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Free will perceptions, religious coping, and other mental
health outcomes in caregivers of individuals with
dementia
Amy Weisman de Mamani, Marc J. Weintraub, Kayla Gurak, Jessica Maura,
Ana Martinez de Andino, and Caitlin A. Brown

University of Miami, Coral Gables, Florida, USA

ABSTRACT
Caring for a person with dementia often results in depression,
anxiety, and reduced quality of life (QoL). Pinpointing beliefs
and practices that reduce this distress is imperative. The cur-
rent study tested the hypotheses that greater free will percep-
tions and religious coping would be associated with greater
QoL and other mental health indicators in a sample of 107
dementia caregivers. The results of regression and content
analyses supported the expectation that free will and religious
coping would be associated with greater QoL. Relationships
also emerged among free will perceptions, religious coping,
anxiety, and depression. Clinical implications are discussed.

KEYWORDS
Caregiving; dementia; free
will; quality of life; religious
coping

The United States is “an aging country in an aging world” (Karel, Gatz, &
Smyer, 2012). One challenge that comes with this is responding to the
increasing prevalence of dementia and related diseases. Dementia is an
umbrella term that refers to a variety of conditions that develop when
nerve cells in the brain no longer function properly or die off (Thies &
Bleiler, 2012). The most recent revision of the Diagnostic and Statistical
Manual of Mental Disorders (5th ed.; DSM-5; American Psychiatric
Association, 2013) classifies dementia as a neurocognitive disorder, a change
instituted in part to better describe conditions more commonly affecting
younger individuals (such as dementia due to HIV or traumatic brain injury).
However, DSM-5 recognizes the continued use of the term dementia for
degenerative conditions primarily affecting older adults. As the current study
is focused on caregivers of individuals aged 60 years and older with neuro-
cognitive impairment, we use the term dementia in this article.

The worldwide prevalence of those affected by dementia is around 46.8
million people (Prince et al., 2015). Because only half of those who meet
criteria for dementia are actually diagnosed by a physician, prevalence sta-
tistics may underestimate the number of individuals living with the disease
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(Bradford, Kunik, Schulz, Williams, & Singh, 2009). Dementia occurs in all
ethnic groups, but some estimates suggest that rates of dementia are even
higher among Latinos and other ethnic minority groups living in the United
States than among whites (Ayalon & Huyck, 2002; Weisman et al., 2005).
Given the changing demographics of the United States, with birthrates of
minorities outpacing those of whites, we might expect rates of dementia to
increase considerably in the coming years. Some estimates project a fourfold
increase by 2050 (Prince et al., 2015; van den Dungen et al., 2012).

The rising rate of dementia presents great challenges not only to those
directly afflicted but also to the family members charged with caring for them
(Weisman de Mamani et al., 2014). Taking care of a person with dementia
often results in high levels of depression, anxiety, and a poorer overall quality
of life (Thies & Bleiler, 2012). The purpose of the current study was to
evaluate whether two specific variables, free will perceptions and religious
coping practices, are linked to quality of life (QoL) and other indicators of
mental health in non-paid, live-in family members who care for a relative
with dementia. These variables were chosen because prior research suggests
they may be linked to mental health (e.g., Baumeister, Masicampo, &
DeWall, 2009; Blieszner & Roberto, 2010; Rakos, Laurene, Skala, & Slane,
2008) and because we believe they may be malleable through treatment.
Establishing such connections could offer new insights into how best to assist
caregivers in lowering their distress and improving the quality of their lives.
Furthermore, since poor mental health in caregivers is likely to affect the
quality of care they can provide, information on ways to improve caregiver
mental health may also indirectly benefit dementia patients.

Free will

Free will has been defined in multiple ways, but it is generally considered
to be the ability of agents to make choices that are free from constraints.
According to Baumeister, Crescioni, and Alquist (2011), free will repre-
sents a form of action control that came about to meet the increasing
demands of human life, especially moral action and the pursuit of enligh-
tened self-interest. Rakos and colleagues (2008) found that a strong sense
of free will was linked with better self-esteem in adults and adolescents.
The authors espouse that, as humans evolved, those who believed they
possessed free will were better at manipulating their environment in
choice situations. Namely, they were better at decision making and pro-
blem solving and had more self-restraint. Therefore, free will may be an
important factor in the caregiving role, as greater free will would allow
caregivers to better perform daily caregiving tasks and better handle
stresses associated with caregiving. Further, research has shown that
inducing disbelief in free will tends to reduce willingness to help others,
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while increasing aggressive behavior and dishonest behavior such as
cheating on a test (see Baumeister et al., 2009; Vohs & Schooler, 2008).
This would indicate that caregivers who have fewer free will beliefs may
not engage as thoroughly in prosocial behaviors toward the care recipient.

Proponents of free will emphasize the possibility that, in almost any given
situation, a person can act or react in more than one manner. This concept
was beautifully illustrated by Viktor Frankl, a survivor of four Nazi concen-
tration camps, who observed that great variability existed in the manner in
which other prisoners reacted to the stress of internment. Some became
completely detached, helpless, and hopeless, just waiting to die. Others
became “animals,” treating fellow prisoners even worse than the guards
did. On the other hand, there was a small, albeit noteworthy, number of
men who, despite all of the excruciating physical and mental controls that
were placed on prisoners, managed to act with kindness, humor, and in
solidarity with other prisoners. Frankl notes that those who were able to
remain positive and optimistic used the tragedy as an opportunity to reflect
on their lives, find meaning in the event, and recognize that they still had
control over their emotional reactions, no matter what the circumstances
(Frankl, 2006). The following quotation pointedly depicts Frankl’s view:

Forces beyond your control can take away everything you possess except for one
thing, your freedom to choose how you will respond to the situation. You cannot
control what happens to you in life, but you can always control what you will feel
and do about what happens to you (2006, Kushner, foreword, to Viktor Frankl’s
Man’s Search for Meaning, p. X).

Ultimately, the question of whether free will exists is a philosophical one.
However, people’s perceptions that they do or do not possess free will fall
squarely within the purview of psychology. Though no literature to date has
examined the potential impact of free will perceptions on coping with having
a family member with dementia, we believe this topic can offer important
insights. Given the bleak prognosis associated with the disorder, dementia is
undeniably challenging to manage. Most individuals with Alzheimer’s, the
most common form of dementia, die within four to eight years of receiving
the diagnosis. However, some caregivers continue to thrive and even report
benefits from the caregiving experience (e.g., Haley, LaMonde, Han, Burton,
& Schonwetter, 2003; Sapp, 2002). We believe that holding a free will
perspective may be one factor that distinguishes these caregivers from
those who languish in response to caregiving demands.

Religion and religious coping

Research strongly indicates that being religious and participating in religious
activities and practices is associated with health benefits (e.g., Hill &
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Pargament, 2008; Leblanc, Driscoll, & Pearlin, 2004; Weisman de Mamani,
Tuchman, & Duarte, 2010). For example, religious people tend to have
higher self-esteem, lower levels of drug and alcohol abuse, less sexual permis-
siveness, and lower rates of suicide (Pargament et al., 1988; Pargament,
Koenig, Tarakeshwar, & Hahn, 2004; Waite, Hawks, & Gast, 1999). The
benefits of religion appear to extend to dementia caregivers as well.
Blieszner and Roberto (2010) found that, even in the case of mild cognitive
impairment, depressive symptoms tend to be lower in caretakers who
reported greater perceived importance of religion. Religion may be especially
salient for dementia caregivers, because the majority of these individuals are
elderly themselves. As outlined by Sapp (2002) in his book When Alzheimer’s
Strikes!, many religious congregations have an even higher percentage of
older members than the population at large. Thus, turning to religion to
ease the burden of caregiving may be especially relevant for elderly
caregivers.

