults enlisted to provide informal, elder 

care will increase in the future for a number of reasons. First, the Latino population age 65 and 

older is projected to become the largest racial/ethnic minority in the age group (U.S. 

Administration on Aging, U.S. Department of Health and Human Services, 2010). Second, 

Latino caregivers, relative to other racial/ethnic minority groups, tend to underutilize formal care 

services (Hinton & Levkoff, 1999; Gallagher-Thompson, Solano, Coon, & Arean, 2003) and 

tend to delay the institutionalization of elders (Mausbach et al., 2004). The projected growth of 

the Latino population age 65 and older as well as evidence that the Latino population tends to 

rely on informal caregiving approaches support the anticipation of a future increase in the 

number of Latino adults providing informal, elder care. 

Despite the great number of Latina women currently providing informal, elder care and 

the even greater number of Latina women expected to provide informal, elder care in the future, 

few studies have qualitatively explored caregiving experiences within this ethnic/minority group. 

Even fewer studies have qualitatively investigated caregivers’ processes of orientation to or 

familiarization with the informal caregiving role and its associated responsibilities. As a result, 

little is known about how informal, Latino caregivers’ cultural knowledge and cultural context 

influence their orientation to and adoption of caregiving-related behaviors and beliefs. 

Furthermore, because most research on caregiving in Latino families is not disaggregated by 

Latino subgroup, even less is known about caregiving contexts and experiences within particular 
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Latino subgroups. In an effort to address this gap in the literature, this thesis focuses on the 

unique caregiving contexts of Mexican-origin caregivers. 

Data from a qualitative study were analyzed for the purpose of this project. The data for 

the study were collected for the purpose of exploring and comparing the manners in which 

immigrant Mexican women and U.S.-born Mexican women conceptualize caregiving in terms of 

social norms, cultural beliefs, role functioning, and familial responsibilities and to investigate the 

types of activities Mexican-origin women identify as caregiving activities. This analysis focused 

primarily on building an understanding of the processes in which Mexican origin women become 

familiarized with or oriented to the informal caregiving role and caregiving activities. The 

specific research question to be addressed is, “How do Mexican-origin women describe 

becoming oriented to or familiarized with the caregiving role and its associated 

responsibilities?”. 

Literature Review 

Informal Caregiving 

Informal caregiving refers to the physical, emotional, and financial support provided to 

ill, injured, or disabled individuals by family members or friends that are not paid to provide care 

(Aneshensel, Pearlin, Mullan, Zarit, & Whitlatch, 1995; Emblem Health & National Alliance for 

Caregiving, 2010). It has been estimated that, in the United States, 43.5 million individuals 

provide informal care to an adult, age 50 years or older (National Alliance for Caregiving & 

AARP, 2009a). Estimates of the cost associated with the provision of informal care have ranged 

widely, potentially due to differences across studies in terms of the definition of caregiver, 

differences in the illnesses or impairments of care recipients (Stommel, Collins, & Given, 1994; 

Hux, O’Brien, Iskedjian, Goeree, Gagnon, & Gauthier, 1998), and variation in the economic 
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assessment or the valuation methods of informal care (Koopmanschap, van Exel, van den Berg, 

& Brouwer, 2008). Using midrange figures from national datasets, Arno, Levine, and Memmott 

(1999) reported that the economic value of informal caregiving in the United States in 1997 was 

196 billion dollars. More recently, the AARP Public Policy Institute (2011) estimated that, in 

2009, the annual economic value of unpaid caregiving was 450 billion dollars in the United 

States, up from their 2007 estimate of 375 billion dollars. 

As one might expect, the type and level of care provided to care recipients is influenced 

by a multitude of factors (e.g., nature of the care recipient’s illness or impairment, resources 

available to the caregiver and the care recipient) and can vary considerably across caregiving 

dyads. In general, however, caregiving involves a broad range of activities that support the day-

to-day functioning of the care recipient. Caregiving activities in general have fallen into two 

categories: activities of daily living (ADLs) and instrumental activities of daily living (IADL). 

ADLs are basic functions that include, but are not limited to, feeding and bathing and IADLs are 

considered to be more complex behaviors such as cooking and financial management (Katz, 

1983; Lawton & Brody, 1969). In their Caregiving in the U.S. 2009 report, the National Alliance 

for Caregiving in collaboration with AARP (2009b) report that the majority of informal 

caregivers of adults help their care recipient with at least one ADL. They report that the most 

frequent form of ADL support was helping the care recipient to get in and out of beds and chairs, 

followed by assistance with getting dressed and assistance with bathing or showering. Many 

caregivers also report helping their care recipient getting to and from the toilet and helping the 

care recipient deal with incontinence. It should be noted that, while some similarities exist over 

time, most caregiving-related activities, functions, and responsibilities do not remain constant 

over individuals’ informal caregiving careers. Instead, caregiving-related activities, functions, 
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and responsibilities are restructured over time, at times gradually and at other times suddenly 

(Aneshensel, Pearlin, Mullan, Zarit & Whitlatch, 1995). 

The costs and effects of informal care can be profound for caregivers. In fact, the 

provision of informal care has been conceptualized as a stress factor event (Zarit, 2002) and has 

been associated with many negative outcomes on the part of the informal caregiver (Pinquart & 

Sörensen, 2005). The term caregiver burden is used frequently in the literature to describe the 

negative physical, emotional, and economic repercussions associated with providing care 

(Carretero, Garcés, Róenas, & Sanjóse, 2009).  

Negative psychological outcomes associated with informal caregiving include anxiety 

and depression (Schulz, O’Brien, Bookwala, & Fleissner, 1995) and previous research suggests 

that the probability of negative psychological outcomes is greater among female informal 

caregivers (Hooker, Manoogian-O’Dell, Monahan, Frazier, & Shifren, 2000; Yee & Schulz, 

2000). The probability of negative psychological outcomes also appear to be greater among those 

with relatively more caregiving responsibilities, among those who provide more hours of care, 

and among those supporting care recipients with greater physical and mental impairment (Yee & 

Schulz, 2000).  

Previous research exploring the physical outcomes associated with giving care informally 

provides evidence for an association between the provision of informal care and some negative 

physical health outcomes. For example, in Vitaliano and colleagues’ (2003) meta-analysis 

comparing the physical health outcomes of caregivers compared to non-caregivers, caregivers 

were found to have a slightly greater risk for health problems than their non-caregiving 

counterparts. Sawatsky and Fowler-Kerry (2003) found that caregivers frequently experience 

physical issues including, but not limited to, back injuries, gastric ulcers, and headaches, though 
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their sample was small and not representative. In their meta-analysis on the correlates of physical 

health of informal caregivers, Pinquart and Sörensen (2007) found that associations between 

health and caregiving-related stressors were stronger among men, among caregivers of 

individuals suffering from dementia, and among older samples. The authors report that, rather 

than level of impairment of the care recipient or level of intensity of the caregiving situation, 

higher levels of care recipient behavior problems were more consistently related to poor health 

on the part of caregivers. The authors also report that caregivers’ depressive symptoms, opposed 

to more objective caregiving stressors, were more strongly associated with caregivers’ health 

outcomes, suggesting that the negative health effects resulting from the provision of informal 

care are more likely to be found among individuals experiencing psychological or emotional 

distress while providing care and among caregivers of individuals suffering from dementia. 

Hooker and colleagues’ (2002) longitudinal analysis of 64 cases from a prospective, longitudinal 

study produced results suggesting that increases in problematic behaviors, opposed to the mere 

presence of problematic behaviors, among care recipients suffering from dementia was a 

predictor of worse physical and mental health for the caregiver, with stress appraisal mediating 

the relationship. These findings suggest that while the presence of problem behaviors has the 

potential to damage the well-being of caregivers, changes in care recipients’ problem behaviors - 

particularly increases in problematic behaviors - are harmful to caregivers’ physical and mental 

health (Hooker et al., 2002). 

In addition to the negative physical outcomes associated with the provision of care, 

evidence suggests that serving as an informal caregiver may also prevent caregivers from 

adequately addressing their own health needs, which may also serve to threaten caregiver well-

being. In their national survey of caregivers in the United States, the National Alliance for 
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Caregiving in collaboration with AARP (2004) found that 51% of the caregivers surveyed 

reported that they did not have time to take care of themselves, with just under half of the sample 

(49%) reporting that they were too tired to do so. Sixty-seven percent of the caregivers surveyed 

cited their tendency to put their families’ needs before their own as their primary reason for not 

visiting the doctor and 57% reported that their tendency to put care recipients’ needs before their 

own as their primary reason for not visiting the doctor. The possibility exists that the negative 

physical health outcomes associated with providing care may be exacerbated by caregivers’ 

commitment to putting others’ needs before their own. It should be noted that compromised 

health on the part of caregivers has the potential to affect the level and quality of care caregivers 

are able to provide care recipients, ultimately affecting the well-being of care recipients. In their 

Evercare Study of Caregivers in Decline, the National Alliance for Caregiving (2006) support 

this assertion, reporting that approximately half of the caregivers who reported a decline in 

health due to caregiving also reported that their health decline had affected their ability to 

provide care.  

