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Breast Cancer Among Asian Americans: 

Is Acculturation Related to Health-Related 

Quality of Life?

Jinsook Kim, PhD, MPH, DDS, Kimlin T. Ashing-Giwa, PhD, 
Marjorie Kagawa Singer, PhD, MA, MN, RN, and Judith S. Tejero, MPH

Purpose/Objectives: To examine the association of acculturation 

with health-related quality of life (HRQOL) among Asian American 

breast cancer survivors.

Design: Cross-sectional.

Setting: Analysis of an Asian American subsample of breast 

cancer survivors from a larger multiethnic study.

Sample: 206 Asian Americans, including Chinese, Filipinos, Ko-

reans, and Japanese. Most were diagnosed with early-stage breast 

cancer (stage 0–II) and were an average of 54 years old.

Methods: Participants completed a mailed questionnaire or 

answered a telephone survey in English, Mandarin, or Korean. 

HRQOL was measured using the Functional Assessment of Cancer 

Therapy–Breast Version 4. Acculturation was measured using an 

eight-item scale adapted from Marin’s Short Acculturation Scale. 

Main Research Variables: HRQOL, acculturation, health insur-

ance, life stress, and social support.

Findings: Acculturation was significantly associated with 

HRQOL when demographic, medical, socioecologic, and healthcare 

access factors were controlled. However, the signifi cant associa-

tion between acculturation and HRQOL disappeared when Asian 

subgroup membership was considered. Subgroup differences 

in HRQOL remained after controlling for covariates, with Korean 

Americans reporting lower HRQOL than the other Asian American 

subgroups.

Conclusions: The absence of a signifi cant association between 

acculturation and HRQOL in the final model is likely a result of 

the strong association between acculturation and Asian American 

subgroup membership. The results suggest that the correlation 

between acculturation and HRQOL is not an effect of having health 

insurance, life stress, and social support. 

Implications for Nursing: Closer attention is needed regarding 

acculturation level; Asian American subgroup differences, includ-

ing language capacity; and socioecologic characteristics in nursing 

practice and research.
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Key Points . . .

➤ The correlation between acculturation and health-related 

quality of life (HRQOL) is not associated with the effect 

of health insurance, life stress, and social support.

➤ Acculturation is not signifi cantly associated with 

HRQOL when Asian American subgroup membership 

is considered.

➤ Subgroup differences in HRQOL remained after con-

trolling for covariates, with Korean American breast 

cancer survivors showing lower HRQOL than the other 

Asian subgroups.
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KeyPoints...

➤Thecorrelationbetweenacculturationandhealth-relatedqual-
ityoflife(HRQOL)isnotassociatedwiththeeffectofhealth
insurance,lifestress,andsocialsupport.

➤AcculturationisnotsignificantlyassociatedwithHRQOL
whenAsianAmericansubgroupmembershipisconsidered.

➤SubgroupdifferencesinHRQOLremainedaftercontrolling
forcovariates,withKoreanAmericanbreastcancersurvivors
showinglowerHRQOLthantheotherAsiansubgroups.

Amongwomenofallracialandethnicgroups,breast
canceristhemostcommonformofcancerandthe
second-leadingcauseofcancerdeathintheUnited

States(AmericanCancerSociety,2006).Breastcancerrates
areincreasingdramaticallyforspecificAsianAmerican
subgroups(Deapen,Liu,Perkins,Bernstein,&Ross,2002).

Althoughthemortalityratesfrombreastcancerhavesignifi-
cantlydeclinedamongalmostallracialandethnicgroupsin
theUnitedStatesfrom1992–2002,nosignificantdecline
wasfoundamongAsiansandPacificIslanders(Riesetal.,
2005).Thelimitedepidemiologicdataonbreastcanceramong
AsianAmericanssuggestimportantsubgroupdifferencesin
incidenceandcancerstage.TheLosAngeles(California)
CountyCancerSurveillanceProgramreportedthatJapanese
Americanwomenhadthehighestincidenceofbreastcancer
comparedtoallethnicgroups,althoughChineseandFilipino
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MarjorieKagawaSinger,PhD,MA,MN,RN,andJudithS.Tejero,MPH

Purpose/Objectives:Toexaminetheassociationofacculturation
withhealth-relatedqualityoflife(HRQOL)amongAsianAmerican
breastcancersurvivors.

Design:Cross-sectional.
Setting:AnalysisofanAsianAmericansubsampleofbreastcancer

survivorsfromalargermultiethnicstudy.
Sample:206AsianAmericans,includingChinese,Filipinos,Ko-

reans,andJapanese.Mostwerediagnosedwithearly-stagebreast
cancer(stage0–II)andwereanaverageof54yearsold.

Methods:Participantscompletedamailedquestionnaireoran-
sweredatelephonesurveyinEnglish,Mandarin,orKorean.HRQOL
wasmeasuredusingtheFunctionalAssessmentofCancerTherapy–
BreastVersion4.Acculturationwasmeasuredusinganeight-item
scaleadaptedfromMarin’sShortAcculturationScale.

MainResearchVariables:HRQOL,acculturation,healthinsur-
ance,lifestress,andsocialsupport.

Findings:AcculturationwassignificantlyassociatedwithHRQOL
whendemographic,medical,socioecologic,andhealthcareaccess
factorswerecontrolled.However,thesignificantassociationbetween
acculturationandHRQOLdisappearedwhenAsiansubgroupmember-
shipwasconsidered.SubgroupdifferencesinHRQOLremainedafter
controllingforcovariates,withKoreanAmericansreportinglower
HRQOLthantheotherAsianAmericansubgroups.

Conclusions:Theabsenceofasignificantassociationbetween
acculturationandHRQOLinthefinalmodelislikelyaresultofthe
strongassociationbetweenacculturationandAsianAmericansub-
groupmembership. Theresultssuggestthatthecorrelationbetween
acculturationandHRQOLisnotaneffectofhavinghealthinsurance,
lifestress,andsocialsupport.

ImplicationsforNursing:Closerattentionisneededregarding
acculturationlevel;AsianAmericansubgroupdifferences,includ-
inglanguagecapacity;andsocioecologiccharacteristicsinnursing
practiceandresearch.
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womenexperiencedsignificantincreasesinincidencerates
(Deapenetal.).JapaneseAmericanshavehigherratesof
stage0–IIbreastcanceratpresentation,andFilipino,Indian,
andPakistaniAmericansandNativeHawaiianshaveahigher
riskofpresentingwithstageIIIandIVtumorscomparedwith
EuropeanAmericans(Li,Malone,&Daling,2003).

