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Culture 

Introduction 
Culture is a set of shared and socially transmitted 
values passed through generations as learned 
beliefs and behaviors.1, 2  The concept of culture 
carries with it the idea that people who interact on a 
regular basis know the same unwritten rules and 
criteria for social life that confer status as a member 
of the group.3  Groups of individuals with similar 
heritage, usually based on race or ethnicity, tend to 
share cultural characteristics and address problems 
in approximately the same way. 

Despite significant efforts over past years, ethnic 
and racial minority groups in the U.S. continue to 
experience excess rates of morbidity and mortality 
from breast cancer.4  Migrant studies of Asian 
American women and Hispanics/Latinas have 
shown that breast cancer rates change when 
women move to a new country, providing 
evidence for possible environmental and lifestyle 
risk factors.5-7  Moreover, these lifestyle changes 
may reflect different levels of acculturation.8, 9  
Since fewer than 5 percent of cancers can be 
attributed to genetic causes, lifestyle and 
environmental factors, which are informed by 
culture, appear to be the more salient causative 
factors.10 

Cultural differences between the myriad of ethnic 
groups in the United States greatly impact health 
care delivery and effectiveness.  Cultural factors 
are increasingly recognized as being important in 
health disparities, including influences on breast 
cancer screening behaviors, decisions about breast 
cancer treatment, and quality of life.  This chapter 
focuses on the evidence for the association 

between cultural factors and breast cancer among 
ethnic and racial minority groups in the United 
States, including African Americans, American 
Indians/Alaska Natives, Hispanics/Latinas, Asian 
Americans, Pacific Islanders, and immigrant 
populations, who may overlap with most of the 
preceding categories. 

Increasingly, researchers are making a distinction 
between race, ethnicity, and culture.  For example, 
ethnicity is defined as subgroups within a larger 
society who share a common origin and practices, 
while ethnic identity is an individual’s perception 
of group membership, including the importance of 
belonging to this group, and actual participation in 
group practices and customs.11-14  As a result, 
many investigators are focusing their research on 
disaggregated subpopulations, as well as different 
generations within subpopulations.15-17 

However, not all subgroups have been equally 
studied; studies on immigrant populations have 
focused primarily on Mexican, Chinese, Japanese, 
Vietnamese, and to a lesser extent, Korean 
immigrants.18  With the advent of the Community 
Network Programs (formerly the Special 
Population Networks) funded by the National 
Cancer Institute through the NCI’s Center to 
Reduce Cancer Health Disparities (CRCHD), 25 
networks are doing research and education 
focused on other disaggregated subpopulation 
groups, including Samoan and Tongan (Pacific 
Islander groups), and Puerto Rican, Cuban, and 
Guatemalan (Latin groups), and others. 

Concept/Exposure Definition 

The state of health within any minority population 
in the United States cannot be fully addressed 
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without assessing the effects of racism, personal 
prejudice, marginalization, oppression and 
acculturation (the extent to which minority-group 
individuals adopt the beliefs, values, and 
behaviors of the majority group).  For example, 
the forced relocation of Africans to this country 
for slave labor resulted in severe acculturation and 
racism influences that still exist today.  As another 
example, over 560 federally-recognized American 
Indian/Alaska Native tribes and over one hundred 
state-recognized tribes each have their own unique 
cultures, languages, and health care needs and 
patterns.  Historical trauma and contemporary 
abject poverty impact their health, however, as do 
strong family ties and respect for tribal history and 
elders. 

Immigrant and refugee populations are often 
subjected to discrimination by structural systems, 
including the health care system, due to their lack 
of English proficiency and lack of understanding 
of majority U.S. culture.  In addition, most 
immigrants arrive with no historical basis for 
understanding the paradigm of western medicine, 
and often distrust the U.S. government.  This can 
translate into distrust of health care providers and 
the health care system.  This distrust is also high 
among U.S.-born racial/ethnic minorities,19, 20 and 
they experience differential care due to their 
membership in racial/ethnic groups of color.21 

Cultural beliefs and values regarding the nature of 
reality (spiritual, material), interpersonal 
relationships and behaviors (individual, group), and 
the nature of time (past, present, future) create 
motivational force.22  Culture provides the 
underlying rationale or impetus to behave and think 
in a certain way and ultimately, influences an 

individual’s perceptions, cognitions, affect, and 
behaviors.23, 24  Previous research has demonstrated 
that ethnic and racial groups differ in terms of 
beliefs and values related to spirituality and 
religion, interpersonal relationships, behavior 
orientation (individual or collective), and temporal 
orientation.23-26  For example, cultural beliefs and 
values for the majority group, European 
Americans, include individualism, materialism, 
and future temporal orientation, whereas cultural 
values for African Americans and 
Latinos/Hispanics include interdependence, 
collective responsibility, spirituality, and present 
temporal orientation.24, 27-30  Cultural beliefs of 
American Indians/Alaska Natives include tribal-
specific spirituality that connects all living things 
and nature, including what western scientists 
consider to be inanimate objects, such as 
mountains and water. 

Additional factors have been considered when 
working with immigrant populations.  For 
example, there is evidence that acculturation is 
important to breast cancer risk-related factors in 
groups who immigrate to the U.S.  Researchers 
have developed a number of measures of culture 
and acculturation for various racial and ethnic 
groups, but the concept remains poorly 
conceptualized and defined.31  Currently used 
acculturation scales usually include questions 
about country of origin, years living in the host 
country, and language use, preference and 
proficiency,18 whereas measures of culture assess 
beliefs, values, and behaviors related to religion 
and spirituality, temporal orientation, and 
collectivism.32-34  Because of logistic or cost 
constraints associated with collecting more 
comprehensive measures of culture and 
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acculturation, human health studies frequently use 
more easily available cultural indicator variables 
such as race, birthplace, length of residency in the 
U.S., English language proficiency, and/or 
citizenship status.35  Although the concept of 
acculturation is fraught with both conceptual and 
construct issues, some researches have used 
creative methods to indirectly estimate proxies for 
acculturation, although these seem to indicate less 
about culture than about familiarity with and 
ability to navigate our health care system.  Some 
studies have also incorporated folk health beliefs 
to assess the level of culture and acculturation for 
ethnic and racial minority groups, including 
immigrants.  Because researchers use different 
definitions of culture and acculturation, it is 
difficult to make comparisons between studies. 