Previous research has also documented some positive aspects associated with the 

provision of informal care (Kramer, 1997). Radina (2007), for example, found that the role of 

caregiver was perceived as positive in that it provided individuals with an opportunity to “give 

back” to elders who had helped and nurtured them in the past. In their study on positive aspects 

of caregiving, Cohen, Colantonio and Vernich (2002) found that a significant number of 

caregivers identified positive aspects of giving care including, but not limited to, companionship, 

a sense of fulfillment, and enjoyment.  

Evidence exists, however, regarding racial/ethnic differences with respect to caregivers’ 

appraisals of the positive aspects of care. Haley and colleagues (2004), for example, found that 
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African American caregivers were sensitive to the positive aspects of providing care, reporting 

significantly higher appraisals of the benefits of giving care compared to their Caucasian 

caregiving counterparts (Haley et al., 2004). In their qualitative study exploring 

conceptualizations of burden among Mexican caregivers, Mendez-Luck, Kennedy, and Wallace 

(2008) found that women, particularly the younger women in their sample, described caregiving-

related burden as a positive sacrifice, reflecting love and benevolence.  

An important factor in the appraisal of one’s caregiving situation is the context of care, 

which also appears to vary across groups. Based on their meta-analysis of 116 empirical studies, 

Pinquart and Sörensen (2005) found that, compared to their Caucasian caregiving counterparts, 

ethnic minority caregivers were younger, of a lower socio-economic status, provided more care, 

and had stronger beliefs regarding filial obligation. While certain parallels related to the informal 

caregiving experience exist across racial/ethnic caregiving groups, because caregiving contexts, 

approaches, and appraisals have been found to vary across racial/ethnic groups, the following 

section reviews existing literature on informal caregiving in Latino families. 

Informal Caregiving in Latino Families 

In 2008, Latino adults, age 65 and older, comprised 6.8% of the older population in the 

United States. The U.S. Administration on Aging (2010) projects a substantial future increase in 

the number of Latino older adults, estimating that the Latino population will account for 19.8% 

of the older population by 2050. The future increase in the number of older adults in the Latino 

population may place intense caregiving demands on Latino families, seeing as previous research 

shows, as noted earlier, that Latino caregivers, relative to other racial/ethnic minority groups, 

tend to underutilize formal care services (Hinton & Levkoff, 1999; Gallagher-Thompson, 
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Solano, Coon, & Arean, 2003) and tend to delay the institutionalization of their familial elders 

(Mausbach et al., 2004).  

Though the majority of informal caregivers are non-Hispanic White (76%), of the 

estimated 43.5 million individuals, age 18 or older, providing informal care, approximately 10% 

are Latino (National Alliance for Caregiving & AARP, 2009a). It should be noted, however, that 

estimates regarding caregiving prevalence among Latinos vary. Latino caregivers, like their non-

Hispanic white counterparts, have been found to be predominantly female and, on average, 

younger than non-Latino caregivers (Evercare & National Alliance for Caregiving, 2008). The 

majority of Latino caregivers, approximately 84%, provide care to a relative and approximately 

75% of Latino caregivers live with, or within twenty minutes, of their care recipient (Evercare & 

National Alliance for Caregiving, 2008).   

Previous research has demonstrated that the responsibilities associated with the 

caregiving role have the potential to undermine caregivers’ physical, emotional, and financial 

resources (Pinquart & Sörensen, 2005; Vitaliano, Zhang, & Scanlan, 2003). This may be 

particularly true for Latino caregivers, seeing as they tend to be in more burdensome caregiving 

situations than their non-Latino caregiving counterparts (63% compared to only 51%, 

respectively; Evercare & National Alliance for Caregiving, 2008). In their study aimed at 

evaluating informal care and its determinants for Latinos, Weiss, González, Kabeto, and Langa 

(2005) found that Latino care recipients receive more hours of informal care for ADL and IADL 

disability than their non-Hispanic White and African American counterparts. This finding is 

supported by Evercare and the National Alliance for Caregiving (2008) who also report that 

Latino caregivers tend to provide care for more hours per week and tend to assist their care 
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recipient with a greater number of ADLs than their non-Latino caregiving counterparts (Evercare 

& National Alliance for Caregiving, 2008).  

The finding that Latinos tend to be involved in more intense or burdensome caregiving 

contexts may, in part, be due to the distinct patterns of illnesses and impairments experienced by 

aging Latinos. For example, compared to non-Latino Whites, there is a greater prevalence of 

obesity (Slattery et al., 2006) and other cardiovascular disease risk factors among Latino 

individuals (Swenson et al., 2002). In addition, early release estimates from the Centers for 

Disease Control’s National Health Interview Survey (2013) show that the prevalence of type II 

diabetes, also a risk factor for cardiovascular disease, is substantially greater among Latino 

adults, with 12% of Latino adults diagnosed as diabetic compared to only 7.5% of non-Latino 

White adults. These ethnic differences in disease patterns are important to note in light of the fact 

that the intensity of a care recipient’s illness or impairment has the potential to influence the 

intensity of care provided and thus caregiver well-being. 

Certain factors associated with Latino culture have been thought to influence caregiving 

experiences and processes among Latinos. Aranda and Knight (1997) assert that the emphasis on 

familism in the Latino culture, the cultural value of allegiance, attachment, dedication, 

reciprocity, and solidarity within the family (Ruiz & Ransford, 2012), may affect perceived 

stress as well as coping processes among Latino caregivers. The authors posit that strong values 

of familism support one’s willingness to provide for the family, resulting in less burden and 

depression. In their study involving focus groups with Mexican American caregivers, John, 

Resendiz, & De Vargas (1997) also found evidence of the influence of familism, with Mexican 

American elder caregivers’ expressing values and motives consistent with the cultural value of 

familism. These included, but were not limited to, family solidarity, distrust of culturally alien 
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institutions (e.g., nursing homes), and the desire to care for the elderly within the family context 

regardless of the personal cost or consequences. However, other research investigating the 

potential of familism to serve as an explanation for ethnic group differences in burden and 

distress among caregivers have had mixed results (Knight, Robinson, Flynn Longmire, Chun, 

Nakao, & Kim, 2002). 

Because of its multi-faceted and dynamic nature, it can be difficult to fully elucidate the 

role of culture on the caregiving experience. For that reason, the cultural psychological 

perspective was utilized to guide and inform the analysis.  

Cultural Psychological Perspective 

A number of tenets of the cultural psychological perspective can provide useful insight in 

exploring the manners in which Mexican-origin caregivers form their understandings and 

interpretations of their caregiving experiences. These include, but are not limited to, the 

importance of cultural context, the cultural community’s ability to transform an individual’s 

developmental pathway, and the manners in which the behavioral inheritance and the symbolic 

inheritance of a culture are received and transmitted across generations (Shweder et al., 2006). 

Shweder and colleagues (2006) describe the cultural psychology of development as a 

discipline that focuses on the manners in which culture and psyche continuously “make one 

another up”. Cultural psychologists argue that, because of the interconnected nature of culture 

and psyche, an individual’s values, norms, beliefs and practices can only be understood through 

an in-depth investigation of the surrounding contexts, and that these contexts must be 

conceptualized as part of the psychological system, not simply as factors or conditions external 

to the individual (Shweder et al., 2006). This suggests then that, in order to truly understand 
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Mexican-origin caregivers’ conceptualizations and enactments of caregiving, the cultural values, 

beliefs, norms, goals, and practices specific to the Latino community must also be understood.  

Shweder and colleagues (2006) describe culture as comprised of two forms of mutually 

influential inheritances: symbolic inheritance and behavioral inheritance. Symbolic inheritance is 

described as the ideas and understandings regarding other individuals, society, nature, and the 

metaphysical that an individual receives, both implicitly and explicitly, from their community. 