Health-RelatedQualityofLife
ofBreastCancerSurvivors

Breastcancerischaracterizedbyhighsurvivalratesfor
individualsdiagnosedwithearly-stagedisease(IandII)
(Gotay,Holup,&Pagano,2002).Becauseofhighsurvival
rates,theeffectofbreastcanceronhealth-relatedqualityof
life(HRQOL)forthegrowingnumberofbreastcancersur-
vivorshasbeenofgreatconcern.HRQOLisamultifarious
frameworkthatappraisesphysical,functional,emotional,and
socialwell-beinginrelationtohealth(Cellaetal.,1993;Gill
&Feinstein,1994;McQuellon,Kimmick,&Hurt,1997).
Cancer-relatedQOLisanindividual’sassessmentofhis
orhermanagementofday-to-dayactivitiesandsenseof
well-beingaftercanceranditstreatments.Thephysicaldo-
mainincludesdisease-related,treatment-related,andgeneral
bodilyconcerns.Thefunctionaldomainincludesthe abilityto
workandperformotherusualresponsibilities.Theemotional
domainincludesthepresenceorabsenceaswellaslevelsof
depression,anxiety,andgeneralemotionalwell-being.The
socialdomainincludestheabilitytoparticipateinusualfam-
ilyandsocialactivities(Cellaetal.,1993).
Avarietyoffactors,includingthoserelatedtocancerand
socioecology,havebeensuggestedtoaffecttheHRQOLof
breastcancersurvivors(Ashing-Giwa,2005;Ashing-Giwa,
Padilla,Tejero,Kraemer,etal.,2004;Lehto,Ojanen,&
Kellokumpu-Lehtinen,2005).Socioecologicfactors,such
aslifestressandsocialsupport,mayinfluenceHRQOL
bymediatingtheeffectofcancer-specificfactorsonbreast
cancersurvivors’well-being.Lifestressislikelytodisturb
aperson’sabilitytocopewiththestressesofcancerand
itstreatment(Baider,Kaufman,Ever-Hadani,&De-Nour,
1996).Incontrast,socialsupportmayhavepositiveeffects
onbreastcancersurvivors’well-beingbyalleviatingthenega-
tiveconsequencesofbreastcancerdiagnosisandtreatment
(Kagawa-Singer,Wellisch,&Durvasula,1997;Lehtoetal.;
Wellischetal.,1999).
Aswithmanyotherresearchareas,disparitiesexistinthe
inclusionofethnicminoritywomenincancersurvivorship
studies.Thevastmajorityofstudiesonbreastcancersurvivors
iscomprisedprimarilyofEuropeanAmericanandmiddle-to
upper-classsamples(Ashing-Giwa,1999;Ashing-Giwa&
Ganz,1997).Afewresearchershaveexploredpossibleethnic
andculturalinfluencesonHRQOL(Ashing-Giwa,Ganz,&
Petersen,1999;Gotayetal.,2002),andadearthofquantita-
tivestudieshaveaddressedHRQOLamongAsianAmerican
survivors.Evenfewerstudiesexistdocumentingsubgroup
differencesinthequality-of-lifeexperiencesofAsianim-
migrantbreastcancersurvivors(Ashing,Padilla,Tejero,&
Kagawa-Singer,2003).Kagawa-Singeretal.(1997)reported
differencesinmedicalandpsychosocialdistressbetween
AsianAmericansofhighandlowacculturation.Theirresults
suggestthatAsianAmericanswithlowacculturationex-
pressedhigherdistressrelatedtomedicalproblemsthantheir
highlyacculturatedcounterpartsorEuropeanAmericans,but

thelowestpsychosocialdistress.Todate,nostudywasfound
withsufficientsamplesizestoconductmeaningfulquantita-
tivedataanalysesontherelationshipbetweenacculturation
andHRQOLamongAsianbreastcancersurvivorsinthe
UnitedStates.

Acculturation
andHealth-RelatedQualityofLife

Studieshavefoundrelationshipsbetweenacculturation
andthehealthofimmigrantpopulations(Arcia,Skin-
ner,Bailey,&Correa,2001;Salant&Lauderdale,2003).
Theterm“acculturation”isusedmostoftentodefinean
immigrant’sprocessofadaptationtoanewhomecountry
inwhichvaryingelementsofthenewcomeranddominant
culturesareretainedandinternalized(Trimble,2003).In
thecurrentstudy,theauthorsdefinedacculturationasan
immigrant’sprocessofreadjustmentandintegrationof
beliefsandpracticesthroughinteractionwithotherethnic
groupsandexposuretothecultureofthehostsociety.Accul-
turationisnotnecessarilyconsideredabeneficialormorally
correctprocess.Immigrantsmayexperienceeitherpositive
ornegativeconsequenceswithacculturation.Becauseac-
culturationmayaffectimmigrants’healthdifferently,de-
pendingonimmigrantcharacteristicsandhealthoutcomes,
nosingledirectionofhealthoutcomescanbepredictedby
acculturationlevel.
Acculturationmaybelinkedtohealthoutcomesthrough
itsassociationwithfactorssuchasaccesstohealthcare,
adjustmentstress,andsocialsupport(Berry,2003;Hyman
&Dussault,2000;Ku&Freilich,2001;Kuo&Tsai,1986;
Shen&Takeuchi,2001;Yeh,2003).Researchsuggeststhat
alowlevelofacculturationisanimportantbarriertohealth
care(Maxwell,Bastani,&Warda,2000;Sarna,Tae,Kim,
Brecht,&Maxwell,2001).Forexample,whenacculturation
ismeasuredbylengthofresidencyorEnglishfluency,accul-
turationisassociatedwiththehealthinsurancecoverageof
immigrants:IncreasedlengthofresidencyintheUnitedStates
orEnglishfluencyhasbeenfoundtobepositivelycorrelated
withhealthinsuranceownership(Jang,Lee,&Woo,1998;
Jenkins,Le,McPhee,Stewart,&Ha,1996;Kim&Shin,
2006;Thamer,Richard,Casebeer,&Ray,1997).
Researcherspositthatadjustmentstressandsocialsupport
areassociatedwithimmigrants’healthoutcomes(Baider
etal.,1996;Hyman&Dussault,2000;Shen&Takeuchi,
2001).Thedegreeofadjustmentstressandsocialsupport
maychangewithlevelsofacculturation.Thetrajectoryof
adjustmentstressandsocialsupportwithacculturationhas
notbeenidentifiedclearly.However,studiessuggestthat
thesevereadjustmentstressatthebeginningofimmigration
decreasesasthelengthofresidenceincreases(Kuo&Tsai,
1986;Shen&Takeuchi).Supportfromcloseethnicnetworks
maydeclineastimeelapses(Hyman&Dussault),butsupport
fromothersocialnetworksmayincreaseasimmigrantsget
involvedinnewsocialnetworks.Adjustmentstressandsocial
supportalsomayaffecttheHRQOLofimmigrantbreastcan-
cersurvivors.Becauseimmigration-relatedadjustmentstress
isdauntingitself,recentimmigrantbreastcancersurvivors
arelikelytoexperiencegreaterpsychologicaldistressthan
nonimmigrantsasaresultofthedualburdenofadjustingto
anewsocietyandbeingapatientwithcancer(Baideretal.).
Thepsychologicaldistress,however,couldbealleviatedby
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supportfromfamilyandnonfamilysocialnetworks,improv-
ingtheHRQOLofbreastcancersurvivors.

