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ABSTRACT

The purpose of this descriptive, correlational study was to determine 

relationships among family demands, established patterns of functioning, family 

resources, situational appraisal, family problem solving and coping skills and adaptation 

of African American caregivers of chronically ill elderly. Secondly, this study was 

designed to determine the validity of the Adaptation Phase of the Resiliency Model of 

Family Stress, Adjustment, Adaptation and the Relational Processes of Balance and 

Harmony (McCubbin & McCubbin, 1996) in African American caregivers who manage 

chronically ill elderly.

A convenience sample of 104 subjects completed a demographic questionnaire. 

Caregiver resiliency was measured using The Family Index of Regenerativity and 

Adaptation-General (FIRA-G).

Direct and indirect paths were assessed between the variables. LISREL version 

(8) was used to determine model fit.

Testing of the Resiliency Model revealed several significant paths (p <05). 

Family functioning directly affected family resources and family resources directly 

affected problem solving and coping. Other relationships include the following: family 

functioning on adaptation via family resources.

The findings acknowledge the relationship of the hypothesized variables in the 

African American family structure which influence their reasons for caregiving. The 

Resiliency Model, however, needs testing in the African American population for further 

refinement.
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Chapter I 

Introduction

Demographers predict the continued rapid growth of the elderly population in the 

United States through the year 2050 (Bass, Kutza & Torres-Gil, 1990; Yee, 1992). The 

proportionate representation of elders of color is also increasing at twice the rate of the 

predominant Caucasian population (Bass et al., 1990, Spencer, 1989). In fact, Black 

elders are the fastest growing group in the nation (U.S. Department of Health and Human 

Services (1999). By the year 2030, we can expect to have 7.3 million Black elders in the 

United States (Sayles-Cross, 1990). Elderly African Americans show a higher incidence 

(40%) of severe functional limitations as opposed to Caucasians (27%) (U. S. Bureau of 

Census, 1995).

According the U.S. Bureau of Census (1995), roughly 2.6 million African 

Americans over the age of 65 experience chronic illness. Of that number, approximately 

80% of elderly African Americans are cared for in the home (Ashton, 1996; Butler & 

Romberg 1994; Choi, 1995; Hines-Martin, 1992; Jennings, 1999; Miner, 1995; Nkongho 

and Archbold, 1995). A major reason for this is that African Americans caregivers 

choose to care for their chronically ill elderly as a result of religious beliefs and a greater 

sense of responsibility to their elders (Hines-Martin, 1992; Morcyz, Mallory, Bozich, 

Martz, 1987; Taylor & Chatters, 1986b).

Resiliency is described as the positive behavioral patterns and functional 

competence that individuals and families utilize to negotiate through stressful or adverse 

circumstances (McCubbin & McCubbin, 1996). These behavioral patterns facilitate the 

family’s ability to recover from stressful events, thereby maintaining its integrity as a
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unit, while insuring, and where necessary, restoring the well-being of the family members 

and the family unit as a whole (McCubbin & McCubbin, 1998). For the past two 

decades, research findings have demonstrated that numerous factors influence resiliency 

in families who manage elderly with chronic illness (McCubbin, McCubbin, Thompson 

& Thompson, 1998). While most of this research has been conducted with Native 

Hawaiian, Native American, Asian American and Caucasian families, there is a paucity 

of studies that address resiliency in African American families. Though African 

Americans have been included in the sample of families utilized in resiliency studies, the 

specific resiliency processes are usually embedded with those of other ethnic groups 

studied.

Specific attributes such as resiliency in African American caregivers of their 

chronically ill elderly African American families should be investigated for several 

reasons. First, existing research published on resiliency in African American families is 

sparse (McCubbin, Futrell, Thompson & Thompson, 1998). For example, the literature 

between 1986 and 2003 revealed two studies related to resiliency in African American 

families-Resiliency in African American Military Families in Foreign Environments 

(McCubbin, Patterson & Lavee, 1998) and Resiliency and Coping in “At Risk” Youth 

and Their Families (McCubbin & McCubbin, 1993). Second, the sample of African 

Americans in each of the studies is small.

The Resiliency Model of Family Stress, Adjustment and Adaptation and the 

Relational Processes of Balance and Harmony emphasizes the family’s relational 

adaptation process. This model describes the family’s appraisal process within the 

context of its ethnicity and culture. These variables influence the family’s ability to
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institute new patterns of functioning and achieve harmony while promoting the well

being and development of its members (McCubbin & McCubbin, 1996).

Purpose

The purpose of this study is to determine the relationship among family demands, 

established patterns of functioning, family resources, situational appraisal, family 

problem solving and coping skills and family adaptation of African American caregivers 

of the chronically ill elderly. Secondly, this study determines validity of the Adaptation 

Phase of the Resiliency Model of Family Stress, Adjustment and Adaptation and the 

Relational Processes of Balance and Harmony (McCubbin & McCubbin, 1996) in a 

sample of African American caregivers who care for chronically ill elderly.

Research Questions 

The major question guiding this study is:

What is the effect of resiliency on adaptation of African American 

caregivers of an elderly family member who is chronically ill?

Hypotheses

The following hypotheses were tested in this study:

1. Family demands have a positive direct effect on family functioning 

in African American caregivers of chronically ill elderly.

2. Family demands have a positive indirect effect on adaptation via 

patterns of functioning in African American caregivers of 

chronically ill elderly.

3. Family functioning has a positive direct effect on situational 

appraisal in African American caregivers of chronically ill elderly.
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4. Family functioning has a positive indirect effect on adaptation via 

situational appraisal in African American caregivers of chronically 

ill elderly.

5. Situational appraisal has a positive direct effect on problem solving 

and coping in African American caregivers of chronically ill 

elderly.

6. Situational appraisal has a positive indirect effect on adaptation via 

problem solving and coping in African American caregivers of 

chronically ill elderly.

7. Problem solving and coping have a positive direct effect on 

adaptation in African American caregivers of chronically ill 

elderly.

8. Family functioning has a positive direct effect on family resources 

in African American caregivers of chronically ill African 

American elderly.

9. Family functioning has a positive indirect effect on adaptation via 

family resources in African American caregivers of chronically ill 

elderly.

10. Family resources have a positive direct effect on problem solving 

and coping in African American caregivers of chronically ill 

elderly.
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11. Family resources have a positive indirect effect on adaptation via 

problem solving and coping in African American caregivers of 

chronically ill elderly.

Definition of Terms

African American caregiver Theoretical: Adult family member who provides care for an

ill individual (Hines-Martin, 1992).

Operational: For the purpose of this study, an African 

American caregiver is an individual, male or female, who 

identifies as African American, and who is the 

“gatekeeper” or primary manager of care for the 

chronically ill family member.

Chronically ill elderly : Theoretical: 65 years or older, frail or impaired with a

chronic illness (Hines-Martin, 1992).

Operational: For the purpose of this study, chronically ill 

elderly is defined as an African American male or female, 

65 years or older, who is diagnosed with a chronic illness, 

lives at home, and requires assistance with activities of 

daily living and health care management.

Stressor Appraisal: Theoretical: The family’s shared assessment of the

stressor, the hardships created by the stressor, and the 

demands upon the family system to change one of its 

established patterns of functioning. The appraisal occurs in
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Pileup of Demands:

Patterns of Functioning:

relation to the family’s capability for managing a crisis 

(McCubbin, McCubbin, Thompson & Thompson, 1998). 

Theoretical: The initial stressor and related hardships that 

have developed over time; normative transitions in 

individual family members and the family as a whole that 

happened during the same period of time; prior family 

strains accumulated over time; unexpected situational 

demands and contextual difficulties; the consequences of 

family efforts to cope; and intrafamily and social ambiguity 

that provides inadequate guidelines on how families should 

act or cope effectively with the crisis and its hardships 

(McCubbin & McCubbin, Thompson, & Thompson, 1998). 

Operational: Caregiver’s assessment of stressors, hardships 

and pileup of demands were measured by subscale scores 

of the FIRA-G Index - Family Stressors Index (McCubbin 

& Patterson, 1981) and Family Strains Index (McCubbin & 

Patterson, 1982).

Theoretical: Patterns that involve changes in the family’s 

rules; changes in family routine and traditions; changes in 

the coalitions in the family unit; alter family’s patterns of 

communication; and alter the family’s relationship to the 

community (McCubbin & McCubbin, 1996).
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Family Resources

Operational: Patterns of functioning were measured by the 

FIRA-G Index, subscale scores of the -Family Coping- 

Coherence (McCubbin, Larsen, & Olsen, 1982a) and 

Family Hardiness Index (McCubbin, McCubbin, & 

Thompson, 1986).

Theoretical: Refers to personal, family and social support. 

Personal resources are defined as the innate intelligence of 

family members, which can enhance awareness and 

comprehension of demands and facilitate the family’s 

mastery of these; knowledge and skills acquired from 

education, training, and experience so that the individual 

family members and family can perform tasks with greater 

efficacy and ease; personality traits that facilitate coping; 

physical, spiritual and emotional health of members so that 

intact faculties and personal energy may be available for 

meeting demands; a sense of mastery, which is the belief 

that one has some control over the circumstances of one’s 

life; self esteem, that is, a positive judgement about one’s 

self-worth; and the ethnic identity and cultural background 

of family members and the ethnic orientation or world view 

adopted by the family unit to guide the family’s functioning 

(McCubbin, McCubbin, Thompson, & Thompson, 1998).
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Family Resources include cohesion (the bonds of unity 

running through family life) and adaptability (the family’s 

capacity to meet obstacles and shift course)(01sen,

Sprenkle & Russell, 1979). Other components of cohesion 

identified by Stinnet & Sauer, 1977, are trust, appreciation, 

support, integration, and respect for individuality. Family 

organization is another resource that includes agreement, 

clarity, and consistency (not to preclude fluidity) in the 

family role and rule structure (Hill, 1958; Moos, 1974). 

Shared partnership and clear family generational 

boundaries (Lewis & Looney, 1984), communication skills, 

such as clear and direct messages (Satir, 1972), 

instrumental and affective communication ability (Epstein, 

Bishop, & Baldwin, 1982) and verbal-nonverbal 

consistency (Fleck, 1980), and family problem solving 

(McCubbin, McCubbin, & Thompson, 1987). Family 

hardiness, another resource, refers to the internal strengths 

and durability of a family unit. It is characterized by a 

sense of control over the outcome of life events and 

hardships, a view of change as beneficial and growth 

producing, and an active orientation in responding to 

stressful situations (McCubbin, 1989).
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Problem Solving and 

Coping

Social Support includes all persons and institutions that the 

family may use to cope with a stressor in a situation.

Social support is information exchanges at the interpersonal 

level which provides: (1) emotional support, leading the 

individual family members in the family unit to believe that 

they are cared for and loved; (2) esteem support, leading 

the family members to believe that they are respected and 

valued; and (3) network support, leading the family 

members to believe that they belong to a network of 

communication involving mutual support and mutual 

understanding (Cobb, 1976).

Operational: Family resources were measured by the 

FIRA-G Index, The Social Support Index subscale score 

(McCubbin, Patterson & Glynn, 1982).

Theoretical: Problem solving is a specific effort (covert or 

overt) by which a family or family member attempts to 

reduce or manage a demand on the family system and bring 

resources such as calling upon relative and friend support 

as one of the strategies the family unit uses to bear and 

manage the situation acceptable (McCubbin, McCubbin, 

Thompson, & Thompson, 1998).
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Adaptation

Resiliency

Operational: Problem Solving and Coping were measured 

by the FIRA-G Index subscale score of The Relative and 

Friend Support Index (McCubbin, Larsen & Olsen, 1982b). 

Theoretical: A process in which families engage in direct 

response to excessive demands of a stressor and depleted 

resources and realize systemic changes are needed to 

restore functional stability and improve family satisfaction. 

(McCubbin & Patterson, 1983; McCubbin & McCubbin, 

1989).

Operational: Adaptation was measured by the FIRA-G 

Index, Family Distress Index subscale score. ( McCubbin & 

Patterson, 1981).

Theoretical: The positive behavioral patterns and 

functional competence individuals and the family unit 

demonstrate under stressful or adverse circumstances, 

which determine the family’s ability to recover by 

maintaining its integrity as a unit while assuring, and where 

necessary restoring, the well-being of family members and 

the family unit as a whole (McCubbin, Thompson & 

McCubbin, 1996).

Operational: Resiliency was measured by the summation

score of the FIRA-G instrument (McCubbin, 1987).
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Theoretical Framework 

The Resiliency Model of Family Stress, Adjustment and Adaptation and 

Relational Processes of Balance and Harmony consist of two phases. The Adjustment 

phase addresses the family in the initial stages of dealing with stressors, such as the 

stressor and its severity; family vulnerability-pile-up and family cycle changes; family 

typology of established patterns of functioning; family resistance resources-capabilities 

and strengths; family appraisal of the stressor; and family problem solving and coping, 

and patterns of functioning (McCubbin, & McCubbin, 1996) (See Figure 1).

This study was guided by the Adaptation Phase of the Resiliency Model of Family 

Stress, Adjustment, and Adaptation and the Relational Processes of Balance and 

Harmony. The Adaptation Phase was applicable to this study because it placed primary 

focus on family change and adaptation over time. Furthermore, the sample consisted of 

caregivers of chronically ill elderly who have been in this role at for at least two years.

The Adaptation Phase of the Resiliency Model of Stress, Adjustment, and 

Adaptation and the Relational Processes of Balance and Harmony is determined by 

several interacting components (See Figure 1.1). The pileup (AA) of demands on or in 

the family system created by the situation, family life-cycle changes, and unresolved 

strains interacts with the family’s newly instituted patterns of family functioning and 

retained established patterns of functioning. These components interact with the fam ily’s 

resources (BB) such as strengths and capabilities, which are supported by family and 

friends and social support in the community and by family appraisals. A situational 

appraisal (CC) is formed in response to assessment of the total family situation and 

particularly from the perceived relationship between the family’s resources and the
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demands of the situation. This family appraisal of the crisis situation interacts with the 

family’s paradigms (CCC) or specific views or expectations and specific patterns of 

functioning affecting specific domains of family life (e.g., work and family, childrearing, 

spiritual orientation, etc.). The family paradigms are in turn shaped by the family’s sense 

o f coherence (CCCC) or dispositional world view that expresses the family’s sense or 

order. This sense of coherence plays an important part in facilitating the family’s need 

for congruency and harmony. The final and most global level of appraisal is the fam ily’s 

schema (CCCCC). This fifth level of appraisal involves shared values, beliefs, and 

expectations, facilitates development of family meanings, and has a direct influence upon 

the family’s sense of coherence. The resource and appraisal components interact with the 

family’s problem-solving and coping repertoire (PSC) to facilitate family adaptation to 

the crisis situation (McCubbin, McCubbin, Thompson, and Thompson, 1998).
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Figure 1: Adjustment Phase of the Resiliency Model of Family Stress, Adjustment and Adaptation and Relational 
Processes of Balance and Harmony
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Figure 1.1: Adaptation Phase of the Resiliency Model of Family Stress, Adjustment and Adaptation and the Relational 
Processes of Balance and Harmony_____________________ _________________________________________________
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This study focused on the Adaptation Phase of the Resiliency Model of Family 

Stress, Adjustment, and Adaptation and the Relational Processes of Balance and 

Harmony. The components of the model that were involved in the study include 

(a) AA factor (pileup of demands), (b) T factor (newly instituted patterns of 

functioning), (c) BB factor (family resources), (d) CC factor (situational appraisal), and 

(e) PSC factor (problem solving and coping).

This model has been widely used in family research. However, its applicability in 

African American families with chronically ill elderly has not been established.

Assumptions 

This study was based on the assumption that

1. Caregivers have moved beyond the adjustment phase of family resiliency.

2. Cultural beliefs and values influenced the caregiver role in the African 

American family.

3. The variables of external locus of control and personal religious beliefs 

influenced subjects’ responses.

4. Subjects honestly responded to instrument items.

Limitations 

The following were limitations of this study:

• Convenience sampling procedure may elicit a select group of individuals to 

participate in the study, thereby causing sampling bias;

• This study was conducted in a sample of African American families located in 

a rural area of a Southern state, therefore, representativeness cannot be 

established and limits the generalizability of the findings.
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• Data were collected only once from a cross-sectional sample.

Significance of Study 

Within the last 20 years, the largest sector of the American population has become 

elderly (age 65 and above), growing twice as fast as the general population. A significant 

characteristic of this population is the increased incidence and prevalence of chronic 

illness (Hines-Martin, 1992). This study was designed to determine the relationship 

among pileup of demands, established patterns of functioning, family resources, 

situational appraisal, family problem solving and coping skills and family adaptation of 

the African American caregiver of the chronically ill elderly. This study also tested 

relationship(s) as depicted in the Resiliency Model of Family Stress, Adjustment and 

Adaptation and the Relational Processes of Balance and Harmony. This model is used 

widely in family research and practice. However, there is little empirical data from 

African American cohorts which describes these proposed relationships.

The findings of this study will identify resources used by a sample of African 

American caregivers who can facilitate nurses in assisting the African American family 

when they are undertaking and maintaining the caregiver role. The sparsity of 

information available on African American caregivers hinders attempts of nurses to 

appropriately counsel, teach or provide care to these families. It is important for nurses 

to acknowledge the significance of family caregiving roles in various practice settings.

Further research may be generated from results obtained to explore the potential 

needs and concerns of the African American caregiver, which may have impetus for 

maintenance and preventive care. Additional areas for research may include the
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effectiveness of supportive strategies currently utilized by the healthcare system in 

adequately meeting the needs of African American caregivers.

This study expands the knowledge base of the dimensions of resiliency from 

African American families’ paradigm. Thus, evidenced based practice will be enhanced 

because nurses will be able to more confidently use theory and research based 

interventions with African American populations. The findings of the study assessed the 

validity of the variables that influence resiliency and adaptation in African American 

caregivers. These variables must be considered when appraising caregivers in care 

planning. Lastly, the study will give more accurate insight about the dynamics of African 

American family life when caring for a chronically ill elderly.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



18

CHAPTER II 

REVIEW OF THE LITERATURE 

This chapter presents a review of clinical and research literature related to 

chronically ill African American elderly, African American caregivers of the chronically 

ill elderly, and the Resiliency Model. While there is a plethora of research related to 

chronic illness in African Americans, a review of key studies will be presented. Finally, 

a summary of research findings regarding testing of the Resiliency Model in families will 

be discussed.