The link between religion and free will

The notion that people are seen as authors of their own actions, namely that
they possess free will, is at the heart of most “Western” (or more accurately,
Abrahamic) religions. For example, Christianity, Judaism, and Islam all
presume that people are free to choose whether to perform virtuous or sinful
acts (Baumeister et al., 2009). Most organized religions encourage the belief
that one can choose to resolve dilemmas by controlling selfish impulses and
thoughts that might cause harm to oneself or others. Thus, there may be
overlap in the benefits to mental health offered by subscribing to a greater
free will perspective and by using greater forms of religious coping.

Locus of control

It is also important to distinguish free will from the related psychological
construct of locus of control (LoC). Locus of control (Rotter, 1966) refers to
perceptions regarding whether the factors that control positive and negative
reinforcements are internal or external to the person. For example, when
faced with the reality that one’s parent is likely to continue to decline, a
caregiver with a more external LoC might think, “My hands are tied. There is
nothing that I can do about it because it is genetic.” A caregiver with a more
internal LoC might respond by thinking, “I am resourceful and I will figure
out a way to make my parent’s remaining time as pleasant as possible.” With
respect to free will, a caregiver with a greater degree of this perspective might
think, “Although my parent is likely to continue to decline, I am choosing to
be by his/her side and I am grateful to have the opportunity to serve him/
her.” A caregiver who does not subscribe as strongly to a free will perspective,
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on the other hand, might think, “I am stuck here caring for my parent, and I
have no choice in the matter as he/she can’t care for him/herself.” A person’s
locus of control orientation may have implications for his/her understanding
of free will. If people believe that they are internally capable of affecting the
outcome of positive and negative events, it would make sense that they might
also perceive having a greater degree of free will in their opportunities to
respond to obstacles. Thus, although distinct constructs, free will is likely
correlated with LoC, which will be examined as a co-variate in the current
study.

The central aim of the current study is to test the hypotheses that a greater
tendency to hold a free will perspective and a greater use of religious coping
(controlling for LoC and demographic covariates) will be independently
linked to lower levels of depression, anxiety, and a greater quality of life in
dementia caregivers. In this study, we also examine free will perceptions
qualitatively with the goal of more thoroughly exploring caregivers’ percep-
tions of the role that free will plays in coping with their loved one’s illness.
This information is expected to generate insights for future research.

Methods

Sample

One hundred and seven dementia caregivers aged 25–83 (M = 50.55,
SD = 12.80) were recruited through a series of Craigslist and Google adver-
tisements and calls to agencies that service elderly populations. Respondents
were relatives who served as unpaid, live-in caregivers to family members
who were 60 years or older and had received a prior diagnosis of dementia or
age-related memory impairment (confirmed through the Dementia Clinical
Rating Scale in our study). The relationships of the caregiver to the person
with dementia were as follows: 56 adult offspring, 15 spouses, 19 grand-
children, 9 nieces/nephews, 6 children in-law, and 2 siblings. Table 1 pro-
vides a breakdown of caregiver gender, ethnicity, marital status, education,
and income. Though this study is focused primarily on caregivers, demo-
graphic information on patients’ age, gender, ethnicity, marital status, and
education are provided in Table 2. General exclusion criteria were caregivers
being below age 18, not living with the person with dementia, being a paid,
professional caregiver (e.g., nurse or home health aide), not being fluent in
English, or the person with dementia being below age 60.

Procedure

The research protocol for this study was approved by the Institutional
Review Board of the authors’ home university. This was a nationwide
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telephone-based study, and all participant contact occurred via telephone.
Participants were read an IRB-approved consent script, and they all gave
oral consent prior to participating. When a dementia caregiver interested
in participating contacted our laboratory, he or she was first screened
using the Dementia Clinical Rating Scale to confirm that he or she had a
relative meeting criteria for dementia. If eligible, the caregiver was then
administered the remainder of the instruments. All study questionnaires
were administered verbally via telephone by trained graduate students or
undergraduate research assistants. Participant responses were entered
into a secured computer network file by the research assistant conducting
the telephone interview.

Measures

Dementia diagnosis and cognitive impairment
The Clinical Dementia Rating Scale (CDR; Hughes, Berg, Danziger, Coben, &
Martin, 1982) was used to confirm dementia diagnosis and to assess the
degree of patient impairment in cognitive function. The CDR is a semi-
structured interview that rates impairment in Memory, Orientation,
Judgment and Problem Solving, Community Affairs, Home and Hobbies,
and Personal Care. Five-point anchor ratings are used to assess each area,

Table 1. Caregiver demographic information (n = 107).
Category Frequency Percentage

Gender Male: 20 18.7%
Female: 87 81.3%

Ethnicity White = 57 53.3%
Black = 31 28.0%
Hispanic = 7 7.5%
Asian American = 2 1.9%
Other = 10 9.3%

Marital status Married = 44 41.1%
Divorced = 21 19.6%
Single = 35 32.7%
Separated = 6 5.6%
Widowed = 1 0.9%

Education Advanced degree = 21 19.6%
College degree = 42 39.3%
Some college = 40 37.4%
High school = 3 2.8%
Some high school = 1 0.9%

Annual family income Less than $25,000 = 30 28.0%
$25,000—$50,000 = 31 29.0%
$51,000—$75,000 = 23 21.5%
$75,000 -$100,000 = 15 14.0%
$100,000+ = 7 6.5%
Declined to report = 1 0.9%

Caregiver age range = 25–83; M = 50.55, SD = 12.80.
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with 0 indicating “none,” .5 indicating “questionable,” 1 indicating “mild,” 2
indicating “moderate,” and 3 indicating “severe” (Morris, 1993). From these
individual category ratings, a global CDR score that utilizes an identical
rating scale (0 = none, .5 = questionable, 1 = mild, 2 = moderate, 3 = severe)
is also attained using a computer algorithm developed by the Alzheimer’s
Disease Cooperative Study (Morris et al., 1997). To be eligible for this study,
the individual with dementia had to meet criteria for a global CDR score of 1
or greater.

All interviewers completed the on-line training and reliability protocol
developed by John Morris at the Knight Alzheimer’s Disease Research
Center Memory & Aging Project, and fulfilled all requirements for
certification as a CDR rater. To achieve certification, coders first studied
the online training materials. These consisted of videotaped interviews of
participants and a detailed videotaped review of the scoring criteria
corresponding with each interview. Coders then rated six training
tapes. To be deemed CDR certified, coders could miss no more than
one Global CDR score. However, additional scoring modules and train-
ing tapes could be assigned for coders who did not become reliable on
the first round. All coders in the current study achieved a minimum
reliability of 83% to 100% agreement with the gold standard raters on the

Table 2. Patient demographic information (n = 107).
Category Frequency Percentage

Gender Male: 33 30.8%
Female: 74 69.2%

Ethnicity White = 58 54.2%
Black = 31 29.0%
Hispanic = 8 7.5%
Asian American = 3 2.8%
Other = 7 6.5%

Marital status Married = 25 23.4%
Divorced = 14 13.1%
Single = 11 10.3%
Widowed = 57 53.3%

Education Advanced degree = 10 9.3%
College degree = 18 16.8%
Some college = 18 16.8%
High school = 42 39.3%
Some high school = 10 9.3%
Grade 8 = 4 3.7%
Below grade 8 = 4 3.7%
Missing data = 1 0.9%

Annual family income Less than $25,000 = 30 28.0%
$25,000–$50,000 = 31 29.0%
$51,000–$75,000 = 23 21.5%
$75,000 -$100,000 = 15 14.0%
$100,000+ = 7 6.5%
Declined to report = 1 0.9%

Patient age range = 60–96; M = 79.17, SD = 8.95.
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first attempt. For an online scoring algorithm and more details regarding
the scale and training details, see Morris (1993) or visit http://knightadrc.
wustl.edu/cdr/PDFs/Assignment%20of%20CDR%20rating.pdf.