AimsoftheStudy
Theaimsofthecurrentstudyweretoexploretheassocia-
tionofacculturationwithHRQOLamongAsianAmerican
breastcancersurvivorsandtoexaminetheassociationof
demographic,medical,andsocioecologiccharacteristics
withHRQOL.Theauthorsexpectedthathighlyacculturated
breastcancersurvivorswouldbemorelikelytopresentwith
favorableHRQOLcomparedtolessacculturatedbreastcancer
survivorsbecauseofacculturation’scorrelationwithaccess
tohealthcare,lifestress,andsocialsupport.Therefore,the
authorsexpectedthatacculturationwouldnotbeassociated
withhighHRQOLwhenaccesstohealthcare,lifestress,and
socialsupportareconsidered.

Methods
DesignandSample
Thepresentstudywasconductedaspartofalargerstudyto
examinetheHRQOLofAfrican,Latino,Asian,andEuropean
Americanbreastcancersurvivors.Theanalysisfocuseson
onlyAsianAmericanrespondentstobetterunderstandtherole
ofethnic,cultural,andsocioecologicfactorsontheHRQOL
ofAsianAmericanbreastcancersurvivors.
ApprovalwasobtainedfromtheUniversityofCalifornia,
LosAngeles,institutionalreviewboard.Femalebreastcancer
survivorsinsouthernCaliforniawererecruitedfromvarious
cancer-relatedcommunityagencies,hospitals,andtheCali-
forniaCancerSurveillanceProgramfromJanuary2001–June
2003toobtainasamplediverseinculturalbackgroundand
socioeconomicstatus.Eligibleparticipantswerewithinoneto
fiveyearsofabreastcancerdiagnosis,currentlycancerfree,
diagnosedwithstage0–IIIbreastcancer,notdiagnosedwith
anothertypeofcancer,freeofanyothermajordisablingmedi-
calorpsychiatricconditions,and18yearsofageorolder.
Vulnerablesubjects(e.g.,pregnantwomen,institutionalized
women)andindividualswithstageIVbreastcancerormajor
medical(e.g.,stroke,heartdisease,degenerativeillnesses)
orpsychiatric(e.g.,schizophrenia,majordepression)condi-
tionswereexcludedbecauseofsignificantlydifferentdisease
progressionandprognosisorHRQOLconcerns.
Womenwererandomizedtocompleteeitheratelephone
interviewormailedsurveyquestionnairetoassesswhether
HRQOLlevelsdifferbysurveymode.Potentialparticipants
weremailedarecruitmentpacketavailableinEnglish,Span-
ish,Chinese(Mandarin),orKoreandescribingthestudyand
emphasizingthatparticipationwasconfidentialandvoluntary.
Beforethemailing,participantswereaskedtochooseapre-
ferredsurveylanguageduringscreeningcalls.Thelanguages
wereselectedtoreflectthoseofthelargestethnicgroupsof
breastcancersurvivorsintheselectedcancerandhospital
registries.TheJapaneseandFilipinoAmericanpopulations
asawholeintheLosAngelesareahavegreaterEnglishfacil-
itythantheChineseandKoreanAmericanpopulations.The
majorityofFilipino(75%)andJapaneseAmericans(72%)
speaksEnglishonlyorverywell(AsianPacificAmerican
LegalCenterofSouthernCalifornia[APALCSC]&United
WayofGreaterLosAngeles[UWGLA],2004).AmongJapa-
neseAmericans,51%reportedthattheyspeakonlyEnglish.
Incontrast,57%ofChineseand63%ofKoreanAmericans

reportedthattheydonotspeakEnglishverywell,with39%
and47%,respectively,belongingtolinguisticallyisolated
households(i.e.,thosethatspeakonlyanAsianlanguage)
(APALCSC&UWGLA).Forparticipantswhochosetheir
nativelanguages(MandarinorKorean)asthepreferredsur-
veylanguageduringscreeningcalls,questionnairesinnative
languagesweremailedortelephoneinterviewswithbilingual
nativelanguagespeakerswerearranged.Recruitmentmeth-
odshavebeendiscussedindetailelsewhere(Ashing-Giwa,
Padilla,Tejero,&Kim,2004).