Chronic Illness in Elderly African Americans 

The elderly are rapidly becoming the largest sector of the American population.

In the past 20 years the elderly population, age 65 and above, has grown twice as fast as 

the general population in the United States (Hines-Martin, 1992). The U.S. Bureau of 

Census, 2000, projected that the population over 65 will increase to 20% of the total 

population by 2050. The African American elderly population is projected to quadruple 

by 2050. Chronic illness is the number one health care problem in the United States. It is 

estimated that 32 million Americans, most of them older adults, have chronic illnesses 

(Murrow & Oglesby, 1996).

Chronic illness is an altered health state that cannot be repaired by surgical 

procedures or medical management (Miller, 1993). It impairs bodily function and can 

influence the mind and spirit. The demands of having a chronic illness are never fully 

eliminated, and despite treatment, the dilemma of exacerbation is always present. Larkin 

(1987) suggests that because of technologic advances in health care, people with acute

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



19

episodes of illness have survived only to encounter long-term health problems resulting 

in increased experiences of chronic illness.

Chronic illnesses have been identified as the leading cause of illness and death by 

the National Center for Chronic Disease Prevention and Health Promotion (1999). 

Chronic illness has been described to include the following attributes: long-term by 

nature; uncertainty in outcome; treatment required; affects multiple systems and 

conditions; changes in lifestyle of person afflicted and significant others in the 

environment. Additional factors include the need of ancillary services and increased 

costs in terms of human and economic terms (Strauss, Corbin, Fagerhaugh, Glaser, 

Maines, Suczek & Wiener, 1984).

Despite medical advances in management of chronic illness, relatively little is 

known about ethnic minority groups’ perspectives of chronic illnesses and how they 

manage their daily lives. There is a paucity of information on older members of minority 

groups, even though older ethnic minorities have the greatest prevalence of chronic 

illness and are most likely to have more than one chronic illness (U.S. Department of 

Health and Human Services, 1990).

Research indicates that African Americans suffer from a disproportionate burden 

of morbidity and mortality from chronic illnesses and that this is partially attributable to a 

more detrimental health behavior profile (Kumanyika & Golden, 1991; U.S. Department 

of Health and Human Services, 1985). Using a battery of surveys, Myers, Kawaga- 

Singer, Kumanyika, Lex and Markides (1995) reviewed evidence on 5 risk behavior 

factors: cigarette smoking, dietary intake, being overweight, limited exercise and alcohol 

consumption among African Americans, Asian/Pacific Islanders, Latinos, and Native
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Americans. The resulting data were linked to chronic diseases found in most of these 

populations.

Meyers et al. (1995) found that Asians/Pacific Islanders, Latinos and Native 

Americans demonstrated some evidence of risk in the diet risk profile factors for chronic 

illness, while African Americans demonstrated the substantial evidence of 

disproportionate risk. In addition, African American females are at greatest risk.

African Americans and Pacific Islanders demonstrated substantial evidence of 

disproportionate risk in the obesity profile factor. African American, Latino and Native 

American females proved to be at greatest risk.

Some evidence of risk on the exercise risk profile was established by African 

American, Asian/Pacific Islanders, and Latinos. African American females of all ages 

and males over 40 years of age, and Latino females were at greatest risk. Limited and 

mixed evidence was asserted for Native Americans.

Smoking as a risk profile factor for chronic illness was strongly evidenced by 

African American males over 40, Asian/Pacific Islander immigrants, Latino and Native 

American males. Latino females demonstrated strong evidence, however established the 

lowest risk profile.

African American and Native American males and females show the greatest 

and strongest evidence of risk on the alcohol consumption risk profile factor. Southeast 

Asian and Latino males demonstrate some evidence of risk and at greatest risk on the 

alcohol consumption risk profile.

The researchers concluded that this data indicate that there may be significant 

within- and between group differences in the prevalence of these behaviors. Therefore,
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some of the ethnic group differences in morbidity and mortality for chronic diseases such 

as cardiovascular disease, diabetes and cancer may be attributable, at least partly, to 

differences in behavior risk profiles (Chen, 1993; Kumanyika, 1990).

In a 5-year qualitative investigation of ethnic minority elders’ experiences having 

a chronic illness, 35 African Americans, 61 Latinos, and 55 Filipino-Americans over age 

50 were recruited (Becker, Beyene, Newsom & Rodgers, 1998). The most common 

conditions in each group were heart disease, hypertension, diabetes, and arthritis. African 

Americans reported the greatest number of chronic illnesses, followed by Latinos and 

Filipino-American respectively. Comparison of the three groups revealed social and 

cultural differences and similarities, which affected the management of chronic illness. 

The extent to which the respondents demonstrated an understanding of their illnesses as 

chronic varied considerably, with discernible differences among the groups about 

knowledge about the illness and self-care practices. The African Americans and Filipino- 

Americans, while grounded in the different cultural traditions, understood and subscribed 

to the U.S. biomedical model and, with little variation, held mainstream cultural values 

about health and management of illness. The Latinos did not hold mainstream cultural 

views of health and management of illness. The researchers concluded that although 

major chronic illnesses were, for the most part, the same for all three groups each group 

differed in its response to the management of these illnesses. These findings support the 

need for culturally diversity in educating all healthcare personnel.

Kingston and Smith (1997) examined the relationships between wealth, income 

and selected racial and ethnic differences in health status in a sample (n = 9744) of 

White, African American and Hispanic adults. Using the Health and Retirement Survey
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(HRS), data were analyzed to examine the association between socioeconomic status, 

racial and ethnic differences in functioning status among those with hypertension, 

diabetes, a heart condition, and arthritis.

Findings indicated that African Americans reported higher rates of hypertension 

(p  < .001); diabetes (p < .001), and arthritis (p < .01) while Hispanics reported higher 

incidences of hypertension (p < .001); diabetes (p < .001) and a lower rate of heart 

conditions (p < .05). Differences in education, income and wealth had little effect on the 

prevalence of these chronic illnesses among African Americans and Hispanics. In 

general, among those with chronic diseases, African Americans and Hispanics reported 

worse function than Whites. This disadvantage was eliminated in every case when 

controlling for socioeconomic status.

Hypertension control was the focus of a retrospective review that examined the 

results of atherosclerotic renal artery (RA) repair in consecutive hypertensive African 

Americans treated at Wake Forest University Medical Center (Deitch, Hansen, Craven, 

Flack, Appel, & Dean, 1997). The results were compared to those of Caucasians treated 

during the same period of time (January 1987 through September 1996). A total of 398 

clients underwent operative RA repair. Of these, 28 African Americans and 370 

Caucasians were managed for atherosclerotic renovascular disease. These cohorts were 

compared on the basis of preoperative blood pressure and renal function, the extent of 

renal disease, extrarenal atherosclerosis, response to operation, and estimated survival.

The researchers concluded that the majority of selected African Americans have a 

favorable blood pressure and renal function response after operative renal artery repair. 

This beneficial clinical response appears to be equivalent to the response observed in
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Caucasian patients and supports the search for RA disease in hypertensive African 

Americans (Deitch et al., 1997).

Diabetes mellitus affects African Americans in disproportionate numbers (Ford, 

Tilley, & McDonald, 1998). Murphy, Williamson and Nease (1994) conducted a 

telephone survey to examine the role of social support among 131 adult patients with 

noninsulin-dependent diabetes mellitus in a university hospital-based family practice 

residency program in a Midwestern city. Forty-six percent of the respondents (ages 18 to 

80) were African Americans. Findings indicated that the principal supportive activities 

included receiving help with diet supervision (48%), medication assistance (22%), 

general support (15%), blood sugar monitoring (9%), and “other activities” (6%). The 

individual in the family providing most of the assistance was deemed the “helper”. 

Murphy et al. (1994) concluded, “Many of the key factors influencing metabolic control 

are practiced within the social context of the family” (p. 330).

Gender did not play a significant role in the types of help provided, except in the 

case of monitoring blood sugar, a task performed only by female helpers. The 

researchers found family relationship of the helper were significantly related to glucose 

control. Specifically, respondents with spouse or child helper were in significantly better 

control than those with “other” helpers.

Belgrave and Lewis (1994) examined the role of social support in compliance and 

other health behaviors of African Americans with diabetes in a descriptive study of a 

convenience sample of 78 patients. Social support was defined as emotional, 

informational, and instrumental support from health-care providers, family, friends and 

community. The researchers hypothesized that receiving these types of social support
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makes it easier for patients to keep their medical appointments and to understand their 

medical conditions. Using the Social Support Index to assess social support, the 

researchers found that it was significantly associated with appointment keeping and 

adherence to health activities. Of all the health activities assessed by the researchers, 

which included diet, exercise, having regular blood pressure tests, taking prescribed 

medications, foot care, and social support were found to have the greatest impact on 

adherence to diet and foot care.

Maxwell, Hunt, and Bush (1992) studied 204 patients with diabetes who were 

randomly divided into two groups. Seventeen percent of the patients in the control group 

and 22% in the experimental group were African Americans. The control group received 

the training program only whereas the experimental group was offered the same program 

in addition to eight support group meetings, where they received informational and 

emotional support.

After 7 months of follow-up, patients in both groups showed improved metabolic 

control (HbAic), diabetes knowledge, frequency of practicing recommended diabetes 

management behaviors, or emotional adjustment. Of note is that there was no significant 

difference in the two groups of study, resulting in no additional improvement in those 

outcome measures in patients who attended support group meetings. Moreover, there 

were no statistically significant differences in age, sex, race, years of education, marital 

status, household income, and duration of diabetes between the patients who attended the 

support groups and those who did not attend. Therefore, the researchers concluded that 

the improvements in metabolic control and outcomes for both groups resulted from the 

training program.
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Martin, Engle, and Graney (1999) utilized a correlational design, employing 

individually administered structured interviews and questionnaires to obtain cross- 

sectional data about Health -Related Hardiness (HRH), health status, health behavior and 

demographics of chronically ill older African American women. A probability sample of 

100 older African American women with chronic illness was interviewed during clinic 

visits to an urban clinic of a 476-bed county government operated hospital.

The 34-item Health-Related Hardiness Scale (HRHS) was used to measure HRH. 

The Sickness Impact Profile (SIP), which evaluates the impact of illness behavior and 

performance on activities of daily living or function, was used as one measure of health 

status. The Self-Assessed Health (SAH) instrument was used as a second measure of 

health. Morbidity data, the third measure of health status, indicated the number of 

documented medical diagnosis and regularly prescribed medication as indices of 

morbidity.

The Health Habits Scale (HHS), used to measure health behavior, evaluates the 

practice of common health-related behaviors. Participants had a mean HRHS score of 

155.8, a mean SIP overall percentage score of 15.2%, and a mean SAH score of 5.2. The 

majority was hypertensive (90%) and reported having osteoarthritis (74%); almost half 

(41%) reported having diabetes mellitus. They reported a mean of four medical 

diagnoses (SD=3.95± 1.65) and five prescribed daily medications (SD = 4.81 + 2.64); the 

mean HHS score for participants was 9.5 (SD = 9.45 ± 4.2). In general, findings 

indicated that the African American women participating in this study had high levels of 

HRH, little functional impairment, moderate ratings of their own health, multiple chronic 

illness diagnoses, multiple daily medications, and frequent practice of healthy behaviors.
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Two variables found to have significant relationships with HRH were: years of 

education (r = 0.39) and the SIP score (r = 0.27). Thus, high levels of HRH were 

associated with more years of education and a higher level of function.

There were no significant relationships between HRH and SAH (r = 0.08), 

morbidity (r = 0.06), health behaviors (r = 0.14), older age (r = -0.15), and married 

marital status (r = -0.01). These findings indicate that prediction models developed with 

samples of predominately young, well educated, Anglo-American men and women of 

middle socioeconomic status may not be applicable to southern, older, African American 

women of low socioeconomic status with chronic illness.

African Americans suffer from an incommensurate burden of morbidity and 

mortality from chronic illness. As a result of the ever-growing elderly African American 

population, it is logical to predict that the African American elderly population have and 

will continuing to have higher incidences of chronic illness.

African American Caregivers

Dilworth-Anderson, Williams, and Gibson (2002) indicate that “the rate of 

institutionalization for minority elders is lower than for older Whites” (p. 237). To 

address this issue, an extensive 20-year review of caregiving research focusing on issues 

of race, ethnicity and culture was conducted. The goals of this review were to synthesize 

information about what was known about caregiving among diverse groups and identify 

gaps in current knowledge. A narrative approach was used to review 59 articles 

published between 1980 and 2000. Nonprobability sampling designs were used in 51 out 

of 59 of the articles. The studies were summarized in a table according to theory, 

sampling strategies, measures and salient findings. Next, topical domains were
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identified as common areas of research. Four domains of research were identified: a) 

social support of the caregiver and care recipient (formal and informal); b) the negative 

effects of caregiving on the primary caregiver; c) coping with the stress of caregiving, 

both on an individual and kin network level, and d) cultural effects of caregiving (e.g., 

meaning, filial responsibility, and/or cultural- historical perspective).

Thirty two articles examined social support and caregiving. Twenty three of the 

32 compared ethnic groups and the remaining studies used a single minority group. 

African American caregivers were included in 21 of the comparison studies. The 

findings on social support indicated that African American caregivers have more formal 

and informal support than do White caregivers. White caregivers tended to be more 

dissatisfied with their overall support than African American caregivers although both 

groups reported similar amounts of informal support.

The second domain included 29 articles addressing the negative effects of 

caregiving, including depression, burden, role strain, psychological distress and 

relationship strain. Eighteen of the articles compared African American and White 

caregivers. Finding indicated that African American caregivers reported less depression, 

caregiver burden, role and relationship strain and psychological distress than White 

caregivers.

Thirteen articles focused on coping strategies used by caregivers, with 9 

comparing African American and White caregivers’ strategies and effectiveness in 

dealing with the challenges of caregiving. The findings in this domain indicated the 

efficacy of using spirituality-religiosity measures and stress reappraisal measures by 

African American caregivers as a major form of coping.
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A total of 20 studies addressed cultural effects. Five studies used studies of only 

African American caregivers, three compared African American caregivers to another 

group (e.g., Hispanic and White caregivers) and three compared multiracial groups (e.g., 

African American, Chinese American, Irish American and Puerto Rican American 

caregivers). African American caregivers held values of reciprocity, filial obligation and 

a sense of providing care to older family members.

Dilworth-Anderson et al. concluded that caregiving experiences and outcomes 

vary across racial and ethnic groups. However, other areas of knowledge (e.g., physical 

health effects and positive outcomes of caregiving) warrant further research. In addition, 

future research on family support and caregiving for minority older people should include 

conceptual frameworks, theoretical perspectives, instrumentation which are culturally 

relevant.

Hines-Martin (1992) indicated, “the depth of information available about the 

African American caregiver is strikingly lacking” (p. 28). In her review of research of 

family caregivers of chronically ill African American elderly, it was noted that this 

population continues to have the higher incidences of strokes, hypertension, glaucoma, 

and cardiovascular disease than the Caucasian elderly. It is also noted that the overall 

institutionalization rate of African American elderly is less prevalent than that of Whites 

(Archbold, Stewart, Greenlick, & Harvath, 1990; Batson, 1987; Brickman, Rabinowitz, 

Karuza, Coates, Cohn, & Kidder, 1982; Cantor & Hirshom, 1988; Finley, Roberts, & 

Banahan, 1988;Greenberg, 1980; Guberman, Maheu, & Mallie, 1992; Harper, 1988; 

Hirschfeld, 1983; Horowitz, 1985; Horowitz & Shindelman, 1983; Morcyz, Malloy, 

Bozich & Martz, 1987; and Seelbach & Saucer, 1977; and Stewart & Smith, 1983).
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Hines-Martin also reviewed the literature on in-home caregiving in the African 

American family. Her review of research findings describing the African American 

caregivers addressed caregiver age (Morycz, Malloy, Bozich, & Martz, 1987), caregiver 

sex (Banks, Cameron, Montague, Toliver, Hobbs, Peterson, et al., 1989), caregiver 

burden (Morycz et al., 1987), care management (Smerglia, Deimling & Barresi, 1988; 

Taylor & Chatters, 1986b, White-Means & Thorton, 1990), coping responses (Morycz et 

al.; Banks et al., 1989; White-Means et al., 1990), financial concerns (Dellasega, 1990), 

impact on personal relations with others (Banks et al.; White-Means et al), patient 

characteristics and caregiver response (Morycz et al.; White-Means et al.), personal 

health concerns of the caregiver (Morcyz et al.), personal/psychological issues in relation 

to caregiving (Banks et al.), subjective response to caregiving, ( Gregory, Peters, & 

Cameron, 1990; Phillips, Rempusheski & Morrison, 1989), support services(Banks et al.; 

Smerglia et al.), and use of formal and informal support (Banks & et al.; Smerglia et al.).

Nkongho and Archbold (1995) conducted in-depth focused interviews with 17 

African American caregivers for older, ill relatives to determine their reasons for 

caregiving. Participants were recruited from outpatient clinics, agencies that provide 

services for older people, churches, and by referral of other caregivers.

Care receivers ranged in age from 60 to 91 years, with the average age being 74.8 

years. The majority of the sample (76%) was female. Their diagnosed illnesses included 

Alzheimer’s disease (7), hypertension and stroke (7), cancer (3), diabetes (3), sensory 

deficits (2), arthritis (2), and heart disease (1). Approximately half of the care receivers 

had more than one chronic illness. All required assistance with at least one or more 

activities of daily living (ADL) or instrumental activities of daily living (IADL).
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Three categories for caregiving emerged from the qualitative data: familial, 

relational, and personal. Included in the familial reasons were sense of duty (94%), 

maintaining extended family integrity (41%) and role modeling (47%). Relational 

reasons include reciprocity (41%), affection (53%), and respect (41%). Personal reasons 

encompass beliefs, values, and attitudes (100%). Interpersonal factors that enhanced 

caregiving identified were health (24%) and personal characteristics.