Free will
Free will was measured using the Free Will subscale of the Free Will and
Determinism-Plus Scale (FAD-Plus; Paulhus & Carey, 2011). In addition
to assessing free will, the FAD-plus also assesses three related constructs:
(1) scientific determinism (which refers to belief in biological forces, e.g.,
“People’s biological makeup influences their talents and personality.”); (2)
fatalistic determinism (the idea that all events are pre-determined, e.g.,
“Fate has a plan for each of us.”); and (3) unpredictability (the notion
that life is erratic, e.g., “Life is hard to predict because it is totally
random.”). We had no hypotheses regarding these other subscales nor
were they found to be related to any of our primary dependent variables,
thus they are not discussed further in this article. The Free Will subscale
includes 7-items, e.g., “People have complete control over the decisions
they make,” and, “People can overcome any obstacles if they truly want
to.” Items are scored on a 5-point Likert scale, with 1 indicating “strongly
disagree” and 5 indicating “strongly agree.” Higher scores indicated
greater perceptions of free will. Cronbach’s alpha for this subscale was
.65, which falls in the marginally acceptable range. Though lower than
desired, our alpha is similar to the reliability of .69 found by the scale’s
developers (Paulhus & Carey, 2011).

Religious coping
The Religious Coping Activities Scale (RCAS; Pargament et al., 1990) was
used to measure religious coping. This scale consists of 29 Likert items that
assess the degree to which respondents use differing forms of religious
coping when facing a difficult life event (e.g., “Used my faith to help me
decide how to cope with the situation.”). In the current study, family
members reported the degree to which they used these forms of religious
activities to cope with having a relative with dementia. Scores on each item
can range from 1 (“not at all”) to 4 (“a great deal”). Total scores were
obtained by summing across the 29 items, with higher scores indicating
greater use of religious coping. For the current study, Cronbach’s alpha for
the scale was excellent (.96).

Quality of life
Quality of life (QoL) was measured with 22 items from the Quality of Life
Inventory (QOLI; Frisch, Cornell, Villanueva, & Retzlaff, 1992). This instru-
ment asks participants to rate the perceived importance and satisfaction with
several life domains (e.g., health, self-esteem, love). Items querying the
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importance of a particular life domain (e.g., “How important is HEALTH to
your happiness?”) are rated on a 3-point Likert-type scale that ranges from 0
(“not important”) to 2 (“extremely important”). Satisfaction items (e.g., “How
satisfied are you with your HEALTH?”) are rated on a 6-point Likert scale
ranging from 0, indicating “very dissatisfied,” to 5, indicating “very satisfied.”
Total scores were obtained by multiplying the importance and satisfaction
rating for each domain and then averaging ratings across all 11 domains. The
QOLI has been shown to be related to other measures of subjective well-
being and to have negative correlations with measures of general psycho-
pathology (Frisch et al., 1992). In an attempt to prevent the conflation of this
scale with religious coping, two items that focused specifically on religion
(“How important is spirituality to your happiness?” and “How satisfied are you
with your spirituality?”) were omitted. In the current study, Cronbach’s alpha
for the 22-item scale was .86, indicating good reliability.

Depression
The Beck Depression Inventory (BDI; Beck, Ward, Mendelson, Mock, &
Erbaugh, 1961) was used to assess depression. This instrument contains 21
items and is one of the most widely used scales for rating depression. For
each item, participants are asked to select the statement that best describes
how they have been feeling. In the current study, participants were asked to
think about how they have been feeling during the past three months. A
sample item includes, “0) I do not feel like a failure; 1) I feel I have failed more
than the average person; 2) As I look back on my life, all I can see is a lot of
failures; 3) I feel I am a complete failure as a person.” In the current study,
reliability for this scale was good (Cronbach’s alpha = .86).

Anxiety
The Beck Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988) was
used to assess anxiety. This instrument contains 21 items and is also one of
the most widely used scales for rating anxiety. Participants were asked how
much they have been bothered by a list of 21 common symptoms of anxiety
in the past three months. Symptoms assessed include, but are not limited to,
“Numbness or tingling, Feeling hot, Wobbliness in legs, Unable to relax.”
Symptom severity was rated on a 4-point Likert scale, with 0 indicating
“Not at all”, 1 indicating “Mildly”, 2 indicating “Moderately,” and 3 indicat-
ing “Severely.” Reliability for this measure using Cronbach’s alpha was
excellent, .90.

Locus of control
Rotter’s Locus of Control Scale (LoC; Rotter, 1966) was used to measure LoC.
This measure assesses the degree to which people believe they can control
events that happen in their lives. The scale contains 29 binary items. For each
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scenario there are two options, one indicating the perception of lack of
control (External LoC) for that event, and the other indicating a perception
of control (Internal LoC) for that event. An example of an internal control
perception would be, “People are lonely because they don’t try to be friendly,”
whereas an example of an external control perception is, “There’s not much
use in trying too hard to please people if they like you, they like you.” The
scale’s developer found the internal consistency for this measure to range
from a Cronbach’s α of .65—.79 (Rotter, 1966). The current study found the
internal consistency to be somewhat lower (.6), falling in the marginally
acceptable range.

Content analyses
Participants were also asked the following open-ended question: “Describe in
a few sentences how you think free will plays a role in your coping with your
relative’s illness. Or, if you believe free will does not play a role in your coping
with your relative’s illness, please explain why.”

Statistical analyses

Analyses were conducted using SPSS version 22. Primary variables were
first examined for normality by assessing their skew and kurtosis.
Variables with a value that was greater than ± 1, indicating significant
skew (Bulmer, 2012; Joanes & Gill, 1998), were transformed. We then
examined the relationship of all primary variables using Pearson correla-
tion coefficients. Next, we examined the relationships between the fol-
lowing potential covariates: patient age, caregiver age, patient gender,
caregiver gender, patient ethnicity, caregiver ethnicity, LoC, and demen-
tia symptom severity for the patient, in relation to QoL, anxiety, and
depression, our three dependent variables. Pearson correlation coeffi-
cients were used for continuous variables (e.g., age), T-tests were used
to assess gender, and ANOVAs were used to assess ethnicity. Finally,
three multiple regression analyses were conducted, regressing QoL, anxi-
ety, and depression on free will, religious coping, and any other covari-
ate found to be associated with that dependent variable.

Results

Preliminary analyses

Skew and kurtosis results
We tested all variables for normality by examining the skew and kurtosis
statistics. Only one variable, anxiety rated from the BAI, had a value that was
greater than +/– 1 (skew = 1.537, SE = .235), indicating significant skew
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(Bulmer, 2012; Joanes & Gill, 1998). A square root transformation, which
corrected the right skew (skew = -.040, SE = .235), was conducted, and the
transformed variable was used in all further analyses.