Biologic Plausibility 

Breast cancer incidence is lower among most 
groups of minority women, but the disease is also 
more deadly.  For example, despite lower 
incidence, mortality from breast cancer is 
significantly higher among African American 
women compared to white women.4  Among 
American Indian/Alaska Native women, mortality 
rates are high and incidence is still increasing.36, 37  
Native Hawaiian women have the highest breast 
cancer incidence rate in Hawaii; nationally they 
rank second to white women, and the breast cancer 
mortality rate of Native Hawaiian women 
approaches that of their African American 
counterparts.29, 38, 39  As the mortality and 
morbidity rates have decreased for U.S. white 
women over the past twenty years, minority 
women have gained limited benefit, and in some 
cases have lost earlier gains, from the progress 

made in breast cancer diagnosis, prognosis and 
treatment.40-42 

Several hypotheses have been put forth to explain 
the relationship between cultural factors and breast 
cancer among ethnic and racial minorities in the 
U.S.  As noted earlier, immigrant studies report 
that women migrating to a country with higher 
risk of breast cancer have a higher incidence of 
breast cancer than women in the country they 
leave behind.  These immigrant women may 
change their lifestyle in ways that increase risk; 
migration may also profoundly change a woman’s 
exposure to environmental contaminants and her 
breast cancer risk.  Newer immigrant groups may 
have different cultural beliefs or knowledge that 
makes them less likely to seek screening or 
treatment for breast cancer.  Minority immigrants 
may not have the same access to medical care as 
their non-immigrant counterparts due to language, 
but may suffer the same barriers of cultural 
differences, low socioeconomic status, lack of 
insurance, or discrimination.43-45 

Cultural beliefs and values for all non-European 
American groups may influence motivations and 
decisions about cancer screening, strategies used 
to make decisions about cancer treatment, and 
resources used to cope with cancer diagnosis.  For 
instance, individuals may be motivated to engage in 
cancer screening depending on whether cancer, and 
cancer risks, are perceived as controllable or 
uncontrollable, if their focus is on short- or long-
term outcomes, and whether the strategy serves 
individual or group interests.  Attention to a 
particular aspect of these attributes (e.g., greater 
focus on short-term outcomes, preference for serving 
group interests) is likely to be influenced by cultural 
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beliefs and values.  For example, religious and 
spiritual values may influence perceptions of 
control,46, 47 and temporal orientation may influence 
the extent to which individuals focus on the short- or 
long-term outcomes of cancer screening. 

While there is a growing body of literature about 
the relationship of breast cancer in Askenazi 
Jewish women and a founder gene mutation, little 
is known about the genetics of breast cancer in 
other minority populations.  The historical impacts 
of dramatic and systematic acculturation events 
have certainly constrained the gene pools of 
several minority populations, which may also have 
led to biological susceptibilities.  For instance, the 
concept of a genetic bottleneck that occurred 
during the Middle Passage of Africans to 
America48 is cited as a contributor to the 
prevalence of diseases such as sickle cell in the 
U.S. black population.  This concept can also be 
associated with the decimation of 50 to 90 percent 
of the American Indian/Alaska Native populations 
by the end of the nineteenth century, as European 
diseases reached epidemic proportions among 
people who had no herd immunity to them.49-57 

It is well documented that “triple negative” breast 
cancer (tumors negative for estrogen, 
progesterone, and HER2/neu, and typically 
diagnosed at young age) occurs more frequently 
among African American women.58-60  Few 
American Indian/Native Alaskan breast cancer 
survivors have taken part in genetic testing for 
BRCA1 or BRCA2, but of those few who have, 
none have shown this mutation.61 

Critical Review of the Literature, by 
Outcomes in Breast Cancer Continuum 

Incidence  
Limitations in cancer data based on nativity, 
language, or culture--along with poor 
conceptualization of culture and inaccurate use of 
the concepts of race and ethnicity on the part of 
researchers--hamper research on the effects of 
cultural factors on cancer incidence and mortality.1 

Generally speaking, it is difficult to obtain 
information on cancer incidence data based on 
nativity, language, or culture for certain ethnic 
groups because few sources that collect these data 
are available to researchers.  The North American 
Association of Central Cancer Registries 
(NAACCR) is working with its member 
researchers, registries and organizations to 
improve reporting accuracy of race and ethnicity, 
and address the need for inclusion of important 
socioeconomic measures and smaller geographic 
identifiers, while maintaining and protecting 
patient confidentiality.  However, challenges 
remain. 

To meet the need for improved surveillance of 
cancer status in isolated tribal populations, several 
partnerships have been established that can 
confidently report that cancer incidence in these 
populations has dramatically increased, though 
cancer was once quite rare.  Through partnerships 
with NCI's Community Network Programs and 
similar partnerships funded by other agencies, in 
2007 improved data on the incidence of cancer in 
American Indian/Alaska Natives is being reported.  
The federal 2007 Report to the Nation on 
American Indian/Alaska Native cancer incidence 
is the first time there has ever been such an effort 
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to improve the accuracy of this data.  Based on 
these preliminary data, Alaska Natives have the 
highest age-adjusted breast cancer incidence rate 
(139.1), followed by Northern Plains (115.4), and 
Southern Plains (112.9).  The average age-
adjusted breast cancer incidence rates for 
American Indians/Alaska Natives for the total 
U.S. is 85.8.  The Pacific Coast rate is slightly 
lower, at 80.1.  In comparison, the total U.S. breast 
cancer incidence rate is cited in this report as 
62.9.62  This document finally clarifies both the 
regional differences and under-counting of 
incidence data from previous federal 
publications.63-65, 65, 66 

Cancer for American Indians/Alaska Natives is 
under-reported in most state and federal databases, 
often due to racial misclassification.67-75  
Misclassification occurs for a number of reasons76 
and has been one of the most difficult obstacles in 
the path of accurate and informative data for the 
American Indian/Alaska Native population.77  
Hence, improving prevalence estimates must be a 
priority for policy efforts. 

Mack et al. examined breast cancer among 
Hispanics/Latinas in Los Angeles County, using 
social security numbers to estimate age of 
migration to the U.S.  They found that 
Hispanics/Latinas had a lower risk of developing 
breast cancer than non-Hispanic white women and 
that Hispanics/Latinas who immigrated as children 
had only a slightly higher risk than those who 
immigrated as adults.78  Eschbach and colleagues 
used SEER and census track data to investigate 
whether cancer incidence among 
Hispanics/Latinas increased with acculturation.  
Using lower percentage of Hispanic/Latino 

residents and higher Hispanic/Latino income 
within a census tract as a proxy for increased 
levels of acculturation, they found breast cancer 
rates to be significantly higher among 
Hispanics/Latinas residing in census tracts deemed 
to be high-acculturation than those who lived in 
census tracts deemed to be low-acculturation.79 

A population-based case-control study in 
California found that foreign-born 
Hispanics/Latinas had a 50% lower breast cancer 
risk than U.S. born Hispanics/Latinas.9  
Furthermore, risk was lower among 
Hispanic/Latina immigrants who moved to the 
U.S. at age 20 and those who spoke mostly 
Spanish.9  This study also supported the idea that 
differences in reproductive factors, such as parity 
and breast-feeding, could partially explain 
increased risk among more acculturated 
Hispanics/Latinas.9  However, when Abraido-
Lanza and colleagues used National Health 
Interview Survey (NHIS) data of 
Hispanics/Latinas to assess the association 
between acculturation and screening for cancer of 
the cervix, they found the association to be 
inconsistent.80  Other researchers investigating 
breast cancer risk among immigrant 
Hispanic/Latina and Asian populations also found 
increased risk to be associated with increased 
levels of acculturation.6, 29, 81 

Many of these conflicting findings may be due to 
the lack of consensus on the definitions of culture 
as well as acculturation, so attributions of 
causation to these concepts will be inconsistent at 
best. 

