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Abstract
The provision of informal care presents a significant global challenge. To better understand how cultural factors underpin and
shape motivations and willingness to provide informal care for adults, an in-depth qualitative synthesis was conducted. Six
electronic databases and a wide range of additional sources were searched. Following meta-ethnographic guidelines, 37
qualitative studies were synthesised. Sixmain concepts were identified: cultural self-identity, which appeared as an overarching
explanatory concept; cultural duty and obligations; cultural values; love and emotional attachments; repayment and reci-
procity; and competing demands and roles. These concepts informed a model of cultural caregiving motivations, offering an
inductive-based exploration of key cultural motivators and highlighting implications for theory development, future research,
policy and practice. The model holds implications for the actual exchange of care. Caregiver motivations should not be taken
for granted by healthcare or social care professionals involved in assessment and support planning, educational endeavours at a
population level may support caregiving, and support should be sensitive to cultural caregiving motivations.
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Introduction

Informal caregiving is the provision of typically unpaid
care to a relative or friend with a chronic illness, disability
or other long-lasting health and care needs (Revenson
et al., 2016). An ageing population, smaller family size
and greater geographic and social mobility place con-
siderable demands on informal caregivers whose contri-
bution to the sustainability of health and social care
systems is significant (Bei et al., 2021; Börsch-Supan,
2019). Given the importance informal caregiving holds
for society, it is essential to understand what motivates
people to provide informal care. This review explores the
role of culture as an important factor underpinning
caregiving motivations and willingness to provide care.

Culture can be considered a system of symbols
composed of both explicit and implicit shared values,
meanings and norms that are manifest in acquired patterns
of behaviours (Kavanagh & Kennedy, 1992). Culture
comprises the characteristics and knowledge of a par-
ticular group of people and manifests in the form of
language, philosophy, social habits, music and arts
(Zimmermann, 2015). The anthropologist Geertz defines

culture as ‘a set of control mechanisms - plans, recipes,
rules, constructions, what computer engineers call pro-
grams for the governing of behaviour’ (Geertz, 1973, p.
44). The control mechanisms are assimilated and inter-
nalized through an ongoing process of socialisation, yet
they can be imperfectly reflected in behaviour because of
conflicting value priorities, variations in cognitive inter-
pretations or resistance to the control imposed by the
cultural rules (Geertz, 1973). Situational circumstances
may limit people’s ability to realise the cultural ideal (e.g.
people may be less willing to provide care if they are
employed).
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Models of health and illness vary across and within
cultures (Baca Zinn & Wells, 2000; Chalmers, 1996; R.
Ng & Indran, 2021). Culture can have many effects on
caregiving expectations and behaviours, such as the
definitions of what constitutes ‘good’ and ‘bad’ care,
motivations to provide care (why/how people provide
care), concepts of caregiver distress or burden, and
caregiver illness beliefs (how a caregiver views the care
recipient’s health or illness; Dilworth-Anderson et al.,
2005; Ivey et al., 2013; Parveen et al., 2011). For example
a person with cultural beliefs rooted in karma may see
caregiving as repaying debts from previous life or lives
(Hinton et al., 2008).

Caregiving is culturally constructed in society (Ng &
Indran, 2021). A previous systematic review has de-
scribed (yet not explained) the role of cultural values and
norms in informing motivations to provide care (Zarzycki,
Morrison, et al., 2022). Informal caregivers actively shape
their own culture(s) by assimilating, sharing and culti-
vating the specific values, meanings, and behavioural
norms relating to informal care that they learn as norms in
their culture(s). For example in East Asia, where the
cultural norms regarding filial piety regulate family be-
haviour, caring for ageing parents may be a matter of both
caregiver duty and honour to which they ascribe a sig-
nificant value (Yiu et al., 2021).

Previous research has highlighted the impact of
caregiving motivations and willingness on caregiver
outcomes. Studies showed that intrinsic motives, that is
those considered to emerge from internal influences such
as love toward the care recipient, are associated with more
positive caregiver outcomes than extrinsic motives, which
are directed by external influences such as social ex-
pectations. Differences were noted in coping strategies,
emotional distress, feelings of burden, quality of care,
caregiver satisfaction and stress (Knight & Sayegh, 2010;
Losada et al., 2010; Lyonette & Yardley, 2003; Parveen
et al., 2011, 2013). However, research on extrinsic mo-
tivations (Burridge et al., 2007; Rohr & Lang, 2016) also
highlights their potential positive impact on caregiver
outcomes. There are studies which evidenced the effect of
a lack of caregiving willingness on caregiver outcomes,
for example Burridge et al. (2007) found that when care is
provided reluctantly, it may result in a deterioration of the
caring relationship. Another study (Camden et al., 2011)
found that those who were less willing to provide care
reported higher abusive behaviours towards the care re-
cipient and the care recipient was more likely to be ad-
mitted to a care home. The available research on
caregiving motivations and willingness, although limited
in scope, highlights the significance of these constructs
and their potential association with caregiver outcomes.
The current review builds on this evidence base by ex-
ploring cultural motivations and willingness for caring.