It is worth noting that free will and religious coping, our two primary
predictor variables, were not found to be significantly associated with one
another (r = .16, p > .05). Surprisingly, LoC, theorized to potentially overlap
with free will, was not found to be significantly related to this variable (r = -
.10; p > .05). However, LoC was linked to religious coping (r = -.23, p < .05)
such that a more internal locus of control was associated with greater
religious coping.

Tables 3 and 4 provide results from analyses testing whether the follow-
ing potential covariates were related to our primary dependent variables:
LoC, patient age, caregiver age, patient gender, caregiver gender, patient
ethnicity, caregiver ethnicity, and dementia symptom severity for the
patient. Because locus of control was significantly linked to all three of
our dependent variables and is conceptually related to free will (though in
this study not found to be statistically linked to free will), we included it as
a covariate in all of the analyses. Specifically, a more external locus of
control was associated with greater depression and anxiety and lower QoL.
All other demographic covariates were only included in analyses when
they were found to be significantly related to the dependent variable being
evaluated.

Primary analyses

Following are the results of several multiple regression analyses conducted to
assess the following primary hypotheses: Greater free will perceptions and
greater usage of religious coping would both be linked with greater QoL, less
anxiety, and less depression, even after controlling for each other, LoC, and

Table 3. Correlation matrix.
Variable 1 2 3 4 5 6 7 8 9

1. FAD-Plus 1
2. BDI −.15 1
3. BAI −.39** .56** 1
4. QOLI .37** −.48** −.55** 1
5. RCAS .16 −.20* −.11 .37** 1
6. LoC −.10 .28** .30** −.29** −.23* 1
7. PT_age −.13 .02 .17 −.19 −.21* .11 1
8.CG_age −.20* .08 .23* −.18 −.29 −.03 .23* 1
9. Sx_sev .02 −.15 −.27** .07 .00 −.98 −.09 −.03 1

FAD-Plus = Free will subscale scores on the FAD-Plus scale; BDI = total scores on the BDI; BAI = square root
transformation of total scores on the BAI; QOLI = total scores on the QOLI; RCAS = total scores on the
RCAS; LoC = total scores on the LoC; PT_age = patient age; CG_age = caregiver age; Sx_sev = dementia
symptom severity.

*p < .05. **p < .01.
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any demographic covariates that were found to be related to the dependent
variable under examination.

QoL
As hypothesized, when QoL was regressed on free will, religious coping, LoC
and patient gender (covariate), greater free will perceptions (β = .30; p < .01;
90% CI partial η2 = .03—.22) and greater religious coping (β = .32, p < .001;
90% CI partial η2 = .03—.24) remained significantly associated with greater
QoL. LoC was not related to QoL in this model (β = .15, p > .05). The overall
model F(4, 78) = 11.80, p < .001 accounted for 38% of the variance (90% CI
partial η2 = .21—.47)

Anxiety
When anxiety was regressed on free will and religious coping along with locus of
control, dementia severity, caregiver age, and caregiver gender (covariates) as
expected, free will continued to be negatively associated with anxiety (β = -.31,
p< .01; 90%CI partial η2 = .02—.22) even after controlling for religious coping and
the covariates. However, contrary to expectations, religious coping (β = .07,
p > .05) was not linked to anxiety in this model. LoC was also significantly linked
to anxiety in this model (β = .23, p < .05; 90% CI partial η2 = .06—.30) such that a
more external LoC was associated with greater anxiety. The overall model, F(6,
76) = 5.21, p < .001, accounted for 29% of the variance (90% CI partial
η2 = .11—.37).

Depression
Contrary to expectations, when depression was regressed on free will and
religious coping along with LoC and caregiver ethnicity (covariate), neither

Table 4. Relationships among potential covariates (categorical variables), primary study vari-
ables, and other covariates.

PT_gen CG_gen PT_eth CG_eth

FAD-Plus t(105) = .11 t(104) = −1.57 F(5, 101) = 1.69 F(5, 101) = 1.79
BDI t(104) = .67 t(103) = 2.25* F(5, 100) = 2.28 F(5, 100) = 2.58*
BAI t(104) = .89 t(103) = 2.08* F(5, 100) = .846 F(5, 100) = 1.45
QOLI t(104) = −2.56* t(103) = -.90 F(5, 100) = .823 F(5, 100) = 1.37
RCAS t(99) = -.05 t(98) = .29 F(5, 95) = 5.482*** F(5, 95) = 6.27***
LoC t(84) = 1.05 t(83) = 2.02* F(5, 80) = .592 F(5, 80) = .48
PT_age t(105) = 1.21 t(104) = 1.86 F(5,101) = 4.66 F(5, 101) = 3.15*
CG_age t(105) = −2.64* t(104) = .36 F(5, 101) = 8.15*** F(5, 101) = 7.77***
Sx_Sev t(105) = .77 t(104) = −1.54 F(5, 101) = 2.78* F(5, 101) = 2.27*

FAD-Plus = Free will subscale scores on the FAD-Plus scale; BDI = total scores on the BDI; BAI = square root
transformation of total scores on the BAI; QOLI = total scores on the QOLI; RCAS = total scores on the
RCAS; LoC = total scores on the LoC; PT_age = patient age; CG_age = caregiver age; Sx_sev = dementia
symptom severity; PT_gen = patient gender; CG_gen = caregiver gender; PT_eth = patient ethnicity;
CG_eth = caregiver ethnicity.

*p < .05. **p < .01. ***p < .001.
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free will (β = -.18, p > .05) nor religious coping (β = .03, p > .05) were
associated with depression. LoC, however, was linked with depression in this
model (β = .26, p < .05; 90% CI partial η2 = .01—.16) such that a more
external LoC was associated with greater depressive scores. The overall
model, F(9, 72) = 2.63, p < .05, accounted for 25% of the variance (90% CI
partial η2 = .03—.29).

Content analyses
As noted previously, participants were asked an open-ended question to
describe the role that free will plays, or doesn’t play, in coping with their
relative’s illness. Responses are listed verbatim in Table 5. We had two
coders examine the content and classify them as (1) primarily endorsing
a free will perspective or (2) primarily neutral or negating a free will
perspective. A Kappa coefficient of .98 indicated excellent agreement in
classifying comments, as coders disagreed on only one statement. For this
statement, the first author of the study read the statement independently
and made a determination of which category to place the item. In
general, we were struck by the finding that most participants seemed to
endorse at least some degree of a free will perspective with regard to
managing their relative’s illness; using this coding system, 74.76% of the
responses were designated as indicative of a free will perspective. A
prototypical response from the free will endorsing category is, “It’s my
choice to take care of her; it’s my choice how my attitude is about taking
care of her. I can choose to feel put upon, or I can choose to feel honored
to be able to return what she did for me as a child.” Alternatively, 25.23%
of responses indicated a lack of free will perspective or were designated
as neutral (neither supporting nor refuting a free will view). A proto-
typical response from this category is, “This is something that I’m dealing
with; I deal with it on a daily basis; it’s not something that is optional,
something that I have to deal with on a daily basis. Free will you have the
option; this is something that I can’t control; it’s out of my control.”
Further discussion of the content analyses occurs in the following
section.