The researchers concluded that findings of this study reaffirm previously reported 

research on reasons for caregiving. Previously affirmed identified and categorized 

reasons for caregiving include (1) familial -duty, maintaining extended family integrity, 

role modeling (Archbold, Stewart, Greelick & Harvath, 1990; Burton, 1991; Finley, 

Roberts, & Banahan, 1988; Greenburg, 1982; Seelbach & Sauer, 1977), (2) relational -  

reciprocity, affection, respect (Archbold et al., 1990; Batson, 1987; Cantor & Hirshom, 

1988; Guberman, Maheu, & Mallie, 1992; Watson, 1986), and (3) personal - beliefs, 

values, attitudes (Albert, 1992; Billingsly, 1992; Chatters, Levin, & Taylor, 1992, 

Brickman, Rabinowitz, Karuza, Coates, Cohn & Kidder, 1982; Greenburg, 1980; 

Guberman et al., 1992; Taylor, 1986; Taylor & Chatters, 1986a).

Nkongho and Archbold (1996) designed a qualitative study to describe caregiving 

of older people in African American families. In-depth, focused interviews were 

conducted with 17 African American family caregivers for older people. Constant 

comparative analysis was used to examine the data and derive a theoretical understanding 

of the phenomenon.

Working-out systems, identified as a main strategy that made caregiving more 

manageable, was defined as the process used by caregivers to make caregiving effective
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and more efficient. Caregivers identified five areas in which working-out systems was 

important: (1) responding to a specific care receiver problem; (2) coordinating caregiving 

activities; (3) balancing caregiving and other demands; (4) working with the health care 

delivery system; and (5) planning for anticipated changes in caregiving patterns.

Caregivers worked out a series of steps in working-out systems. The steps 

include (1) need identification, (2) plan development, (3) selection and implementation of 

one of the plans, (4) plan evaluation, and (5) plan refinement. An effective plan was 

purposeful, dynamic, flexible, feasible, systematic and involved teamwork between the 

caregiver and the care receiver. Factors associated with ineffective systems included lack 

of understanding about the illness, of the care receiver, inadequate resources, and 

negative reasons for caregiving. Caregivers reported that the process of working-out 

systems was necessary to competently organize and implement caregiving activities in a 

consistent manner. Caregivers without effective working-out systems often believed that 

the caregiving experience was stressful, difficult, and tiring; they did not derive a sense of 

accomplishment from caregiving and did not see the potential for enjoying the caregiving 

experience.

In conclusion, the researchers suggest the possibility of working-out systems is a 

general process used by different ethnic backgrounds. Thus, more research with 

comparative groups is needed.

Picot (1995) interviewed 83 African American female caregivers, who provided 

care to an elderly demented or confused relative. The purpose of the study was to 

determine the relationships between the caregiver’s confrontive, emotive and palliative 

coping and household income, relationship to the elder, perceived caregiving demands,
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quality of social support, rewards, costs, and care recipient’s geographic area of 

residence. An additional purpose of the study was to explore the relationships of the 

primary and secondary appraisals of the situational variables to the confrontive, emotive 

and palliative coping of African American caregivers providing care to an elderly 

demented relative.

A comprehensive protuberance of surveys was used to measure study variables. 

Included were the Picot Caregiver Rewards Scale (PCRS), the Cost of Care Index (CCI), 

the Texas Research Institute Mental Sciences Behavioral Problem Checklist 

(TRIMSBPC), the Jalowiec Coping Scale (JCS), and the Modified Wood Social Support 

Questionnaire (MWSSQ).

The three types of coping addressed were confrontive, emotive and palliative. 

Scores ranged from 8 to 47 (M= 30.81, SD = 8.90) for confrontive coping, 0 to 36 ( M -  

12.12, SD = 7.09) for emotive coping, and 11 to 53 (M= 28.87, SD = 8.99) for palliative 

coping.

Scores on perception of caregiving demands ranged from 0 to 11.99 (M= 2.76, 

SD = 2.53). Perceived costs scores ranged from 21 to 71 (M= 44.83, SD = 10.81). 

Scores on the PCRS ranged from 29 to 92 (M= 64.35, SD = 14.71).

Caregivers reported having someone there when they needed someone 

(M -  19.28, SD = 6.90) as one of the most helpful forms of support. Repairing of the 

house/car (M= 7.64, SD = 4.73) was considered the least helpful form.

Confrontive coping was significantly correlated with social support quality 

(r = .29, p  = < .01) and caregiver household income (r = .25,p  < .05); emotive coping 

was significantly correlated with perceived costs (r = .59, p  < .0001) and caregiver
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demands (r = .35, p  < .001) and caregiver household income (r = .34, /K OI). Palliative 

coping was significantly correlated with perceived costs (r = .22,/K  .05), perceived 

rewards (/* = .26,/? < .05), and caregiving demands (r = .26,/K  .05). The employed and 

the young were more frequent users of emotive coping strategies than the unemployed 

(r = .31, p< .01) and the old (r = -.42, p  < .001). The married were more frequent users 

of confrontive coping than the non-married (r = -.24, p  < .05). As the number of persons 

dependent on the caregiver for income increased, the use of emotive coping strategies 

(r = .39,p< .0001) increased. As the caregiver household income increased, the use of 

emotive coping also increased (r = .45, p  < .01).

Differences in emotive coping by caregiver employment status and confrontive 

coping by marital status were examined with one-way ANOVA. Significant differences 

in emotive coping were found between employment statuses ( F -  3.98,/K  .01). The 

Scheffe test revealed that caregivers who were employed but felt conflicted used emotive 

coping significantly more often than the unemployed and those who were employed, but 

felt no conflict between employment and caregiving (M= 16.2, p< .05). No significant 

differences in confrontive coping were found between types of the marital statuses 

(F = 2.43, p  =.054).

The results of this study suggest that in understanding African American 

caregiver coping, perceived costs, perceived rewards, and social support quality are more 

important than caregiving demands, caregiver household income, relationship to the care 

recipient, and area of residence. More importantly, African Americans may use various 

types of coping, depending upon what is at stake for them and their coping resources.
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Kelley (1994) conducted a descriptive qualitative study of 34 caregiver-patient 

dyads’ perceptions about the caregiving situations of African American elders with 

impaired memory, namely, (1) senile dementia, Alzheimer’s type, (2) dementia 

secondary to cardiovascular problems, (3) mixed dementia, and (4) dementia secondary 

to Parkinson’s or alcoholic abuse. The purpose of the study was to address the following 

issues: How do African American caregivers respond to their role? What are some of the 

over-arching concerns of these caregivers? What are their attitudes and perceptions about 

home care or institutionalizing their elders? (p. 106)

Interviews with study participants focused on dealing with assistance from others, 

social and supportive services used, thoughts about institutionalization, services not 

obtained and factors influencing the use of community services. The African American 

caregivers revealed that they could expect help from family members and friends as 

needed. The most frequent social and supportive services used were day care centers, 

social services, the church, formal respite services and friends. The overall belief 

expressed by the African American caregivers in this study was that their home was the 

place for their elder. The most prevalent themes were obligation, filial norms, and 

intergenerational ties.

Price (1994) described caregiving attitudes of 100 African American adult 

daughters about caregiving to their elders. Data were collected utilizing the Attitude 

Scale developed by Brody, Johnson, Fulcomer & Lang (1983), a 46 item instrument 

which measures six domains of caregiver attitudes-domains of gender appropriate roles 

and responsibilities for care of the aged.
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Study findings indicated significant differences between attitudes of caregivers of 

parents (F=477.4859, p=.00). There were also significant differences in attitude based on 

the caregivers’ age (F = 6.08, p = .00). Caregiver ages ranged from 40 to 73 years, with 

a mean age of 59. Most favored a belief of old age being a depressing time of life 

(F = 1.29, p -  .223).

Caregivers were divided into three categories according to age: 40 to 55, 56 to 65 

and 66 and above. Attitude responses of three caregiver groups on six dimensions were 

not significantly different at the .06 level (F = 1.388, p = .19). The different patterns 

reflected in the two major attitudinal dimensions may be consistent with age as these 

attitudes were reflected across the group known as middle age. The findings describe 

strong caregiver feelings of filial responsibility and acceptance of a dependent elderly 

parent. All groups appeared to have an appreciation for elderly caregiving.

Price concluded that individual caregivers have significantly different attitudes 

about parental caregiving. Further research is needed to determine which specific 

variables impact the attitudes of caregivers.

There are limited data about how African American families make use of multiple 

caregivers. Subsequently, Dilworth-Anderson, Williams, and Cooper (1999) identified a 

need to determine how African American families provide care to older relatives beyond 

a single caregiver. Three major questions were addressed in this study: (1) Do older 

African American receive care from different types of caregivers who have different 

levels of responsibility and who provide different amounts of care? (2) Are the different 

types of caregivers in African American families organized to form distinct structures 

through which care is provided? (3) Which factors best predict what structures of care
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are used by caregivers to provide care to older African Americans? (p. S237). The 

sample was comprised of 330 caregivers having identified caring for 202 elderly African 

Americans.

Based on their level of responsibility and caregiving tasks, four categories were 

identified. There were primary caregivers, secondary caregivers, tertiary caregivers and 

tertiary only caregivers. Primary caregivers had the highest level of responsibility 

regarding care and performed the largest number of caregiving tasks either alone, or in 

conjunction with other caregivers. Secondary caregivers did not make decisions about 

the care recipient’s support and care and only provided care in collaboration with primary 

caregivers. Tertiary caregivers had little or no responsibility for making decisions 

regarding the care recipient and provided care with the primary caregiver; they performed 

specialized tasks. Tertiary only caregivers provided care alone, but only to high 

functioning older people.

As the types of caregivers emerged, the researchers examined various caregiving 

structures that would differ according to type and combination of caregivers that provide 

varying degrees of care and support to older relatives.

The measure of caregiving structure consisted of five categories reflecting 

combinations of types of caregivers identified in the study: (1) primary, secondary, and 

tertiary; (2) primary and secondary; (3) primary and tertiary; (4) primary only; and (5) 

tertiary-only. Five caregiving structures were identified: primary and secondary (33%); 

primary, secondary, and tertiary (25%); primary and tertiary (16%); and tertiary-only 

(7%). Approximately three fourths (74%) of the structures were collectivist in that two 

or more caregivers formed them. These findings were congruent with those of Keith
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(1995) and Pyke and Bengston (1996), which found both individualistic and collectivist 

caregiving structures.

The researcher’s hypothesis that caregiver characteristics would help to predict 

the caregiving structure was not supported. These characteristics were not significant 

predictors as were those reported in characteristics of predominately white samples 

because they may not represent the issues that are best suited for predicting caregiving 

structures among African Americans.

Historically, it has been reported that African Americans share household not only 

for economic reasons, but also for cultural reasons such as shared values and beliefs 

about closeness and connectedness (Franklin and Moss, 1994; McAdoo, 1997 & Spector 

1996). The researchers further believe that these values and beliefs may create norms 

regarding household sharing in African American culture and thus may reduce the stress 

and strain found in other groups residing together. Further study regarding this 

phenomenon is recommended.

Gonzales (1996) points out that while there is a vast body of literature on 

caregiver stress, the investigation of the African American caregiver has been limited. A 

descriptive study was implemented to examine the similarities and differences in 

appraisals of behavior problems, resourcefulness, and coping efforts between 25 African 

American and 25 Anglo-American caregivers of relatives diagnosed with Alzheimer’s 

disease (AD). African Americans were found to have higher mean scores in 

resourcefulness (M = 38.5; SD = .22.1) than Anglo-Americans (M = 23.8, SD = 19.2), 

and African American caregivers reported benign appraisal of disruptive behavior in the 

impaired elders. No differences were found in caregivers’ coping efforts.
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A proposed explanation of the low occurrence of depression symptoms among 

African American (M = 3.2; SD = 3.4) caregivers as compared to Anglo-Americans 

(M = 6.1; SD = 5 .7) by the researchers is the lack of specificity in measuring depression 

symptoms among African Americans. Although the instrument used in this study has 

been utilized frequency in studies of family caregivers with Alzheimer’s disease, its 

validity among African American caregivers has not been reported. The significant 

difference in appraisals of disruptive behaviors between African Americans (M = 7.6;

SD = 5.0) and Anglo-Americans (M = 7.2; SD = 5.1) is consistent with those of a study 

by Haley, Roth, Coleton, Ford, West, Collins & Isobe (1996). Additionally, this study’s 

findings support the assertion of Lazarus and Folkman (1986) that appraisal is important 

to understanding stressful experiences of individuals dealing with stressful events. The 

benign appraisal of disruptive behaviors and measured significant difference in 

resourcefulness among African American caregivers may be attributed to their life 

experiences, religious and cultural background.

Barbarin (1983) concluded that personal religiosity among African Americans 

may serve as a means by which afflictions of family members with Alzheimer’s disease 

are explained and accepted. A religious orientation may reduce the perceived 

stressfulness of behavior problems by providing an interpretation of the situation as apart 

of God’s plan, which ultimately leads to a desired outcome. The impact of religion, as a 

source of support and resourcefulness, has been identified as a dominant force in African 

American culture (Bagley & Carol, 1998; Giger & Davidhizar, 1999; Levin, Chatters, & 

Taylor 1995; McAdoo, 1997; McCubbin, Futrell, Thompson & Thompson, 1998;
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Spector, 1996; Taylor, 1985; Taylor, Jackson & Chatters, 1997; Taylor & Chatters,

1986a, Thornton, 1998).

African American caregivers perform essential roles in managing and maintaining 

care for the chronically ill elderly in the home setting. Cultural values, beliefs, and 

attitudes provide the foundation for motivation and mastery of caregiving (Campinha- 

Bacote, 1998).

Resiliency Model Testing

The Resiliency Model of Family Stress, Adjustment and Adaptation and the 

Relational Processes of Balance and Harmony has been tested in families with 

chronically ill children (Anthony, 1987; Kazak, Reber, Snitzer, 1988; Lavee, McCubbin, 

& Olson, 1987; McCubbin & Haung, 1989; McCubbin, 1988; Patterson & McCubbin, 

1983; Patterson, McCubbin & Warwick, 1990), families with a member with a disability 

(Kazak et al., 1988; Kosciulek & Lustig, 1998; McCubbin & Hang, 1989; McShane,

1987; Patterson et al., 1990), families with an adult member with mental retardation 

(Lustig, 1997), Native Hawaiians (Thompson, McCubbin, Thompson, & Elver, 1998), 

Navajo Indians (Connors & Donnellan, 1998), Latino/Hispanic Families (San Miguel, 

Morrison, & Weissglass, 1998), “at risk” African American youth and their families 

(McCubbin, Fleming, Thompson, Neitman, Elver, & Savas, 1998), and African American 

military families (McCubbin, 1998). In general, the intent of the researchers was to 

identify those pressures (related to the population studied) and the resiliency factors that 

could explain the variability in adaptation of the child, family or both, respectively. The 

overwhelming consistency of the reported findings support the significance of 

understanding the family situation from the perspective of the family. The Resiliency
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Model provided a framework for the researchers to understand the impact of the situation 

on the family. Consequently, researchers and health care providers can have clearer 

understandings about specific family demands and needs during stressful situations.

Summary

The literature acknowledges a definitive increase in the prevalence of chronically 

ill elderly African Americans, with the majority being cared for in the home by family 

members-immediate and extended. The African American caregiver possesses certain 

characteristics and qualities that are unique to the African American culture. Historically, 

the chronically ill African American elderly have been cared for in the home, in spite of 

socioeconomic and physical barriers. There are special demands which require specific 

characteristics to successfully adapt under these conditions. These demands and 

characteristics have not been adequately researched in caregivers of chronically ill 

African Americans. Furthermore, there is no research data resulting from testing of the 

Resiliency Model of Family Stress, Adjustment and Adaptation and the Relational 

Processes of Balance and Harmony in caregivers of chronically ill elderly African 

Americans. Until this data materializes, the Model has limited applicability to African 

American families.
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Chapter III 

Method

The purpose of this descriptive correlational study was to determine the 

relationship among family demands, established patterns of functioning, family 

resources, situational appraisal, family problem solving and coping skills and family 

adaptation of caregivers of a chronically ill elderly. These variables as depicted in the 

Adaptation Phase of the Resiliency Model of Family Stress, Adjustment and Adaptation 

and the Relational Processes of Balance and Harmony (McCubbin, & McCubbin, 1996) 

were tested on a sample of African American families.

Sample

The sample included 104 males and females having identified themselves as the 

primary caregiver of chronically ill African American elderly. These primary caregivers 

have been in the caregiver role for at least 2 years and did not have to live in the home of 

the chronically ill elderly. The sample was recruited from physicians’ offices and area 

churches. The primary caregiver was identified in the physician’s offices by the 

physician. Contacts at the churches were made through networking after church services.

Setting

The study was conducted in a five parish (county) areas of rural Southeastern 

Louisiana. Caregivers completed the research instruments in areas which were 

convenient for them, such as their private homes, physician’s offices, and church halls.
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Protection of Human Subjects 

The researcher submitted the research proposal to the Louisiana State University 

Health Sciences Institutional Review Board for approval. After receiving approval, the 

investigator began the data collection phase of the study. Participants received full 

explanation of the study and were asked to complete a consent form if they meet study 

criteria and agreed to participate. The subjects were informed that there may be no direct 

benefit to participation, nor would there be any direct physical or psychological risks.

The subjects were informed of their right to not participate in the study, if they so chose. 

Additionally, study subjects had the right to withdraw from the study at any time without 

jeopardizing, in any way, their treatment at the physician’s office or any affiliated 

institution in the present or future. Anonymity and privacy were preserved at all times.

Instruments

Two instruments were used in this study. The Family Index of Regenerativity 

and Adaptation-General ( FIRA-G) (McCubbin, 1987) (Appendix I ) and a Demographic 

Questionnaire (Appendix I I ).

The Family Index of Regenerativity and Adaptation-General 

The Family Index of Regenerativity and Adaptation-General (FIRA-G) was 

developed by Hamilton McCubbin to provide a set of measures that are based on the 

Resiliency Model of Family Stress, Adjustment and Adaptation. The purpose of this 

instrument is to facilitate research in the study of family systems, their transitions, 

adjustment and adaptation as well as their impact on family members.

The FIRA-G is designed to obtain 7 indices of family functioning. Specifically, 

the FIRA-G, patterned after the Model of Family Stress, Adjustment and Adaptation, is
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designed to obtain measure of Family Stressors (A/AA Factor), Family Strains (A/AA 

Factor), Relative and Friend Support (PSC Factor), Social Support (BBB Factor) Family 

Confidence (B/BB Factor), Family Coherence (T Factor), Family Hardiness (T Factor), 

and two indices of family adaptation—Family Discord (X/XX Factor) and Family Distress 

X/XX Factor).