Evidence of differences in cultural and familial norms
suggests that expectations surrounding informal care, and
motivations or willingness to provide care, may vary
across cultures. For example cultural expectations that
children will take care of their parents and sanctions if
they do not undertake the role are stronger in Japan than in
the United States (Wallhagen & Yamamoto-Mitani,
2006). In Japan, family caregiving can be considered a
common and expected part of relationships, especially for
women – daughters-in-law and spouses (Dilworth-Anderson
et al., 2005; Wallhagen & Yamamoto-Mitani, 2006). Whilst
previous research addressing a caregiver’s physical and
emotional burden and unmet needs (Dilworth-Anderson
et al., 2005; Harris & Long, 1999; Kavanagh & Kennedy,
1992; Parveen et al., 2013) highlighted the influence of
culture and/or ethnicity, the data is too limited and heter-
ogenous to enable reliable cross-cultural comparisons.
Nonetheless, the literature suggests that caregiver motives,
adaptation to the caregiver role and the way caregiving
manifests itself may be culturally bound (Aranda & Knight,
1997; Bradley et al., 2004; Dilworth-Anderson et al., 2005;
Harris & Long, 1999; Kavanagh & Kennedy, 1992; Parveen
et al., 2013; Pinquart & Sorensen, 2005; Wallhagen &
Yamamoto-Mitani, 2006). To date, little is known about
the way in which culture underpins caregiver motivations
and willingness to provide informal care, that is the question
of how culture shapes motivations, not only if it does, needs
to be addressed.

This meta-ethnography aims to

· identify potential explanations for how culture
underlies motivations and willingness to provide
care,

· explicate the possible interactions between ethno-
cultural factors,

· develop a model that explains cultural determinants
of motivations and willingness to provide care.

We seek such explanations to inform culturally ap-
propriate support for caregivers and their care recipients.

Methods

A systematic review of qualitative studies exploring
motivations and willingness to care was completed
(Zarzycki, Morrison, et al., 2022), from which studies
describing cultural motivations in their findings were
purposively selected for this meta-ethnographic synthesis.
The goal of meta-ethnography is to systematically syn-
thesise a body of qualitative research to create a ‘whole’
greater than the sum of its parts, offering new conceptual
insights whilst preserving the ideas from the original
studies. We followed the Evidence for Policy and Practice
Information and Coordinating Centre guidance
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(EPPI-Centre, 2010; Gough et al., 2017) and meta-
ethnographic guidelines – Noblit and Hare’s meta-
ethnographic approach (Noblit & Hare, 1988) and its up-
dates (Britten & Pope, 2012; Britten et al., 2002; France,
Cunningham, et al., 2019; Toye et al., 2014). Meta-
ethnography has been successfully applied to wide-
ranging areas of health psychology and social care re-
search (Campbell et al., 2011; Sarmento et al., 2017).

Eligibility Criteria

Included studies reported qualitative data on motivations
and/or willingness to provide care that pertained to culture-
specific norms of informal care provision amongst adults
(aged 18 years and over) self-identifying as informal care-
givers. Studies reported in English were included. No re-
strictions were applied to caregiver relationship type (e.g.
spouse/non spouse), caregiver gender, care recipient’s age
(only 18+ years), gender or diagnosis.

Identification of Studies

Search strategy. A preliminary search was undertaken
applying free text terms and thesaurus terms partially used
by a previous systematic review of the impact of moti-
vations on caregiver outcomes (Quinn et al., 2010) as well
as scoping searches. Additional scoping searches iden-
tified that the search terms used to describe ‘caregivers’,
‘motivations to provide care’ and ‘willingness to provide
care’ were insufficiently sensitive (defined as the identi-
fication of as much evidence as possible; Gough et al.,
2017) to capture all papers that related to these terms, with
studies wrongly excluded because of their poor indexing.
Given the need to include all relevant papers and sustain a
balance between sensitivity and specificity, terms relating
to the ‘caregiver’ (e.g. ‘spouse’, ‘relative’ or ‘family’),
‘motivations to provide care’ and ‘willingness to provide
care’ (e.g. ‘obligation’ or ‘motives’) were also used even
though this reduced specificity (defined as the precision of
the search; Gough et al., 2017).

The systematic literature search examined papers
published before 31st July 2019 using the following da-
tabases: MEDLINE via EBSCO, PsychInfo, Applied
Social Sciences Index and Abstracts, CINAHL, Cochrane
Library, Web of Science.

The search terms were

- motivation, ‘motivations to care’, ‘motivations to
provide care’, motive*, drive, oblig*, duty, filial,

- ‘willingness to care’, ‘willingness to provide care’,
willing*,

- value*, ‘familism’, social, personal, ethnic*, cul-
tural, demographic*, diagnosis, illness, character-
istic*, determinant*,

- caregiver*, spouse, partner, family, relative*,
carer*, caregiving.

The S1 Supplemental File presents detailed search
strategy commands applied within scientific databases.

A search of additional sources (e.g. unpublished and
grey literature, ‘Google Scholar’, PhD dissertations) was
conducted to ensure inclusivity/reduce any effects of
publication bias. The specific additional sources used are
appended within S1 Supplemental File.

Selection process. Titles and abstracts of search results
were first screened by the principal researcher (MZ), with
subsequent retrieval and review of potentially eligible
full-text papers conducted by two reviewers (MZ, EB)
who dual reviewed a sample of 20% to ensure consistent
application of eligibility criteria and appropriate study
classification.

Data extraction. Data were entered into standardised and
comprehensive data extraction forms which included the
country where the study was completed; study aims;
research participants; research methods; main constructs
from the conceptual framework, findings and authors’
conclusions. Schutz’s conceptualisation of second- and
third-order constructs (Britten et al., 2002; Noblit & Hare,
1988) was applied (see Table 1).