Discussion

This study examined associations of free will perceptions and religious
coping with quality of life and other mental health indicators in caregivers
of patients with dementia. As hypothesized, we found that greater free will
perceptions and greater religious coping were both independently associated
with a greater reported QoL. When controlling for religious coping and other
covariates, greater free will was also linked to lower levels of anxiety, but
religious coping was not linked with anxiety. Neither free will nor religious

238 A. WEISMAN DE MAMANI ET AL.



coping predicted depression when examined in the same model, but religious
coping was inversely linked with depression when these two variables were
examined alone.

The link between greater religious coping and better QoL in caregivers
corroborates prior findings (e.g., Blieszner & Roberto, 2010) and was inde-
pendent of free will. Religious coping may improve QoL by offering a
support system (church members, God) and other distractions and rituals
used to cope (e.g., praying, going to church). The zero order association
between religious coping and lower levels of depression may also stem from
coping strategies such as thinking about an afterlife, which could make
current adversities seem more transient and therefore less depressing.

As noted in the introduction, most major religions encourage a free will
perspective. Our study findings suggest that the links between free will,
greater quality of life, and lower levels of anxiety appear to go beyond
religious strategies used to cope with dementia in a family member.
Holding a free will perspective may improve QoL and reduce anxiety by
instilling hope through the notion that despite adverse circumstances, there
are always alternative options to help one cope with their caregiving role.

The content analyses provided in Table 5 may offer some insights into
how free will could improve QoL. For example, one caregiver said, “I have
the choice. When she becomes too much to handle, I can go outside. I can make
her comfortable and relax for a few minutes, or I can take action to keep her
entertained and just talk to her.” Another said, “I can choose to find the silver
lining in things, find the glass half full in dealing with her, to still find positivity
in her life.” We believe these statements resonate with the views espoused in
Frankl’s Man’s Search for Meaning (2006), such that individuals who tend to
maintain some sense of choice even when placed in difficult circumstances
may be more likely to preserve hope and optimism. In the scope of caring for
someone with a degenerative illness, a sense of free will and optimism may in
turn work to reduce anxiety and improve quality of life among caregivers. On
the flip side, it isn’t hard to see how someone with this core lack of free will
would feel despair and experience a poorer quality of life in response to
caregiving demands. A sample response from the neutral/lacking free will
category was: “I don’t have any control. My will would be to make him better
but it’s a situation I can’t control. It isn’t optimal.”

Fortunately, despite the intense demands of caregiving, the responses to
the open-ended questions suggest that most caregivers do hold some sense of
free will in managing their relative’s illness. This is encouraging given the
empirical link we found between greater free will perceptions and better
reported quality of life. Tying the qualitative and quantitative findings
together, the content analysis indicates that most caregivers in our sample
appeared to believe they have some degree of free will in managing their
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Table 5. Open-ended free will responses.
Primarily endorsing a free will perspective

Because I was able to develop the necessary coping skills to be able to deal with it in a healthy way, and
for it not to affect me. If you are a strong person you will not make yourself a victim.

It does because I decide to take a course of action to deal with it.
It’s my choice to take care of her; it’s my choice how my attitude is about taking care of her. I can choose
to feel put upon, or I can choose to feel honored to be able to return what she did for me as a child.

Yeah, because I could choose to cope or not. I have to make decisions consistently to help the situation.
She was there for me, and I’m there for her. I’m just giving back—that’s a choice I make.
Allowing me a path, which means if I feel that I am upset or feel burned out or afraid, then I have every
right to be in that space and right to use my own free coping mechanisms. We have an emotion
freedom technique and accept it and accept me for not having him be perfect and allowing myself to
do my best to help him.

Use my free will to be, think positive and seek treatment and ways to help him, or I could be negative and
let him get worse.

Because I am able to help him and be there for him.
If I feel like I’m talking positive, like affirmations, I would have a better day myself.
I have control over how I react to it.
Because my coping comes from my inner strength, and if that is the plan that God had for me, then I am
willing to follow through with his plan.

Plays somewhat of a part. I don’t have to do it if I don’t want to, but I want to because she is my mom.
All you can control is how you handle it.
I think my reaction is my choice.
I need to do the things that take care of myself, and need to ask for help and support so that I can cope.
It plays a role because I choose to take care of him. It is my decision.
I have the choice to deal with her. I can choose how to interact with her.
I am caring for my brother by choice. I don’t have to or not have to do it.
If it gets too stressful, I can ask for help. I have free will to do the right job for the right reasons.
I have the power to help her out. But even if she didn’t have these problems, I would help her out.
Yes, because I have a choice to give her the best possible life that she can have. I have the choice to take
care of her.

Because I have the ability to properly cope with things. It’s up to me to have the right kind of responses.
I love her and I take care of her, whether she has dementia or not. I could’ve put her in the nursing home,
but my free will helped me to love her and accept her. Even if I don’t enjoy it, it could happen to me.

I choose to take care of my grandmother, even though I was treated poorly by her in the past. This is a
way to accept God’s blessing.

When he was diagnosed, I chose to not be the primary caregiver, but as he got worse I chose to become
the primary caregiver. It was my own decision.

I have choices; I choose to take care of her.
I have the choice. When she becomes too much to handle, I can go outside. I can make her comfortable
and relax for a few minutes, or I can take action to keep her entertained and just talk to her.

How we choose to deal with it is up to us. We had her in a nursing home at first and she wasn’t thriving,
and we made a decision to bring her home and see if we couldn’t do something on our end instead.

It is her own decision whether she is going to take care of her mother or not, as well as how she is going
to cope with it.

I can either deal with it or not, but I chose to because she’s my granny.
I am choosing to keep him at home, am mastering enhanced skills to work with him, am applying energy/
time to research, and am spending money to create an environment and hire additional help to care for
him.

I have the free will, the choice to determine how well I can care for her.
I am able to make the choice to help him, not forced to.
I have the ability to decide if I want to work with her or not. I could just let her be, but I decide to help
her. It’s my decision.

Decision I made, relinquish my responsibility and take care of her.
I can choose how to handle what she does—I can get upset and think she’s trying to manipulate me or I
can handle it in a positive way.

I have control over my response to it, even if I don’t have control over the situation; you just have to do
what you need to do to help it. You have to stay positive and figure out ways you can deal with it.

(Continued )
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Table 5. (Continued).

Primarily endorsing a free will perspective

I decided I’m gonna do the best I can for her.
I know it’s her right to act how she wants to, but I have to try to work around that and cope.
I made the decision to take care of her because of her illness.
It’s a necessary thing, we’re married in sickness and in health—but I do have free will, I could’ve put him
in a nursing home.

Because I make decisions on what I’m gonna do and not do, and sometimes I’m pushed beyond, but
ultimately it’s my free will to decide what I’m doing.

I can choose to believe that Jesus Christ will heal him.
I can choose which way I can do the things that need to be done to make her life comfortable and for me
to be able to cope and function normally and continue doing things in my life.

I can keep my stress levels low so I am physically and emotionally able to care for him.
It is my choice to do this.
I am deliberately taking care of myself so I don’t end up like my mom.
Yes, I think that in every situation I have the choice to respond positively or negatively despite the
pressure that I feel in the moment.

I can choose how I will handle the situations.
I am caring and helpful so I made the decision to take on this responsibility. I am destined to do this.
The fact is that I try to withstand any possible constraint, such as the fact that it’s hard to communicate
with her now and comply; harder than it was. I’m able to look past any issues and make choices to cook
her food, since she can’t make her own; provide her with clothes. I’m able to do these tasks and am not
constrained by any forces.