This form of cultural inheritance is reflected in the meanings community members assign to their 

roles and experiences as a result of belonging to and participating in their community. The other 

component of culture, behavioral inheritance, is defined as the routine or institutionalized family 

life and social practices of a particular cultural community. This form of cultural inheritance 

asserts that individuals behave and act according to what is deemed true, good, and normal by 

their particular cultural community (Shweder et al., 2006). 

According to the cultural psychological perspective, one potential explanation for the 

finding that Latina daughters and daughters-in-law tend to adopt the caregiving role and 

practices in their families (Harwood et al., 2000) may lie in the Latino culture’s symbolic 

inheritance. For example, within Latino culture, there is an expectation that female members of a 

family should consider their own wants, desires, and needs as secondary to the needs of the 

family, particularly the male members of the family (Hubbell, 1993; García & de Oliveira, 

1997). This cultural expectation, referred to as marianisma, has been theorized to encourage 

certain culturally accepted manners of being while discouraging others (Mendez-Luck, Kennedy 

& Wallace, 2008; Mendez-Luck, Kennedy & Wallace, 2009). 

Like marianisma, the influence of familism within the Latino culture may support certain 

enactments of care and caregiving orientations while discouraging others. This symbolic 
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inheritance may be reflected in Latino families’ tendency to hold the expectation that, in addition 

to providing for the care recipient’s instrumental needs, the caregiver should also provide the 

care recipient with emotional support (Valle, 1989). The symbolic inheritance may also be 

reflected in the finding that, compared with their non-Latino, white counterparts, Latino 

caregivers tend to delay the utilization of formal caregiving services, such as long-term living 

facilities (Gallagher-Thompson, Solano, Coon, & Arean, 2003; Hinton & Levkoff, 1999; Min & 

Barrio, 2009). It may be that the Latino cultural values of loyalty to and responsibility for the 

family lead to higher expectations in the availability and presence of familial caregiving support 

in times of need, discouraging the use of formal care services. 

Cultural responsibilities are learned through a measured process of socialization, 

performed both symbolically, through discussion of the meaning and significance of giving care 

to the family’s elders, and behaviorally, through role modeling and early experiences with 

caregiving (Ayalong, 2004). In essence, caregivers develop a sense of their cultural 

responsibilities through processes of socialization, whereby they are explicitly and implicitly 

taught the values and behaviors associated with giving care, deemed acceptable by their cultural 

community. Caregivers, then, think and give care in certain ways, in the light of their particular 

cultural community’s goals, values, and understanding of the world. One study found that 

cultural community members are aware of their culture’s influence on their values and behaviors, 

finding that Latino caregivers, like their African American and Caucasian American 

counterparts, felt that the tradition of caregiving was attributable to their racial/ethnic origin 

(Ayalong, 2004). 

Due to its emphasis on the importance of cultural context as well as on process and 

meaning, the cultural psychological perspective will add significant depth to the proposed 
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analysis. The following section will review the methods utilized to collect data as well as the 

analytic strategy utilized to develop thematic content. 

Method 

Qualitative data from a study conducted to contribute to existing literature on informal, 

elder caregiving experiences among Mexican-origin individuals were examined for the purpose 

of this project. The study from which data were drawn recruited participants in three phases from 

March 2006 to August 2012. The same semi-structured interview guide was used across 

interviews and data were collected using a grounded theory approach. The grounded theory 

approach consists of systematic, though adaptable, guidelines that serve to guide the qualitative 

data collection and qualitative data analysis processes, ultimately supporting the development or 

construction of theories grounded in the data (Charmaz, 2006). In grounded theory research then, 

the data collection and analysis processes as well as the theory developed from the research are 

emergent (Glaser 1992; Strauss & Corbin, 1998).  

Mexican-origin women, actively engaged in caregiving activities, were interviewed in an 

effort to explore how they conceptualized and interpreted caregiving within their family 

contexts, social contexts and cultural contexts. The study aimed to identify the types of activities 

Mexican-origin women defined as giving care to elderly relatives. The qualitative methodology 

of semi-structured, in-depth interviews was utilized because of its capacity to create space for 

subjects to share their own voices, in their own way, in a reciprocal and egalitarian context 

(Kvale, 2006). Qualitative methods of inquiry such as interviewing provide are thought to 

provide researchers with an opportunity to delve into and gather information on the symbolic 

meanings and the emotion individuals attach to their lived experiences (Kvale, 2006; Arendell, 

1997). Kvale (2006) writes, “…interviews give voice to common people, allowing them to freely 
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present their life situations in their own words, and open for a close personal interaction between 

the researchers and their subjects” (p.481).  

Study Site 

The study was held in East Los Angeles, California. The study site was chosen by the 

principal investigator of the study, Dr. Carolyn Mendez-Luck, due to the high density of Latinos 

residing in the area. [According to the U.S. Bureau of the Census (2010), in East Los Angeles, 

California, 97% of the total population is Latino and, in their Latino Trends Project (2013), the 

Pew Research Center estimates that 78% of the 4.9 million Latino individuals living in Los 

Angeles County, California are of Mexican origin.]  

Recruitment 

In order to be eligible to participate, individuals had to be 1) female; 2) at least 18 years 

of age; 3) of Mexican descent; 4) a resident of the greater East Los Angeles metropolitan area; 

and 5) responsible for the day-to-day care of a dependent, elderly relative. “Dependent” was 

defined as an individual who needed help with one or more Activities of Daily Living (ADLs) 

(Katz, 1983) or as an individual who needed help with one or more of the Instrumental Activities 

of Daily Living (IADLs) (Lawton & Brody, 1969). ADLS and IADLS have been used in many 

empirical studies to aid in the assessment of the extent of care recipients’ caregiving needs (i.e., 

care recipients’ functional status) as well as to aid in the assessment of the burden experienced 

by informal caregivers (Deeken, Taylor, Mangan, Yabroff, & Ingham, 2003). 

 Multiple approaches were utilized to recruit study participants. Recruitment approaches 

included flyers, person-to-person recruitment at health fairs, direct referrals from community 

partners, and recruitment events hosted by community-based organizations. Snowball sampling 

and purposive sampling techniques were also utilized to build and to enhance the quality of the 
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samples. Additional information regarding the recruitment strategies utilized for the study from 

which data were drawn can be found elsewhere (Mendez-Luck et al., 2011). 

Materials & Data Collection 

The study involved one-time, semi-structured interviews with the Mexican-origin, female 

caregivers. This technique for collecting data has been described as particularly useful for 

gathering in-depth data on the lived experiences of individuals and on the meaning individuals 

attach to those lived experiences (Adams, 2010). The interview guide was primarily comprised 

of open-ended interview questions and probes which were designed to simultaneously encourage 

participants to talk, in depth, about their experiences giving care while also creating 

opportunities for the interviews to go in unforeseen, though meaningful, directions. 

Semi-structured interview guides were available in both English and Spanish and 

interviews were conducted by the principal investigator or by a native Spanish-speaking research 

assistant, in either English or Spanish, depending on the preference of the participant. The 

interview guide covered the following topic areas: the story of becoming a caregiver, the 

conditions and activities of caring, the feelings and beliefs about being a caregiver, caregiving, 

economic, and social trends, and social and cultural beliefs about the elderly. Interview guide 

questions included, “Why were you chosen [to give care] instead of other members of your 

family?” and “Can you tell me what things you do to help your relative?” (See Appendix A for 

the full interview guide). 

Interviews were held in a location of the participant’s choice and lasted 84 minutes, on 

average. Interviews were audio-recorded and subsequently transcribed in the language of the 

interview (i.e., English or Spanish).   

Sample Characteristics 
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Forty-four Mexican-origin female caregivers participated in the study. Twenty-six 

participants were born in Mexico and 18 participants were born in the United States. The average 

age of participants was 53 years, with participants’ ages ranging from 23 to 89 years. The mean 

educational attainment of participants was 10 years, however, the educational attainment of the 

sample ranged considerably, from 0 years to 21 years of education. (See Appendix B for a 

description of the sample.) The majority of participants were long-time residents of their East 

Los Angeles neighborhoods. At the time of the interviews, 30 participants had been living in 

East Los Angeles and 14 participants had been living in communities adjacent to East Los 

Angeles. The household monthly income of participants ranged from $700 to $5,400 and the 

median household monthly income of the sample was $1,630. The majority of participants (84%) 

did not work outside of the home.  