Data synthesis. Data synthesis followed Noblit and Hare’s
seven-step process of getting started; deciding what is
relevant to the research questions; reading the studies;
determining how studies are related; translating studies
into one another; synthesising translations and expressing
the synthesis (France, Uny, et al., 2019; Noblit & Hare,
1988).

In the first phase the conceptual data presented was
thematically grouped (Britten & Pope, 2012; Britten et al.,
2002; France, Cunningham, et al., 2019; Toye et al.,
2014), preserving its context (first- and second-order
constructs). When key concepts were determined and
applied to the first study, the next study was synthesised
using two types of translation processes (Britten et al.,
2002; Campbell et al., 2003; France, Cunningham, et al.,
2019) – reciprocal and refutational. Reciprocal translation
refers to concepts across the studies which agree with each
other and can be aggregated; refutational translation
pertains to concepts across the studies which conflict with
one another. The names of the sub-concepts and concepts
were iteratively generated by reviewers reflecting
meanings (rather than summary descriptions) discerned in
the synthesised data. The translation synthesis process
compared concepts individually, account by account (i.e.
each account pertaining to each concept identified) in
chronological order (i.e. study by study) as proposed by
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Campbell et al. (2003). The concepts were found to be
congruent with one another. Table 2 (below) describe the
contribution of the concepts to each of the studies in-
cluded in this review.

Based on this congruence the first reviewer arranged
(configured) concepts, second- and third-order constructs,
to build up a ‘line of argument’, that is a ‘narration’which
provides an ‘explanation’ or ‘theory’ of the findings. The
most compelling explanation formulated was then in-
troduced to the wider review team who confirmed the
explanation and the preservation of the meaning between
the second-order constructs and the first reviewer’s third-
order interpretations.1

Quality and relevance appraisal. Each study was dual-
assessed according to the three ‘Dimensions of Differ-
ence’ of Evidence Claims (Gough et al., 2017) with re-
spect to

· methodological standards of the review (see
PRISMA statement in online S1 Supplemental
File),

· methodological standards of the included studies
(see CASP qualitative checklist in online S1
Supplemental File; based on the Weight of Evi-
dence Framework applied the studies could be
awarded an assessment of high, medium or low),

· the quality of the evidence produced (GRADE-
CERQual Qualitative Evidence Profile).

To sustain the highest quality of the meta-ethnographic
review, the eMERGe meta-ethnography reporting guid-
ance (France, Cunningham, et al., 2019) was applied
(summarised in online S1 Supplemental File).

Findings

Search Results

The PRISMA diagram summarises the search flow
(Figure 1) for the systematic review with the main reasons
for study exclusion. From an initial identification of 9793
papers, 105 were considered eligible studies for a review

of diverse determinants of motivations and willingness to
provide care (Zarzycki, Morrison, et al., 2022; Zarzycki,
Seddon, et al., 2022). From these, 37 studies addressing
culturally specific motivations for providing informal care
were selected for the current meta-ethnographic synthesis.

Characteristics of Studies Included in
the Meta-Ethnography

Included articles from this point on are referred to by their
‘study number’, as indicated in Tables 2a & 2b. Studies
are listed in chronological order.

A total sample of 833 caregivers participated in the
included studies with one study focussing additionally on
a document analysis pertaining to the nation-specific
social policy on informal caregiving [31]. Most partici-
pants were of Asian ethnicity (N = 574; 68%), followed by
Caucasian (N = 90; 11%), non-Caucasian American (N =
80; 10%); Black African (N = 71; 9%) and finally, Arab
ethnicity, the smallest ethnic group within the studies
synthesised (N = 18; 2%). Many of the studies (N = 33,
89%) included mixed caregiving relationship types, but
the most common relationship types were adult children
(including daughters-in-law) and spouses.

Only four studies [4,19,23,29] were longitudinal in
design. The authors of one study did not specify the re-
search design [24], that is data collection was not de-
scribed in detail.

Amongst the included studies, 21 (57%) were judged
to be of high quality (i.e. they had no or very minor
methodological concerns) [1,3,4,8,11,13,14,16–18,20,22,
23,28,29,32,34–37], whereas 16 (43%) were judged to be
of moderate quality [2,5–7,9,10,12,15,19,21,24,26,27,30,
31,33]. No study was judged to be of low methodological
quality.

Further characteristics of the included studies such as
the setting, methods of data collection and analysis are
provided in the online S1 and S2 Supplemental Files.

Meta-Ethnography Study Findings

Six main concepts were identified, including cultural self-
identity, which was an overarching concept, that is

Table 1. Definitions of First-, Second- and Third-Order Constructs.

Order Definition

First-order construct Caregivers’ descriptions of cultural motivations and willingness to provide care (as expressed in raw transcript
excerpts)

Second-order
construct

Original authors’ descriptions (as indicated by key themes, concepts and metaphors) of caregivers’ cultural
motivations and willingness to provide care

Third-order
construct

Reviewers’ descriptions (as indicated by key concepts and models developed) of caregivers’ cultural
motivations and willingness to provide care
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positioned in the centre of the developed line of argument
(see below the meta-ethnographic model); cultural duty
and obligation; cultural values; love and emotional at-
tachments; repayment and reciprocity; and competing
demands and roles. Online supplementary meta-
ethnography grids (see S1 Supplemental File) show the
most illustrative statements for each concept/sub-concept.