In addition, several special studies have examined 
the role of acculturation in the development of 
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breast cancer among Asian American and Pacific 
Islander populations.  A 1996 population-based 
case-control study of breast cancer among 
Chinese-, Japanese- and Filipino-American 
women in selected areas of California and in 
Oahu, Hawaii concluded that parous Asian 
American women had a significantly lower breast 
cancer risk over nulliparous Asian American 
women.  However, other reproductive factors, 
such as duration of breast-feeding or average age 
at menarche between U.S.-born and foreign-born 
Asian American women account for only non-
significant differences in breast cancer risk, 
suggesting that lower breast cancer rates in these 
Asian populations may be primarily due to other 
environmental and/or lifestyle factors.82  Wu and 
colleagues examined tofu (soy) consumption 
among Chinese-, Japanese- and Filipino-American 
women in two regional areas of Northern and 
Southern California, and Oahu, Hawai`i.  They 
found a two-fold greater intake of tofu among 
Asian immigrant women over U.S.-born Asian 
American women, and observed a protective effect 
against breast cancer with increased tofu intake.83 
A follow-up investigation conducted by Wu and 
colleagues in 1998 in which they analyzed the 
results of their 1996 study with those of three 
other studies conducted in China, Singapore and 
Japan – while indicating a possible relationship 
between breast cancer risk and soy intake – was 
inconclusive.84 

Tseng and colleagues recently published a study 
on foreign-born Chinese American women 
examining the relationship between acculturation 
and breast density, which is associated with 
increased breast cancer risk.  Using a survey 
instrument to elicit information on the 

respondents’ demographic, cultural, and lifestyle 
factors, including reproductive history, these 
investigators found a positive correlation between 
higher acculturation levels and denser breast 
tissue.  They also found that more highly-
acculturated Chinese American women tended to 
have higher education levels, were more likely to 
be born in Hong Kong or Taiwan (versus The 
People’s Republic of China), had longer U.S. 
residence, and were more likely to have 
immigrated at younger ages.  Although the study 
was limited by a relatively small sample size, 
foreign-born Chinese American women's 
reproductive risk factors (including lower age at 
menarche, fewer live births, higher age at first live 
birth, and shorter duration of breast-feeding) also 
correlated with increased levels of acculturation.85  
Despite these findings, Tseng and colleagues 
report that differences in lifestyle and reproductive 
factors could not explain the acculturation-breast 
density association.  Further, these investigators 
did not find an increased breast cancer incidence 
among women with higher breast density in this 
small study sample. 

Of all U.S. Asian populations, Japanese 
Americans have the lowest percentage of first-
generation immigrants, and they are the only U.S. 
Asian ethnic group with a negative population 
growth.  Now in their fifth and sixth generations in 
the U.S., Japanese American women are more 
likely to be born in the U.S. and are the most 
acculturated of all U.S. Asian populations.30  In a 
detailed study of breast cancer by race and 
ethnicity in Los Angeles (LA) County, California 
in women age 50 and above, Deapen and 
colleagues found the five highest breast cancer 
incidence rates to be in (1) non-Hispanic white 
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women, (2) followed closely by Japanese 
American women, and (3) Filipina American, 
African American, and Chinese American women.  
These investigators also found Japanese American 
women to have the sharpest rising breast cancer 
rates over all other women in LA County.86 

In American Indian/Alaska Native populations, 
breast cancer incidence and mortality rates vary 
significantly among tribes and geographic 
regions.87-91  The distinctive patterns of low 
incidence and mortality rates in Southwestern 
tribes and high rates in Northern Plains, Southern 
Plains and Alaska require research into etiology, 
access issues and cultural contributors to the 
observed patterns.  Alaska, for example, now has 
rates of breast cancer equivalent or slightly higher 
than the U.S. non-Hispanic white incidence rate.62  
Among American Indian/Alaska Native 
populations, studies also show that people 
anecdotally report cancer clusters, but the small 
populations of the communities confound these 
reports because they do not reach statistical 
significance. 

Studies have shown that cultural beliefs and values 
may be important to behaviors that may affect 
breast cancer risk.  For American Indian/Alaska 
Native women, the phrase “brown and round” 
indicates a cultural acceptance of obesity, possibly 
culturally transmitted over generational cycles of 
feast and famine (tribes historically had population 
counts recorded on blankets documenting years of 
thin and fat).  Future temporal orientation – which, 
as noted above, has been found to be more common 
among whites and less common among some 
minority groups – has been positively associated 

with health promotion behaviors, such as exercise.92-

94 

Screening 
Nativity, immigration history, culture, and level of 
acculturation impact health screening practices of 
individuals and communities.  While Chen and 
colleagues95 found no significant relationship 
between acculturation and knowledge of breast 
cancer risk among 135 Chinese women in the New 
York metropolitan area, they did find a two-fold 
association between women with higher 
income/higher education and increased knowledge 
of breast cancer risk.  However, most studies 
report an association between higher levels of 
acculturation and increased breast cancer 
screening for Asian American, Pacific Islander, 
Hispanics/Latinas and other U.S. minority 
populations.26, 96, 97  Specifically, being proficient 
in English, having been born in the U.S., having 
moved to the U.S. at a young age, or residing 
longer in the U.S. are associated with increased 
mammography and clinical breast exams for Asian 
American and Pacific Islander women and 
Hispanics/Latinas.9, 35, 92-94, 98-122 

Nativity, immigration history, legal status, and 
citizenship are also important factors in breast 
cancer screening among immigrant 
Hispanics/Latinas and Asian American women.  
Several studies have found that being without 
legal status and being foreign born serve as 
barriers to breast cancer screening among both of 
these groups.8, 9, 100, 101, 104, 107, 123-127 

In some ethnic and racial minority groups, cultural 
factors appear to be important to health beliefs and 
cancer-related behaviors.  In research with African 
American women recruited from public housing 
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facilities, present temporal orientation was 
positively associated with greater perceptions of 
barriers to mammography and was negatively 
associated with mammography utilization.16  
Other work has shown that future temporal 
orientation is positively associated with 
participation in genetic counseling and testing for 
inherited breast cancer risk among African 
American women at increased risk for having a 
BRCA1 or BRCA2 mutation.34  Although 
individualism and collectivism have not been 
directly measured in prior studies on cancer 
screening, results suggest that collectivist values 
influence screening behaviors.  For example, greater 
levels of social integration and the size of one’s 
social network were associated with adherence to 
breast and cervical cancer screening among 
Mexican, Cuban, and Central American women.128, 