Twelve of the 44 participants were giving care to their husbands and the remaining 32 

participants were providing care to a non-spousal relative, such as a parent, parent-in-law, or 

grandparent. Care recipients’ ages ranged from 55 to 93 years of age, with an average care 

recipient age of 73 years. The health conditions of care recipients varied greatly. (See Appendix 

C for a description of the caregiving context of the sample.) While some caregivers reported that 

their care recipients were completely free of illness, others reported that their care recipients 

were suffering from severe health conditions such as cancer and congestive heart failure. The 

most frequently reported health conditions of care recipients were diabetes, Alzheimer’s disease 

and dementia, and physical impairments that compromised care recipients’ mobility (e.g., foot 

pain).  

Data Analysis 
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Because I was not involved in the data collection process, before beginning the 

qualitative analysis, I thoroughly read and reviewed all documents related to the study (e.g., data 

collection protocol, interview guide). After all study materials were reviewed, I read each 

transcript (in the original language of the interview) with the sole purpose of becoming 

acquainted with the data (i.e., this review will not involve coding the transcripts). While reading 

each transcript, I reviewed the corresponding interview session memos and post-interview 

session memos drafted by the principal investigator and her research assistants. I also reviewed 

all interview guide questions, their corresponding responses, and the content analysis of the data 

collected. I analyzed each transcript in the original language of the interviews, either Spanish or 

English, and used Atlas.ti to help organize and divide the data into meaningful segments. 

Following my review of the transcripts and all study-related materials, I repeatedly examined the 

transcripts for thematic content. 

The first examination of the data consisted of the line-by-line, open coding of each 

transcript. Every ten transcripts, I drafted a reflective memo to document my impressions, 

interpretations, and ideas. I also drafted a final, summative reflective memo and then discussed 

my thoughts with Dr. Mendez-Luck, my academic adviser and the principal investigator of the 

the study from which data were drawn. Once the first pass of the data and the process of line-by-

line coding was complete, Dr. Mendez-Luck and I met to discuss the data and the associated 

codes and discussed emerging constructs. My code list was then revised and I began the second 

examination of the data. 

The second examination of the data involved a review of all the passages that were 

attached to the codes that were created and used for this qualitative analysis. As needed, I drafted 

reflective memos to document my ideas related to the emerging themes. Following my review of 
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all coded passages, I created a summative memo detailing the constructs and themes that 

emerged from my analysis. I then divided my codes by theme and created separate code lists for 

each emerging construct. (A number of the coded passages fell into multiple emerging theme 

code lists). I read and reflected on each emerging theme’s code list and drafted analytic memos 

for each emerging theme. Dr. Mendez and I discussed the most salient concepts to emerge from 

the data and reached consensus on the overarching themes of my analysis.  

Results 

 Certain commonalities were found across interviews with respect to the primary manners 

in which caregivers reported becoming familiarized with the caregiving role. The majority of 

women in our sample became familiarized with the caregiving role and its associated 

responsibilities informally and gradually, often over the course of many years. The following 

four themes emerged from the data analysis: 1) early and continued caregiving socialization; 2) 

psyche and personal identification; 3) familial expectations of giving care; 4) cultural 

expectations of the family and the responsibility to give care. 

Early & Continuous Caregiving Socialization 

The majority of women reported receiving little to no formal preparation or training for 

the caregiving role, such as ADL assistance training or first aid training. Instead, consistent with 

the cultural psychological perspective (Shweder et al., 2006), women were socialized by both 

their immediate and their extended families to adopt the behavioral inheritance of their cultural 

community, as it related to caregiving. Women reported becoming familiarized with the practice 

of giving care early on in their lives, often years before their actual adoption of the familial 

caregiving role. Women described the process of learning how to give care as involving 

continued observation of close relatives’ caregiving behaviors and skills, over the span of years. 
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Of those who reported learning how to give care through the observation of relatives, most 

reported having observed mothers modeling caregiving behaviors in support of elderly relatives 

and some reported having observed aunts and grandmothers. Male relatives were not described 

as having modeled caregiving-related behaviors or as having instilled care-related values, instead 

male family members, when present, were described as contributing to family well-being 

through work and financial contributions.  

Women reported that the care provided to them by their own parents served to instill a 

sense of responsibility and a desire to “repay” parents for their past nurturance and care. When 

asked what she liked most about caregiving, Alma, a 26 year-old caring for her 62 year-old 

mother, stated, “Just helping her out, to clean and knowing that I’m doing something for her like 

she’s tooken care of me all of my years, like sort of like giving back what she gave to me.” Many 

others echoed this sentiment, including Paz, a 71 year-old woman who had been caring for her 

92 year-old mother for two years at the time of the interview. Paz shared,  

So, to me, it’s not a duty. It’s…she’s my mother. I just do it… it’s like she did it for us. I 

mean, it wasn’t my mother’s duty. She did it because she loved us. You know what I 

mean? We were her children. She taught us how to walk, how to talk. She, my mother, she 

taught us how to do our math. She taught us our colors, our numbers, I mean, at home. 

We were lucky that she went up to the ninth grade. 

Women also reported becoming oriented to the caregiving role by actively participating 

in their families’ caregiving responsibilities and activities early on in their lives. For example, 

women reported taking care of siblings and cousins, preparing family meals, and maintaining the 

family home in late childhood, adolescence, and into adulthood. More often than not, women 

reported that it was, again, their female relatives (e.g., mothers, grandmothers) who encouraged 
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this participation, cultivating caregiving skills and instilling caregiving-related values, such as 

nurturance and self-sacrifice, in the subsequent generations of women.  

Psyche & Personal Identification 

The second theme identified, psyche and personal identification, relates to some women’s 

personal identification as the primary caregiver within their respective families. Caregiving was 

described by these women as an inherent capacity or ability, not merely a set of skills or 

functions one becomes familiarized with or trained to do. When asked how she learned to care 

for her mother, Lupe, a 66 year-old woman who had been caring for her 84 year-old mother for 

one and a half years at the time of the interview, responded,  

…one isn’t taught that, my girl, that (ability) comes from your heart, you will never learn 

that, I tell you that from experience and from the 66 years I have, no one will teach you to 

care for/love people, (it’s up to) you alone. 

Another woman, Diana, a 51 year-old caring for her 87 year-old gradnmother, reported 

that her sense of caregiving-related responsibility came from within stating, “That’s just the way 

I am, I guess. I don’t know. I just take care of her.” 

Some women were even reluctant to identify themselves as “caregivers” instead insisting 

that they were behaving in line with their conceptualization of what it meant to be in a family, to 

be a daughter, or to be a granddaughter. In discussing her role as her mother’s caregiver 

Margarita, a 33 year-old woman, shared, “I don't consider myself…I know I am a caregiver. I 

don’t consider- like I said, myself, because I’m doing it because I want to. I want to be here with 

her.” When asked then what she would call herself or how she would describe herself, Margarita 

said, “I’m going to say daughter taking care of mother.” For Margarita, being a daughter 

involved actively repaying parents for parents’ past care, instruction, and guidance and, thus, her 
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role as her dependent mother’s caregiver reflected Margarita’s personal identification as a 

daughter. Another woman, Paula, who was serving as her diabetic mother’s caregiver, also 

echoed the sentiment that caring for an ailing parent is part of being a good child. She shared, 

“Well, I think because we are their children, we have to take responsibility for them. Like 

they gave their lives for us and all, brought us up as children. Now, we have to keep an 

eye out for them.” 

Familial Expectations of Giving Care 

The third theme, familial expectations of giving care, reflects the great influence of the 

family and familial expectations on women’s conceptualizations and subsequent enactments of 

caregiving. Families varied with respect to the degree to which familial expectations regarding 

the care of dependent family members were expressed. However, whether familial expectations 

were shared explicitly or implied through behavior, families’ expectations regarding the care of 

dependent relatives were highly influential in shaping women’s future behaviors and attitudes 

concerning the care of dependent familial elders.  

In some families, familial expectations regarding the care of dependent relatives were 

expressed clearly and explicitly. For example, Laura, an 83 year-old woman caring for her 

husband who suffered from both dementia and diabetes, stated,  

I was raised- I’m the oldest of a family of ten; therefore, I knew what we were brought up 

to know that what our obligations were, and that was taking care, cooking, cleaning, so 

it’s something that comes natural…Being the oldest, I had to see that things were done- 

the responsibility, and I was the first one to drive; therefore, the responsibility of taking 

Mother to her doctor...I think I was brought up with responsibilities. 
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Explicit expectations regarding the care of dependent relatives were most frequently 

directed at wives, eldest adult daughters, adult daughters who were unmarried, or adult daughters 

who were childless. This observation is consistent with previous research, which has suggested 

that a certain “hierarchy” exists regarding the allocation of caregiving roles and responsibilities 

within families (Gatz, Bengtson, & Blum, 1991). In the United States, spouses are typically the 

first choice of caregiver and, in situations where a spouse is unavailable to provide care, 

daughters are identified as the primary elder care providers (Gatz, Bengtson, & Blum, 1991). 