The generated concepts were interrelated and mutually
reinforcing. Firstly, the six above-mentioned concepts are
presented separately, beginning with the overarching
concept of cultural self-identity and ending with com-
peting demands and roles. Subsequently, the model of
cultural underpinnings of caregiving motivations is pre-
sented to provide an overall integrated explanation of the
concepts and the interactions between them.

Table 2 shows the concepts and sub-concepts present in
each of the included studies.

1. Cultural self-identity. The term ‘cultural self-identity’
refers to a caregiver’s identity informed by their cultural
background.2 Caregiving was seen to become an important
part of an individual’s self-identity [15,16,33,34,36], either
expressed directly by study authors with a reference to
identity [16] or implicitly referred to as an ‘internalisation’ of
the caregiving role [18]. Cultural self-identity was shaped by
cultural socialisation, for example earlier role modelling by
the person’s relatives in caring for family members before
that person themselves became a caregiver [11,34,35]. This
was informed by cultural values and norms (e.g. the values
of Confucianism in Asia) [3,6,21,22,25,29,31,34], as de-
scribed below (see the concept ‘cultural values’ below).
These cultural values relating to caregiving were conveyed
to individuals through different channels of socialisation, for

example observing other family members carrying out
caregiving duties. Given that the cultural self-identity of the
future caregiver was shaped in socialisation, informal care
was often an expected part of an individual’s life
[2,14,19,37]. For instance filial caregiving was an expected
‘career’ for Japanese caregivers, brought up with an ex-
pectation that either an unmarried adult son or – if married –
his wife (daughter-in-law) will need to provide care to their
parents when such need arises. As such, social embedd-
edness of filial caregiving was taken for granted and cultural
norms upheld it [19], providing a sense of preparedness and
expectedness (anticipation) of the role [2,14].

Whilst consideration of the impact that cultural self-
identity may have on caregiving motivations was absent
in 43% of included studies (Table 2), the synthesis clearly
depicted – in our view – cultural self-identity as mediating
between (i) the values one holds as well as the socio-
cultural norms to which one conforms (see the concept
‘cultural values’ below) and (ii) the sense of obligation
and responsibility (see the concept ‘cultural duty and
obligation’ below). The last section of findings describes
the meta-ethnographic line of argument presenting in
detail the mediating role of the cultural self-identity.

2. Cultural duty and obligation. The concept of obligation
was identified in all studies as an overriding motivation for
caregiving. The terms cultural duty and obligation were
used interchangeably in first- and second-order data, and
referred to cultural norms of appropriate and desired
caregiving behaviours, which were rooted in cultural
norms, societal norms, gender norms, religious beliefs and
philosophical beliefs [3,5–8,10,18,20,24,33,37].

The concept of gendered cultural expectations evidences
the perception of informal caregiving as primarily a women’s
domain, categorised here as a sub-concept of cultural duty
and obligations [1,2,5,6,8,10,12,15,17,18,22,24,27,28,33,34].
Gendered expectations played an important role in caregiver
socialisation [1,29], shaping cultural identity andmotivations to
assume the role and to continue providing care. For example
Donovan and Williams [29] showed that informal caregiving
comprised part of women’s self-identity, that is being a Viet-
namese woman implies the provision of care to family
member(s). Importantly in this culture, there is no distinction
between the role of a caregiver and the role of a woman.

Cultural duty and obligation were upheld by social
expectations (e.g. caregiving viewed as a ‘virtuous deed’
in some Asian cultures) [23,27], legal obligation [31] and
could be modified by situational factors, for example the
presence/absence of alternative care arrangements
[28,32]. The cultural value system underpinned cultural
norms and was positioned as a distal influence implicitly
underpinning a sense of duty and obligation [3,11–
14,17,26,30,35,36].

Figure 1. PRISMA flow chart of included studies.
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3. Cultural values. Cultural values comprised of three sub-
concepts of filial piety, familism (familial loyalty and
solidarity) and religious and philosophical ideas which
oriented around perceived cultural norms and under-
pinned the caregivers’ perceived duty and obligation to
provide care.

3.1 Filial piety. Filial piety, defined in lay language as
respect for parents and the family elderly, was understood
as a traditional cultural norm which elicits personal ex-
pectations for caregiving amongst adult child caregivers
caring for a parent. Discerned as a cultural value, filial
piety posits an ‘inevitable responsibility’ on adults to
provide care to their parents [8]. This value was a distal
and essential factor impacting caregiver motivations in
other samples, that is not only parent caregivers
[3,8,14,22,23,32].

3.2 Familism, familial loyalty and solidarity. The cultural
value of familism is seen in the second-order constructs
that referred to ‘strong identification and attachment of
individuals with their families (nuclear and extended) and
strong feelings of loyalty, reciprocity and solidarity
among members of the same family’ (Sabogal et al., 1987,
p. 397–398). Familism was often implicitly (seen mainly
in second-order constructs) expressed as a belief that care
ought to be provided by family and family alone, and
familial caregiving was seen as being ‘loyal’ to the family
[14,15,23]. The value of familism was also incorporated
into the cultural self-identity of caregivers and thus
comprised an essential factor impacting overall motiva-
tions and willingness to provide care [5,7,12,14–17,23–
25,27,30,33,35], as demonstrated above (the concept of
‘cultural self-identity’).