129 

Additionally, cultural beliefs often have 
considerable influence on U.S. minority women’s 
health behaviors and decision-making.  A number 
of studies have reported that fatalism and fear 
serve as barriers to screening practices in many 
communities.24, 28, 99, 129-136  The misconception 
that symptoms must follow disease (“I don’t feel 
sick, so I must be healthy.”) has also been 
established as a barrier to screening.104, 128, 137, 138  
The additional fear of becoming a burden on 
family members could also discourage breast 
cancer screening.44, 110, 139, 140  Other studies have 
pointed to modesty about the body as a salient 
barrier to breast screening among many 
Hispanic/Latina, Asian American, and Pacific 
Islander subgroups, including Vietnamese, 
Chinese, Filipino, Asian-Indian, and Asian-Islamic 
women.44, 113, 114, 117, 137, 141-149  Although modesty 

was not found to be a barrier among Japanese 
American women, caution must be taken in 
interpreting these results, because the study 
sample was small, at a single site150and also 
because the percentage of foreign-born Japanese 
in the U.S. is on the rise, one-third having arrived 
since 2000.151  Many Hispanics/Latinas and Asian 
American women, especially immigrants, as well 
as other minority or poor women, report distrust of 
the U.S. health care system, and disrespectful or 
insensitive treatment by health care workers as 
significant barriers to breast cancer screening and 
re-screening.21, 131, 152-154 

Despite these barriers, numerous studies have 
demonstrated that community-specific, language-
appropriate and culturally-tailored interventions 
are successful in increasing breast cancer 
screening, specifically among immigrant Asian 
American, Pacific Islander, Hispanic/Latina and 
American Indian/Alaska Native communities, as 
well as other populations who contend with health 
disparities.25, 43, 102, 121, 155-179  Such interventions 
frequently include low-literacy resource materials 
developed in the target population's language, 
rather than by translating materials from English.  
These materials also incorporate cultural values, 
themes, and symbols to address the importance of 
screening practices in a manner that is both 
relevant and respectful to the target population.25, 

102, 105, 163, 164, 167, 180-185  Kreuter and colleagues186 
found that mammography utilization and fruit and 
vegetable consumption were significantly greater 
among African American women who received 
health magazines that were tailored to cultural and 
behavioral beliefs compared to those who did not 
receive these magazines and women in the control 
group. 
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In contrast, Becker et al.187 found that the cultural 
association of cancer with bad spirits that must not 
be spoken of, compounded by distrust due to 
cultural injustices within the health care system, 
prevented effective screening practices in specific 
American Indian/Alaska Native populations.  In 
fact, only 52 percent of American Indian women 
aged 40 and older reported having mammograms 
within the previous two years, compared with 70 
percent of white women.188  The Native WEB 
program (Women Enjoying the Benefit of 
screening) was developed to increase access to 
much-needed screening in Native 
American/Alaska Native communities and to 
address these women's request that they be 
examined by other women.189 

Critical to the success of any culturally-tailored 
cancer screening intervention is identification of 
the specific population group for whom the 
intervention is targeted.  While U.S. cancer 
surveillance data are still most often collected and 
reported by aggregate race/ethnicity, each of the 
more than 30 subpopulation groups within the 
category of “Asian American”190 and the more 
than 30 subpopulation groups within the category 
of “Pacific Islander”191 has its own distinct 
culture, beliefs and practices.  Approximately 
2,000 Asian and Pacific Island languages and 
dialects are spoken worldwide.  In California, 
more than 45 distinct Asian and Pacific Island 
ethnic groups speak 28 different languages and 
many more unique dialects.192  Of the ten most 
commonly spoken languages in California, six are 
Asian.193  Similarly, California’s Latino/Hispanic 
populations originate from more than 22 Spanish-
speaking countries (including the U.S.), plus 
Puerto Rico.  Spanish is the second most 

commonly spoken language in the U.S.  But while 
many believe there is a single Spanish language, 
numerous dialects and regional variants are 
spoken throughout the world and across the U.S.  
Diversity, not only across the primary U.S. 
race/ethnic population groups, but also within each 
subpopulation, is vast.  Within American 
Indian/Alaska Native communities, over 217 
different languages are spoken.65  Thus, 
disaggregation of race/ethnic groups in cancer 
research and along the cancer care continuum is 
critical.92, 194-196 

Today, among the most successful interventions 
across the breast cancer care continuum are those 
being developed by investigators in partnership 
with communities via community-based 
participatory research.  The California Breast 
Cancer Research Program has led the way in 
promoting this type of research, and now many 
traditional funders, including the National Cancer 
Institute, American Cancer Society, Susan G. 
Komen for the Cure, and others incorporate 
funding mechanisms to support such partnerships. 

It appears that efforts have begun to examine the 
role of culture on screening practices among 
African American, American Indian/Alaska 
Native, Asian American/Pacific Islander and 
Hispanic/Latina women.  Additional studies need 
to be conducted among American Indian, Alaska 
Natives, Native Hawaiian, other Pacific Islanders 
and the smallest Asian American communities, 
such as Bangladeshi, Hmong, Indonesian, Iwo 
Jiman, Malaysian, and Nepalese,151 along with the 
appropriate methodology and instruments to study 
these populations.  Barriers have been identified, 
as has the need for more culturally appropriate 
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means of increasing breast cancer screening 
among minorities.  However, despite targeted 
efforts at intervention with culturally-appropriate 
strategies,180-182 the underutilization of breast 
screening still persists, and much more needs to be 
done to better define the concepts of race, culture, 
ethnicity, and acculturation to be able to compare 
the findings from these various studies.  The 
studies conducted thus far leave lingering 
concerns of the impacts of low screening among 
immigrants, and other minority and medically 
underserved populations. 

Diagnosis 

Very little research has been dedicated to 
examining the role of culture on breast cancer 
diagnosis and post-screening follow-up among 
African American, American Indian/Alaska and 
Hawaii Natives, Asian American/Pacific Islanders 
and Latinas.  However, previous research has 
shown that religious and spiritual beliefs influence 
decisions about seeking treatment for breast cancer 
symptoms.44, 197-199  For example, Lannin and 
colleagues200 found that religious and spiritual 
beliefs—such as prayer about cancer—can lead to 
healing, but they were also associated with greater 
delay in seeking treatment for breast cancer 
symptoms.  African American women were 
significantly more likely than Caucasian women to 
endorse these beliefs.197  Similar findings have been 
reported for Hispanics/Latinas and many Pacific 
Islander communities;201 faith in God was influential 
in determining the length of time between symptom 
recognition and seeking care in Latino/Hispanic men 
and women.110  Several studies have documented the 
perception of cancer in American Indian/Alaska 

Native women and the associated cultural barriers 
that prevent timely diagnosis.187, 202-209 

In an analysis of SEER data, Hedeen et al. 
reported that Asian-born American women have a 
greater percentage of tumors larger than 2 cm than 
both U.S.-born Asian-American women and white 
women, suggesting that birthplace may be 
correlated with stage of diagnosis.  Hedeen found 
the same results for women born in Latin America 
and living in the U.S., compared with U.S.-born 
Latinas and non-Hispanic white women.210  The 
authors reasoned that lower utilization of breast 
cancer screening by foreign-born Asians and 
Latinas is likely to be responsible for the observed 
differences in tumor size.  This further lends 
support to the hypothesis that more acculturated 
U.S.-born women tend to get screened more and, 
consequently, are less likely to be diagnosed with 
larger tumors.210  However, the interpretation of 
the results may be affected by the relatively large 
proportion of Asians and Latinas in the cancer 
registry sample with unknown birthplace who 
were excluded from the analysis.  Recent findings 
suggest that patients in the registry with unknown 
birthplace are twice as likely to be U.S.-born than 
patients with known birthplace.211 

Later stage at diagnosis may result not only from 
screening underutilization but also fear of the 
disease.  Two qualitative studies of South Asian 
and Chinese American immigrant women found 
that women are likely to delay seeking follow-up 
assessment after screening positive for a breast 
lump for fear of the disease and the real or 
perceived impact it would have on their lives.130, 

212  These findings underscore the importance of 
targeted health education and outreach to allay 
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fear and misconceptions among these 
subpopulations. 