 In other families, familial caregiving expectations were merely implied. For women in 

these families, familial expectations regarding the care of dependent relatives were generally 

conveyed through the allocation of caregiving tasks within the family, such as watching over 

younger siblings and preparing meals for the family. For these women, the process of becoming 

a caregiver was a passive process, involving the gradual increase in responsibilities over time. 

Carmen, a 31 year-old woman who had been caring for her 62 year-old mother for five years at 

the time of the interview, shared, “I always helped my mom around the house, but like lately I 

have to do a little bit more.” Others learned of their families’ expectations implicitly through 

listening to family members’ reports of past approaches related to caring for dependent family 

members. Janny, a 50 year-old women caring for her 93 year-old mother with dementia and 

diabetes, shared,  

I did hear it from a very early age of how my father took care of his mom and dad, how 

he would hand over everything he had to his mom and dad, and he would only keep a 

little bit.  I mean, he wasn’t telling me that that’s what I had to do, but I got that message. 

Cultural Expectations of the Family & the Responsibility to Give Care 
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The fourth theme to emerge from the analysis pertains to the influence of cultural 

expectations related to the family and the responsibility to give care on women’s understanding 

of and enactment of giving care. Marianisma, the expectation within Latino culture that female 

members of a family should consider their own wants, desires, and needs as secondary to the 

needs of the family, particularly male members of the family (Hubbell, 1993; García & de 

Oliveira, 1997) was alluded to by many of the women in the sample. Reflecting on her approach 

to giving care, Carmen shared her advice with future caregivers,  

Always be loving, be patient, and even though something might upset you or something 

don’t react badly to it because the person that you’re taking care of there might be 

something bothering them and they just want to try to like… how can I say? Try to deal 

with it. 

In line with the cultural expectation of marianisma, many women identified their gender 

as a primary force driving them into the familial caregiving role. Esmeralda, a 59 year-old 

woman caring for her 73 year-old husband with ailments including, but not limited to, dementia, 

Parkinson’s disease, and vision and hearing impairments, stated,  

I always saw the way my grandmother took care of my uncles and my aunts. And the way 

my mom… my mom ended up… because when my grandmother had the twins, my 

mother’s sisters, she was 12 years old. So she was then like mother to the twins, to my 

aunts. So I’ve always seen the way mothers, the females take care of the family… So I 

could see a lot of the nurturing was done by my mom and my grandma. So it has carried 

down. 

As noted earlier, familism, or the Latino cultural value of allegiance, attachment, 

dedication, reciprocity, and solidarity within the family (Ruiz & Ransford, 2012) has also been 
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thought to influence caregiving experiences and processes among Latinos. The majority of 

women in the sample felt that, in times of need, family members should express loyalty to and 

responsibility for other dependent members of the family, by being available to give care and 

support. Women also expressed the view that caring for a dependent family member in the home 

was preferable to sending a dependent relative to a formal care institution. While caregivers 

recognized that formal care settings could provide for the instrumental needs of care recipients, 

caregivers thought of formal care institutions as inferior care settings, devoid of social and 

emotional care resources. Instead, caregivers felt that care recipients’ emotional and social needs 

could be best met in the home. Caregivers also expressed dissatisfaction with the idea of 

someone, other than an immediate family member, taking care of their care recipients. Alejandra, 

a 55 year-old woman caring for her father, shared,  

And I’m doing it because it’s my father and I love him and I will do all what I can in 

order to take care of him at home. I don’t want somebody else take care of my father… 

Some caregivers shared that they would be worried that another caregiver (again, 

particularly a caregiver that was not related through blood or marriage) would neglect, mistreat, 

or disrespect the care recipient.  

Discussion 

In their work, Profiles in Caregiving: The Unexpected Career, Aneshensel and colleagues 

(1995) posit that the typical caregiving career is comprised of three stages. These stages include 

role acquisition, the identification of the need for a caregiver and the assumption of the role’s 

associated responsibilities; role enactment, the execution of the caregiving role and caregiving-

related tasks; and role disengagement, the termination of the caregiving role. Similarly, Given 

and Given (1991) described a series of stages reflecting the “natural course” of the caregiving 
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experience. Their stages included: selection into the caregiving role, acquisition of caregiving-

related skills, provision of care, and cessation of caregiving. While both sets of stages are helpful 

in that they effectively reflect the changing nature of caregiving, it is our belief that an 

understanding of the events leading up to the role acquisition stage, specifically an enhanced 

understanding of the manners in which individuals become familiarized with or oriented to the 

caregiving role and its associated responsibilities, may further enhance our understanding of the 

meaning individuals attach to their caregiving experiences as well as the impact of individuals’ 

caregiving experiences.  

As a result of our analysis, four themes related to the process of becoming oriented to the 

caregiving role among our sample of Mexican-origin women were identified. These themes 

include: 1) early and continued caregiving socialization; 2) psyche and personal identification; 3) 

familial expectations of giving care; and 4) cultural expectations of the family and the 

responsibility to give care. 

The majority of women in our sample reported becoming familiarized with caregiving 

and caregiving-related responsibilities informally and gradually, often over the course of many 

years. The process of continued caregiving socialization, experienced by many of the women in 

this sample, is consistent with the cultural psychological perspective, which asserts that cultural 

responsibilities are learned through sustained socialization. Among this sample, the family 

context as well as the broader Mexican cultural context emerged as the strongest contextual 

influences with respect to women’s orientation to the caregiving role and its associated 

responsibilities. It was within these contexts that women described becoming exposed to their 

families’ and the broader cultural community’s caregiving-related behavioral and symbolic 

inheritances.  
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For many of the women, caregiving socialization began early in life (i.e., childhood, 

adolescence) and was performed symbolically, through discussion of the meaning and 

importance of giving care to familial elders, and behaviorally, through the role modeling of 

caregiving activities by important others (e.g., mothers, grandmothers, aunts). Caregivers 

developed a sense of their caregiving responsibilities by being explicitly and implicitly taught the 

values and behaviors associated with giving care, deemed acceptable by their families and by 

their cultural community. In line with the cultural psychological perspective, the receipt of their 

families’ and their broader cultural communities’ symbolic and behavioral inheritances served to 

influence the developmental pathways of the women in this sample by constraining certain 

developmental pathways and by encouraging others. In sum, many aspects of the cultural 

psychological perspective, including the centrality of cultural context, the cultural community’s 

ability to influence an individual’s developmental pathway, and the manners in which behavioral 

and symbolic inheritances of a cultural community are received and transmitted across 

generations were supported by our findings.  

Familism, the Latino cultural value of allegiance, attachment, dedication, reciprocity, and 

solidarity within the family (Ruiz & Ransford, 2012) has been thought to influence caregiving 

experiences and processes among Latinos (John, Resendiz, & De Vargas, 1997; Min & Barrio, 

2009). Our findings, in addition to supporting various aspects of the cultural psychological 

perspective, also support theories about the influence of familism values on caregiving-related 

behaviors and beliefs (John, Resendiz, & De Vargas, 1997; Min & Barrio, 2009). In addition to 

enacting familism values, the majority of women in our sample reported beliefs consistent with 

familism values, sharing that, in times of need, they believed family members should express 

loyalty to and responsibility for other dependent members of the family, by being available to 
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give care and support. Many women in the sample also viewed formal care institutions as 

inferior care settings. While caregivers recognized that formal care settings could potentially 

provide for the instrumental needs of care recipients, many women thought of formal care 

institutions as inferior care settings, devoid of social and emotional care resources. Instead, 

caregivers felt that care recipients’ emotional and social needs could be best met by a family 

member in the home.  

Our findings also support previous research related to the influence of the Latino cultural 

value of marianisma on Mexican-origin caregivers (Mendez-Luck, Kennedy, & Wallace, 2008; 

Mendez-Luck, Kennedy & Wallace, 2009). Though not explicitly covered in the interview guide, 

the female marianisma role, the expectation within Latino culture that female members of a 

family should consider their own wants, desires, and needs as secondary to the needs of the 

family, particularly male members of the family (Hubbell, 1993; García & de Oliveira, 1997), 

was alluded to by many of the women in the sample. Gender was identified by many of the 

women in the sample as a primary force, driving them into the obligatory role of familial 

caregiver. In addition, the women sampled reported putting care recipients’ needs before their 

own, even if doing so was at the expense of their own health and well-being. Both the influence 

of gender and women’s efforts to put their care recipients’ needs first are consistent with the 

cultural expectation of marianisma, a gender role based on the Virgin Mary, la madre abnegada 

(i.e., self-sacrificing mother; Hubbell, 1993).  