The Family Stressors Index 

The Family Stressors Index (McCubbin & Patterson, 1981) consists of 10 items to 

record those life events and changes that can render a family vulnerable to the impact of a 

subsequent stressor or change. Each item may be answered “Yes” or “No”, with 

weighted scores, ranging from 40 to 73, for “Yes” responses and “0” (zero) for “No” 

responses. Examples of items that represent stressors include addition of a member, 

changes in the work situation, deaths and illness. The psychometric properties of the 

Family Stressors index include a construct validity coefficient (correlation with the 

original Family Inventory of Life Events and Changes-FILE) of .60, and a Cronbach’s 

alpha of .81.

The Family Strains Index 

The Family Strains Index (McCubbin & Patterson, 1982) consists of 10 items that 

are designed to record those life events and changes that can render a family vulnerable 

to the impact of a subsequent stressor or change. Each item may be answered “Yes” or 

“No”, with weighted scores, ranging from 22 to 53, for “Yes” responses and “0” (zero) 

for “No” responses. Examples of index items include conflict between husband and wife, 

conflict among and with children, financial hardships and the strains of caring for an ill 

member. The psychometric properties of the Family Strains Index include a Cronbach’s
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alpha of .69 and a construct validity coefficient (correlation with the original FILE) of 

.87.

The Relative and Friend Support Index 

The Relative and Friend Support Index (McCubbin, Larsen, & Olsen 1982) 

consists of 8 items to record the degree to which families call upon relative and friend 

support as one of the strategies the family unit uses to manage its stressors and strains. 

This index utilizes a 5-point Likert scale ranging from (1) Strongly Disagree, (2) 

Disagree, (3) Neutral, (4) Agree, or (5) Strongly Agree. The psychometric properties of 

the Relative and Friend Support Index include a Cronbach’ alpha of .82 and a construct 

validity coefficient (correlation with the original Family Crisis Oriented Personal 

Evaluation Scales [McCubbin, Olson, & Larsen, 1981]-F-COPES) of .99.

The Social Support Index 

The Social Support Index (McCubbin, Patterson & Glynn, 1982) consists of 17 

items to record the degree to which families are integrated into the community as a 

support and feel that the community can provide emotional, esteem and network support. 

This index utilizes a 5-point Likert scale ranging from (1) Strongly Disagree, (2) 

Disagree, (3) Neutral, (4) Agree, or (5) Strongly Agree. The psychometric properties of 

the Social Support Index include a Cronbach’s alpha of .82 and a construct validity 

coefficient (correlation with the original Family Member Well-being Index -FMWB) of 

.80.

Family Coping - Coherence Index 

Family Coping -Coherence (McCubbin, Larsen, & Olsen, 1982) consists of 4 

items to record the degree to which families call upon their appraisal skills to manage
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stressful life events, strains, and changes. Index items include the acceptance of stressful 

events, accepting difficulties, a positive appraisal of a problem and having faith in God. 

This index utilizes a 5-point Likert scale, ranging from (1) Strongly Disagree,

(2) Disagree, (3) Neutral, (4) Agree or (5) Strongly Agree. The psychometric properties 

of Family Coping-Coherence include a Cronbach’s alpha of .71 and a construct validity 

coefficient (correlation with the original F-COPES) of .80.

The Family Hardiness Index 

The Family Hardiness Index (McCubbin, McCubbin & Thompson, 1986) was 

developed to measure the characteristic hardiness as a stress resistance and adaptation 

resource in families, which would function as a buffer or mediating factor in mitigating 

the effects of stressors and demands, and a facilitation of family adjustment and 

adaptation over time. Family hardiness specifically refers to the internal strengths and 

durability of the family unit and is characterized by a sense of control over the outcomes 

of life events and hardships, a view of change as beneficial and growth producing, and an 

active rather than passive orientation in adjusting to and managing stressful situations. 

The Family Hardiness Index is a 20 item instrument consisting offour subscales (Co

oriented commitment, Confidence, Challenge and Control) which calls for the respondent 

to assess the degree to which (False, Mostly False, Mostly True, True) each statement 

describes a their current family situation. The Co-oriented Commitment subscale 

measures the family’s sense of internal strengths, dependability and ability to work 

together. Reported Cronbach’s alpha is .81. The Confidence subscale measures the 

family’s sense of being able to plan ahead, being appreciated for efforts, their ability to 

endure hardships and experience life with interest and meaningfulness. Cronbach’s alpha
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for this subscale is not available at this time. The Challenge subscale measures the 

family’s efforts to be innovative, active and experience new things and learn. Reported 

Cronbach’s alpha is .80. The Control subscale measures the family’s sense of being in 

control of family life rather than being shaped by outside events and circumstances. 

Reported Cronbach’s alpha is .65. The reported psychometric properties of the Family 

Hardiness Index include Cronbach’s alpha total score of .82 and a construct validity score 

ranging from .15 to .23.

The Family Distress Index 

The Family Distress Index (McCubbin & Patterson, 1981) consists of five items 

to record those major difficulties families may experience that reflects deterioration in a 

family’s stability. Each item may be answered “Yes” or “No” with weighted scores, 

ranging from 58 to 79, for “Yes” responses and “0” (zero) for “No” responses. Examples 

of index items include family members with emotional problems, the abuse of alcohol or 

drugs, physical or psychological violence, separation or divorce and deterioration in the 

marital relationship. The psychometric properties of the Family Distress Index are 

limited to the construct validity coefficient (correlation with original FILE instrument) of 

.50.

The scoring for FIRA-G involves scoring of each individual instrument. For 

items in Family Stressors, Family Strains and Family Distress scales, items answered Yes 

are given the weighted score for that item in the Yes column. For the other 4 instruments 

in FIRA-G, each is assigned a score of the response circles (i.e. l=Strongly Disagree, 

2=Disagree, 3=Neutral, 4=Agree, 5=Strongly Agree) reversals ( i.e. 1=5, 2=4, 3=3. 4=2, 

5=1) are needed for some of the items in the Family Hardiness and Social Support
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Indexes in order to insure that all items are weighted in a positive direction for analysis 

and interpretation.

Demographic Questionnaire 

Upon completion of the FIRA-G and, participants were asked to complete a 

Demographic Questionnaire (Appendix II). The demographic questionnaire was 

developed by the researcher and consists of response items in multiple choice and short 

answer formats. The questionnaire was designed to assess pertinent demographic data 

such as age, sex, education, marital status, employment, income, number of children 

living at home, relationship to the care recipient, number of years in caregiving role, 

residence of care recipient.

Data Collection Procedure 

The purpose of the study was explained during the recruitment phase. A consent 

form was presented, reviewed and signature obtained upon participant agreement. Each 

participant was given a prepared, pre-numbered packet including the research 

instruments, a letter of explanation and a consent form.

Participants were asked to complete the questionnaires at a site convenient to 

them and when not possible, they were asked to return the completed instruments via pre

paid US postage within 2 weeks. To ensure adequate response rate, a follow-up phone 

call and letter was mailed to those who had not responded at the end of a one and two 

week deadline. The completed questionnaires were kept in a secure, locked area.
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Data Analysis

Data were analyzed via path analysis using linear structural relation analysis 

(LISREL version 8) to test the study’s hypotheses. A significance level of p < .05 was 

used for all data analysis and hypotheses testing. Pearson correlational statistics were 

used to determine bivariate relationships. Multiple regression statistics were used to 

determine the effects of the independent variables on the dependent variables and paths. 

Chronbach alphas were conducted on all FIRA-G indices for this sample.

Descriptive statistics were used to examine specific characteristics of subjects. 

The analysis of the sample characteristics included percentages, frequencies, means, 

modes, medians, standard deviations, and ranges.
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Chapter IV 

Results

The purpose of this study was to determine the relationship among family 

demands, established patterns of functioning, family resources, situational appraisal, 

family problem solving and coping skills and family adaptation of African American 

caregivers of chronically ill elderly. Secondly, this study determined the validity of the 

Adaptation Phase of the Resiliency Model of Family Stress, Adjustment and Adaptation 

and the Relational Processes of Balance and Harmony (McCubbin & McCubbin, 1996) in 

a sample of African American caregivers who manage chronically ill elderly.

The sample was recruited from physicians’ offices and area churches. Primary 

caregivers appropriate to this study were identified by physicians and individuals as key 

contacts were identified in areas churches. Data were collected from 104 subjects who 

identified themselves as being in the primary caregiver role of chronically ill elderly for 

at least 2 years. In this chapter is a description of the findings of this study including 

(1) the sample’s demographic characteristics, (2) a description of study variables, (3) 

hypotheses testing, and (4) a description of the trimmed resiliency model.
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Demographic Characteristics of the Sample 

Demographic characteristics were categorized according to age, gender, religious 

preference, education completed, marital status, employment status, income, number of 

children residing with caregiver, relationship of caregiver, years in the caregiver role, and 

residence of person receiving care.

The subjects’ ages ranged from 18 to 81, with a mean o f46.82 years (SD 12.09). 

The majority of the subjects’ ages (61.54%) ranged from 41 and 60. Table 1 represents 

the subjects’ ages by frequencies and percentages.

Table 1

Subiects’ Aees bv Frequency and Percentage

Variable Frequency %

Age

00-20 1 0.96

21-30 10 9.62

31-40 18 17.31

41-50 33 31.73

51-60 31 29.81

61-70 8 7.69

71-81 3 2.88
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The majority of the sample was female (71.15%) with 28.85% being male. Table 

2 illustrates the subjects’ gender by frequencies and percentages.

Table 2

Subjects’ Gender bv Frequency and Percentage

Variable Frequency %

Gender

Male 30 28.85

Female 74 71.15

Over half of the subjects listed a religious preference of Protestant/Baptist 

(58.65%), with less than one-third identifying themselves as Roman Catholic (28.85%). 

Table 3 includes subjects’ religious preferences by frequencies and percentages.

Table 3

Subjects’ Identified Religion bv Frequency and Percentage

Variable Frequency %

Religion

Protestant/Baptist 61 58.65

Catholic 30 28.85

Jewish 2 1.92

Methodist 6 5.77

Other 5 4.81
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The educational level of the sample was high. Approximately 46.15% reported 

having an associate degree or higher. Subjects who had completed high school were 

listed as 42.31%. Only 11.54% of the subjects reported less than high school or no high 

school. Table 4 illustrates subjects’ educational level by frequencies and percentages.

Table 4

Subjects’ Educational Level bv Frequencies and Percentages

Variable Frequency %

Education

None 2 1.92

Less than High School 10 9.62

High School 44 42.31

Associate Degree 16 15.38

Bachelor Degree 14 13.46

Masters Degree 7 6.73

Other 11 10.58
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Approximately 50 % of the subjects were married. The remainder were single, 

divorced, separated, widowed or live in. Table 5 reflects these categories.

Table 5

Frequencies and Percentages of Caregivers’ Marital Status

Variable Frequency %

Marital Status

Single 21 20.19

Married 53 50.96

Separated 5 4.81

Divorced 18 17.31

Widowed 6 5.77

Live In 1 0.96
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Approximately 73% of the subjects were employed either full or part-time. Only 

11% were unemployed and 15% listed other means of income. Table 6 represents the 

frequencies and percentages of the caregivers’ employment.

Table 6

Frequencies and Percentages of Caregivers’ Employment

Variable Frequency %

Employment

Full Time 68 65.38

Part Time 8 7.69

Unemployed 12 11.54

Other 16 15.38

The total household income of the subjects was varied. Thirty-two percent (32%) 

reported an income level of $50,000 or more, twenty-five percent (25%) reported 

incomes ranging from $20,000 to $49,999, twenty-four percent (24%) reported incomes 

ranging from $10,000 to 19, 999, and seventeen percent (17%) reported an income of less 

than $10,000. Table 7 represents frequencies and percentages of the caregivers’ income.
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Table 7

Frequencies and Percentages of Caregivers’ Income

Variable Frequency %

Income

$0-$9999 18 17.48

$10,000-$ 19,000 25 24.27

$20,000-$29,999 9 8.74

$30,000-39,000 8 7.77

$40,000-$49,999 9 8.74

$50,000-$59,999 12 11.65

$60,000-69,999 13 12.62

$70,000-79,999 5 4.85

$80,000-89,999 1 0.97

$90,000-$99,999 0 0

$100,000 or more 3 2.91

No response 1 0

Sixty two of the one hundred four subjects had one to five children living at home 

(M=1.80; SD= 0.96).
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Approximately forty-eight percent (48.54%) of the caregivers were daughters of 

the elderly care recipients. Thirteen percent (13.94%) were sons, and eleven 

percent (11.65%) were granddaughters. Table 8 illustrates the frequencies and 

percentage of caregivers’ relationship to the elderly care recipient.

Table 8

Frequencies and Percentages of Caregivers’ Relationship to the Elderlv Care Recipient

Variable Frequency %

Relationship

Daughter 50 48.54

Son 14 13.59

Aunt 1 0.97

Nephew 2 1.94

Wife 3 2.91

Husband 4 3.88

Granddaughter 12 11.65

Grandson 1 0.97

Other 16 15.53

No response 1 0
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Table 9 illustrates the frequencies and percentages of the marital status of the caregivers 

by relationship to the elderly

Table 9

Marital Status of Caregiver by Relationship to the Elderly Care Recipient

Variable Frequency %

Single

Daughter 10 9.71

Son 2 1.94

Aunt 0 0

Nephew 1 0.97

Wife 0 0

Husband 0 0

Granddaughter 6 5.83

Grandson 0 0

Other 2 1.94

Married

Daughter 22 21.36

Son 11 10.68

Aunt 1 0.97

Nephew 0 0
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Table 9 (continued).

Marital Status of Caregiver bv Relationship to Elderlv Care Recipient

Variable Frequency %

Wife 3 2.91

Husband 4 3.88

Granddaughter 5 9.43

Grandson 1 0.97

Other 6 5.83

Approximately fifty-eight percent (57.84%) of the subjects had 0 to 5 years of 

caregiver experience, while twenty-four percent (23.53%) had 6 to 10 years of caregiver 

experience. The caregiver’s experience includes care of the chronically ill elder in this , 

study and previous caregiver experiences. Table 10 illustrates the frequencies and 

percentages of caregiver experience by years.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



59

Table 10

Frequency and Percentages of Caregiver Experience bv Years

Variable Frequency %

Years of Experience

0 to 5 59 57.84

6 to 10 24 23.53

11 to 15 4 3.92

16 to 20 5 5.90

21 to 25 2 1.96

26 and more 8 7.84

No response 2 0

The majority of care (90.29%) was given in the care recipient’s home. 

Approximately 6.8% of care was given in the child’s home of the chronically ill elderly. 

Other places included homes of cousins, live in significant others, and granddaughters. 

Table 11 represents the frequencies and percentages of residence of the elderly care 

recipient.
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Table 11

Frequency and Percent of Residence of the Elderly Care Recipient

Variable Frequency %

Residence

Personal Home 93 90.29

Child’s Home 7 6.80

Other 3 2.91

No Response 1 0

Description of Variables 

Data were collected from 104 subjects using the FIRA-G. Individual index 

scores varied among the sample. Moderate mean scores were reported for the family 

stressors and family strains indexes. The sample’s family distress mean scores were 

low. Four indices reflected high mean scores: relative and friend support, social support, 

family coping coherence and family hardiness index.

Further information on the mean, standard deviation, sum, and ranges of the 

sample scores for the seven indices of the FIRA-G are displayed in Table 12.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



61

Table 12

Family Stressors. Family Strains. Relative and Friend Support. Family Coping 

Coherence. Family Hardiness and Family Distress Scores

Variable Mean SD Min. Max.

Family Stressors 18.77 11.65 0 50.10

Family Strains 11.32 10.10 0 37.80

Relative and Friend Support 27.94 6.02 8.06 40.00

Social Support Index 43.22 5.76 31.00 59.00

Family Coping Coherence 16.90 2.07 10.00 20.00

Family Hardiness Index 33.86 6.20 17.00 57.00

Family Distress 7.99 7.64 0 27.00

Pearson correlation coefficients for the FIRA-G instrument indices revealed 

several significant relationships. Family stressors were significantly correlated with 

family strains, family coping, family hardiness, and family distress. Family strains 

showed a significant correlation with family distress. Relative and friend support was 

significantly correlated with social support, family coping, and family hardiness. Social 

support was significantly correlated with family coping, family hardiness and family 

distress. Pearson correlation coefficients for theses variables are displayed in Table 13.
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Table 13 Pearson’s Correlation Coefficients for-Family Stressors, Family Strains, Relative and Friend Support, Social Support, 

Family Coping, Family Hardiness and Family Distress

Family
Stressors

Family
Strains

Relative and 
Friend Support

Social
SuDDort

Family
Conins

Family
Hardiness

Family
Distress

Family 1.00 0.45* 0.11 0.14 0.23* 0.13* 0.38*
Stressors <.0001 0.2708 0.1432 0.0171 0.01849 <0001

Family 1.00 0.03 0.18 0.12 -0.002 0.42*
Strains 0.7908 0.0628 0.2235 0.9805 <.0001

Relative and 1.00 0.37* 0.41* 0.29* -0.02
Friend Support 0.0001 <.0001 0.00028 0.8313

Social 1.00 0.20* 0.39* 0.19*
Support 0.0427 <.0001 0.0485

Family 1.00 0.46* 0.06
Coping <.0001 0.5285

Family 1.00 0.13
Hardiness 0.1861

Family Distress 1.00

*p<05
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Summary information on the mean, standard deviation, sum, and ranges of the 

sample scores for the variables are displayed in Table 14. Family resources reflected the 

highest mean score. Family functioning, situational appraisal, and problem solving and 

coping followed with moderate mean scores, with family distress and adaptation 

demonstrating the lowest mean scores.

Table 14 Subjects’ Scores for Variables-Family Demands, Family Functioning, 

Situational Appraisal, Problem Solving and Coping, Family Resources, Adaptation

Variable Mean SD Min. Max.

Family Demand 15.04760 9.27898

Family
Functioning

Situational
Appraisal

Problem Solving 
And Coping

Family
Resources

Adaptation

50.75962

24.43878

27.94231

43.22115

7.37681

6.81774

6.02394

5.76389

7.98654 7.63628

28.00

13.00

8.00

31.00

0

41.30

77.00 

43.53

40.00

59.00

27.00

Pearson correlation coefficients of the variables are provided in Table 15. These 

coefficients were used to test the strength and nature of the relationships between 

variables (Polit, 1996).