Measures
Atthetimeofsurvey,HRQOLwasmeasuredusingthe

FunctionalAssessmentofCancerTherapy–Breast(FACT-
B)Version4.FACT-Bisastandardizedinstrumentthat
consistsofa27-itemgeneralcancerconcernsscale(FACT-
General[FACT-G])andanine-itembreastcancer–specific
scale(BreastCancerSubscale)(Bradyetal.,1997;Cellaet
al.,1993).Itemsareratedfrom0(notatall)to4(verymuch),
withhigherscoresindicatingbetterHRQOL.TheFACT-G
generatessubscalescores(scoresrangingfrom0–28)onfour
dimensions(physical,social/family,emotional,andfunctional
well-being)andanoverallHRQOLscore(FACT-Gscore)
thatisobtainedbyaveragingtheitems(scoresrangingfrom
0–108).Breastcancersubscalescoresrangefrom0–36.
FACT-Bhasbeentranslatedinmanylanguages,including
Spanish,Chinese,Japanese,andKorean.Highreliabilityof
theFACT-Gsubscales(partofFACT-B)hasbeenreportedfor
theEnglish,Spanish,Chinese,andKoreanversions(Brady
etal.,1997;Dapuetoetal.,2003;Lee,Chun,Kang,&Lee,
2004;Yooetal.,2005;Yuetal.,2000).Cross-culturalvalidity
oftheinstrumentamongdifferentAsiansubgroupscannotbe
determinedusingthecurrentstudy’ssamplebecauseofsmall
samplesizesofethnicityorlanguagesubgroups.Toestablish
theequivalenceoftheHRQOLinstrumentamongAsian
subgroups(e.g.,Chinese-speakingChinese,English-speak-
ingChinese,Japanese-speakingJapanese,English-speaking
JapaneseAmericans),amuchlargersampleofeachethnic-
ityorlanguagesubgroupthanthecurrentsamplewouldbe
needed.However,previousstudiesusingtranslatedFACT-G
inChinese(Yuetal.),Japanese(Fumimotoetal.,2001),and
Korean(Leeetal.;Yooetal.)havefoundgoodvalidityof
FACT-G,indicatingitscross-culturalvalidity.
Acculturationwasmeasuredusingresponsestoeightques-
tionsadaptedfromtheShortAcculturationScale(Marin,
Sabogal,Marine,Otero-Sabogal,&Perez-Stable,1987)
throughthreedomains:culturalorientation,interethnicin-
teraction,andlanguageuse.TheShortAcculturationScale
isa12-itemmeasurefocusingonlanguageuse,mediause,
foodpreference,andethnicsocialrelations.Areduced
numberofitemswereusedinthecurrentstudytomeasure
acculturationinalimitedamountoftime.Althoughorigi-
nallydevelopedforLatinos,severalstudieshaveadapted
andvalidatedthescaleforuseamongChineseandFilipino
Americanpopulations(delaCruz,Padilla,&Agustin,2000;
Gupta&Yick,2001).
TheeightquestionsthatwereadaptedfromtheShort
AcculturationScaleaskedtheethnicbackgroundofclose
friendsandpeoplevisited,preferenceforethnicbackground
ofchildren’sfriendsandindividualswithwhomrespondents
attendsocialgatheringsorparties,preferencefortypesof
foodandmedia,andlanguagesusedwithfamilyandfriends.
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Forthecurrentstudy,theanswerchoicesweremodifiedto
applytoallethnicgroups.Forexample,inresponsetothe
question,“Whatlanguage(s)doyouusuallyspeakathome?”
theanswerchoice“onlySpanish”waschangedto“onlyyour
ethnicgroup’slanguage.”Respondentsansweredtheitems
onafive-pointLikert-typescale.Theanswersrangedfrom
“allfromyourownethnicgroup”to“allfromotherethnic
groups”forethniccontact,“onlyofyourownethnicgroup”to
“onlyofotherethnicgroups”forfoodandmediapreference,
and“onlyyourethnicgroup’slanguage”to“onlyEnglish”
forlanguageuse.
Samplecharacteristics,healthcareaccess,andsocioecologic
factors(i.e.,lifestressandsocialsupport)wereexamined.
SamplecharacteristicsincludedAsiansubgroupmembership
(i.e.,Chinese,Filipino,Korean,Japanese,andotherAsian),
age,maritalstatus(partneredornot),education,annualhouse-
holdincome,occupation,andlanguageusedinthesurvey.
Respondentswhoweremarriedorinacommittedrelationship
wereconsideredpartnered.Theresearchersalsoinvestigated
medicalcharacteristics,suchasageatdiagnosis,yearssince
cancerdiagnosis,cancerstage,surgerytype,anddegreeof
comorbidity.Stagewasascertainedfromcancerregistry
informationwhenavailable;otherwise,womenself-reported
theirstageatdiagnosis.Thosewhowerenotsurewereasked
tocontacttheirdoctortoobtaintheinformation.Thedegree
ofcomorbidity(possiblerange=0–15)wasobtainedby
countingself-reportedmedicalconditionsfromalistof15
nonmajordisablingmedicalconditions(e.g.,arthritis,aller-
gies,diabetes).Healthinsurancecoverage(uninsured,public
insuranceonly,andprivateinsurance[employment-basedor
privatelypurchasedhealthinsurance])wasexaminedtoassess
breastcancersurvivors’accesstohealthcare.
Socioecologiccontextswereexaminedusingtwoscales:the

UrbanLifeStressorScaleandtheadaptedSocialSupport
Scale.TheUrbanLifeStressorScalemeasureslevelsofstress
associatedwithvariousaspectsoflife(i.e.,finances,housing,
employment,familyenvironment,neighborhoodenviron-
ment,publicservices,communityrelations,discrimination
orracism,andcrimeorviolence)(Sanders-Phillips,1996).
Thescaleconsistsof19itemsthatareratedfrom1(extreme
stress)to5(nostress).Theitemsareaveragedintoamean
lifestressscore,withhigherscoresindicatinglesslifestress.
TheadaptedSocialSupportScalewascomprisedofthree
items,oneitemeachfromtheemotionalorinformational,
tangible,andaffectionatesupportsubscalesoftheMedical
OutcomesSocialSupportSurvey(Sherbourne&Stewart,
1991).Theitemsareratedfrom1(lowest)to5(highest)and
averagedintoameansocialsupportscore.Inapreviousstudy
(Ashing-Giwa,Padilla,Tejero,&Kim,2004),reliabilityof
standardandadaptedscaleswasexaminedforthetotalsample
andethnicgroupsamples.Theresultsindicategoodinternal
consistency(a>0.7)ofscalesandsubscalesfortheAsian
Americansample.Instrumentdevelopmentandreliabilityof
theinstrumentsarediscussedindetailelsewhere(Ashing-
Giwa,Padilla,Tejero,&Kim).

AnalysisProcedures
Frequenciesandmeanswereexaminedtodescribedemo-
graphicandmedicalcharacteristics.Analysisofvariancewas
usedtotestwhetherthemeansofoverallHRQOL,specific
domainsofHRQOL,andotherscalescoreswerethesame
acrossfiveAsianethnicgroups,betweenEnglish-speaking

andChinese-(Mandarin-)speakingChineseAmericans,and
bysurveymode(mailortelephone).AggregatingallAsians
exceptfourmajorsubgroups(Chinese,Filipino,Korean,and
Japanese)into“otherAsians”wasinevitableintheanalysis
becauseofthesmallsamplesizesofotherAsiansubgroups.
Becausethegroupwasnothomogeneous,clearinterpretation
offindingsisnotpossible.BivariateassociationsofHRQOL
andacculturationwithothermeasureswereexaminedusing
correlationanalysesandanalysisofvariance.Distribution
ofcategoricvariableswasexaminedbysurveymodeand
language(fortheChinesesample).
Basedonpreviousresearch,thestudy’shypotheses,and
resultsfrompreliminaryanalyses,amultivariatemodelwas
constructedinastepwisefashiontoassesstheassociation
betweenacculturationandHRQOL,asmeasuredbyFACT-G
scores,controllingfordemographic,medical,socioeconomic,
healthcareaccess(measuredbytypeofhealthinsurance),and
socioecologiccharacteristics(lifestressandsocialsupport).
First,aregressionmodelusingacculturationasaprimary
predictorwasestimatedwithdemographic,socioeconomic(in-
come),andmedicalvariablesincluded(Model1).Then,health
insurancestatus,lifestress,andsocialsupportvariableswere
added(Model2).Lastly,Asiansubgroupindicatorvariables
(Chineseasareferencegroup)wereincludedinthemodelto
determinewhetheradditionalvariationexistedintheHRQOL
outcomebyethnicity(Model3).Allanalyseswereperformed
withSTATA7statisticalpackage(STATA,2000).