3.3 Religious and philosophical ideas. For some, religious
ideas motivated the provision of informal care and/or were
viewed as underpinning culturally bound obligation or
responsibility [14,25]. For example Confucianism in Asia
highlighted the significance of filial piety, familial rela-
tionships or respect for older people and determined
caregivers’ values and belief systems [27]. Religious and
philosophical ideas, incorporated in, and affirming cul-
tural values of informal care provision, comprised a key
determinant of personal and familial obligations to pro-
vide care [31].

4. Love and emotional attachments. We can distinguish
between behavioural expressions of love, and love and
attachment expressed as an emotional response to the care
recipient. Both were identifiable motives for assuming the
caregiving role and for continued caregiving, that is
caregiving provides the opportunity to demonstrate love
behaviourally or emotionally. The former constituted an

explicit way of showing love and affection to the care
recipient as prescribed by sociocultural norms and ex-
pectations, for example caring behaviour informed by
filial piety or other cultural values [3,16,29,32,34]. The
latter referred to emotional attachments, the feelings of
love or affection as motivators to start and to continue
providing informal care [2,4,6,10,11,22,25,30,36].

5. Repayment and reciprocity. The sense of reciprocity or
duty to reciprocate the care and/or love the caregivers
had previously received from care recipients was
found to be important and based on mutual obliga-
tions or a desire to repay by fulfilling the caring duty
[2–4,8,11,12,16,17,19,20,22,30,35–37]. Repayment
was informed either by cultural norms, for example
the care recipient’s previous conduct toward members
of the community was a prerequisite for receiving
informal care amongst rural Africans in Ghana [10], or
repayment derived from cultural values and religious
beliefs [5,18,27,33,34], for example underpinned by a
Confucian sense of duty [18] or a way to gain blessings
of prosperity from supernatural forces [27].

6. Competing demands and roles. Four main factors
comprising demands competing with caregiving duties
were identified: competing demands relating to a care-
givers’ increased contribution to the labour market; the
perceived and actual demands of paid employment;
employment migration and variable access to/costs of
alternative care and support to enable caregivers contin-
ued paid employment [2,9,15, 17, 27, 41]. These influ-
enced motivations and willingness to initially provide care
and to continue caring, in negative ways. We found no
evidence in the literature to suggest these factors impact
positively on motivations to care.

The competing multiple roles that some caregivers
occupied [7,11] negatively influenced their motivations
and willingness to initiate or continue caregiving [3,32].
In two studies [9, 15] it was noted that employers did not
offer flexible working hours, supplemental health insur-
ance or family benefits which made it difficult for some
caregivers to combine their caregiving role with paid
employment. This highlights the importance of flexible
employment policies and practices (e.g. flexible hours).
More flexible work practices increase the likelihood of a
person being able to combine caregiving and paid em-
ployment (Bainbridge & Townsend, 2020; Longacre
et al., 2021; Wang et al., 2018).

Identity inconsistency can be discerned in the light of
caregiver conflicts between competing identities, for in-
stance between being a caregiver, mother/father, daughter/
son, wife/husband and employee. Identity inconsistency
may result in stress or initiate a transition to a different role
(e.g. relinquishing employment; Stryker & Burke, 2000)
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or renegotiation of cultural values and norms (e.g. a
caregiver of the opposite sex to the care recipient provides
informal care which was previously considered culturally
inappropriate and unacceptable to both [20]).

Model Depicting Cultural Underpinnings of
Motivations to Provide Care

The concepts (1–6) described above informed a meta-
ethnographic line of argument, explaining how cultural
norms and values influenced overall motivations to pro-
vide care (see pyramid chart – Figure 2).

The model posits that explicit personal motives per-
taining to the sense of cultural duty and obligation to
provide care (2), the expression of love and emotional
attachments (4) and the desire to repay/reciprocate the
care recipient (5), constructed during socialisation, are
sustained by distal but underpinning factors, that is the
caregiver’s cultural self-identity (1) and the culture-
specific care norms and cultural values (3) (filial piety,
familism, and religious and philosophical beliefs); and
balanced against potential barriers created by competing
demands (6). The perceived cultural duty and obligation
to provide care (2), described as the overriding motivation
for caregiving, is strongly determined by cultural factors
such as cultural values (3) which were mainly described as
implicit, latent factors [3,5,23–25,27,30–33,7,8,12,14–
17,22], positioned as distal influences on motivations to
provide care (see Figure 2).

The proposed model of the cultural underpinnings of
motivations for providing informal care posits that the
sense of obligation (2), constructed during socialisation, is
sustained by the caregiver cultural self-identity (1). The
sense of obligation (2), combined with the expression of
love/emotional attachments (4) as well as a desire to repay
the care recipient (5) are informed by culture-specific
norms of providing care and cultural values encom-
passing the values of filial piety and familism, and
religious/philosophical beliefs (3). The meta-
ethnographic line of argument highlights the crucial
role of cultural identity in caregiver motivations and
willingness to provide care that connects all identified
concepts. Cultural self-identity (1) is positioned as a
central, overarching concept which translates the foun-
dational motives of culture-specific care norms and values
(3) into explicit caregiving motivations (2, 4, 5). The
sustainability of these caregiving motivations is main-
tained to a large extent by caregiver self-identity as located
and supported within a given culture(s). The model seeks
to present how the conceptualised levels of identified
determinants of caregiver motivations interact and build
upon each other (as depicted in Figure 2).