Cronbach’s alpha coefficients were acceptable for two of the seven indices (0.73 

and 0.83), but unacceptable for the remaining five (0.55, 0.49, 0.58, 0.57, and 0.50). The
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Kaiser-Meyer-Olkin Measure of Sampling Adequacy (MSA1) was used to determine the 

appropriateness of the sample size in relationship to adequate measure of the variables. 

The MSA1 also indicates a range of power values or scores to determine an acceptable 

power for a study. A value of “1” indicates a high common variance or each variable is 

predictable from the other. A measure of “0” indicates a unique variance. A value 

closest to “1” indicates that the sample size was adequate to measure the variable being 

tested. The MSA1 rating scale categorizes scores in the 0.90’s as marvelous, 0.80’s as 

meritorious, 0.70’s as middling, 0.60’s as mediocre, 0.50’s as miserable and scores under 

0.50 are not acceptable. (Cohen, 1988) Table 16 illustrates Cronbach’s alphas and 

MSA1 values for this sample.
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Table 15 Pearson’s Correlation Coefficients for Variables-Family Demand, Family Functioning, Situational Appraisal, Problem 

Solving and Coping, Family Resources, Adaptation

Family
Demand

Family
Functioning

Situational
Appraisal

Problem Solving 
and Coping

Family
Resources

Adaptation

Family 1.00 0.13 0.96* 0.08 0.19* 0.47*
Demand 0.1969 <.0001 (0.99) 0.4038 0.0530 (0.64) <.0001(0.99)

Family 1.00 0.22* 0.36* 0.38* 0.13
Functioning 0.0223 (0.70) 0.0002 (0.92) <.0001(0.95) 0.1976

Situational 1.00 0.18 0.45* 0.48*
Appraisal 0.0677 <.0001 (0.99) <.0001 (0.99)

Problem Solving 1.00 0.37* -0.02
and Coping 0.0001 (0.95) 0.8313

Family Resources
1.00 0.19*
____________0.0485 (0.64)

*p<05 Numbers in parentheses represent powers at 5% level of significance and one-tailed hypothesis of correlation coefficients. 
Power calculations are based on the Table 3.3.2 of Statistical Power Analysis of Behavioral Sciences, Cohen, 1988.
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Table 16

Reliability Coefficients of Indices and MSAi

Statistics Family
Stressors

Family
Strains

Relative and 
Friend Support

Social
Support

Family
Coping

Family
Hardiness

Family
Distress

Cronbach
Alpha 0.74 0.84 0.55 0.49 0.59 0.58 0.50

MSA1
Values

0.74 0.82 0.70 0.67 0.63 0.74 0.59

MSA1
Rating Middling Meritorious Middling Mediocre Mediocre Middling Mediocre

6 6



67

Hypotheses Testing 

Statistical Analysis System (SAS version 8) program was utilized to conduct 

statistical testing of the hypothesized resiliency model. Path analysis was used to 

determine causal relationships between the variables using the LISREL (version 8) 

program. Hypotheses were analyzed through the use of multiple linear regression. Beta 

coefficients (p) were calculated to determine significance levels of paths in the proposed 

model (see Figure 1.1) for the population studied. Direct and indirect effects were 

determined. A p value less than .05 was utilized as a cutoff value for trimming a path 

(Polit, 1996).

Hypothesis 1

Family demands have a positive direct effect on family functioning in African American 

caregivers of chronically ill elderly.

The effect of family stressors to family functioning was 0.041 (p=0.017). 

However, family demands on family functioning was 0.024 (p=0.22). This hypothesis 

was not supported.

Hypothesis 2

Family demands have a positive indirect effect on adaptation via patterns of functioning 

in African American caregivers of chronically ill African American elderly.

The effect of family demands on adaptation was -0.001 with the sign of the path 

(p > .05). This hypothesis was not supported.

Hypothesis 3

Family functioning has a positive direct effect on situational appraisal in African 

American caregivers of chronically ill elderly.
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The effect of family strains on situational appraisal was -0.001 with the sign of 

the path (p = 0.98) and the effect of family stressors is 0.06 with the sign of the path 

(p = 0.18) This hypothesis was not supported.

Hypothesis 4

Family functioning has a positive indirect effect on adaptation via situational appraisal in 

African American caregivers of chronically ill elderly.

The sign of the path of family functioning on situational appraisal was not of a 

significant level (p = 0.18) and the indirect effect was not significant (p>. 19). Therefore, 

this hypothesis was not supported.

Hypothesis 5

Situational appraisal has a positive direct effect on problem solving and coping in African 

American caregivers of chronically ill elderly.

The effect of situational appraisal on problem solving and coping was 0.104 and 

the sign of the path was (p=0.06). This hypothesis was not supported.

Hypothesis 6

Situational appraisal has a positive indirect effect on adaptation via problem 

solving and coping in African American caregivers of chronically ill elderly.

The indirect effect problem solving and coping via situational appraisal was 0.069 

with the sign of the path (p > .05). This hypothesis was not supported.

Hypothesis 7

Problem solving and coping have a positive direct effect on adaptation in African 

American caregivers of chronically ill elderly.
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The effect of problem solving and coping on adaptation was -0.026 with the sign 

of the path (p = 0.83). This hypothesis was not supported.

Hypothesis 8

Family functioning has a positive direct effect on family resources in African American 

caregivers of the chronically ill elderly.

The effect of family functioning on family resources was 0.355 with the sign of 

the path (p < 0.0001). This hypothesis was accepted.

Hypothesis 9

Family functioning has a positive indirect effect on adaptation via family resources in 

African American caregivers of chronically ill elderly.

The indirect effect of family resources on adaptation via family resources was 

0.142 with the sign of the path (p = 0.04). This hypothesis was accepted.

Hypothesis 10

Family resources have a positive direct effect on problem solving and coping in African 

American caregivers of chronically ill elderly.

The direct effect of family resources on problem solving and coping was 0.142 

with a path sign of (p = 0.001). This hypothesis was accepted.

Hypothesis 11

Family resources have a positive indirect effect on adaptation via problem solving and 

coping in African American caregivers of chronically ill elderly.

The indirect effect of family resources on adaptation via problem solving was 

-0.0268 with as path sign of (p=0.83). This hypothesis was not supported.
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Table 17 summarizes all significant and insignificant paths in the Resiliency 

model. Over one half (53.4%) of all paths were nonsignificant. A large number of 

nonsignificant paths indicate that the relationships among the variables were not as 

theoretically specified by the Resiliency Model (Youngblut, 1994).

Model Fit

Sample scores from the seven indices of The Family Index of Regenerativity and 

Adaptation-General (FIRA-G) measuring the major dimensions of the Resiliency Model 

of Family Stress, Adjustment, and Adaptation and the Relational Processes of Balance 

and Harmony were used to test the overall fit of the model. Data were analyzed using the 

LISREL version (8) Program. Four statistics were used to determine model fit including 

the chi-square (x2)’ the goodness-of-fit index (GFI), the adjusted goodness-of-fit index 

(AGFI), and the root mean-squared residual (RMSR). The chi-square statistic (y?=6.40, 

df =5, p = 0.27, x2/ df = 1.28) was not significant. The Resiliency Model is a poor fit for 

the data when using the results of the chi square statistic. However, because the chi 

square is sensitive to sample size and even with a sufficiently large sample size, an 

overidentified model (one in which there are more known parameters than unknown ) 

may be rejected when the model fit is good. (Polit, 1996). In view of that fact, LISREL 

offers two alternatives which are independent of sample size. These are indicative of a 

good fit of a model-goodness-of-fit index (GFI) and adjusted goodness-of-fit index 

(AGFI). A value of .90 or greater for both goodness-of-fit index and adjusted goodness- 

of-fit index is indicative of a good fit of the model to the data. (Boyd, Frey, & Aaronson, 

1988). The goodness of fit index was 0.98. The adjusted goodness of fit index was 0.93. 

These indices indicate that the Resiliency Model fits the data. Finally, a RMSR value
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determines the degree of fitted residuals in the model, the smaller the fitted residual, the 

better the fit of the model. Residual values close to zero (0) indicates a good fit (Joreskog 

& Sorbom, 1989). The RMSR was 3.37 indicating a poor fit. Therefore, because chi 

square is the statistic of choice when using LISREL and the sample size was not large 

enough to skew the data, it was concluded that the Resiliency Model was not fit a good 

fit. The trimmed Resiliency Model of Family Stress, Adjustment, and Adaptation and the 

Relational Processes of Balance and Harmony is illustrated in Figure 2.

Direct Effects

Two paths of the Resiliency Model were found to be significant in directly affecting the 

outcome variables family functioning and family resources. The variable that directly 

effects family functioning is family resources (R-square=0.147, p<0.0001). The variable 

effecting family resources is problem solving and coping (R-square=0.138, p=0.0001).

Indirect Effects

One path was found to be significant in indirectly effecting adaptation. The variable that 

indirectly effect adaptation was family functioning (R square= 0.013 p=0.048). Family 

functioning effects adaptation via family resources.
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Tablel7

Paths and Standardized Beta Coefficients in the Resiliency Model

Paths Standardized Beta Coefficients

Family stress to family strains 0.393*

Family stress to relative and friend support 0.056

Family strains to relative and friend support 0.015

Relative and friend support to social support 0.355*

Relative and friend support to family coping 0.142*

Relative and friend support to family hardiness 0.299*

Relative and friend support to family distress -0.026

Family stress to social support 0.071

Family stress to family coping 0.041*

Family stressors to family hardiness 0.069

Family stress to family distress 0.250*

Family strains to social support 0.104

Family strains to family coping 0.024

Family strains to family hardiness -0.001

Family strains to family distress 0.314*

*p< 05
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R = 0.923 
e2= 0.276

R = 0.13 
E = 0.991

R =0.138 
e3 =0.897

R =0.217 
e3 =0.993 R = 0.147 

e = 0.923

Family Demands

Family Resources

Family Functioning

Problem Solving and 
Coping

Situational Appraisal

Figure 2. Trimmed model: The Model of Adjustment, Adaptation and Relational Processes of Balance and Harmony 
R2 = beta weights; e = error of variance
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Summary

The Resiliency Model of Stress, Adjustment, Adaptation and Relational Processes 

of Balance and Harmony was tested in a sample of 104 caregivers of African American 

chronically ill elderly. This model has not previously been tested in this population.

Data analysis was conducted in two phases. Phase one consisted of multiple 

regression to determine direct and indirect paths of the Resiliency Model. Pearson 

correlation coefficients were estimated for all indices of the FIRA-G instrument.

The second phased consisted of analyzing model variables to determine the fit of 

the data. LISREL was used to determine several indices of model fit. Results indicated 

that the Resiliency Model was not a good fit for the sample of study. In addition, several 

of the paths indicated in the model were nonsignificant for this population.

Three of eleven hypotheses were supported. Study findings will be discussed in 

Chapter 5.
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Chapter V 

Discussion and Recommendations 

The purpose of this study was to determine whether 104 African American 

caregivers of chronically ill elderly utilized specific attributes of the Adaptation Phase of 

the Resiliency Model of Family Stress, Adjustment, and Adaptation and the Relational 

Processes of Balance and Harmony (McCubbin & McCubbin, 1996). Descriptive 

statistics were used to analyze the sample’s demographic data, direct and indirect paths of 

the Resiliency Model were assessed using path analysis and the sample’s data was 

examined for model fit. The findings of the study, implications for nursing practice and 

recommendations for future research will be discussed.

Demographics

The sample was predominately composed of married, suburban southeastern 

Louisiana African American daughters (48.54%) who were caring for a chronically ill 

elderly parent. These sample characteristics are compatible with the African American 

sample of Theis, Biodi, Coeling, Nalepka & Miller’s (2003) study of spirituality in 

caregiving and receiving where 86.6% of the African American sample was female, with 

37% being daughters. This characteristic was similar to the sample in Cuellar’s (2002) 

study of a comparison of African American and Caucasian women caregivers of rural 

stoke clients where 47.2% of the African American population was daughters. The 

profile of primary caregivers in Williams and Dilworth-Anderson’s (2002) study of 

systems of social support in families caring for dependent African American elders 

portray 82.35% of the caregivers as female with 49% being daughters. Lampley-Dallas, 

Mold, & Flori (2001) examined at the perceived needs of African American caregivers of
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elders with dementia and found that 84.61% of the sample was female with 61.53% being 

daughters. This theme is repeated by Pierce’s (2001) study of caring and expressions of 

spirituality by urban caregivers of people with stroke in African American families where 

83.3% of the sample were women with 64% being daughters; Fredman, Daly & Lazur’s 

(1995) study of caregiver burden where 83 .7% of the African American sample were 

women with “the majority (64.8%) not being spouses but other relatives”; White, 

Townsend & Stephens (2000) with 48.72% of the sample being daughters; and Knight & 

McCallum (1998) where 82% of the sample were women with 59% being daughters. 

These studies incorporate a variety of sample sources including New York, North 

Carolina, Baltimore, Washington D C., Chicago, Mississippi, northern, northeastern and 

northwestern Ohio, Oklahoma, Pennsylvania, the National Long-Term Care Survey, 

(NLTCS), a large, nationally representative sample of caregivers to frail elderly adults, 

and the Duke Established Populations for Epidemiological Studies of the Elderly which 

demonstrate large geographically diverse areas. These findings lead one to conclude that 

females, specifically daughters, are the major or primary caregivers in the African 

American family structure which support the findings in this study.

All caregivers reported a religious affiliation, with the majority listing their 

membership as either Protestant/Baptist (60%) or Roman Catholic (30%). This indicates 

a significant presence and value of Judeo/Christian oriented spirituality within this 

sample. These findings are consistent with those of Taylor, Jackson & Chatters (1997) 

and McAdoo (1997) depicting the centrality of religion and church membership in 

African American culture. The church is viewed as a source of formal and informal 

support and social networking, involving individuals from all socioeconomic status
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sharing common religious convictions. This is further supported by Newlin, Knafl & 

Melkus (2002), who concluded that African American spirituality is at the core of 

African American culture and influences health care practices and beliefs. Similar 

conclusions are based on the findings of research studies such as, Mattis & Jaggers’ 

(2001) study of religiosity in African American families; Quinn, Cook, Nash & Chin’s 

(2001) study of religiosity and compliance in African Americans with diabetes; and 

Samuel-Hodge, Headen, Skelly, Ingram, Keyserling, Jackson, Ammerman, & Elsay ‘s 

(2000) study of diabetes management in African Americans with religiosity as a 

medicating factor. Furthermore, Ferraro and Koch (1994) proclaimed that religious 

practices have a significant influence on health and health practices of African 

Americans.

Overall, this sample (86.41%) consisted of well-educated caregivers. The majority 

of the caregivers in this sample had an associate degree or higher (46.1%), with 42 .31% 

having completed high school. In addition, 49.51 % of the sample had an average 

income of $30,000and above. White’s et al. (2000) study of African American and white 

women in a parenting role revealed that educational status of the African American 

women to be high school and at least two years of college and an average income of 

$40,000-59,999. Williams & Dilworth-Anderson (2002) indicate that 24% of the 

caregivers had a high school education with 32% having 1 to > 4 years of college and an 

average income of >$15,000. The educational status of the African American sample in 

Fredman’s et al. (1995) study was 41.8% having completed high school and some college 

with an average income of $12,000+. Finally, 79.16% of the caregivers in a study by 

Harris, Wicks, Faulkner & Hathaway (2000) identifying subjective caregiver burden of
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clients with end stage renal disease awaiting transplant had at least a high school diploma 

and some college. These data are significant to note because the African American 

caregivers in the previously mentioned studies have chosen not to institutionalize their 

elderly. McAdoo (1997) has stated that, “The greater the income and higher the formal 

education of Africa’s descendants, the more that family organization and other 

sociocultural attributes are intentionally or unintentionally patterned after those of the 

European-dominant group, (p. 14). This hypothesis, however, has not been scientifically 

supported.

The majority (57.84%) the caregivers in this study had 0 of the 5 years of 

previous caregiver experience and 90% of the care was delivered in the care recipient’s 

home. The average caregiver experience has been at least five years or more indicating 

an adjustment in activities of daily living and successful adaptation to the role of 

caregiver. (Ceullar, 2002; Pierce, 2001; Lampley-Dallas et al., 2001; & Dilworth- 

Anderson, Williams & Gibson, 2002). Several research studies substantiate that finding 

that African American caregivers are more likely to rely on informal sources of support 

to assist in care and have a greater number of nuclear and extended kin who can assist 

with home care of the elderly. (Cuellar, 2002; Fredman et al., 1995; Hing & Bloom,

1990; Janevic & Connell, 2001; & Stenit & Pokomy, 1998).

The great majority of the sample (59.61%) had one to five children living at 

home. This illustrates that while these African American caregivers had the 

responsibility of raising children, they were not overwhelmed and did not perceive an 

added burden with the assumption of the caregiving role of the chronically ill elderly. 

Also, despite family obligations, this did not preclude their taking on “added”
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responsibility. Similar findings are includes in studies by Williams & Dilworth- 

Anderson (2002); Harris et al. 2000; and Carpenter (2001). In fact, in White’s et al. 

(2000) study one of the ineligibility criteria was having children over the age of 25 or no 

children living at home. This illustrates the relevance of having children in the home and 

the caregiver role.

Resiliency Model Findings

The Resiliency Model did not fit the data. This section will focus on discussion 

of significant and nonsignificant findings of the study as they relate to published research. 

Hypothesis One

Family demands have a positive direct effect on family functioning of African 

American caregivers of chronically ill elderly.

Hypothesis Two

Family demands have a positive indirect effect on adaptation via patterns of 

functioning in African American caregivers of chronically ill elderly.

In this study, the African American caregivers did not demonstrate that the 

demands placed upon the family affected family functioning (p = 0.22), nor did family 

demands have an indirect effect on adaptation. However, there was a direct effect of 

family demands on adaptation (p<0001). This relationship is strongly supported in the 

literature. Nursing and social science research has examined African American 

caregivers and reported that while the demands placed on the family may increase, they 

are perceived as being motivational (Cuellar 2002), filial in nature (Cuellar, 2002; Taylor 

& Chatters 1997), representing cultural and spiritual values and beliefs (Pierce 2001;

Cain & Wicks, 2000), purposeful and are reciprocal in nature (Harris et al., 2000).
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Therefore adaptation to these demands viewed as expected changes in a “normal” way of 

life.

Hypothesis Three

Family functioning has a positive direct effect on situational appraisal in African 

American caregivers of chronically ill elderly.