Results
SampleCharacteristics
Among349accessibleAsianAmericanbreastcancer
survivors,88(25%)wereineligible,26(8%)refused,29
(8%)agreedtoparticipatebutdidnotcompletethesurvey,
and206(59%)survivorscompletedthesurvey.Thesample
wascomposedof85ChineseAmericans(41%),39Filipino
Americans(19%),29KoreanAmericans(14%),26Japanese
Americans(13%),and27otherAsians(13%)(i.e.,Indian,
Thai,Vietnamese).Amajorityofparticipants(66%)com-
pletedthesurveyviamailbecausesome(16%)whowere
randomlyassignedtotelephonesurveyschosetocomplete
themailsurveys.Participantsintwosurveymodeswere
comparableinmostcharacteristicsandmeasures,includ-
ingHRQOL.Therefore,samplesfrommailandtelephone
surveyswerepooledindataanalyses.Amajorityofpar-
ticipants(67%)completedthesurveyinEnglish.Reporting
resultsforKoreanAmericansbysurveylanguageisnot
possiblebecauseofthesmallnumberthatcompletedthe
English-versionsurvey(n=7).Thus,theresearchershave
reportedresultsbylanguageonlyfortheChineseAmerican
sample.MedicalcharacteristicsoftheChinesesampleare
notreportedbylanguagebecausenodifferenceexistedby
language.Internalconsistencywasassessedbythereliability
coefficientCronbach’salpha(a)forscalesandsubscales.
Table1presentsthesamplecharacteristicsbyAsiansub-
groupandbylanguagefortheChinesesample.Socioeco-
nomicstatusvariedbysubgroup.JapaneseAmericanbreast
cancersurvivorsshowedthemostfavorablesocioeconomic
statusprofile,followedbytheChineseandFilipinoAmerican
survivors,whereasKoreanAmericansurvivorsreportedthe
leastfavorablestatus.Forexample,although73%ofJapanese
Americanbreastcancersurvivorshadacollegeeducationor
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more,only21%ofKoreanAmericanbreastcancersurvivors
hadacomparableeducation.Subgroupvariationinhealth
insurancestatusalsowasobserved.MostAsianAmerican
breastcancersurvivors,exceptKoreanAmericans,hadhealth
insuranceatdiagnosis.Thelanguageinwhichthesurvey
wastakendifferedbysubgroup:AllJapanese,Filipino,and
otherAsianAmericansparticipatedinEnglish,whereas47%
ofChineseand24%ofKoreanAmericanschosetotakethe
surveyinEnglish.
Noprominentsubgroupvariationexistedinmedicalcharac-
teristicsexceptyearssincediagnosis(p<0.01)(seeTable2).
ThenumberofyearssincediagnosiswaslongestforJapanese
Americans(3.8years)andshortestforChinese(2.7years)and
KoreanAmericans(2.6years).

InternalConsistencyofScaleMeasures
Overall,internalconsistencyofthestandardandadapted
scaleswasgoodforAsianAmericanbreastcancersurvivors
(seeTable3).ReliabilitycoefficientsoftheFACT-Bsubscales
fortheentireAsiansampleshowedacceptablelevelsofin-
ternalconsistency(arangingfrom0.77–0.91)exceptforthe
BreastCancerSubscale(a=0.64).Somesubgroupvariation
ininternalconsistencyoftheFACT-Bsubscalesexisted.The

JapaneseAmericanandotherAsianAmericansampleshowed
lowerthanacceptablelevelsofinternalconsistency(a<0.7)
inthreesubscales.ReliabilitycoefficientsoftheAccultura-
tion,LifeStress,andSocialSupportScaleitemsindicated
goodinternalconsistencyforsubgroupsamplesingeneral.

Health-RelatedQualityofLife
HRQOLscoresdifferedbydemographic,medical,socio-
economic,andhealthcareaccesscharacteristicsandlanguage
usedinthesurveyandwerecorrelatedwithsocioecologic
characteristics(lifestressandsocialsupport).Between-ethnic
variationwasfoundintheFACT-Gscore(p<0.0001)and
mostFACT-Bsubscalescores(seeTable4).KoreanAmerican
breastcancersurvivorsscoredthelowestforeverysubscale,
whereasJapaneseAmericanbreastcancersurvivorsscored
thehighestformostsubscales.HRQOLwascorrelatedwith
socioeconomicstatus,healthinsurancecoverage,comorbid-
ity,yearssincediagnosis,languageinwhichthesurveywas
taken,lifestress,andsocialsupportinexpecteddirections.
Forinstance,thenumberofcomorbiditiesandhighlevelsof
lifestresswerenegativelycorrelatedwithHRQOL,buteduca-
tion,income,yearssincediagnosis,andsocialsupportwere
positivelycorrelatedwithHRQOL.Breastcancersurvivors

SD

10

%

178
122

119
122
159

131
115
112
142

115
137
115

122
111

119
111
170

100
–

Table1.SampleCharacteristicsbyAsianAmerican SubgroupandSurveyLanguage

Characteristic

Age(years)

Characteristic

Partnered
Yes
No

Education
Highschoolorless
Asmuchasanassociatedegree
Collegeormore

Income($)
<25,000
25,000–45,000
45,000–75,000
>75,000

Occupation
Homemaker
Managerorprofessional
Technical,administrative,or
sales
Service,operator,orfactory
Other

Insuranceatdiagnosis
Noinsurance
Publiconly
Private

Languageusedinthesurvey
English
Nativelanguage

AllAsians
(N=206)