Yes, I choose to help.
She’s my mom, I want to be there for her and I have faith.
I think that I can choose whether to put her in a nursing home, whether to be bitter, whether to take it
day by day. I can choose how to react to these challenges.

I can choose to deal with it and how I respond to different things, or to not deal with it and be mean.
I could choose to have her in a home or lock her away, so I definitely have it. You always have choices,
even if they seem limited.

I can choose to care for her or not. I can choose how I react to the challenges of caring for her.
I’ve always been a free will person. At all times and conditions with respect to decision making, I make
changes whenever necessary.

I’ve chosen to help her as much as I can and be a caretaker. Some days for my wellbeing I’ve backed off,
and just check on her but not necessarily deal with what sometimes seems to anger her.

Just because I have the option of putting her in assisted living or in a home.
Because I’m making choices that affect not only me but also her and the choices we make almost always
affect others.

I make choices every day of how I’m going to react to whatever is going on with her. Sometimes I feel like
it’s really hard to do the best thing because of certain examples that I’ve had growing up.

I can choose to find the silver lining in things, find the glass half full in dealing with her, to still find
positivity in her life.

I have free will to respond in certain ways.
I can just say no. It would be the wrong thing, but I could do it. But I choose to be here.
Because I’m a free will person; my mom and I have always been close. I don’t think if I wasn’t so free
willed I wouldn’t be able to take care of her.

I guess because I’m able to—before she had the disease I was able to cope with who she was before the
disease and I’m able to cope with who she is now after the disease. I give her options, like the free will
to eat what she wants or laying out different outfits for her and she gets to pick out the outfit she
wants to wear. I’m there giving her those choices, I have to put them in front of her but she can still
choose. I think free will plays an important part between the two of us. I have the free will to take care
of her or not and I’m doing it because she raised me and I don’t feel like I owe and I care about her so
much I’d rather take care of her myself than have her go to a home. I have the free will to keep her
with me.

Because I am her helper and I’m doing that of my own free will.
I have a choice of how to deal with her.

(Continued )
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Table 5. (Continued).

Primarily endorsing a free will perspective

It’s my choice whether I want to participate in helping her get through it and at what level I’m going to
help and that stuff.

I think that I make choices every day to keep his dignity, and when something comes up I put my hands
out and decide the option that keeps his dignity.

The more I work with him, and I have to have a lot of patience in order to work with him, because if you
don’t have the patience and the knowledge that at the time they are doing these things, at some point
in time you might think they know what they’re doing but they don’t. You have to have the patience
and understanding to work with them.

I can either be like “oh my god” or I can overcome this, looking at it in a positive light or a negative light
I’m the caregiver; I can rationalize, generalize and compare to make the choices I have to make.
I have a choice to help her deal with things. I can bring her to my home instead of putting her in a
nursing home.

Yes, because I have the choice to let it get me down or to try and help her out and make her feel better
about her situation.

As a social worker I am trained to cope and empower and provide empathy to others and it’s only right to
implement it in my own life. I choose how to cope with my grandmother. I can understand her illness
better than if I wasn’t in this field.

I’m choosing to be here and I’d like to protect my mom from herself which seems to be difficult.
I’m free to take care of my mother to the best of my ability; to make her last days/years happy and
healthy.

Because there are times when I feel a resentment rise up and my first inclination is to argue, but then I
think it doesn’t help, it just agitates her, so now if we get to an impasse I let go, because it doesn’t help
her and it surely doesn’t help me in the long run.

Primarily Lacking a Free Will Perception or Neutral Responses
I have to do all of her legal work.
Well, I still deal with it every day. I do not know what else to do.
I guess I am looking at it as though I don’t have the free will; because I am taking care of my
grandmother, so I do not really have the free will to do what I want to or to go wherever I want.

I don’t work anymore—I have to bath him, I have to set up his appointments and take him to his
appointment.

Not sure how free will plays a role in coping with the illness. If someone is ill, you have to do what you
have to do. There is no time to think of free will.

I have to deal with it.
Because these are unforeseen circumstances, and a person can’t control these events.
It happens in life; clearly it was God’s plan and everything happens for a reason.
I can decide when I need a break. Sometimes I can’t, I have to just go with it, no options.
I tend to give up sometimes too. The roles are reversed, I’m the parent, and she’s the child.
I don’t have any control—my will would be to make him better, but it’s a situation I can’t control; it isn’t
optional.

I try not to be discouraged by her unwillingness to enjoy life.
I have to deal with it, I have a choice, but there’s no way around it.
I have to take care of him, he’s my parent.
Society and the family members have a big impact on the type of care my mom needs. Some people get
dementia and have no plan for it. My mom always had my Italian father make all the decisions, so she
went through a lot of pain and suffering because he wasn’t sensitive to the pain in these decisions. The
laws as well make her suffer, they don’t protect the elderly. We are trying to remove my father from the
situation to stop unintentional suffering. I don’t have the free will to make these decisions because my
father and the laws restrict my power to help. I don’t feel I have free will in my situation.

This is something that I’m dealing with. I deal with it on a daily basis; it’s not something that is optional,
but rather something that I have to deal with on a daily basis. With free will you have the option; this is
something that I can’t control; it’s out of my control.

How I cope with it affects her. My husband is very calm and he is very forgiving when she is mean and I
am not so much. He reminds me that she is ill and this is not her choice, so I have to make a conscious
decision of what I say or do and see how it affects her.

(Continued )
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illness, and the quantitative analyses indicate that those that hold this per-
spective most firmly reported a better quality of life.

Both free will and LoC exhibited an independent association with QoL in
caregivers. We were surprised to find, however, that LoC and free will were
not related to each other. This, supports Paulhus and Carey’s (2011) assertion
that the free will construct is not old wine in new bottles; in other words, free
will is not simply a synonym of LoC. An internal LoC may improve care-
givers’ quality of life by increasing their sense of competency in managing
caregiving demands (e.g., “I have an unusual talent for placating her when
she becomes irritable,” or “I am handy so I will be able to equip the house
with the necessary lifts and other modifications that will need to be made”).
On the other hand, free will may enhance QoL by increasing one’s sense of
practical and emotional options in responding to these demands (e.g., “I can
choose to view the sacrifice as a privilege,” or even, “if it gets to be too much
I can always opt to put him in a home”).

Clinical implications

Though the prognosis for dementia-related disorders is poor, and they are
undeniably difficult for caregivers to manage (Thies & Bleiler, 2012), our
findings suggest that caregivers that hold a greater free will perspective might
be more adept at reframing suffering and other potential adversities in a
manner that is beneficial, or at the very least, tolerable. Thus, for clinicians
working with dementia caregivers, assisting them in recognizing a greater

Table 5. (Continued).

Primarily endorsing a free will perspective

I have choices in how to react. I have to stop and think. I have to get into his world before I respond many
times, either to a behavior that I see or if I want him to do something or if he asks a question. He can’t
think rationally anymore, so I have to think about what I do or say. I can’t always do what I like to do or
say what I want to say to him; I have to edit my thoughts and deeds.

I used to get really pissed off at her and the position that I was put in. I’d get really angry but then I’d
calm down and realize she’s not doing it on purpose and doesn’t want to be the way she is at all.
Getting angry was just wasting time and wasting energy.