In addition to providing additional qualitative support for previous work related to the 

influence of marianisma, familism, and the cultural psychological perspective, the findings 

generated from this analysis also make a unique and important contribution to the existing 

literature on caregiving. As stated earlier, Latino caregivers currently comprise a substantial 
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portion of the total caregiving population in the United States. While some work has been done 

to better understand caregiving processes and experiences within this major racial/ethnic group, 

most of the literature available on caregiving in Latino families is not disaggregated by Latino 

subgroup, leaving much to be learned about the caregiving contexts and experiences within 

particular Latino subgroups. This analysis sought to help address this gap in the literature, 

attempting to enhance our understanding of the unique caregiving contexts of Mexican-origin 

caregivers by exploring the manners in which Mexican-origin women become oriented to the 

caregiving role and its associated responsibilities.  

The findings generated from this analysis also have important implications. First, the 

finding that women in the sample, by and large, became familiarized with caregiving informally 

and gradually, years before adopting the caregiving role, has implications related to the quality of 

care provided to care recipients. It could be that Mexican-origin caregivers’ lack of formal 

caregiving preparation and their reliance on informal strategies of acquiring caregiving-related 

knowledge, paired with their tendencies to underutilize formal care services (Hinton & Levkoff, 

1999; Gallagher-Thompson, Solano, Coon, & Arean, 2003) and to delay the institutionalization 

of their elders (Mausbach et al., 2004), ill equip them for their caregiving responsibilities. This 

lack of preparation could then negatively impact the quality of care they are able to provide to 

their care recipients. Future research efforts, with larger samples consisting of both male and 

female caregivers, should clarify whether, and to what extent, Mexican-origin caregivers’ lack of 

formal caregiving preparation or training affects the quality of care provided to care recipients.  

The findings generated from this analysis also provide a potential explanation for the 

heightened burnout, stress and burden experienced by Latino caregivers (Knight et al., 2002; 

Mendez-Luck, Kennedy, & Wallace, 2008; Pinquart & Sorensen, 2005). The findings produced 
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from this analysis suggest that Mexican-origin may begin to formulate their expectations related 

to the caregiving role and its associated responsibilities early in life, years before adopting the 

caregiving role. Because, for some, a substantial amount of time passes between the development 

of caregiving conceptualizations and the actual adoption of the caregiving role, it could be that 

some Mexican-origin caregivers’	  expectations of caregiving are incongruent with their lived 

experiences of giving care. This incongruence could potentially influence caregivers’ caregiving 

related self-efficacy as well as their overall well being. Future research efforts should aim to 

elucidate the degree to which Mexican-origin women’s expectations of caregiving differ from 

their lived experiences of giving care and, if appropriate, should seek to developing effective 

approaches of helping and supporting this population’s unique caregiving needs.  

Limitations 

Though the goal of qualitative research is not necessarily to produce generalizable results 

but to instead describe as many aspects of a topic in detail, as is possible; it should be noted that, 

because non-random sampling techniques were utilized to recruit the study participants, the 

generalizability of the proposed project’s findings is limited. For that reason, while the discovery 

of common elements, across interviews, related to the processes of becoming oriented to the 

caregiver role lends some credibility to the findings of this analysis, caution should be taken 

when interpreting the results of this analysis. Additional research, involving alternative study 

designs, larger samples, and more diverse samples in terms of socioeconomic status and 

geographic location, is warranted. 

Further, despite the breadth of the interview guide, because the data that were used for 

this analysis were collected for the purpose of exploring research questions other than the 

research question outlined for this project, certain interview questions that could have been 
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useful in addressing the proposed research question (e.g., How did you prepare yourself for the 

caregiving role? Who or what influenced your decision to adopt the role of caregiver?) were not 

asked. This limitation, common to all secondary data analyses, was heavily outweighed by the 

many advantages of using an existing dataset (e.g., accessibility of the data, time, cost).  
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Appendix A 
Semi-Structured Interview Guide 

1 DOMAIN PART ONE PRIMERA PARTE 
 DEMOGRAPHICS Basic Information Información Básica 
1.01 Care Recipient (CR) Who do you take care of? ¿A quien cuida? 
1.02 Length of 

Caregiving 
More or less, how long have 
you been taking care of your 
relative? 

Mas o menos, ¿hace cuantos años 
cuida de su pariente? 

1.03 CR Age How old is your relative? ¿Cuántos años tiene su pariente? 
1.04 CR Nativity Where and when was he/she 

born? 
Cuando y en donde nacio el/ella? 

1.05 CR Educational 
Attainment 

How many years did he/she 
attend school? 

¿Cuantos años asistió el/ella a la 
escuela? 

1.06 CR Residence Does your relative (or 
husband) live with you? 

¿Vive su pariente (o marido) con 
usted?  

1.07  Has your relative always 
lived with you or only since 
you started to take care of 
him/her? 

¿Siempre ha vivido su pariente con 
usted o hasta que empezó a cuidar 
de él? 

1.08 CR Extended 
Family 

Does your relative have more 
relatives, like siblings or 
parents? 

¿Y tiene mas familiares su 
pariente, cómo hermanos o padres? 

  For non-spousal caregivers: Para cuidadoras solteras: 
1.09 CR Marital Status What is his/her marital 

status? 
¿Cual es el estado civil de su 
pariente? 

1.10 CR Monthly Income What is his/her monthly 
income? 

¿Cual es el ingreso mensual de su 
pariente? 

1.11 CR Sources of 
Income 

What are the total sources of 
this income? (social security, 
retirement pension, etc.) 

Cuales recursos van includios en 
este ingreso? (seguro social, 
pension de retiro, etc.) 

1.12 Outside Financial 
Help 

Do your children/siblings 
help you financially? 

Le ayudan sus hijos/hermanos 
financialmente? 

1.13 CR Health Insurance Does your [relative] have 
health insurance? (probe type 
of insurance) 

Su pariente tiene aseguranza 
medica? 

1.14 CG Age How old are you? ¿Cuantos años tiene usted? 
1.15 CG Nativity When and where were you 

born? 
¿Cuando nació usted y donde? 
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1.16 CG Educational 
Attainment 

How many years did you 
attend school? 

¿Cuantos años asistió usted a la 
escuela? 

1.17 Paid Employment Do you work outside of the 
home?  

¿Trabaja usted fuera de su casa? 
Probe what kind of work, full-time 
or part-time, etc. 

1.18 CG’s Children Do you have children? How 
many children do you have 
and how old are they? 

Tiene hijos usted? Cuantos hijos 
tiene usted y cuantos años tienen 
ellos? 

1.19 CG Marital Status What is your marital status? ¿Cual es su estado civil? 
1.20 Years in ELA How many years have you 

lived in East Los Angeles? 
¿Hace cuantos años vive usted en 
el Este de Los Angeles? 

1.21 Time Lived in 
Current House 

Have you always lived in the 
house you live in now? 

Siempre ha vivido en el hogar en 
donde vive ahora? 

1.22 Household 
Composition 

Who lives in your home 
aside from you? 

¿Quienes viven en su hogar aparte 
de usted? 

1.23 CG Extended 
Family 

Aside from the persons in 
your home, do you have 
more relatives? 

¿Aparte de las personas de su 
hogar, tiene mas familiares? 

1.24 Extended Family 
Follow Up 

Anyone else that you forgot 
to mention to me? 

¿Alguien más que se le olvido 
mencionar? 

1.25 Monthly Income What is the monthly income 
of your household? 

¿Cual es el ingreso mensual de su 
hogar? 

1.26 Sources of Income What are the total sources of 
this income? (social security, 
retirement pension, etc.) 

Cuales son los recursos includios 
en este ingreso? (seguro social, 
pension de retiro, etc.) 

1.27 CG Health 
Insurance 

Do you and your family have 
health insurance? 

Usted y su familia tienen 
aseguranza medica? 

    
2 DOMAIN PART TWO SEGUNDA PARTE 
 CONTEXT The Story of 

Becoming/Being a 
Caregiver 

La Historia de Ser Cuidadora 

2.01 Story Can you tell me the story of 
how you became the person 
in charge of your [relative]? 

¿Cuentéme la historia de como se 
hizo cuidadora de su pariente? 