—
X

54

n

155
151

137
152
117

149
137
149
161

147
171
146

133
118

125
119
161

139
167

SD

11

%

75
25

18
25
57

25
19
25
31

23
35
22

16
14

12
19
79

67
33

Chinese

All
(N=85)
—
X

54

n

61
24

15
20
50

19
19
21
22

21
31
19

21
11

14
18
73

40
45

SD

12

%

72
28

18
23
59

23
23
26
27

25
37
23

14
11

15
19
86

47
53

English
(N=40)
—
X

54

n

30
10

12
17
31

12
18
13
15

18
19
17

15
–

–
13
37

40
–

SD

12

%

175
125

115
117
178

115
121
134
140

120
149
118

113
–

–
118
192

100
–

Chinese
(N=45)
—
X

55

n

31
14

13
13
19

17
11
18
17

13
12
12

17
11

14
15
36

–
45

SD

12

%

169
131

129
129
142

139
126
119
116

129
127
127

115
112

119
111
180

–
100

Korean
(N=29)
—
X

53

n

25
14

14
19
16

14
17
14
13

13
14
14

17
11

14
14
10

17
22

SD

9

%

86
14

48
31
21

50
25
14
11

45
14
14

24
13

50
14
36

24
76

Filipino
(N=39)
—
X

55

n

29
10

11
12
26

16
16
13
12

16
13
13

16
11

12
13
34

39
–

SD

12

%

174
126

113
131
167

116
116
135
133

115
133
133

115
113

115
118
187

100
–

Japanese
(N=26)
—
X

57

n

19
17

12
15
19

12
11
18
13

13
13
16

12
12

–
11
25

26
–

SD

11

%

173
127

118
119
173

118
114
134
154

112
150
123

118
118

–
114
196

100
–

Other
(N=27)
—
X

52

n

21
16

15
16
16

18
14
13
11

14
10
14

16
13

15
13
19

27
–

Note.Becauseofrounding,notallpercentagestotal100.
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whohadprivatehealthinsurancereportedthehighestlevel
ofHRQOL(p<0.0001).However,theHRQOLofuninsured
breastcancersurvivorsdidnotdifferfromthatofbreastcan-
cersurvivorswhowerecoveredbypublichealthinsurance
only.Thus,laterinmultivariateanalyses,healthinsurance
statuswascategorizedintotwogroups:privateinsurance
versusuninsuredorpublicinsurance.
ThemeanFACT-GscoreofallAsiansinthepresentstudy
(89.3)wassimilartothemeanscore(88.8)fromamulticenter
validationstudybytheauthorsoftheFACT-Gscale(Brady
etal.,1997).Althoughtheparticipantsinthevalidationstudy
werepredominantlyCaucasianandAfricanAmericanbreast
cancersurvivors,atwo-samplettestshowednosignificant
differenceinFACT-Gscoresbetweentwostudies.Incontrast,
themeanstandardizedFACT-GscoreoftheAsianAmerican
sampleinthecurrentstudy(64.5)wassignificantlylower(p<
0.0001)thanthemeanstandardizedscorefromanotherstudy

(77.4)ofmostlyCaucasianbreastcancersurvivorswhohad
completedcancertreatments(Wenzeletal.,1999).Thecur-
rentstudy’sinvestigatorsusedanimmediatet-testcommand
(ttesti)inSTATA7thatenablesthecomparisonofmeansfor
twostudieswhenthemean,standarddeviation,andsample
sizeoftwostudiesareavailable.

Acculturation
AsianAmericansubgroupsshoweddifferentlevelsofac-
culturation,andacculturationwascorrelatedwithaccessto
healthcareandlevelsofsocialsupport.Unlikeaprevious
studythatfoundlowerpsychosocialdistressamongAsian
breastcancersurvivorswithlowacculturationthanamong
theirhighlyacculturatedcounterparts(Kagawa-Singeretal.,
1997),nosignificantcorrelationexistedbetweenacculturation
andlifestress.AcculturationlevelswerelowestforKorean
Americans,followedbyChineseAmericans(p<0.0001).

SD

10.0
11.3
11.9

%

11
55
30
14

44
33
22

Table2.MedicalCharacteristicsbyAsianAmericanSubgroup

Characteristic

Ageatdiagnosis(years)
Yearssincediagnosis*

Numberofcomorbidities

Characteristic

Stage
0
I
II
III

Surgery
Lumpectomyorother
Mastectomy
Mastectomyplusreconstruction

AllAsians
(N=206)

—
X

51.0
12.9
12.0

n

37
80
70
17

92
80
34

SD

11.0
11.5
11.5

%

18
40
34
18

45
39
16

Chinese
(N=85)

—
X

51.0
12.7
11.0

n

17
26
36
14

36
33
16

SD

12.0
11.3
11.2

%

21
31
43
15

42
39
19

Korean
(N=29)

—
X

50.0
12.6
12.0

n

18
11
16
14

13
14
12

SD

9.0
1.5
1.9

%

27
38
21
14

45
48
17

Filipino
(N=39)

—
X

52.0
13.0
12.0

n

15
15
15
14

15
18
16

SD

12.0
11.3
11.4

%

13
38
38
11

38
46
15

Japanese
(N=26)

—
X

53.0
13.8
12.0

n

14
13
15
14

16
16
14

SD

11.0
12.2
11.2

%

15
50
20
15

62
23
15

*p<0.01
Note.Becauseofrounding,notallpercentagestotal100.

Other
(N=27)

—
X

49.0
13.1
12.0

n

13
15
18
11

12
19
16

Other
(N=27)

0.88
0.67
0.62
0.60
0.86
0.70
0.87
0.77
0.79

Table3.InternalConsistencyofScales(ReliabilityCoefficientCronbach’sAlpha)byAsianAmericanSubgroup
andSurveyLanguage

Scale

FACT-B
FACT-G
Physical
Socialorfamily
Emotional
Functional
BreastCancerSubscale

Acculturation
LifeStress
SocialSupport

FACT-B—FunctionalAssessmentofCancerTherapy–Breast;FACT-G—FunctionalAssessmentofCancerTherapy–General

AllAsians
(N=206)

0.91
0.83
0.80
0.77
0.87
0.64
0.88
0.84
0.77

Chinese

All
(N=85)

0.88
0.80
0.77
0.78
0.84
0.65
0.88
0.86
0.74

English
(N=40)

0.85
0.74
0.82
0.80
0.90
0.64
0.85
0.88
0.73

Chinese
(N=45)

0.88
0.83
0.79
0.77
0.78
0.65
0.84
0.83
0.74

Korean
(N=29)

0.93
0.81
0.86
0.86
0.86
0.77
0.84
0.87
0.85

Filipino
(N=39)

0.83
0.72
0.72
0.77
0.84
0.47
0.76
0.83
0.67

Japanese
(N=26)

0.76
0.89
0.66
0.56
0.73
0.66
0.80
0.74
0.76
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Filipino,Japanese,andotherAsianAmericanbreastcancer
survivorshadsimilarlevelsofacculturation.Acculturation
levelsofAsianAmericanbreastcancersurvivorswhoused
Englishinthesurveyweresignificantlyhigherthanthoseof
AsianAmericanbreastcancersurvivorswhousedtheirown
ethniclanguage(i.e.,MandarinorKorean)(3.0versus2.0,
p<0.0001).Althoughacculturationwaspositivelycorre-
latedwithprivatehealthinsurance(r=0.34,p<0.05)and
socialsupport(r=0.16,p<0.05)asawhole,themagni-
tudeofthecorrelationswasnotstrongbecauseofsubgroup
variation.Theresearchersobservedapositivecorrelation
ofacculturationwithprivatehealthinsuranceonlyamong
FilipinoandJapaneseAmericansandpositivecorrelation
withsocialsupportonlyamongChineseAmericanbreast
cancersurvivors.

AcculturationandHealth-RelatedQualityofLife
Acculturationwassignificantlyandpositivelycorrelated
withHRQOL(r=0.34,p<0.05).However,theassociation
betweenacculturationandtheHRQOLoutcomebecame
nonsignificantwhenAsianAmericansubgroupmembership
wasconsidered.Inthestepwisemodel-buildingprocess,the
associationbetweenacculturationandHRQOLremained
significantuntilthesocialsupportvariablewasenteredinto
themodel(Models1and2ofTable5).Acculturationwasa
significantpredictorofHRQOLwhenhealthinsurance,life
stress,andsocialsupportwereconsidered,withage,can-
cerstage,yearssincediagnosis,numberofcomorbidities,
andincomecontrolled(Model2ofTable5).However,the
significantassociationbetweenacculturationandHRQOL
decreasedwhentheAsianAmericansubgroupindicator
variableswereaddedinthefinalmodel(Model3ofTable5).
Theresultsofthefinalmultivariateregressionindicatedthat
acculturationdidnothaveanindependentassociationwith
HRQOLaftercontrollingforage,cancerstage,timesince
cancerdiagnosis,comorbidity,income,healthinsurance,life
stress,socialsupport,andAsianAmericansubgroupmem-

bership(Model3ofTable5).Inthefinalmodel,however,
lifestress(p<0.001)andsocialsupport(p<0.05)showed
positiveassociationswithHRQOLwhenothercharacter-
isticswerethesame(i.e.,lesslifestressandgreatersocial
supportarerelatedtobetterHRQOL).Whenotherfactors
arethesame(i.e.,controlled),beingKoreanAmericanstill
issignificantlyassociatedwithpoorHRQOL(p<0.001).
Thefinalmultivariatemodelexplainedmorethanhalfofthe
totalvarianceinHRQOLscore(n=191,R2=0.54).