Hypothesis Four

Family functioning has a positive indirect effect on adaptation via situational 

appraisal in African American caregivers of chronically ill elderly.

Family functioning did not directly effect situational appraisal (p =18), nor did it 

indirectly effect adaptation (p >0.19). The sample in this study did not perceive stressors 

and strains as a dilemma or deterrent when the caregiving situation was assessed. The 

mean score for family functioning was high (M = 50.75, SD = 7.37) indicating increased 

family stress and strain, yet the situational appraisal mean score was moderate (M = 

24.43, SD = 6.81). Additionally, the mean score for adaptation was low (M = 7.98, SD = 

7.63) indicating no effect on adaptation by these families. This indicates high levels of 

self-efficacy and self satisfaction, and low levels of caregiver burden and stress in these 

families. These results are consistent with research linking resilience in African 

American families, caregiver stress, depression, self-efficacy and life satisfaction (Cain & 

Wicks, 2000; Cuellar, 2002; Harris et al., 2000; & Hill, 1998) to family functioning. 

Nursing and Social Science research of African American caregiving and family 

functioning has shown that family functioning is directly related to values, beliefs, 

effective communication patterns and social interactions and the ability of families to 

negotiate and interact effectively with external subsystems such as extended families or
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kinship networks, friends, neighbors and churches (Hill, 1998; Newlin et. al., 2002; 

Taylor & Chatters, 1997) The African American caregivers in this study demonstrated 

high mean scores in the use of family resources (M = 27.94, SD = 5.76) indicating that 

they utilized families, extended networks, friends, neighbors and churches as a means of 

support during caregiving to the chronically ill elderly.

Hypothesis Five

Situational appraisal has a positive direct effect on problem solving and coping in 

African American caregivers of chronically ill elderly.

Hypothesis Six

Situational appraisal has a positive indirect effect on adaptation via problem 

solving in African American caregivers of chronically ill elderly.

Situational appraisal did not directly effect problem solving and coping 

(p = 0.06), nor was there an indirect effect on adaptation (p> .05). However, in this 

population, situational appraisal directly effected adaptation (p < .0001). The African 

American caregivers in this study appraised their caregiving situations more favorably 

and in a positive light thereby decreasing needs of problem solving and coping. In a 

study by Farran, Miller, Kaufman & Davis (1997) African American caregivers were 

found to derive more spiritual meaning from their caregiving experiences and utilized 

higher levels of reappraisals when caring for chronically ill elderly (Knight & McCallum, 

1998). The situational appraisal mean scores for the African American sample of this 

study were moderate (M = 24.43, SD = 6.81) indicating a positive, active and sufficient 

use of the appraisal process.
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Hypothesis Seven

Problem solving and coping have a positive direct effect on adaptation in African 

American caregivers of chronically ill elderly.

Problem solving and coping did not have a positive direct effect on adaptation 

(p = 0.83). The African American caregivers in this study did not view caregiving as a 

problem. This role and responsibility was inherent of their care values, and beliefs 

system. This premise has been supported by research findings of by Cuellar (2002), 

Pierce (2001), and White et al. (2001). Cuellar (2002) reported that the African 

American caregivers, primarily daughters, of stoke bound clients reported higher life 

satisfaction when caring for the elderly. This care was seen as a filial responsibility, and 

a sense of personal obligation and duty. In Pierce’s (2001) study of African American 

caregivers of stroke bound clients, caring was viewed as a way of maintaining the family 

system, and rewarding the caregiver with an “inner” satisfaction which came from the 

actual caregiving experience. The caregivers identified the caregiving experience as a 

motivational, purposeful and as a means of maintaining “filial piety.” White et al. (2000) 

reported that African American values and beliefs about aging, and role expectations 

were factors which influenced little or no stress in African American caregivers of elderly 

clients.

Hypothesis Eight

Family functioning has a positive direct effect on family resources in African 

American caregivers of chronically ill elderly.
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Hypothesis Nine

Family functioning has a positive indirect effect on adaptation via family 

resources in African American caregivers of chronically ill elderly.

Family functioning direct effects family resources of caregivers (p < .0001), with 

family functioning mediating adaptation through family resources (p = 0.04). The 

African American caregivers in this study had excellent and strong family resources 

which were utilized to assist them to modify the family architecture, thereby adapting to 

the caregiving situation. The support which was given by the extended family, friends, 

neighbors, churches and communities afforded these caregivers the opportunity to 

successfully negotiate the caregiving situation. What Ceullar (2002), Pierce (2001), and 

White et al. (2000) have noted is this: how the African American family responds to the 

demands and challenges of family problems is directly impacted by the support of fellow 

family members, the family beliefs and value system about aging and role expectations 

and attitudes about providing care, filial support, religiosity, perceived rewards and sense 

of duty are attributes. Having the reinforcement and consistency of these sources of 

support, in turn allow for more comprehensive and “supportive care” of the caregiver 

which in turn allows them (caregivers) to be more successful in providing care to the 

chronically ill.

Hypothesis Ten

Family resources have a positive direct effect on problem solving and coping in 

African American caregivers of chronically ill elderly.

Family resources directly impacted problem solving and coping (p = 000.1). The 

African American caregivers in this study had a broad base family resource system,
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which was enabled them to effectively problem solve and cope in the caregiving 

situation. Resources, relative and friend support and social support, are factors which 

allow the caregiver the opportunity to problem solve and cope with stressors while 

operating in the caregiver role. Cuellar (2002) reported that African American caregivers 

have more respite resources, such as extended family members and friends, thereby 

lowering stress and exhaustion. Findings from studies by Wallsten (2000), White et al. 

(2000) and Williams & Dilworth-Anderson (2002) consistently show that African 

American caregivers are more resourceful and have extended resources. There are social 

and religious values, pride, respect and a strong community feeling of responsibility 

about caring for the elderly which motivate performance of acts without regard for 

monetary compensation.

Hypothesis Eleven

Family resources have a positive indirect effect on adaptation via problem solving 

and coping in African American caregivers of chronically ill elderly.

Family resources did not affect adaptation through the mediating variable of 

problem solving and coping (p = 0.83). Although the African American caregivers in 

this study had a vast support system and utilized this system to problem solve and cope, it 

did not lead to successful adaptation. Problem solving and coping do not assure 

successful adaptation. This illustrates the distinct difference in coping with the 

caregiving situation and adapting to the caregiving. One reason for this inconsistency 

may be attributed to the instrument used to collect the data. This instrument is relatively 

new and has not been used in this specific population or area of the country. There may 

be other variables involved not measured in this study. Additionally, Freman et al.
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(1995) indicates that responses may differ in African American populations because the 

scales currently used are more relevant to White caregivers. There may be some 

discomfort in revealing feelings and biased responses related to cultural values. Fox, 

Hinton & Levkroff (1999) surmised that African American caregivers may experience 

high levels of stress and burden because of discrimination and economic exploitation.

Limitations of the Study 

There were several limitations of this study worth noting. The study was 

designed as cross- sectional. Psychometric testing results of several indices were less 

than optimal. The reliability coefficients of five of the seven indices were unacceptable 

which affected the study findings related to relative and friend support, social support, 

family coping, family hardiness, and family distress. This indicates that the reliability of 

the instrument for this population is questionable, possibly explaining why at least 50% 

of the paths found during data analysis were nonsignificant. In general, the findings are 

tentative as related to these indices.

The FIRA-G is a specific set of measures specifically developed to assess the 

components of the Resiliency Model. Each index in the FIRA-G was taken from a larger, 

more comprehensive scale. The items selected from each scale were designed to select 

“critical dimensions and components” of the Resiliency Model. It is important to note 

that the scales from which the FIRA-G were developed and normed on populations with 

the following attributes: Caucasians (McCubbin et al., 1982), Caucasian and African 

American adolescents (McCubbin et al. 1998), Native Americans (McCubbin et al,

1983), Native Hawaiians (McCubbin et al., 1986), wives of military husbands 

(McCubbin et al. 1986) investment bankers and their families (McCubbin & Thompson
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1988), families of children with chronic illnesses (McCubbin et al., 1986), African 

American military families (McCubbin et al. 1986), farm families and those living in the 

Midwest (McCubbin et al. 1982). The sample in this study was southeastern Louisiana 

African American adults. This indicates that the majority of items listed in the FIRA-G 

instrument may be inappropriate for this sample, therefore not capturing realistic and 

accurate concept domains. Thus, these items should be revised and tested in similar 

samples to improve the instrument’s validity and reliability.

Summary

In general the findings of the study were supported by the literature regarding 

relationships between family stress and family strains; relative and friend support and 

social support; relative and friend support and family coping; relative and friend support 

and family hardiness; family stress and coping, family stressors and family hardiness; and 

family strains and family distress.

Several processes as described in the Resiliency Model of Family Stress, 

Adjustment and Adaptation and Relational Processes of Balance and Harmony do operate 

in African American caregivers. These processes are supported by research of African 

American caregivers.

Implications for Nursing

The findings of this study have implications for nursing research, theory and 

practice. Resilience in African American caregivers of chronically ill elderly in this 

study was not consistently demonstrated as illustrated in The Resiliency Model of Family 

Stress, Adjustment, and Adaptation and Relational Processes of Balance and Harmony. 

This study and other studies in nursing and social science have shown that adaptive
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processes in African American families are rooted in their spirituality, cultural values and 

beliefs. These variables directly influence family adaptation. Nurses need to become 

more culturally savvy when working with African American caregivers thereby being in 

tune with their motivations and needs-biopsychosocio-spiritual and cultural needs and 

resources. The significance and impact of what is important to the client and family 

and/or significant support person(s) gives one more accurate insight about how the family 

functions as a unit. Nurses can no longer be content to “nurse” only the client. The 

family and significant support person (s) must be included because they are critical 

components of patient’s system of care. Imbedded in this is the need for nurses to assess 

family dynamics including identifying key primary caregivers and understanding the role 

of such individuals in the caregiving process.

There are implications for further research of African American cultures in 

various areas of the country to develop appropriate theories and models of family 

functioning for this population. For example, qualitative research studies with African 

American caregivers should be conducted to generate data which may be used as a basis 

for theory development.

Implications for nursing practice include the development of interventions based 

on the assessment of the caregiving experience, which are specific to the African 

American population. The outcomes African American caregiver interventions must be 

documented and evaluated allowing for better understanding and application of these 

techniques when planning nursing care for more effective management and enhancement 

of the quality nursing care.
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The results of this study should be utilized to provide insight into the “culture” of 

African American caregiving in this area of the country. The factors which increase or 

decrease caregiver burden need be identified and incorporated into nursing practice to 

facilitate the caregiving process for families of chronically ill African Americans. The 

Resiliency Model can serve as a guide to develop a theory of African American 

caregiving.

Recommendations

Based on the findings and limitations of this study, the following are 

recommendations for further research:

1. Replication of this study using African American subjects in other 

geographical areas of the state of Louisiana and United States.

2. Further research to explore similarities and differences in African 

American caregivers in other geographical areas.

3. Development and testing of a Resiliency Model that reflect characteristics 

and values of African American caregivers.

4. Development of caring nursing interventions incorporating values and 

beliefs specific to African Americans.

5. Revision of the FIRA-G, with testing the validity and reliability of its 

indices with African American caregiver populations.

6. Examine the relationship between family demands and family functioning 

in African American caregivers.

7. Examine the relationship between family functioning and family resources 

in African American caregivers.
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8. Develop a new model of resiliency specific to African American 

caregivers with family demands, family functioning and family resources as independent 

variables.

9. Conduct qualitative research to gain in-depth knowledge of the culture and 

values of African American caregivers of the chronically ill elderly.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



90

References

Albert, S. (1992). Psychometric investigation of belief system: Caregiving to the 

chronically ill parent. Social Science Medicine, 35, 699-709.

Anthony, E. (1987). Risk, vulnerability and resilience. In The vulnerable child. E. 

Anthony & B. Cohler (Eds.), (pp. 3-48). New York: Guilford Press.

Archbold, P., Stewart, B., Greenlick, M., & Harvath, T. (1990). Mutuality and

preparedness as predictors of caregiver role strain. Research in Nursing and 

Health, 13, 375-384.

Ashton, V. (1996). A study of mutual support between Black and White grandmothers 

and their adult grandchildren. Journal o f Gerontological Social Work, 26(1/2), 

87-100.

Bagley, C., & Carroll, J. (1998). Healing forces in African American families. In 

Resiliency in African American families. H. McCubbin, E. Thompson, A. 

Thompson, & J. Futrell (Eds.). California: Sage Publications, Inc.

Banks, J., Cameron, W., Montague, M., Toliver, J., Hobbs, S., Peterson, L., et al. (1989) 

The chronically ill grandparent in minority multigenerational family households: 

Problems and solutions from three points of view. Journal o f National Black 

Nurses Association. 3(2), 41-48.

Barbarin, O. (1983). Coping with ecological transition by Black families: A 

psychological model. Journal o f Community Psychology, 11:308-322.

Bass, S., Kutza, E., & Torres-Gil, F. (Eds). (1990). Diversity in aging. Illinois: Scott 

Foresman.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



91

Batson, C. (1987). Prosocial motivation: Is it ever truly altruistic? In L. Berkowitx, (Ed.) 

Advances in experimental social psychology, Volume 20, New York: Academic 

Press.

Becker, G., Beyene, Y., Newsom, E. & Rodgers, D. (1998). Knowledge and care of 

chronic illness in three ethic minority groups. Family Medicine 30(3), 173-178.

Belgrave, F. & Lewis, D. (1994). The role of social support in compliance and other 

health behaviors for African Americans with chronic illness. Journal o f Health 

and Social Policy, 5, 55-68.

Billingsley, A. (1992). Climbing Jacob’s ladder: The enduring legacy o f African 

American families. New York: Simon & Shuster.

Boyd, C.J., Frey, M.A., & Aaronson, L.S. (1988). Structural equation models and nursing 

research: Part I. Nursing Research, 37, 249-252.

Brickman, P., Rabinowitz, V., Kuruza, J., Coates, D., Cohn, E., & Kidder, L. (1982). 

Models of helping and coping. American Psychologist, 37, 368-384.

Brody, E., Johnson, P., Fulcomer, M., Lang, A. (1983). Women’s changing roles and 

help to the elderly: Attitudes of three generations of women. Journal o f 

Gerontology. 38, 597-607.

Bums, N. & Grove, S. (2001). The practice o f nursing research: Conduct, critique and 

utilization. (4th ed.). Philiadelphia: W. B. Saunders Co.

Burton, L. & Dillworth-Anderson, P. (1991). The intergenerational family roles of aged 

black Americans. Marriage and Family Review, 16,311-330.

Butler, F. & Romberg, E. (1994). Health care utilization patterns of hypertensive and 

diabetic African American elderly. Journal o f Cultural Diversity, 1(44), 74-78.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



92

Cain, C., & Wicks, M. (2000). Caregiver attributes as correlates of caregivers coping

with chronic obstructive pulmonary disease. Journal o f Family Nursing. 6(1), 46- 

68 .

Campinha-Bacote, J. (1998). African Americans. InL. Purnell &B. Paulanka (Eds.), 

Transcultural health care: A culturally competent approach (pp. 53-73). 

Philadelphia: F.A. Davis.

Cantor, M., & Hirshom, B. (1988). Intergenerational transfers within the family context 

motivating factors and their implications for caregiving. Women and Health, 14, 

39-51.

Carpenter, B. (2001). Attachment bonds between adult daughters and their older mothers: 

Associations of contemporary caregiving. Journal o f Gerontology. 56B (5), 

P257-P266.

Chatters, L., Levin, J., & Taylor, R. (1992). Antecedents and dimensions of religious 

involvement among older Black adults. Journal o f Gerontologist, 47, 269-278.

Chatters, L., Taylor, R. & Jackson, J. (1985). Size and comparison of the informal helper 

networks of elderly blacks. Journal o f Gerontology, 40, 605-614.

Chen, V. (1990). Smoking and health gaps in minorities. Annals o f Epidemology, 3, 

159-310.

Cherry, B., & Giger, J. (1999). African Americans. In Transcultural Nursing: Assessment 

and Intervention. (3rd ed). J. Giger & R. Davidhizar (Eds.).(pp. 167-199). St. 

Louis: Mosby, Inc.

Choi, N. (1995). Differences between blacks and whites: Intergenerational coresidence 

and social contacts, Journal o f Gerontological Social Work, 24(112), 77-95.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



93

Cobb, S. (1976). Social support as a moderator of life stress. Psychosomatic Medicine,

38, 300-314.

Cohen, J. (1988). Statistical power analysis fo r the behavioral sciences. (2nd Ed.). New 

Jersey: Lawrence Erlbaum Associates.

Connors, J., & Donnellan, A. (1998). Walk in beauty: Western perspectives on disability 

and Navajo family/cultural resilience. In H. McCubbin, E. Thompson, A. 

Thompson, & J. Fromer. (Eds.). Resiliency in Native American and immigrant 

families (pp. 143-158). California: Sage Publications, Inc.

Cuellar, N. (2002). A Comparison of African American and Caucasian American female 

caregivers of rural, post-stroke, bedbound older adults. Journal o f Gerontological 

Nursing. 28 (1): 36-45.

Deitch, J., Hansen, K., Craven, T., Flack, J., Appel, R , & Dean, R. (1997) Renal artery 

repair in African Americans. Journal o f Vascular Surgery, 26, 465-473.

Dellasega, C. (1990). The relationship between caregiving and employment: A stress in 

employed and unemployed caregivers of elderly persons. Journal o f the AAOHN, 

38, 154-159.

Dillworth-Anderson, P., Williams, C., & Gibson, B. (2002). Issues of race, ethnicity, and 

culture in caregiving research: A 20-year review (1980-2000). The Gerontologist. 

42 (2), 237-272.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



94

Dilworth-Anderson, P., Williams, S., & Cooper, T. (1999). Family caregiving to elderly 

African Americans: Caregiver types and structures. Journal o f Gerontology, 54B 

(4), S237-S241.

Epstein, N., Bishop, D., & Baldwin, L., (1982). McMaster model offamily functioning: A 

view o f the normal family. In F. Walsh (Ed.), Normal family processes. New 

York: Guilford.

Ferraro, K. & Koch, J., (1994). Religion and health among black and white adults: 

Examining social support and consolation. Journal o f Scientific Study in Religion. 

4: 362-375.