Similarly, Moy and colleagues213  surveyed a 
small group of Asian, African American and 
Hispanic/Latina women to determine their cultural 
perspectives regarding barriers to repeat 
mammography.  They found fatalism among some 
African American women precluded repeat 
mammography for fear of finding a breast cancer, 
which they believed would lead to imminent 
death.  Several studies confirm high rates of late-
stage diagnosis among African American 
women.27, 214, 215  Wojcik et al.216 determined that 
equalizing mammography utilization among 
African American, white and Hispanic/Latina 
women would also equalize survival among these 
groups. However, biologic differences in hormone 
receptor status and histology among African 
American women diagnosed with breast cancer, as 
compared to their non-Hispanic white 
counterparts, complicate this assumption, 
especially regarding younger African American 
women.194, 217 

In summary, stage of disease at diagnosis is highly 
correlated with screening practices; women who 
undergo routine breast cancer screening are more 
likely to be diagnosed with early stage disease.27, 

213-216  However, there is evidence suggesting that 
cultural beliefs and values may also delay both 
diagnosis and treatment, as misconceptions and 
fear about breast cancer and culturally-defined 
roles of women in the family may be a barrier to 
adherence to follow-up guidelines after receiving 
screening services, over and above individual 
attitudes and knowledge about mammography and 
breast cancer.44, 140, 145, 148, 218  More research is 

needed to understand cultural beliefs that may 
affect minority or immigrant women’s decisions to 
delay follow-up after an abnormal or positive 
screening result.219  Accordingly, future outreach 
efforts should not be limited to promoting 
screening but should also encourage post-
screening follow-up after diagnosis.  As stated 
above, culturally tailoring these outreach and 
education efforts via a community-based 
participatory research effort will provide the 
greatest opportunity for success. 

Treatment 

Culture may influence both the timing and type of 
breast cancer treatment received by African 
American, Hispanic/Latina, Asian American, 
Pacific Islander, Native Hawaiian, and American 
Indian/Alaska Native patients.  These groups, and 
poor and uninsured patients from all population 
groups, tend to receive substandard treatments 
more often than their high-socioeconomic status, 
insured, non-Hispanic white counterparts.152, 220-225  
Katz found that women who prefer to speak 
Spanish in Los Angeles were more likely to 
experience a delay of three months or more from 
diagnosis to surgical treatment, and were the most 
likely to experience lower levels of satisfaction 
with their treatment, compared to non-Hispanic 
whites, African Americans, and Latinas whose 
primary language is English.226  Latina/Hispanic, 
Asian American, and Pacific Islander women have 
significantly lower rates of breast conserving 
surgery compared to non-Hispanic white 
women.195, 226-235  In fact, Asian American and 
Pacific Islander women are two to three times 
more likely than non-Hispanic white women to 
undergo mastectomy, a difference not completely 



California Breast Cancer Research Program 

Section II. Disparities in Breast Cancer                                    DRAFT 5/07                                                                 Page 12 
Chapter D. Culture 

attributable to sociodemographic and clinical 
factors. 

Based on preliminary data from the “National 
Native American Cancer Survivors Support 
Network,” American Indian/Alaska Native 
patients report finding access to quality care 
difficult at best.  Examples of findings from 
Native breast cancer survivors from 1996 to 2000 
include that none had access to a second opinion 
for their diagnosis; only one woman who used 
Indian Health Service Contract Health Service was 
offered breast conserving surgery; in some 
regions, no established treatment protocols were 
followed and no follow-up recommendations were 
sent back to the woman’s home village; and 
average interval from the time of diagnosis ranged 
in various geographic regions from three to nine 
months.76, 174, 202, 203, 236-239 

However, researchers have only recently begun to 
explore the role of cultural influences on treatment 
for breast cancer to determine if there is a link 
between culture and observed treatment patterns 
across racial/ethnic groups. 

Several investigators have explored the reasons 
Asian American and Pacific Islander breast cancer 
patients tend to receive different treatments than 
other groups.  Goel et al. conducted a large 
retrospective cohort study of foreign-born Asian 
American and Pacific Islander women, who tend 
to be less acculturated than their U.S.-born 
counterparts.227 Based on national SEER data, 
they found foreign-born Asian American and 
Pacific Islander women were more likely to 
undergo mastectomy over breast conserving 
surgery than were U.S.-born Asian American, 
Pacific Islander, and non-Hispanic white women.  

The investigators offered several explanations, 
though none have been tested.  One possible 
explanation is that providers may prefer 
mastectomy for their foreign-born Asian American 
and Pacific Islander patients, due to concerns 
about non-adherence to recommended adjuvant 
therapy among this population.  Alternatively, 
Asian American and Pacific Islander women may 
place greater value on immediate treatment 
(mastectomy), which does not require adjuvant 
therapy.227, 232  In a study investigating Chinese 
American women who underwent surgery for 
breast cancer and their providers, Killoran and 
Moyer240 determined that a majority elected to 
undergo modified radical mastectomy, even when 
breast conserving surgery was an option.  This 
finding held regardless of the women’s age, 
educational attainment, income level, and legal 
status.  The women believed mastectomy to be 
safer, and some reported feeling pressured to 
accept breast conserving surgery.  Physicians and 
patients alike felt miscommunication was a major 
barrier for those women whose English 
proficiency was limited; and language barriers 
were cited as having led to changing or early 
stopping of treatment regimens. 