Discussion
Totheauthors’knowledge,thecurrentstudyisthefirst
quantitativestudytoexaminetherelationshipbetweenaccul-
turationandHRQOLofAsianAmericanbreastcancersurvi-
vorswithasizablenumberofAsianAmericansfromdiverse
ethnicgroups.Moreover,almostathirdofthedatacollection
wasdoneinnativelanguages(MandarinorKorean)with
monolingualAsianAmericanbreastcancersurvivors.Al-
thoughimmigration-relatedinformation(e.g.,placeofbirth,
lengthofresidencyintheUnitedStates)wasnotavailable,
participantslikelywereforeign-bornorrecentimmigrants
andhadbeenexcludedinothersurveysconductedinEnglish
only.Thefinalmultivariateanalysisdemonstratedthataccul-
turationwasnotsignificantlyassociatedwithHRQOLwhen
Asiansubgroupmembershipwasconsidered.However,the
absenceofasignificantassociationbetweenacculturation
andHRQOLinthefinalmodelislikelyaresultofthestrong
associationbetweenacculturationandAsianAmericansub-
groupmembership.Thefindingsfromthemodel-building
processindicatethatthecorrelationbetweenacculturation
andHRQOLisnottheeffectofhealthinsurancestatus,life
stress,andsocialsupport.
Althoughtheacculturationscaleusedinthestudy’sanaly-
sisisasimplifiedversionwithonlyeightitems,itappearsto
beanadequate,butimperfect,measureofacculturation.The
scaleshowsgoodinternalconsistencyforallAsiansubgroups

SD

12.5
13.0
14.2
13.5
15.0
15.9
10.7
10.4
11.0

Table4.ScaleandSubscaleScoresbyAsianAmericanSubgroupandSurveyLanguage

Scale

FACT-B
FACT-G****
Physical****
Socialorfamily****
Emotional
Functional****
BreastCancerSubscale*

Acculturation****b

LifeStressb

SocialSupport**b

AllAsians
(N=206)
—
X

89.3
24.2
22.8
19.5
22.9
25.3
12.7
14.4
13.9

SD

15.1
14.7
15.3
14.3
15.3
15.9
10.7
10.5
11.0

All
(N=85)
—
X

89.8
24.9
22.6
19.3
23.0
26.1
12.5
14.5
13.6

SD

13.2
14.3
14.8
14.4
14.7
15.8
10.7
10.5
10.9

Korean
(N=29)
—
X

72.1
19.3
17.9
17.8
17.1
22.2
12.1
14.3
13.9

SD

19.9
15.9
16.7
15.3
16.5
17.3
10.6
10.6
11.1

Filipino
(N=39)
—
X

93.6
24.4
24.2
20.5
24.6
24.8
13.0
14.3
14.2

SD

10.0
13.9
14.7
14.2
14.0
14.9
10.5
10.5
10.8

Japanese
(N=26)
—
X

95.4
25.4
25.2
19.9
24.9
26.5
13.3
14.4
14.2

SD

9.4
4.2
3.2
3.3
3.3
5.3
0.6
0.4
0.8

*p<0.05,**p<0.01,***p<0.001,****p<0.0001
aThemeanforEnglish-speakingChineseAmericansislargerthanthatforChinese-speakingcounterpartsbasedonanalysisofvariance.
bPossiblerange=1–5
FACT-B—FunctionalAssessmentofCancerTherapy–Breast;FACT-G—FunctionalAssessmentofCancerTherapy–General
Note.HigherscoresindicateafavorableoutcomefortheFACT-Gscaleorsubscales,LifeStress,andSocialSupportscores.

Other
(N=27)
—
X

94.5
25.6
24.4
20.3
24.2
25.8
13.0
14.4
14.0

SD

11.3****b

13.3****b

14.1****b

14.4****b

14.3*a***
15.2***a*
10.6****a

10.5****b

10.9****b

SD

14.6
15.0
15.3
14.5
14.7
15.6
10.5
10.4
11.0

Chinese

English
(N=40)

—
X

91.8
25.4
22.9
19.4
24.1
28.4
12.9
14.4
13.7

Chinese
(N=45)
—
X

88.0
24.4
22.3
19.3
22.0
24.1
12.1
14.6
13.4
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(a>0.7),andthehighcorrelation(r=0.61,p<0.05)between
acculturationscoresandthelanguageinwhichthesurvey
wastaken(ethniclanguageorEnglish)indicatesgoodvalidi-
tyofthescale.Theconcurrencebetweenacculturationlevels
ofAsiansubgroupsinthesampleandtheoverallaccultura-
tionlevelsofthesubgroupsinthegeneralU.S.population
alsoseemstosupporttheutilityofthescale.Chinaand
Koreaareamongthetop10countriesofbirthfortheU.S.
foreign-bornpopulation(U.S.CensusBureau,2003),and
botharenon–English-speakingcountries.Therefore,atthe
grouplevel,ChineseandKoreanAmericansarelesslikelyto
beacculturatedthanotherAsianAmericansubgroups,such
asJapaneseorFilipinoAmericans,whoarelesslikelytobe
foreignbornormorelikelytohavebetterEnglishfacility
ingeneral.Thesmallnumbersofsubgroupsbyethnicity
andlanguage,alongwiththelackofimmigration-related
information,hinderedfurthervalidationoftheacculturation
scaleusingfactoranalysesandcorrelationanalyses.
AsiansubgroupdifferencesinHRQOLremainedsignifi-
cantaftercontrollingforavarietyofcharacteristics.Korean
AmericanbreastcancersurvivorsshowedlowerHRQOL
thantheotherAsiansubgroupswhendemographic,medical,
healthcareaccess,andsocioecologicfactors(lifestressand
socialsupport)werecomparable.Thenegativeassociation
didnotdisappearevenwhenthelanguagefactor(ethnic
languageorEnglish)wasconsidered(resultsnotshown).
However,researchersmustbecarefulininterpretingthe
resultsasevidencethatpoorerHRQOLamongasample
ofKoreanAmericanbreastcancersurvivorsisrelatedto
ethnicgroupmembership.KoreanAmericansurvivors’
lowerHRQOLcomparedtootherAsianAmericansurvivors
maybeexplainedbyotherHRQOL-relatedcharacteristics
thatwereconsideredinthecurrentstudy.Forexample,
poorerHRQOLmaybearesultofgreateradjustmentstress
relatedtolimitedEnglishlanguageskillsamongKorean
Americans.LowerEnglishfluencyisanimportantsourceof
stressamongimmigrants(Constantine,Okazaki,&Utsey,