Finley, N., Roberts, M., & Banahan, B. (1988). Motivators and inhibitors of attitudes of 

filial obligation toward aging parents. The Gerontologist, 28, 73-78.

Fleck, S. (1980). Family functioning and family pathology. Psychiatric Annals, 10, 46- 

47.

Ford, M., Tilley, B., & McDonald, P. (1998). Social support among African American 

adults with diabetes, Part 2: A review. Journal o f the American Medical 

Association, 90(7), 425-432.

Fox, K., Hinton, W., Levkoff, S. (1999). Take up the caregiver’s burden: Stories of care 

for urban African American elders with dementia. Culture, Medicine, and 

Psychiatry, 23, 501-529.

Franklin, J. & Moss, A. (1994). From slavery to freedom: A history o f African Americans 

(7th ed.). New York: McGraw-Hill.

Giger, J. & Davidhizar, R. (1999). Transcultural nursing: Assessment & intervention. (3rd 

ed.). St. Louis. Mosby, Inc.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



95

Gonzalez, E. (1997). Resourcefulness, appraisals, and coping efforts of family caregivers. 

Issues in Mental Health Nursing, 18: 209-227.

Gordon-Bradshaw, R. (1987). A social essay on special issues facing poor women of 

color. Women and Health Care, 12, 243-259.

Greenberg, M. (1982);f theory o f indebtedness. InK. Gergen, M. Greenberg & Willis,

R. (Eds). Social exchange: Advances in theory and research. New York: Plenum 

Press.

Gregory, D., Peters, N. & Cameron, C. (1990). Elderly male spouses as caregivers.

Toward an understanding of their experience. Journal o f Gerontological Nursing, 

16(3) 20-24.

Guberman, N., Maheu, P., & Mallie, C. (1992). Women as family caregivers: Why do 

they care? The Gerontologist, 32, 607-617.

Haley, W., Roth, D., Coleton, M., Ford, G., West, C., Collins, R., & Isobe, T.

(1996). Appraisal, coping and social support as mediators of well-being in Black 

and White family caregivers of patients with Alzheimer’s disease. Journal o f 

Consulting and Clinical Psychology, 64, 121-129.

Harris, T., Thomas, C., Wicks, M., Faulkner, M., & Hathaway, D. (2000). Subjective

burden in young and older African-American caregivers of patients with end stage 

renal disease awaiting transplant. Nephrology Nursing Journal 27 (4):383-404.

Hill, R., (1998). Enhancing the resilience of African American families. Journal o f 

Human Behavior in the Social Environment l(2/3):49-61.

Hill, R. (1958). Generic features of families under stress. Social Casework, 49, 139-150.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



96

Hines-Martin, V. (1992). A research review: Family caregivers of chronically ill African 

American elderly. Journal o f Gerontological Nursing. 18(2) 25-29.

Hollingsworth, L. (1999). Symbolic interactionism, African American families and the 

transracial adoption controversy. Journal o f the National Association o f Social 

Workers, 44, 443-453.

Horowitz, A. (1985). Family caregiving of the frail elderly. Annual Review o f 

Gerontology and Geriatrics, 5, 194-246.

Horowitz, A. & Shindleman, L. (1983). Reciprocity and affection: Past influences on 

current caregiving. Journal o f Gerontological Social Work, 5, 5-20.

Jennings, A. (1999). Who supports elderly African Americans in adhering to their 

healthcare regimen? Home Healthcare Nurse, 17(8), 519-525.

Joreskog, K., & Sorbom, D. (1984). Lisrel VI. (3rd ed.). Uppsala, Sweden: University 

of Uppsala.

Kazak, A., Reber, M., & Snitzer, L. (1988). Childhood chronic disease and family 

functioning: A study of phenlyketonuria. Pediatrics, 81, 224-230.

Keith, C. (1995). Family caregiving systems: Models, resources and values. Journal o f 

Marriage and the Family. 57, 179-190.

Kelly, J. (1994, July/August). African American caregivers: Preceptions of caregiving 

situation and factors influencing delay of institutionalization of elders with 

dementia. The Journal o f National Black Nurses Association, 106-109.

Kingston, R., & Smith, J. (1997). Socioeconomic status and racial ethnic differences in 

functional status associated with chronic diseases. American Journal o f Public 

Health, 7(5) 805-810.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



97

Knapp, T., & Campbell-Heider, N. (1989). Multivariate observations and variables in 

multivariate analysis. Western Journal o f Nursing Research, 11(5), 634-640.

Kosiulek, J. & Lustig, D. (1998). Predicting family adaptation from brain injury related 

family stress. Journal o f Applied Rehabilitation Counseling, 29 (1), 8-12.

Kumanyika, S. (1990). Diet and chronic disease issues for minority populations, Journal 

o f Nutritional Education, 22, 89-96.

Kumanyika, S., & Golden, P. (1991). Cross-sectional differences in health status in U.S. 

racial/ethnic minority groups: Potential influence on temporal changes, disease, 

and lifestyle transitions. Ethnicity and Disease, 1,50-59.

Lampley-Dallas, V., Mold, J., & Flori, D. (2001). Perceived needs of African-American 

caregivers of elders with dementia. Journal o f the National Medical Association. 

93 (2), 47-57.

Larkin, J. (1987). Factors influencing one’s ability to adapt to chronic illness. Nursing 

Clinics o f North America, 22, 535-542.

Lavee, Y., McCubbin, H. & Olson, D. (1987). The effects of stressful life events and 

transitions on family functioning and wellbeing. Journal o f Marriage and the 

Family, 49, 857-973.

Lavee, Y., McCubbin, HI., & Patterson, J.M., (1985). The double ABCX model of

family stress and adaptation: An empirical test by analysis of structural equations 

with latent variables. Journal o f Marriage and the Family, 47, 811-825.

Lazurus, R., & Folkman, S. (1984). Stress, appraisal, and coping. New York: Springer.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



98

Levine, J., Chatters, L., & Taylor, R. (1995). Religious effects on health status and life 

satisfaction among Black Americans. Journal o f Gerontology: Social Sciences. 

50B(3), S154-S163.

Lewis, J., & Looney, J. (1984). The long struggle: Well-functioning working-class black 

families. New York: Brunner/Mazel.

Lustig, D. (1997). Family with an adult with mental retardation: Empirical family 

typologies. Rehabilitation Counseling Bulletin, 41, 138-157.

McAdoo, H. (1998). African American families: Strengths and realities. In Resiliency in 

African American families. H. McCubbin, E. Thompson, A. Thompson, & J. 

Futrell. (Eds.). California: Sage Publications, Inc.

McCubbin, H. (1998). Resiliency in African American families: Military families in

foreign environments. In Resiliency in African American Families. H. McCubbin, 

E. Thompson, A. Thompson &J. Futrell (Eds.), (pp. 67-97). California: Sage 

Publications, Inc.

McCubbin, H.I. (1987). Family index o f Regenerativity and adaptation-general (FIRA- 

G). In H.I. McCubbin, A.I. Thompson, &M.A. McCubbin (1996). Family 

assessment: Resiliency, coping and adaptation-Inventories fo r research and 

practice (pp.823-841). Madison: University of Wisconsin System.

McCubbin, H., Fleming, W., Thompson, A. Neitman, P., Elver, K., & Savas, S. (1998). 

Resiliency and coping in “at risk” African American youth and their families. In 

H. McCubbin, E. Thompson, A. Thompson, &J. Futrell (Eds.). Resiliency in 

African American families (pp. 287-328). California: Sage Publications, Inc.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



99

McCubbin, H., Futrell, J., Thompson, E., & Thompson, A. (1998). Resilient families in 

an ethnic and cultural context. In Resiliency in African American families. H. 

McCubbin, E. Thompson, A. Thompson, &J. Futrell. (Eds.), (pp. 329-351). 

California: Sage Publications, Inc.

McCubbin, M. & Haung, S. (1989). Family strengths in the care of handicapped children.

Targets for intervention. Family Relations, 38,436-443.

McCubbin, H.I., Larsen, A. & Olsen, D. (1982a). Family coping-coherence index. In

McCubbin, H.I. (1987). Family Regenerativity and adaptation-General (FIRA-G). 

In H.I. McCubbin, A.I. Thompson, &M.A. McCubbin (1996). Family assessment: 

Resiliency, coping, and adaptation-Inventories fo r research and practice, (pp. 

823-841). Madison: University of Wisconsin System.

McCubbin, H I., Larsen, A. & Olsen, D. (1982b). The relative andfriend support index. 

In McCubbin, H.I. (1987). Family Regenerativity and adaptation-General (FIRA- 

G). In H.I. McCubbin, A.I. Thompson, &M.A. McCubbin (1996). Family 

assessment: Resiliency, coping, and adaptation-Inventories fo r research and 

practice, (pp. 823-841). Madison: University of Wisconsin System.

McCubbin, HI., & Patterson, J. (1982). The family strains index. In H.I. McCubbin,

(1987). Family index o f regenerativity and adaptation-General (FIRA-G). In H.I. 

McCubbin, A. I. Thompson, &M.A. McCubbin. (1996). Family assessment: 

Resiliency, coping and adaptation-Inventories fo r research and practice (pp. 823- 

841). Madison. University of Wisconsin System.

McCubbin, H I., & Patterson, J. (1981a). The family stressors index. In McCubbin, H I. 

(1987). Family index o f regenerativity and adaptation-General (FIRA-G). In H.I.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



100

McCubbin. A.I. Thompson, &M.A. McCubbin (1996). Family assessment: 

Resiliency, coping and adaptation-Inventories fo r research and practice, (pp. 

823-841). Madison: University of Wisconsin System.

McCubbin, HI., & Patterson, J. (1981b). The family distress index. In McCubbin, H.I. 

(1987). Family index o f regenerativity and adaptation-General (FIRA-G). In H.I. 

McCubbin. A.I. Thompson, &M.A. McCubbin (1996). Family assessment: 

Resiliency, coping and adaptation-Inventories for research and practice, (pp. 

823-841). Madison: University of Wisconsin System.

McCubbin, HI., Patterson, J., & Wilson, L. (1983). Family Inventory of Life Events and 

Challenges (FILE). In H.I. McCubbin, A.I. Thompson, & M. A. McCubbin 

(1996). Family assessment: Resiliency, coping and adaptation-Inventories for 

research and practice, (pp. 103-178). Madison: University of Wisconsin 

System.

McCubbin, M.A.(1989). Family stress and family strengths: A comparison of single-and 

two-parent families with handicapped children. Research in Nursing and Health, 

12, 101- 110.

McCubbin, M. A. (1988). Family stress, resources and family types: Chronic illness in 

children. Family Relations, 37, 203-210.

McCubbin, M.A., McCubbin, H.I.. & Thompson, A.I. (1986). Family hardiness index. In 

McCubbin, H.I. (1987). Family index o f regenerativity and adaptation-General 

(FIRA-G). In H.I. McCubbin, A.I. Thompson, &M.A. McCubbin (1996). Family 

assessment: Resiliency, coping and adaptation-Inventories fo r research and 

practice, (pp. 823-841). Madison: University of Wisconsin System.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



McCubbin, H. & McCubbin, M. (1996). Resiliency in families: A conceptual model o f 

family adjustment and adaptation response to stress and crisis. In H.I.

McCubbin, A.I. Thompson, &M.A. McCubbin (1996). Family assessment: 

Resiliency, coping and adaptation-Inventories for research and practice, (pp. 1- 

64). Madison: University of Wisconsin System.

McCubbin, M. A. & McCubbin H. I. (1989). Theoretical orientations to family stress and 

coping. In C. R  Figley (Ed), Treating stress in families. New York. 

Brunner/Mazel.

McCubbin, H.I., & Patterson, J.M. (1983). Family transitions: Adaptation to stress. In

H.I. McCubbin & C. R. Figley (Eds.). Stress and the family: Coping with 

normative transitions, I. New York: Brunner/Mazel.

McCubbin, H I., Patterson, J. & Glynn, T. (1982). The social support index. In H.I.

McCubbin (1987). Family index o f regenerativity and adaptation-General (FIRA- 

G). In H.I. McCubbin, A.I. Thompson, &M.A. Thompson (1996). Family 

assessment: Resiliency, coping and adaptation-Inventories fo r research and 

practice, (pp. 823-841). Madi son: University of Wisconsin System.

McCubbin, H.I., McCubbin, M. A., Thompson, A., & Thompson, E. (1998). Resiliency in 

ethnic families: A conceptual modelfor predicting family adjustment and 

adaptation. In H. McCubbin, E. Thompson, A. Thompson, & J. Fromer (Eds). 

Resiliency in Native American and immigrant families (pp. 3-48). California: Sage 

Publications, Inc.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



102

McCubbin, M.A. & McCubbin, H. I. (1993). Families coping with illness: The resiliency 

model o f stress, adjustment, and, adaptation. In C. Danielson, B. Hamel-Bissell,

& P. Winstead-Fry (Eds.). Families and illness (pp. 21-63). New York: Mosby.

McCubbin, M.A., McCubbin, H I., & Thompson, A. (1987). Family problem-solving

communication index, In H.I. McCubbin &A. Thompson (1989). Balancing work 

and life on Wall Street: Stockbrokers and families coping with economic 

instability. Edina, MN: Burgess International.

McCubbin, M. A., MCCubbin, H I., & Thompson, A.I. (1986). Family Hardiness Index 

(FHI). In HI. McCubbin, A.I. Thompson, & M. A. McCubbin (1996). Family 

assessment: Resiliency, coping and adaptation-Inventories fo r research and 

practice, (pp. 239-305). Madison. University of Wisconsin System.

McShane, R. (1987). An analysis o f the effects o f chronic illness, family stress, coping 

and resources fo r management on family adaptation. (Doctoral dissertation, 

University of Wisconsin-Madison, 1987). Dissertation Abstracts International, 

4(9), 227.

Martin, J., Engle, V., & Graney, M. (1999). Determinants of health related hardiness 

among urban older African American women with chronic illnesses. Holistic 

Nursing Practice, 13(3), 62-70.

Mattis, J., & Jaggers, R. (2001). A relational framework for the study of religiosity in the 

lives of African Americans. Journal o f Corem Psychology, 29(5), 519-539.

Maxwell, A., Hunt, F., & Bush, M. (1992). Effects of a social group as an adjunct to 

diabetes training on metabolic control and psychosocial outcomes. Diabetes 

Educator, 18, 303-309.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



103

Meyers, H., Kagawa-Singer, M., Kumanyika, S., Lex, B., & Markides, K. (1995). Panel 

III: Behavioral risk factors related to chronic diseases in ethnic minorities. Health 

Psychology, 14(7), 613-621.

Miller, C. (1993). Trajectory and empowerment theory applied to care of patients with 

multiple sclerosis. Journal o f Neuroscience Nursing, 25, 343-348.

Miner, S. (1995) Stability and change of informal support networks for older Whites and 

Blacks. The Gerontologist, 31, 735-745.

Moos, R. (1974). Family environment scales. Palo Alto, CA. Consulting Psychologists 

Press.

Morcyz, R., Malloy, J., Bozich, M., & Martz, P. (1987). Racial differences in family

burden: Clinical implications for social work. Journal o f Gerontological Social 

Work. 10, 133-142.

Murphy, D., Williamson, P., & Nease, D. (1994). Supportive families of diabetic adults, 

Family Practitioner, 14, 323-331.

Murrow, E. & Oglesby, F. (1996). Acute and chronic illness: Similarities, differences 

and challenges. Orthopaedic Nursing, 15(5), 47-51.

Newlin, K., Knafl, K., & Melkus, G. (2002). African-American spirituality, a concept 

awalysis Advances in Nursing Science, 25(2), 57-70.

Nkongho, N. & Archbold, P. (1996). Working out systems in African American 

families. Applied Nursing Research, 9(3) 108-114.

Nkongo, N. & Archbold, P. (1995). Reasons for caregiving in African American families.

Journal o f Cultural Diversity, 2(4) 116-123.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



104

Olson, D., Sprenkle, D., & Russell, C. (1979). Circumplex model off marital and family 

systems 1: Cohesion and adaptability dimensions, family types and clinical 

applications. Family Process, 18, 3-28.

Patterson, J., & McCubbin, H. (1983). Chronic illness: Family stress and coping. In C. 

Figley & H. McCubbin. (Eds.). Stress and the family: Coping with catastrophe 

(pp. 21-36). New York. Brunner Mazel.

Patterson, J., McCubbin, H. & Warwick, W. (1990). The impact of family functioning on 

health changes in children with cystic fibrosis. Social Science and Medicine, 31 

(2), 159-164.

Phillips, L., Rempusheski, V. & Morrison, E. (1989). Beliefs about caregiving,

Research in Nursing Health, 12, 208-220.

Picot, S. (1995). Rewards, costs, and coping of African American caregivers. Nursing 

Research, 44(3) 147.152.

Pierce, L. (2001). Caring expressions of spirituality by urban caregivers of people with 

stroke in African American families. Qualitative Health Research. 11 (3): 339- 

352.

Polit, D. F. (1996). Data analysis & statistics for nursing research. Stanford, 

Connecticut: Appleton & Lange.

Price, M., (1994, July/August). African American daughters’ attitudes about caregiving 

to frail, elderly parents. The Journal o f National Black Nurses Association, 112- 

116.

Pyke, K. & Bengston, V. (1996) Caring more or less. Individualistic and collectivist

systems of family eldercare. Journal o f Marriage and the Family. 58, 379-392.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



105

Quinn, M. T., Cook, S., Nash, K. & Chin, M. H. (2001). Today’s educator. Addressing 

religion and spirituality in African Americans with diabetes. Diabetes Educator, 

27(5), 643-4, 647-8, 655.

San Miguel, S., Morrison, G., & Weissglass, T. (1998). The relationship o f sources o f 

support and service needs: Resilience patterns in low-income Latino/Hispanic 

families. In H. McCubbin, E. Thompson, A. Thompson, & J. Fromer (Eds.). 

Resiliency in Native American and immigrant families. California: Sage 

Publications, Inc.

Samuel-Hodge, C D., Headen, S. W., Skelly, A. H., Ingram, A.F., Keyserling, T. C., 

Jackson, E. J., Ammerman, A. S., & Elsay, T. A., (2000). Influences on day-to 

day self-management of type 2 diabetes among African American women: 

spirituality, the multi-caregiver role, and other social context factors. Diabetes 

Care, 23(7), 928-933.

Sayles-Cross, S. (1995). Aging, caregiving effects, and Black family caregivers. In 

African American voices: African American health educators speak out. R. 