2.02 Assignment Why were you chosen 
instead of other members of 
your family? 

¿Porqué usted en vez de otros 
miembros de la familia? 

2.03 Life-Change Did your life change when ¿Cambió la vida de usted cuando 
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you started to take care of 
your relative? 

empezó a cuidar su pariente? 

2.04 Adaptation How did you treat these 
changes in your life? 

¿Cómo trató esos cambios en la 
vida? 

2.05  How did you adapt to them? Como se adapto a ellos? 
2.06 Outside Help Do other persons in your 

household or your family 
help you? 

¿Le ayudan las otras personas de 
su hogar o de su familia? 

2.07  Do you receive any other 
kind of help to take care of 
your [relative]? (hospice, 
nurse assistance, etc.) 

Usted recibe alguna otra ayuda 
para cuidar de su [pariente]? 
(hospicio, asistencia de enfermera, 
etc.) 

2.08 Feelings Does it bother you because 
they don’t help you take care 
of your relative? 

¿Se molesta porque no le ayudan a 
cuidar a su pariente? 

2.09  Does it sadden you that they 
don't want to help you take 
care of your relative? 

Le entristese que no quieran 
ayudarla a cuidar de su pariente? 

    
3 DOMAIN  PART THREE TERCERA PARTE 
  The Conditions and 

Activities of Caring: The 
present and the Past 

Las Condiciones Y Las 
Actividades de Cuidar: El 
Presente y El Pasado 

3.01 Main Illness What would you say is the 
main problem or illness your 
________ has? (If 
Alzheimer's, probe if relative 
has been diagnosed. If 
dementia, probe if it's due to 
Alzheimer's or another 
cause). 

Que diria usted que es el mayor 
problema o enfermedad que tiene 
su______? 

3.02 Main Reason for 
Caregiving 

Is this the main reason for 
why you take care of your 
[relative]? 

Es esta la razon principal por la 
que cuida de su______? 

3.03 Current Health 
Status of CR 

How would you rate your 
[relative's] current health 
status….excellent, very good, 
good, fair, or poor? 

¿Y la salud de su pariente? Cual 
diria usted que es su estado de 
salud, excelente, muy bien, bien, 
mal, muy mal? 

3.04 Present Story Please describe for me what a ¿Cómo ha pasado un día típico esta 
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typical day has been like in 
the past week or so. 

semana o la semana pasada con su 
pariente? 

3.05  Can you describe for me 
what you usually do on an 
average day, starting from 
the time you get up in the 
morning? 

Me puede describir lo que hace 
usualmente en un dia normal, 
empezando en la manana cuando 
se levanta? 

3.06 Tasks – IADLs & 
ADLs 

Can you tell me what things 
you do to help your relative? 
[bathe, clothe, feed, transfer, 
etc.] 

¿Me puede decir cuales son las 
cosas que hace usualmente para 
ayudar a su pariente? [banar, 
vestir, dar de comer, transladar, 
etc.] 

3.07 Likes What activity during the day 
do you like doing the most 
with your relative? 

¿Qué es la actividad del día con su 
pariente que mas le gusta? 

3.08 Dislikes And what do you like the 
least? 

¿Y la que menos le gusta? 

3.09 Most Important 
Task/Activity 

Of all the things you do for 
your [relative], which do you 
think is the most important? 

De todas las actividades que usted 
hace para su [pariente] cual piensa 
que es la mas importante? 

3.10  Would you say that activity 
meets your [relative]'s 
emotional or physical needs 
the most? 

Diria que esa actividad satisfase 
las necesidades emocionales o 
fisicas de su pariente? 

3.11 Emotional vs. 
Physical Caregiving 

In general, would you 
describe the care you provide 
to your [relative] as meeting 
his/her emotional or physical 
needs? (probe) 

En general, usted diria que el 
cuidado que le provee a su pariente 
le satisfase sus necesidades 
emocionales o fisicas? 

3.12 Keeping an Eye Out Some women describe 
caregiving as having to 
constantly keep an eye out. 
What does that mean to you? 
Is that a form of caregiving? 

Que significa para usted estar al 
pendiente? Usted considera eso un 
tipo de cuidado? 

3.13  What does "está al 
pendiente" mean to you? 

Que significa estar al pendiente 
para usted? 

3.14  Do you consider keeping 
company a form of 
caregiving? 

Usted considera que mantenerle 
compania es un tipo de cuidado? 
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3.15 Keeping Company How important is it to keep 
company with your 
[relative]? 

Que tan importante es mantenerle 
compania a su [pariente]? 

3.16 Past Story & 
Change 

How has your relative’s 
health changed since you 
first started taking care of 
him/her? 

¿Como ha cambiado el estado de 
salud de su pariente desde que lo 
empezó a cuidar por primera vez? 

3.17  How has taking care of your 
relative changed from when 
you first started? 

¿Como ha cambiado la forma de 
cuidar de él/ella a como empezó 
por primera vez? 

3.18 Adaptation How have you adapted 
taking care of your relative 
with his/her changes in 
health? 

Como se ha adaptado en cuidar de 
su pariente con los cambios en su 
salud? ¿Los cambios en la salud de 
su pariente han influido a el 
cuidado que le da? 

3.19  Can you tell me, what 
activities did you used to do 
when you first started to take 
care of him/her and how they 
have changed? 

¿Me puede decir, las actividades 
que hacía cuando empezó a 
cuidarlo y como las han cambiado? 

3.20 Need What does your relative need 
the most from you? 

Que necesita mas su pariente de 
usted? 

3.21  Are there needs that you can't 
meet? (What CR wants but 
doesn't get) 

Tiene necesidades su pariente que 
usted no puede complacer? [Lo 
que el recipiente necesita pero no 
recibe] 

3.22 CR Personality Tell me about your [relative]. 
What kind of temperament 
does he/she have? 

Cuenteme de su [pariente], como 
es su temperamento? 

3.23  Is he/she easy or difficult to 
get along with? 

Es dificil llevarse bien con el/ella? 

3.24  Has his/her personality 
changed since being sick? [If 
yes, how?] 

Ha cambiado su personalidad de 
el/ella desde que se enfermo? [Si, 
como?] 

3.25  What is the most frequent 
cause for why your relative 
gets mad? 

¿Cuál es la causa más frecuente 
por la que su pariente se enoja? 

3.26  Does your [relative]'s 
temperament or personality 

El temperamento o personalidad de 
su pariente hace dificil el cuidar de 
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make it difficult to take care 
of him? (Care recipient 
personality affects how care 
is provided) 

el/ella? 

    
4 DOMAIN PART FOUR CUARTA PARTE 
 CONTEXT The Feelings and Beliefs 

About Being a Caregiver 
Los Sentidos y Creencias de Ser 
Cuidadora 

4.01 Likes What do you like most about 
being a caregiver? Do you 
even consider or recognize 
yourself as a caregiver? If 
you had the option of calling 
yourself something, what 
would it be? 

¿Qué es lo que mas le gusta de ser 
cuidadora? Se considera o se 
reconoce usted como una 
cuidadora? Si usted tuviera una 
opcion de llamarse algo, que seria? 

4.02 Dislikes And what do you like least? ¿Y lo que menos le gusta? 
4.03 Emotional vs. 

Physical for CG 
In general, would you 
describe taking care of your 
[relative] as more emotional 
or more physical for you? 
(probe) 

En general, usted describiria el 
cuidar de su [pariente] como algo 
mas emocional o fisico para usted? 

4.04 Pesado Some women have explained 
that sometimes taking care of 
someone is pesado or heavy. 
Could you describe for me a 
situation when taking care of 
someone is heavy? 

Algunas cuidadoras han explicado 
que a veces el cuidado es pesado. 
¿Me podría describir una situación 
cuando el cuidado es pesado? 

4.05  For you, what does heavy or 
pesado mean? (probe) 

Para usted que significa pesado? 

4.06 Obligation Other women have said that 
taking care of someone is an 
obligation. Do you consider 
that taking care of someone 
is an obligation? Would you 
agree with that? (probe) 

Otras cuidadoras han dicho que ser 
cuidadora es una obligación.  
¿Considera que ser cuidadora es 
una obligación? Usted esta de 
acuerdo con eso? 

4.07  For you, what does an 
obligation mean? 

Para usted, ¿qué significa una 
“obligación”? 

4.08  Does your relative think that 
you have the obligation to 

¿Piensa su pariente que usted tiene 
la obligación de cuidarlo? Le a 
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take care for him/her? Has 
your relative ever told you 
that it's your obligation to 
care for him/her? 

dicho su pariente que usted tiene la 
obligacion de cuidarlo/la? 