Based on the model, it might be expected that future
informal care provision would be secured by being strongly

ingrained in culture, and cultural self-identity. However, key
factors may modify the salience of culture in determining
caregiver motivations: (a) the notion of perceived choice in
undertaking the role, that is when considering caregiving
duty and obligation; (b) competing demands, roles and
identities; (c) the consideration of care home placement
which demonstrated that cultural values can be negotiated
(in one study [14]); (d) other contextual factors not dis-
cussed in the reviewed studies but seen in other studies of
caregiver motivations (e.g. the stage and severity of a care
recipient’s illness, caregiver’s life stage, family structure,
geographical distance between the care recipient and
caregiver; e.g. Bei et al., 2021). Additionally, even though
cultural values around caregiving were strongly rooted and
seen to have a vital role in shaping motivations for care-
giving, the boundaries of understanding what caregiving
should entail (as prescribed by the cultural values) may
change in the face of transitions in the care recipient’s
experience. For example admission to a care home may
offer the caregiver a different way of caring for someone
rather than an opportunity to relinquish the caregiving role.

Discussion

This review brings together studies conducted over two
decades in a wide range of countries and cultures. Data
synthesis generated multiple motivations for caregiving
with six main concepts identified: cultural self-identity
(described as an overarching concept); cultural duty and
obligation; cultural values; love and emotional attach-
ments; repayment and reciprocity; and competing de-
mands and roles. We are not aware of any similar review
aiming to understand how culture-specific determinants

Figure 2. A meta-ethnography pyramid chart with a line of
argument.
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shape caregiver motivations and willingness to provide
care although this has previously been called for
(Greenwood & Smith, 2019; Pinquart & Sorensen, 2005;
Quinn et al., 2010).

The model developed as a meta-ethnographic ‘line of
argument’ offers a novel and informative explanation,
depicting the levels at which the identified cultural de-
terminants (concepts) affect motivations and willingness
to provide care. Cultural self-identity is central for the
model, framing people’s understanding of the social and
physical world and their role in it, pervading different
aspects of the caregiver’s life (Unger, 2011) and including
caregiving motivations, namely obligation to provide
care, expression of love and a desire to reciprocate care.
Cultural self-identity is a psychological construct which
translates cultural values, religious and philosophical
beliefs, and cultural norms into a sense of caregiving
obligation, regulating the expression of love and a need
for repayment to the care recipient.

Reflecting on the implications of our findings for key
frameworks and theories, we acknowledge Geertz’s
(1973) theoretical conceptualisation of culture as ‘a set
of control mechanisms’. Although this appears confirmed
by this ethnographic review we would place more em-
phasis on the concept of self-identity, in which control
mechanisms are internalised and regulated, than on the
processes of socialisation (Geertz, 1973) or inherent social
expectations. We suggest that it is the sense of cultural
self-identity that translates cultural values and received
norms into conscious caregiving motivations. The evi-
dence also supports the significance of contextual cir-
cumstances that limit a person’s ability to model the
cultural ideal (Geertz, 1973) – in this instance, competing
demands within a caregiver’s life influence the processes
of negotiating their caring role, seen in relation to con-
flicting identities and not only conflicting values.

The evidence presented is related to existing theories of
self-identity. The concept of self-identity defines who or
what an individual is. Tracing back to the pioneers of self-
identity theory, that is James (1890) and Mead (1934), we
focus on the caregiving-identity relationship in the context
of culture and ethnicity. In James’s theory of self, the self
is conceptualised to consist of both the known (the Me)
and the knower (the I – described as the agent, thinker, and
knower). The Me, comprises mental representations that
people have of themselves (e.g. a kind person, a woman, a
lawyer). James’s distinction between ‘the Me’ and ‘the I’
proved to be a powerful springboard for subsequent
identity theorists (Stets & Serpe, 2013) and empirical
research (e.g. Buse & Twigg, 2014). On psychological
grounds, generally, an identity is considered to be a
construct that defines individuals: in particular roles in
society (e.g. parent, spouse); in specific groups in society
(e.g. family, a church); and in specific personal

characteristics that make them unique from others (e.g. an
intelligent person). This conceptualisation derives from
James’s concept of ‘the Me’, informing for instance the
commonly applied self-categorisation theory (which
distinguishes between personal, social and superordinate
identities; Turner et al., 1987). Hence, people have
multiple ‘me’? identities (Hughes et al., 2013; Stets &
Serpe, 2013; Stryker & Burke, 2000), which may rein-
force each other, for example when culture/cultural
identity is incorporated into one own’s self-identity; or
conflict with or shift in relationship to each other over
time, for example incompatibility between the identities
of caregiver and employee (see Huynh et al., 2011;
Stryker & Burke, 2000). The only existing caregiver
identity theory (Montgomery & Kosloski, 2009;
Savundranayagam & Montgomery, 2010) conceptualises
caregiving identity as a series of transitions emerging from
the change of roles (e.g. a child becoming a carer for a
parent, or a spouse becoming a carer for their partner).
Although this work provides important theoretical
grounds and empirical evidence in support of the im-
portance of identity in informal care research, our review
offers a cross-cultural exploration of the caregiver self-
identity as a further crucial component shaping caregiver
motivations. Whilst Montgomery and Kosloski (2009)
particularly emphasise caregiving transitions in a person’s
identity, our review highlights how cultural socialisation
around, the sense of preparedness for caregiving, in-
fluence caregivers’ motivations for caring independent
of any transitions. It should be acknowledged however
that due to acculturation and globalisation processes,
any pre-existing understanding of informal care pro-
vision may be renegotiated and restructured (e.g. Han
et al., 2008; Kodwo-Nyameazea & Nguyen, 2008). For
example caregiving may be less expected of children in
the future, with alternative caring arrangements be-
coming more common (e.g. nursing home placements,
paid care workers supporting people living in their own
homes).