Johnson (Ed.) (NLN Publication No. 14-2631). New York: National League for 

Nursing Press.

Seelbach, W. & Sauer, W. (1977). Filial responsibility and morale among aged parents. 

The Gerontologist, 17, 492-499.

Smerglia, V., Deimling, G., Barresi, C. (1988). Black/white family comparisons in

helping and decision-making networks of impaired elderly. Family Relations, 37, 

305-309.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



Spector, R. (1996). Health and illness in African (Black) American communities. In 

Cultural diversity in health and illness (4th ed.). (pp. 191-214). Connecticut: 

Appleton & Lange.

Spencer, G. (1989). U.S. Bureau o f the Census. Projections o f the population o f the

United States, by age, sex, and race: 1988 to 2080 (Current Population Reports, 

Series P-25, No. 1018). Washington, DC: U. S. Government Printing Office. 

Stair, V. (1972). Peoplemaking. Palo Alto, CA: Science and Behavior Books.

Sterrit, P., & Porkomy, M. (1998). African American caregiving for a relative with 

Alzheimer’s disease. Geriatric Nursing, 19(3), 127-134.

Stewart, B. & Smith, C. (1983). Presocial behavior fo r and by older persons. InD.

Bridgeman (Ed). The nature o f presocial development: Interdisciplinary theories 

and strategies. New York: Academic Press.

Stinnet, N., & Sauer, K. (1977). Relationship characteristics of strong families. Family 

Perspective, 11(4), 3-11.

Strauss, A. Corbin, J. Fagerhaugh, S., Glaser, B., Maines, D., Sucezek, B., & Wiener, C.

(1984). Chronic illness and the quality o f life. St. Louis: Mosby.

Taylor, R. (1986). Religious participation among elderly Blacks. The Gerontologist, 26, 

630-636.

Taylor, R. (1985). The extended family as a source of support to elderly blacks. The 

Gerontologist, 25(5) 488-495.

Taylor, R. & Chatters, L. (1986a). Church-based informal support among elderly Blacks. 

The Gerontologist, 26, 637-642.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



Taylor, R. & Chatters, L. (1986b). Patterns of informal support to elderly Black adults: 

Family, friends, and church members. Social Work, 31, 432-438.

Taylor, R., Jackson, J., & Chatters, L. (Eds). (1997). Family life in Black America. 

California: Sage Publications, Inc.

Theis, S., Biordi, D., Coeling, H., Nalepka, C., & Miller, B. (2003). Spirituality in 

caregiving. Holistic Nursing Practice. 17 (1), 48-55.

Thompson, E., McCubbin, H., Thompson, A., & Elver, K. (1998). Vulnerability and 

resiliency in native Hawaiian families under stress. In H. McCubbin, E. 

Thompson, A. Thompson, & J. Fromer (Eds.). Resiliency in Native American and 

immigrant families (pp. 93-114). California: Sage Publications, Inc.

Thornton, M. (1998). Indiginous resources and strategies o f resistance. In H. McCubbin, 

E. Thompson, A. Thompson, &J. Futrell. (Eds), (pp. 47-66). California: Sage 

Publications, Inc.

U. S. Census Bureau. (2000). Projections o f the total resident population by 5-year age 

groups, race, and Hispanic origin with special categories: Middle series 1999- 

2000; middle series 2050-2070, Retrieved June 20, 2003, from 

http://www.census.gov/population/projections/nation/summary/np-t4-a.txt

U. S. Census Bureau. (1995). Geography Division. Washington DC: Author.

U. S. Department of Health and Human Services. (1999). Preventing the diseases o f 

aging. Chronic Disease Notes and Reports 12(3)1-13.

U.S. Department of Health and Human Services. (1990). Minority aging: essential

curricula content on selected health and allied health professions. Washington 

D C.: Public Health Service.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.

http://www.census.gov/population/projections/nation/summary/np-t4-a.txt


108

U. S. Department of Health and Human Services. (1985) Report o f the Secretary’s Task 

Force on Black and Minority Health. Washington, DC.: Author.

Watson, W. (1986). Crystalball gazing: Notes on today’s middle aged Blacks with 

implications for their aging in the 21st century. Gerontologist, 26, 136-145.

White, T., Townsend, A., & S, M. (2000). Comparisons of African American and white 

women in parent care role. The Gerontologist. 40(6), 718-728.

White-Means, S. & Thorton, M. (1990). Ethnic differences in the production of informal 

home health care. Gerontologist, 30, 738-768.

Williams, S. & Dilworth-Anderson, P. Systems of support in families for dependent 

African American elders. The Gerontologist. 42 (2), 224-236.

Yee, D. (1992, August). Diversity among elders: Implications fo r research on aging. 

Paper presented at the Summer Institute on Research on Minority Aging, 

sponsored by the National Institute on Aging, Warrenton, VA.

Youngblut, J. (1994). A Consumer’s guide to causal modeling: Part II. Journal o f 

Pediatric Nursing. 9(6) 409-413.

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



APPENDIX A 

PERMISSION LETTERS

R eproduced  with perm ission of the copyright owner. Further reproduction prohibited without perm ission.



Health Sciences Center
A C A D E M I C  A F F A I R S '

I n s t i t u t i o n a l  R e v i e w  B o a r d

MEMORANDUM

DATE: March 22, 2002

TO: Yvonne Sterling, RN, DNSc.
Department of Graduate Nursing

FROM: Linda Bernhard, M. A.
Coordinator, LSUHSC Institutional Review Board

RE: Institutional Review Board (IRB) Filing System

The LSUMC Institutional Review Board records, located in the Office of the Chancellor, are filed by 
IRB identification numbers. When corresponding about an IRB Project, it is necessary to include 
both the title of the project and the IRB Identification Number. The study may now commence if 
approval(s) from the site(s) has been acquired i.e. MCLANO (Charity Hospital and University 
Hospital), Children’s Hospital, Touro Infirmary, East Jefferson Hospital, e tc . Additional approvals 
from various agencies may also be necessary and must be secured before starting the project.

Identification Number IRB #5179 has been issued for the project entitled:

T he E f f e c t s  o f  R e s i l i e n c y  o n  A d a p t a t i o n  o f  A f r i c a n  A m e ric a n  
C a r e g i v e r s  o f  C h r o n i c a l l y  111  E l d e r l y .

S c h o o l o f  M e d ic in e  in  N ew  O r le a n s
S c h o o l o f M e d ic in e  in  S h re v e p o r t
S c h o o l o f  D e n t is t ry
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S c h o o l o f  A llied  H e a l th  P r o f e s s io n s

S c h o o l o f  G ra d u a te  S tu d i e s

H e a lth  C a re  S e r v ic e s  D iv is io n

Please retain this identification number and refer to it when corresponding about this project. 

If you have any questions, please call me at .

Louisiana S tate University Health Sciences Center •  433 Bolivar Street, Suite 206D •  New Orleans, Louisiana 70112-2223 
phone (504) 568-4060 fax (504) 568-8808 www.lsuhsc.edu
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U N I V E R S I T Y  O F  H A W A I ‘ I A T  M A N O A

S ch o o l of N ursing  a n d  D ental H yg iene  
Department o f Nursing

September 14,2001

Cheryl P. Franklin 
 

Dear Ms. Franklin: Manual#: 00720

This letter is to give you my written permission to use the FIRA-G: Family Index, of 
Regenerativity and Adaptation-General for your doctoral dissertation on “ The Effects of 
Resiliency on Adaptation of African-American Caregivers of Chronically 111 Elderly” at the 
Louisiana State University Health Science Center, please note that because you are now a 
registered user of the above manual, you have permission to use any of the other instruments in 
the book as well.

We would appreciate receiving an abstract of your research when it is completed for our files. 
You can mail to me at the address below as the Wisconsin address in the book is no longer valid.

Best wishes to you on your dissertation research; if we can be of further assistance, please let me 
know.

Sincerely yours,

Marilyn McCubbin, PhD 
Professor
University of Hawaii at Manoa
School of Nursing & Dental Hygiene
Webster Hall 403
2528 McCarthy Mall
Honolulu, Hawaii 96822
Phone:
FAX: 
e-mail: 

2528 M cCarthy Mall, W ebster Hall, Honolulu, Hawai'i 96822 

An Equal Opportunity/Affirmative Action Institution
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March 15, 2002

Cheryl P. Franklin, MN, RN 
 

Dear Ms. Franklin,

First, let me congratulate you on your academic progress. It would be a 
pleasure to allow you access to my patient population for the purposes of 
your study. Although you mentioned in your letter about anonymity, I 
would stress that the subjects selected be kept in strictest confidence. My 
office staff and I look forward to assisting you in your endeavor. Please 
contact my office manager, Ms, Audrey Brown, she will anticipate 
hearing from you in the near future.

Coleridge T. Franklin, Jr., M.D.

1 2 0 8  CANAL BOULEVARD THIBODAUX. LOUISIANA 7 0 3 0 1  TELEPHONE (5 0 4 ) 4 4 8 - 0 8 2 7
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ALLEN CHAPEL AFRICAN METHODIST EPISCOPAL CHURCH
1106 Lagarde Street 

Thibodaux, Louisiana 70301 
Rev. Jerry  A. Jam es

Pastor

Cheryl P. Franklin

Ms. Franklin:

This letter comes per our conversation concerning your graduate studies research 
in nursing at Louisiana State University Health Science Center School of Nursing.

I have no problems granting you permission to speak to members of my 
congregation following worship service.

It you need some additional information, please feel free to contact me at my office 
at  or at home at .

Sincerely,

Rev^dferry A. James
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REV. LLOYD JONES;. JR. 
PASTOR

jWosfeg ^Baptist Cfjurdj
1032 CANAL BLVD.

P. O . BOX 5312 
TH IB O D A U X , LOUISIANA 7 0 3 0 2

March 18, 2002

Mrs. Cheryl P. Franklin 

Dear Mrs. Franklin:

This is to inform you that you are more than welcome to come and speak to the 
congregation after any o f our church services. We are pleased that you have 
chosen this church to conduct your survey. The results should be interesting and 
we will await your return to share the results and recommendations with us.

We wish you well in your endeavor. If we can further assist you in any way in the 
future, please do not hesitate to call on us.

Prayerfully,
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APPENDIX B

THE FAMILY INDEX OF REGENERATIVITY AND ADAPTATION-GENERAL

For information contact:

Family Stress and Coping Health Project 
School of Human Ecology 

1300 Linden Drive 
University of Wisconsin-Madison 

Madison, WI 53706
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DEMOGRAPHIC QUESTIONNAIRE

Directions: Read each item carefully. Please circle the response that corresponds with the
that best describes your response. Please answer every item.

1. What is your current age? (Please write age)

2. What is your gender?
Female.................... 1
Male........................ 2

3. What is your religious preference?
Protestant/Baptist............ 1
Roman Catholic.............. 2
Jewish.............................. 3
Methodist........................ 4
Other (specify)________ 5
None................................  6

4. What is the highest grade or year of school you have completed?
No formal school............... 1
Less than high school  2
High school diploma  3
Associate degree................ 4
Bachelor’s degree............... 5
Master’s degree................... 6
Doctorate............................ 7
Other (specify)__________ 8

5. What is your marital status?
Single.................................  1
Married............................... 2
Separated............................ 3
Divorced............................. 4
Widowed............................  5
Live In................................ 6

6. What is your current employment status?
Employed Full-time  1
Employed Part-time  2
Unemployed....................... 3
Other (specify)__________ 4

7. What is your total individual income before taxes?
$0-$9,999........................ 1
$10,000-$19,999............. 2
$20,000 - $29,999 ............ 3
$30,000 - $39,999............. 4
$40,000 - $49,999............ 5
$50,000 - $59,999............ 6
$60,000 - $69,999 ............ 7
$70,000 - $79,999............ 8
$80,000 - $89,999............ 9
$90,000 - $99,999............ 10
$100,000 or more  11
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8. How many children do you have living with you? (specify)

9. What is your relationship to the person to whom you are giving care?
Daughter......................... 1
Son................................. 2
Aunt............................... 3
Uncle............................. 4
Niece.............................  5
Nephew......................... 6
Wife............................... 7
Husband........................ 8
Granddaughter..............  9
Grandson....................... 10
Other (specify)_______ 11

10. How many years have you been caregiver role?
0 - 5 ............................ 1
6 - 1 0   2
1 1 -1 5 ........................ 3
1 6 -2 0 ........................ 4
2 1 -2 5 ........................ 5
26 and over................. 6

11. What is the residence of the person receiving care?
Personal home  1
Child’s home..............  2
Other (specify)  3
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LOUISIANA STATE UNIVERSITY HEALTH SCIENCES CENTER IN NEW ORLEANS

CONSENT FORM

1. Study Title:
The Effects of Resiliency on Adaptation of African American Caregivers of Chronically 111 
Elderly

2. Performance Sites:
Private Office: Family Medicine

Thibodaux, LA, Houma, LA 
Churches: Moses Baptist Chinch

Thibodaux, LA

3. Names and Telephone Numbers of Investigators:
Dr. Yvonne M. Sterling, R.N., DNSc.
(Investigator)
Louisiana State University Health Sciences Center
School of Nursing -  Graduate Degree Program
Professor of Nursing
Work: 
Home:  -  24 hr. number
Cheryl P. Franklin, R.N., M.N.
(Co-investigator)
Louisiana State University Health Sciences Center
School of Nursing -  Graduate Degree Program
Doctoral Candidate
Work: 
Home: 
24 hr. number

4. Purpose of the Study:
This is a research study. The purpose of the study is to determine if there is a relationship among 
family demands, established patterns of family functioning, family resources, situational appraisal, 
family problem solving and coping skills and family adaptation of African American caregivers 
who provide care for their chronically ill elderly. This research is planned to help nurses 
determine how they can help African American caregivers be better prepared to take care of their 
chronically ill elderly, through counseling, teaching and providing care.

5. Description of the Study:
The researcher will approach the subject at the doctor’s office and church meeting halls and ask if 
they would like to participate in the study. The researcher will completely explain the study to the 
subject. After all questions regarding the study have been answered, the nurse will ask the subject 
to read and sign the consent form.
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Subjects will be asked to complete the Family Index of Regenerativity and Adaptation Survey - 
General (FIRA-G Survey), which measures certain family characteristics which determine their 
abilities to provide care. Subjects will be instructed to respond to each question as listed in the 
instrument. The numerical total for responses will be tallied by the investigator. If the subject can 
not complete the instrument at this time, they will be asked to complete and return it to the 
investigator in a pre-addressed, stamped envelop within two weeks. Completion of this instrument 
will take approximately 15 to 20 minutes.

6. Benefits to Subject:
There are no measurable benefits for the subjects who participate in this study. However, 
participation can make them more aware of factors that help or hinder their ability to care for their 
chronically ill elderly.

7. Risks to the Subject:
Participation in this study will not result in any known risks to the subject. If subjects experience 
emotional stress or anxiety from responding to the questions, the researcher will refer them to 
appropriate resources.

8. Alternatives to Participation in the Study:
Subjects may choose not to participate in the study.

9. Subject Removal:
If the subject is unwilling or unable to answer the questionnaire, they will be removed ffom the 
study.

10. Subject’s Right to Refuse to Participate or Withdraw:
Study subjects may refuse to participate or withdraw ffom the study at any time without 
jeopardizing, in any way, their medical treatment by their health care provider in the present or 
future. Should significant new findings develop during the course of the research which relate to 
the subject’s willingness to continue participation that information will be provided to the subject.

11. Subject’s Right to Privacy:
The results of the study may be released to the sponsoring agency (Louisiana State University 
Health Sciences Center). The result of this study may be published. The privacy of the subjects 
will be protected and they will be not be identified in any way.

12. Release of Information:
The medical records related to the study are available to the sponsoring agency (Louisiana State 
University Health Sciences Center), The Food and Drug Administration and the LSUHSC IRB. 
While every effort will be made to maintain your privacy, absolute confidentiality cannot be 
guaranteed. Records will be kept private to the extent of the law.

13. Financial Information:
a. Participation in this study will not result in any extra charges above and beyond those 

routinely incurred by patients with similar illnesses.
b. The costs of all drugs, visits, procedures and study related and unforeseen complications 

must be met by the subjects.
c. Subject Payment: N/A
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14. Signatures:
The study has been discussed with me and all my questions have been answered. I understand that 
additional questions regarding the study should be directed to investigators listed on page 1 of this 
consent form. I understand that if I have questions about subjects’ rights, or other concerns, I can 
contact the Chancellor of LSU Medical Center, at . I agree with the terms above, 
acknowledge I have been given a copy of the consent form and agree to participate in this study. I 
understand that I have not waived any of my legal rights by signing this form.

Signature of Subject Date

Signature of Witness Date

The study subject has indicated to me that the subject is unable to read. I certify that I have read 
this consent form to the subject and explained that by completing the signature line above the 
subject has agreed to participate.

Signature of Reader Date

Signature of Person Administering Consent Date

Signature of Principal Investigator Date
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VITAE

Cheryl P. Franklin 
 

Thibodaux, Louisiana  

EDUCATION
Louisiana State University Health Sciences Center 
New Orleans, Louisiana 
Doctor of Nursing Science, 2003 
Specialization: Adult Health 
Functional Area: Education

Louisiana State University Medical Center 
New Orleans, Louisiana 
Masters in Nursing, 1984 
Specialization: Adult Health 
Functional Area: Education

Dillard University
New Orleans, Louisiana
Bachelor of Science in Nursing, 1972

PROFESSIONAL EXPERIENCE
Nicholls State University, Thibodaux, LA, 1999-Present
Associate Professor; Program Director, Associate of Science Nursing Program

Nicholls State University, Thibodaux, LA, 1992-1999
Assistant Professor; Program Director, Associate of Science Nursing Program

Dillard University, New Orleans, LA, 1991-1992 
Assistant Professor; Clinical Instructor

Nicholls State University, Thibodaux, LA, 1985-1991
Instructor -  Baccalaureate Nursing Program; Second Level & Course Coordinator

Charity Hospital School of Nursing, New Orleans, LA, 1981-1985 
Instructor

Tulane Medical Center, New Orleans, LA, 1979-1981 
Head Nurse, Medical Surgical Overflow

Veterans Administration Medical Center, New Orleans, LA, 1972-1979 
Staff Nurse, Relief Charge Nurse, MICU, CCU, Cardiac Cath Lab, Medicine, 
Neurosurgery
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