4.09 Commitment Other women have said that 
taking care of someone is a 
commitment. Is that the same 
thing as obligation or is it 
different? 

Otras cuidadoras han dicho que ser 
cuidadora es un compromiso.  Es 
eso la misma cosa que una 
obligación o es distinta? 

4.10 Duty Other women have said that 
taking care of someone is a 
duty. Is that the same thing as 
an obligation or it is 
different? 

Otras cuidadoras han dicho que ser 
cuidadora es un deber. Es eso la 
misma cosa que obligación o es 
distinta? 

4.11 Burden For you, what does being a 
burden mean? 

Para usted, que significa ser una 
carga? 

4.12 Tiredness Does it ever get tiring or 
difficult to be the only one 
taking care of your 
[relative]? 

A veces se ha cansado de ser la 
unica cuidadora de su [pariente]? 

4.13 Coping What helps you overcome 
the bad days? [probe if not 
mentioned: religion, prayer, 
exercise, time alone?] 

Qué la motiva a usted a sobrellevar 
los días malos? [religion, oracion, 
ejersicio, tiempo sola?] 

4.14  (other ways to cope with 
your situation; religion, 
prayer, exercise, meditation?) 

(otras maneras de enfrentar su 
situacion; religion, oracion, 
ejersicio, meditacion?) 

4.15 Importance of Being 
CG 

What do you believe is the 
most important thing in terms 
of being a caregiver to your 
relative? 

Sobre todo, ¿cual cree que sea la 
cosa mas importante en relación de 
ser cuidadora de su pariente? 

    
5 DOMAIN PART FIVE QUINTA PARTE 
  Caregiving and Economic 

and Social Trends 
Cuidar y Las Direcciones 
Económicas y Sociales 

5.01 Inculcation Where did you get the sense 
of responsibility for taking 
care of your [relative]? 
Where does it come from? 

De donde agarro usted el sentido 
de responsabilidad de cuidar a su 
pariente? De donde viene? Su 
familia le enseno? 
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Did your family teach you? 
5.02  Did your family talk about 

this topic when you were 
growing up? 

¿Hablaron ustedes de este tema 
con su familia cuando crecía 
usted? 

  For Caregivers who didn't 
have examples. 

Para cuidadoras que no tenian 
ejemplos. 

5.03  How did you learn 
caregiving and your feelings 
of obligation towards your 
relative since you didn’t have 
any examples in your family? 

¿Cómo aprendió los cuidados y sus 
sentidos de obligación hacía su 
pariente como no tenía ejemplos 
en su familia? 

5.04 Future When you grow old and start 
to need help, do you believe 
that your family, for 
example, your children, are 
going to help you? 

¿Y cuando usted envejezca y 
llegue a necesitar ayuda, cree que 
su familia, por ejemplo, sus hijos, 
vayan a ayudarle? 

5.05 Comparative Care Do you think that they will 
be able to give you the same 
support and care that you 
give to your relative? 

¿Piensa que le podrán dar apoyo y 
cuidado igual a como usted lo hace 
con su pariente? 

5.06 Man’s Role What is a man's 
responsibility in taking care 
of a relative? What role does 
a man play in caring for a 
relative? 

¿Que responsabilidad tiene el 
hombre en el cuidado de su 
[pariente]? Qué lugar ocupa un 
hombre en lo que se refiere el 
cuidar de algún familiar? 

5.07 Women’s Role In general, do you believe 
that women will always be 
the support for the family in 
the caregiving of older 
relatives? 

¿En general, cree que las mujeres 
siempre van a ser el apoyo para la 
familia en el cuidado de parientes 
ancianos? 

5.08 Mexican Culture Do you believe this goes on 
only in the Mexican family 
or with all families in the 
United States? 

¿Cree que esto solamente pasa con 
la familia Mexicana o con todas las 
familias en los Estados Unidos? 

5.09  What makes Mexicans 
different in the way they take 
care of their elderly loved 
ones? 

Como son diferentes los 
Mexicanos en la forma en que 
cuidan de sus seres queridos 
ancianos? 

5.10  Why do we take care of our Porque nosotros cuidamos a los 
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elderly, even when they are 
not our parents? 

ancianos aunque no sean nuestros 
padres? 

5.11 Being Mexican vs. 
Being Mexican 
American 

Do you think family values 
and beliefs are the same for 
Mexican Americans and 
people who’ve immigrated 
from Mexico? 

Usted piensa que los valores 
familiares y creencias son las 
mismas para los Mexicano-
Americanos y las personas que han 
emigrado de Mexico? 

5.12 Living in U.S. vs. 
Mexico 

Does living in the U.S. 
change family values or 
customs? 

El vivir en los Estado Unidos le 
cambia a uno sus valores 
familiares o costumbres? 

5.13 Influence of 
Financial Resources 

Do the financial resources a 
person has influence their 
decision to take care of their 
relative? 

Los recursos monetarios que una 
persona tiene lo influye en la 
decision de hacerse cargo o no de 
su pariente? 

5.14 Nursing Home If one has the money, would 
it be bad to send a relative to 
a nursing home? 

Si tiene uno los recursos, sería 
malo mandar a su pariente a un 
hogar de ancianos? 

5.15  Would you do it if you had 
the money? 

¿Lo haría usted si tuviera el 
dinero? 

5.16  Does a person receive the 
same kind of care in the 
nursing home that he/she 
receives at home? What 
makes the nursing home 
different from family care? 

Recibe una persona el mismo 
cuidado en un hogar de ancianos 
que el/ella recibe en casa? Que 
hace que el hogar de ancianos sea 
differente que el cuidado de 
familia? 

5.17 Services What kind of services would 
be most helpful to you in 
taking care of your husband 
(or relative)? 

Cuales son los servicios que serian 
mas informativos o que le 
ayudarian mas a usted con los 
cuidados a su pariente (o marido)? 

    
6 DOMAIN PART SIX SEXTA PARTE 
  Social and Cultural Beliefs 

About the Elderly 
Creencias Sociales y Culturales 
De Los Ancianos 

6.01 Aging Beliefs For you, what does old age 
mean? 

Para usted, ¿qué significa la tercera 
edad? 

6.02  At what point do you realize 
that you are old? 

En que momento se da uno cuenta 
que esta viejo? 

6.03  Is aging a sudden process or 
does it take a long time? 

¿Envejecer es un proceso de 
repente o que lleva mucho tiempo? 
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6.04  Is it a bad or good process? ¿Es un proceso malo o bueno? 
6.05 Aging by Gender Do you think this process is 

experienced in different ways 
by men and women? 

¿Piensa que este proceso es 
experimentado de distintas formas 
en hombres y en mujeres? 

6.06 What Elderly Need 
Most 

What do you believe the 
elderly need most? 

Que piensa usted que necesitan 
mas los ancianos? 

6.07  What would happen if they 
don’t get it? 

Que pasaría si no lo obtuvieran? 

6.08  Has your way of seeing other 
older people and your 
feelings toward them 
changed now that you take 
care of your relative? 

¿Ha cambiado su forma de ver a 
otros ancianos y sus sentimientos 
hacia ellos ahora que cuida a su 
pariente? 

6.09 Advice For women who are just 
starting to take care of their 
husbands or relatives, what 
advice would you give them 
or what is the most important 
thing that they ought to 
know? 

Para las mujeres que estan 
empezando a cuidar a su 
marido/pariente, ¿qué consejo les 
diría o cual es la cosa más 
importante que deben saber ellas? 

6.10 Referral Do you know of any other 
caregiver who lives nearby 
who we could interview? 

Conoce usted a otras cuidadoras en 
su comunidad que les gustaria ser 
entrevistadas por nosotras? 
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Appendix B 
Table 1. Description of the Sample 

 
 M Range n % 

Age (years) 52.6 23-89   
Education (years) 10 0-21   

U.S. Born   18 40.9 
Employed Outside of 

the Home 
  8 18.2 

Total Time Spent 
Providing Care 

(years) 

8.3 .67-.62   
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Appendix C 
Table 2. Description of Caregiving Contexts 

 
 M Median Range n % 

Caregiver/Care 
Recipient Share 

Household 

   35 79.5 

Household Monthly 
Income (U.S. dollars) 

 1,630 700-5,400   

Caregiver/Care 
Recipient 

Relationship 

     

Parent    23 52.3 
Husband    12 27.3 

Other    7 15.9 
Mother-in-law    2 4.5 

Care Recipient Age 
(years) 

73.4  55-93   
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