I must recognize that in every life, a little rain must fall. For the most part, she and I have gone through
life with little difficulties. We have a result of her illness with natural circumstances. As we live longer
we can expect more difficult situations to consume us.

Because it’s not—I take care of my aunt because I love her and she’s part of my family, that’s about it.
I’m a victim of having a dad that has psychiatric problems and congenital problems, and being an only
child.

I wasn’t ready for the responsibility, but I would never leave her in harm’s way. I love her too much to
abandon her, so I’m sacrificing my own happiness and well-being.

I think because there is a purpose that I have to take care of him.
I choose to take care of him, yet it’s my dad so I don’t feel like I have a choice. I would never let him go
into a nursing home.

I do not know how to respond.
I’m not sure.
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range of areas where they do have freedom of choice over their behaviors and
emotional reactions, and also encouraging them to tap into religious prac-
tices and beliefs that may help them cope with their caregiving role, may
result in an enhanced QoL. Although LoC was not a primary focus of this
paper, our results also indicated that having a more internal locus of control
was associated with lower levels of depression and anxiety and a greater QoL.
Thus, empowering caregivers to believe that their own internal abilities and
efforts can positively impact their ill relative may also result in better mental
health and a greater QoL.

Study limitations and future directions

This study has several limitations. First, the cross sectional design makes it
unclear if targeting free will perceptions or religious coping will actually
improve QoL and other aspects of psychological functioning. Longitudinal
studies are needed that assess (and ideally, aim to modify) free will percep-
tions and religious coping and evaluate whether changes in these constructs
are linked to changes in QoL. Another study limitation is that, while ade-
quate for research purposes, the scales used to assess free will and LoC both
had lower reliability than we would have liked. In future research, it will be
important to reassess our hypotheses using multiple methods and longer,
more reliable instruments. It is important to note, however, that for both
scales, the reliabilities found in this study were fairly close to those reported
by the scales’ developers. This may suggest that both free will and LoC are
multifaceted constructs that each need to be assessed more comprehensively.
An additional limitation is that this study focused solely on caregivers. Given
that dementia strips people of the ability to control even the most basic life
functions (e.g., eating, grooming, working), future research should also
examine how religious coping and free will perceptions relate to coping
with early onset dementia in the patient himself. Though examining free
will perceptions would be challenging with severely demented individuals,
studying individuals with early onset dementia could offer new and interest-
ing insights.

Finally, though we did not see any relationships between ethnicity and free
will or QoL in the current study, in the future it would be interesting to
examine how our results hold up in more collectivistic societies. The United
States is a culture that prizes personal freedom (e.g., unlimited iterations of
coffee choices, a range of home schooling, magnet, and other non-traditional
educational options for our children). Thus, it makes sense that caregivers
who perceive that they have greater choice in their life decisions may main-
tain a higher quality of life, despite grueling caregiving demands. In collecti-
vistic cultures such as Korea and India, however, there tends to be less
emphasis on free choice (Myers, 2008), and there is a general expectation
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that one will care for his or her elderly relatives later in life (Lo & Russel,
2007). Thus, it would be interesting to see if the positive associations between
free will and QoL observed in this study would also hold up in societies
where choice is not prized to the same extent and caring for the elderly is
generally viewed as an obligation or privilege, rather than a choice.

References

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental dis-
orders (5th ed.). Washington, DC: Author.

Ayalon, L., & Huyck, M. H. (2002). Latino caregivers of relatives with Alzheimer’s disease.
Clinical Gerontologist: The Journal of Aging and Mental Health, 24(3–4), 93–106.
doi:10.1300/J018v24n03_08

Baumeister, R. F., Crescioni, A. W., & Alquist, J. L. (2011). Free will as advanced action
control for human social life and culture. Neuroethics, 4(1), 1–11. doi:10.1007/s12152-010-
9058-4

Baumeister, R. F., Masicampo, E. J., & DeWall, C. N. (2009). Prosocial benefits of feeling free:
Disbelief in free will increases aggression and reduces helpfulness. Personality and Social
Psychology Bulletin, 35(2), 260–268. doi:10.1177/0146167208327217

Beck, A. T., Epstein, N., Brown, G., & Steer, R. A. (1988). An inventory for measuring clinical
anxiety: Psychometric properties. Journal of Consulting and Clinical Psychology, 56(6), 893–
897. doi:10.1037/0022-006X.56.6.893

Beck, A. T., Ward, C. H., Mendelson, M., Mock, J., & Erbaugh, J. (1961). An inventory for
measuring depression. Archives of General Psychiatry, 4561–4571. doi:10.1001/
archpsyc.1961.01710120031004

Blieszner, R., & Roberto, K. A. (2010). Care partner responses to the onset of mild cognitive
impairment. The Gerontologist, 50(1), 11–22. doi:10.1093/geront/gnp068

Bradford, A., Kunik, M. E., Schulz, P., Williams, S. P., & Singh, H. (2009). Missed and delayed
diagnosis of dementia in primary care: Prevalence and contributing factors. Alzheimer
Disease and Associated Disorders, 23(4), 306–314.

Bulmer, M. G. (2012). Principles of statistics. New York, NY: Courier Corporation.
Frankl, V. (2006). Man’s search for meaning. Boston, MA: Beacon Press.
Frisch, M. B., Cornell, J., Villanueva, M., & Retzlaff, P. J. (1992). Clinical validation of the

Quality of Life Inventory: A measure of life satisfaction for use in treatment planning
and outcome assessment. Psychological Assessment, 4(1), 92–101. doi:10.1037/1040-
3590.4.1.92

Haley, W. E., LaMonde, L. A., Han, B., Burton, A. M., & Schonwetter, R. (2003). Predictors of
depression and life satisfaction among spousal caregivers in hospice: Application of a stress
process model. Journal of Palliative Medicine, 6(2), 215–224.

Hill, P. C., & Pargament, K. I. (2008). Advances in the conceptualization and measurement of
religion and spirituality: Implications for physical and mental health research. Psychology
of Religion and Spirituality, S(1), 3–17. doi:10.1037/1941-1022.S.1.3

Hughes, C. P., Berg, L., Danziger, W. L., Coben, L. A., & Martin, R. L. (1982). A new clinical
scale for the staging of dementia. The British Journal of Psychiatry, 140566–140572.
doi:10.1192/bjp.140.6.566

Joanes, D. N., & Gill, C. A. (1998). Comparing measures of sample skewness and kurtosis.
The Statistician, 47(1), 183–189.