A few qualitative studies have also pointed to 
cultural values as an important variable in 
treatment preferences among Asian American and 
Pacific Islander women, many of whom have 
strong spiritual beliefs that breast cancer diagnosis 
and outcome are in God’s control (“karma”).131, 232  
This may lead to Asian American women being 
less inclined to actively participate in treatment 
decision-making, leaving the decision to their 
provider.131  Through these qualitative studies, 
some theories emerged in helping to understand 
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breast cancer treatment decision-making processes 
through a culturally sensitive lens, based on key 
values that cut across many Asian cultures.  First, 
Asian American women may want to remove the 
possibility of worry about a recurrence, thus 
selecting mastectomy, which does not require 
additional treatments.  Second, mastectomy for 
treatment of early stage breast cancer usually 
minimizes the period of disability and affords the 
patient increased ability to retain obligatory roles 
and family duties.  Third, many Asian cultures 
encourage self-sacrifice, particularly among 
women; thus, Asian American women may choose 
mastectomy, which is less disruptive for their 
loved ones.  Finally, self-sufficiency is also highly 
valued in many Asian cultures.  In that regard, 
selecting breast conserving surgery would mean 
that the woman would be less self-sufficient 
during the multiple treatments periods, forcing her 
to accept outside assistance, which entails an 
obligation for future repayment of the favor.232  
Overall, these qualitative studies are critical in 
establishing the range of beliefs and attitudes 
among various Asian American populations.  
Quantitative methods can then be used to examine 
the extent to which these beliefs and attitudes truly 
impact health in a population; at least two research 
groups (Kagawa-Singer and colleagues at UCLA, 
and Gomez and colleagues at NCCC) are currently 
undertaking such studies. 

Breast cancer treatment decision-making among 
Hispanics/Latinas also differs from other groups.  
Maly and colleagues found that Latinas may not 
receive breast conserving surgery due to decision 
making by family members.235  Approximately 49 
percent of less-acculturated Latinas and 18 percent 
of more-acculturated Latinas indicated that their 

family members determined the final treatment 
decision, compared with less than 4 percent of 
African American and non-Hispanic white 
women.  Furthermore, patients were less likely to 
receive breast conserving surgery when the family 
made the final treatment decision.235 

Treatment delays experienced by American 
Indian/Alaska Native women may be caused by 
under-funding of the Indian Health Service, and 
may also be due to cultural factors.  Native 
American breast cancer patients may need family 
assistance to care for children or elders in the 
family.  Also contributing to delays is reliance on 
subsistence hunting, for example, among Alaska 
Native women.  The Alaska Native breast cancer 
patient may delay traveling to Anchorage for 
treatment until the hunting season is over to help 
the community obtain food and to access 
appropriate shares of the food supply.  A unique 
cause of treatment delay is the urbanization of the 
American Indian/Alaska Native populations, while 
their eligibility for health care referral remains on 
their reservations.  Conversely, members of 
isolated tribal communities, especially in Alaska, 
often have to travel hundreds of miles for 
prescriptions they must refill in person, the cost of 
which must come from their personal budgets, 
which are already constrained by the levels of 
endemic poverty. 

Collaboration with traditional healers must be 
considered as American Indian/Alaska Native 
patients communicate their desire to have healing 
ceremonies (which differ greatly among tribes) as 
part of treatment regimes.172, 173, 204 

The co-morbidities that are highly prevalent in 
most of these minority populations—such as 
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obesity, diabetes and high blood pressure—often 
constrain the types of treatments available to these 
individuals.  Co-morbidities will also make many 
minority patients ineligible for clinical trials, 
which provide the latest and often the best 
treatment options.241  For example, 25 percent of 
Native American breast cancer patients enrolled in 
the "Native American Cancer Education for 
Survivors" (NACES) program are diabetic and 
about one-third have high blood pressure.  Either 
or both conditions are likely to result in the patient 
being ineligible for a clinical trials.204  In any case, 
clinical trials are rarely offered to these women.  
Although the barriers to participation are well 
known, there continues to be insufficient culturally 
acceptable recruitment strategies to address these 
barriers.203 

Minority women who do take part in clinical trials 
may be misclassified.  From April 2005 through 
2007, approximately 1000 American 
Indian/Alaska Natives were asked if they have 
ever taken part in a cancer clinical trial.  Data 
show 10 percent of the respondents are taking part.  
However, when checking cancer clinical settings, 
these individuals were not identified as American 
Indian/Alaska Native, due to racial 
misclassification.  In an ongoing clinical trial,242 
protocols were modified to assure that cancer 
patients and families had sufficient information to 
make an informed decision.  The high recruitment 
rate and lack of refusals in this study show that 
American Indians/Alaska Natives are willing to 
take part in clinical trials when the trials are set up 
in a culturally-appropriate manner.243 

Culturally- and linguistically-appropriate 
interventions are needed to decrease the time 

between diagnosis and treatment and to help 
ensure that women receive the most appropriate 
treatment.  Efforts must also be made to look at 
ways to be more inclusive of minority populations 
in clinical trials in order to be able to determine 
whether new treatment options offer benefit across 
all populations. 

Survival 

Virtually no information is available about the role 
of culture in survival after breast cancer among 
ethnic and racial minority groups.  The limited 
literature available for Asian American and Pacific 
Islander women suggests that acculturation to 
western culture is associated with early diagnosis; 
presumably this contributes to better survival.  
However, beyond differences in stage at diagnosis, 
the impact of cultural factors on survival among 
breast cancer patients from ethnic and racial 
minority groups has not been systematically 
explored.   

In a study using SEER data to compare breast 
cancer survival among Asian immigrants, U.S.-
born Asian Americans and white women, there 
were no significant differences in survival by 
birthplace within each of the Asian subgroups 
(Japanese, Chinese, and Filipina) after adjusting 
for demographic characteristics, stage of 
diagnosis, and treatment.30  The study was 
criticized, however, for using birthplace 
information from SEER data, which is missing for 
a greater number of U.S.-born than foreign-born 
patients.  Exclusion of cancer cases missing 
birthplace information could potentially lead to a 
biased sample.195  Conversely, a more recent study 
using SEER data comparing U.S.- and East Asian-
born Chinese Americans reported significantly 
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lower five-year overall survival among the latter 
group.244  These results suggest poorer survival 
rates among Asian-born women may be due to 
problems with access to health care due to 
language and cultural barriers, leading to delayed 
diagnosis and treatment.  These two SEER studies 
with contradictory results make it hard to evaluate 
whether acculturation is correlated with better 
survival among Asian American women.  
Additional studies comparing more U.S.- and 
Asian-born American populations, as well as other 
populations with a portion of more recent 
immigrants, such as Hispanics/Latinas, will shed 
more light on this matter. 

Interestingly, studies of survival across Asian 
American subgroups consistently reported that 
Japanese American women have better survival 
and are more likely to be diagnosed at an earlier 
stage.30, 195  As noted in the Incidence subsection 
of this chapter above, Japanese Americans are the 
most acculturated of all U.S. Asian populations,30 
suggesting that acculturation may be correlated 
with better survival. 

American Indians continue to have the poorest 
five-year relative survival from breast cancer in 
comparison to all other ethnicities in the U.S.245, 

246  The culture of past generations of American 
Indians/Alaska Natives dictated that the word 
cancer is often not even spoken and that the word 
does not exist in most dialects.  A new project 
within the Navajo Nation is developing a Navajo 
language cancer glossary to correct prior 
translations that lumped cancer with descriptions 
of incurable illness.  In addition, traditional roles 
that require women to make others their life’s 
priority often negatively impact completion and 

effectiveness of treatment, thereby contributing to 
mortality.  For some, spiritual associations do not 
allow for ownership of the disease and patients 
may rationalize that detection and treatments are 
not valued since all events were predetermined by 
a Greater Being.187  Educational outreach efforts, 
especially those utilizing visible survivors, will be 
necessary to overcome the fatalism attached to 
cancer. 