Cultural self-identity may influence people’s decisions
about their caregiving behaviours, including motivations
and willingness for caregiving (Unger, 2011). Studies
outside the caregiving context have confirmed the effect
of internalised cultural values on people’s decisions about
health-related behaviours (Hammond, 2009; Hsia &
Spruijt-Metz, 2008; Tsai et al., 2008; Unger, 2011).
Our meta-ethnographic review has generated a theoretical
model for how cultural self-identity may affect motiva-
tions to provide care and this model may hold implications
for the actual exchange of care. However, this needs
testing empirically, with further investigation of how the
cultural self-identity influences motivations and willing-
ness to provide care and influences caregiver behaviour
over time.
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Our findings demonstrate that people’s motivations for
caring are underpinned by specific cultural values, reli-
gious and philosophical beliefs, and cultural norms of
informal care provision and as such they hold potential
implications for culturally sensitive assessment, support
planning and for service development. Caregiving, for
some, can be a taken for granted activity whilst for others
it is a source of pride and a behaviour congruent with
important cultural values. It can also be resented as
limiting an individuals’ ability to take up educational,
employment and social opportunities, or as initiating role/
identity conflicts. Our findings illustrated potential ten-
sions between different caregiving motivations that were
seen in the example of conflicting identities (see ‘com-
peting demands and roles’; Jones et al., 2002; Kao &
Stuifbergen, 1999). Caregiver motivations should not be
taken for granted by professionals involved in assess-
ment and support planning with caregivers and their
families – even where there is a cultural expectation
and/or an ability to provide care, the individual may feel
unable, or choose not to. Moreover, we acknowledge
that educational endeavours at a population level (e.g.
early interventions at schools) may operate to address
the profile, norms and expectations around informal
caregiving, for instance by highlighting the value that
informal caregiving holds for the society across all
cultures (Ng & Indran, 2021); or by challenging gen-
dered cultural expectations obliging women more than
men to provide care through promotion of the un-
gendered provision of informal care.

As an example of positive change in practice, the ‘what
matters conversation’ (Welsh Government, 2015) may
offer space to explore issues such as culturally bound
caregiving motivations. Our findings highlight the need
for assessment and support planning to be underpinned by
acknowledgement of cultural (and demographic) diversity
amongst the caregiver population, revealed in the diverse
factors influencing motivations and willingess to care as
evidenced in this review. Policy makers and practitioners
should be mindful that cultural norms may pressure
women more than men into informal caregiving, and the
presented findings show that caregiving is still commonly
perceived to be a part of ‘women’s domain’ in many
societies throughout the world (see the concept ‘cultural
duty and obligation’), despite more flexible sharing of
household tasks by women and men in Westernised so-
cieties (Hook, 2010). As evidenced by Carers UK (2021),
58% of caregivers in the United Kingdom are women and
they are most likely to be providing care and most likely to
be providing more hours of care. Dialogue and culturally
sensitive support planning between caregivers, care re-
cipients, health and social care practitioners is necessary
to achieve positive impact and to facilitate personal
wellbeing outcomes.

Services should be mindful of caregivers’ specific
cultural values, beliefs and motivations and they should
consider the need to challenge certain cultural beliefs that
may negatively impact upon caregivers’ experiences and
the caregiving relationship (e.g. that seeking support
contravenes cultural expectations/is shameful). Here, we
highlight the notion of services being sensitive to cultural
factors underpinning caregiver motivations, not the issue
of services tailoring support to various cultural motives as
that may be practically challenging, unfeasible, or not in
the caregivers’ best interests.

Strengths and Limitations

This is the first meta-ethnographic review of cultural
underpinnings of informal care provision. It combined
both comprehensive and purposive sampling and included
a large number of diverse studies with a focus on culture-
specific motivations and willingness for caring. The ev-
idence informed a model describing how ethnocultural
factors shape motivations and willingness to provide
informal care. The studies included in the review were of
high or moderate methodological quality and we did not
detect any associations between study quality and re-
ported findings. We uncovered a wide range of data and
possible motivators, noting that the most frequently re-
ported motivations may not be the most salient for
caregivers and, in our proposed model, layers differentiate
between more implicit and more explicit caregiving
motives. This addresses, at least partly, the often-invoked
argument that caregivers may not consciously consider
what motivates them to provide care (Greenwood &
Smith, 2019). Through investigating both first-, second-
and third-order constructs, we offer new insights into
cultural motivations.

Qualitative articles provided the foundation for the
presented results and their interpretation. Meta-
ethnography enabled the generation of the ‘whole’ – a
greater picture of cultural caregiving motivations to which
the parts must be compared, rather than the sum of these
parts as seen across individual study reports (France,
Cunningham, et al., 2019; Noblit & Hare, 1988). The
meta-ethnographic translation processes and their ex-
pression (in the concepts produced and in the ‘line of
argument’ developed) allowed for the ‘whole’ to come
forth, a whole reflected in all the parts (Britten et al.,
2002). Through this synthesis we raised the data to a
higher level of abstraction and untangled the complex
processes between culture and motivations and willing-
ness for providing care.