JOURNAL OF RELIGION, SPIRITUALITY & AGING 245

http://dx.doi.org/10.1300/J018v24n03%5F08
http://dx.doi.org/10.1007/s12152-010-9058-4
http://dx.doi.org/10.1007/s12152-010-9058-4
http://dx.doi.org/10.1177/0146167208327217
http://dx.doi.org/10.1037/0022-006X.56.6.893
http://dx.doi.org/10.1001/archpsyc.1961.01710120031004
http://dx.doi.org/10.1001/archpsyc.1961.01710120031004
http://dx.doi.org/10.1093/geront/gnp068
http://dx.doi.org/10.1037/1040-3590.4.1.92
http://dx.doi.org/10.1037/1040-3590.4.1.92
http://dx.doi.org/10.1037/1941-1022.S.1.3
http://dx.doi.org/10.1192/bjp.140.6.566


Karel, M. J., Gatz, M., & Smyer, M. A. (2012). Aging and mental health in the decade ahead:
What psychologists need to know. American Psychologist, 67(3), 184–198. doi:10.1037/
a0025393

Leblanc, A. J., Driscoll, A. K., & Pearlin, L. I. (2004). Religiosity and the expansion of
caregiver stress. Aging & Mental Health, 8(5), 410–421. doi:10.1080/
13607860410001724992

Lo, M., & Russel, C. (2007). Family care: An exploratory study of experience and expectations
among older Chinese immigrants in Australia. Contemporary Nurse, 25, 31–38.
doi:10.5172/conu.2007.25.1-2.31

Morris, J. C. (1993). The Clinical Dementia Rating (CDR): Current version and scoring rules.
Neurology, 43(11), 2412–2412. doi:10.1212/WNL.43.11.2412-a

Morris, J. C., Ernesto, C., Schafer, K., Coats, M., Leon, S., Sano, M., . . . Woodbury, P. (1997).
Clinical dementia rating training and reliability in multicenter studies: The Alzheimer’s
disease cooperative study experience. Neurology, 48(6), 1508–1510. doi:10.1212/
WNL.48.6.1508

Myers, D. (2008). Determined and free. In J. Baer, J. C. Kaufman, & R. Baumeister (Eds.), Are
we free? Psychology and free will (pp. 32–43). New York, NY: Oxford University Press.

Pargament, K. I., Ensing, D. S., Falgout, K., Olsen, H., Reilly, B., Haitsma, K., & Warren, R.
(1990). God help me: I. Religious coping efforts as predictors of the outcomes to significant
negative life events. American Journal of Community Psychology, 18(6), 793–824.
doi:10.1007/BF00938065

Pargament, K. I., Kennell, J., Hathaway, W., Grevengoed, N., Newman, J., & Jones, W. (1988).
Religion and the problem-solving process: Three styles of coping. Journal for the Scientific
Study of Religion, 27(1), 90–104. doi:10.2307/1387404

Pargament, K. I., Koenig, H. G., Tarakeshwar, N., & Hahn, J. (2004). Religious coping
methods as predictors of psychological, physical and spiritual outcomes among medically
ill elderly patients: A two-year longitudinal study. Journal of Health Psychology, 9(6), 713–
730. doi:10.1177/1359105304045366

Paulhus, D. L., & Carey, J. M. (2011). The FAD-Plus: Measuring lay beliefs regarding free will
and related constructs. Journal of Personality Assessment, 93(1), 96–104. doi:10.1080/
00223891.2010.528483

Prince, M., Wimo, A., Guerchet, M., Ali, G., Wu, Y. T., & Prina, M. (2015). World Alzheimer
Report 2015. The global impact of dementia. An analysis of prevalence, incidence, cost and
trends. London, England: Alzheimer’s Disease International.

Rakos, R. F., Laurene, K. R., Skala, S., & Slane, S. (2008). Belief in free will: Measurement and
conceptualization innovations. Behavior and Social Issues, 17(1), 20–39. doi:10.5210/bsi.
v17i1.1929

Rotter, J. B. (1966). Generalized expectancies for internal versus external control of reinforce-
ment. Psychological Monographs: General And Applied, 80(1), 1–28. doi:10.1037/h0092976

Sapp, S. (2002). When Alzheimer’s strikes! Fort Lauderdale, FL: Desert Ministries.
Thies, W., & Bleiler, L. (2012). 2012 Alzheimer’s disease facts and figures. Alzheimer’s &

Dementia: The Journal of The Alzheimer’s Association, 8(2), 131–168. doi:10.1016/j.
jalz.2012.02.001

van den Dungen, P., van Marwijk, H. M., van der Horst, H. E., van Charante, E. M.,
Vroomen, J. M., van de Ven, P. M., & Van Hout, H. J. (2012). The accuracy of family
physicians’ dementia diagnoses at different stages of dementia: A systematic review.
International Journal of Geriatric Psychiatry, 27(4), 342–354.

Vohs, K. D., & Schooler, J. W. (2008). The value of believing in free will: Encouraging a belief
in determinism increases cheating. Psychological Science, 19(1), 49–54. doi:10.1111/j.1467-
9280.2008.02045.x

246 A. WEISMAN DE MAMANI ET AL.

http://dx.doi.org/10.1037/a0025393
http://dx.doi.org/10.1037/a0025393
http://dx.doi.org/10.1080/13607860410001724992
http://dx.doi.org/10.1080/13607860410001724992
http://dx.doi.org/10.5172/conu.2007.25.1-2.31
http://dx.doi.org/10.1212/WNL.43.11.2412-a
http://dx.doi.org/10.1212/WNL.48.6.1508
http://dx.doi.org/10.1212/WNL.48.6.1508
http://dx.doi.org/10.1007/BF00938065
http://dx.doi.org/10.2307/1387404
http://dx.doi.org/10.1177/1359105304045366
http://dx.doi.org/10.1080/00223891.2010.528483
http://dx.doi.org/10.1080/00223891.2010.528483
http://dx.doi.org/10.5210/bsi.v17i1.1929
http://dx.doi.org/10.5210/bsi.v17i1.1929
http://dx.doi.org/10.1037/h0092976
http://dx.doi.org/10.1016/j.jalz.2012.02.001
http://dx.doi.org/10.1016/j.jalz.2012.02.001
http://dx.doi.org/10.1111/j.1467-9280.2008.02045.x
http://dx.doi.org/10.1111/j.1467-9280.2008.02045.x


Waite, P. J., Hawks, S. R., & Gast, J. A. (1999). The correlation between spiritual well-being and
health behaviors. American Journal of Health Promotion, 13(3), 159–162. doi:10.4278/0890-
1171-13.3.159

Weisman, A., Feldman, G., Gruman, C., Rosenberg, R., Chamorro, R., & Belozersky, I. (2005).
Improving mental health services for Latino and Asian immigrant elders. Professional
Psychology: Research and Practice, 36(6), 642–648. doi:10.1037/0735-7028.36.6.642

Weisman de Mamani, A. G., Tuchman, N., & Duarte, E. A. (2010). Incorporating religion/
spirituality into treatment for serious mental illness. Cognitive and Behavioral Practice, 17,
348–357. doi:10.1016/j.cbpra.2009.05.003

Weisman de Mamani, A., Weintraub, M., Tauler, C., Gurak, K., Maura, J., Mejia, M., & Sapp,
S. (2014). Religion and free will perceptions in patients with dementia and their caregivers:
A review of the literature. Journal of Religion, Spirituality & Aging, 26, 201–214.
doi:10.1080/15528030.2013.829017

JOURNAL OF RELIGION, SPIRITUALITY & AGING 247

http://dx.doi.org/10.4278/0890-1171-13.3.159
http://dx.doi.org/10.4278/0890-1171-13.3.159
http://dx.doi.org/10.1037/0735-7028.36.6.642
http://dx.doi.org/10.1016/j.cbpra.2009.05.003
http://dx.doi.org/10.1080/15528030.2013.829017

	Abstract
	Free will
	Religion and religious coping
	The link between religion and free will
	Locus of control

	Methods
	Sample
	Procedure
	Measures
	Dementia diagnosis and cognitive impairment
	Free will
	Religious coping
	Quality of life
	Depression
	Anxiety
	Locus of control
	Content analyses

	Statistical analyses

	Results
	Preliminary analyses
	Skew and kurtosis results

	Primary analyses
	QoL
	Anxiety
	Depression
	Content analyses


	Discussion
	Clinical implications
	Study limitations and future directions

	References