In summary, few studies have touched upon the 
role of culture on breast cancer survival.  The 
dearth of research studies, imprecise definitions of 
culture, and complex results indicate the need for 
more research to develop better methods to assess 
immigration and acculturation in population-based 
cancer registries and special studies to determine if 
and how these factors impact survival for all 
ethnic groups. 

Quality of Life 

Little is known about quality of life in ethnic and 
racial minority breast cancer survivors.247  The 
studies that have been conducted in African 
American women have shown that levels of 
physical, social, and emotional functioning are 
relatively high among long-term African 
American breast cancer survivors; however, 
subgroups of women may have poorer 
functioning.248-251  Not surprisingly, African 
American breast cancer survivors with malignant 
lymph nodes and those with recurrent disease 
reported significantly lower levels of quality of 
life compared to African American breast cancer 
survivors without these factors.249  Ethnic 
differences in quality of life have also been 
reported among breast cancer survivors.  
Compared to Caucasian survivors, African 
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American survivors were found to have 
significantly lower levels of quality of life251 and 
reported greater levels of cancer-specific 
distress.252  While ethnic differences in quality of 
life may be attributed to socioeconomic (i.e., 
lower income), medical (i.e., co-morbid 
conditions), and environmental factors (i.e., 
greater perceptions of life stress), these factors 
were higher among African American breast 
cancer survivors compared to Caucasian breast 
cancer survivors.251  However, socio-economic 
status factors were not associated with quality of 
life outcomes among short- or long-term African 
American breast cancer survivors.249 

Cultural beliefs and values may play an important 
role in coping with breast cancer diagnosis and 
treatment, and ultimately quality of life.  Studies 
have shown that religion and spirituality are 
important coping resources following breast cancer 
diagnosis in African American, Hispanic/Latina and 
Caucasian women;253 however, the importance of 
these needs may differ depending on the woman’s 
racial or ethnic background.  For example, while 25 
percent of Caucasian cancer patients reported five or 
more spiritual needs following their cancer 
diagnosis, significantly more African American (41 
percent) and Hispanic/Latina (61percent) women 
reported five or more spiritual needs.131  Other 
studies have shown that African American and 
Caucasian women use similar sources for social 
support following their cancer diagnosis, but 
significantly more African American than Caucasian 
women reported that they used God as a source of 
support.114  In another study, Caucasian women 
affected with breast cancer used fewer religious 
coping strategies compared to African American 
women and use of religious coping strategies were 

consistent following surgery only in African 
American and Hispanic/Latina women.113  In a 
recent study on ethnic differences in cultural values 
between African American and white men newly 
diagnosed with prostate cancer, Halbert and 
colleagues found that levels of religiosity were 
significantly greater in African American men after 
controlling for clinical factors and sociodemographic 
characteristics.254 

In the American Indian/Alaska Native population, 
the overall poor quality of life for cancer patients 
demands greater resources.  A recent study by 
Burhansstipanov et al.172 provides a listing of the 
quality of life issues that are communicated by the 
members of the native community.  From 
caregiver support to pain management, quality of 
life needs to be addressed in this population.  Most 
tribal cultures would like to integrate 
traditional/spiritual healing with western medicine 
in an effort to expedite recovery by removing 
anger and bitterness that accompanies a breast 
cancer diagnosis.  A common complaint among 
the American Indian/Alaska Native populations is 
the inappropriateness and inaccuracy of pain 
assessment tools and lack of communication or 
miscommunication with health care providers. In 
most cases, chronically ill individuals are unable 
to obtain pain medications and are often reported 
to “pass from this life with no relief,” with 
testimonies of family members having to restrain 
ill patients who were thrashing in pain.  These 
quality of life issues are direct reflections of 
cultural distinctions that can be overcome with 
training, combined effort, and better 
communication.  A very recent effort within the 
Indian Health Service has been made to develop 
guidelines that are culturally appropriate for 
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improving end-of-life care and symptom 
management.  A train-the-trainer program 
involving all 12 regions of Indian Health Service 
has been initiated in response to very vocal 
community requests for improvement in this 
arena. This need to have providers well trained to 
address end-of-life care in the context of cultural 
parameters is also seen in other minority 
populations. 

To date, only one study has been published in the 
biomedical literature examining the role of culture 
and other socio-ecological factors on quality of 
life among Latinas44 and the studies among Asian 
American breast cancer survivors were qualitative 
in design, using focus group participants to 
capture cultural beliefs and attitudes about coping 
with breast cancer.  Studies have shown that Asian 
American breast cancer patients, particularly those 
who are less acculturated, do not communicate 
their distress from breast cancer with others, be it 
with family members or providers.  Kagawa 
Singer and colleagues reported that “face” and 
self-sacrifice are fundamental concepts in many 
Asian cultures.  As a result, many women may 
tend to hide negative emotions and “suffer in 
silence” in order to maintain harmony in their 
family and social circles.232  Additionally, they 
also found that Asian American breast cancer 
patients are less likely to seek professional 
assistance than their non-Hispanic white 
counterparts.  Of course, given the diverse cultures 
in this heterogeneous population, there are 
differences between the many subgroups.  Filipina 
patients may be an exception, in that one study 
found Filipinas tend to report worse outcomes than 
other Asian American subgroups.255  Whether 
their tendency to communicate distress about the 

disease arises from differences in cultural 
expression or from their own physical experiences 
with the disease is unknown. 

Asian American breast cancer patients are likely to 
report family as the main source of support.44, 131  
However, family is also reported as a source of 
strain for some Asian American women, who 
expressed concerns about disclosing their illness 
and burdening family members.  Breast cancer can 
also bring about physical changes that hinder the 
woman’s role as the family caretaker.  Some 
women expressed concerns about their post-
treatment functionality and whether they could 
still care for their families.  The choice of 
mastectomy, as indicated in the Treatment 
subsection of this chapter above, may have 
negative repercussions on self-image. 