The interpretative nature of meta-ethnography does,
however, have limitations. It strongly depends on the
reviewers’ position in interpreting the evidence bearing in
mind that each separate study by itself would not be
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sufficient to answer the review question. We did not
identify other explanations although the line of argument
presented was first discussed and agreed by the review
team. We acknowledge alternative explanations might be
possible. Furthermore, the construct of identity or self
remains to a large extent a mystery for psychologists and
philosophers and the secrets behind the question ‘Who am
I?’ should be acknowledged as part of existential dis-
course. We referred to cultural self-identity as this
emerged inductively in the synthesis of studies; we do
highlight, however, that there may be other specific
identities or patterns/aspects of identity (Gallagher, 2013)
that should be taken into consideration and that could
potentially enrich the findings. Further research is needed
to address the impact identity may have on caregiver
motivations and outcomes.

A further limitation is that most of the studies syn-
thesised were cross-sectional making it impossible to
speculate about changes in cultural motivations and
willingness to care over time. As a consequence, we
cannot differentiate between initial and continued care-
giving motivations, a limitation previously noted in a
qualitative systematic review of motivations specific to
dementia caregiving (Greenwood& Smith, 2019). Studies
typically refer to motivations in general making it im-
possible to confidently distinguish descriptions of initial
motivations for caring from motivations for continuing to
care. In the few cases where it was possible, findings
describing why caregivers continued in their role were
noted (Globerman, 1996; Han et al., 2008; Ho et al., 2003;
Kietzman et al., 2013; Park, 2015; Sheu, 1997; Wallhagen
& Yamamoto-Mitani, 2006; Yamamoto & Wallhagen,
1997), and the synthesis elicited some specific inferred
differences between initial motives and continued
motives. For example, gendered cultural expectations
were discerned as both a reason for initiating, and
continuing the caregiving role whilst specific socio-
cultural expectations, such as primogeniture norms in
Japan, regulated the initial decision to become a
caregiver.

The primary studies explored cultural motivations
and/or willingness of caregivers who were already in
role and thus initial motives were inferred through
retrospective accounts (first-order constructs, where
available). For example, one cross-sectional study in
Japan (Yamamoto & Wallhagen, 1997) clearly differ-
entiated between an expectancy of daughters-in-law
assuming the caregiving role due to sociocultural ex-
pectations and the crucial role of cultural values,
caregiver self-identity, and emotional attachments for
the continuation of the role. Typically, no second-order
constructs referred to this distinction, and in fact most
first- and second-order constructs tended not to high-
light such changes in caregiver motivations and

willingness, even the four included longitudinal studies
(Browne Sehy, 1998; Donovan & Williams, 2015;
Kong et al., 2010; Wallhagen & Yamamoto-Mitani,
2006).

Identifying and distinguishing initial and continued
motivations is further complicated by conceptual and
methodological challenges. For example, the timeframe
for becoming a caregiver is not always a discrete event
but the role can emerge gradually making quantifiable
distinction between initial and continuation motives a
challenge. Furthermore, many factors likely impinge
upon changes in caring motivations such as the nature,
stage and severity of the care recipient’s illness, or the
caregiver’s own health or life stage. Moreover, within
the studies synthesised the reported length of time spent
caring was heterogenous, making it impossible to
compare motivations based on this characteristic. Fu-
ture research should focus on the temporal nature of
caregiving motivations, including whether there are
indeed differences or similarities between initial and
continued motivations. Similarly, further research is
needed to understand why some caregivers relinquish
their caring role.

Conclusion

This review describes how culture shapes informal
caregiver motivations for caring. The concepts generated
in the synthesis informed a model of cultural caregiving
motivations in which caregiver cultural self-identity, the
central concept, translates the foundational motives of
culture-specific care norms and values into explicit
caregiving motivations such as cultural duty and obli-
gation, the expression of love toward the care recipient
and a need to reciprocate previous care or love. The
multi-domain model of cultural caregiving motivations
holds implications for the actual exchange of care.
Caregiver motivations should not be taken for granted by
healthcare or social care professionals involved in as-
sessment and support planning, educational endeavours
at a population level may support caregiving through
addressing the norms and expectations around informal
care, and support should be sensitive to cultural care-
giving motivations.
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Notes

1. Online S1 Supplemental File describes the analytic proce-
dures of this meta-ethnography synthesis in more detail.

2. The term ‘cultural self-identity’ was applied rather than
‘cultural identity’ or ‘ethnic identity’. The latter usually refers
to an individual’s ancestral geographic origin, whereas
‘cultural identity’ relates to culture(s) which is/are groups of
people who share knowledge, beliefs, norms and behaviours
(e.g. gay culture), but not necessarily the geographic origin
(and thus ethnic identity may/may not be part of cultural
identity; Unger, 2011). The term ‘cultural self-identity’ ac-
knowledges that self-identity is formed as part of and in-
formed by cultural identity, that is individual features of
culture(s) is/are incorporated into the self-identity (Huynh
et al., 2011), for instance caregiver’s self-identity (e.g. self-
identified caregiver who sees themselves as influenced by
Jewish culture and accordingly identifies as a Jewish

caregiver/caregiver following Jewish cultural norms and
expectations).
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