2004),and,ingeneral,KoreanAmericansaremorelikely
toreportlowerlevelsofEnglishfluencythanotherAsian
Americansubgroups(APALCSC&UWGLA,2004).Inthe
presentstudy,approximately50%ofChineseAmericans
preferredtheChinese-languagesurvey,whereas75%of
KoreanAmericanspreferredaquestionnaireintheirnative
language.Althoughthelifestressscoreisincludedinthe
currentstudy’smodels,theUrbanLifeStressorScalewas
notdesignedtomeasureimmigration-specificstress.There-
fore,KoreanAmericansurvivors’lowerHRQOLmaybethe
resultofunmeasuredfactors,includingadjustmentstress.
Thefindingsofthecurrentstudymaynotbegeneraliz-
ablebeyondthecurrentsamplebecauseofsomelimitations.
Althoughthesamplerecruitedfromcancerregistriesis
primarilypopulationbased,potentialselectionbiasexists
formonolingualnon–English-speakingparticipants.Asiz-
ablenumberofmonolingualChineseandKoreanAmerican
breastcancersurvivorswererecruitedthroughcommunity
hospitalsandsupportgroups,andtheyarelikelytohave
certaincharacteristicsthataredifferentfromparticipants
identifiedthroughthecancerregistries.Theabsenceofother
non–English-speakingAsianAmericans,suchasnon–Eng-
lish-speakingJapaneseorFilipinoAmericans,isanother
sourceofselectionbiasthatweakenstherepresentativeness
ofthegroupsintheanalysis.Additionally,AsianAmerican
breastcancersurvivorswithfewersymptomsandbarriers
tocompletingthesurveymaybemorelikelytoparticipate
inthestudythanthosewithseveresymptomsandlessre-
sources.Anotherlimitationwasthesmallsamplesizesof
theAsiansubgroups.Inparticular,thesmallersamplesizes
ofsubgroupsbyethnicityandlanguage(e.g.,English,na-
tive-language–speakingChinese,native-language–speaking
Koreans)notonlyreducedstatisticalpowertodetectdif-
ferencesandlimitedthegeneralizabilityofthefindingsbut
alsopreventedtheresearchersfromevaluatingcross-cultural
equivalenceofHRQOLandacculturationmeasures.Third,
thedatahavelimitedimmigrant-specificinformationsuch

p

<0.111
<0.411
<0.131
<0.071
<0.001

<0.021
<0.191
<0.041
<0.941

<0.001
<0.041

<0.071
<0.001
<0.531
<0.071

Table5.RegressionResultsofHealth-RelatedQualityofLife(FunctionalAssessmentofCancerTherapy–General)

Predictor

Acculturation
Age(years)
CancerstageIIorhigher
Yearssincediagnosis
Numberofcomorbidities
Income(referencegroup:<$25,000)
• $25,000–$45,000
• $45,000–$75,000
• >$75,000
Privatehealthinsurance(reference
group:uninsuredorpublicinsurance)
Lifestress
Socialsupport
Ethnicity(referencegroup:Chinese)
• Filipino
• Korean
• Japanese
• OtherAsian

Model1(n=192,R2=0.33)

b

15.30
10.25
–3.50
10.90
–3.00

10.80
17.00
10.30
–

–
–

–
–
–
–

SE

1.30
0.09
1.80
0.60
0.70

2.90
2.80
2.70
–

–
–

–
–
–
–

p

<0.001
<0.005
<0.057
<0.130
<0.001

<0.001
<0.013
<0.001
–

–
–

–
–
–
–

Model2(n=191,R2=0.47)

b

14.70
10.13
–2.00
11.10
–2.50

15.40
12.70
15.70
13.60

11.00
11.80

–
–
–
–

SE

1.20
0.08
1.70
0.60
0.60

3.00
2.90
2.80
2.60

1.90
0.90

–
–
–
–

p

<0.001
<0.130
<0.250
<0.060
<0.001

<0.070
<0.340
<0.040
<0.170

<0.001
<0.040

–
–
–
–

Model3(n=191,R2=0.54)

b

112.10
110.07
1–2.50
111.00
1–2.10

116.40
113.60
115.50
110.20

110.40
111.80

114.30
–11.60
111.80
114.80

SE

1.30
0.08
1.60
0.50
0.60

2.80
2.70
2.70
2.60

1.80
0.90

2.30
2.90
2.90
2.60

SE—standarderror
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asbirthplace,lengthofresidency,andacculturativestress
becausetheoriginalstudywasnotspecificallydesignedto
addressimmigrationissues.Finally,cross-sectionaldesign
limitstheabilitytocaptureHRQOLchangesovertime,
preventingestablishmentofcausalrelationships.

Implications
Findingsandlimitationsofthecurrentstudysuggestimpli-
cationsforfutureresearchandintervention.First,studiesof
Asiansubgroupswithlargerandmorerepresentativesamples
anddetailedimmigrant-specificinformationarewarranted.
Withricherinformationandlargersamples,assessingthe
cross-culturalvalidityofHRQOLandacculturationmeasures
withmoreconfidencewillbepossible.Second,despitesome
studylimitations,thesignificantvariationinHRQOLwithin
AsianAmericangroupssuggeststheneedforstudiesofmore
vulnerablepopulationsandtailoredinterventionprogramsfor
specificethnolinguisticgroups.

ThevariationsinHRQOLamongdifferentAsianAmerican
groupsandsignificantpredictorsofHRQOLidentifiedin
thestudyhaveimplicationsfornursingpracticeaswellas
nursingresearch.TheobservedlowerHRQOLamongless
acculturatedAsianAmericanbreastcancersurvivorsand
amongKoreanAmericansurvivorswarrantscloserattention
ofoncologynursepractitionersandresearcherstothesepopu-
lations.CertainAsianAmericanethnicgroupsmayexperience
compromisedqualityofcareasaresultoflimitedcommuni-
cationwiththeirhealthcareproviders.Thus,nurses’sensitivity
toculturalandlinguisticbarriersthatAsianAmericancancer
survivorsfacemayserveasoneofthekeystobetterqualityof
care.Inaddition,giventherobustassociationoflifestressand
socialsupportwithHRQOL,oncologynursesandresearch-
ersmayneedtoassesspatients’socioecologicconditionsto
correctlyidentifyfactorsaffectingQOL.
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