While the tendencies to hide negative emotions 
and not seek psychosocial services are coping 
mechanisms congruent with many Asian cultures, 
they raise concerns about the emotional well-being 
of Asian American cancer patients.  A research 
group in Hong Kong has been studying the post-
treatment quality of life and treatment decision-
making processes among Chinese women, using 
both qualitative and quantitative methods.  In one 
study measuring social impacts of breast cancer 
for Chinese patients using a social adjustment 
scale, the resulting scores indicate declines after 
diagnosis in self-image, enjoyment of social 
activities, attractiveness, and sexuality.256 

For Asian American women, and perhaps for 
women from other groups of color, beliefs about 
the causes of breast cancer and its management are 
highly driven by cultural values, including self-
sacrifice and self-sufficiency.  The choice of 
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treatments may be driven by the woman’s familial 
role and hesitation to burden others with her 
illness, such as is the case with American 
Indian/Alaska Native women.  Lack of knowledge 
regarding navigation of the U.S. health care 
system and financial accessibility may pose 
significant barriers to those less familiar or 
assertive with the process of accessing services.  
Less acculturated Asian American breast cancer 
survivors, unfortunately, often lack information 
about their diagnosis, treatment, and recovery 
support, as well as the skills to advocate for such 
information.  Of particular concern are more 
recent immigrants, who typically are monolingual, 
yet must navigate through the confusing U.S. 
health care system.  Language barriers and a lack 
of understanding about the American medical 
paradigm put them at greater risk for further 
compromised health.131  While there is constantly 
a need for more research studies to confirm these 
ideas about the impact of acculturation and 
cultural beliefs on quality of life for Asian 
American breast cancer survivors, resources 
should also be dedicated to culturally-competent 
direct services that may aid these survivors during 
their journey to recovery (e.g. interpreters during 
treatment sessions, mental health/social workers, 
transportation services, and cancer navigator peer 
support).44, 116, 253, 257 

Limitations/Gaps/Future Directions 

Limited breast cancer studies of African 
American, Hispanic/Latina, American 
Indian/Alaska Native, Asian American, and Native 
Hawaiian and other Pacific Islander women as 
they move through the breast cancer care 
continuum suggest that all are at risk for poorer 

outcomes. The breast cancer risk for newer 
immigrant groups also increases with increasing 
levels of acculturation. 

Research in diverse populations on breast cancer 
incidence, morbidity, and mortality is hampered 
by several factors.  Three factors are amenable to 
more short term intervention. First is the constraint 
of accuracy on collection of data on 
subpopulations within the larger ethnic categories. 
Even in California, the error rate in ethnic 
classification is quite high for some groups, for 
example, American Indians.  For other groups, 
such as Native Hawaiian and other Pacific 
Islanders, the categories are either too limited or 
non-existent.  Second, too few researchers of color 
are interested in this topic or are even trained at 
this level to conduct such studies.  A corollary to 
this second factor is the lack of clarity and 
precision in the definitions and use of the terms 
race, culture, ethnicity, and acculturation.258  
These concepts must be scientifically applied to 
produce results that are trustworthy and 
comparable.  Third, the structure of the scientific 
endeavor on positivist designs and outreach 
strategies perhaps limits our ability to see different 
cultural realities. 

The constructs of culture and acculturation, like 
race/ethnicity, encompass a multitude of factors.  
For the purposes of understanding risk factors and 
strategies for reducing breast cancer risk and 
adverse outcomes, research needs to focus on 
these specific factors and mechanisms for their 
impact on breast cancer.  For example, what is it 
about lower acculturation levels that are associated 
with possibly worse breast cancer survival?  Is it 
due to lack of access to quality care, language 
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barriers, cultural beliefs about disease process, a 
foreign paradigm of health and well-being, or 
something else?  Future research should also 
explore the impact of legal status (e.g. naturalized 
citizen, legal resident, undocumented immigrant, 
refugee) on acculturation and health.  The 
complex immigration history and anti-immigrant 
sentiments in the U.S., often directed at specific 
groups, may inhibit the acculturation process.259  
Despite the increasing evidence that acculturation 
is not a strict dichotomy in which the minority 
groups’ cultures are displaced by the 
majority/dominant groups’ cultures, theories still 
present a perspective of a unidirectional culture 
conflict.  This enduring view can likely be 
attributed to the fact that the status of health and 
economy among all ethnic and racial minority 
groups cannot be understood without 
incorporating the effects of oppression, state-
sponsored discrimination, and continuing 
marginalization.  However, despite the decimating 
effects of coerced westernization, each of these 
groups has retained a significant condition of 
distinctive cultures.  Measures should be 
developed to appropriately assess, address, and 
incorporate these cultures into cancer research.  
Future studies should also measure the impact of 
public policy decisions on health behavior and on 
breast cancer outcomes. 

 

Mixed methodology and research paradigms are 
needed to move the field of research forward in 
assessing the contribution of culture to breast 
cancer outcomes.  Rigorous inductive qualitative 
research is a critical step for uncovering the salient 
cultural factors impacting breast cancer diagnosis, 

treatment, and outcomes.  However, 
methodologically rigorous deductive quantitative 
studies are needed as well for assessing the 
relative impacts of cultural factors on health 
among diverse African American, American 
Indian/Alaska Native, Asian American, Pacific 
Islander and Hispanic/Latino subgroups.  The non-
Hispanic white category should be disaggregated 
into its major groups as well.  Middle Easterners 
are not the same as northern Europeans, nor are 
eastern Europeans or groups from the 
Mediterranean.  Such categories, originally 
designated in 1977 and revised in 1997 by the 
Office of Management and Budget, must seriously 
be re-evaluated for their application to scientific 
endeavors. 

Cancer registry and other population-based data 
sources used to assess patterns of cancer incidence 
and mortality should aim to include more 
complete information on birthplace.  Emphasis 
should be placed on developing methods to obtain 
additional information, such as imputing years in 
the U.S. through other information and 
acculturation characteristics of the neighborhood 
through census track data.  It is important that data 
on acculturation be validated to ensure quality, 
completeness, and scientific validity.31  
Immigration history, for example, should have 
complete data on nativity, reason for emigration, 
age at entry, and years of U.S. residency.  Missing 
information is most often not random, resulting in 
selection bias or misclassification bias which may 
compromise the validity of research findings. 

Population-based behavioral risk factor surveys, 
such as the National Health Interview Survey, 
Behavioral Risk Factor Surveillance System, and 
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California Health Interview Survey, are excellent 
resources for continuing to monitor trends in 
breast cancer risk factors among diverse 
population groups of women.  Emphasis, however, 
should be placed on including more questions 
addressing the concept of acculturation, and on 
disaggregating the larger ethnic subgroups in 
analyses. 

An overriding theme that must emerge in health 
disparities is to combine disciplines in an effort to 
neutralize the burdens on minority populations 
who suffer from poorer health.  When addressing 
this issue from the perspective of culture, there 
must first be a thorough understanding and 
acceptance of cultural differences.  Perhaps the 
first step is to include some level of training for 
scientists, researchers, and caregivers, so they are 
“culturally competent.”  Secondly, the research 

should not strictly be performed on culturally 
distinct populations, but in cooperation and 
partnership with them.  Several community-based 
participatory research studies that relied on 
multidirectional communication and circular 
feedback between researchers and the 
communities studied have been extremely 
effective in changing the landscape of cancer 
perception, and in transforming (without 
acculturating) subgroups to play a more active role 
in prevention and seeking treatments.  Many 
cultures do not distinguish spiritual, religious, and 
traditional customs from medicine.  Engaging 
these communities through partnerships with 
leaders within their populations, retaining cultural 
distinctions, and applying culturally-appropriate 
perspectives to screening, navigation, and 
treatments will greatly benefit the cause of 
neutralizing breast cancer disparities. 
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